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Efficacy and safety of nimotuzumab combined with
chemoradiotherapy in the treatment of locally advanced cervical
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Background: Platinum-based concurrent chemoradiotherapy (CCRT) is the primary treatment for locally
advanced cervical cancer (LACC). Improving the efficacy of LACC treatment is the focus of clinical research,
and nimotuzumab combined with CCRT is a new research direction. This retrospective study aimed to
investigate the efficacy and safety of nimotuzumab combined with CCRT compared with CCRT alone for
treating LACC.

Methods: Data from LACC patients treated at The Affiliated Hospital of Qingdao University from
March 2017 to December 2019 were collected, and patients were assigned to either a nimotuzumab plus
chemoradiotherapy (N + CCRT) group or a CCRT group. Baseline data were also collected. Patients were
followed up every 3 to 6 months by imaging examination or telephone. The primary endpoints were overall
survival (OS) and progression-free survival (PFS), and the secondary endpoints were complete response rate
(CRR), objective response rate (ORR), and incidence of adverse events (AEs).

Results: A total of 120 patients (65 in the N + CCRT group and 55 in the CCRT group) were enrolled,
which baseline data were no statistical difference between the two groups (P>0.05). In the N + CCRT group,
the 1-, 2-, and 3-year cumulative survival rates were 98.46%, 95.38%, and 90.50%, respectively, and the 1-,
2-, and 3-year cumulative PFS rates were 89.23%, 83.08%, and 79.73 %, respectively. The CRR was 86.15%
(56/65), and the ORR was 92.31% (60/65). In the CCRT group, the 1-, 2-, and 3-year cumulative survival
rates were 94.55%, 87.27%, and 78.18%, respectively, and the 1-, 2-, and 3-year cumulative PFS rates were
81.82%, 69.09%, and 59.69%, respectively. The CRR was 70.91% (39/55), and the ORR was 87.27% (48/55).
The CRR (86.15% vs. 70.91%, P=0.040) and 3-year cumulative PFS rates (79.73% vs. 59.69%, P=0.039)
were significantly higher in the N + CCRT group than in the CCRT group. The incidences of various AEs
were from 5.45% to 95.38%, without significant difference in AEs between the two groups (P>0.05).
Conclusions: Nimotuzumab combined with CCRT enhanced the PFS and CRR of LACC patients and

was well tolerated. The results can provide reference for clinical treatment of LACC.
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Introduction

Cervical cancer is the most common malignant tumor of
the female reproductive system. It is estimated that about
80% of patients are at a locally advanced stage [International
Federation of Gynecologists and Obstetricians (FIGO)
stage IB2-IVA] at initial diagnosis (1,2). Most patients
with locally advanced cervical cancer (LACC) lose the
opportunity for surgery, while the primary therapy is
platinum-based concurrent chemoradiotherapy (CCRT) (3).
Patients who receive CCRT have a 5-year overall survival
(OS) of 59.8% and a short-term recurrence rate of about
40% (4-6). Improving the local control rate and prolonging
survival is the focus of clinical research in LACC.
Epidermal growth factor receptor (EGFR) is overexpressed
in cervical cancer tissues and associated with poor prognosis
(7,8). Compared with chemotherapy, nimotuzumab, as an
anti-EGFR targeted therapy, can more accurately inhibit
tumor progression, and reduce damage to normal cells,
and thus reduce the occurrence of adverse events (AEs). As
China’s first humanized anti-EGFR monoclonal antibody,
nimotuzumab has been shown to significantly improve the
3-year OS for nasopharyngeal carcinoma in combination
with CCRT (9). Furthermore, the same trend of increasing
efficacy can also be seen in other clinical studies of LACC
(9-11), but these studies have some limitations such as single
arm study or small sample size, which needs more clinical
studies to prove this conclusion. In our study, we obtained
the efficacy and safety data of 120 patients with LACC who
received CCRT with or without nimotuzumab, observed
and compared the efficacy and safety of the two groups of

Highlight box

Key findings

¢ Nimotuzumab combined with chemoradiotherapy (CCRT) is well
tolerated and more effective than CCRT alone in treating locally
advanced cervical cancer (LACC).

What is known and what is new?

