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Patients with unresectable metastatic colorectal cancer live for a median of three years when treated with
standard therapies. While the evidence guiding cancer-directed treatment of this disease comes from phase III
trials that have mostly enrolled patients with good performance status, some patients present with poor clinical
conditions. The best treatment for these patients remains to be determined. We performed a systematic review
of the treatment outcomes of patients with metastatic colorectal cancer and poor performance status, defined
as Eastern Cooperative Oncology Group performance status X2. Eligible articles were prospective or retro-
spective studies or case reports published in English, Portuguese or Spanish. We searched PubMed, EMBASE,
LILACS and the Cochrane Library from onset until October 2017 using specific keywords for each search.
We found a total of 18 publications, mostly case reports and retrospective studies (14 articles). One was an
uncontrolled prospective trial, two were observational studies and one was an individual patient meta-analysis.
Although some studies suggested benefits in terms of symptomatic response with standard chemotherapy, with
good safety profiles when dose-reduced regimens were administered, a true survival gain could not be demon-
strated. The scientific evidence for treating metastatic colorectal cancer patients with poor performance status
is scarce, and more studies evaluating treatment for this population are necessary since this condition is not
uncommon in clinical practice, particularly in the public healthcare system and developing countries and among
destitute populations.
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’ INTRODUCTION

Nearly 50% of patients with colorectal cancer have meta-
static or nonoperable disease at the time of diagnosis or
will develop metastasis or a local recurrence in the following
months to years (1). For patients with unresectable metastatic
disease, the prognosis is bleak, with 5-year survival rates of
5% or less (2). Chemotherapy prolongs progression-free sur-
vival (PFS) and overall survival (OS) compared with best
supportive care (BSC) alone (3) or polychemotherapy, specifi-
cally with FOLFOX (leucovorin + 5-fluorouracil (5-FU) +
oxaliplatin) and FOLFIRI (leucovorin + 5-FU + irinotecan)
regimens, increases the response rate compared with

fluoropyrimidine monotherapy, and has become the stan-
dard first-line therapy for this disease. Bevacizumab (BEV)
and anti-epidermal growth factor receptor (EGFR) mono-
clonal antibodies have also added survival benefits to chemo-
therapy alone; the latter is specifically useful in patients
whose tumors are RAS wild-type. Currently, the median
survival of patients with metastatic colorectal cancer (mCRC)
can reach 30 months (4). However, the clinical benefits of
various treatments are established in clinical trials that enroll
highly selected patients with good performance status (PS),
which is often measured using the Eastern Cooperative Oncology
Group (ECOG) classification. Most patients included in mCRC
trials present with ECOG PS 0-1, and only a minimal per-
centage of those with poor ECOG PS are enrolled. Therefore,
there are scarce data to evaluate whether the benefits
observed in clinical trials also apply to patients with poor PS.
For example, in the landmark FOCUS trial, less than 10% of
patients had ECOG PS 2 (5).
Given the lack of robust evidence to guide treatment

decisions for mCRC patients with poor ECOG PS, an indi-
vidual patient data meta-analysis of randomized trials evalu-
ated the outcomes of systemic chemotherapy in patients with
ECOG PS 2, which represented 8% of the total sample (6).
Patients with ECOG PS 2 experienced a doubled risk ofDOI: 10.6061/clinics/2018/e542s
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grade 3/4 treatment-related toxicities and significantly worse
outcomes, such as 60-day mortality rate (12% vs. 2.8%), lower
response rates (43.8% vs. 32.0%), shorter median PFS (7.6 vs.
4.9 months) and shorter median OS (17.3 vs. 8.5 months) than
those with ECOG PS 0-1. However, patients with even worse
clinical conditions, such as those with ECOG PS 3-4 have not
been represented at all in clinical trials. The results from a
retrospective study performed by our group suggested that
palliative chemotherapy might benefit mCRC patients with
ECOG PS 3-4, as they experienced a low rate of serious
adverse events and lived longer than those treated with BSC
exclusively (7). However, those findings may reflect selection
bias.
Therefore, we have performed a systematic review to

assess the evidence for the treatment of mCRC patients with
ECOG PS X2.

’ MATERIALS AND METHODS

This was a systematic review of studies that evaluated the
treatment outcomes of mCRC patients with poor ECOG/PS
X2. Eligible publications were clinical trials, prospective or retro-
spective cohort studies, case-control studies, case reports or
population-based studies and pooled analyses. We excluded
editorials, commentaries, convention abstracts, literature reviews
and articles written in other languages other than English,
Portuguese or Spanish.
The PubMed, Embase, Cochrane Library and LILACS

databases were searched using the following search terms:
(1) (‘‘Colorectal Neoplasms’’ [Mesh]) AND ((performance
[Title] AND status[Title]) OR ECOG[Title]) in PubMed;
(2) (‘colorectal cancer’/exp OR ‘colorectal neoplasms’) AND

(‘chemotherapy’/exp OR chemotherapy) AND ‘poor per-
formance’ in Embase (ScienceDirect); (3) (tw:(‘‘colorectal
cancer’’)) AND (tw:(‘‘poor performance’’)) AND (tw:(chemo-
therapy)) in LILACS; and (4) ‘‘colorectal neoplasms’’ in the
Cochrane Library. All searches were conducted from the
inception of each database until October 31st, 2017. Addi-
tionally, the reference lists of all the retrieved articles were
reviewed to identify additional eligible studies. This strategy
was used because, after testing several combinations of key
words, this was the search that retrieved the largest number
of studies.

It was initially planned to have a third researcher inde-
pendently extract the data from the studies. However, after
selecting the eligible studies, the data were very hetero-
geneous, and the number of articles was quite small; thus,
two investigators evaluated each article and discussed the
contents, one investigator extracted the data, and then both
discussed and revised all the data. For each eligible paper,
the investigators collected information about study design,
characteristics of the study population, type of cancer-directed
therapy and percentage of poor PS patients and treatment
outcomes, such as OS and treatment-related adverse events.

