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Abstract
Purpose To evaluate the eYcacy and tolerability of
systematic treatment of unresectable advanced or metastatic
gastric cancer (A/MGC) based on EOF5 regimen (the com-
bination of epirubicin, oxaliplatin and 5-day continuous
infusion of 5-Xuorouracil).
Patients and methods Twenty-six patients (18 males, 8
females; age range, 35–72 years) with histologically con-
Wrmed metastatic (n = 23) or unresectable advanced (n = 3)
gastric adenocarcinoma with (n = 6) or without previous
chemotherapy (n = 20) were consented to receive EOF5
(epirubicin 50 mg/m2 and oxaliplatin 130 mg/m2 on day 1,
followed by continuous infusion of 5-Xuorouracil 375–
425 mg/m2 day¡1 on day 1–5), and the treatment cycle was
repeated every 3 weeks. Responses to treatment and toxic-
ity were evaluated every 2 cycles.
Results In the Wrst-line treatment group of 20 patients,
complete (CR) and partial (PR) remission were observed in
two (10%) and six (30%) patients, respectively with an
overall response rate of 40%). Eleven (55%) patients
showed stable (SD) and one (5%) progressive disease (PD).

One-year survival rate, time to progression (TTP) and
median overall survival (OS) were 45%, 9.7 and
12.5 months, respectively. In the second-line treatment
group of six patients, the numbers of CR, PR, SD and PD
were 0, 1, 4 and 1, respectively. Symptomatic response
rates were 88.2, 76.9, 89.5, and 88.9% for abdominal pain,
distention, anorexia and weight loss. The mean Karnofsky
performance status score was increased (P < 0.001) and
maintained after two and four cycles treatment. The major
adverse events were nausea/vomiting, oral mucositis,
peripheral neuropathy, phlebitis, constipation and myelo-
suppression. CTC grade 3 or 4 hematologic toxicities
included leucopenia (7.7%), neutropenia (15.4%), throm-
bocytopenia (19.2%), and anemia (3.8%). No treatment-
related deaths were recorded.
Conclusions EOF5 regimen shows good eYcacy and an
acceptable safety proWle in A/MGC patients, and would be
a suitable alternative regimen for this indication.
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Introduction

Gastric cancer is the second most common fatal malig-
nancy in the world, and more than 60% of these cases were
diagnosed in the developing country (Parkin 1998). About
934,000 new cases were reported worldwide in 2002. Gas-
tric cancer causes more than 700,000 death annually (Par-
kin et al. 2005), with Chinese accounting for about 380,000
of these new cases and approximately 300,000 death annu-
ally (Yang 2006). There has been little progress in the
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therapy for patients with advanced gastric cancer; only a
few large randomized phase III trials have been conducted
over the past decade (Waters et al. 1999; Ohtsu et al. 2003;
Vanhoefer et al. 2000; Ross et al. 2002). The ECF regimen,
combination of epirubicin, cisplatin and 21-day continuous
infusion of 5-Xuorouracil (5-FU), has shown an consistent
eYcacy in the treatment of advanced gastric cancer in sev-
eral phase II and III trials (Waters et al. 1999; Ross et al.
2002; Webb et al. 1997). And now it is considered as a ref-
erence regimen for gastric cancer in Europe. However, sig-
niWcant treatment related toxicities were reported in
patients receiving ECF, which prevents this protocol from
becoming the standard treatment regimen. Oxaliplatin, a
third generation platinum compound with the 1,2-diamino-
cyclohexane (DACH) carrier ligand, has a higher preclini-
cal antitumoral potency than cisplatin in models such as
HT29 colon cell line (Pendyala et al. 1993), and has dem-
onstrated synergy with 5-FU in vitro, in vivo, and in the
clinical setting in advanced colorectal cancer (Raymond
et al. 1997; André et al. 1999). It presents a better toxicity
proWle than cisplatin, with the main and dose-limiting tox-
icity being only acute, cumulative short-term sensory
peripheral neurotoxicity, resulting in acral paresthesia/dys-
esthesia, exacerbated by cold (Extra et al. 1990). Recently
some studies used combination regimens of oxaliplatin,
folinic acid, and continuous infusion 5-FU for about 44 h
(e.g., FOLFOX4) to treat advanced or metastatic gastric
cancer (A/MGC), and yielded response rates in the range of
38–43% and median overall survival times of approxi-
mately 10 months (range 9.6–11.2) (Louvet et al. 2002; De
Vita et al. 2005; Lordick et al. 2005). These oxaliplatin
containing regimens resulted in lower rates of grade 3–4
adverse events. Therefore, it is logical to modify ECF regi-
men, with oxaliplatin replacing cisplatin and a short-term
FU infusion replacing 21-day FU infusion. The aim of this
clinical trial was thus to evaluate the activity and tolerabil-
ity of a combined regimen–EOF5, containing epirubicin
50 mg/m2 day¡1, oxaliplatin 130 mg/m2 day¡1 and 5-FU
375–425 mg/m2 day¡1 on day 1–5 continuous infusion,
repeated every 3 weeks, in patients with A/MGC.

