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Introduction: Capecitabine is a widely prescribed oral anticancer agent. We studied

medication adherence and explored its use in daily practice from a patients’ perspective.

Patients and Methods: Patients (n = 92) starting capecitabine were followed up

to five 3-week cycles. Adherence was assessed using a pill count, pharmacy data

and dosing information from the patients’ medical file. Self-reported adherence was

measured using the Medication Adherence Report Scale (MARS). At baseline and

during week 2 of cycles 1, 3, and 5, patients filled out questionnaires about quality

of life, symptoms, attitude toward medicines and disease and use in daily practice.

Simultaneously, blood samples were taken to determine the area under the curve

(AUC) of 5′-deoxy-5-fluorouridine (5′-DFUR), 5-fluorouracil (5-FU), and α-fluoro-β-alanine

(FBAL) by a population pharmacokinetic model. Associations between AUCs and

patient-reported symptoms were tested for cycles 3 and 5.

Results: Most patients (84/92; 91%) had an adherence rate of ≥95 and ≤105%. The

percentage of patients reporting any non-adherence behavior measured with MARS

increased from 16% at cycle 1 to 29% at cycle 5. Symptoms were reported frequently

and the dosing regimen was adjusted by the physician at least once in 62% of patients.

In multivariate analysis the probability of an adjustment increased with the number of

co-medication (OR 1.19, 95% CI: 1.03–1.39) and a stronger emotional response to the

disease (OR 1.32, 95% CI: 1.10–1.59). The AUC of 5′-DFUR was associated with weight

loss (OR 1.10, 95% CI: 1.01–1.19), AUC of FBAL with hand-foot syndrome (OR 0.90,

95% CI: 0.83–0.99), rhinorrhea (OR 1.21, 95% CI: 1.03–1.42 weight loss (OR 1.09, 95%

CI: 1.00–1.20) and depression (OR 0.90, 95% CI: 0.82–0.99). Side effects were reported

by one third of patients as the reason to discontinue treatment.

Conclusion: Adherence to capecitabine was generally high. Nevertheless, adherence

measured with MARS decreased over time Adherence management to support
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implementation of correct capecitabine use is specifically relevant in longer term

treatment. In addition, it appears that adverse event management is important to support

persistence. With the extending armamentarium of oral targeted anticancer agents and

prolonged treatment duration, we expect the issue of medication adherence of increasing

importance in oncology.

Keywords: capecitabine, medication adherence, patient-reported symptoms, dose adjustments,

pharmacokinetics, oral anticancer agent

INTRODUCTION

Capecitabine is registered for treatment of patients following
surgery of stage III (Dukes’ stage C) colon cancer in the adjuvant
setting, for treatment of metastatic colorectal cancer, first-line
treatment of advanced gastric cancer and for treatment of locally
advanced or metastatic breast cancer (European Medicines
Agency (EMEA), 2015). Capecitabine is an oral prodrug of
5-fluorouracil (5-FU). Oral administration is more convenient
and most patients prefer oral medication provided similar
efficacy (Liu et al., 1997; Borner et al., 2001). 5-FU has largely
been replaced by capecitabine, since the latter drug is considered
equally effective (Cassidy et al., 2002; Van Cutsem et al., 2004;
Twelves et al., 2005), has a generally better toxicity profile apart
from hand-foot syndrome (HFS) (Cassidy et al., 2002; Twelves
et al., 2005) and is more cost-effective (Cassidy et al., 2006;
Ward et al., 2006). Capecitabine is commonly prescribed in
a 3-week treatment cycle, with doses on days 1 through 14,
followed by a 7-day rest period. The dosing regimen is even
more complex as the capsules should be used twice daily within
30min after a meal with a 12-h interval. Furthermore, to obtain
the required dosage patients need to take several capsules (e.g.,
when prescribed a daily dose of 2300mg, a patient has to take
2 capsules of 500mg and 1 capsule of 150mg in the morning
and in the evening; European Medicines Agency (EMEA), 2015).
The starting dose depends on previous treatments, combination
with other cytotoxic agents, renal function, and knowledge
of dihydropyrimidine dehydrogenase (DPD) deficiency and
is calculated on the basis of the body surface area (BSA).
Dose reduction and/or delay are guided by the occurrence of
toxicity.

As a consequence of oral administration of anticancer agents
responsibility of intake has shifted toward patients and non-
adherence is an issue to deal with. Adherence to capecitabine,
appears to be higher (Macintosh et al., 2007; Mayer et al., 2009;
Regnier Denois et al., 2011; Simons et al., 2011; Winterhalder
et al., 2011; Bhattacharya et al., 2012; Krolop et al., 2013;
Patel et al., 2013; Thivat et al., 2013; Walter et al., 2013;
Timmers et al., 2014; Zahrina et al., 2014; De Figueiredo
and Forones, 2014) than adherence to long-term medication
in chronic disease (Sabaté, 2003; Osterberg and Blaschke,
2005). Assessment of adherence to capecitabine treatment is
challenging because of the dosing regimen which is complex
and the frequent necessity of individual adjustments. For
assessment of medication adherence it is essential to use a
method to distinguish patients’ non-adherence from physicians’
adjustments during treatment.

Several factors can be related to non-adherence (Verbrugghe
et al., 2013; Mathes et al., 2014). Toxicity from drugs is
an important factor in non-adherence (Verbrugghe et al.,
2013). Patient-reported symptoms are a better reflection of the
subjective daily health status than physician’s scoring systems
(Basch et al., 2009). When adverse events are assessed in relation
with adherence, it is consistent to study them from a patients’
point of view as patient-reported symptoms might have a
stronger relationship with patients’ non-adherence.

According to Leventhal’s common sense model (CSM)
patients’ perception of and beliefs about their illness are
important factors in their reactions and behavior to health
threats (McAndrew et al., 2008). Beliefs about medicines are also
associated with medication adherence (Horne et al., 2013) in
various diseases.

Pharmacokinetic behavior of capecitabine is complex and
there is considerable variability in metabolite concentrations
among patients caused by multiple factors (Reigner et al., 2001).
Gieschke et al. (2003) have demonstrated a relation between
systemic exposure to the capecitabine metabolites 5′-DFUR, 5-
FU, and FBAL and efficacy or toxicity. Yen-Revollo et al. (2008)
have given mounting evidence that HFS seems to be caused by
products of DPD-initiated catabolic degradation of 5-FU. With
the use of capecitabine in daily practice, drug exposure might be
a factor of influence on medication adherence.

The present study was designed to to get more insight into
patients’ experiences with the use of capecitabine in daily practice
and the various aspects that govern adherence. To that end, we
studied medication adherence in patients with cancer starting
the use of capecitabine and the influence of patients’ attitudes
and side-effects on adherence. Furthermore, we explored
possible relationships between patient characteristics, disease
characteristics, symptoms, quality of life, patients’ beliefs and
attitude toward disease andmedicines, dose adjustments, reasons
for discontinuation and exposure to 5′-DFUR, 5-FU, and FBAL
and adherence.

