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Cetuximab-based therapy in elderly comorbid patients with
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BACKGROUND: Clinical trials under-represent patients (pts) > 65 years. Non-interventional studies (NISs) help to evaluate therapies
in daily practice. This NIS evaluates efficacy and safety of cetuximab in combination with chemotherapy in metastatic colorectal
cancer (MCRC) pts aged > 65 years vs <65 years.

METHODS: A total of 657 pts were recruited into the NIS and analysed applying descriptive statistics and %> or Fisher's exact test.
RESULTS: A total of 309 and 305 pts aged <65 and > 65 years, respectively, were documented; 80% showing a reduced ECOG status
of 1-2 and 95% having received at least one palliative treatment. Cetuximab was combined with irinotecan according to approval
status. Grade III/IV toxicities occurred in 20% of pts without any difference between age groups although the older pts had
significantly more pre-existing comorbidities (P=0.001). A total of 64.2% of the pts developed skin rash, which was strongly related
to response (P<0.0002) without any difference between age groups (P =0.34). The objective response rates were 37.9% for ages
[8—65 years vs 35.4% for > 65 years. Progression-free survival (PFS) did not differ between pts 18—65 years old (6.5 months) in
comparison with pts > 65 years (7.0 months). In a multivariate analysis only ECOG status had a negative impact on PFS (HR: 0,675;
95% Cl, 0.53-0.87, P=0.0019).

CONCLUSION: This NIS reports one of the largest mCRC collectives > 65 years and reduced performance status. Cetuximab has a
similar efficacy and safety profile for pts aged <65 and > 65 years.
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Even though significant advances in the treatment of colorectal
cancer (CRC) were made in the last decade with combination
chemotherapy, including fluorouracil, irinotecan and oxaliplatin,
CRC remains the second most leading cause of cancer-related
death in the United States and western Europe (Ries et al, 2010).
The development of new therapeutic agents, which target specific
molecular events in tumour cells, provide new opportunities to
improve treatment of this type of cancer (Imai and Takaoka, 2006).
One such agent is the epidermal growth factor receptor (EGFR)-
targeted IgG monoclonal antibody cetuximab (Erbitux; Merck,
Darmstadt, Germany). Cetuximab interacts with the extracellular
domain of EGFR, thereby partially occluding the ligand-binding
region, and sterically preventing the receptor from modulating
conformation required for dimerisation and active signalling.
Furthermore, it is suspected that an antitumour, antibody-
dependent, cell-mediated cytotoxic reaction is triggered (Li et al,
2005; Zhang et al, 2007). The efficacy of cetuximab was shown
in various studies like the multinational EPIC, the BOND
and the MABEL study in the irinotecan-refractory setting of
pretreated metastatic colorectal cancer (mCRC). In the EPIC trial
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involving 1298 patients (pts) after oxaliplatin-based chemotherapy,
cetuximab added to irinotecan vs irinotecan alone significantly
improved progression-free survival (PFS) (median, 4.0 vs 2.6
months) and quality of life analysis (P=0.047) (Sobrero et al,
2008). In the Bond trial (329 pts), the combination of cetuximab
plus irinotecan showed an improved response rate (RR) of 23%
and a prolonged time to progression (TTP) of 4.1 months
compared with cetuximab monotherapy (RR 10.8% and TTP 1.5
months) in irinotecan-refractory pts (Cunningham et al, 2004).
Consistent with these findings, the MABEL study (1147 pts)
demonstrated, in a wider standard community practice setting,
similar efficacy and safety with a RR of 20% and a median overall
survival of 9.2 months in pts whose mCRC had progressed on
irinotecan-based chemotherapy when treated with Cetuximab in
combination with a irinotecan-based chemotherapy (Wilke et al,
2008). Both studies included mainly pts with a good performance
status (ECOG 0-1) and a median age in the Bond trial of 59 years
and of 62 years in the MABEL study. In our experience, these pts
do not represent the usual population at such advanced stage and
line of pretreatment of mCRC in standard general practice. This
German non-interventional study (NIS) evaluated the efficacy
and safety of cetuximab in combination with chemotherapy in
pretreated mCRC in pts with reduced performance status and
aged > 65 years.
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MATERIALS AND METHODS

This was an uncontrolled multicentre study, which recruited
mCRC pts in an outpatient setting at 87 study sites throughout
Germany between April 2005 and November 2007. Informed
consent was obtained from all subjects and/or their guardians. The
data of 657 pts with mCRC were collected in an electronic
documentation system (E-CRF). At the end of data collection, 614
complete data sets were available for analysis of efficacy and
toxicity.

