Real-world progression-free and overall survival of patients with metastatic colorectal cancer
according to first and second-line treatment regimen: PROMETCO study
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INTRODUCTION

« Clinical emphasis for the treatment of unresectable metastatic colorectal cancer
(mCRC) lies in avoidance of rapid disease evolution and prolonging survival.

Final publication number: 74P

RESULTS

 For this analysis, baseline characteristics from 655 mCRC patients (161 CT+VEGF twice, 117 CT+EGFR/CT+VEGF, 55 CT
twice, 85 CT/CT+VEGF, 45 CT/CT+EGFR and 192 other) were collected (Table 1).

 Patients in the CT+VEGF twice and CT twice groups had a shorter time since diagnosis and a higher number of metastases at
baseline, and patients with RAS wild-type were most frequent in treatment groups that received at least 1 line of treatment
containing anti-EGFR (CT+EGFR/CT+VEGF and CT/CT+EGFR groups).

« The CT/CT+EGFR group had the lowest proportion of patients with Eastern Cooperative Oncology Group performance score
(ECOG PS) 0 (20.0%) and the CT+EGFR/CT+VEGF group had the highest (50.0%).

 Patients in the CT twice group have a trend towards shorter OS from mCRC diagnosis than patients who received
doublet/triplet therapy with targeted agents (including biologics) (Figure 1).

« Patients may gain additional benefit from having an anti-EGFR and an anti-VEGF rather than an anti-VEGF twice (Figure 1).

 Patient groups that had a higher percentage of patients with poor prognosis characteristics (CT+VEGF twice and CT twice
groups; Table 1) had a trend towards shorter mOS from mCRC diagnosis (Figure 1) and from third-line treatment (Figure 2)
than other groups.

« Treatment advances have now improved median overall survival (OS) for mCRC
patients to 30 months in clinical trials’ and data on later line treatments such as
trifluridine/tipiracil + bevacizumab and fruquintinib suggest OS can be prolonged
further.2:3

« PROMETCO (NCT03935763) is the first international, prospective, real-world study
to investigate the continuum of care in patients with mCRC after two disease
progressions since diagnosis.

Figure 1. OS from mCRC diagnosis according to first and second treatment line
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for, and adherence to, ESMO guidelines.

 Patients who received CT alone had a shorter
median OS than those treated with combo CT
and targeted agents (including biologics).

* Most patients with RAS wild-type were treated

ECOG PS, Eastern Cooperative Oncology Group performance status; max, maximum; mCRC, metastatic colorectal cancer; min, minimum; MSI, microsatellite instability; MSS, microsatellite stable; mut, mutant; WT, wild-type.

*Good prognosis characteristics [GPC], defined as having <3 metastatic sites at study entry and =18 months from diagnosis of metastatic disease to study entry, best prognosis characteristics [BPC; subgroup of GPC who also had no liver metastasis], and the

remaining patients had poor prognosis characteristics [PPC].5

* Most patients received colorectal surgery before inclusion in PROMETCO, most frequently in patients in the CT/CT+VEGF

group (Table 2).

 Previous radiotherapy was most frequent in patients in the CT twice group (Table 2).

Table 2. Treatment before PROMETCO inclusion

* PFS in third- and fourth-line treatment is similar regardless of first and second treatment lines (Figure 3).
Figure 3. Median OS and PFS according to first and second treatment line
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OS presented as months (95% CI), PFS presented as months (range)
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