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Rasburicase has a strong and fast effect for reducing blood levels of uric acid. However, there have been 
no reports of theoretical analysis for the rational dose and interval of administration. Thus we constructed 
a pharmacokinetic and pharmacodynamic model to determine changes in uric acid level after rasburicase 
administration at various doses and regimens. The time courses of uric acid level predicted using our model 
were in good agreement with observed data, indicating adequate performance for our model. The therapeutic 
effects after a single infusion at various rates of generation of uric acid were predicted. The maximum effect 
was not a large difference, in spite of the generation rate. Then, the therapeutic effects of repeated adminis-
trations were predicted. The effect did not change when rasburicase was administered at more than the usual 
dose. Besides, as the administration interval increased, the difference between minimum and maximum level 
of uric acid became greater. However, in all doses and regimens, adequate therapeutic effects were obtained. 
In conclusion, the model was found useful for predicting therapeutic effect of rasburicase and individually 
determining rational dosage regimen of rasburicase.
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Tumor lysis syndrome (TLS) occurs when a tumor rap-
idly lyses from the effects of chemotherapy and has been 
frequently reported to occur after the initial chemotherapy 
treatment,1,2) with an incidence of about 5% reported in pa-
tients treated for a hematopoietic organ tumor.3) Nucleic acid 
released in a large amount due to TLS is subsequently decom-
posed to a large amount of uric acid, which induces crystal-
lization, leading to renal disorder.

Allopurinol, a uric acid production-inhibitory agent, is oral-
ly administered for prevention and treatment of hyperuricemia 
caused by TLS. However, several problems with that treatment 
have been noted. Uric acid present prior to chemotherapy can-
not be decomposed by allopurinol administration,4) which is 
generally performed 2–3 d prior to the start of chemotherapy.5) 
Also, obstructive uropathy is likely to develop, as xanthine 
crystals are formed from xanthine accumulation and their 
decomposition to uric acid by xanthine oxidase is inhibited 
by the action of allopurinol.4,6) Dose reduction of inhibitors of 
purine synthesis, such as 6-mercaptopurine and azathioprine, 
is required when used in combination with allopurinol.4,7) 
Furthermore, it is difficult to administer allopurinol to patients 
who have difficulty with oral administration.

Rasburicase is a recombinant uric acid oxidase originally 
produced by introducing an Aspergillus  flavus-derived uric 
acid oxidase gene to a Saccharomyces  cerevisiae strain.8) For 
its pharmacological action, rasburicase reduces the level of 
uric acid, as it oxidizes and decomposes uric acid to allan-
toin.9) Rasburicase has a stronger and faster effect for reduc-
ing uric acid as compared to allopurinol. Moreover, since it 
is given as an injection, rasburicase can be administered to 
patients who have difficulty with oral administration. Fur-

thermore, no dose reduction is necessary even for those with 
reduced renal function.10)

In Japan, rasburicase is normally administered intravenous-
ly once a day at a dose of 0.20 mg/kg for a maximum of 7 d 
based on clinical trials, though a single infusion of 0.15 mg/
kg was reported to be effective.11,12) The package insert recom-
mends that administration should be limited to the minimum 
time required, while taking into consideration inter-individual 
variability in efficacy. There have been no reports presented 
of theoretical analysis of the minimum required duration of 
administration, thus it is considered important to perform 
theoretical evaluations of dose, regimen, and the effects of 
rasburicase. In the present study, we constructed a pharma-
cokinetic and pharmacodynamic model to determine the time 
courses of uric acid level after rasburicase administration, for 
examination of the effects of the drug in a theoretical manner 
with a variety of doses and regimens.