* LACC patients who receive CCRT alone have a high recurrence
rate with about 60% of 5-year overall survival;

¢ This study used Nimotuzumab combined with CCRT in the
treatment of LACC, significantly improve the clinical benefits of
LACC patients without the increase of adverse events.

What is the implication, and what should change now?

¢ Nimotuzumab combined with CCRT in the treatment of LACC
improve patients’ short-term and long-term efficacy. This
treatment should be further widely used in clinic.
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patients. We present the following article in accordance with
the STROBE reporting checklist (available at https://atm.
amegroups.com/article/view/10.21037/atm-22-5739/rc).

Methods
Patients

We designed a retrospective comparative cohort study
and analyzed 120 patients who had LACC and were
treated by CCRT with or without nimotuzumab in The
Affiliated Hospital of Qingdao University between March
2017 and December 2019. Patients were assigned to the
nimotuzumab plus chemoradiotherapy (N + CCRT) group
(65 cases) or the CCRT group (55 cases). The inclusion
criteria were as follows: (I) cervical cancer (squamous cell
carcinoma, adenocarcinoma, or adenosquamous carcinoma)
confirmed by biopsy; (I) stage IB2-IVA (12); (III) Eastern
Cooperative Oncology Group Physical performance status
(ECOG PS) score <3. Patients were excluded for the
following reasons: (I) they were receiving other anti-EGFR-
targeted therapy; (II) they were pregnant or breastfeeding,
or (III) they had severe chronic disease. We collected the
medical records data from our database, which included
age, pathological type, stage, treatment, efficacy, and
AEs. Efficacy was evaluated according to the Response
Evaluation Criteria in Solid Tumors (RECIST 1.1), the
long-term efficacy were OS and progression-free survival
(PFS), and the short-term efficacy were complete response
rate (CRR), objective response rate (ORR).AEs were assessed
according to the Common Terminology Criteria for Adverse
Events version 4.0 (CTCAE v4.0), mainly include fever,
fatigue, gastrointestinal reactions, bone marrow suppression,
radiation enteritis, radiation cystitis and hepatic impairment.
There was no statistical difference in demographic and
clinical characteristics between the two groups at baseline
(P>0.05, Table 1). The study was performed in accordance
with the Declaration of Helsinki (as revised in 2013), and
all methods were carried out in accordance with relevant
guidelines and regulations. All experimental protocols of this
study were approved by the Ethics Review Committee of
The Affiliated Hospital of Qingdao University (No. QYFY-
WZLL-27211). Informed consent was obtained from all
subjects or their legal guardians.

Treatment

A total of 120 patients received CCRT after 1-2 cycles
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Table 1 Demographic and clinical characteristics
Characteristics N + CCRT group (N=65), n (%) CCRT group (N=55), n (%) P value
Age, years, mean + SD, years 54.66+9.89 56.35+8.18 0.317
Histology 0.735
Squamous cell carcinoma 57 (87.69) 47 (85.45)
Adenocarcinoma 7 (10.77) 7 (12.73)
Adenosquamous 1(1.54) 1(1.82)
ECOG PS score 0.811
0 17 (26.15) 12 (21.82)
1 45 (69.23) 41 (74.55)
2 3(4.62) 2 (3.64)
FIGO stage 0.710
B 4 (6.15) 4 (7.27)
I 29 (44.62) 24 (43.64)
M 29 (44.62) 21(38.18)
IVA 3(4.62) 6 (10.91)
Differentiation 0.699
Low 21 (32.31) 19 (34.55)
Medium 40 (61.54) 29 (52.73)
High 4 (6.15) 7(12.73)

N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent chemoradiotherapy; SD, standard deviation; ECOG PS, Eastern
Cooperative Oncology Group Physical performance status; FIGO, International Federation of Gynecologists and Obstetricians.

of chemotherapy followed by 0-2 cycles of consolidation
chemotherapy. We added nimotuzumab to patients with
EGEFR positive expression. The N + CCRT group received
nimotuzumab combined with chemotherapy (400 mg
once every 3 weeks, 2—4 cycles; CCRT: 200 mg weekly,
6-7 cycles).