Patients and methods

Patient eligibility

Patients were eligible for the trial if they met the following
inclusion criteria: with histologically conWrmed advanced
or metastatic adenocarcinoma of the stomach, at least one
measurable lesion (larger than 10 mm in diameter by spiral
CT scan), Karnofsky performance status higher than 60
(equal to Eastern Cooperative Oncology Group perfor-
mance scale 0–2) (Webb et al. 1997; Lordick et al. 2005;

Rubin et al. 2001) and adequate hepatic, renal, heart, and
hematologic functions (platelets > 80 £ 109/L, neutrophil >
2.0 £ 109/L, serum creatinine · 1.5 mg/dL, total bilirubin
within the upper limit of normal (ULN), and serum
transaminase · 2.5 £ the ULN). Major exclusion criteria
were concurrent cancer, neuropathy, brain, or leptomenin-
geal involvement, uncontrolled signiWcant comorbid condi-
tions and previous radiotherapy. Participants gave written
informed consent before they entered the study, which was
approved by the Ethic Committee of Cancer Hospital aYli-
ated with Fudan University.

Patient characteristics

A total of 26 patients (18 males, 8 females, age range, 35–
72 years with a median of 53 years) were enrolled in the
study between September 2004 and March 2006 (Table 1).
The majority (65.4%, n = 17) of patients had low or
undiVerentiated adenocarcinoma. Eight patients (30.8%)
had one organ involved, and 18 (69.2%) had two or more
organs involved. The most common metastatic sites were
the retroperitoneal and perigastric lymph nodes (69.2%,
n = 18). Six patients (23.1%) had undergone previous che-
motherapy, thus, EOF5 was administered as Wrst-line ther-
apy in 20 (76.9%) patients (Table 1).

Treatment design

All the patients enrolled in this trial (both the Wrst line and
the second line) accepted the treatment of EOF5 regimen.
Intravenous epirubicin 50 mg/m2 were given on day 1,
combined with a 2-h intravenous infusion of oxaliplatin
130 mg/m2, and followed by 5-FU 375–425 mg/m2 day¡1

as a 24-h continuous infusion for 5 days. Such treatment
cycle was repeated every 3 weeks (one cycle = 21 days),
until disease progression, unacceptable toxicity occurred,
treatment withdrawal by the patient or doctor’s decision.
Antiemetic prophylaxis was given according to local proto-
cols. Patients were asked to avoid cold exposure during the
Wrst week of the treatment.

Evaluation of toxicity and dose adjustments

Toxicity was graded according to National Cancer Institute
Common Toxicity Criteria (CTC) Version 2.0 (Trotti et al.
2000) depending on the severity of adverse events
observed, the chemotherapy was paused, or the dose was
reduced. FU infusion was stopped if diarrhea or mucositis
of CTC grade 2 or greater happened during treatment
period. FU was reduced by 25% in next cycle if diarrhea,
mucositis, or hand and foot syndrome of CTC grade 3 or
greater occurred. Oxaliplatin was reduced by 25% in next
cycle if neuropathy of CTC grade 3 occurred and was
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terminated if greater neuropathy occurred. The three drugs
had to be reduced by 25% simultaneously in case of CTC
grade 4 neutropenia, thrombocytopenia or CTC grade 3
neutropenia accompanied by fever or elevated bilirubin lev-
els. Chemotherapy was terminated when one of the follow-
ing criteria was met: bilirubin level more than 3.5£ the
ULN, clearance less than 40 mL/min, cardiac ejection less
than 50%, or other severe toxicity. Granulocyte-colony
stimulating factor (G-CSF) was not planned as a prophylac-
tic aim and was used if patients developed grade 2 or
greater neutropenia.