To be included, pts (> 18 years of age) had to have histologically
or cytologically confirmed EGFR-expressing mCRC. The signifi-
cance of the k-RAS status was not established at the time of study
accrual and hence no prerequisite for inclusion. Exclusion criteria
were a history of hypersensitivity to cetuximab (grades III and IV),
pregnancy and lactation. All other considerations were left to the
discretion of the treating physician to maintain conditions typical
for a wider standard community practice setting. Treatment
consisted of cetuximab (400mgm > week 1, followed by
250mgm > weekly) either in combination with chemotherapy or
alone as monotherapy. Three irinotecan regimes were applied:
350mgm > every 3 weeks, 180mgm * every 2 weeks and
80-125mgm 2 weekly for 4 weeks followed by 2 weeks of rest,
according to the approval status at that time. In addition to
irinotecan, other chemotherapy agents like 5-fluorouracil (5-FU)/
folinic acid, oxaliplatin, capecitabine, gemcitabine and mitomycin
C were combined with cetuximab in various treatment lines.

Radiologic imaging was conducted at baseline and according to
general practice every 8 weeks or when disease progression was
suspected. Efficacy was assessed according to the WHO criteria
(complete remission (CR), partial remission (PR), stable disease
and progressive disease (PD)), including RR (CR and PR) and PFS.
Complete response was defined as disappearance of all tumour
manifestations with confirmation 4 weeks afterwards and PR was
defined as >50% regression of measurable lesions. Progression-
free survival was defined as the time in months between first
cetuximab infusion and disease progression or death. Toxicity was
graded according to the National Cancer Institute Common
Toxicity Criteria (Trotti et al, 2003). In addition to the ECOG
performance status, pre-exisiting comorbid conditions were
recorded and a score according to the Charlson Comorbidity
Index (CCI) was formed (Charlson et al, 1987). A 12-month
observation period was set for this study.

We analysed both patient groups applying descriptive statistics.
All results were considered significant at P<0.05 (two-tailed). For
correlations of metric variables, Spearman rank order (rho), and
for correlations of nominal variables, the y*-test was used. To
analyse the association between categorical variables and age
groups (18-65 years and >65 years), the y’-test, or for small
sample sizes, the Fisher’s Exact test were applied. The Wilcoxon-
Mann - Whitney test for independent samples was used to analyse
for differences between the age groups (18-65 vs > 65 years). All
results of the various statistical tests are of explorative nature. A
multivariate analysis was performed to assess the influence of
patient characteristics (CCI, age, age at diagnosis, gender, ECOG
and location of primary tumour) on PFS.

RESULTS

A total of 614 pts were included into the analysis (Table 1). The
median age of all pts was 65 years (range 23-89). Patients were
divided into two age groups: the age group 18-65 included 309 pts
(50.3%) with a median age of 59 years (range 23-65). The age
group 66 years and older included 305 pts (49.7%) with a median
age of 71 years (range 66-89). There was an equal distribution
between men and women in both age groups (P=0.65, i >-test).
The median age at diagnosis with CRC was 62 years. In 60%, the
primary tumour was located in the colon, whereas in 40%, the
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Table | Baseline characteristics of pts based on age groups |8—65 years
or >65 years

Age 18-65 Age >65

years years
Demographic data (n=309) (n=305) y*-test
Age at study entry P=0.001
Median 59 years 71 years
Range 23-65 years 66—89 years
Age at primary diagnosis P =0.009
Median 56 years 68 years
Range 18—65 years 53-85 years
Gender (% of pts) P=0.65
Male 66 64
Female 34 36
ECOG (% of pts) P=056
0 19 17
I 6l 59
2 16 19
3 4 4
Location of primary tumour (% of pts) P=08lI
Colon 59 60
Rectum 41 40
Pre-existing medical disorder (% of pts)
Cardiovascular disease 19 31 P=0.0001
Diabetes 10 12 P=03
Allergies/hypersensitivity 7 5 P=06
Pulmonary disease 7 8 P=02
Cd, % P=0.001
No comorbidity (score 0) 49 (n=151) 12 (n=736)
Moderate comorbidity (score |-2) 28 (n=87) 40 (n=122)
Severe comorbidity (score >=3) 23 (n=71) 48 (n=146)