PATIENTS AND METHODS

Study Design
In this prospective observational cohort study (Timmers et al.,
2012), conducted between June 2010 and January 2012 in 10
Dutch hospitals, patients who started capecitabine treatment
were followed up to five 3-week treatment cycles. The study was
approved by the Medical Ethics review board of VU University
Medical Center (VUMC, Amsterdam, the Netherlands), as well
as the boards of each participating center. Written informed
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consent was obtained from all patients. The study was registered
in the Netherland Trial Register under number NTR2324 and the
protocol was published (Timmers et al., 2012).

Patients
Regardless of the indication, patients starting treatment with
capecitabine were eligible for participation. Exclusion criteria
were: age younger than 18 years and inability to fill out a Dutch
questionnaire.

Data Collection
Disease Characteristics and Dose Adjustments
Information on indication for treatment with capecitabine, BSA,
the starting dose, dose adjustments, and concomitant cytotoxic
agents was retrieved from the patient’s medical file. Adjustments
were categorized as: dose reduction (lowering the daily dose),
shortening of the period of use (less than 14 consecutive days
of capecitabine at the beginning of the 3-week cycle) and delay
(the next cycle starting more than 21 days after the start of the
previous cycle).

Medication Adherence
The overall adherence rate in the implementation phase was
assessed during the studied period with a pill count method
which corrects for the adjustments made by the physician.
We refer to this as the PPP-method (Pill count-Pharmacy
records-Patients’ file). Patients were contacted unannounced
by phone after finishing the fifth cycle or earlier when they
prematurely discontinued. They were asked to count their
remaining pills and were whether they had returned pills to the
pharmacy or disposed pills in any other way. Dispensing records
of the pharmacy (or pharmacies) and the initially prescribed
number of pills as well as all adjustments during use retrieved
from the patient’s medical file were collected. This information
was plotted in a calendar during the studied period (form start
till the moment of pill count). Adherence was expressed as
the percentage of the total amount in mg the patient used
in the studied period toward the total amount in mg the
patient was supposed to use in the studied period. This was
calculated by dividing the number of pills dispensed minus
the pill count by the initially prescribed capecitabine dosing
regimen minus adjustments of the dosing regimen (Figure 1).
In addition, medication adherence behavior was assessed by a
patient-reported questionnaire (Medication Adherence Report
Scale,MARS; Horne et al., 2001). Furthermore, the blood samples
were used to get insight into medication adherence. When
capecitabine nor one of its primary metabolites (5′-DFCR, 5′-
DFUR, 5-FU) could be detected in the period 20 min–12 h after
themoment of intake that was reported by the patient, the patient
was assumed to be non-adherent at that time-point.

Patient-Reported Questionnaires
Patients filled out a questionnaire at baseline and during
treatment, in the second week of cycles 1, 3, and 5. including
education, living status, occupation, all co-medication, quality
of life (SF-12) (Gandek et al., 1998), illness perceptions (Brief
IPQ) (Broadbent et al., 2006), patient’s beliefs about medicine

FIGURE 1 | PPP-method (Pill count-Pharmacy records-Patients’ file) to

measure the Adherence Rate.

in general and toward capecitabine (BMQ) (Horne et al., 1999).
adherence (MARS) (Horne et al., 2001), food intake in relation to
capecitabine intake and type and grade of symptoms. Symptoms
occurring in ≥1% of patients according to the European Public
Assessment Report (EPAR) of capecitabine (European Medicines
Agency (EMEA), 2015) were included in the questionnaire.
Answers could be scored on a 5 point Likert scale (not at
all, a little bit, rather, a lot, very much). Symptoms scored
as “a lot” or “very much” were considered as “severe.” When
a patient discontinued capecitabine treatment, the reasons for
discontinuation were enquired.

Exposure to Metabolites
A blood sample was collected in the second week of cycles
1, 3, and 5. The time of blood withdrawal and the time of
the last capecitabine intake were recorded. At each withdrawal
patient’s length and weight were documented. Blood samples
were analyzed by validated liquid chromatography/tandem mass
spectrometrymethods for plasma concentrations of capecitabine,
5′-DFCR, 5′-DFUR, 5-FU and FBAL (Deenen et al., 2013).
Alkaline phosphatase (AF) and creatinine concentrations were
analyzed from the same blood sample. Creatinine clearance was
calculated using the Cockcroft-Gault formula (Cockcroft and
Gault, 1976). For post-hoc estimation of the area under the
curve (AUC) of the metabolites, the data were incorporated
in the NONMEM program (version VI), using a population
pharmacokinetic model described by Gieschke et al. (2003).
Apart from the concentration of the metabolites 5′-DFUR, 5-FU,
and FBAL, the model required capecitabine dose, time between
intake of capecitabine and blood sample collection, BSA, AF
concentration and creatinine clearance to estimate the AUC.
Samples collected within 20 min after intake, those with an
unknown time-point of last capecitabine intake and undetectable
plasma levels of 5′-DFUR or 5-FU were excluded from further
analyses.

Statistical Methods
The baseline descriptive data were presented as frequencies
(percentages) for categorical variables and as the means with
standard error or median with range for continuous data. The
associations between BMQ-subscales, Brief IPQ-subscales and
symptoms and a MARS <25-score at cycle 3, were analyzed
univariate by means of logistic regression with MARS <25-score
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as the dependent variable. Associations between symptoms at
cycle 1 and a decreased dose at the start of cycle 2 was
tested using the X2-test or Fisher’s exact test when appropriate.
Associations between reporting of symptoms and any adjustment
in dosing regimen (shortening of period of use of cycle 1,
delaying cycle 2 and/or adjusting during cycle 1 or at the
start of cycle 2) were tested in a similar way. The influence
of baseline characteristics as factors on dose reduction at the
start of any new cycle, and any adjustments in dosing regimen
during the study period, respectively, was tested using univariate
logistic regression. Factors tested significantly in univariate
analysis (p < 0.05) were included in a multivariate logistic
regression using forward selection. To test the relationship
between the AUC of a metabolite of capecitabine and a
patient-reported symptom at cycles 3 and 5, a Generalized
Estimating Equations (GEE) model was fitted with presence of
symptoms as the dependent variable and the AUC measured
at the same cycle as the independent variable. GEE was used
to take into account within-patient correlation between the
dependent variable at cycles 3 and 5. For all analyses, a two-tailed
significance level of 0.05 was used. P-values below this level were
considered statistically significant. The statistical analyses were
performedwith SPSS 20.0 forWindows (IBMCorp, Armonk, NY,
USA).

RESULTS

Baseline Characteristics
A total of 92 patients were included, of whom 87, 70, and 57
were still on treatment in the second week of cycles 1, 3, and
5, respectively. Supplementary Table S1 provides information on
the number of patients for whom data were available at each
time-point. All patients used capecitabine in the usual 3-week
cycle regimen. Baseline characteristics of the patients are listed
in Table 1. Patients (62% male, median age 64.4 years) had most
frequently a diagnosis of colorectal cancer (66/72%), 16 had
breast cancer (17%), four had pancreatic cancer (4%), and six
had another type of cancer (oesophageal, head-and-neck, and
unknown origin; 7%).