MATERIALS AND METHODS

Pharmacokinetic and Pharmacodynamic Data for Anal-
ysis  Data regarding the time course of serum concentration 
following a single infusion of rasburicase at 0.15 and 0.20 mg/
kg for Japanese patients who participated in a phase II clini-
cal study were obtained from the Japanese package insert.13) 
Clinical response was evaluated by uric acid level, and the 
data sources used for analysis were Japanese leukemia and 
malignant lymphoma patients who participated in the phase II 
clinical study.13) We also obtained data from that study for val-
ues representing uric acid level before and at 4, 8, 24, 48, 72, 
96, 104, 120, and 168 h after administration (0.15 or 0.20 mg/
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kg, once a day) of rasburicase for Japanese patients. At this 
point, we converted the graphic data to numerical value by 
measuring the graph directly.

Analysis of Time Courses of Serum Concentration of 
Rasburicase  Previously reported findings obtained from 
the package insert showed that the clearance of rasburicase 
is unchanged by increasing the dose (range 0.05 to 0.20 mg/
kg), while linear relationships can be observed among dose 
administered, maximum serum concentration, and area under 
the curve.

The serum concentration data were obtained from a 0.5 h 
infusion. Therefore, in the present study, the time courses of 
serum concentrations after a single infusion of rasburicase 
were analyzed using the following Eq. 1 during infusion 
(t≦0.5) and Eq. 2 after infusion (t>0.5). 

 eRas
e
(1 e ) ( 0.5)k tR

C
V

t
d k

− ⋅⋅ −
⋅

= ≦   (1)

e e0.5 ( 0.5)
Ras

e
0.5(1 e ) ( )k k tR

C e
Vd k t− − −⋅ − ⋅

⋅
= ＞   (2) 

where CRas (µg/mL), R (mg/h), Vd (L), and ke (h−1) represent 
the serum concentration of rasburicase, infusion rate of rasbu-
ricase, volume of distribution, and elimination rate constant, 
respectively.

The R values were analyzed using the following Eq. 3. 
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where D (mg/kg), Wt (kg), and T (h) represent dose (0.20 or 
0.15 mg/kg), weight, and infusion time (0.5 h), respectively. At 
this point, previously reported median weight values (0.15 mg/
kg: 57.1 kg, 0.20 mg/kg: 54.5 kg) in the phase II clinical study 
were adopted.13) Then, we calculated the R values (0.15 mg/kg: 
17.1 mg/h, 0.20 mg/kg: 21.8 mg/h).

To estimate the pharmacokinetic parameters of Vd and ke in 
patients receiving the drug, the serum concentration of rasbu-
ricase after a single infusion at a dose of 0.15 or 0.20 mg/kg 
was simultaneously fitted to Eqs. 1 and 2 using the nonlinear 
least squares method. The nonlinear least squares program 
MLAB (Civilized Software, Inc.) was used for analysis.

Analysis of Clinical Response to Rasburicase Using a 
Pharmacokinetic and Pharmacodynamic Model  A model 
derived from the pharmacokinetic profile of rasburicase and 
turnover rate of uric acid is shown in Fig. 1. With this model, 
we assumed that rasburicase oxidizes and decomposes uric 
acid to allantoin. In addition, rasburicase becomes free after 
generating allantoin and is used again in the reaction.

Disappearance from the body of rasburicase occurs by ke. 
Uric acid is generated at a rate constant of ks (mg·dL−1·h−1) 
and eliminated at a rate constant of kT (h−1), then is oxidized 
by rasburicase at a reaction rate constant of kox (mL·µg −1·h−1) 
and decomposed to allantoin. Thus, the concentration of the 
uric acid of CU (mg/dL) was represented as follows: 
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Furthermore, the value for CU in the absence of rasburicase 
[CU(0)] was expressed using the following Eq. 5: 

 U s T(0) /C k k=   (5)

At this point, previously reported CU(0) values (0.15 mg/kg: 
5.18 mg/dL, 0.20 mg/kg: 5.56 mg/dL) in the phase II clinical 
study were adopted. To estimate the values for kox and kT, we 
simultaneously fitted CU data from patients repeatedly admin-
istered rasburicase for 5 d at a dose of 0.15 or 0.20 mg/kg to 
Eqs. 1 to 5.

