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Background

Fluoropyrimidine with platinum-based chemotherapy has become the standard of care for advanced gastric and gastroesophageal (GEJ) cancer. Trials in colon cancer show that induction chemotherapy followed by maintenance chemotherapy is an efficacious strategy to maximize clinical response while minimizing toxicity. The current retrospective study aims to evaluate the efficacy and tolerability of maintenance versus continuous treatment in advanced GEJ malignancy.



Methods

A retrospective analysis of patients with metastatic gastric/GEJ adenocarcinoma treated with fluoropyrimidine and platinum chemotherapy between 2007-2017 was performed. Patients who achieved at least stable disease after initial induction treatment were included. After 16 weeks of induction chemotherapy, patients were categorized into the continuous group if induction chemotherapy was continued and the maintenance group if chemotherapy was switched to maintenance fluoropyrimidine monotherapy or observed off treatment. Endpoints were progression-free survival (PFS), overall survival (OS), and toxicities.



Results

In total, 90 patients met the criteria, 48 received continuous therapy, and 42 received maintenance. Baseline characteristics were comparable. No difference in PFS (9.9 vs 8.4 months p = .28) or in OS (16.1 vs 21.3 months p = .75) was observed, including after controlling for the best response on induction therapy and other variables. In patients on continuous induction therapy, there was a higher prevalence of grade three neuropathy (42.6% vs 9.8% p = .001) and neutropenic fever (13% vs 0% p =.03).



Conclusions

Maintenance therapy following induction fluoropyrimidine and platinum-based therapy is associated with an improved toxicity profile and appears to have comparable efficacy to continuous treatment in metastatic gastric/GEJ cancer.





Keywords: gastric, esophageal, maintenance therapy, continuous therapy, fluorouracil and oxaliplatin treatment



Introduction

Gastric and gastroesophageal junction (GEJ) cancers remain one of the most prevalent malignancies globally and contribute to the second most common cause of cancer-related deaths in the world with over 750,000 deaths annually (1). Over 40% of gastric cancer diagnoses are made at an advanced stage (2). Combination chemotherapy with fluoropyrimidine and platinum-based therapies is the mainstay of treatment in patients with advanced-stage gastric/GEJ neoplasms (3–5). The identification and utilization of targeted therapies, including trastuzumab for HER-2 positive adenocarcinomas, have largely been adopted into clinical practice (6). However, with the small proportion of patients with adequate histological positive HER-2 status that would benefit from the addition of trastuzumab to cytotoxic therapy (7), most patients with advanced gastric and GEJ cancer would be limited to cytotoxic chemotherapy. Given the associated toxicities from prolonged exposure to cytotoxic chemotherapy, studies have been performed in metastatic colorectal cancer (mCRC) investigating various treatment schedules to optimize efficacy with minimizing toxicity (8–10). This has led to the adoption of maintenance strategy or observation as options after a period of induction chemotherapy in mCRC with less toxicity while preserving overall survival (11–13).

Similarly, in an attempt to decrease the side effects seen with platinum-based therapies in metastatic gastric/GEJ cancers, the question of maintenance therapy remains unanswered with only one study evaluating the feasibility of such an approach with S-1 maintenance in metastatic gastric adenocarcinoma (14). Based on the paucity of data, we evaluated the safety and efficacy outcomes of maintenance/observation (MTC/OBS) strategy compared to continuation of cytotoxic chemotherapy (CTX) in patients with metastatic gastric/GEJ cancer.



