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Concurrent chemoradiation (CCRT) is considered the standard of care in locally advanced and inoperable car-
cinoma oesophagus patients. However, the majority of these patients have residual disease after completion of 
CCRT, and there are no definitive treatment guidelines for the management of the residual disease. Reports on 
consolidation chemotherapy for patients with oesophagal cancer after definitive CCRT are rare and have shown 
mixed results.  
The aim of this study was to see the effects of consolidation chemotherapy in patients of CCRT who had residual 
disease and were not surgical candidates and also monitor its side effects. 
Material and methods: It was a prospective interventional protocol over 2 years where patients received 4 cy-
cles of consolidation chemotherapy post-CCRT. These patients were followed after completion of chemotherapy 
for response, toxicity and survival. 
Results: 45 patients were initially enrolled for the study, histopathologically proven carcinoma of the oesopha-
gus, out of which 30 patients finally received the full course of treatment and were available for final assess-
ment. After consolidation chemotherapy, 23 (76.7 %) patients had a complete response, 3 (10 %) had a partial 
response, and 4 (13.3 %) had stable disease. There was no progression of the disease during treatment. The 
overall treatment protocol was well tolerated by all the patients. There were no grade IV toxicities. On follow-up 
till the compilation of this data, 23 (76.6 %) of the patients were alive, and 7 (23.3 %) died (disease-related 
events). Out of these 7 patients, 4 patients had a local failure, and 3 patients developed distant metastasis in the 
form of brain and liver metastasis. 
Conclusion: Consolidation chemotherapy after concurrent chemoradiation in locally advanced, inoperable car-
cinoma oesophagus is a well-tolerable protocol with high chances of complete response rates 
Keywords: ca oesophagus, the squamous cell ca, consolidation chemotherapy, CCRT, Pactitaxel, Carboplatin, 
Esophagitis, Chemo induced neurotoxicity 
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1. Introduction 
Cancer is a major concern in all nations of the 

world. About 19 million people are diagnosed with can-
cer, and more than 50 % die due to various cancers every 
year. Oesophagal cancer is the ninth most common can-
cer and the sixth leading cause of cancer-related deaths 
worldwide [1]. India has an age-standardised incidence 
rate (ASR) of 6.1 per 100,000 population for males and 
3.4 per 100,000 population for females [1]. A very high 
incidence of oesophageal cancers has been reported in 
the North-East region of India. This is part of an oesoph-
ageal "cancer belt," which extends from northeast China 
to the Middle East. Cancer oesophagus cancer is more 
prevalent in less developed Asian countries [2]. The 
Kashmir valley is yet another high-incidence area in the 
country. As per the hospital-based cancer registry 

(HBCR), SKIMS Esophagus cancer has been one of the 
leading cancers in both genders, and in 2021 it ranked as 
3rd overall malignancy in males.  

Oesophageal cancer has a high probability of me-
tastasis as well as low 5-year survival rates (ranging from 
15–25 %) [3]. Although outcomes of patients with local-
ly advanced disease have improved, survival is still dis-
mal in most patients [4]. The main reason for poor sur-
vival is the disease's late presentation and the oesopha-
gus's rich lymphatic network. The significant factors 
leading to survival include male gender, not resected, 
longer wait time, low socioeconomic status and old [5]. 

The National Comprehensive Cancer Network 
guidelines recommend definitive chemoradiotherapy for 
only medically unfit patients for surgery, those with 
unresectable tumours, and those with cervical oesophagal 
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lesions. However, there are no definitive treatment guide-
lines after concurrent chemoradiation. The majority of 
these patients have residual disease post-CCRT and are 
not operable but fit for chemotherapy. Consolidation 
chemotherapy after initial treatment has been attempted 
at many centres to improve cancer patient outcomes and 
has shown efficacy in some cancers, such as cervical and 
non-small-cell lung cancer. However, reports on consoli-
dation chemotherapy for patients with oesophagal cancer 
after definitive chemoradiation is rare and have shown 
mixed results.  