’ RESULTS

Our initial search revealed 248 articles including 39 from
PubMed, 95 from EMBASE, 60 from LILACS and 54 from the
Cochrane Library, but only 18 were eligible. The number of
studies evaluated and the sequential selection are presented
in detail in Figure 1.

Of the selected articles, 11 were retrospective studies (61%),
two were case series, two were uncontrolled prospective

Figure 1 - Flow chart of the search strategy and eligible articles.
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trials, two were observational studies and one was an indi-
vidual patient meta-analysis. Table 1 summarizes the char-
acteristics of the included studies.
Below we present the studies according to type of setting

and population, as we tried to group the available evidence
in a didactic form.

Bevacizumab and anti-EGFR monoclonal antibodies
A case series of eight patients, most with ECOG PS 2

and one with ECOG PS 3, suggested that a combination of
FOLFOX plus cetuximab for patients with RAS wild-type
tumors who needed tumor shrinkage to alleviate symptoms
related to extensive metastatic disease had clinical benefits.
Improvement in ECOG PS, reduced jaundice and ascites, pain
relief, resolution of intestinal obstruction and/or objective
radiological response occurred in 75% of patients. Their median
survival was 5.2 months (range, 2.5-14+ months) (8).
A retrospective study including 20.1% mCRC patients

with ECOG PSX 2, showed that patients with poorer PS and
comorbidities were significantly more likely than those with
better PS to have their tumors tested for RAS status at diagnosis
in an attempt to induce tumor response with anti-EGFR
monoclonal antibodies (until 60 days after diagnosis) (9).
On the other hand, poor PS was one of the most common
reasons for patients with KRAS wild-type tumors not to be
treated with anti-EGFR antibodies (10).
Jehn et al. (11) performed a retrospective trial to investigate

the combination of irinotecan plus cetuximab in 497 irinotecan-
pretreated patients with KRAS wild-type tumors, of whom
22.9% had ECOG PS X2. A multivariate analysis evaluating
the prognostic influence of age, PS, gender, age at diagnosis,
primary location of mCRC, Charlson Comorbidity Index and
skin toxicity showed that ECOG PS had a negative impact on
PFS (hazard ratio (HR) = 0.61; 95% confidence interval (CI),
0.41–0.89; P = 0.01).
In a prospective phase II study of the combination of

capecitabine + BEV, in which 62% of a total of 45 mCRC
patients had ECOG X2, the overall median PFS was 6.87
months (95% CI, 5.1-11.5 months), the overall objective response
rate (ORR) was 35%, and the median OS was 12.7 months
(95% CI, 6.9-28.2 months); the most frequent grade 3/4 toxi-
cities were diarrhea, fatigue and hand-foot syndrome (12).
Grande et al. (13) performed a retrospective study involv-

ing older and/or frail patients and showed that of 78% those
who received first-line chemotherapy (31% received isolated
5-FU, 29% received oxaliplatin-based treatment, 35% received
an irinotecan-based regimen, and 5% received other chemo-
therapy regimens), 14.6% presented with ECOG PS X2.
Among them, those treated with chemotherapy experienced
a longer 2-year OS rate (12.8% vs. 8.1%, P o 0.0001) than
those treated with supportive care alone.

First-line chemotherapy
A pooled analysis of nine clinical trials (including various

chemotherapy regimens) with a total of 6,286 mCRC patients
treated with first-line chemotherapy was performed of a
subgroup of 509 (8%) patients with ECOG PS X2. For this
subset, the analysis demonstrated that polychemotherapy
led to improved outcomes compared with those of mono-
therapy in terms of PFS (HR = 0.78 for combination vs.
monotherapy; 95% CI, 0.62 to 0.98; P = 0.0001), OS (HR =
0.79; 95% CI, 0.62 to 0.99; P = 0.04) and increased the
likelihood of objective response (odds ratio (OR) = 2.85; 95%

CI, 1.61 to 5.02; P = 0.0003). Patients with poor PS experi-
enced lower response rates (OR = 0.61; P = 0.0001; 43.8% vs.
32%), shorter median PFS (HR = 1.52; P = 0.0001; median
PFS, 7.6 vs. 4.9 months), and poorer OS (HR = 2.18; P =
0.0001; median OS, 17.3 vs. 8.5 months) than those with
ECOG PS 0-1 and had an increased risk of grade 3 and 4
toxicities, particularly nausea (8.5% vs. 16.4%, P = 0.0001)
and vomiting (7.6% vs. 11.9%, P = 0.006). Patients with
ECOG PS 3-4 were not represented (6).

In a retrospective analysis of gastrointestinal cancer patients
with poor PS (32 [27%] were mCRC patients) treated with
different chemotherapy regimens, Shitara et al. (14) showed
that the proportion of patients who experienced treatment-
related mortality was low (0.8%). Despite their deteriorated
health conditions, 10 (31.2%) mCRC patients had radio-
logical and/or biochemical response (decrease in carcino-
embryonic antigen (CEA) or carbohydrate antigen 19-9 (Ca19.9)
levels X 25% of baseline levels after 4 weeks of treatment)
and/or clinical benefit defined by improvement in ECOG PS.
For all responders (N = 78), they found a survival benefit
compared with patients without tumor response (median
OS, 6 vs. 2.2 months, P o 0.001).

Crosara et al. (7) performed a retrospective study of 140
patients with ECOG PS X 2 (58.3% of the total sample) and
found a median OS of 18.4 months for patients with ECOG
PS 0-1, 10.8 months for those with ECOG PS 2 and 6.8 months
for those with ECOG PS 3-4; all patients were treated
with first-line oxaliplatin and/or 5-FU regimens. Although
the findings were not statistically significant, this study still
suggested that patients with ECOG PS 3-4 treated with
chemotherapy presented prolonged median OS compared
with those treated with BSC alone (6.8 vs. 2.3 months, res-
pectively). They did not find differences in term of toxicities
between the ECOG PS 3-4 group treated with chemother-
apy vs. those who received BSC exclusively, but 40% of
patients with ECOG PS 3-4 initially received dose-reduced
chemotherapy.