Methods

We performed a three-site retrospective analysis of patients with metastatic gastric/GEJ adenocarcinoma treated with fluoropyrimidine and platinum-based chemotherapies at Mayo Clinic (Arizona, Florida, and Minnesota) between 2007 and 2017. Inclusion criteria included metastatic gastric or GEJ cancer patients who achieved at least stable disease after initial induction treatment with Eastern Cooperative Oncology Group (ECOG) performance status less than or equal to 2. Stable disease was defined per RECIST criteria version 1.1 (15). Patients were categorized into the “continuous group” (CTX) if they were continued on the full cytotoxic regimen beyond 16 weeks of therapy and patients were assigned to the “maintenance group/observation (MTC/OBS) if they received a maximum of 16 weeks of combined induction therapy and subsequently placed on single-agent fluoropyrimidine therapy or observed off treatment. Data were extracted from the medical record to determine progression-free survival, overall survival, and associated toxicities. Overall survival (OS) was measured from the date of initiation of chemotherapy to the date of death of any cause. Progression-free survival was measured from the date of initiation of chemotherapy to the date of disease progression or death. Patients were censored if there was no progression or lost to follow-up. Drug toxicities and their associated grading were quantified according to Common Terminology Criteria for Adverse Events (CTCAE) version 5.0. Pearson’s Chi-squared tests, One-way ANOVA models, and Cochran-Armitage test for trends were applied to ascertain significance between the two groups for categorical, continuous, and ordinal variables respectively. Poisson regression models with robust sandwich estimators were used to estimate the relative risks of binary toxicity indications. Kaplan-Meier method was used to estimate survival curves, and log-rank tests were used to compare them. Cox-proportional hazards models were applied to estimate hazard ratios. Inverse probability weighting was implemented in the Cox proportional hazards models, and the Poisson regression models to adjust for age, sex, chemotherapy regimen, and recurrence. Our level of statistical significance was p <.05.



Results

A total of 90 patients met the inclusion criteria with 48 in the CTX and 42 in the MTC/OBS group. Baseline patient characteristics are listed in Table 1. In total, 14 of the 42 MTC/OBS were observed off treatment with the intent of re-introduction of therapy upon disease progression and were included in the MTC/OBS group. Overall, baseline characteristics were comparable between the two groups except that more patients in the MTC/OBS group achieving complete response after induction chemotherapy and there were no significant differences in the type of induction chemotherapy (Table 1). HER2 testing was notably positive in (n =19) 21.1% of patients and trastuzumab was added to the chemotherapy backbone. The median number of total administered cycles for the continuous group was 14.1 cycles (range: 9-49). The average number of total cycles for the maintenance group was 6.4 cycles (range: 2-8). Doublet regimens were the most commonly used in the induction period with) 70% (63/90) of patients receiving FOLFOX and 5.5% (5/90) receiving capecitabine plus oxaliplatin (CAPEOX).


Table 1 | Patient characteristics and prognostic variables in maintenance and continuous groups.



The median time of follow-up was 16.4 months. PFS was not significantly different between the continuous or maintenance groups (median = 9.9 vs 8.4 months, p = .28, HR=.86, 95% CI:.56-1.32) (Figure 1), nor was OS (median = 16.1 vs 21.3 months, p = .75, HR=.81, 95% CI:.51-1.28) (Figure 2). Grade 3 neuropathy was more prevalent in patients who received continuous therapy when compared to the maintenance group (42.6% vs 9.8% p =.001, RR = .21, CI:.07-.60). Additionally, patients who received continuous chemotherapy were associated with a significantly higher incidence of neutropenic fever (13.0% vs 0% p =.03). However, the development of grade 3 or 4 neutropenia was similar between the two groups (26.1% vs 37.5% p = .36). Other side effects, including anemia, thrombocytopenia, and any other grade 3 toxicity, were not significantly different between the continuous and maintenance groups (Table 2).




Figure 1 | Overall Survival in Continuous vs Maintenance Groups.






Figure 2 | Progression-Free Survival in Continuous vs Maintenance Groups.




Table 2 | Toxicity Profile of Continuous and Maintenance Regimens.



Differences in OS and PFS between continuous and maintenance therapy were examined within strata of potentially prognostic variables, such as gender, age, number of sites of metastasis, sites of metastasis, and chemotherapy regimen utilized. No significant differences were noted in the subgroup analysis in regards to PFS or OS (Figures 3 and 4). Similar findings were noted in a subgroup analysis of 1-year overall survival and progression-free survival (Figures 5 and 6).




Figure 3 | Overall Survival Subgroup Analysis of Gender, Age, Metastatic Site, and Chemo Regimen.






Figure 4 | Progression-Free Survival Subgroup Analysis of Gender, Age, Metastatic Site, and Chemo Regimen.






Figure 5 | Overall Survival Subgroup Analysis of at 1 year: Gender, Age, Metastatic Site, and Chemo Regimen.