Abbreviations: CCl = Charlson Comorbidity Index; pts = patients.

primary site was the rectum. In all, 78% of the pts had an ECOG
performance status of 1 or 2, whereas 20% had an ECOG
performance status of only 2 or 3. There was no difference in
EZCOG performance status between the two age groups (P =0.56,
iy -test).

Cardiovascular disease was the most frequent comorbidity. In
all, 28.8% of the pts were affected, with the majority of pts in the
older age group >65 years (P=0.0001, y*-test), followed by
diabetes (11.1%) and pulmonary disease (7.3%). The latter two
pre-existing medical disorders showed no differences in frequency
between the age groups. The older age group >65 years showed
more comorbidities with a higher CCI, compared with the younger
patient group (P = 0.002, y*-test) (Table 1). A multivariate analysis
was performed to evaluate the influence of patient characteristics
like gender, ECOG status, age, primary location of CRC and CCI on
PES. Only ECOG status had a significant negative influence on PFS
(HR: 0,675; 95% Cl, 0.53-0.87; P=0.0019).

Regarding previous therapy, about 45% of the pts in both
groups had received an adjuvant chemotherapy, while 95% of the
pts had received at least one chemotherapy for metastatic disease
(Table 2). In all, 39% of the pts had received two previous
chemotherapies before cetuximab initiation. Close to one-fifth of
the pts had received either one (22.5%) or even three (21.5%)
previous chemotherapies. Compared with the older pts group
(> 65 years), more pts in the younger patient group (18-65 years)
had received only one previous chemotherapy (P = 0.025, ;*-test).

A total of 91.2% of the pts on study received chemotherapy in
combination with cetuximab, whereas 8.8% pts were treated with
cetuximab alone. Cetuximab was mainly combined with irinotecan

British Journal of Cancer (2012) 106(2), 274-278

275



Cetuximab in metastatic CRC
CF Jehn et al

276

Table 2 Previous types of therapy and number of previous chemotherapy
lines

Previous therapy before Age 18-65 years Age >65 years

cetuximab-based treatment (n=309) (n=305)
Resection of primary tumour (% of pts) 94 95
Resection of metastasis (% of pts) 34 26
Radiation (% of pts) 30 19
Adjuvant chemotherapy (% of pts) 46 44
Chemotherapy for metastatic disease 95 96
(% of pts)
Number of previous chemotherapy lines (% of pts)
0 5 4
| 27 18
2 39 39
3 17 25
4 I3 14

Best response Age 18-65 years Age >65 years

(% of pts) (n=309) (n=305)

CR 3 3

PR 35 33

sD 31 34

PD 25 23

NA 7 7
Grade III/IV toxicities Age 18-65 years Age >65 years
(NCI criteria) in % of pts (n=309) (n=305)
Heamatological toxicity 6 4

Febrile neutropenia | |
Allergic reaction 03 |
Gastrointestinal toxicity 10 9
Hepatic toxicity 3 4

Skin toxicity 8.8 109
Abbreviatons: CR=complete remission; NA=not available; NCI= National

Cancer Institute; PD = progressive disease; PR = partial remission; pts= patients;
SD =stable disease. Best response according to age groups (CR, PR, SD, PD and
NA) as well as best response according to previous chemotherapy line for both
age groups. NCl toxicities according to age groups (grades Ill/IV).

(82%) in various doses according to the approval status at that
time, in 25% the combination regimen contained 5-FU and in 4.6%
oxaliplatin. Most pts (60%) received irinotecan on a weekly basis at
a dose of 80 mgm 2, 15% of pts in a weekly dose (4 weeks, then 2
weeks of rest) of 125 mgm™> and only 25% received doses at other
than weekly intervals. There was no difference in terms of dosing
or application frequency between the two age groups (P=0.51 and
P=0.08, respectively, i>-test). However, there was a trend in
favour of a 2-weekly application in the younger patient group.
Patients were treated for a median of 4 months with a median of 15
infusions of cetuximab. In 106 cases, a dose modification of
cetuximab was implemented, in 30% of these cases the reason
being skin toxicity. The major reason for treatment interruption
was by request of the patient (23.6%). In 92% of the cases, therapy
was terminated before the end of the 12-month observational
period, tumour progression being the most frequent reason. One-
third of the pts died during the study period.