A prospective observational trial analyzed the outcomes of
mCRC patients who were included in clinical trials vs. those
who were not, and 17% of the patients who were not
included in clinical trials had poor PS. Of all patients, 36%
were included in a clinical trial, and 32% received BSC alone;
the most common reason for this treatment option was poor
PS in 54% of patients, the presence of comorbidities in 14%,
declination of treatment in 13%, very old age in 13% and
other causes in 6%. Clinical trial patients presented pro-
longed OS (21.3 months) compared with patients treated
with combination chemotherapy outside of a clinical trial
(OS = 15.2 months) (15).

In a multivariate analysis performed as part of a retro-
spective study by Massacesi et al. (16), ECOG PS X 2 (8.1%
of the sample) was associated with short-term survival
(defined as p 6 months) and initial progression after first-
line 5-FU-based chemotherapy regimens (OR = 3.42; 95% CI,
1.48-7.89; P = 0.015.

Second- and subsequent-line therapy
Sørbye et al. (17) followed 112 patients after initial treat-

ment with oxaliplatin-based regimens and observed that 47%
of them did not receive second-line treatment with irinotecan-
based chemotherapy. The main cause of this lack of second-
line treatment was poor PS as defined by ECOG PS 2-4 in
59% of patients, which led to a median OS after first-line
progression of 1.7 months.
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In a retrospective trial involving 140 mCRC patients with
ECOG X2 conducted by our group, thirty-seven (35%)
received subsequent lines of chemotherapy, mostly based
on irinotecan and fluoropyrimidine, suggesting that some
patients derived sufficient benefit from first-line chemother-
apy to be well enough to receive subsequent lines of treat-
ment. Unfortunately, we were unable to evaluate the benefits
of targeted anti-EGFR agents, which are reserved as a third-
line treatment as per institutional protocol, because few
patients with ECOG PS 3-4 lived long enough to receive
third-line treatment (7).
A prospective trial conducted in two Spanish centers included

patients with poor PS and tumors that were primarily resis-
tant to 5-FU who received weekly second-line irinotecan.
Considering the 26 mCRC patients with ECOG PS X 2
(76.5% of the sample), 20.6% (95% CI, 6.3-34.9%) experienced
tumor response, and 38.2% of patients had stable disease.
The median OS was 8.3 months (95% CI, 1.7-1.69), and the
most frequent grade 3/4 toxicities were neutropenia in 11
patients (32.4%) and diarrhea in 10 patients (29.4%) (18).
In another retrospective study of 25 patients, 8% had

ECOG PS X 2. Investigators evaluated the efficacy of IROX
(irinotecan + oxaliplatin) in pretreated mCRC patients
(median of 3 previous treatments [range, 2 to 7]), demon-
strating an overall median OS of 7 months (95% CI, 6.2-7.8
months) and a disease control rate of 32%, without dif-
ferentiating between patients with good vs. poor PS (19).
A case series including 4 patients (25%) with ECOG PS X

2 treated with second-line irinotecan monotherapy demon-
strated an overall partial response in 20% of patients and
stable disease in 46.6%; 25% died within 30 days of begin-
ning treatment (20).

Hospitalized patients
In a retrospective trial of 199 inpatients with advanced

incurable cancers of whom 18 (9%) had mCRC, palliative
chemotherapy was administered in all the included patients,
and 77% had improved symptoms and were discharged
from hospital; 72% even received further chemotherapy, but
their median survival was 4.5 months. This study did not
present the results separately for mCRC patients (21).

’ DISCUSSION

Even though some patients with mCRC present with a
deteriorated PS in clinical practice, the best treatment for
these patients remains unknown. In a previous retrospective
study performed by our group, 27% of mCRC patients treated
in a large public cancer center had ECOG PS 3-4 at the time
the first-line treatment decision was made (7). Here, we
present our findings of a systematic review of the litera-
ture to answer the pragmatic clinical question of how to treat
these patients with poor PS. Despite the relevance of this
topic, only a few studies, with most being retrospective
cohort studies or case series, have evaluated the treatment
outcomes of mCRC patients with poor ECOG PS. However,
some studies have suggested treatment-associated benefits,
such as radiological and/or symptomatic improvement,
prolonged OS and low risk of grade 3/4 toxicities with
dose-reduced therapies.
In 2012, the American Society of Clinical Oncology pub-

lished their top five recommendations to improve cancer care
and reduce costs, the first being ‘‘Do not use cancer-directed
therapy for patients with solid tumors who have the following

characteristics: low performance status (3 or 4), no benefit from
prior evidence-based interventions, not eligible for a clinical
trial, and with no strong evidence supporting the clinical
value of further anticancer treatment’’ (22). However, we
think the ECOG PS is a somewhat unrefined classification as
it does not reflect the subtle aspects of clinical evaluation. For
example, some patients without (or with a few) comorbid
illnesses may have ECOG PS 3 or 4 that is exclusively
induced by metastatic disease. In this scenario, tumor shrink-
age may improve symptoms, for example, in patients with
extensive bone metastases and/or medullary compression
from a chemosensitive tumor. In this situation, oncologists
must decide to either follow the evidence and/or expert
guidelines that recommend BSC alone or risk treating patients
without knowing the likelihood of treatment benefits. Addi-
tionally, patients may have poor PS due to chronic physical
limitations or disabilities that do not necessarily pose risks to
clinical trial participation, such as stable neurological sequelae
from polio or stroke. Certainly, the treatment outcomes vary
considerably in patients who are frail due oncologic disease
vs. those who are frail because of comorbidities, severe organ
dysfunction or advanced age, even though all these clinical
conditions imply poor ECOG PS. Indeed, some studies
included in this systematic review reported tumor shrinkage
and even improvement in cancer-associated symptoms with
standard chemotherapy. Therefore, we strongly advocate
that the ECOG PS scale alone should not be used exclusively
to guide treatment decisions. In these situations, other scales
can help to make treatment decisions, such as the Edmonton
Symptom Assessment System (ESAS) (23), which sum-
marizes symptom burden, the Palliative Performance Scale
(24), the prognostic Charlson Comorbidity Index (25), and
scales that predict the probability of severe toxicities due to
chemotherapy. (21,26) Last but not least, clinical judgment
should prevail when the scientific evidence is lacking.
Even though combination chemotherapy improves response