In a few retrospective trials, it has been seen that, 
in these patients who receive consolidation chemothera-
py, there is an overall survival benefit with an acceptable 
toxicity profile. But consolidation chemotherapy can lead 
to adverse effects also, and care must be taken so that the 
benefits of chemo outweigh the toxicities.  

Therefore, our aim was to see the overall response 
of consolidation chemotherapy after concurrent chemo-
radiation in patients who are not surgical candidates and 
monitor side effects due to consolidation chemotherapy.  

 
2. Materials and methods 
A prospective interventional study was conducted 

in the department of radiation oncology and department 
of gastroenterology, Sher-I-Kashmir Institute of Medical 
Sciences, Srinagar, over a period of 2 years (2020–2021). 
The aim of the study was to see the effects of consolida-
tion chemotherapy in patients after definitive concurrent 
chemoradiation in locally advanced oesophagal carcino-
ma in terms of overall response, toxicity and survival. 
Patients of age 18 to 65 years, with performance status 
<2 (0,1), histologically proven Squamous cell carcinoma 
oesophagus, with normal baseline investigations {CBC, 
KFT, LFT}, the locally advanced disease having residual 
disease after concurrent chemoradiation, and who were 
nonsurgical candidates were included. Patients with ab-
normal metabolic profile CBC/LFT/KFT, comorbidities 
(uncontrolled Diabetes or active cardiac disease), Meta-
static disease (Stage IV), ECOG performance status ≥2, 
previous H/O malignancy / thoracic irradiation, or who 
underwent surgical resection were excluded. The selected 
patients were evaluated with complete history, physical 
examination [Height/Weight/BSA], Baseline investiga-
tions (CBC, LFT, KFT, Creatinine clearance), Barium 
swallow X-ray, Esophago-duodenoscopy with biopsy of 
the growth, CECT Neck/ chest/Abdomen, Cardiology 
clearance for Chemotherapy, Bone scan/MRI brain /PET 
scan wherever indicated. 

Bioethics: the study was duly approved by the in-
stitutional ethics committee (IEC) of Sheri- Kashmir 
Institute of Medical Sciences, Soura Srinagar J&K India, 
vide protocol number RP-61/2019, dated Dec 23 2020.  

All selected patients received 4 cycles of consoli-
dation chemotherapy after completion of concurrent 
chemoradiotherapy.  

Radiotherapy protocol:  
A total dose of 50.4Gy was given to the primary 

tumour and involved lymph nodes at 2Gy-
2.08Gy/fraction, 5 fractions a week over a period of  

5 weeks. In the first phase 40 Gy was given by AP/PA 
portals and the dose to the primary tumour was escalated 
by oblique portals to spare the spinal cord. All patients 
were treated using a telecobalt unit; Theratron 780E or 
Bhabhatron II. 

Chemotherapy protocol: 
A concurrent chemotherapy regimen was given 

using paclitaxel 50 mg/m2 intravenously and Carboplatin 
(AUC2) every week for 5 weeks. f/b four cycles of con-
solidation chemotherapy, Paclitaxel 175–200 mg/m2 day 
1 and carboplatin (AUC 5-6) every three weeks. The 
premedication includes antiemetic, 5-HT3 antagonist 
(ondansetron), antihistaminic (pheniramine maleate), H2 
blockers (ranitidine) and steroids (dexamethasone). 

All patients were reviewed weekly during concur-
rent chemoradiation to assess treatment-induced toxici-
ties per CTCAE criteria V 5.0 guidelines. After comple-
tion of concurrent chemoradiation, patients were assessed 
for response with Esophago-duodenoscopy ± Biopsy and 
CECT chest/abdomen after 4 weeks. Patients with resid-
ual disease and benefiting from our inclusion criteria 
were taken for consolidation chemotherapy after having 
written consent. Patients were also assessed for toxicity 
during and after consolidation chemotherapy as per 
CTCAE guidelines. After completion of consolidation 
chemotherapy, patients were again assessed for response 
with oesophagus-duodenoscopy ±biopsy and CECT 
chest/Abd. Thereafter patients were on regular follow-up 
with history, complete physical examination and investi-
gation as required, every 3 to 6 months for the first year 
post consolidation chemotherapy and every 3 months 
afterwards. 