A total of 37% of all pts achieved an objective response to
cetuximab-based treatment. Overall response rates (ORR) were
highest for pts without or with a maximum of only one previous
chemotherapeutic treatment (Figure 1). With regard to previous
chemotherapy line and overall response, there were no differences
between the two age groups: 38% for ages 18 <65 years vs 36% for
ages >65 years, (P=0.89, y’-test). Cetuximab-based chemother-
apy showed no difference in effectiveness between the pts who had
previously received either oxaliplatin or irinotecan in a previous
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Figure 2 Progression-free survival of pts in age groups 18—65 years vs
=65 years clearly showing no difference between both patient subsets.

chemotherapy line (ORR: 36.2% vs 48.3%, respectively; P=0.19,
-test). Patients who achieved a CR or PR as best response showed
in 90.8% of the cases any grade of skin reaction, compared with
only 76.2% who did not respond (sum of the pts with stable disease
or progressive disease) (P<0.0001, y*-test). Progression-free survival
was 6.9 months for all pts irrespective of age. Patients <65 years
showed a PFS of 6.5 months as compared with 7.0 months for pts
>65 years (P=0.12, log-rank test; see Figure 2).

A total of 124 pts (18.9%) experienced grade III/IV non-skin-
related toxicity during study treatment with cetuximab. Of these,
64 pts (51.6%) were in the age group 18-65 years and 60 pts
(48.4%) were older than 65 years. In all, 9% of the pts suffered
grade III/IV gastrointestinal toxicities, followed by 4.7% haema-
tological toxicities and 3% hepatic toxicities. Infusion-related
reaction grades III/IV were reported for five pts (0.8%). Table 2
shows grade III/IV toxicities comparing both age groups in detail.
Severe adverse events related to cetuximab occurred in 2% of the
pts with no significant difference between both age groups
(P=0.68, y’-test). One cetuximab-related event was life-threaten-
ing (allergic reaction).

Overall, there were 336 grade III/IV non-skin-related toxicities
documented, of these 84.5% were grade III and 15.5% grade IV.
The median duration of these toxicities was 7 days. The older
pts suffered from a significantly longer duration with 9 days
(range: 0-104 days) compared with the younger pts with 5 days
(range: 0-104 days) respectively, (P=0.0004, Wilcoxon test).
A total of 66.7% of these toxicities could be resolved either with or
without supportive treatment, whereas 20.2% persisted past the
observational period. A total of 6.3% (n = 21) events led to permanent
damage (among those one renal failure) and 6.8% (n=23) of the
toxicities led to death. There was no significant difference between
both age groups in this aspect (P = 0.054, y*-test). One patient died
owing to gastric bleeding with heamatemesis after paracentesis.
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Of note, 793 skin reactions were documented. In all, 69.7% of the
pts showed any skin toxicity grades I-1V, 9.8% with severity of
grades III/IV. Skin rash was the most common skin effect with a
prevalence of 64.2% (83.7% grades I/II). There was no difference
between the age groups in this aspect (P =0.34, y*-test), however,
the pts > 65 years showed a trend towards higher grades of toxicity
(P=0.05, y*-test). A prophylactic skin treatment was initiated in
only 12.5% of the pts by their treating physicians, with no
difference in treatment between the age groups (P = 0.58, z’-test).
Supportive therapy of skin reactions led to an improvement of
symptoms in 83.2% of pts with topical and/or systemic therapy.