Treatment and Adjustments to the Dosing
Regimen
Themedian starting dose of capecitabine was twice daily 2000mg
(range: twice daily 1000–2650mg a day), corresponding with
a median dosing regimen of twice daily 988 mg/m2/d (range
0523–1305). The initial dosing regimen was adjusted at least once
in 62% of the patients. This could either be a dose reduction
(30%), dose increase (13%), shortening of the period of use
(21%), or delay (35%). In The type, frequency and time-points
of dose adjustments are described in detail in Supplementary
Table S2.

Medication Adherence
The adherence rate (implementation phase) could be calculated
for 67 patients (73%). For the remaining 27%, either the pill count
was missing or data from the pharmacy or medical file were
incomplete. Within the studied period the mean and median

TABLE 1 | Baseline characteristics.

Age (yr) median 64.4

Range 39.2–86.8

Sex (N (%))

Male 57 (62.0)

Female 35 (38.0)

Education (N (%))

Low level 25 (27.2)

Higher level 67 (72.8)

Living status (N (%))a

Living alone 16 (17.6)

Living together 75 (83.4)

Occupation (N (%))b

Paid work 25 (28.4)

No paid work 63 (71.6)

Co-medicationc

% of patients with co-medication 78.9

Number of medicines, median 2

Number of medicines, range 0–14

Initial capecitabine dose

Median (mg/m2/d) 1975

Range (mg/m2/d) 1046–2609

Median (mg/d) 4000

Range (mg/d) 2000–5300

Type of cancer (N (%))

Colorectal cancer 66 (71.7)

- Adjuvant 17 (18.5)

- Metastatic 49 (53.3)

Breast cancer 16 (17.4)

Gastric cancer 4 (4.3)

Other 6 (6.5)

Capecitabine regimen (N (%))

Single agent 27 (29.3)

Combination 65 (70.7)

Abbreviations: yr, years; mg/d, milligrams per day; mg/m2/d, milligrams, per square

meters per day.
aOne missing.
bFour missings.
cTwo missings.

adherence rate were 99.3 and 100.0%, respectively. Most patients
(91%) had an adherence rate of≥95–≤105%. In five patients (7%)
the adherence rate was <95% and in two of them (3%) this was
<90%. One patient had an adherence rate >105%.

Self-reported adherence measured with MARS is presented
in Table 2. Non-adherence increased over time. The percentage
of patients reporting non-adherence on any of the five MARS
statements was 16% at cycle 1, 23% at cycle 3, and 29% at cycle
5. The most common statement was “forgetting to take it” (12,
20, and 26% at respectively cycles 1, 3, and 5). Over-adherence
was mentioned by one patient at cycle 5.

There were three blood samples (1.9%) without any detectable
concentrations of capecitabine, 5′-DFCR, 5′-DFUR, and 5-FU,
while the patient stated to have taken the last capecitabine within
the period 12 h–20 min prior to blood collection. These samples
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TABLE 2 | Use of capecitabine, quality of life, and patients’ beliefs.

T0 Cycle 1a Cycle 3a Cycle 5a

N = 92 N = 77 N = 66 N = 56

ADHERENCE (MARS)

MARS < 25 score (%) n.a. 15.7 23.1 28.8

I forget to take it (%) n.a. 12.2 20.0 25.5

I alter the dose (%) n.a. 2.8 6.2 9.3

I stop taking it for a while (%) n.a. 4.3 1.5 5.6

I decide to miss out a dose (%) n.a. 4.2 3.1 9.4

I take less than instructed (%) n.a. 1.4 1.5 3.8

OVERUSE

I use more than prescribed (%) n.a. 0.0 0.0 1.9

Reminder method (%) n.a. 61.5 66.2 73.2

Incorrect timing of intake (%) n.a. 13.2 32.8 24.1

Intake with grapefruit (%) n.a. 0.0 1.6 3.6

SF-12 (MEAN ± SD)

Physical component (0–100) 37.1 ± 9.3 38.4 ± 9.9 37.7 ± 9.9 37.4 ± 11.1

Mental component (0–100) 47.1 ± 7.5 48.5 ± 6.7 49.0 ± 5.8 50.4 ± 5.4

BMQ (MEAN ± SD)

General overuse (4–20) 10.4 ± 2.4 10.5 ± 2.9 10.6 ± 2.6 10.6 ± 2.3

General harm (4–20) 9.7 ± 2.52 10.1 ± 2.5 9.5 ± 2.5 9.8 ± 2.5

Specific necessity (5–25) 19.5 ± 3.3 19.5 ± 3.6 19.2 ± 3.9 18.6 ± 4.1

Specific concern (5–25) 14.3 ± 4.0 14.2 ± 3.9 14.0 ± 4.4 14.1 ± 3.6

Nec-conc differential (−20–20) 5.1 ± 5.3 5.1 ± 4.6 5.2 ± 5.2 4.6 ± 5.5

BRIEF IPQ (MEAN ± SD)

Consequences (0–10) 6.8 ± 2.6 6.8 ± 2.8 6.8 ± 2.5 6.6 ± 2.4

Time line (0–10) 7.4 ± 2.8 7.5 ± 2.6 7.4 ± 2.9 7.1 ± 3.1

Personal control (0–10) 4.6 ± 2.9 4.5 ± 2.6 4.5 ± 3.0 4.3 ± 3.0

Treatment control (0–10) 7.8 ± 1.8 7.4 ± 2.1 7.8 ± 1.8 8.0 ± 1.6

Identity (0–10) 5.1 ± 2.9 5.0 ± 2.8 5.8 ± 3.0 5.5 ± 2.9

Concern (0–10) 7.3 ± 2.4 7.6 ± 2.3 6.8 ± 2.8 6.8 ± 2.4

Understanding (0–10) 6.1 ± 2.9 5.9 ± 3.1 5.9 ± 3.1 6.1 ± 3.0

Emotional response (0–10) 4.9 ± 2.8 4.8 ± 2.9 4.7 ± 2.5 4.5 ± 2.6

Abbreviations: sd, standard deviation; MARS, Medication Adherence Report Scale; SF-12, SF-12 Health Survey; BMQ, Beliefs about Medicines Scale; Brief IPQ, Brief Illness Perception

Questionnaire. aMeasured in week 2 of cycle. Missings excluded in frequency analyses.

belonged to three different patients (two at cycle 3 and one at
cycle 5).

The majority of patients (>60%) reported to use a reminder
method to support the capecitabine intake. At cycles 1, 3, and
5, respectively 13, 33, and 24% of patients did not always time
their capecitabine with the intake of food as recommended
(Table 2).

At the end of the observation period, 35 patients had
discontinued treatment. Of these patients, 16 filled out the
questions about discontinuation: 7 (44%) reported side-effects
as the reason to stop treatment with capecitabine, 4 (25%)
discontinued because of lack of clinical efficacy, the remaining
for other or unknown reasons. For 11 (69%) of these 16
patients, physicians indicated the same reason to discontinue.
Physicians reported progression in 8 (50%) of patients and
adverse events in 4 (25%). Most patients (82%) indicated
that treatment was discontinued on the initiative of their
physician.