Figure 6 | Progression-Free Survival Subgroup Analysis at 1 year: Gender, Age, Metastatic Site, and Chemo Regimen.





Discussion

The doublet combination of fluoropyrimidine and platinum chemotherapy has been the standard treatment in patients with advanced gastric or GEJ cancers (3, 4). Although the combination provides a significant improvement in survival, its administration is associated with significant toxicities, including peripheral neuropathy, cytopenias, and hepatotoxicities. Neuropathy is considered one of the most clinically significant side effects of platinum-based therapies and often a limiting aspect of continuing induction therapy (16, 17). Moreover, the associated cumulative toxicities and their effect on a patient’s performance status may limit effective administration of subsequent lines of therapy.

Randomized clinical trials in colorectal cancer have shown that continuation of induction therapy until progression is not superior to maintenance strategy in terms of PFS or OS (9, 11, 13), resulting in its adoption into standard practice. Furthermore, these trials suggest maintenance therapy produces less associated neuropathy when compared to continuous treatment. Currently, there is substantial variation in post-induction chemotherapy practice, though this is likely secondary to the lack of available studies in the field of metastatic gastric/GEJ cancer. The above knowledge provided the rationale to investigate the clinical efficacy and its toxicity profile for patients who received continuous induction chemotherapy compared to those who received treatment in a maintenance approach.

Our findings showed no significant differences in progression-free survival or overall survival in patients who switched to maintenance therapy or observation after a period of induction chemotherapy compared to continuous induction chemotherapy in patients with metastatic gastric/GEJ cancer. Furthermore, patients that were switched to maintenance treatment were associated with less peripheral neuropathy.

To our knowledge, besides our retrospective study, only one prospective study has evaluated the efficacy of maintenance treatment with a “stop-and-go” approach in gastric cancer (14). The study by Park et al. compared a “stop-and-go” approach with maintenance S-1 (oral fluoropyrimidine) to continuous induction therapy in terms of PFS and OS outcomes after six cycles of induction therapy (S1 with oxaliplatin) in metastatic gastric cancer. Although patients assigned to the continuous therapy arm had longer PFS (10.5 vs 7.2 months; HR 0.55 95% CI, .37-.81, p =.002) compared to the maintenance arm, there was no difference in OS 22.6 vs. 22.7 months, HR 0.78; 95% CI, 0.50-1.23; p = 0.284). In addition, consistent with our study, there were substantially more adverse events in the continuous arm compared to the maintenance arm with grade 3 fatigue (18.8% vs 8.1%) and sensory neuropathy (25.4% vs 9.7%). These findings were also noted in our study with grade 3 neuropathy (42.6% vs 9.8%) being more prominent in the continuous arm compared to the maintenance arm. This is especially important as the goal of therapy in advanced or metastatic disease is palliative with prolonging life while preserving quality of life. Additionally, overall survival was comparable between the “stop-and go” regimen (22.7 months) utilized in Park et al. study and the maintenance group in our cohort (21.3 months).

Ongoing studies investigating alternative agents as maintenance therapy for a patient whose progress in terms of induction therapy are currently underway. A recent prospective randomized clinical trial did not show added benefit maintenance therapy with the anti-PD-L1 antibody, avelumab compared to continuous chemotherapy until progression (18). While the toxicities were less in the avelumab group, the study was not powered for non-inferiority and the control arm was not maintenance chemotherapy. Additional trials are warranted for patients who progress on induction therapy, given their likely highly aggressive phenotype.

Overall the results of the current study, in conjunction with the results observed in Park et al. study, suggest that patients who are able to tolerate induction therapy and achieve at least stable disease may be better suited to receive single-agent fluoropyrimidine maintenance therapy or be observed off treatment with re-introduction with disease onset. A limiting aspect of the “stop-and-go” approach is whether patients will be able to tolerate additional platinum-based therapies upon disease progression. In the Park study, 37% of patients had to discontinue oxaliplatin after a median of 10 cycles due to neuropathy, neutropenia, or other adverse events suggesting that many patients will be intolerant of the resumption of dual therapy after disease progression. Similar findings were noted in the current study with 20% of patients having to discontinue platinum-based treatment due to neuropathy.