DISCUSSION

During the last decade, incremental improvement in the survival of
pts with mCRC has been achieved, primarily through the addition
of novel active therapeutic agents. The monoclonal antibody
cetuximab is such a novel agent that has shown marked
effectiveness in pretreated pts as well as in first-line pts when
combined with chemotherapy (Vincenzi et al, 2006; Saltz et al,
2007). Elderly pts are usually not included in studies applying new
treatment strategies. In fact, elderly pts are commonly significantly
underrepresented in most phase II and III clinical trials, making
meaningful conclusions about safety and efficacy difficult (Lewis
et al, 2003). If elderly pts are included, they are generally selected
for good performance status and minimal co-morbidities. However,
this does not represent the usual population at such advanced stage
and pretreatment of mCRC in standard general practice. Colorectal
cancer is primarily a disease of the elderly, with a median age at
diagnosis of 71 years. Even though most studies employing early
5-FU-based regimes have shown similar efficacy and tolerability
in elderly compared with younger pts, chemotherapy is used less
frequently in elderly pts (Folprecht et al, 2004; Lemmens et al,
2005). This study included a relatively large population of elderly
pts (n=305) with a median age of 71 years. Most pts (78%) showed
a reduced performance status with an ECOG of only 1-2 and
significant comorbidities, as one would expect in an unselected
population with advanced mCRC. This stands in contrast to the
Bond and MABEL trials, which recruited pts in a similar
therapeutic situation, but with better performance status: in the
Bond trial, 87.7% of all pts showed a Karnofsky Performance Status
(KPS) score of 80-100% (Cunningham et al, 2004). In the MABEL
study, 69.2% of all pts showed a KPS of >90% (Wilke et al, 2008).

Most pts had received at least one previous chemotherapy for
mCRC. Cetuximab was mainly combined with irinotecan. Dosing
schedules for irinotecan varied according to the approval status at
that time, however, most pts received irinotecan on a weekly basis
at a dose of 80 mgm ™. In all, 40% of the pts had received at least
two previous chemotherapies for mCRC before cetuximab initia-
tion. Interestingly, the RRs to the cetuximab-based therapy were
similar between the two age groups. Previous studies report RRs of
20-26% and a PFS of about 4 months for combinations of
cetuximab and chemotherapy in pretreated mCRC pts (Cunning-
ham et al, 2004; Saltz et al, 2004). This study compares favourably,
with a RR of 37% and a PFS of 6.9 months, with these historical
studies. The pts treated in this NIS were not the usual preselected
study population with a good ECOG performance status, they
rather reflect real-life pts with advanced mCRC, seen in a wider
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general practice. However, comparing efficacy data with historical
controls is always burdened by limitations. In addition to this
being an uncontrolled observational study, the data of this NIS
were not centrally or board-reviewed in contrast to the trials
mentioned above. The follow-up was only 12 months, which may
have left very rare events of late remissions and late toxicities
undocumented. The most important limitation of this study,
however, is the missing k-RAS evaluation. While the k-RAS status
is tested in all on-going NIS, the importance of k-RAS and other
parameters as predictive factors was not established at the time of
trail commencement and for most of the initial study period, and
hence was not be incorporated (Bokemeyer et al, 2009; Van et al,
2009, 2011; Ciardiello et al, 2011). In this regard, it should be
reminded that both MABEL and Bond trials were also conducted
without previous k-RAS testing.

In all, 64% of the pts developed a skin rash in response to
cetuximab treatment. While the rash was inconvenient for most pts
from an aesthetic point of view, it was rarely severe or resulted in
termination of the treatment. There was no significant difference
in prevalence of skin rash between both age groups, however, the
elderly pts showed a trend towards higher grades and duration of
toxicity. Consistent with other reports, the presence and severity of
the skin rash was strongly related to the response to treatment
(Perez-Soler and Saltz, 2005). In this respect, there were no differences
between the younger and elderly treatment group either. Besides skin
toxicity, 18.9% of the pts experienced other grade III/IV toxicities
during study treatment. All toxicities of the cetuximab-based
chemotherapy lay within acceptable and expected margins for
treatment of advanced metastatic cancer. Importantly, there were
no significant differences in those treatment-related toxicities
between the younger and the elderly study group.

With the limitations noted, we believe that the data from this
NIS can be seen as a helpful source of information for everyday
clinical practice. Like other NIS, that is, the role of bevacizumab
beyond progression in mCRC (Grothey et al, 2008), the results of
this study on cetuximab underlines the importance to expand the
age limit of randomised clinical phase III trials for mCRC pts to
older ages, for example, <75 years, necessary to evaluate efficacy
and safety in this age group.