Predicton of Therapeutic Effects of Rasburicase  Based 
on our analytical results, uric acid levels over time were 
predicted to investigate the appropriate administration of 
rasburicase in consideration of individual differences. Seven 
and half milligram per deciliter or lower uric acid levels were 
considered to be a marker for therapeutic effect, as it has been 
reported that an additional dose is necessary when the level 
exceeds that value.11) In the first prediction, we considered 
patients who had a CU(0) value of 7.5, 10, 12.5, or 15 mg/dL, 
and were given a single infusion of rasburicase at 0.20 mg/kg. 
In the second, the patients had a CU(0) value of 7.5 or 15 mg/
dL, and were given rasburicase daily during a 5-d adminis-
tration at a dose of 1.5, 3.0, 4.5, 6.0, 7.5, 11, or 15 mg. These 
doses were the quantity of rasburicase with a RASURITEK® 
i.v. injection of 1.5 mg/vial (1, 2, 3, or 4 vials), that of 7.5 mg/
vial (1 or 2 vials), or the usual dose (0.20 mg/kg) for a patient 
weighing 55.3 kg (median weight of all patients in the phase 
II clinical study). For the third prediction, the patients had a 
CU(0) value of 7.5 or 15 mg/dL and were given rasburicase 
daily, every 2nd day, or every 3rd day during a 5-d adminis-
tration at a dose of 0.20 mg/kg.

For these predictions, we considered that the kt value ob-
tained in the above mentioned analyses did not change, and 
that was calculated by using kt, CU(0), and Eq. 5. In addition, 
we assumed that the calculated ks value was also maintained.

RESULTS

Analysis of Time Courses of Serum Concentrations of 
Rasburicase  The time courses of serum concentrations 
of rasburicase following a single infusion at a dose of 0.15 
or 0.20 mg/kg for patients with leukemia or malignant lym-
phoma, along with fitted curves based on the nonlinear least 
squares method are shown in Fig. 2. The fitted curves were 

Fig. 1. Pharmacokinetic and Pharmacodynamic Model for Oxidative 
Degradation and Metabolism of Rasburicase
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well matched to observed data. The estimated Vd (L) value 
(±standard deviation (S.D.)) was 2.2 (±0.018) and the ke (h−1) 
value (±S.D.) was 0.066 (±0.0014).

Analysis of Clinical Response to Rasburicase Using a 
Pharmacokinetic and Pharmacodynamic Model  Time 
courses of uric acid level following repeated administrations 
of rasburicase as well as fitted curves based on the simultane-

ous nonlinear least squares method are shown in Fig. 3. The 
fitted curves were well matched to observed data.

The estimated kox (mL·µg −1·h−1) value (±S.D.) was 0.193 
(±0.012) and the kT (h−1) was 0.0139 (±0.0008). Then, the 
ks (mg·dL−1·h−1) values calculated from Eq. 5 were 0.0720 
(0.15 mg/kg) and 0.0773 (0.20 mg/kg).

Prediction of Therapeutic Effects of Rasburicase  By 
using the obtained pharmacokinetic and pharmacodynamic 

Fig. 2. Time Courses of Serum Concentrations of Rasburicase Fol-
lowing a Single Infusion at a Dose of 0.15 or 0.20 mg/kg for Japanese 
Patients

Symbols represent actual data (mean±S.D.).13) The lines shown are fitted curves 
simultaneously calculated using the nonlinear least squares method.

Fig. 3. Time Courses of Uric Acid Level (mg/dL) after Repeated Ad-
ministrations of Rasburicase for Japanese Patients

Symbols represent actual data (mean).13) The lines shown are fitted curves simul-
taneously calculated using the nonlinear least squares method.

Fig. 4. Prediction of Relationship between Uric Acid Level and Time after a Single Infusion of Rasburicase in Patients Who Had a CU(0) Level of 
7.5, 10, 12.5, or 15 mg/dL

Gray area indicates the need for a second dose.

