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ABSTRACT

Lek. Anna Janiak

Colorectal cancer (CRC) is one of the most common malignant neoplasms worldwide. The heterogeneous course
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of disease, as well as, genetic and molecular differences between tumours localized in different parts of the large
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intestine, resulted in an attempt to evaluate the significance of the primary tumour location and divide colorectal

w Łodzi; Wojewódzkie Wielospecjalistyczne

cancer into right- and left-sided. The results of the retrospective analyses of the phase III studies indicate that
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the right-sided location is a negative prognostic factor in stage IV and III of disease. The benefit of adding an
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anti-EGFR antibody to the first-line palliative chemotherapy was clearly demonstrated for patients with primary
tumour located on the left side and the effect of treatment seems to be better than anti-VEGF therapy combined
with chemotherapy. Treatement results of patients with right-sided primary tumour location are worse regardless of the type of treatment. In patients with right-sided cancer, it seems that bevacizumab treatment might be
more beneficial in comparison with anti-EGFR therapy, although these suggestions are based on small groups
of patients. The efficacy of bevacizumab seems to be independent of primary tumour location. It is still unclear
whether the primary tumour location should be considered as an independent prognostic or predictive factor,
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or rather it is necessary to look for specific genetic and molecular disorders responsible for demonstrated and
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possible differences.
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Introduction
Colorectal cancer (CRC) is one of the most common
malignant neoplasms worldwide with 1.8 million new
cases and 880 000 of cancer deaths reported yearly [1].
Two entities with different management recommendations are discerned — colon cancer and rectal cancer
[2]. Heterogeneous course of the disease and differences in the response to treatment in colorectal cancers with similar clinicopathological features caused
a search for a biological explanation of this phenomenon [3–10]. An international consortium, whose goal
was, among others, the unification of the current state
of knowledge, identification of the most homogeneous
genetic tumours, and characterisation of mechanisms

crucial for the functioning of cancer, distinguished
— based on the analysis of the gene expression profiles — four molecular subtypes of colorectal cancer
with different prognosis (CMS, consensus molecular
subtype): CMS1 — immune, CMS2 — canonical,
CMS3 — metabolic, CMS4 — mesenchymal [11].
Nevertheless, this classification is not used in clinical
practice. Easily accessible predictive biomarkers for
treatment and prognostic factors are requested and
most commonly investigated are RAS, BRAF mutation
and microsatellite instability (MSI) [12]. Recently,
a subject of great interest is the clinical significance
of the primary tumour location of colorectal cancer
and division depending on the location of the primary
tumour on right- and left-sided colorectal cancer.
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Sidedness definition,
clinicopathological and molecular
profile according to the side of the
tumour
The sidedness definitions differ. Referring to embryology, the right side of the large intestine origins from
the midgut, is supplied with the superior mesenteric
artery and consists of the caecum, ascending colon, hepatic flexure and proximal two-thirds of the transverse
colon. The left side of the large intestine which derives
from hindgut is vascularised by the inferior mesenteric
artery and includes distal third part of transverse colon,
splenic flexure, descending colon, sigmoid colon and
rectum [13]. However, the lack of precise data concerning tumour location in the transverse colon generally
makes the embryological division impossible to apply.
This is the reason that some authors exclude transverse
colon from the research [14], but the majority include it
in right-sided colorectal cancer group [15–17].
Patients with right-sided colorectal cancer (RC) are
more often women and elderly people. Lynch syndrome
is more frequent and the mutations of BRAF, KRAS,
PIK3CA, PTEN, CTNNB1, ATM and BRCA1 genes are
more common. A greater number of somatic mutations
(TML, tumour mutational load) may indicate that this
cancer is more immunogenic. In contrast, left-sided
colorectal cancer (LC) more often affects men and
younger people. There is a greater incidence of familial adenomatous polyposis (FAP), genetic mutations
in APC, TP53, NRAS and amplification of EGFR and
HER2. Common features for right-sided tumours are
MSI, CMS1 subtype, CMS3, CpG island methylator
phenotype (CIMP-H), mucinous histology, and for
left-sided: CMS2 subtype and chromosomal instability
(CIN) [18–20].
In the study evaluating the immunological tumour
microenvironment (TME) (n = 638) in RC, a larger
infiltration of immune cells most frequently by T lymphocytes and a higher level of immune system activation
were observed. In contrast, in LC, more CD56 + NK
lymphocytes were detected. The elevated level of vascular endothelial growth factor type A (VEGF-A) on
the right side was associated with decreased activity of
CD8 + T lymphocytes [21].
Patients with primary RC have shorter survival. It
is uncertain, whether the worse prognosis is the result
of known, unfavorable prognostic factors which appear
more frequently on the right side, or the right-sided
location itself. Some data indicate that after exclusion
from the analysis patients with V600 BRAF mutation
[22] or patients with BRAF mutation and mucinous
subtype [17], people with RC still have a worse prognosis. However, in some studies in which RC was associated
with a worse prognosis in the entire studied group, after
adjustment for clinicopathological factors [23] or the
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presence of BRAF and RAS mutations [24], location of
the primary tumour did not affect survival.