Monitoring of responses

At the entry of the study, a complete medical history was
collected and physical examination, complete blood count
(CBC), blood chemical examination and tumor assessment

were undertaken, Clinical responses were assessed in every
two cycles before the start of next cycle, and graded
according to WHO criteria (World Health Organization
1979) as complete response (CR, disappearance of all mea-
surable tumor), partial response (PR, greater or equal to
50% regression of all measurable lesions, with no progres-
sion of any lesion), stable disease (SD, less than 50%
reduction in tumor volume or the lack of progression), pro-
gressive disease (PD, the occurrence of any new lesion dur-
ing treatment or an increase in size by 25% of one or more
lesion), and overall response rate (CR + PR). The best
response of a patient was the highest classiWcation that was
observed on two consecutive assessments. Patients with PR
or CR response had to be conWrmed by a second assessment
not less than 4 weeks apart. Symptom response was
recorded before each cycle of chemotherapy. A symptom-
atic response was deWned as the improvement or resolution
of particular symptoms including abdominal pain, disten-
tion, anorexia and weight loss for a minimum of 3 weeks.
Improvement of weight loss was deWned as maintenance or
increase in the pretreatment weight. Time to progression
(TTP) was measured from the day of assignment to Wrst
evidence of progression or death occurring. Overall sur-
vival was deWned from the date of assignment to death from
any cause. Karnofsky performance status (KPS) was
assessed at the same intervals as tumor assessments (Rubin
et al. 2001).

Statistical methods

Analysis was performed using the SPSS 10.0 program.
Time-dependent variables (TTP and OS) were estimated
with a Log rank test using the Kaplan–Meier method. Mul-
tivariate analysis was performed using Cox’s proportional
hazard regression model.

Results

Treatment characteristics and dose intensity

Twenty-six patients received a total of 117 treatment
cycles. All patients received study treatment for at least two
cycles and the median number of cycles administered per
patient was 4.5 (range 2–7). Forty-one cycles were delayed,
but only thirteen cycles were delayed by the adverse events
caused by chemotherapy, such as hematotoxicity. Twenty-
eight cycles were delayed for patients did not present in
time or other nonmedical reasons. The median days delayed
was 2.12 days (range 0–18). Only in two cycles, the doses
were reduced because of the hematological toxicity, and the
average relative dose intensity of the regimen was 0.93
(range 0.54–1.0).

Table 1 Patients’ clinicopathological characteristics

Patient characteristics No. of patients 
(n = 26)

Percentage

Sex

Female 8 30.8

Male 18 69.2

Age

Median 53

Range 35–72

Histologic diagnosis

Adenocarcinoma

Well/moderately diVerentiated 9 34.6

Low/undiVerentiated 
(Signet ring cell cancer)

17 (3) 65.4 (13)

Disease status

Locally advanced 3 11.5

Metastatic 23 88.5

No. of organs involved

1 8 30.8

2 or more 18 69.2

Sites involved

Abdominal lymph nodes 17 65.4

Liver 4 15.4

Lung 4 15.4

Left supraclavicular lymph nodes 2 7.7

Mediastinal lymph node 4 15.4

Abdominal wall 1 3.8

Suprarenal gland 1 3.8

Bone 1 3.8

Pelvic cavity 4 15.4

Previous therapy

No previous chemotherapy (Wrst-line) 20 76.9

Previous chemotherapy (second-line) 6 23.1
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EYcacy

All patients were assessable for responses and toxicity.
Data from characteristics associated responses are listed in
Table 2.

When EOF5 was administered as the Wrst-line chemo-
therapy, the overall response rate was 40%; eight patients
had tumor responses, including two (10%) with CR and six
(30%) with PR. Eleven (55%) patients had SD and one
(6%) patient had PD. The corresponding numbers in the six
patients treated with EOF5 as second-line therapy were 0,
1, 4 and 1, respectively (Table 2).

Symptomatic response of abdominal pain, distention,
anorexia and weight loss were 88.2% (15/17), 76.9% (10/
13), 89.5% (17/19), 88.9% (16/18), respectively. The mean
KPS score of the 26 patients was 72.3 § 10.7 before treat-
ment and 80 § 6.9 two cycles later. The KPS score after
two cycles was signiWcantly higher than that before treat-
ment (P < 0.001). The KPS score maintained after four
cycles and six cycles of treatment, and the average KPS
was 82.9 § 5.6 (after four cycles, n = 21) and 83.3 § 5.0
(after six cycles, n = 9).