Limitations to the current study include the retrospective nature of the investigation with selection bias and associated confounding variables. Inverse probability weighting to the COX proportional hazard models was implemented in an attempt to adjust for confounding variables such as age, sex, and chemotherapy regimen utilized. Additional limitations include that the outcome data of many patients are from the pre-immunotherapy era, as the study covered patients treated from 2007-2017. Given these findings, and in an attempt to mitigate these aforementioned limitations, additional prospective, randomized clinical trials are warranted to further delineate the role of single-agent fluoropyrimidine maintenance therapy following induction chemotherapy in metastatic gastric cancer.



Data Availability Statement

The original contributions presented in the study are included in the article/supplementary material. Further inquiries can be directed to the corresponding author.



Author Contributions 

All authors contributed equally to the creation of this article. All authors contributed to the article and approved the submitted version.



References

1. Sung, H, Ferlay, J, Siegel, RL, Laversanne, M, Soerjomataram, I, Jemal, A, et al. Global Cancer Statistics 2020: GLOBOCAN Estimates of Incidence and Mortality Worldwide for 36 Cancers in 185 Countries. CA Cancer J Clin (2021) 71(3):209–49. doi: 10.3322/caac.21660

2. Siegel, R, Ma, J, Zou, Z, and Jemal, A. Cancer Statistics, 2014. Cancer J Clin (2014) 64:9–29. doi: 10.3322/caac.21208

3. Al-Batran, SE, Hartmann, JT, Probst, S, Schmalenberg, H, Hollerbach, S, Hofheinz, R, et al. Arbeitsgemeinschaft Internistische Onkologie. Phase III Trial in Metastatic Gastroesophageal Adenocarcinoma With Fluorouracil, Leucovorin Plus Either Oxaliplatin or Cisplatin: A Study of the Arbeitsgemeinschaft Internistische Onkologie. J Clin Oncol (2008) 26(9):1435–42.

4.National Comprehensive Cancer Network (Version 3.2021). Available at: https://www.nccn.org/professionals/physician_gls/pdf/gastric.pdf (Accessed 6/2021).

5. Zaanan, A, Samalin, E, Aparicio, T, Bouche, O, Laurent-Puig, P, Manfredi, S, et al. Phase III Randomized Trial Comparing 5-Fluorouracil and Oxaliplatin With or Without Docetaxel in First-Line Advanced Gastric Cancer Chemotherapy (GASTFOX Study). Dig Liver Dis (2018) 50(4):408–10. doi: 10.1016/j.dld.2018.01.119

6. Bang, YJ, Van Cutsem, E, Feyereislova, A, Chung, HC, Shen, L, Sawaki, A, et al. Trastuzumab in Combination With Chemotherapy Versus Chemotherapy Alone for Treatment of HER2-Positive Advanced Gastric or Gastro-Oesophageal Junction Cancer (ToGA): A Phase 3, Open-Label, Randomised Controlled Trial. Lancet (2010) 376(9742):687–97. doi: 10.1016/S0140-6736(10)61121-X

7. Kim, KC, Koh, YW, Chang, HM, Kim, TH, Yook, JH, Kim, BS, et al. Evaluation of HER2 Protein Expression in Gastric Carcinomas: Comparative Analysis of 1,414 Cases of Whole-Tissue Sections and 595 Cases of Tissue Microarrays. Ann Surg Oncol (2010) 10:2833–40. doi: 10.1245/s10434-011-1695-2

8. Luo, HY, Li, YH, Wang, W, Yuan, X, Ma, D, Wang, FH, et al. Single-Agent Capecitabine as Maintenance Therapy After Induction of XELOX (or FOLFOX) in First-Line Treatment of Metastatic Colorectal Cancer: Randomized Clinical Trial of Efficacy and Safety. Ann Oncol (2016) 27:1074–81. doi: 10.1093/annonc/mdw101

9. Simkens, LH, Tinteren, HV, May, A, Tije, AJ, Creemers, GM, Loosveld, OL, et al. Maintenance Treatment With Capecitabine and Bevacizumab in Metastatic Colorectal Cancer (CAIRO3): A Phase 3 Randomised Controlled Trial of the Dutch Colorectal Cancer Group. Lancet (2015) 385(9980):1843–52. doi: 10.1016/S0140-6736(14)62004-3