Analysis of the first-line treatment of
metastatic colorectal cancer
According to the obvious differences between RC
and LC, the scientists performed some retrospective
analyses of the previously carried out prospective clinical
trials in the first-line setting. The most frequent analyzed
studies, considering the impact of the primary tumour
location on the survival of patients without RAS mutation, were: four phase III trials (CRYSTAL, PRIME,
FIRE-3 and CALGB/SWOG 80405), and one phase II
trial (PEAK). CRYSTAL and PRIME trials compared
a combination of chemotherapy and anti-epidermal
growth factor receptor (EGFR) antibody to chemotherapy alone; the others i.e. FIRE-3, CALGB/SWOG
80405 and PEAK compared two different strategies
— anti-EGFR to anti-VEGF treatment, both combined
with chemotherapy. These retrospective studies proved
a negative prognostic value of RC. Differences in impact caused by adding a molecular-targeted drug on
progression-free survival (PFS), overall survival (OS),
and objective response rate (ORR) depending on the
tumour side were also observed.
In a group of 364 RAS wild-type patients in CRYSTAL study, the addition of cetuximab to chemotherapy
prolonged survival in LC (n = 280). The median PFS
reached 12.0 months for FOLFIRI with cetuximab
(n = 142) comparing to 8.9 months for chemotherapy
alone (n = 138) (HR = 0.50; 95% CI: 0.34–0.72;
p < 0.01), and the median OS was 28.7 and 21.7 months,
respectively (HR = 0.65; 95% CI: 0.50–0.86; p < 0.02).
In RC (n = 84) no clear benefit from anti-EGFR therapy was observed; the median PFS of patients treated
with chemotherapy and antibody (n = 33) reached
8.1 months in comparison to 7.1 months for patients
treated with chemotherapy alone (n = 51) (HR = 0.87;
95% CI: 0.47–1.62; p = 0.66), and the median OS was
18.5 and 15.0 months, respectively (HR = 1.08; 95% Cl:
0.65–1.81; p = 0.76). The addition of cetuximab in LC
had a positive impact on ORR (73% vs. 41%; OR = 3.99;
95% CI: 2.40–6.62; p < 0.001), while in RC this effect
was not obvious (ORR 42% vs. 33%; OR = 1.45; 95%
CI: 0.58–3.64; p = 0.43) [15].
For 328 patients with LC participating in the PRIME
trial, the median PFS reached 12.9 months for FOLFOX regimen with panitumumab (n = 169) compared
to 9.2 months in chemotherapy alone group (n = 159)
(HR = 0.72; 95% CI: 0.57–0.90; p < 0.005), the median
OS was 30.3 and 23.6 months, respectively (HR = 0.73;
95% CI: 0.57–0.93; p < 0.011). For 88 patients with
RC the median PFS was 7.5 months in panitumumab-chemotherapy group (n = 39) and 7.0 months in
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chemotherapy alone arm (n = 49) (HR = 0.80; 95% CI:
0.51–1.26), the median OS was 15.4 and 11.1 months,
respectively (HR = 0.87; 95% Cl: 0.55–1.37). In LC,
ORR was significantly higher for chemotherapy with
panitumumab than for chemotherapy (68% vs. 53%;
OR = 1.91; 95% CI: 1.18–3.07), but in RC the difference was not significant (42% vs. 35%; OR = 1.36; 95%
CI: 0.51–3.62) [16].
In both above-mentioned studies, the beneficial effect of the addition of an anti-EGFR drug on PFS, OS,
and ORR was obvious in patients with LC. In patients
with RC, no clear benefit was observed. However, it