rates and, in some cases, disease-related symptoms com-
pared with monochemotherapy in mCRC patients, those
with poor PS have not been included in trials evaluating the
combination of fluoropyrimidine with either oxaliplatin or
irinotecan (27-31), and patients with ECOG PS X 3 are
systematically excluded from the main second- and third-
line trials for CRC treatment (19,32-39). We have data from
patients with good PS that shows that de-escalation of chemo-
therapy (40) or even complete cessation of chemotherapy
does not compromise OS, while it preserves quality of
life (41). Additionally, the safety and benefits from adding
BEV or anti-EGFR agents to standard chemotherapy in
patients with poor ECOG PS are unknown because few
patients with ECOG PS 2 and none with an ECOG PS 3-4
have been enrolled in phase III trials with these anticancer
agents. Due to the paucity of evidence-based information
to guide treatments for patients with poor PS, community
oncologists make decisions based on clinical experience or
intuition. Although reduction in dose intensity of treatment
is a common alternative in clinical practice when dealing
with frail patients, there are no data to demonstrate that
reduced doses provide the same benefit as full dose regi-
mens. Some authors have suggested that in the frailest
patients, a lower dose of chemotherapy should be con-
sidered for the first cycle, and if this is well tolerated, a
subsequent dose escalation may be tested (12). In our
institutional retrospective study, patients with poor PS
did not develop significantly more grade 3/4 toxicities
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probably because most of them were managed with initial
dose reduction (7).
Additionally, because only 2-4% of patients with meta-

static neoplasia are enrolled in clinical trials, which is much
lower than the recommended rate of 10-15% (15), the over-
whelming scientific evidence does not reflect the realities
experienced by community oncologists. In that sense, trials
that include relevant subsets of the cancer population must
be conducted, e.g., trials including patients with poor PS,
elderly, HIV-positive individuals, and those with chronic
kidney disease. In developing countries and in poor popu-
lations, the external validity of clinical trials may be even more
problematic because late diagnosis and precarious access to a
healthcare system often leads to patients presenting with more
advanced disease, ultimately culminating in more patients with
compromised PS at the time of presentation.
Forty percent of elderly patients with newly diagnosed

colorectal cancer present with poor PS due to cancer compli-
cations or comorbidities (42). Consequently, data from studies
with elderly patients are often extrapolated to nonelderly
frail patients (ECOG PS X 2) (12). Several studies involv-
ing elderly mCRC patients have demonstrated that fluoro-
pyrimidine (5-FU or capecitabine) used in isolation or in
combination with BEV provides prolonged median PFS,
encouraging response rates and acceptable toxicities (12,43,44).
While these findings provide the rationale for treating fragile
patients with ‘‘more gentle’’ regimens, they should not be used
alone to guide therapy in mCRC patients with poor ECOG PS.
Another important aspect that should be considered when

deciding treatment strategies for mCRC patients with poor
PS is the efficacy of the available therapies. While there is the
generally accepted concept that performing chemotherapy
during the last 30 days of a patient’s life is not a good clinical
practice (45), tumor subtype and chemosensitivity certainly
influence patient outcomes and the indications for treatment.
For example, a retrospective study showed that inpatients
with clinical stage III ovarian cancer treated with platinum-
based chemotherapy achieved median survival of 21 months
(46). Additionally, with the modernization of cancer thera-
pies and new drugs that lead to high response and low toxi-
city rates, oncologists should better evaluate the risk-benefit
ratio of treating patients with poor PS, such as those whose
tumors have DNA mismatch repair-deficient (dMMR)/
microsatellite instability-high (MSI-H) and are very likely to
benefit from immunotherapy (47,48).
A major limitation of the ability our systematic review

to reach a conclusion on this topic was the small number
of studies included and their limited quality. Additionally,
because poor PS is sometimes evaluated as a secondary or
even exploratory endpoints, we may have missed some
studies in our search. Searching for Portuguese, English and
Spanish articles may have led us to miss data from studies
from developing countries where patients have limited
access to healthcare and probably a high number of fragile
patients are treated. Nevertheless, given the clear lack of
research on mCRC patients with poor PS, we do not think
that the inclusion of any unintentionally missed studies
would have changed the overall picture of our systematic
review.
In this systematic review we show that there are very few

studies involving mCRC patients with poor PS, principally
those with ECOG PS 3-4, which implies that these patients
are systematically excluded from clinical trials. While some
studies have suggested benefits in terms of symptomatic

responses with standard chemotherapy, a true survival gain
could not be demonstrated. Larger prospective epidemiolo-
gical database studies are needed to elucidate whether and
which patients with poor PS can benefit from treatment with
palliative chemotherapy or from new targeted therapies and
immunotherapy. Regarding clinical trials, we advocate that
more flexible eligibility criteria be used and at least a limited
number of patients with poor PS, especially those with poor
ECOG PS and good organ function but with symptomatic
burden, be included. Following the same logic, studies should
separately analyze impaired PS due to active comorbidities, the
sequelae of previous but stable disease and organ failure due to
oncological disease.

’ AUTHOR CONTRIBUTIONS

RP Riechelmann: concept and design, data selection, data interpretation,
manuscript writing and final approval. Rocha L: data selection, data collec-
tion, data interpretation, manuscript writing and final approval.