Statistical analysis: The recorded data was com-
piled and entered in a spreadsheet (Microsoft Excel) and 
then exported to the data editor of SPSS Version 20.0 
(SPSS Inc., Chicago, Illinois, USA). Continuous varia-
bles were expressed as Mean±SD, and categorical varia-
bles were summarised as frequencies and percentages. χ2 
test or Fisher’s exact test, whichever is appropriate, was 
applied to compare categorical variables. A P-value of 
less than 0.05 was considered statistically significant. All 
P-values were two-tailed. 

 
3. Results 
45 patients were initially enrolled for the study, 

histopathologically proven carcinoma of the oesophagus. 
Out of 45 patients, 5 did not consent to consolidation 
chemotherapy and hence were excluded. 5 patients re-
ceived concurrent chemoradiation and then went for 
surgery and hence were excluded, 3 patients defaulted 
during consolidation chemotherapy, and 2 patients were 
not available for assessment. 30 patients finally received 
a full course of treatment and were available for final 
assessment. 

The characteristics of the study patients are shown 
in Table 1. Out of 30 patients, most of the patients were 
in the age group of 60–69 (43 %), with mean age (±SD) 
of 56.2 years (±7.96). Male to female ratio was 2:1, with 
males comprising 20 (66.7 %) of patients. 27 (90 %) of 
patients were from rural areas (Table 1).  
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Table 1 
Patient characteristics 

AGE (Yr) 

<50 4 (13.3 %) 
50–59 12 (40 %) 
60–69 13 (43.3 %) 
≥70 1 (3.3 %) 

GENDER 
Male 20 (66.7 %) 

Female 10 (33.3 %) 

ADDRESS 
Rural 27 (90 %) 
Urban 3 (10 %) 

SYMPTOMS 

Dysphagia (grade) 

1 2 (6.6 %) 
2 8 (26.6 %) 
3 15 (50 %) 
4 5 (16.6 %) 

Pain abdomen 6 (20 %) 
Epigastric discomfort 3 (10 %) 

Weight loss 15(50 %) 
Loss of appetite 20 (66 %) 

Generalised weakness 25 (83 %) 

Location of lesion 

Cervical oesophagus 14 (46.7 %) 
Thoracic 

Esophagus 
14 (46.7 %) 

Lower oesophagus 2 (6.7 %) 

Size of lesion 
< 5 cm 13 (43 %) 
≥ 5 cm 17 (57 %) 

Histological grade 
Well-differentiated 8 (26.7 %) 

Moderately differentiated 16 (53.3 %) 
Poorly differentiated 6 (20 %) 

ECOG Performance status 
0 13 (43.3 %) 
1 17 (56.7 %) 

 
A risk factor assessment was done. Out of 30 pa-

tients, 20 (66.7 %) were male, 22 (73.3 %) had a history 
of smoking, 26 (86.3 %) were in the age group (45–70), 
20 (66.7 %) belonged to rural areas, and 18 (60 %) were 
from the low socioeconomic background. All the patients 
presented with dysphagia as their main complaint, with 
most having Grade 3 dysphagia 15 (50 %). Patients were 
equally distributed between the upper and middle oe-
sophagus, with 14 each. Of the middle oesophagal loca-
tion, 6 each were in the middle 1/3rd and lower 1/3rd of 
the middle oesophagus, and the remaining 2 patients 
were in the upper 1/3rd of the middle oesophagus. Most 

of the patients had lesions measuring ≥5 with no statisti-
cal significance. The length of the lesion was determined 
by a CECT scan. 

After completion of consolidation chemotherapy, 
we assessed the patient for response with CECT 
/Endoscopy. 23 (76.7 %) had a complete response, 3  
(10 %) had a partial response and 4 (13.3 %) had stable 
disease. There was no disease progression during treat-
ment (Table 2). The comparison of response after com-
pletion of consolidation chemotherapy with respect to its 
location and grade of the lesion with no statistical signif-
icance (Table 2). 