10. Labianca, R, Sobrero, A, Isa, L, Cortesi, E, Barni, S, Nicolella, D, et al. Intermittent vs Continuous Chemotherapy in Advanced Colorectal Cancer: A Randomized ‘Giscad’ Trial. Ann Oncol (2011) 22(5):1236–42. doi: 10.1093/annonc/mdq580

11. Tournigand, C, Cervantes, A, Figer, A, Lledo, G, Flesch, M, Buyse, M, et al. OPTIMOX1: A Randomized Study of FOLFOX4 or FOLFOX7 With Oxaliplatin in a Stop-and-Go Fashion in Advanced Colorectal Cancer—A GERCOR Study. J Clin Oncol (2006) 24:394–400. doi: 10.1200/JCO.2005.03.0106

12. Maindrault-Goebel, F, Lledo, G, Chibaudel, B, Mineur, L, Andre, T, Bennamon, M, et al. Final Results of OPTIMOX2, a Large Randomized Phase II Study of Maintenance Therapy or Chemotherapy Free Intervals (CFI) After FOLFOX in Patients With Metastatic Colorectal Cancer (MRC): A GERCOR Study. J Clin Oncol (2007) 25:18:4013–3. doi: 10.1200/jco.2007.25.18

13. Sonbol, MB, Mountjoy, L, Firwana, B, Liu, AJ, Almader-Douglas, D, Mody, K, et al. The Role of Maintenance Strategy in Metastatic Colorectal Cancer (mCRC): A Systematic Review and Meta-Analysis. JAMA Oncol (2020) 6(3):e194489.19. doi: 10.1001/jamaoncol.2019.4489

14. Park, SR, Kim, MJ, Nam, BH, Kim, CG, Lee, JY, Cho, JS, et al. A Randomised Phase II Study of Continuous Versus Stop-and-Go S-1 Plus Oxaliplatin Following Disease Stabilisation in First Line Chemotherapy in Patients With Metastatic Gastric Cancer. Eur J Cancer (2017) 83:32–42. doi: 10.1016/j.ejca.2017.06.008

15. Eisenhauer, EA, Therasse, P, Bogaerts, J, Schwartz, LH, Sargent, D, Ford, R, et al. New Response Evaluation Criteria in Solid Tumours: Revised RECIST Guideline (Version 1.1). Eur J Cancer (2009) 45:228–47. doi: 10.1016/j.ejca.2008.10.026

16. Beijers, AJM, Mols, F, and Vreugdenhil, G. A Systematic Review on Chronic Oxaliplatin-Induced Peripheral Neuropathy and the Relation With Oxaliplatin Administration. Support Care Cancer (2014) 22:1999–2007. doi: 10.1007/s00520-014-2242-z

17. Seretny, M, Currie, G, Sena, ES, Ramnarine, S, Grant, R, MacLeod, MR, et al. Incidence, Prevalence, and Predictors of Chemotherapy-Induced Peripheral Neuropathy: A Systematic Review and Meta-Analysis. Pain (2014) 155:2461–70. doi: 10.1016/j.pain.2014.09.020

18. Moehler, M, Dvorkin, M, Boku, N, Özgüroğlu, M, Ryu, MH, Muntean, AS, et al. Results of the JAVELIN Gastric 100 Phase 3 Trial: Avelumab Maintenance Following First-Line (1L) Chemotherapy (CTx) vs Continuation of CTx for HER2- Advanced Gastric or Gastroesophageal Junction Cancer (CG/GEJC). J Clin Oncol (2021) 39(9):966–977. doi: 10.1200/JCO.20.00892




Conflict of Interest: 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.


Publisher’s Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2021 Walden, Sonbol, Buckner Petty, Yoon, Borad, Bekaii-Saab and Ahn. 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) and the copyright owner(s) 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.


OEBPS/Images/fonc-11-641044-g001.jpg
Overall Survival
Stata = Treatment Am=Caninuous 5 Tresiment Am-=aierance

100

Survival prooati)
8

Log-rank
p=03

000:

S W





OEBPS/Images/fonc-11-641044-g006.jpg
I L T NI Iy e

Number of Patonts Hazard Ratio (95% C1
verat e — 1,00 (059, 1.70)
sex

n o —— o 147
i 2 ———s—————  2nemes
rgeo85.