Table 1. Parameters after a Single Infusion of Rasburicase in Patients with Various CU(0) Values

CU(0) (mg/dL) ks (mg·dL−1·h−1) Emax (mg·dL−1) TEmax
 (h) Time to additional dosage (h)  

(Time to Emax≥7.5 mg/dL)

7.5 0.10 0.18 8 582
10 0.14 0.24 8 153
12.5 0.17 0.30 8 117
15 0.21 0.36 8 100
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parameters, the therapeutic effects of rasburicase were pre-
dicted. First, the therapeutic effects of a single infusion of 
rasburicase in patients with CU(0) values of 7.5, 10, 12.5, or 
15 mg/dL were predicted. At this point, the ks value of those 
patients was 0.10, 0.14, 0.17, or 0.21 mg·dL−1·h−1, respectively. 
The maximum therapeutic effect expressed by the minimum 
level of uric acid (Emax) was 0.18–0.36 mg/dL, which was not a 
large difference. Furthermore, the time required for uric acid 
to reach a minimum level (TEmax

) was 8 h. Meanwhile, the time 
until an additional administration was necessary (blood level 
greater than 7.5 mg/dL) were 582 h [CU(0): 7.5 mg/dL], 153 h 
[CU(0): 10 mg/dL], 117 h [CU(0): 12.5 mg/dL], and 100 h [CU(0): 
15 mg/dL] (Fig. 4, Table 1).

Second, the therapeutic effects of repeated administrations 
of rasburicase at a dose of 1.5, 3.0, 4.5, 6.0, 7.5, 11, or 15 mg in 
patients weighing 55.3 kg with a CU(0) value of 7.5 or 15 mg/
dL were predicted. There was no difference when rasburicase 
was administered at more than the usual dose, in spite of 
individual differences for rate of generation of uric acid. On 

the other hand, the effect of rasburicase became weaker as the 
dose was lowered. However, with all of the predictions, the CU 
value was reduced sufficiently (Fig. 5).

Third, we examined the therapeutic effects of rasburicase 
when repeatedly administered with 3 different regimens at a 
dose of 0.20 mg/kg. Our results showed that as the adminis-
tration interval increased, the difference between minimum 
and maximum level of uric acid from 24 to 120 h after the 
initial dose (Erange) became greater. Notably, the minimum 
uric acid level ranged from 0.11 to 0.16 mg/dL in patients who 
had a CU(0) value of 7.5 and 0.22 to 0.32 mg/dL in those with 
a CU(0) value of 15 mg/dL, which were not significant differ-
ences. On the other hand, the maximum uric acid level varied 
greatly from 0.38 to 2.3 mg/dL in patients who had a CU(0) 
level of 7.5 and from 0.76 to 4.6 mg/dL in those with a CU(0) 
level of 15 mg/dL. However, in all predictions, the uric acid 
level dropped below 1 mg/dL after each administration and 
never exceeded 7.5 mg/dL (Fig. 6).

Fig. 5. Prediction of Relationship between Uric Acid Level and Time after Repeated Administrations at the Tested Doses of 1.5, 3.0, 4.5, 6.0, 7.5, 11, 
or 15 mg in Patients Who Had a CU(0) Value of 7.5 mg/dL (a) or 15 mg/dL (b)

Gray area indicates the need for a second dose.
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DISCUSSION

Rasburicase, used as a therapeutic agent for hyperuricemia 
associated with chemotherapy, is administered intravenously 
at 0.20 mg/kg once a day for a maximum of 7 d in Japan. How-
ever, a single infusion of 0.15 mg/kg has been reported to be 
effective,11,12) thus we considered it important to perform theo-
retical evaluations of dose and regimen. We collected the data 
which are the serum concentration and uric acid level after 
administration of rasburicase for Japanese patients. Then, we 
constructed a pharmacokinetic and pharmacodynamic model 
to determine changes in uric acid level over time after rasbu-
ricase administration for Japanese patients, and also examined 
the effects of various doses and regimens. The time courses of 
uric acid level predicted with our model were in good agree-
ment with observed data,13) indicating adequate performance 

for our model. We also obtained the following results.
First, the therapeutic effects of rasburicase when adminis-