Patients’ Beliefs, Attitude, and Quality of
life
Table 3 shows the mean scores of items on SF-12, BMQ, and
Brief IPQ at baseline, as well as in week 2 of cycles 1, 3, and
5. The BMQ classification into four attitudinal groups based on
the patients’ responses at baseline was: 50.0% accepting (high
necessity, low concerns), 44.0% ambivalent (high necessity, high
concerns), 3.6% indifferent (low necessity, low concerns), and
2.4% skeptical (low necessity, high concerns).

Patient-Reported Symptoms
Patient-reported symptoms at baseline and in week 2 of cycles
1, 3, and 5 are listed in Table 3. The majority of patients (79%)
reported any fatigue at baseline, which was severe in 27% of
patients in cycle 1 only. HFSwas themost severe symptomduring
treatment of which the prevalence substantially increased over
time. Any HFS and severe HFS increased from, respectively, 26
and 7% at baseline to 95 and 53% of patients in cycle 5.
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TABLE 3 | Patient-reported symptoms.

% patients with any symptom % patients with severe* symptom

T0 Cycle 1a Cycle 3a Cycle 5a T0 Cycle 1a Cycle 3a Cycle 5a

N 92 77 66 56 92 77 66 56

Hand-foot syndrome 26.4 64.4 76.9 94.5 6.9 6.8 33.8 52.7

Fatigue 78.7 83.1 87.7 91.1 0 27.3 0 0

Flatulence 42.5 61.3 65.6 67.9 2.3 10.7 14.1 13.2

Change of taste 22.7 53.9 54.7 65.5 2.3 9.2 9.4 12.7

Skin problems 11.4 27.6 38.5 61.8 0 2.6 7.7 12.7

Dry mouth 34.1 44.0 52.3 61.8 0 6.7 7.7 10.9

Nausea 20.9 49.3 45.2 54.5 2.3 9.6 6.5 7.3

Breathing problems 33.7 40.3 46.2 53.7 2.3 2.6 6.2 7.4

Stomach ache 33.0 35.5 42.2 51.9 4.5 9.2 6.3 11.1

Rhinorrhea 27.3 32.9 33.8 50.9 0 3.9 4.6 1.9

Muscular pain 44.9 43.4 51.5 50.9 7.9 10.5 13.6 9.4

Loss of appetite 43.3 51.9 40.6 48.1 6.7 15.6 9.4 7.4

Diarrhea 21.8 41.9 35.5 43.6 0 2.7 4.8 7.3

Nail problems 7.1 8.0 23.8 43.6 1.2 0 3.2 7.3

Eye problems 10.2 18.4 39.1 43.4 0 1.3 4.7 11.3

Dizziness 16.1 30.7 37.5 40.7 1.1 0 4.7 5.6

Headache 16.1 33.8 34.9 37.0 1.1 4.1 3.2 7.4

Insomnia 40.9 32.9 41.5 37.0 3.4 9.2 6.2 3.7

Constipation 38.8 36.0 36.5 36.4 5.9 5.3 9.5 7.3

Depression 40.2 38.2 38.5 36.4 4.6 6.6 0 1.8

Weight loss 39.8 47.4 47.6 29.6 2.3 11.8 7.9 3.7

Alopecia 4.6 10.5 27.7 26.4 2.3 3.9 4.6 5.7

Mucositis 5.7 13.3 12.7 25.5 0 1.3 1.6 1.8

Fever 12.6 16.0 17.2 16.7 0 4.0 4.7 0

Oedema 9.2 9.3 23.1 16.4 1.1 1.3 4.6 3.6

Symptoms presented in order of prevalence during cycle 5.

*All symptoms scored as “a lot” and “very much” were considered “severe.”
aSymptoms measured in week 2 of cycle. Missings excluded in frequency analyses.

Exposure to Metabolites
Baseline characteristics required for the pharmacokinetic
analyses (length, weight, BSA, creatinine, creatinine clearance,
AF, and capecitabine doses) are listed in Table 4. A total of 160
blood samples were collected. Three samples were excluded
because they were collected within 20 min after intake, and
three samples because of an unknown time-point of the
last capecitabine intake. In three samples not any detectable
metabolite was measured. Furthermore, 15 samples were
collected more than 12 h after the last capecitabine intake.
The median capecitabine dose was 995, 997, and 988 mg/m2

twice daily at cycle 1, 3, and 5, respectively. The median AUCs
(mg∗h/L) in cycle 1 of 5′-DFUR, 5-FU, and FBAL were 14.4,
0.86, 22.6, respectively.

Factors Associated with Non-Adherence
(Implementation Phase)
As only six patients (9%) had an adherence rate of ≤95%
or >105% (measured with the pill count) no factors, such as
patients’ beliefs and attitude, patient-reported symptoms, or

exposure to metabolites, could be related with non-adherence.
At all cycles, the mean MARS scores of these six patients were
slightly lower compared to the mean MARS scores of the total
study population (24.0 vs. 24.7 at cycle 1, 23.7 vs. 24.6 at cycle
3, and 23.3 vs. 24.5 at cycle 5). There were no associations
between patients’ beliefs (BMQ-subscales or Brief IPQ-subscales)
and scores on the MARS-questionnaire.

Factors Associated with Dose Adjustments
Preceding a dose reduction or any adjustment of the dosing
regimen, patients reported several symptoms more frequently as
compared to patients who continued their treatment as originally
prescribed (Supplementary Table S2). Patients who started cycle
2 with a reduced dose reported more often depression in week 2
of cycle 1 (p = 0.025). Skin problems were among the symptoms
necessitating any adjustment of the dosing regimen till start of
cycle 2 (p = 0.004), but these symptoms did not significantly
result in dose reduction at start of cycle 2.

The following variables at baseline were positively associated
with the occurrence of any adjustment to the dosing regimen
during the study period: male (OR 2.89, 95% CI: 1.21–6.91),
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TABLE 4 | Characteristics pharmacokinetics.

All samples Cycle 1a Cycle 3a Cycle 5a

N = 58 N = 41 N = 38

Length (cm) Median 172 173 172

Range 156–195 156–196 156–196

Weight (kg) Median 77.5 77.9 77.0

Range 51–130 50–112 49.5–124

BSA (m2) Median 1.90 1.87 1.87

Range 1.49–2.44 1.49–2.44 1.47–2.40

Creatinine (µmol/l) Median 77.5 74 78.5

Range 51–146 52–289 36–150

Creatinine

clearance (ml/min)

Median 95.1 100.0 95.7

Range 48.4–184.0 20.3–156.3 45.9–194.5

ALP (U/l) Median 82.5 73.0 84.0

Range 38–373 42–779 39–297

Dose capecitabine

(mg/2dd)

Median 2000 2000 1800

Range 1000–2650 1150–2500 1000–2250

Dosing regimen

(mg/m2/2dd)