Survival

All patients were included in the survival data and analyzed
on an intent-to-treat basis. The median follow-up time was
29.1 months (range 19.9–38.8). Follow-up was adequate, as
13 patients of Wrst-line and total 17 (65.4%) patients had
died. Overall survival was assessed by Kaplan–Meier anal-
ysis reported in Fig. 1. The median time to progress (TTP)
and overall survival (OS) of 20 patients in the Wrst-line
treated group was 9.7 (95% CI, 5.1–14.3) and 12.5 months
(95% CI, 5.1–19.9), respectively, and the 1-year survival
rate was 45%. The median survival time of the six patients
in the second-line treatment group was 9.5 months (95%
CI, 6.1–12.9) (Fig. 2).

It is important to note that seven patients (three with PR,
and four with SD), diagnosed in unresectable advanced
(n = 2) or metastatic (n = 5) stages, were able to undergo
further resectional surgeries after two to four (average 3.6)
cycles as Wrst-line treatment. The three PR patients
included two patients with metastasis in the rectouterine/
rectovesical space, one patient with retroperitoneal metasta-
ses. Of the three patients, two patients underwent radical
surgery and one received palliative surgery due to multiple
abdominal plants. In the two patients who underwent radi-
cal surgery, one lived for 17.2 months, and the other was
still alive without the disease progression up to 38.8 months
at the time of submission of the paper. The survival time of
the patient received palliative surgery was 12.5 months
(The patient died of cerebral vascular accident). Of the four

Table 2 Responses in relation 
to clinicopathological character-
istics

Case no. Response rate (CR + PR) SD PD

Previous chemotherapy

Yes (second line) 6 1 (16.7%) 4 (66.7%) 1 (16.7%)

No (Wrst line) 20 8 (40%) 11 (55%) 1 (5%)

Metastasis site

Lymphonode 19 7 (36.8%) 11 (57.9%) 1(5.3%)

Liver 4 1 (25%) 3 (75%) 0

Lung 4 0 3 (75%) 1 (25%)

Abdominal wall 1 0 1 (100%) 0

Suprarenal gland 1 0 0 1 (100%)

Primary lesion resection

Yes 16 6 (37.5%) 8 (50%) 2 (12.5%)

No 10 3 (30%) 7 (70%) 0

Fig. 1 Overall survival (OS) curve of 26 patients (20 in Wrst-line, 6 in
second-line treatment group)
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patients with SD who received surgeries, although none of
them had signiWcant reduction (<50%) in primary tumor
size as measured on magnetic resonance imaging (MRI),
two had complete or remarkable (>50%) metastatic lymph
node shrinking in response to EOF5 regimen. At last, three
of them underwent palliative surgery for primary tumor.
The other one patient, however, underwent exploratory lap-
arotomy only because of the Wndings of additional multiple
abdominal metastases, which were undetectable with the
clinical imaging technology.

Toxicity

The major most common adverse events included myelo-
suppression, nausea/vomiting, constipation, deadlimb,
phlebitis and oral mucositis (Table 3). Myelosuppression
was usually mild, and the incidence of CTC grade 3 or 4
hematologic toxicities was very low, only included leuco-
penia (7.7%), neutropenia (15.4%), thrombocytopenia
(19.2%), and anemia (3.8%). No patient experienced neu-
tropenic fever. Three patients developed grade I hepatotox-
icity after scheduled therapy. None of these patients
experienced renal or heart dysfunction. Seven of twelve
patients without peripherally inserted central catheter
(PICC) experienced grade 2 or higher peripheral phlebitis,
while no peripheral phlebitis was observed in the other 14
patients with PICC. Only in one patient, treatment was ter-
minated 24 h prior to the completion of 5-FU infusion at
the fourth cycle (the last cycle), owing to numbness in the
arms. No patient died of therapy-related complications.

Discussion

Nowadays, chemotherapy has been accepted as a palliative
treatment for improvement of survival and of quality of life
of metastatic gastric cancer patients. Although the eVort to
improve the eYcacy of combination chemotherapy has
never stopped, there is no dramatic progression in this Weld,
and there is still no standard regimen for metastatic gastric
cancer.