 
Table 2 

Post-consolidation response with respect to location and grade of disease in study patients 

Overall response (N=30) 

Complete response 
Number  

(percentage) 

Partial response 
Number  

(percentage) 

Stable disease 
Number  

(percentage) 
P valve 

 
23 (76.7 %) 3 (10 %) 4 (13.3 %) 

Loca-
tion of 
lesion 

Cervical oesophagus  
(N-14) 

10 (71.4 %) 1 (7.1 %) 3 (21.4 %) 

0.261 
Thoracic oe-
sophagus 
(N-14) 

Upper 1/3 6 (100 %) 0 0 
Middle 1/3 5 (83.3 %) 0 1 (16.7 %) 
Lower 1/3 1 (50.0 %) 1 (50.0 %) 0 

Lower oesophagus (N-2) 1 (50.0 %) 1 (50.0 %) 0 
Total 23 (76.7 %) 3 (10.0 %) 4 (13.3 %) 

Grade 
of 
tu-
mour 

Well-differentiated (WD) (N=8) 8 (100 %) 0 0 

0.142 
Moderately differentiated (MD) 
(N=16) 

12 (75.0 %) 1 (6.3 %) 3 (18.8 %) 

poorly differentiated (PD) (N=6) 3 (50.0 %) 2 (33.3 %) 1 (16.7 %) 
Total (N=30) 23 3 4 
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Post CCRT, 8 (26.7 %) patients had haematological 
toxicities, 7 patients (23.3 %) had esophagitis or dry mouth, 
3 (10 %) developed vomiting, and 6 (20 %) patients devel-
oped neurotoxicity but none with grade 3 toxicity. 

Post-consolidation chemotherapy patients experi-
enced various kinds of toxicities; the most noted was 
neurotoxicity, which was seen in 13 (43.3 %) patients in 
the form of peripheral sensory neuropathy, in which 7 
(23.3 %) patients had grade I toxicity, 4 (13.3 %) patients 
with grade II and 2 (6.7 %) patients had grade III neuro-
toxicity. 10 (33.3 %) patients had haematological toxici-
ties in the form of neutropenia, with 4 (13.3 %) patients 
each suffering from grade I and grade II toxicity, and 2 
(6.7 %) grade III toxicity, which required hospitalisation. 

4 patients experienced vomiting and diarrhoea, grade I in 
1 (3.3 %) and grade II in 3 (10 %) patients. One patient 
had extravasation of the drug and developed grade III 
skin toxicity, and chemo was interrupted for one week. 
Patients with grade III toxicities required hospitalisation, 
and there was one week of interruption in treatment in 5 
(16.6 %) of patients. The treatment protocol was well 
tolerated by all the patients. There were no grade IV 
toxicities of any symptoms, and the patient tolerated 
consolidation chemotherapy well (Table 3). 

The grade of toxicity was correlated with ECOG 
performance status. ECOG PS 0 experienced fewer tox-
icities than ECOG PS 1 patient, with no statistical signif-
icance [P value 0.406] (Table 4). 

 
Table 3 

Showing various toxicities post consolidation in study patients 
Toxicity Number Percentage 

Haematological toxicity 

Grade 1 4 13.3 
Grade 2 4 13.3 
Grade 3 2 6.7 
Grade 4 0 0.0 
Grade 5 0 0.0 

Neuro toxicity 

Grade 1 7 23.3 
Grade 2 4 13.3 
Grade 3 2 6.7 
Grade 4 0 0.0 
Grade 5 0 0.0 

Vomiting/diarrhoea 

Grade 1 1 3.3 
Grade 2 3 10 
Grade 3 0 0.0 
Grade 4 0 0.0 
Grade 5 0 0.0 

 
Table 4 

Toxicity profile according to ECOG performance status 

Toxicity 
ECOG 0 ECOG 1 

number percentage number percentage 
No toxicity 2 15.4 1 5.9 

Grade 1 7 53.8 7 41.2 
Grade 2 2 15.4 6 35.3 
Grade 3 2 15.4 3 17.6 
Grade 4 0 0.0 0 0.0 