Conclusions

Increased survival time of pts with mCRC has led to older pts with
reduced performance status eligible for second-, third- and further-
line treatment options. This NIS reports one of the largest mCRC
collectives >65 years of age and reduced performance status.
Cetuximab has a similar efficacy and safety profile for pts aged <65
and >65 years of age. The reduced performance status did not
prevent oncologists from treating pts with cetuximab-containing
chemotherapy schedules. Elderly pts with reduced performance status
and comorbidities can be treated effectively and safely with cetuximab.

ACKNOWLEDGEMENTS

This non-investigatonal study was sponsored by Merck Serono
GmbH, Darmstadt (Germany). We thank Alcedis Statistics GmbH,
Gieflen (Germany) for calculating all the statistical tests and analyses.

Charlson ME, Pompei P, Ales KL, MacKenzie CR (1987) A new method of
classifying prognostic comorbidity in longitudinal studies: development
and validation. J Chronic Dis 40(5): 373 -383

Ciardiello F, Tejpar S, Normanno N, Mercadante D, Teague T, Wohlschlegel B,
Van CE (2011) Uptake of KRAS mutation testing in patients with metastatic

British Journal of Cancer (2012) 106(2), 274-278

277



hpg)

Cetuximab in metastatic CRC
CF Jehn et al

colorectal cancer in Europe, Latin America and Asia. Target Oncol 6(3):
133-145

Cunningham D, Humblet Y, Siena S, Khayat D, Bleiberg H, Santoro A, Bets
D, Mueser M, Harstrick A, Verslype C, Chau I, Van CE (2004) Cetuximab
monotherapy and cetuximab plus irinotecan in irinotecan-refractory
metastatic colorectal cancer. N Engl ] Med 351(4): 337 -345

Folprecht G, Cunningham D, Ross P, Glimelius B, Di CF, Wils ],
Scheithauer W, Rougier P, Aranda E, Hecker H, Kohne CH (2004)
Efficacy of 5-fluorouracil-based chemotherapy in elderly patients with
metastatic colorectal cancer: a pooled analysis of clinical trials. Ann
Oncol 15(9): 13301338

Grothey A, Sugrue MM, Purdie DM, Dong W, Sargent D, Hedrick E, Kozloff M
(2008) Bevacizumab beyond first progression is associated with prolonged
overall survival in metastatic colorectal cancer: results from a large
observational cohort study (BRIiTE). J Clin Oncol 26(33): 5326 - 5334

Imai K, Takaoka A (2006) Comparing antibody and small-molecule
therapies for cancer. Nat Rev Cancer 6(9): 714-727

Lemmens VE, van Halteren AH, Janssen-Heijnen ML, Vreugdenhil G,
Repelaer van Driel OJ, Coebergh JW (2005) Adjuvant treatment for
elderly patients with stage III colon cancer in the southern Netherlands is
affected by socioeconomic status, gender, and comorbidity. Ann Oncol
16(5): 767772

Lewis JH, Kilgore ML, Goldman DP, Trimble EL, Kaplan R, Montello MJ,
Housman MG, Escarce JJ (2003) Participation of patients 65 years of age
or older in cancer clinical trials. J Clin Oncol 21(7): 1383 -1389

Li S, Schmitz KR, Jeffrey PD, Wiltzius JJ, Kussie P, Ferguson KM (2005)
Structural basis for inhibition of the epidermal growth factor receptor by
cetuximab. Cancer Cell 7(4): 301 -311

Perez-Soler R, Saltz L (2005) Cutaneous adverse effects with HER1/EGFR-
targeted agents: is there a silver lining? J Clin Oncol 23(22): 5235-5246

Ries LAG, Meibert D, Krapcho M (2010) Surveillance, epidemiology,
and End Results (SEER) Cancer Statistics Review, 1975-2005 Bethesda,
MD, National Cancer Institute. http://seer.cancer.gov/csr/1975_2005/.
Ref Type: Generic

Saltz LB, Lenz HJ, Kindler HL, Hochster HS, Wadler S, Hoff PM, Kemeny
NE, Hollywood EM, Gonen M, Quinones M, Morse M, Chen HX (2007)
Randomized phase II trial of cetuximab, bevacizumab, and irinotecan
compared with cetuximab and bevacizumab alone in irinotecan-
refractory colorectal cancer: the BOND-2 study. J Clin Oncol 25(29):
4557 -4561