Yeu » —_ 143083,325
Yo Es —_— om0, 180
st o Prosaran (1)

er - — os7055,188)
Yo 7

oot

Yor & — o 0u 182
Yo = — 113050.288)
Porones

o - —— 00043, 197)
or P —_— 113,083,240
Response o Ressge (CRPRSD)

oreR @ — omp040,152
© » _— 178073,425)
3 e tastat St

Yer ® R 103049217
Yo @ —— %0212
chamo Regman

omier = —_— o034, 182)
Fourox s —_— 197004412





OEBPS/Images/fonc-11-641044-g004.jpg
~Subgroup Analyses of Frogression Free Survival by Treatment

Numbor of Patonts Hazard Ratio (85% C1
Overal 0 — 083 (054,128
sex

n - —— om0, 131)
- 2 _ 103,040,265)
rgeoes

Yer » — 111 085,226
o el —_— 0520020,080)
Mocasiac o Prosaran (1)

er - — ospst 128
o B

T

Yor 5 —— 087051, 148)
Yo = — 004, 188)
curones

Yo “ —_— os2008,173)
Yor P — o7, a1)
Response st Resags (CRPRSD)

cReR « — 0850039,110)
% » s 138082297,
3o e tastatc St

Yoo “ —_— 081015, 146)
o p _— oo, 178)
chame Regran

omier = —a o810 152)
Fourox s — 147078288

o2 o 10 20 40 80





OEBPS/Images/fonc-11-641044-g002.jpg
Progression Free Survival

Svaa = Temen,Am=Contruoos = Tesnent Am=bassenrce

1.00

SUEVIVEN PYoDGEN
8

8

000:

e





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Maintenance Therapy in First-Line Gastric and Gastroesophageal Junction Adenocarcinoma: A Retrospective Analysis

      

        		

          Background

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusions

        



        		

          Introduction

        



        		

          Methods

        



        		

          Results

        



        		

          Discussion

        



        		

          Data Availability Statement

        



        		

          Author Contributions 

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table2.jpg
Side Effect Continuous (N = 48) Maintenance (N = 42) p- value
Anemia

Average Baseline Hemoglobin 12.66 12.25 p=.30
Greatest Decrease in Hemoglobin 3.07 2.48 p=.14
Range in Decrease in Hemoglobin 0-8 0-6.2

Grade 1 Anemia 15 (32.6%) 17 (48.6%) p=.14
Grade 2 Anemia 23 (50%) 13 (37.1%)

Grade 3 Anemia 8(17.4.2%) 4 (11.4%)

Neutropenia

Average Baseline Absolute Neutrophil Count 452 473

Greatest Decrease in ANC (SD) 2.96 (1.57) 2.82 (1.46)

Range in Decrease in Neutrophils 0-75 0-5.44

Absolute Neutropenia (ANC < 1500) 31 (67.4%) 20 (60.6%)

Grade 3/4 Neutropenia 12 (26.1%) 12 (37.5%)

Neutropenic Fever 6 (13%) 0 (0.0%)

Growth Factor (Neupogen/Neulasata) Support 10 (21.7%) 6 (17.6%)

Thrombocytopenia

Platelet count < 150,000 39 (83.0%) 8 (50.0%)

Neuropathy

Neuropathy Grade 1 2 (4.3%) 7(17.1%)

Neuropathy Grade 2 25 (63.2%) 30 (73.2%)

Neuropathy Grade 3 20 (42.6%) 4 (9.8%)

Any Grade 3/4 Toxicity 31 (64.6%) 20 (50%) p=.29

Hgb, Hemoglobin; ANC, Absolute Neutrophil Count; SD, Standard Deviation.