tered to patients with a CU(0) value of 7.5, 10, 12.5, or 15 mg/
dL were predicted (Fig. 4). At this point, the CU(0) values 
exceeding 7.5 mg/dL were reported as 29 of 80 patients in the 
previous report.11) Then, we estimated the CU(0) values which 
were raised by 2.5 mg/dL progressively to 15 mg/dL of the 
double of 7.5 mg/dL so as to investigate the therapeutic effects 
of rasburicase when administered to patients with different 
CU(0) values. The prediction resulted in an Emax value range 
of 0.18–0.36 mg/dL, which were not significantly different. In 
all cases, the TEmax

 was 8 h, while the time until an additional 
administration was necessary (CU: exceeding 7.5 mg/dL) were 
582 h [CU(0): 7.5 mg/dL], 153 h [CU(0): 10 mg/dL], 117 h [CU(0): 
12.5 mg/dL], and 100 h [CU(0): 15 mg/dL]. Therefore, it is sug-
gested that similar clinical responses are provided regardless 

Fig. 6. Prediction of Relationship between Uric Acid Level and Time at the Tested Intervals, and Differences between Minimum and Maximum 
Level of Uric Acid from 24 to 120 h after Initial Dose of Rasburicase (Erange) in Patients Who Had a CU(0) Value of 7.5 mg/dL (a) or 15 mg/dL (b)

Gray area indicates the need for a second dose.
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of the rate of generation of uric acid immediately following an 
administration of rasburicase. Furthermore, these results sug-
gested that the inter-individual variability in clinical response 
increased over time, because of the difference in rate of gen-
eration of uric acid.

We considered that the uric acid level elevated along with 
drug elimination, as ks is thought to maintain the blood level 
of CU(0). On the basis of the ke value, the half-life of rasburi-
case was calculated to be about 10.5 h. Thus, in patients with 
a CU(0) level of 15 mg/dL, the blood level of rasburicase at 
52.5 h after infusion drops to about 3% of the level just follow-
ing the initial infusion and uric acid to 2.7 mg/dL, indicating 
that 47 h is needed until the uric acid level reaches 7.5 mg/
dL. Accordingly, we concluded that some time is needed to 
recover once uric acid drops to a level of 7.5 mg/dL even after 
elimination of rasburicase, and that recovery time is increased 
with a lower CU(0) value and higher dosage.

Second, the therapeutic effects of repeated administrations 
of rasburicase at a dose of 1.5, 3.0, 4.5, 6.0, 7.5, 11, or 15 mg in 
patients with a CU(0) value of 7.5 or 15 mg/dL were predicted. 
Our results suggested that the effect did not change when 
rasburicase was administered at more than the usual dose, 
while it becomes weaker at lower doses. However, the clinical 
significance of an immediate reduction of CU was unidentified 
at the time of approval of rasburicase. Clinically significant 
TLS can occur in a spontaneous manner, though it is most 
often seen at 48–72 h after initiation of chemotherapy.14,15) It 
is necessary for the level of uric acid to decrease to adequate 
level during that period. In this prediction, CU was reduced 
with all doses and a sufficient effect was obtained, in spite of 
individual differences for the rate of generation of uric acid.

Finally, we predicted the therapeutic effects of a dose of 
0.20 mg/kg with repeated administrations at 3 different regi-
mens (Fig. 6). Our findings suggested that the Erange increased 
when the interval was increased for up to 120 h after admin-
istration. Notably, the minimum uric acid level ranged from 
0.11 to 0.16 mg/dL in patients who had a CU(0) value of 7.5 
and 0.22 to 0.32 mg/dL in those with a CU(0) value of 15 mg/
dL, which were not significantly different. On the other hand, 
the maximum varied greatly from 0.38 to 2.3 mg/dL in pa-
tients who had a CU(0) value of 7.5 and from 0.76 to 4.6 mg/dL 
those with a CU(0) value of 15 mg/dL. However, in all cases, 
the level of uric acid dropped below 1 mg/dL after each ad-
ministration and never exceeded 7.5 mg/dL (Fig. 6). Thus, we 
considered that the response rate of uric acid (ks·CU·CRas) is 
much higher than the rate of generation of uric acid rate after 
administration of rasburicase.