’ REFERENCES

1. Piedbois P, Rougier P, Buyse M, Pignon J, Ryan L, Hansen R, et al. Efficacy
of intravenous continuous infusion of fluorouracil compared with bolus
administration in advanced colorectal cancer. J Clin Oncol. 1998;16(1):301-8,
http://dx.doi.org/10.1200/JCO.1998.16.1.301.

2. Hoff PM, Ansari R, Batist G, Cox J, Kocha W, Kuperminc M, et al.
Comparison of oral capecitabine versus intravenous fluorouracil plus
leucovorin as first-line treatment in 605 patients with metastatic colorectal
cancer: results of a randomized phase III study. J Clin Oncol. 2001;19(8):
2282-92, http://dx.doi.org/10.1200/JCO.2001.19.8.2282.

3. Simmonds PC. Palliative chemotherapy for advanced colorectal cancer:
systematic review and meta-analysis. Colorectal Cancer Collaborative
Group. BMJ. 2000;321(7260):531-5, http://dx.doi.org/10.1136/bmj.321.7260.531.

4. Venook AP, Niedzwiecki D, Lenz HJ, Innocenti F, Fruth B, Meyerhardt JA,
et al. Effect of First-Line Chemotherapy Combined With Cetuximab or
Bevacizumab on Overall Survival in Patients With KRAS Wild-Type
Advanced or Metastatic Colorectal Cancer: A Randomized Clinical Trial.
JAMA. 2017;317(23):2392-401, http://dx.doi.org/10.1001/jama.2017.7105.

5. Seymour MT, Maughan TS, Ledermann JA, Topham C, James R, Gwyther
SJ, et al. Different strategies of sequential and combination chemotherapy
for patients with poor prognosis advanced colorectal cancer (MRC FOCUS):
a randomised controlled trial. Lancet. 2007;370(9582):143-52, http://dx.doi.
org/10.1016/S0140-6736(07)61087-3.

6. Sargent DJ, Köhne CH, Sanoff HK, Bot BM, Seymour MT, de Gramont A,
et al. Pooled safety and efficacy analysis examining the effect of perfor-
mance status on outcomes in nine first-line treatment trials using indivi-
dual data from patients with metastatic colorectal cancer. J Clin Oncol.
2009;27(12):1948-55, http://dx.doi.org/10.1200/JCO.2008.20.2879.

7. Crosara Teixeira M, Marques DF, Ferrari AC, Alves MF, Alex AK, Sabbaga
J, et al. The effects of palliative chemotherapy in metastatic colorectal
cancer patients with an ECOG performance status of 3 and 4. Clin Colo-
rectal Cancer. 2015;14(1):52-7, http://dx.doi.org/10.1016/j.clcc.2014.09.010.

8. Shitara K, Yokota T, Takahari D, Shibata T, Sato Y, Tajika M, et al.
Cetuximab plus FOLFOX for Patients with Metastatic Colorectal Cancer
with Poor Performance Status and/or Severe Tumor-Related Complica-
tions. Case Rep Oncol. 2010;3(2):282-6, http://dx.doi.org/10.1159/0003
19474.

9. Carter GC, Landsman-Blumberg PB, Johnson BH, Juneau P, Nicol SJ, Li L,
et al. KRAS testing of patients with metastatic colorectal cancer in a
community-based oncology setting: a retrospective database analysis.
J Exp Clin Cancer Res. 2015;34:29, http://dx.doi.org/10.1186/s13046-015-
0146-5.

10. Ho MY, Renouf DJ, Cheung WY, Lim HJ, Speers CH, Zhou C, et al.
Patterns of practice with third-line anti-EGFR antibody for metastatic
colorectal cancer. Curr Oncol. 2016;23(5):329-33, http://dx.doi.org/10.3747/
co.23.3030.

11. Jehn CF, Böning L, Kröning H, Pezzutto A, Lüftner D. Influence of
comorbidity, age and performance status on treatment efficacy and safety
of cetuximab plus irinotecan in irinotecan-refractory elderly patients with
metastatic colorectal cancer. Eur J Cancer. 2014;50(7):1269-75, http://dx.
doi.org/10.1016/j.ejca.2014.01.005.

12. Naeim A, Ward PR, Wang HJ, Dichmann R, Liem AK, Chan D, et al. A
phase II trial of frontline capecitabine and bevacizumab in poor perfor-
mance status and/or elderly patients with metastatic colorectal cancer.
J Geriatr Oncol. 2013;4(4):302-9, http://dx.doi.org/10.1016/j.jgo.2013.
05.001.

6

Poor performance mCRC treatment
da Silva Rocha LS and Riechelmann RP

CLINICS 2018;73(suppl 1):e542s

http://dx.doi.org/10.1200/JCO.1998.16.1.301
http://dx.doi.org/10.1200/JCO.2001.19.8.2282
http://dx.doi.org/10.1136/bmj.321.7260.531
http://dx.doi.org/10.1001/jama.2017.7105
http://dx.doi.org/10.1016/S0140-6736(07)61087-3
http://dx.doi.org/10.1016/S0140-6736(07)61087-3
http://dx.doi.org/10.1200/JCO.2008.20.2879
http://dx.doi.org/10.1016/j.clcc.2014.09.010
http://dx.doi.org/10.1159/000319474
http://dx.doi.org/10.1159/000319474
http://dx.doi.org/10.1186/s13046-015-0146-5
http://dx.doi.org/10.1186/s13046-015-0146-5
http://dx.doi.org/10.3747/co.23.3030
http://dx.doi.org/10.3747/co.23.3030
http://dx.doi.org/10.1016/j.ejca.2014.01.005
http://dx.doi.org/10.1016/j.ejca.2014.01.005
http://dx.doi.org/10.1016/j.jgo.2013.05.001
http://dx.doi.org/10.1016/j.jgo.2013.05.001


13. Grande R, Natoli C, Ciancola F, Gemma D, Pellegrino A, Pavese I, et al.
Treatment of Metastatic Colorectal Cancer Patients X75 Years Old in
Clinical Practice: A Multicenter Analysis. PLoS One. 2016;11(7):e0157751,
http://dx.doi.org/10.1371/journal.pone.0157751.