The chemotherapy regimen was paclitaxel + cisplatin
(TP). Radiotherapy (RT) included external beam radiation
therapy (EBRT) and intracavitary brachytherapy (ICBT).
The target areas of RT were designed by pelvic enhanced
computed tomography (CT) images based on the American
Radiation Therapy Oncology Collaborative Group
(RTOG) standards. The gross target volume (GTV) and
gross target volume of lymph nodes (GTV-n) were defined
as tumors and metastatic lymph nodes, respectively. The
high-risk clinical target volume (CTV-hr) included the
GTYV, parametrium, cervix, partial or total vagina, and

GTV-n. The low-risk clinical target volume (CTV-Ir)

© Annals of Translational Medicine. All rights reserved.

included the CTV-hr and other lymph node drainage
areas for preventive irradiation. The dose of CTV-hr was
54-56 Gy/26-28 fraction (f), and the dose of CTV-Ir was
45-47 Gy. Patients with lower 1/3 vaginal involvement
received preventive irradiation to the inguinal lymph
nodes at the same dose as CTV-Ir. EBRT used intensity-
modulated radiation therapy IMRT) with a source of 6 mV
X-rays; ICBT was initiated after approximately 15 EBRTs
of Ir-192. The equivalent dose in 2 Gy/f (EQD2) was
80-90 Gy. The treatment flow diagram of the two groups is
shown in Figure 1, and the target areas of RT are shown in
Figure 2.

Symptomatic treatment was given to patients with
liver dysfunction, severe gastrointestinal reactions, bone
marrow suppression, and other adverse reactions during
chemotherapy, and then the dose of chemotherapy was
maintained or reduced. Chemotherapy was withdrawn if
patients could not tolerate the AEs from treatment.
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N + CCRT group CCRT group
Nimotuzumab 400 mg + chemotherapy Chemotherapy
1-2 cycles (21 days per cycle) 1-2 cycles (21 days per cycle)

Y

Chemotherapy

() Docetaxel 75 mg//kg/m® day 1 or
paclitaxel-albumin 200-220 mg//kg/m® day
1 + cisplatin 75 mg//kg/m® days 1-2;

(Il Adjuvant therapy of anti-allergy, antiemesis,
hydration, and diuresis

Ve

Nimotuzumab 200 mg (7 days per cycle)

CCRT (21 days per cycle)
+ CCRT (21 days per cycle)

Y \
Nimotuzumab 400 mg + chemotherapy Chemotherapy
0-2 cycles (21 days per cycle) 0-2 cycles (21 days per cycle)

Radiotherapy

() EBRT: CTV-hr 54-56 Gy, CTV-Ir 45-47 Gy,
GTV-n 58-61 Gy. 26-28 fractions;

(I ICBT: 22-24 Gy. 4 fractions. Started after
about 15 times of EBRT

Figure 1 Treatment flow diagram. N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent chemoradiotherapy; EBRT,

external beam radiation therapy; CTV-hr, high-risk clinical target volume; CTV-Ir, low-risk clinical target volume; CTV-n, gross target

volume of lymph nodes; ICBT, intracavitary brachytherapy.

Figure 2 Radiotherapy target area of LACC. (A) A LACC patient’s radiotherapy target area of ICBT. (B) A LACC patient’s radiotherapy
target area of EBRT. LACC, locally advanced cervical cancer; ICBT, intracavitary brachytherapy; EBRT, external beam radiation therapy.

Follow-up magnetic resonance imaging (MRI), and gynecologic color

Patients were followed up at least every three months

ultrasound were performed at each follow-up. Patients who

for the first three years and every six months afterward. did not undergo further consultation were followed up by

Medical history records, physical examination, pelvic CT or telephone. The last follow-up was updated on June 1, 2022.
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Table 2 Treatment comparisons for the two groups
Characteristics N + CCRT group (N=65), mean + SD CCRT group (N=55), mean + SD P value
Cycles of chemotherapy 3.91+£1.62 4.05+1.55 0.614
EBRT

Dose of CTV-hr, Gy 55.12+0.74 55.07+0.88 0.734
ICBT

Total dose, Gy 22.25+3.25 22.22+3.54 0.964

EQD2, Gy 28.83+4.26 28.97+4.69 0.860
Total EQD2, Gy 83.95+4.22 84.04+4.70 0.908
Radiotherapy, days 48.20+6.44 49.67+10.90 0.361

N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent chemoradiotherapy; SD, standard deviation; EBRT, external beam
radiation therapy; CTV-hr, high-risk clinical target volume; ICBT, intracavitary brachytherapy; EQD2, equivalent dose in 2 Gy/fraction.