Saltz LB, Meropol NJ, Loehrer Sr PJ, Needle MN, Kopit J, Mayer R] (2004)
Phase II trial of cetuximab in patients with refractory colorectal cancer
that expresses the epidermal growth factor receptor. J Clin Oncol 22(7):
1201-1208

Sobrero AF, Maurel ], Fehrenbacher L, Scheithauer W, Abubakr YA,
Lutz MP, Vega-Villegas ME, Eng C, Steinhauer EU, Prausova J,
Lenz HJ, Borg C, Middleton G, Kroning H, Luppi G, Kisker O, Zubel A,
Langer C, Kopit J, Burris III HA (2008) EPIC: phase III trial of
cetuximab plus irinotecan after fluoropyrimidine and oxaliplatin
failure in patients with metastatic colorectal cancer. J Clin Oncol
26(14): 2311-2319

Trotti A, Colevas AD, Setser A, Rusch V, Jaques D, Budach V, Langer C,
Murphy B, Cumberlin R, Coleman CN, Rubin P (2003) CTCAE v3.0:
development of a comprehensive grading system for the adverse effects
of cancer treatment. Semin Radiat Oncol 13(3): 176-181

Van CE, Kohne CH, Hitre E, Zaluski J, Chang Chien CR, Makhson A,
D’Haens G, Pinter T, Lim R, Bodoky G, Roh JK, Folprecht G, Ruff P,
Stroh C, Tejpar S, Schlichting M, Nippgen J, Rougier P (2009) Cetuximab
and chemotherapy as initial treatment for metastatic colorectal cancer.
N Engl ] Med 360(14): 1408 - 1417

Van CE, Kohne CH, Lang I, Folprecht G, Nowacki MP, Cascinu S,
Shchepotin I, Maurel J, Cunningham D, Tejpar S, Schlichting M, Zubel A,
Celik I, Rougier P, Ciardiello F (2011) Cetuximab plus irinotecan,
fluorouracil, and leucovorin as first-line treatment for metastatic
colorectal cancer: updated analysis of overall survival according to
tumor KRAS and BRAF mutation status. J Clin Oncol 29(15): 2011-2019

Vincenzi B, Santini D, Rabitti C, Coppola R, Beomonte ZB, Trodella L,
Tonini G (2006) Cetuximab and irinotecan as third-line therapy in
advanced colorectal cancer patients: a single centre phase II trial. Br |
Cancer 94(6): 792-797

Wilke H, Glynne-Jones R, Thaler ], Adenis A, Preusser P, Aguilar EA, Aapro
MS, Esser R, Loos AH, Siena S (2008) Cetuximab plus irinotecan in
heavily pretreated metastatic colorectal cancer progressing on irinotecan:
MABEL Study. J Clin Oncol 26(33): 5335-5343

Zhang W, Gordon M, Schultheis AM, Yang DY, Nagashima F, Azuma M,
Chang HM, Borucka E, Lurje G, Sherrod AE, Igbal S, Groshen S, Lenz HJ
(2007) FCGR2A and FCGR3A polymorphisms associated with clinical
outcome of epidermal growth factor receptor expressing metastatic
colorectal cancer patients treated with single-agent cetuximab. J Clin
Oncol 25(24): 3712-3718

This work is published under the standard license to publish agreement. After 12 months the work will become freely available and the
license terms will switch to a Creative Commons Attribution-NonCommercial-Share Alike 3.0 Unported License.

British Journal of Cancer (2012) 106(2), 274278

© 2012 Cancer Research UK


http://seer.cancer.gov/csr/1975_2005/

	Cetuximab-based therapy in elderly comorbid patients with metastatic colorectal cancer
	Materials and methods
	Results
	Table 1 Baseline characteristics of pts based on age groups 18-65 years or gt65 years
	Table 2 Previous types of therapy and number of previous chemotherapy lines
	Figure 1 Best response in percentage of pts according to their previous line of chemotherapy (CR, PR, no change (NC) and PD).
	Figure 2 Progression-free survival of pts in age groups 18-65 years vs ges65 years clearly showing no difference between both patient subsets.
	Discussion
	Conclusions

	ACKNOWLEDGEMENTS
	REFERENCES