Median 996 997 975

Range 524–1305 605–1278 539–1093

AUC 5′-DFUR

(mg* h/L)b
Mean ± sd 14.39 ± 3.10 13.85 ± 4.02 12.68 ± 4.03

Median 14.39 13.33 12.47

Range 6.97–22.28 7.45–26.26 5.03–26.16

AUC 5-FU (mg*

h/L)b
Mean ± sd 0.953 ± 0.449 1.043 ± 0.448 1.180 ± 0.314

Median 0.860 0.936 1.106

Range 0.368–2.697 0.447–2.228 0.314–3.632

AUC FBAL (mg*

h/L)b
Mean ± sd 22.71 ± 4.28 21.23 ± 3.59 20.18 ± 4.18

Median 22.63 21.37 20.78

Range 13.48–31.94 15.56–30.12 11.46–28.64

Abbreviations: sd, standard deviation; BSA, body surface area; ALP, alkaline phosphatase;

U, units; 2dd, twice daily; AUC, area under the curve; 5′-DFUR= 5′-deoxy-5-fluorouridine;

5-FU, 5-fluorouracil; FBAL, α-fluoro-β-alanine.
a In week 2 of cycle.
bUndetectable plasma concentrations were excluded.

the number of co-medication (OR 1.16; 95% CI: 1.01–1.31) and
five out of eight subscales of the Brief IPQ; consequences (OR
1.24, 95% CI: 1.03–1.48), time line (OR 1.26, 95% CI: 1.04–
1.46), identity (OR 1.28, 95% CI: 1.04–1.58), concern (OR 1.19,
95% CI: 1.02–1.40) and emotional response (OR 1.31, 95% CI:
1.11–1.57) (Supplementary Table S3). In multivariate analysis a
higher number of co-medication (OR 1.19, 95% CI: 1.03–1.39)
and emotional response to the disease (OR 1.32, 95% CI: 1.10–
1.59) were associated with the probability of an adjustment of any
kind (Supplementary Table S4). Multivariate analyses of factors
of the dependent variable “dose reduction at the start of any new
cycle” did not result in a significant association.

Associations Between the AUC of
Metabolites and Symptoms
The following relationships between the AUC of capecitabine
metabolites and patient-reported symptomsmeasured during the

same cycle were found: AUC 5′-DFUR and weight loss (OR 1.10,
95% CI: 1.01–1.19), AUC FBAL and HFS (OR 0.90, 95% CI: 0.83–
0.99), AUC FBAL and rhinorrhea (OR 1.21, 95% CI: 1.03–1.42),
AUC FBAL and weight loss (OR 1.09, 95% CI: 1.00–1.20), and
AUC FBAL and depression (OR 0.90, 95% CI: 0.82–0.99) (p <

0.05) (Supplementary Table S5).

DISCUSSION

The present study showed that adherence with the use of
capecitabine measured with a pill count method was high. Due
to the high adherence, factors related to non-adherence were not
found. The number of patients reporting non-adherence with
MARS, however, increased over time.

Assessing the adherence rate for capecitabine with our pill
count method revealed that only 8% of patients used less than
95% and one patient usedmore than 105% of the prescribed dose.
Other studies on capecitabine have also reported high rates of
adherence (Macintosh et al., 2007; Mayer et al., 2009; Regnier
Denois et al., 2011; Simons et al., 2011; Winterhalder et al., 2011;
Bhattacharya et al., 2012; Krolop et al., 2013; Patel et al., 2013;
Thivat et al., 2013; Walter et al., 2013; Timmers et al., 2014;
Zahrina et al., 2014; De Figueiredo and Forones, 2014). It is
not known if the reported non-adherence with capecitabine may
result in less efficacy. It should be noted that lowering the initially
prescribed dose in the course of treatment in case of toxicity
does not seem to compromise clinical efficacy in advanced breast
cancer (Cassidy et al., 2002; Leonard et al., 2011), suggesting
that some level of non-adherence may not largely affect
outcome.

Although, the adherence rate measured with a pill count
over the complete study period was high, non-adherence on
the basis of the measurement of plasma concentrations was
observed. There was an absence of any metabolite in three of 160
samples (1.9%), while the patients had reported to have taken
capecitabine in the period 20 min–12 h before blood collection.
These patients had detectable metabolite concentrations at other
time-points.

Self-reported non-adherence measured with MARS revealed
increasing rates of deviations over time from 15% in cycle 1 to
29% in cycle 5. “Forgetting to take pills,” which is considered
the main cause of unintentional non-adherence, was the most
frequently reported reason (Hugtenburg et al., 2013). Also
reports on intentional non-adherence (e.g., adjusting the dose
or deciding to skip a dose) increased over time. Experience of
adverse events may decrease quality of life, thereby influencing
patients’ decisions to skip and/or reduce doses. Decreasing
adherence over time has been described previously and is
especially relevant for longer term oral treatments. One third
of patient who discontinued treatment before finishing 5 cycles,
stated that side effects were a reason to discontinue. Therefore,
measures to support adherence and ameliorate adverse events
seem specifically relevant in on-going use and should be
incorporated in prolonged support of patients to optimize their
use of capecitabine.

The concerns and perceived necessity of medicationmeasured
with the BMQ showed that 50% of patients had an accepting
attitude toward capecitabine. As compared to patients with
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asthma, cardiac disease, depression, or diabetes (Tibaldi et al.,
2009), more capecitabine patients scored high on the concerns
(48 vs. 33%) and necessity (94 vs. 88%) scales. In non-small cell
lung cancer patients using erlotinib, we also found high scores
for the concerns and necessity scales on the BMQ (Timmers
et al., 2015). The seriousness of the disease seems to reflect the
differences in BMQ-scores with other patient groups. Although,
the relationship between BMQ-scores and adherence has been
established thoroughly (Horne et al., 2013), we did not find this
relation in our population, probably as a result of the small
amount of patients with non-adherence.

Patients experienced a variety of symptoms. HFS, fatigue
and gastro-intestinal problems (like flatulence, nausea, and
diarrhea), were reported most frequently. As many patients
already had symptoms at baseline, were pre-treated and/or used
capecitabine in combination with oxaliplatin or irinotecan, it
is difficult to differentiate between these factors and adverse
events from capecitabine. Since patients report subjective and
less specific complaints better than their clinicians (Trotti
et al., 2007), ideally patient-reported symptoms should be used
complementary to physicians’ scores (Basch et al., 2009, 2012).
Patient-reported outcomes (PRO) are crucial in patient-centered
care, especially in end-of-life care and palliative care where
symptom management and quality of life are most important
(Peppercorn et al., 2011). PRO to assess the actual benefit
patients retrieve from their treatment is increasingly being used
in oncology (Gaertner and Becker, 2014). In this respect, it
should be noted that the National Cancer Institute recently
published a PRO version of the common terminology criteria
for adverse events (PRO-CTCAE), which enables the assessment
of patient-reported symptoms in cancer clinical research
(Basch et al., 2014).