In the 1990s, a regimen of cisplatin–epirubicin–FU
(ECF) produced impressive response rates up to 71% with
12% CR in a phase II setting (Findlay et al.1994; Bamias

Fig. 2 Time to disease progression (TTP) curve of 26 patients (20 in
Wrst-line, 6 in second-line treatment group)

Table 3 Toxicities assessed 
according to National Cancer 
Institute Common Toxicity 
Criteria

Adverse events Cycles (117) Patients (26)

I–IV IR (%) III–IV IR (%) I–IV IR (%) III–IV IR (%)

Leucocytopenia 84 71.8 3 2.6 24 92.3 2 7.7

Neutropenia 57 48.7 6 5.1 18 69.2 4 15.4

Thrombocyte 31 26.5 7 6.0 9 34.6 5 19.2

Hemoglobin 17 14.5 1 0.9 4 15.4 1 3.8

Aminotransferase 7 6.0 0 0 3 11.5 0 0

Creatinine 0 0 0 0 0 0 0 0

Nausea/vomiting 72 61.5 3 2.6 19 73.1 3 11.5

Constipation 54 46.2 0 0 16 61.5 0 0

Deadlimb 30 25.6 1 0.9 9 34.6 1 3.8

Phlebitis 29 24.8 2 1.7 10 38.5 2 7.7

Oral mucositis 24 20.5 1 0.9 8 30.8 1 3.8

Diarrhea 18 15.4 0 0 6 23.1 0 0

Arrhythmia 0 0 0 0 0 0 0 0

Cardiac inadequacy 0 0 0 0 0 0 0 0
Total cycles of chemotherapy: 
117, IR incidence ratio
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et al. 1996; Zaniboni et al. 1995), and then it was proposed
as a standard practice after the following phase III trial was
published (Webb et al. 1997). According to the phase III
trial conducted by Webb and his colleagues, ECF regimen
showed superior response rates and signiWcantly prolonged
survival compared with FAMTX regimen, and the response
rates and median survival were 45%, 8.9 months and 21%,
5.7 months, respectively. The response rate and overall sur-
vival reached by ECF combination were reproduced in
Ross’s phase III trial (Ross et al. 2002) and several phase II
trials. Therefore, now ECF is one of the best-investigated
regimens for gastric cancer, and is consider as a reference
treatment in Europe.

Recently, taxane containing regimens were reported to
have good eYcacy in metastatic gastric cancer (Roth et al.
2000; Kim et al. 1999). A phase III randomized trial (Mois-
eyenko et al. 2005) compared DCF regimen (docetaxel, cis-
platin and 5-FU) with CF regimen (cisplatin and 5-FU), and
the result suggested that DCF was superior to CF. The over
all response rate (ORR), time to disease progression (TTP),
and over all survival (OS) achieved by DCF and CF were
37%, 5.6 months, 9.2 months versus 25%, 3.7 months,
8.6 months, respectively. However, according to historical
comparison the eYcacy of DCF was similar to that of ECF.
Thus, there is no evidence to conclude that DCF is superior
to ECF, and attempts to improve the eYcacy and safety pro-
Wles of chemotherapy based on ECF regimen are justiWable.

Therefore, after a systemic weighing of the results of
some clinical trials using FOLFOX4 to treat patients with
MGC (Louvet et al. 2002; De Vita et al. 2005; Lordick
et al. 2005), we modiWed the standard ECF regimen by
replacing cisplatin and using 21-day continuous infusion of
FU with oxaliplatin and 5-day continuous infusion of FU,
based on the hypothesis that the modiWcation may result in
less toxicity and better tolerability with equal or even better
eYcacy.

The shortening of the infusion duration of 5-FU from 21
to 5 days and the replacement of cisplatin with oxaliplatin
are likely to contribute to the well tolerability in the present
study. The incidence of grade 3/4 toxicity was rather low
with neutripenia 15.4%, leucocytopenia 7.7% and thrombo-
cytopenia 19.2%, while in Webb’s trial (Webb et al. 1997)
and Ross’s trial (Ross et al. 2002), the incidence were 36,
12, 4 and 32, 13, 4%, respectively. In Webb’s trial treat-
ment delays and dose reductions occurred in 32 and 41% of
patients in ECF arm, and one patient died from neutropenic
sepsis, while in our trial chemotherapy were delayed only
in 27% patinets and dose were reduced in 7.7% patients for
chemo-related toxicity. Our data has indicated that the
EOF5 regimen has a more desirable hematological toxicity
proWle than ECF regimen.