Total 13 100 17 100 
χ2=2.906; P-value=0.406 

 
Patients were on regular follow-ups after the com-

pletion of consolidation chemotherapy. The longest fol-
low-up was 26 months, with a median follow-up period of 
15 months (Table 5). Till the compilation of this data, 23 
(76.6 %) of the patients were alive, and 7 (23.3 %) died, 
all the 7-patient died due to disease-related events  
(Table 5). Out of these 7 patients, 4 patients had a local 

failure, and 3 patients developed distant metastasis in the 
form of brain and liver metastasis.  

During follow-up, we correlated local and distant 
failure with respect to the ECOG performance at presenta-
tion (P=0.851), response with treatment (P=0.315) and 
grade of the tumour (P=0.465) with no statistical signifi-
cance (Table 6).  

 
Table 5 

Follow-up of study patients 

Follow up in months 

Months number percentage 
<12 4 13.3 

12–24 23 76.7 
>24 3 10 

Patient status at follow up Alive 23 76.7 
Dead 7 23.3 
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Table 6  
Progression of disease with regards to ECOG status, response achieved & grade of the tumour 

Progression of disease 
(N=30) 

Local progression Distant progression Overall progression 
P valve 

5 (16.6 %) 3 (37.5 %) 8 (26.6 %) 

ECOG 
0 2 (15.3 %) 1 (7.6 %) 3 (23 %) 

0.851 
1 3 (17.6 %) 2 (11.7 %) 5 (29.3 %) 

Response 
Complete (N=23) 1 (4.3 %) 2 (8.7 %) 3 (13 %) 

0.315 Partial (N=3) 2 (66.6 %) 0 2 (66.6 %) 
Stable (N=4) 2 (50 %) 1 (25 %) 3 (75 %) 

Grade 

WD 
(N=8) 

0 0 0 

0.465 
MD 

(N=16) 
2 (12.5 %) 2 (12.5 %) 4 (25 %) 

PD 
(N=6) 

3 (50 %) 1 (16.7 %) 
4 (66 %) 

 
4. Discussion 
The overall five-year cure rates for patients with 

carcinoma oesophagus have not changed significantly 
over the past few decades, despite the excellent progress 
made in supportive care, surgical technique, radiotherapy 
and chemotherapy. The reason is oesophagal cancers are 
rarely diagnosed early enough to permit curative treat-
ment. The primary therapy for oesophagal cancer can be 
surgical or non-surgical. Patients with medical contrain-
dications for surgery, primary unresectable or metastatic 
disease, and low-performance status (PS) are commonly 
selected for nonsurgical therapy. 

The 3-year survival rate for patients with locally 
advanced oesophagal cancer after chemoradiotherapy 
(CRT) and/or surgery has typically been in the range of 
15 % to 30 %. Neo Adjuvant concurrent chemoradiation 
is currently considered standard therapy for patients with 
locally advanced oesophageal cancer. The long-term 
results from the updated landmark CROSS [6] trial 
showed that the preoperative chemoradiotherapy group 
offers a significant OS benefit over surgery alone. For 
locally advanced oesophagal cancer, cisplatin-based 
chemoradiation has been considered the standard of care, 
as shown in RTOG 85-01 and INT 0123 trials. However, 
even after definitive chemoradiation therapy, 5-year 
survival rates are poor (20.2 %), necessitating the need 
for newer treatment strategies [7]. 

Consolidation chemotherapy after concurrent 
chemoradiation is intended to improve outcomes and has 
shown good responses in some cancers, such as cervical and 
non-small-cell lung cancer. However, reports on consolida-
tion chemotherapy for patients with oesophagal cancer after 
definitive concurrent chemoradiation is meagre.  

Studies have shown that consolidation chemothera-
py can improve median overall survival and progression-
free survival after completion of concurrent chemoradia-
tion. The most noted study was done by Sheng-Xi Wu [8] 
in China, and another study by Zongxing Zhao [9]. 