Adjustments in the dosing regimen made by the physician
occurred at least once in almost two third of the patients
(62%). Most common adjustments were delaying a next cycle
and reducing the dose of the next cycle, both occurring in
about one third of patients. Patient-reported symptoms were
collected in the second week of the cycle, because of which
we were not able to analyze the reasons for adjustments after
the rest period from the patient’s perspective. For physicians,
severe adverse events in the preceding treatment cycle as well
as the patient’s wish or complaints may be reasons to adjust
the dose. Depression was more frequently found in the cycle
prior to dose reduction. HFS and diarrhea, which are generally
physician’s reasons to adjust the dose (Walko and Lindley,
2005), were not reported more frequently in patients with
dose adjustment. In this respect, we were unable to take into
account severe symptoms only, because the number of patients
in our study was too small. Emotional response to the disease
and the number of co-medication were associated with the
occurrence of any adjustment of the dosing regimen during
the five treatment cycles. Co-medication is likely related with a
poorer health condition with a higher risk of adverse events. A
stronger emotional response to cancer may also be a reflection
of poorer health condition or may influence a physician’s
estimation of the level of discomfort caused by adverse
events.

We observed few relationships between patient-reported
symptoms and the AUC of capecitabine metabolites (AUC
5′-DFUR and weight loss, AUC FBAL and HFS, AUC FBAL
and rhinorrhea, AUC FBAL and weight loss, AUC FBAL and
depression). None of them have been observed by Gieschke et al.
(2003). It is well known that capecitabine clearance is subject
to considerable inter-individual variation (Regnier Denois et al.,
2011). HFS is a common side-effect of capecitabine which
causes serious discomfort to patients and can be the reason for
dose adjustment, discontinuation of therapy and may influence
medication adherence. Patients on DPD inhibitor-associated
fluoropyrimidine treatments, such as uracil/tegafur or S-1, only
occasionally experience HFS, which suggests that this adverse
event is caused by the metabolites of 5-FU (Yen-Revollo et al.,
2008). We, however, found an inverse relationship: a higher
AUC of FBAL was associated with a lower risk of HFS (OR
0.90, 95% CI: 0.83–0.99). This inconsistency may be caused by
the low incidence of severe HFS in our small population. For
5-FU, therapeutic drug monitoring (TDM) may contribute to
reduce toxicity and improve response (Paci et al., 2014), but
TDM to optimize dosing of capecitabine does not seem to be
useful.

There are strengths and limitations to discuss. Unique is
that we longitudinally collected a wide range of variables to
explore the use of capecitabine in daily practice. However, the
number of patients was limited and some relevant information
was not collected (such as number of patients approached and
previous or concomitant use of medication). The variety of
variables and interrelationships may introduce risk of errors by
multiple testing. We did not adjust the significant p-value as our
intention was to broadly explore daily practice. Future research
using specific research questions may confirm the associations.
The adherence rate over the studied period was obtained with
a pill count method taking into account the dose adjustments
made by the physician during treatment. Furthermore, the
information was enriched with a self-report method by means
of MARS. A disadvantage of these methods is, that they do
not provide information on the timing of intake. Although, it
was not planned in the design of the study, we identified few
blood samples without detectable metabolite concentrations of
which it is likely that the patient was non-adherent at that
moment. The studied period lasted five cycles. As adherence is
decreasing over time, further research should focus on continued
use requiring prolonged follow-up. Another limitation of our
study is that we did not collect patient-reported symptoms
on the day preceding the next cycle, because of which we do
not know the reasons for dose adjustments from the patients’
perspective. Since the number of patients with an adherence
rate <95 or >105% was very low, we were not able to study
the influence of attitude or patient-reported symptoms on
adherence.

CONCLUSION

Adherence to capecitabine was generally high. The clinical
relevance of the small extent of non-adherence is uncertain.
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Medication adherence measured with self-reports (MARS)
decreased over time. Side effects were reported by one
third of patients as the reason to discontinue treatment.
Therefore, it appears that adverse event management is
important to support persistence. In addition, adherence
management to support implementation of correct capecitabine
use is specifically relevant in longer term treatment. With
the extending armamentarium of oral targeted anticancer
agents and prolonged treatment duration, we expect the
issue of medication adherence of increasing importance in
oncology.

AUTHOR CONTRIBUTIONS

LT, JH designed the study, CB, LT coordinated the study, PvdB,
AB, and EB included patients, LT, CB and DM collected data, LT,
CB, DM, PvdV, ES, RH, GP, EB and JH analyzed data, LT, CB,
PvdV, ES, GP, EB, and JH interpreted data, LT wrote the draft
version, all contributed to the manuscript writing, all approved
the final manuscript.

FUNDING

Roche, the Netherlands, has provided an unrestricted grant.

ACKNOWLEDGMENTS

We thank the participating patients and healthcare providers
from the following hospitals in the Netherlands: BovenIJ
Hospital-Amsterdam, Leiden University Medical Center-
Leiden, Medical Center Alkmaar-Alkmaar, Red Cross
Hospital-Beverwijk, Spaarne Hospital-Hoofddorp, Tergooi
Hospital-Hilversum, VUUniversityMedical Center-Amsterdam,
West Friesland Hospital-Hoorn, Zaans Medical Center-
Zaandam, Amstelland Hospital-Amstelveen. We thank E.
Ligthert and S. Gill for assisting with the analyses.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: http://journal.frontiersin.org/article/10.3389/fphar.
2016.00310

REFERENCES

Basch, E., Abernethy, A. P., Mullins, C. D., Reeve, B. B., Smith, M. L., Coons, S. J.,

et al. (2012). Recommendations for incorporating patient-reported outcomes

into clinical comparative effectiveness research in adult oncology. J. Clin. Oncol.

30, 4249–4255. doi: 10.1200/jco.2012.42.5967

Basch, E., Jia, X., Heller, G., Barz, A., Sit, L., Fruscione, M., et al. (2009). Adverse

symptom event reporting by patients vs clinicians: relationships with clinical

outcomes. J. Natl. Cancer Inst. 101, 1624–1632. doi: 10.1093/jnci/djp386

Basch, E., Reeve, B. B., Mitchell, S. A., Clauser, S. B., Minasian, L. M., Dueck, A. C.,

et al. (2014). Development of the National Cancer Institute’s patient-reported

outcomes version of the common terminology criteria for adverse events

(PRO-CTCAE). J. Natl. Cancer Inst. 106:dju244. doi: 10.1093/jnci/dju244

Bhattacharya, D., Easthall, C., Willoughby, K. A., Small, M., and Watson, S.

(2012). Capecitabine non-adherence: exploration of magnitude, nature and

contributing factors. J. Oncol. Pharm. Pract. 18, 333–342. doi: 10.1177/1078

155211436022

Borner, M., Scheithauer, W., Twelves, C., Maroun, J., and Wilke, H. (2001).

Answering patients’ needs: oral alternatives to intravenous therapy. Oncologist

6(Suppl. 4), 12–16. doi: 10.1634/theoncologist.6-suppl_4-12

Broadbent, E., Petrie, K. J., Main, J., and Weinman, J. (2006). The brief

illness perception questionnaire. J. Psychosom. Res. 60, 631–637. doi: 10.1016/

j.jpsychores.2005.10.020

Cassidy, J., Douillard, J. Y., Twelves, C., McKendrick, J. J., Scheithauer, W.,

Bustova, I., et al. (2006). Pharmacoeconomic analysis of adjuvant oral

capecitabine vs intravenous 5-FU/LV in Dukes’ C colon cancer: the X-ACT

trial. Br. J. Cancer 94, 1122–1129. doi: 10.1038/sj.bjc.6603059

Cassidy, J., Twelves, C., Van, C. E., Hoff, P., Bajetta, E., Boyer,M., et al. (2002). First-

line oral capecitabine therapy in metastatic colorectal cancer: a favorable safety

profile compared with intravenous 5-fluorouracil/leucovorin. Ann. Oncol. 13,

566–575. doi: 10.1093/annonc/mdf089

Cockcroft, D. W., and Gault, M. H. (1976). Prediction of creatinine clearance from

serum creatinine. Nephron 16, 31–41. doi: 10.1159/000180580

Deenen, M. J., Rosing, H., Hillebrand, M. J., Schellens, J. H., and Beijnen, J. H.