At this point, it was considered that the values of phar-
macokinetic parameters (Vd and t1/2) were valid because the 
values of Cmax, AUC and accumulation index of rasburicase, 
which were calculated by using these parameters, were com-
parable with the actual values (data not shown).

Though our study did not consider the inter/intrasubject 
variability of rasburicase, our results suggested that clini-
cal efficacy is affected by dose and regimen of rasburicase 
rather than rate of generation of uric acid. Therefore, even if 
that generation rate changes during chemotherapy, the clini-
cal efficacy of rasburicase is not largely affected. Though the 
number of patients in Fig. 2 (n=21) and Fig. 3 (n=50) was 
different, these data were obtained from the same phase II 
clinical study. In addition, it was confirmed that the results of 

the pharmacokinetic study (n=21) of rasburicase were compa-
rable with those of the clinical study in non-Japanese patients. 
Therefore, we considered that it was valid to analyze the time 
courses of uric acid level (Fig. 3) by using pharmacokinetic 
parameters provided by Fig. 2.

As for applying our findings to clinical practice, the clinical 
efficacy of rasburicase in individual patients can be predicted 
by determining the CU(0) value, and then using the model and 
parameters presented in this study. By monitoring CU and 
administering rasburicase based on this model, it would be 
possible to reduce the dose and to increase the administration 
interval of rasburicase. Then, the financial burden of patients 
can be reduced.

In conclusion, the present model was useful for predicting 
therapeutic effect of rasburicase. Then, based on this model 
and the value for CU in the absence of rasburicase [CU(0)], it 
would be possible to individually determine rational dosage 
regimen of rasburicase.

Conflict of Interest The authors declare no conflict of 
interest.

REFERENCES

 1) Davidson MB, Thakkar S, Hix JK, Bhandarkar ND, Wong A, Sch-
reiber MJ. Pathophysiology, clinical consequences, and treatment of 
tumor lysis syndrome. Am. J. Med., 116, 546–554 (2004).

 2) Ribeiro RC, Pui CH. Recombinant urate oxidase for prevention of 
hyperuricemia and tumor lysis syndrome in lymphoid malignancies. 
Clin. Lymphoma, 3, 225–232 (2003).

 3) Annemans L, Moeremans K, Lamotte M, Garcia Conde J, van den 
Berg H, Myint H, Pieters R, Uyttebroeck A. Incidence, medical 
resource utilisation and costs of hyperuricemia and tumour lysis 
syndrome in patients with acute leukaemia and non-Hodgkin’s 
lymphoma in four European countries. Leuk. Lymphoma, 44, 77–83 
(2003).

 4) Coiffier B, Mounier N, Bologna S, Ferme C, Tilly H, Sonet A, 
Christian B, Casasnovas O, Jourdan E, Belhadj K, Herbrecht R, 
Groupe d’Etude des Lymphomes de l’Adulte Trial on Rasburicase 
Activity in Adult Lymphoma. Efficacy and safety of rasburicase 
(recombinant urate oxidase) for the prevention and treatment of 
hyperuricemia during induction chemotherapy of aggressive non-
Hodgkin’s lymphoma. results of the GRAAL1 (Groupe d’Etude 
des Lymphomes de l’Adulte Trial on Rasburicase Activity in Adult 
Lymphoma) study. J. Clin. Oncol., 21, 4402–4406 (2003).

 5) Navolanic PM, Pui CH, Larson RA, Bishop MR, Pearce TE, Cairo 
MS, Goldman SC, Jeha SC, Shanholtz CB, Leonard JP, McCubrey 
JA. Elitek-rasburicase: an effective means to prevent and treat 
hyperuricemia associated with tumor lysis syndrome, a Meeting 
Report, Dallas, Texas, January 2002. Leukemia, 17, 499–514 (2003).