Statistical analysis

SPSS 21.0 (IBM, USA) was used for the statistical analysis.
Measured data were expressed as mean = standard deviation.
T-tests were used for comparisons between groups. The
quantitative index was converted into frequency and
percentage. The chi-square test was used for comparisons
between the two groups. Survival curves were plotted using
the Kaplan-Meier method, and a two-sided log-rank test for
equality was used at a 5% significance level.

Results
Patient characteristics

A total of 120 patients were included in this study, with 65
assigned to the N + CCRT group and 55 to the CCRT group.

Completion of treatment

In the N + CCRT group, 64 patients completed RT, and
one completed EBRT but rejected ICBT. In the CCRT
group, two patients failed to complete RT due to AEs (one
with radiation enterocolitis and the other with grade 4 bone
marrow suppression, Table 2). The median dose of EQD2
was 84.31 and 84.42 Gy in the N + CCRT and CCRT
groups, respectively. There was no significant difference
between the two groups in the EBRT and ICBT doses, RT
cycles, or chemotherapy cycles (P>0.05).

Short-term efficacy
The CRR of the N + CCRT group was 86.15% (56/65),

© Annals of Translational Medicine. All rights reserved.

significantly higher than that of the CCRT group [70.91%
(39/55), P=0.040]. The ORR was 92.31% (60/65) vs.
87.27% (48/55) in the two groups, respectively (P=0.360).
The results are shown in Table 3.

Long-term efficacy

The median duration of follow-up for the whole cohort was
37 months (10-51 months). The 1-, 2-, and 3-year follow-
up rates in the N + CCRT group were 100.00%, 100.00%,
and 81.54%, respectively, and were 100.00%, 100.00%, and
89.09%, respectively, in the CCRT group.

The 1-, 2-, and 3-year cumulative survival rates of the
N + CCRT group vs. the CCRT group were 98.46% uvs.
94.55%, 95.38% vs. 87.27%, and 90.50% wvs. 78.18% (log-
rank test), respectively. There was no significant difference
between the two groups (P=0.056).

The 1-, 2-, and 3-year cumulative PFS rates of the two
groups were 89.23% vs. 81.82%, 83.08% vs. 69.09%, and
79.73% vs. 59.69% (log-rank test), respectively, and were
significantly higher in the N + CCRT group than in the
CCRT group (P=0.039). The results are shown in Figure 3.

We also compared patients with 1-, 2-, and 3-year follow-
ups. In the N + CCRT group, the percentage of patients
who survived in the first, second, and third years was 98.46%
(64/65), 95.38% (62/65), and 88.68% (47/53), respectively.
The percentage of patients who were progression-free
in the first, second, and third years was 89.23% (58/65),
83.08% (54/65), and 75.47% (40/53), respectively. In the
CCRT group, the percentage of patients who survived
in the first, second, and third years was 94.55% (52/55),
87.27% (48/55), and 75.51% (37/49), and the percentage

Ann Transl Med 2022;10(24):1322 | https://dx.doi.org/10.21037/atm-22-5739
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Table 3 Short-term efficacy
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Response N + CCRT group (N=65), n (%) CCRT group (N=55), n (%) P value
CR 56 (86.15) 39 (70.91) 0.040
PR 4 (6.15) 9 (16.36) 0.073
ORR 60 (92.31) 48 (87.27) 0.360
SD 0 (0.00) 2 (3.64) 0.121
PD 5(7.69) 5(9.09) 0.782

N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent chemoradiotherapy; CR, complete response; PR, partial response;
ORR, objective response rate (CR + PR); SD, stable disease; PD, progressive disease.
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Figure 3 Kaplan-Meier analysis of the two groups. PFS, progression-free survival; OS, overall survival; N + CCRT, nimotuzumab plus

chemoradiotherapy; CCRT, concurrent chemoradiotherapy.

of patients who were progression-free was 81.82% (45/55),
69.09% (38/55) and 55.10% (27/49), respectively. The
results are shown in Figure 4.

Patients who did not reach the 3-year follow-up were
excluded when calculating the proportions of 3-year overall
and PFS.