(2013). Quantitative determination of capecitabine and its six metabolites in

human plasma using liquid chromatography coupled to electrospray tandem

mass spectrometry. J. Chromatogr. B Analyt. Technol. Biomed. Life Sci. 913–914,

30–40. doi: 10.1016/j.jchromb.2012.11.033

De Figueiredo, A. G. Jr., and Forones, N. M. (2014). Study on adherence

to capecitabine among patients with colorectal cancer and metastatic

breast cancer. Arq. Gastroenterol. 51, 186–191. doi: 10.1590/s0004-2803

2014000300004

European Medicines Agency (EMEA) (2015). European Public Assessment Report

Xeloda Product Information.

Gaertner, J., and Becker, G. (2014). Patients with advanced disease: the value of

patient reported outcomes. Oncol. Res. Treat. 37, 7–8. doi: 10.1159/000358498

Gandek, B., Ware, J. E., Aaronson, N. K., Apolone, G., Bjorner, J. B., Brazier, J. E.,

et al. (1998). Cross-validation of item selection and scoring for the SF-12 Health

Survey in nine countries: results from the IQOLA Project. International Quality

of Life Assessment. J. Clin. Epidemiol. 51, 1171–1178. doi: 10.1016/S0895-

4356(98)00109-7

Gieschke, R., Burger, H. U., Reigner, B., Blesch, K. S., and Steimer, J. L.

(2003). Population pharmacokinetics and concentration-effect relationships of

capecitabine metabolites in colorectal cancer patients. Br. J. Clin. Pharmacol.

55, 252–263. doi: 10.1046/j.1365-2125.2003.01765.x

Horne, R., Chapman, S. C., Parham, R., Freemantle, N., Forbes, A., and Cooper,

V. (2013). Understanding patients’ adherence-related beliefs about medicines

prescribed for long-term conditions: a meta-analytic review of the Necessity-

Concerns Framework. PLoS ONE 8:e80633. doi: 10.1371/journal.pone.0080633

Horne, R., Hankins, M., and Jenkins, R. (2001). The Satisfaction with Information

about Medicines Scale (SIMS): a new measurement tool for audit and research.

Qual. Health Care 10, 135–140. doi: 10.1136/qhc.0100135

Horne, R., Weinman, J., and Hankins, M. (1999). The beliefs about medicines

questionnaire: the development and evaluation of a new method for assessing

the cognitive representation of medication. Psychol. Health 14, 1–24. doi:

10.1080/08870449908407311

Hugtenburg, J. G., Timmers, L., Elders, P. J., Vervloet, M., and van Dijk, L. (2013).

Definitions, variants, and causes of nonadherence with medication: a challenge

for tailored interventions. Patient Prefer. Adherence 7, 675–682. doi: 10.2147/

PPA.S29549

Krolop, L., Ko, Y. D., Schwindt, P. F., Schumacher, C., Fimmers, R., and

Jaehde, U. (2013). Adherence management for patients with cancer taking

capecitabine: a prospective two-arm cohort study. BMJ Open 3:e003139. doi:

10.1136/bmjopen-2013-003139

Leonard, R., Hennessy, B. T., Blum, J. L., and O’Shaughnessy, J. (2011). Dose-

adjusting capecitabine minimizes adverse effects while maintaining efficacy: a

retrospective review of capecitabine for metastatic breast cancer. Clin. Breast

Cancer 11, 349–356. doi: 10.1016/j.clbc.2011.06.005

Liu, G., Franssen, E., Fitch, M. I., and Warner, E. (1997). Patient preferences for

oral versus intravenous palliative chemotherapy. J. Clin. Oncol. 15, 110–115.

Frontiers in Pharmacology | www.frontiersin.org 9 September 2016 | Volume 7 | Article 310

http://journal.frontiersin.org/article/10.3389/fphar.2016.00310
http://www.frontiersin.org/Pharmacology
http://www.frontiersin.org
http://www.frontiersin.org/Pharmacology/archive


Timmers et al. Adherence and Patients’ Experiences with the Use of Capecitabine

Macintosh, P. W., Pond, G. R., Pond, B. J., Leung, V., and Siu, L. L. (2007). A

comparison of patient adherence and preference of packaging method for oral

anticancer agents using conventional pill bottles versus daily pill boxes. Eur. J.

Cancer Care (Engl.) 16, 380–386. doi: 10.1111/j.1365-2354.2006.00758.x

Mathes, T., Pieper, D., Antoine, S., and Eikermann, M. (2014). Adherence

influencing factors in patients taking oral anticancer agents: a systematic

review. Cancer Epidemiol. 38, 214–226. doi: 10.1016/j.canep.2014.03.012

Mayer, E. L., Partridge, A. H., Harris, L. N., Gelman, R. S., Schumer, S. T., Burstein,

H. J., et al. (2009). Tolerability of and adherence to combination oral therapy

with gefitinib and capecitabine in metastatic breast cancer. Breast Cancer Res.

Treat. 117, 615–623. doi: 10.1007/s10549-009-0366-5

McAndrew, L. M., Musumeci-Szabo, T. J., Mora, P. A., Vileikyte, L., Burns,

E., Halm, E. A., et al. (2008). Using the common sense model to design

interventions for the prevention and management of chronic illness threaths:

from description to process. Br. J. Health Psychol. 13, 195–204. doi: 10.1348/

135910708X295604

Osterberg, L., and Blaschke, T. (2005). Adherence to medication. N. Engl. J. Med.

353, 487–497. doi: 10.1056/nejmra050100

Paci, A., Veal, G., Bardin, C., Levêque, D., Widmer, N., Beijnen, J., et al. (2014).

Review of therapeutic drug monitoring of anticancer drugs part 1 – cytotoxics.

Eur. J. Cancer 50, 2010–2019. doi: 10.1016/j.ejca.2014.04.014

Patel, K., Foster, N. R., Farrell, A., Le-Lindqwister, N. A., Mathew, J., Costello, B.,

et al. (2013). Oral cancer chemotherapy adherence and adherence assessment

tools: a report from North Central Cancer Group Trial N0747 and a systematic

review of the literature. J. Cancer Educ. 28, 770–776. doi: 10.1007/s13187-013-

0511-z

Peppercorn, J. M., Smith, T. J., Helft, P. R., Debono, D. J., Berry, S. R., Wollins,

D. S., et al. (2011). American society of clinical oncology statement: toward

individualized care for patients with advanced cancer. J. Clin. Oncol. 29,

755–760. doi: 10.1200/jco.2010.33.1744

Reigner, B., Blesch, K., and Weidekamm, E. (2001). Clinical pharmacokinetics

of capecitabine. Clin. Pharmacokinet. 40, 85–104. doi: 10.2165/00003088-

200140020-00002

Regnier Denois, V., Poirson, J., Nourissat, A., Jacquin, J. P., Guastalla, J. P.,

and Chauvin, F. (2011). Adherence with oral chemotherapy: results from

a qualitative study of the behaviour and representations of patients and

oncologists. Eur. J. Cancer Care (Engl.) 20, 520–527. doi: 10.1111/j.1365-

2354.2010.01212.x

Sabaté, E. (2003). Adherence to Long-Term Therapies. Evidence for Action. World

Health Organization, Geneva.

