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In Reply We agree with Drs Du and Yuan that the optimal dosage of capecitabine is important and remains unclear. The regimen used in our study1 (650 mg/m2 twice daily continuously)
was selected based on the study by Stockler et al2 that demonstrated no difference in efficacy between this metronomic
regimen and the intermittent regimen (1000 mg/m2 twice daily
on days 1-14 for 21 days). Our regimen resulted in fewer adverse effects, including diarrhea, compared with the standard dose used in the CREATE-X trial, 3 as mentioned by
Dr Chakrabarti and colleagues.
Capecitabine was given sequentially following adjuvant
chemotherapy in the SYSUCC-001 study but concomitantly
with adjuvant chemotherapy in the CBCSG-010 study.4 In these
2 studies, none of the clinicopathological parameters, including nodal involvement, demonstrated a statistically significant interaction with capecitabine benefit. Therefore, it is difficult to identify patients who benefit more based on current
studies. An exploratory analysis of pharmacokinetics and molecular biomarkers to predict the efficacy of capecitabine is ongoing by our group.
We agree with Chakrabarti and colleagues that neoadjuvant chemotherapy (NAC) is widely used for TNBC, which
helped identify patients with nonpathological complete response who may benefit from additional capecitabine in the
CREATE-X study.3 However, the CREATE-X study did not include patients with nonpathological complete response who
had received NAC containing platinum or immunotherapy.
Therefore, whether conclusions can be extrapolated to other
NAC regimens remains unknown. Our study was initiated 10
years ago, when most patients did not receive NAC. In fact, NAC
was used in less than 20% of patients with stage I-II disease
(accounting for 80% of patients in our study) in clinical practice during that era.5
Our study provides evidence supporting the use of capecitabine without NAC, which accounts for a considerable
proportion of patients currently. Overall survival in our study
was numerically but not statistically significantly improved
for several reasons, including limited sample size and potentially imbalanced salvage treatment. However, it is important
to note that improvement in overall survival in the CREATE-X
study was drawn from subgroup analysis, which limits its statistical power.
Our study included patients with pathologic stage Ib-IIIc
disease without internal mammary or supraclavicular node

involvement, so only those with pT1b-3N0-3a disease were
included. All patients in our study had been clinically evaluated as having operable disease, but some were staged up to
pN2-3a disease after surgery. These patients received adjuvant treatment and were included in our study. Of the 94
events observed, 54 (57.4%) occurred in patients with stage
I-II disease and 40 (42.6%) in those with stage III disease.
There was no significant interaction effect between stage I-II
vs stage III disease and capecitabine benefit (P = .19). The dissimilar distribution of radiotherapy between the 2 groups
was due to 8 patients who all received radiotherapy in the
control group but withdrew after randomization. We performed a sensitivity analysis and found that the benefit of
capecitabine was consistent with the present outcome in
patients with or without radiotherapy.
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Management of Crohn Disease
To the Editor We would like to add 2 treatment options not
mentioned in the recent extensive review on the management of Crohn disease by Drs Cushing and Higgins1 because
an estimated 6 million to 8 million people worldwide have
inflammatory bowel disease (IBD), of whom the majority live
in lower- and middle-income countries (LMICs) or lack access
to health insurance and drugs.2 The affordability and accessibility to monoclonal biologic therapies for these patients
with IBD leaves local gastroenterologists with limited treatment options. 3 Under the United Nations Good Health
and Well-Being Sustainable Development Goal, the World
Health Organization has made accessibility to medicine
one of its priorities. Therefore, it is important to mention
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and investigate accessible and affordable therapies, especially for those who are treating patients with IBD without
significant resources.
The first option is to combine low-dose thiopurines
(approximately 25% of the normal dose) with allopurinol.