OEBPS/Images/fonc-11-641044-g005.jpg
~Subgroup Analyses of 1-Year Overall Survival by Treatment

Number of Patonts Hazard Ratio (85% C1
verst 0 ——— 091043, 199
sex

n - —_— 080028, 185
- 2 ———————=——————— ueses
rgeoes

Yer » — 136039,488
o el E— o80027,170)
Mocasiac o Prosaran (1)

er - —_— 091042.1%6)
o b

T

Yor 5 —_— o73024.218)
Yo = —a 11103318
curones

Yo “ —_— oq2pm 18
Yor P —_— 153,089,397,
Response st Resags (CRPRSD)

cReR « —_— w139
s » ————————  menrm
3o e tastatc St

Yoo “ —_— 105041,273
o . —_— orspan24)
chame Regran

omier «

Fourox =






OEBPS/Images/logo.jpg
’ frontiers
in Oncology





OEBPS/Images/fonc-11-641044-g003.jpg
‘Subgroup Analyses of Overall Survivalby Treatment

Mumber o Pationts Hazard Rati (95% C1)
Overal % — 079 (051, 1.20)
sox

u - — om0 110

r 2 e 1430088371
rg0>85

or s —_— 108050222

o S — o702 102)
T —]

Yoo - — o770, 120)

o i

Yer o —a omr0u 130

e = —a o0z 208
Paroras

o © _— om0 140

Yos P —_— o 148)
Ressonse s Resage CRPRSD)

creR = —_— os00035, 108

s B —— 1271088.285
P ——

Yor ® — 00(050,165)

Yo . —_—— o8ttt 130)
chamo Regman

omier s —_— ompan 152

Fotrox s —t - 139087.20)

o o 10 20 0 0





OEBPS/Images/fonc.2021.641044_cover.jpg
’ frontiers
in Oncology

Maintenance Therapy in First-Line
Gastric and Gastroesophageal
Junction Adenocarcinoma: A
Retrospective Analysis





OEBPS/Images/table1.jpg
Characteristics

Continuous (n = 48)

Maintenance (n = 42)

Gender

Male

Age at diagnosis
Mean

Range

Age >65

Yes

Metastatic or Recurrent Metastatic

Metastatic at Presentation

Recurrent Gastric/GEJ Metastatic
Best tumor response after induction chemotherapy

Complete Response
Partial Response

Steble Disease

Sites of Metastasis

Liver

Bone

Peritoneal

Adrenal

Ovarian

Brain

Local Lymph
Mediastinal Lymph
Lung

Malignant pleural effusion
Malignant ascites
Metastatic Sites >3

Yes

Chemotherapy Regimen
DCF

DOF

ECC

EOC

EOF

FOLFOX

FOLFOX + Trastuzumab
CAPEOX

CAPEOX + Trastuzumab

35 (72.9%)

58.1
23-79

8 (37.5%)

46 (95.8%)
2 (4.2%)

0 (0%)
33 (68.8%)
15 (31.2%)

32 (66.7%)
9 (18.8%)
24 (50.0%)
6 (12.5%)
2 (4.2%)
5 (10.4%)
43 (89.6%)
4(8.3%)
9 (18.8%)
5 (10.4%)
14 (29.2%)

26 (54.2%)

1 (2.1%)
1 (2.1%)
0 (0%)

5 (10.4%)
1 (2.1%)
32 (66.7%)
7 (14.6%)
1(2.1%)
0 (0%)

33 (78.6%)

61.1
22-81

15 (35.7%)

37 (88.1%)
5 (11.9%)

8 (19.0%)
21 (50%)
13 (31%)

2 (59.5%)
1 (26.2%)
3 (54.8%)
3(7.1%)
1 (2.4%)
7 (16.7%)
37 (88.1%)
7 (16.7%)
9 (21.4%)
8 (19.0%)
12 (28.6%)

23 (54.8%)

2 (4.8%)
1 (2.4%)
1 (2.4%)
7 (16.6%)
1 (2.4%)
ws (31.0%)
1 (26.2%)
3(7.1%)
1 (2.4%)

DCF, docetaxel, cisplatin; 5-flurouracil (5-FU); DOF, docetaxel, oxaliplatin, 5-FU; ECC, Epirubicin, cisplatin, capecitabine. EOC, Epirubicin, oxaliplatin, capecitabine; EOF, Epirubicin,

oxaliplatin, 5-FU; FOLFOX, 5-FU, leucoverin, oxaliplatin; CAPEOX, Capecitabin, oxaliplatin.