14. Shitara K, Munakata M, Kasai M, Muto O, Sakata Y. Prolongation of
survival and improvement in performance status following palliative
chemotherapy in gastrointestinal cancer patients with a poor performance
status. Oncology. 2008;74(3-4):135-42, http://dx.doi.org/10.1159/0001
51360.

15. Sorbye H, Pfeiffer P, Cavalli-Björkman N, Qvortrup C, Holsen MH,
Wentzel-Larsen T, et al. Clinical trial enrollment, patient characteristics,
and survival differences in prospectively registered metastatic colorectal
cancer patients. Cancer. 2009;115(20):4679-87, http://dx.doi.org/10.1002/
cncr.24527.

16. Massacesi C, Pistilli B, Valeri M, Lippe P, Rocchi MB, Cellerino R, et al.
Predictors of short-term survival and progression to chemotherapy in
patients with advanced colorectal cancer treated with 5-fluorouracil-based
regimens. Am J Clin Oncol. 2002;25(2):140-8, http://dx.doi.org/10.1097/
00000421-200204000-00008.

17. Sørbye H, Berglund A, Tveit KM, Ogreid D, Wanderås EH, Wentzel-
Larsen T, et al. Secondary treatment and predictive factors for second-line
chemotherapy after first-line oxaliplatin-based therapy in metastatic col-
orectal cancer. Acta Oncol. 2007;46(7):982-8, http://dx.doi.org/10.1080/
02841860701261568.

18. Benavides M, García-Alfonso P, Cobo M, Muñoz-Martín A, Gil-Calle S,
Carabantes F, et al. Weekly irinotecan (CPT-11) in 5-FU heavily pretreated
and poor-performance-status patients with advanced colorectal cancer.
Med Oncol. 2004;21(3):255-62, http://dx.doi.org/10.1385/MO:21:3:255.

19. Sgouros J, Aravantinos G, Dragasis S, Koutsounas K, Antoniou G, Bele-
chri M, et al. Reintroduction of irinotecan and oxaliplatin as a combina-
tion (IROX regimen) in heavily pretreated colorectal cancer patients - A
single-center experience. Forum Clin Oncol. 2013; 4(3):13-18.

20. Nikolic-Tomasevic Z, Jelic S, Popov I, Radosavljevic D. Colorectal cancer:
dilemmas regarding patient selection and toxicity prediction. J Chemother.
2000;12(3):244-51, http://dx.doi.org/10.1179/joc.2000.12.3.244.

21. Wheatley-Price P, Ali M, Balchin K, Spencer J, Fitzgibbon E, Cripps C. The
role of palliative chemotherapy in hospitalized patients. Curr Oncol.
2014;21(4):187-92, http://dx.doi.org/10.3747/co.21.1989.

22. Schnipper LE, Smith TJ, Raghavan D, Blayney DW, Ganz PA, Mulvey TM,
et al. American Society of Clinical Oncology identifies five key opportu-
nities to improve care and reduce costs: the top five list for oncology.
J Clin Oncol. 2012;30(14):1715-24, http://dx.doi.org/10.1200/JCO.2012.
42.8375.

23. Chang VT, Hwang SS, Feuerman M. Validation of the Edmonton Symp-
tom Assessment Scale. Cancer. 2000;88(9):2164-71, http://dx.doi.org/
10.1002/(SICI)1097-0142(20000501)88:9o2164::AID-CNCR2443.0.CO;2-5.

24. Anderson F, Downing GM, Hill J, Casorso L, Lerch N. Palliative perfor-
mance scale (PPS): a new tool. J Palliat Care. 1996;12(1):5-11.

25. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of
classifying prognostic comorbidity in longitudinal studies: development
and validation. J Chronic Dis. 1987;40(5):373-83, http://dx.doi.org/10.1016/
0021-9681(87)90171-8.

26. Köhne CH, Folprecht G, Goldberg RM, Mitry E, Rougier P. Chemotherapy
in elderly patients with colorectal cancer. Oncologist. 2008;13(4):390-402,
http://dx.doi.org/10.1634/theoncologist.2007-0043.

27. Loupakis F, Cremolini C, Masi G, Lonardi S, Zagonel V, Salvatore L, et al.
Initial therapy with FOLFOXIRI and bevacizumab for metastatic colorectal
cancer. N Engl J Med. 2014;371(17):1609-18, http://dx.doi.org/10.1056/
NEJMoa1403108.

28. Falcone A, Ricci S, Brunetti I, Pfanner E, Allegrini G, Barbara C, et al.
Phase III trial of infusional fluorouracil, leucovorin, oxaliplatin, and irino-
tecan (FOLFOXIRI) compared with infusional fluorouracil, leucovorin,
and irinotecan (FOLFIRI) as first-line treatment for metastatic colorectal
cancer: the Gruppo Oncologico Nord Ovest. J Clin Oncol. 2007;25(13):
1670-6, http://dx.doi.org/10.1200/JCO.2006.09.0928.

29. Douillard JY, Cunningham D, Roth AD, Navarro M, James RD, Karasek P,
et al. Irinotecan combined with fluorouracil compared with fluorouracil
alone as first-line treatment for metastatic colorectal cancer: a multi-
centre randomised trial. Lancet. 2000;355(9209):1041-7, http://dx.doi.org/
10.1016/S0140-6736(00)02034-1.

30. Tournigand C, André T, Achille E, Lledo G, Flesh M, Mery-Mignard D,
et al. FOLFIRI followed by FOLFOX6 or the reverse sequence in advanced
colorectal cancer: a randomized GERCOR study. J Clin Oncol. 2004;22(2):
229-37, http://dx.doi.org/10.1200/JCO.2004.05.113.