Simons, S., Ringsdorf, S., Braun, M., Mey, U. J., Schwindt, P. F., Ko, Y. D.,

et al. (2011). Enhancing adherence to capecitabine chemotherapy by means

of multidisciplinary pharmaceutical care. Support. Care Cancer 19, 1009–1018.

doi: 10.1007/s00520-010-0927-5

Thivat, E., Van Praagh, I., Belliere, A., Mouret-Reynier, M. A., Kwiatkowski, F.,

Durando, X., et al. (2013). Adherence with oral oncologic treatment in cancer

patients: interest of an adherence score of all dosing errors.Oncology 84, 67–74.

doi: 10.1159/000342087

Tibaldi, G., Clatworthy, J., Torchio, E., Argentero, P., Munizza, C., and Horne,

R. (2009). The utility of the Necessity–Concerns Framework in explaining

treatment non-adherence in four chronic illness groups in Italy. Chronic Illn.

5, 129–133. doi: 10.1177/1742395309102888

Timmers, L., Boons, C. C., Kropff, F., Van de Ven, P. M., Swart, E. L., Smit, E. F.,

et al. (2014). Adherence and patients’ experiences with the use of oral anticancer

agents. Acta Oncol. 53, 259–267. doi: 10.3109/0284186X.2013.844353

Timmers, L., Boons, C. C., Moes-Ten, H. J., Smit, E. F., van de Ven, P. M., Aerts,

J. G., et al. (2015). Adherence, exposure and patients’ experiences with the

use of erlotinib in non-small cell lung cancer. J. Cancer Res. Clin. Oncol. 141,

1481–1491. doi: 10.1007/s00432-015-1935-0

Timmers, L., Swart, E. L., Boons, C. C., Mangnus, D., van de Ven, P., Peters,

G. J., et al. (2012). The use of capecitabine in daily practice: a study on

adherence and patients’ experiences. Patient Prefer. Adherence 6, 741–748. doi:

10.2147/PPA.S36757

Trotti, A., Colevas, A. D., Setser, A., and Basch, E. (2007). Patient-reported

outcomes and the evolution of adverse event reporting in oncology. J. Clin.

Oncol. 25, 5121–5127. doi: 10.1200/jco.2007.12.4784

Twelves, C., Wong, A., Nowacki, M. P., Abt, M., Burris, H., Carrato, A., et al.

(2005). Capecitabine as adjuvant treatment for stage III colon cancer. N. Engl.

J. Med. 352, 2696–2704. doi: 10.1056/nejmoa043116

Van Cutsem, E., Hoff, P.M., Harper, P., Bukowski, R.M., Cunningham, D., Dufour,

P., et al. (2004). Oral capecitabine vs intravenous 5-fluorouracil and leucovorin:

integrated efficacy data and novel analyses from two large, randomised, phase

III trials. Br. J. Cancer 90, 1190–1197. doi: 10.1038/sj.bjc.6601676

Verbrugghe, M., Verhaeghe, S., Lauwaert, K., Beeckman, D., and Van Hecke, A.

(2013). Determinants and associated factors influencing medication adherence

and persistence to oral anticancer drugs: a systematic review. Cancer Treat. Rev.

39, 610–621. doi: 10.1016/j.ctrv.2012.12.014

Walko, C. M., and Lindley, C. (2005). Capecitabine: a review. Clin. Ther. 27, 23–44.

doi: 10.1016/j.clinthera.2005.01.005

Walter, T., Wang, L., Chuk, K., Ng, P., Tannock, I. F., and Krzyzanowska, M. K.

(2013). Assessing adherence to oral chemotherapy using different measurement

methods: lessons learned from capecitabine. J. Oncol. Pharm. Practice 20,

249–256. doi: 10.1177/1078155213501100

Ward, S. E., Kaltenthaler, E., Cowan, J., Marples, M., Orr, B., and Seymour, M.

T. (2006). The clinical and economic benefits of capecitabine and tegafur with

uracil in metastatic colorectal cancer. Br. J. Cancer 95, 27–34. doi: 10.1038/sj.

bjc.6603215

Winterhalder, R., Hoesli, P., Delmore, G., Pederiva, S., Bressoud, A., Hermann,

F., et al. (2011). Self-reported compliance with capecitabine: findings from a

prospective cohort analysis. Oncology 80, 29–33. doi: 10.1159/000328317

Yen-Revollo, J. L., Goldberg, R. M., and McLeod, H. L. (2008). Can inhibiting

dihydropyrimidine dehydrogenase limit hand-foot syndrome caused by

fluoropyrimidines? Clin. Cancer Res. 14, 8–13. doi: 10.1158/1078-0432.CCR-

07-1225

Zahrina, A. K., Norsa’adah, B., Hassan, N. B., Norazwany, Y., Norhayati, M.

I., Roslan, M. H., et al. (2014). Adherence to capecitabine treatment and

contributing factors among cancer patients in Malaysia. Asian Pac. J. Cancer

Prev. 15, 9225–9232. doi: 10.7314/apjcp.2014.15.21.9225

Conflict of Interest Statement: The authors declare that the research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Copyright © 2016 Timmers, Boons, Mangnus, Van de Ven, Van den Berg, Beeker,

Swart, Honeywell, Peters, Boven and Hugtenburg. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) or licensor are credited and that the original publication in this

journal is cited, in accordance with accepted academic practice. No use, distribution

or reproduction is permitted which does not comply with these terms.

Frontiers in Pharmacology | www.frontiersin.org 10 September 2016 | Volume 7 | Article 310

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://www.frontiersin.org/Pharmacology
http://www.frontiersin.org
http://www.frontiersin.org/Pharmacology/archive

	Adherence and Patients' Experiences with the Use of Capecitabine in Daily Practice
	Introduction
	Patients and Methods
	Study Design
	Patients
	Data Collection
	Disease Characteristics and Dose Adjustments
	Medication Adherence
	Patient-Reported Questionnaires
	Exposure to Metabolites

	Statistical Methods

	Results
	Baseline Characteristics
	Treatment and Adjustments to the Dosing Regimen
	Medication Adherence
	Patients' Beliefs, Attitude, and Quality of life
	Patient-Reported Symptoms
	Exposure to Metabolites
	Factors Associated with Non-Adherence (Implementation Phase)
	Factors Associated with Dose Adjustments
	Associations Between the AUC of Metabolites and Symptoms

	Discussion
	Conclusion
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


