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Abstract 
Pancreatic cancer remains associated with an extremely poor prognosis. Surgical resection can be 
curative, but the majority of patients present with locally advanced or metastatic disease. Treatment 
for patients with locally advanced disease is controversial. Therapeutic options include systemic 
therapy alone, concurrent chemoradiation, or induction chemotherapy followed by chemoradiation. We 
review the evidence to date regarding the treatment of locally advanced pancreatic cancer (LAPC), as 
well as evolving strategies including the emerging role of targeted therapies. We propose that if 
radiation is used for patients with LAPC, it should be delivered with concurrent chemotherapy and 
following a period of induction chemotherapy. 
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Abstract 
PURPOSE: 
To review the outcomes and tolerability of full-dose chemoradiation in elderly patients aged 75 years 
or older with localized pancreatic cancer. 
 
METHODS AND MATERIALS: 
We retrospectively reviewed patients aged 75 years or older with nonmetastatic pancreatic cancer 
treated with chemoradiation therapy at two institutions from 2002 to 2007. Patients were analyzed for 
treatment toxicity, local recurrences, distant metastases, and survival. 
 
RESULTS: 
A total of 42 patients with a median age of 78 years (range, 75-90 years) who received chemoradiation 
therapy for pancreatic cancer were identified. Of the patients, 24 had locally advanced disease treated 
with definitive chemoradiation, and 18 had disease treated with surgery and chemoradiation. Before 
chemoradiotherapy, the mean Eastern Cooperative Oncology Group performance status was 1.0 +/- 
0.8, and the mean 6-month weight loss was 5.3 +/- 3.8 kg. The mean radiation dose delivered was 
48.1 +/- 9.2 Gy. All patients received fluoropyrimidine-based chemotherapy concurrently with 
radiotherapy. In all, 8 patients (19%) were hospitalized, 7 (17%) had an emergency room visit, 15 
(36%) required a radiation treatment break, 3 (7%) required a chemotherapy break, 9 (21%) did not 
complete therapy, and 22 (49%) had at least one of these adverse events. The most common 
toxicities were nausea, pain, and failure to thrive. Median overall survival was 8.6 months (95% 
confidence interval, 7.2-13.1) in patients who received definitive chemoradiation therapy and 20.6 
months (95% confidence interval, 9.5-infinity) in patients who underwent resection and chemoradiation 
therapy. 
 
CONCLUSIONS: 
In this dataset of very elderly patients with pancreatic cancer and good Eastern Cooperative Oncology 
Group performance status, outcomes after chemoradiotherapy were similar to those among historic 
controls for patients with locally advanced and resected pancreatic cancer, although many patients 
experienced substantial treatment-related toxicity. 
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Abstract 
One hundred ninety-one patients with pathologically confirmed, locally unresectable adenocarcinoma 
of the stomach (57 patients) and pancreas (91 patients), were randomly allocated to therapy with 5-
fluorouracil (5-FU) alone, 600 mg/m2 intravenously (IV) once weekly, or radiation therapy, 4,000 rad, 
plus adjuvant 5-FU, 600 mg/m2 IV, the first three days of radiotherapy, then follow-up maintenance 5-
FU, 600 mg/m2, weekly. Forty-three patients (22%) could not be analyzed because of ineligibility or 
cancellation, thus 148 patients were evaluable. The median survival time was similar for both 
treatment programs and for both types of primary carcinoma, and was as follows: gastric primary 
carcinoma, 5-FU, 9.3 months; 5-FU plus radiotherapy, 8.2 months; pancreatic primary carcinoma, 5-
FU, 8.2 months; 5-FU plus radiotherapy, 8.3 months. Substantially more toxicity was experienced by 
patients treated with the combined modality arm than by those patients receiving 5-FU alone. Severe 
or worse toxicity experienced by patients with gastric primary carcinoma treated by 5-FU was 19%, 
and the combined modality arm was 31%. The toxicity experienced by patients with pancreatic primary 
carcinoma treated with 5-FU was 27%, and the combined modality arm was 51%. Significant 
prognostic variables included: weight loss in stomach-cancer patients; and performance status, degree 
of anaplasia, and reduced appetite in pancreas-cancer patients. 
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Abstract 
There is no consensus on the management of locally advanced pancreatic cancer, with either 
chemotherapy or combined modality approaches being employed (Maheshwari and Moser, 2005). No 
published meta-analysis (Fung et al, 2003; Banu et al, 2005; Liang, 2005; Bria et al, 2006; Milella et al, 
2006) has included randomised controlled trials employing radiation therapy. The aim of this 
systematic review was to compare the following: (i) chemoradiation followed by chemotherapy 
(combined modality therapy) vs best supportive care (ii) radiotherapy vs chemoradiation (iii) 
radiotherapy vs combined modality therapy (iv) chemotherapy vs combined modality therapy (v) 5FU-
based combined modality treatment vs another-agent-based combined modality therapy. Relevant 
randomised controlled trials were identified by searching databases, trial registers and conference 
proceedings. The primary end point was overall survival and secondary end points were progression-
free survival/time-to-progression, response rate and adverse events. Survival data were summarised 
using hazard ratio (HR) and response-rate/adverse-event data with relative risk. Eleven trials involving 
794 patients met the inclusion criteria. Length of survival with chemoradiation was increased 
compared with radiotherapy alone (two trials, 168 patients, HR 0.69; 95% confidence interval (CI) 
0.51-0.94), but chemoradiation followed by chemotherapy did not lead to a survival advantage over 
chemotherapy alone (two trials, 134 patients, HR 0.79; CI 0.32-1.95). Meta-analyses could not be 
performed for the other comparisons. A survival benefit was demonstrated for chemoradiation over 
radiotherapy alone. Chemoradiation followed by chemotherapy did not demonstrate any survival 
advantage over chemotherapy alone, but important clinical differences cannot be ruled out due to the 
wide CI. 
 
 