We conducted a single-arm study on patients hav-
ing residual disease after CCRT and gave them consoli-
dation chemotherapy to see the effects in terms of toxici-
ty, response and survival.  

In this study, 45 patients of carcinoma oesophagus 
were taken who had residual disease after CCRT. Out of 
these, only 30 patients finally received the full course of 
treatment and were available for final assessment.  

Out of 30 patients, 13 (43 %) were in the age 
group of 60–69, 12 (40 %) were in the age group of 40–
59, with a mean age of 56.2±7.96. This was consistent 
with the study by the American Cancer Society, Cancer 
Facts & Figures 2016 [10]. Oesophageal cancer is most 
frequently diagnosed in people aged 64–74 years, with a 
median age of 6 years at diagnosis.  

In our study, most of the patients were from rural 
areas 27 (90 %), with the majority coming from low 
socioeconomic backgrounds. A low socioeconomic class 
is associated with an increased risk of oesophagal squa-
mous cell carcinoma. A study showed an interplay 
among many factors, such as poor nutritional status, a 
diet lacking in fresh food, fruit and vegetables, and poor 
oral hygiene and tooth loss [11], which is responsible for 
oesophagal squamous cell carcinoma. 

In Kashmir valley, people generally consume a lot 
of hot beverages and spices. In our study, 15 (50 %) of the 
population gave a history of excessive hot beverages, and 
12 (40 %) patients consumed excessive spices. 15 (50 %) 
of the population were cigarette smokers, and 6 (20 %) 
were hookah smokers. Consumption of hot food and bev-
erages is associated with an increased risk of oesophagal 
cancer, particularly squamous cell cancer [12]. 

The male-to-female ratio was 2:1 in our study, 
which was consistent with a study conducted by Viz-
caino AP et al. [13] in which the incidence of Ca oesoph-
agus was 3 times higher in males than females.  

Dysphagia is the commonest symptom in carci-
noma oesophagus, and same was the case in our study, 
with all 30 patients presenting with dysphagia. The dys-
phagia was grade I in 2 (6.7 %) patients, Grade II in 8 
(26.7 %) patients, Grade III in 15(50 %) of patients and 
grade IV in 5 (16.6 %) patients at the time of presenta-
tion. This was compared to a study done in Tanzania 
which found Grade I dysphagia at presentation in 0 %, 
Grade II in 4.6 %, Grade III in 14.9 % and Grade IV in 
43 % [14]. 

Squamous cell histology is the commonest subtype 
of Ca oesophagus in our setup. Histopathologically, 16 
(53.3 %) patients had moderately differentiated grades, 
followed by 8 (26.7 %) patients with well-differentiated 
and the remaining 6 (20 %) patients had poorly differenti-
ated grades. Worldwide squamous cell carcinoma is the 
predominant histological type, although adenocarcinoma is 
seen more in the western population [15]. 
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Patients with ECOG ≥2 were not included in our 
study as these patients had to receive concurrent chemo-
radiotherapy followed by consolidation chemotherapy. 

Patients were treated with 50.4 GY radiation con-
current with chemotherapy as per the landmark INT-
0123 trial [16]. Although chemotherapeutic agents used 
were pacli/carbo instead of cis/5 FU. 

All selected patients received 4 cycles of consoli-
dation chemotherapy after completion of concurrent 
chemoradiotherapy. In addition, patients were followed 
up with physical examination, endoscopy, and contrast-
enhanced CT, 1 month after the completion of CRT. 

After receiving treatment, most patients had a sig-
nificant response in symptoms. In addition, there was an 
improvement in the grade of dysphagia, which improved 
after treatment in >90 % of patients to grade 0–1. The 
improvement in symptoms and dysphagia was in compari-
son with historical data (70 to 75 % improvement) [16]. 

The consolidation chemotherapy was well tolerat-
ed in all our patients. Treatment interruption was seen 
only in 5 (16.6 %) of patients. Post consolidation chemo-
therapy, the commonest toxicity experienced was neuro-
toxicity which was seen in 13 (43.3 %) patients in the 
form of peripheral sensory neuropathy, with most of the 
patients having grade I toxicity 7 (23.3 %) patients, fol-
lowed by 4 (13.3 %) patients with grade II and 2 (6.7 %) 
patients had grade III neurotoxicity.  