 6) Hande KR, Hixson CV, Chabner BA. Postchemotherapy purine ex-
cretion in lymphoma patients receiving allopurinol. Cancer Res., 41, 
2273–2279 (1981).

 7) Egan LJ. Allopurinol and 6MP: steering through the therapeutic 
obstacle course. Inflamm. Bowel Dis., 13, 1312–1313 (2007).

 8) Leplatois P, Le Douarin B, Loison G. High-level production of a 
peroxisomal enzyme: Aspergillus  flavus uricase accumulates in-
tracellularly and is active in Saccharomyces  cerevisiae. Gene, 122, 
139–145 (1992).

 9) Cheson BD, Dutcher BS. Managing malignancy-associated hyper-
uricemia with rasburicase. J. Support. Oncol., 3, 117–124 (2005).

10) Pui CH, Mahmoud HH, Wiley JM, Woods GM, Leverger G, Ca-
mitta B, Hastings C, Blaney SM, Relling MV, Reaman GH. Recom-
binant urate oxidase for the prophylaxis or treatment of hyperuri-

http://dx.doi.org/10.1016/j.amjmed.2003.09.045
http://dx.doi.org/10.1016/j.amjmed.2003.09.045
http://dx.doi.org/10.1016/j.amjmed.2003.09.045
http://dx.doi.org/10.3816/CLM.2003.n.003
http://dx.doi.org/10.3816/CLM.2003.n.003
http://dx.doi.org/10.3816/CLM.2003.n.003
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1080/1042819021000054661
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1200/JCO.2003.04.115
http://dx.doi.org/10.1038/sj.leu.2402847
http://dx.doi.org/10.1038/sj.leu.2402847
http://dx.doi.org/10.1038/sj.leu.2402847
http://dx.doi.org/10.1038/sj.leu.2402847
http://dx.doi.org/10.1038/sj.leu.2402847
http://dx.doi.org/10.1002/ibd.20210
http://dx.doi.org/10.1002/ibd.20210
http://dx.doi.org/10.1016/0378-1119(92)90041-M
http://dx.doi.org/10.1016/0378-1119(92)90041-M
http://dx.doi.org/10.1016/0378-1119(92)90041-M
http://dx.doi.org/10.1016/0378-1119(92)90041-M


Vol. 39, No. 5 (2016) 711Biol. Pharm. Bull.

cemia in patients with leukemia or lymphoma. J.  Clin.  Oncol., 19, 
697–704 (2001).

11) Vadhan-Raj S, Fayad LE, Fanale MA, Pro B, Rodriguez A, Hage-
meister FB, Bueso-Ramos CE, Zhou X, McLaughlin PW, Fowler N, 
Shah J, Orlowski RZ, Samaniego F, Wang M, Cortes JE, Younes 
A, Kwak LW, Sarlis NJ, Romaguera JE. A randomized trial of a 
single-dose rasburicase versus five-daily doses in patients at risk for 
tumor lysis syndrome. Ann. Oncol., 23, 1640–1645 (2012).

12) Campara M, Shord SS, Haaf CM. Single-dose rasburicase for 

tumour lysis syndrome in adults: weight-based approach. J.  Clin. 
Pharm. Ther., 34, 207–213 (2009).

13) Pharmaceuticals and Medical Devices Agency. ‟RASURITEK® 
summary basis of approval.”: ‹http://www.pmda.go.jp/drugs/2009/
P200900054/index.html›, cited 3 September, 2015.

14) Flombaum CD. Metabolic emergencies in the cancer patient. Semin. 
Oncol., 27, 322–334 (2000).

15) Locatelli F, Rossi F. Incidence and pathogenesis of tumor lysis syn-
drome. Contrib. Nephrol., 147, 61–68 (2005).

http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1093/annonc/mdr490
http://dx.doi.org/10.1111/j.1365-2710.2008.00994.x
http://dx.doi.org/10.1111/j.1365-2710.2008.00994.x
http://dx.doi.org/10.1111/j.1365-2710.2008.00994.x