AEs

The most common AEs were bone marrow suppression
(95.38% wvs. 92.73%) and nausea (86.15% uvs. 90.91%). No
patient died due to AEs. There was no significant difference

© Annals of Translational Medicine. All rights reserved.

in the incidence of adverse reactions between the two

groups (P>0.05). The AEs are shown in Tible 4.

Discussion

Nowadays, platinum-based CCRT remains the primary
treatment for LACC patients, with paclitaxel and cisplatin
as the most commonly used chemotherapeutic agents.
EBRT is the current standard technique for RT. The
combination of IMRT and ICBT can improve the efficacy
and safety of pelvic RT (13-15). However, it has been
reported that recurrence or metastasis occurs in 35-40%

Ann Transl Med 2022;10(24):1322 | https://dx.doi.org/10.21037/atm-22-5739
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Year 1 Year2  Year3

N+CCRT group 98.46 95.38 88.68
Percent of patients 100.00 100.00 81.54
CCRT group 94.55 87.27 75.51
Percent of patients 100.00 100.00 89.09

89.23 83.08 75.47
100.00 100.00 81.54
81.82 69.09 55.10
100.00 100.00  89.09

Figure 4 Percentages of 1-, 2-, and 3-year overall survival and progression-free survival for patients in the two groups with follow-up

duration. OS, overall survival; PFS, progression-free survival; N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent

chemoradiotherapy.

of LACC patients after chemoradiotherapy, with a 5-year
OS of only 70% (5,16). The current study concluded
that consolidation chemotherapy after CCRT not only
improved PFS and OS in LACC patients (17) but also
increased the incidence of grade 3 and 4 bone marrow
suppression (P<0.05) (18). RTOG 0417 was a clinical
trial of bevacizumab (an anti-angiogenic agent) combined
with CCRT as the primary treatment for LACC patients.
The median follow-up time was 3.8 years. The 3-year OS
was 81.3%, and the 3-year disease-free survival (DFS)
was 68.7%, which was not statistically different from the
outcome data from the RTOG 9001 trial (19,20); Tewari
et al. (21) found that in cervical cancer, a bevacizumab-
containing regimen had a significantly higher risk of
hypertension (25.0% vs. 2.0%, P<0.001), genitourinary
fistula (6.0% vs. 0.0%, P=0.002) and thrombosis (8.0% uvs.
1.0%, P=0.001) than chemotherapy alone. Finding more
effective and safe therapies is the current research direction
for LACC treatment. For example, in immunotherapy and
targeted therapy research, PD-1/PD-L1 immunotherapy in

© Annals of Translational Medicine. All rights reserved.

combination with chemotherapy has shown superiority as a
first- and second-line treatment of recurrent and metastatic
cervical cancer (22-24). A phase 2 clinical study applying the
immune checkpoint inhibitor pembrolizumab combined with
CCRT as the first-line treatment for LACC patients (25) is
ongoing, and the results are awaited with interest.

EGEFR is a transmembrane glycoprotein of the ErbB
family that regulates various cellular functions. EGFR
overexpression is widely found in various malignancies,
including head and neck cancer, breast cancer, and cervical
cancer (26,27), and can accelerate tumor progression
through multiple pathways (28). Nimotuzumab is a
humanized EGFR monoclonal antibody that inhibits the
proliferation of tumor cells and promotes apoptosis by
binding to EGFR. The combination of nimotuzumab and
CCRT can improve short- and long-term efficacy in various
solid tumors, including nasopharyngeal carcinoma, head
and neck squamous, and pancreatic cancer.