Haematological toxicity in the form of neutro-
penia was experienced by 10 (33.3 %) patients, with 4 
(13.3 %) patients each suffering from grade I and grade 
II toxicity and 2 (6.7) patients had grade III toxicity 
which required hospitalisation. 4 patients experienced 
vomiting and diarrhoea, it was of grade I in 1 (3.3 %) 
patients and grade II in 3 (10 %) patients. The toxicities 
were comparable, and there was no death related to tox-
icity. There is fewer data on toxicities related to consoli-
dation chemotherapy in carcinoma oesophagus. In a 
study by Sheng, et al., consolidation chemotherapy was 
given after definitive concurrent chemoradiation. They 
reported grade 3 or greater toxicities during consolidation 
chemotherapy in the form of neutropenia in 17.9 %, 
nausea in 16.4 % and stomatitis in 10.4 % patients [17]. 

Obviously, it was difficult to ascertain pathologi-
cal response in the absence of surgical specimens. We 
based our complete response on the fact that no lesion 
was seen on both EGD and CECT after the completion of 
consolidation chemotherapy. 23 (76.7 %) patients had 
complete responses with no lesion in both EGD and 
CECT. 3 (10 %) patients had a partial response with a 
reduction in the ,lesion size and 4 (13.3 %) of the patient 
had stable disease. There was no progression of the dis-
ease during treatment. 

We did a multivariate analysis of various factors. 
We found that patients with a lesion in the cervical oe-
sophagus and upper and middle parts of the thoracic 
oesophagus had a better response than a lesion in the 
lower half of the oesophagus. This was consistent with 
Chen Y et al. [18], who revealed that the overall survival 
of patients with primary tumours located in the mid-
dle/lower thoracic oesophagus is poorer than those with 
cervical/upper thoracic disease when both groups were 
treated with chemoradiotherapy possibly due to poorer 
clinical response for a lesion in the lower 1/3rd. 

In our study, patients with well-differentiated and 
moderately differentiated tumour grades responded better 
than poorly differentiated ones. All 8 (100 %) patients 
had well-differentiated histology showing complete re-
sponse. And in case of moderately differentiated grade 
out of 16 patients 12 (75 %) patients showed complete 
response, 1 (6.3 %) partial response, and 3 (18.8 %) had 
stable disease. Poorly differentiated grade had 6 patients 
in total and out of which 3 (50 %) had a complete re-
sponse, 2 (33.3 %) with partial response and 1 (16.6 %) 
had a stable disease. However, this was not statistically 
significant. As per various studies, it is seen that poorly 
differentiated histology has a propensity for nodal and 
distant metastasis and hence has a poor prognosis, as 
shown by the study by Dashan et al. [19] 

At 1 year of follow-up, 23 (76.6 %) of the study 
patients were alive, and 7 (23.4 %) patients died due to 
disease-related events. Out of 30 patients, 8 (16.6 %) 
patients had progression of disease after consolidation 
chemotherapy in the form of local recurrence, which was 
seen in 5 (16.6 %), documented with endoscopy and 
biopsy, 3 (10 %) patients had distant metastasis in the 
form of brain and liver metastasis There is no direct 
prospective trial to see the effect of consolidation chemo-
therapy in carcinoma oesophagus. However, a retrospec-
tive study by Sheng-Xi Wu et al. l showed overall sur-
vival benefits [8]. The median progression-free survival 
times were 33.0 months and 18.0 months in the consoli-
dation chemotherapy and control groups, respectively. 
No differences in total progression events were observed 
between the two groups, with 94 (66.2 %) of 142 occur-
ring in the control group and 36 (53.7 %) of 67 in the 
consolidation chemotherapy group. A similar finding was 
observed for local recurrence events, with 32 of  
142 (22.5 %) occurring in the control group versus  
21 (31.3 %) of 67 in the consolidation chemotherapy 
group. However, fewer patients had distant metastases in 
the consolidation chemotherapy group than in the control 
group (15 [22.4 %] of 67 versus 62 [43.7 %] of 142). The 
median overall survival times were 53.4 months and  
27.0 months for the consolidation chemotherapy and 
control groups, respectively. The 1-, 2- and 3-year over-
all survival rates were 67.3 %, 38.9 %, and 30.2 % in the 
consolidation chemotherapy group and 62.8 %, 34.4 %, 
and 26.4 % in the control group, respectively. But in the 
said retrospective study, the follow-up period was over  
2 years.  