31. de Gramont A, Figer A, Seymour M, Homerin M, Hmissi A, Cassidy J,
et al. Leucovorin and fluorouracil with or without oxaliplatin as first-line
treatment in advanced colorectal cancer. J Clin Oncol. 2000;18(16):2938-47,
http://dx.doi.org/10.1200/JCO.2000.18.16.2938.

32. Cunningham D, Pyrhönen S, James RD, Punt CJ, Hickish TF, Heikkila R,
et al. Randomised trial of irinotecan plus supportive care versus sup-
portive care alone after fluorouracil failure for patients with metastatic
colorectal cancer. Lancet. 1998;352(9138):1413-8, http://dx.doi.org/10.1016/
S0140-6736(98)02309-5.

33. Giantonio BJ, Catalano PJ, Meropol NJ, O’Dwyer PJ, Mitchell EP, Alberts
SR, et al. Bevacizumab in combination with oxaliplatin, fluorouracil, and
leucovorin (FOLFOX4) for previously treated metastatic colorectal cancer:
results from the Eastern Cooperative Oncology Group Study E3200. J Clin
Oncol. 2007;25(12):1539-44, http://dx.doi.org/10.1200/JCO.2006.09.6305.

34. Bennouna J, Sastre J, Arnold D, Österlund P, Greil R, Van Cutsem E, et al.
Continuation of bevacizumab after first progression in metastatic color-
ectal cancer (ML18147): a randomised phase 3 trial. Lancet Oncol. 2013;
14(1):29-37, http://dx.doi.org/10.1016/S1470-2045(12)70477-1.

35. Van Cutsem E, Tabernero J, Lakomy R, Prenen H, Prausová J, Macarulla T,
et al. Addition of aflibercept to fluorouracil, leucovorin, and irinotecan
improves survival in a phase III randomized trial in patients with meta-
static colorectal cancer previously treated with an oxaliplatin-based
regimen. J Clin Oncol. 2012;30(28):3499-506, http://dx.doi.org/10.1200/
JCO.2012.42.8201.

36. Tabernero J, Yoshino T, Cohn AL, Obermannova R, Bodoky G, Garcia-
Carbonero R, et al. Ramucirumab versus placebo in combination with
second-line FOLFIRI in patients with metastatic colorectal carcinoma that
progressed during or after first-line therapy with bevacizumab, oxalipla-
tin, and a fluoropyrimidine (RAISE): a randomised, double-blind, multi-
centre, phase 3 study. Lancet Oncol. 2015;16(5):499-508, http://dx.doi.org/
10.1016/S1470-2045(15)70127-0.

37. Grothey A, Van Cutsem E, Sobrero A, Siena S, Falcone A, Ychou M, et al.
Regorafenib monotherapy for previously treated metastatic colorectal
cancer (CORRECT): an international, multicentre, randomised, placebo-
controlled, phase 3 trial. Lancet. 2013;381(9863):303-12, http://dx.doi.
org/10.1016/S0140-6736(12)61900-X.

38. Van Cutsem E, Köhne CH, Hitre E, Zaluski J, Chang Chien CR, Makhson
A, et al. Cetuximab and chemotherapy as initial treatment for metastatic
colorectal cancer. N Engl J Med. 2009;360(14):1408-17, http://dx.doi.org/
10.1056/NEJMoa0805019.

39. Mayer RJ, Van Cutsem E, Falcone A, Yoshino T, Garcia-Carbonero R,
Mizunuma N, et al. Randomized trial of TAS-102 for refractory metastatic
colorectal cancer. N Engl J Med. 2015;372(20):1909-19, http://dx.doi.org/
10.1056/NEJMoa1414325.

40. Chibaudel B, Maindrault-Goebel F, Lledo G, Mineur L, André T, Benna-
moun M, et al. Can chemotherapy be discontinued in unresectable meta-
static colorectal cancer? The GERCOR OPTIMOX2 Study. J Clin Oncol.
2009;27(34):5727-33, http://dx.doi.org/10.1200/JCO.2009.23.4344.

41. Pereira AA, Rego JF, Munhoz RR, Hoff PM, Sasse AD, Riechelmann RP.
The impact of complete chemotherapy stop on the overall survival of
patients with advanced colorectal cancer in first-line setting: A meta-
analysis of randomized trials. Acta Oncol. 2015;54(10):1737-46, http://dx.
doi.org/10.3109/0284186X.2015.1044022.

42. Gallego R, Sanchez N, Maurel J. Chemotherapy for elderly patients with
advanced colorectal carcinoma. Expert Rev Anticancer Ther. 2006;6(5):
795-800, http://dx.doi.org/10.1586/14737140.6.5.795.

43. Cunningham D, Lang I, Marcuello E, Lorusso V, Ocvirk J, Shin DB, et al.
Bevacizumab plus capecitabine versus capecitabine alone in elderly
patients with previously untreated metastatic colorectal cancer (AVEX):
an open-label, randomised phase 3 trial. Lancet Oncol. 2013;14(11):1077-
85, http://dx.doi.org/10.1016/S1470-2045(13)70154-2.

44. Price TJ, Zannino D, Wilson K, Simes RJ, Cassidy J, Van Hazel GA, et al.
Bevacizumab is equally effective and no more toxic in elderly patients
with advanced colorectal cancer: a subgroup analysis from the AGITG
MAX trial: an international randomised controlled trial of Capecitabine,
Bevacizumab and Mitomycin C. Ann Oncol. 2012;23(6):1531-6, http://dx.
doi.org/10.1093/annonc/mdr488.

45. Pacetti P, Paganini G, Orlandi M, Mambrini A, Pennucci MC, Del Freo A,
et al. Chemotherapy in the last 30 days of life of advanced cancer patients.
Support Care Cancer. 2015;23(11):3277-80, http://dx.doi.org/10.1007/
s00520-015-2733-6.

46. Seifert H, Georgiou A, Alexander H, McLachlan J, Bodla S, Kaye S, et al.
Poor performance status (PS) is an indication for an aggressive approach
to neoadjuvant chemotherapy in patients with advanced epithelial ovarian
cancer (EOC). Gynecol Oncol. 2015;139(2):216-20, http://dx.doi.org/10.1016/
j.ygyno.2015.08.015.