Despite mild hematological toxicity, EOF5 regimen
showed a very low incidence of severe non-hematological

toxicities. Grade 3 or higher of nausea/vomiting and phlebi-
tis only happened in about 2% cycles, respectively. No
patient with PICC experienced phlebitis showed that phle-
bitis can be prevented by PICC. There is no cardiac toxic-
ity, no renal function abnormality or severe hepatic
function abnormality recorded in this trial. Although one
patient terminated treatment for deadlimb, grade 3 or higher
deadlimb only happened in this patient. In addition, no
mortality could be attributed to treatment in the current
study. So it shows that non-hematological toxicities of our
EOF5 regimen were slight and manageable.

The adverse events caused by EOF5 are rather lower
than historical control of ECF, but the eYcacy does not
decreased. As mentioned above, the reported response rates
of the original ECF regimen were 42.4–45% by Webb and
Ross, respectively. In the present study, equal (45%)
response rate was observed. Furthermore, the potential for a
curative multimodality approach in responders is notewor-
thy, because in seven patients six patients had investigator-
initiated complementary treatment (radical surgery/
palliative surgery), Wve of them had a over all survival
longer than 12 months, and one patient was still alive for
38.8 months at the study cutoV date.

The goal in the treatment of advanced gastric cancer is
not only to improve the response rate but also to sustain a
longer survival. It is of particular note that 9.7 months
median TTP and 12.5 months overall median survival time
in the Wrst-line treated group in our study is comparable to
those obtained with the original ECF regimen and DCF reg-
imen. Even in second line treatment group, the median
overall survival is 9.5 months.

There are also some trials in which FU was administered
with a continuous infusion for 5 days, but these trials were
reported after we had designed and carried out our trial. We
chose the dose of FU 375–425 mg/m2 day¡1 for 5 days
according to our experience and the results of some phase II
trial (Al-Batran et al. 2004; Kim et al. 2003). In 2005, two
trials, V325 (Moiseyenko et al. 2005) and FFCD 8801
(Bouché et al. 2005), were reported. In 8801 trial (cisplatin
100 mg/m2 day¡1 2 combined with a 5-day continuous
infusion of 5-FU 800 mg/m2 day¡1), only 48.8% of patients
Wnished more than 80% of the planned dose of FUP regi-
men. In the trial of V325, FU was given at 750 mg/
m2 day¡1 for 5 days in DCF arm and 1,000 mg/m2/day for
5 days in CF arm. The grade 3/4 neutropenia, febrile neu-
tropenia (and/or neutropenic infection) and thrombocytope-
nia in two arms were 82, 29, 8 and 57, 12, 13%,
respectively, indicating that the incidence of severe myelo-
suppression is high in both arms, and the high dose of FU is
a important reason. Our EOF5 regimen maintains the
eYcacy but causes less myelosuppression due to a low dose
of FU, which achieves a balance between eYcacy and tox-
icity.
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In 2006, Cunningham et al. reported the REAL-2 trial
(Cunningham et al. 2006), in which patients were random-
ized to a 2 £ 2 designed trial, in order to prove that capecit-
abine is better than FU and oxaliplatin is better than
cisplatin. About 250 patients were enrolled in EOF arm,
and the response rate and PFS were 42.4% and 9.3 months,
respectively, which are similar to those obtained with our
EOF5 regimen. However, it should be noted that we used a
5-day continuous infusion of FU, and thus our regimen is
easier to conduct with a better compliance. In addition,
reduction of the time of continuous infusion of FU to
5 days prolongs the intermission period of chemotherapy,
which improves patient compliance and reduce the treat-
ment cost.

In conclusion, EOF5 is an innovative and eYcient regi-
men with a favorable toxicity pattern for the treatment of in
A/MGC. This regimen may provide an option as palliative
chemotherapy, because of its convenience to administer,
high activity, and manageable toxicity. Moreover, the abil-
ity of this regimen to downstage tumors may enable the
resection of some unresectable gastric carcinoma. Based on
the results of our phase II trial, we are now proposing a ran-
domized phase III trial to compare the eYcacy of EOF5
regimen with ECF regimen in A/MGC patients.
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