This combination therapy is effective for patients with IBD
who are considered shunters, those with subtherapeutic
6-thioguanine nucleotide (6-TGN) levels and high 6-methylmercaptopurine levels.4 However, it is often too expensive
for patients to obtain these levels, and most LMICs lack the
facilities to perform 6-TGN measurements. If this combination treatment option is used, patients should be carefully
monitored for bone marrow suppression. Furthermore, thiopurines, such as azathioprine and mercaptopurine, are wellestablished maintenance treatments for IBD, which cost
approximately €1 to €3 ($1.19-$3.58) per day.5
Another effective and safe treatment option for IBD is the
thiopurine thioguanine. In the Netherlands, thioguanine is conditionally registered and frequently used as maintenance
therapy for patients with IBD who do not respond to conventional therapy with azathioprine and mercaptopurine.6
In the future, if biologic therapies become more available
and affordable, these therapies could be prescribed to patients with IBD in LMICs as either monotherapy or in combination with thiopurines.
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In Reply The goal of our Review1 was to provide an overview
of the management of Crohn disease for the internal medicine community. Although there are important therapeutic
considerations in LMICs, we stress that the highlighted
medical approaches are complex and best managed by an
IBD subspecialist.
Thiopurines are purine analogs that have immunosuppressive effects and thus serve an important role in the medical management of Crohn disease. Thiopurines are not effective for induction of clinical remission in Crohn disease2
but are effective in the maintenance of remission.3 The 2 most
commonly used thiopurines, azathioprine and 6-mercaptopurine, are metabolized by xanthine oxidase into the inactive
metabolite 6-thiouric acid, thiopurine methyltransferase
(TPMT) into the inactive metabolite 6-methylmercaptopurine, and several enzymes into the active metabolites 6-TGNs.4
Before starting thiopurine therapy, gastroenterologists routinely check TPMT enzyme activity because patients with low
TPMT enzyme activity levels are more likely to shunt toward
increased production of 6-TGNs. High 6-TGN levels may be
associated with potentially life-threatening bone marrow
suppression; therefore, thiopurine therapy is deferred in
those with low TPMT enzyme activity. Alternatively, patients
with high TPMT enzyme activity may preferentially shunt
toward increased production of 6-methylmercaptopurine and
decreased production of active 6-TGN metabolites. As
Mr Bayoumy and colleagues mention, a strategy to improve
clinical response is to shift the metabolism toward 6-TGN production by reducing the thiopurine dose to 25% of the normal dose and adding allopurinol. We emphasize that this strategy should be performed with close laboratory monitoring and
implemented only by an experienced gastroenterologist given
the potential for significant bone marrow suppression.
Bayoumy and colleagues also discuss the use of thioguanine for patients who do not improve with conventional thiopurines and have limited access to biologic therapies. Rigorous studies of thioguanine use in Crohn disease are limited, but
observational data suggests a clinical benefit with low-dose thioguanine therapy.5 This therapeutic approach fell out of favor due
to a high incidence (53%) of nodular regenerative hyperplasia6
and increased availability of effective biologic therapies. The use
of thioguanine as a treatment for Crohn disease involves close
laboratory monitoring, recognition of signs and symptoms consistent with nodular regenerative hyperplasia, and management by an experienced gastroenterologist.
Gastroenterologists must weigh several considerations
when making therapeutic decisions, including a patient’s
age, medical comorbidities, disease severity, and disease
behavior. Access to and affordability of medications are
also important considerations because the cost of many
biologic therapies is prohibitively high for most patients.
Patient assistance programs through companies or institutional support mechanisms may be available to support
the cost of these medications. When unavailable, more
nuanced therapeutic approaches can be considered, as highlighted by Bayoumy and colleagues. However, such complex
therapeutic strategies should be reserved for IBD refractory
to conventional treatments and should be managed by
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gastroenterologists experienced with IBD and familiar with
the safety profiles of the medications.
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ized Clinical Trial,”1 published in the January 19, 2021, issue of JAMA, the P value
for the modified Rankin Scale score reduction (shift analysis) should have been reported as .37 in the Results section and Table 2. Also, the labels in the forest plot
in Figure 3 should have been switched, so that “Favors intravenous thrombolysis
plus mechanical thrombectomy” was on the left and “Favors mechanical thrombectomy alone” was on the right. This article was corrected online.
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functional outcome among patients with acute ischemic stroke: the SKIP
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CORRECTION
Incorrect P Value and Figure Label Error: In the Original Investigation titled “Effect
of Mechanical Thrombectomy Without vs With Intravenous Thrombolysis on Functional Outcome Among Patients With Acute Ischemic Stroke: The SKIP Random-
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