Fei et al. (29) found that nimotuzumab plus CCRT for

locally advanced nasopharyngeal carcinoma significantly

Ann Transl Med 2022;10(24):1322 | https://dx.doi.org/10.21037/atm-22-5739
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Table 4 Adverse events in the two groups
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Adverse events N + CCRT group (N=65), n (%) CCRT group (N=55), n (%) P
Fever 5(7.69) 3 (5.45) 0.624
Fatigue 6 (9.23) 6 (10.90) 0.760
Gastrointestinal reactions 0.627
Stage 0 9(13.85) 5(9.09)
Stage 1 21 (32.31) 14 (25.45)
Stage 2 23 (35.38) 24 (43.64)
Stage 3 12 (18.46) 12 (21.82)
Stage 4 0 (0.00) 0 (0.00)
Bone marrow suppression 0.780
Stage 0 3 (4.62) 4(7.27)
Stage 1 9 (13.85) 7 (12.73)
Stage 2 19 (29.23) 16 (29.09)
Stage 3 22 (33.85) 14 (25.45)
Stage 4 12 (18.46) 14 (25.45)
Hemoglobin, mean + SD
Before treatment 117.83+22.76 121.15+19.73 0.400
During treatment 96.17+17.33 95.65+15.33 0.865
After treatment 112.92+15.73 113.27+16.33 0.905
Radiation enteritis 0.735
Stage 0 32 (49.23) 24 (43.64)
Stage 1-2 30 (46.15) 27 (49.09)
Stage 3 3 (4.62) 4(7.27)
Radiation cystitis 0.901
No occurrence 49 (75.38) 42 (76.36)
Occurrence 16 (24.62) 13 (23.64)
Hepatic impairment 8(12.31) 7 (12.73) 0.945

N + CCRT, nimotuzumab plus chemoradiotherapy; CCRT, concurrent chemoradiotherapy; SD, standard deviation.

improved 3-year OS compared with CCRT alone
(98.0% ws. 91.0%, P=0.032). Rodriguez et al. (26) added
nimotuzumab during RT for head and neck squamous
carcinoma and significantly increased the CRR (59.5%
vs. 34.2%, P=0.028). The application of nimotuzumab
in combination with gemcitabine for locally advanced or
metastatic pancreatic cancer significantly improved OS
(10.9 vs. 8.5 months, P=0.025) and PFS (4.2 vs. 3.6 months,
P=0.013), compared with gemcitabine monotherapy (30).
There are still no large-scale clinical studies and few

© Annals of Translational Medicine. All rights reserved.

studies of nimotuzumab in cervical cancer. A randomized
controlled trial compared the efficacy and safety of
nimotuzumab plus CCRT vs. CCRT alone in LACC
patients. The experimental group exhibited a significantly
higher ORR (87.0% vs. 67.4%, P=0.045) and 3-year PFS
(73.9% wvs. 50.0%, P=0.042). No significant increase was
observed in AEs (31). Also, Chen ez a/. (10) retrospectively
analyzed the case data of LACC patients treated with the
same therapy. The result showed that the CRR (78.3%
vs. 50.0%, P=0.035) and median PFS (not reached vs.

Ann Transl Med 2022;10(24):1322 | https://dx.doi.org/10.21037/atm-22-5739
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27 months, P=0.037) were higher in patients treated with
nimotuzumab plus CCRT. Nimotuzumab-related AEs
mainly included mild fever, chills, gastrointestinal reactions,
decreased blood pressure, fatigue, headache, anemia, and
rash, but the incidence was low.

In our study, the CRR was significantly higher in LACC
patients who received nimotuzumab plus CCRT than those
who received CCRT alone (P=0.040). The PFS difference
was also statistically significant (P=0.039). For short-term
efficacy, ORR in the N + CCRT group was similar to that
in the CCRT group, but the CRR was significantly higher,
suggesting that the combination of nimotuzumab and
CCRT may lead to a shift in efficacy from partial response
(PR) to CR. Although we observed a high ORR in both
groups, there was no statistical difference. The most likely
reason was the small sample size (120 cases). For long-term
efficacy, neither PFS nor OS was reached. The 3-year PFS
of the N + CCRT group was significantly higher than the
CCRT group (P=0.039). The 3-year OS was higher in the
N + CCRT group but was not statistically different from the
CCRT group (P>0.05). Moreover, patients who reached the
3-year follow-up had an increasing progression-free trend in
the N + CCRT group. These results indicated that adding
nimotuzumab to CCRT potentially increased the PFS and
OS. Further follow-up should be conducted to observe the
long-term benefit for LACC patients. Nimotuzumab-related
AEs mainly included fever and fatigue, with comparable
rates in the two groups. Nimotuzumab combined with
CCRT did not increase the adverse reactions of patients.

Our study had three main limitations: (I) it was a single-
center retrospective study; (II) the study cohort was small;
and (III) there was insufficient follow-up time to assess
long-term efficacy. A prospective study with a larger sample
size focusing on the long-term outcomes of LACC patients
is needed.

Conclusions

Nimotuzumab combined with CCRT is well tolerated and
effective in treating LACC and demonstrates higher CR
and PFS rates than CCRT alone.
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