47. Le DT, Uram JN, Wang H, Bartlett BR, Kemberling H, Eyring AD, et al.
PD-1 Blockade in Tumors with Mismatch-Repair Deficiency. N Engl J
Med. 2015;372(26):2509-20, http://dx.doi.org/10.1056/NEJMoa1500596.

48. Overman MJ, McDermott R, Leach JL, Lonardi S, Lenz HJ, Morse MA,
et al. Nivolumab in patients with metastatic DNA mismatch repair-defi-
cient or microsatellite instability-high colorectal cancer (CheckMate 142):
an open-label, multicentre, phase 2 study. Lancet Oncol. 2017;18(9):1182-
91, http://dx.doi.org/10.1016/S1470-2045(17)30422-9.

49. Nannini M, Nobili E, Di Cicilia R, Brandi G, Maleddu A, Pantaleo MA,
et al. To widen the setting of cancer patients who could benefit from
metronomic capecitabine. Cancer Chemother Pharmacol. 2009;64(1):189-93,
http://dx.doi.org/10.1007/s00280-009-0930-z.

50. Zheng Z, Hanna N, Onukwugha E, Reese ES, Seal B, Mullins CD. Does the
type of first-line regimens influence the receipt of second-line chemotherapy
treatment? An analysis of 3211 metastatic colon cancer patients. Cancer Med.
2014;3(1):124-33, http://dx.doi.org/10.1002/cam4.176.

7

CLINICS 2018;73(suppl 1):e542s Poor performance mCRC treatment
da Silva Rocha LS and Riechelmann RP

http://dx.doi.org/10.1371/journal.pone.0157751
http://dx.doi.org/10.1159/000151360
http://dx.doi.org/10.1159/000151360
http://dx.doi.org/10.1002/cncr.24527
http://dx.doi.org/10.1002/cncr.24527
http://dx.doi.org/10.1097/00000421-200204000-00008
http://dx.doi.org/10.1097/00000421-200204000-00008
http://dx.doi.org/10.1080/02841860701261568
http://dx.doi.org/10.1080/02841860701261568
http://dx.doi.org/10.1385/MO:21:3:255
http://dx.doi.org/10.1179/joc.2000.12.3.244
http://dx.doi.org/10.3747/co.21.1989
http://dx.doi.org/10.1200/JCO.2012.42.8375
http://dx.doi.org/10.1200/JCO.2012.42.8375
http://dx.doi.org/10.1002/(SICI)1097-0142(20000501)88:9<2164::AID-CNCR24>3.0.CO;2-5
http://dx.doi.org/10.1002/(SICI)1097-0142(20000501)88:9<2164::AID-CNCR24>3.0.CO;2-5
http://dx.doi.org/10.1016/0021-9681(87)90171-8
http://dx.doi.org/10.1016/0021-9681(87)90171-8
http://dx.doi.org/10.1634/theoncologist.2007-0043
http://dx.doi.org/10.1056/NEJMoa1403108
http://dx.doi.org/10.1056/NEJMoa1403108
http://dx.doi.org/10.1200/JCO.2006.09.0928
http://dx.doi.org/10.1016/S0140-6736(00)02034-1
http://dx.doi.org/10.1016/S0140-6736(00)02034-1
http://dx.doi.org/10.1200/JCO.2004.05.113
http://dx.doi.org/10.1200/JCO.2000.18.16.2938
http://dx.doi.org/10.1016/S0140-6736(98)02309-5
http://dx.doi.org/10.1016/S0140-6736(98)02309-5
http://dx.doi.org/10.1200/JCO.2006.09.6305
http://dx.doi.org/10.1016/S1470-2045(12)70477-1
http://dx.doi.org/10.1200/JCO.2012.42.8201
http://dx.doi.org/10.1200/JCO.2012.42.8201
http://dx.doi.org/10.1016/S1470-2045(15)70127-0
http://dx.doi.org/10.1016/S1470-2045(15)70127-0
http://dx.doi.org/10.1016/S0140-6736(12)61900-X
http://dx.doi.org/10.1016/S0140-6736(12)61900-X
http://dx.doi.org/10.1056/NEJMoa0805019
http://dx.doi.org/10.1056/NEJMoa0805019
http://dx.doi.org/10.1056/NEJMoa1414325
http://dx.doi.org/10.1056/NEJMoa1414325
http://dx.doi.org/10.1200/JCO.2009.23.4344
http://dx.doi.org/10.3109/0284186X.2015.1044022
http://dx.doi.org/10.3109/0284186X.2015.1044022
http://dx.doi.org/10.1586/14737140.6.5.795
http://dx.doi.org/10.1016/S1470-2045(13)70154-2
http://dx.doi.org/10.1093/annonc/mdr488
http://dx.doi.org/10.1093/annonc/mdr488
http://dx.doi.org/10.1007/s00520-015-2733-6
http://dx.doi.org/10.1007/s00520-015-2733-6
http://dx.doi.org/10.1016/j.ygyno.2015.08.015
http://dx.doi.org/10.1016/j.ygyno.2015.08.015
http://dx.doi.org/10.1056/NEJMoa1500596
http://dx.doi.org/10.1016/S1470-2045(17)30422-9
http://dx.doi.org/10.1007/s00280-009-0930-z
http://dx.doi.org/10.1002/cam4.176

	title_link
	Introduction
	Materials and&#146;methods
	RESULTS
	Flow chart of the search strategy and eligible articles
	Table  Table 1. Characteristics of studies included
	Bevacizumab and antihyphenEGFR monoclonal&#146;antibodies
	Firsthyphenline&#146;chemotherapy
	Secondhyphen and subsequenthyphenline&#146;therapy
	Hospitalized&#146;patients

	Discussion
	AUTHOR&#146;CONTRIBUTIONS

	REFERENCES
	REFERENCES