Although the number was less, we compared 
these patients who progressed during follow-up with the 
type of response. We observed that disease progression 
after consolidation chemotherapy was inversely propor-
tional to the response seen. In complete responders,  
1 (4.3 %) patient had local recurrence and 2 (8.7 %) had 
distant metastasis. In partial responders, 2 (66.6 %) pa-
tients developed local oesophagal recurrence. In patients 
with stable disease, 2 (50 %) patients progressed with 
oesophagal recurrence and 1 (25 %) had distant metasta-
sis in the form of liver metastasis. None was statistically 
significant with a P-value>0.05. This was comparable to 
a retrospective study by Zongxing Zhao et [9], who 
found that 3‐year OS rates were 57.1 % and 28.7 % for 
good responders and poor responders, respectively, while 
their median survival times were 46.0 and 21.6 months, 
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respectively. The 3‐year PFS rates were 28.0 % for good 
responders and 20.6 % for poor responders. Studies have 
also documented better results of consolidation chemo-
therapy in patients who had not shown satisfactory re-
sponses to initial definitive treatment. Our study included 
only patients with residual disease post concurrent 
chemoradiation.  

During follow-up, we also compared the disease's 
progression with the differentiation grade. All 8 patients 
with well-differentiated histology were complete re-
sponders and had no distant or local failure until the last 
follow-up. Of 16 patients with moderately differentiated 
histology, 2 (12.5 %) had local and distant metastasis. 
Out of 6 patients with poorly differentiated histology  
3 (50 %) patients have a local recurrence and 1 (16.6 %) 
patient presented with distant metastasis (p<0.05).  

Out of 13 patients with ECOG-0 2 (15.3 %) had 
local failures, and 1 (7.6 %) had distant failures. Similar-
ly, out of 17 patients with ECOG-1 5 (29.4 %) had a 
local failure. P value was 0.851, and the results were not 
significant. 

The limitation of our study was that the period 
was short to evaluate differences in late toxicity, long-
term efficacy, the pattern of disease recurrence and dis-
ease-free survival after completion of consolidation 
chemotherapy. Second, this study was conducted at a 
single centre with relatively few patients. However, long-
term follow-up and large randomised trials are needed to 
determine the overall survival, disease-free survival, 
long-term toxicities and failure patterns in these patients 
to draw definitive conclusions. 

Prospects for further research. A randomised 
controlled trial with a larger sample size and a more 
extensive follow-up period is needed to establish survival 
benefits in this group of patients. 

 
5. Conclusion 
1. The locally advanced disease prognosis remains 

poor, with a meagre 5- year survival rate. There is still no 

established treatment protocol for patients who are not 
surgical candidates after concurrent chemoradiation, 
especially for patients with residual disease. 

2. In our study, we found that for patients with re-
sidual disease after concurrent chemoradiotherapy, con-
solidation chemotherapy is a decent option with good 
response rates and an acceptable toxicity profile, despite 
the small sample size in our study. 

3. Benefits with consolidation chemotherapy were 
comparatively better in cervical and upper thoracic le-
sions, well-differentiated histology, and ECOG-0. 

In patients with residual disease after concurrent 
chemoradiotherapy, consolidation chemotherapy is a de-
cent option with good response rates and acceptable toxici-
ty profile. The benefits with consolidation chemotherapy 
were comparatively better in cervical and upper thoracic 
lesions, well-differentiated histology and ECOG-0.  
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