should be emphasized that the number of patients was
low, and randomisation was not stratified for a primary
tumour location. Thus, some significant differences
between compared groups regarding other predictive
and prognostic factors can not excluded.
In the retrospective analysis in RAS wild-type population (n = 400) of the FIRE-3 trial, cetuximab and
bevacizumab combined with FOLFIRI regimen were
compared. Patients with LC cancer (n = 306) treated
with cetuximab (n = 157) lived significantly longer than
those treated with bevacizumab (n = 149) (median OS
38.3 vs. 28.0 months; HR = 0.63, 95% CI: 0.48–0.85,
p = 0.002). There were no significant differences in PFS
and ORR. In patients with RC (n = 88) there were no
significant differences; the median OS was 23.0 months
for bevacizumab (n = 50) and 18.3 months for cetuximab
(n = 38) (HR = 1.31, 95% CI: 0.81–2.11, p = 0.28) [15].
In a retrospective analysis of the phase II PEAK
study, 143 patients without RAS mutation were treated
using FOLFOX with panitumumab (n = 75) or with
bevacizumab (n = 68). There were no significant differences between the treatment arms in terms of PFS and
OS, irrespectively of the primary location, although the
difference in PFS in favour of the anti-EGFR treatment
in patients with LC almost reached a level of statistical
significance [16].
In the US CALGB/SWOG 80405 trial, which included 1137 KRAS wild-type patients, the cetuximab + FOLFIRI/FOLFOX was compared to bevacizumab + FOLFIRI/FOLFOX [25]. The authors of the study presented
the result of an interaction test suggesting that tumour
location may affect the effectiveness of a biological agent
in relation to OS and PFS. Treatment with cetuximab
seemed to be more beneficial for LC, whereas bevacizumab treatment for RC [26]. For LC patients, the median OS with cetuximab treatment reached 39.3 months,
and with bevacizumab 32.6 months (HR = 0.77; 95% CI:
0.59–0.99, p = 0.04). For RC patients, the median OS
was 13.7 and 29.2 months, respectively (HR = 1.36, 95%
CI: 0.93–1.99, p = 0.10). These results could be inter
preted as a possibility of greater benefit form cetuximab
treatment in the LC and from bevacizumab in the RC [27].
Furthermore, it is noteworthy that a majority of patients

in CALGB/SWOG 80405 trial received FOLFOX
regimen — in the NO16966 phase III clinical trial the
addition of bevacizumab to 1. line oxaliplatin-based
chemotherapy did not prolong OS [28].
Considering presented data, some aspects need
to be strongly emphasised; a retrospective character
of the analysis, the loss of a randomisation effect and
a disproportion in numbers of patients between compared groups (sample size over four times smaller for
a right-side location). Moreover, these data usually
did not take into account BRAF mutation status. It is
noteworthy, that V600 BRAF mutation is usually considered as a negative predictor for anti-EGFR therapy,
and it is more common in cancers located on the right
side of the colon.
A few reliable data referring to the efficacy of an
antibody against vascular endothelial growth factor
(VEGF) added to chemotherapy regarding primary
tumour location in colorectal cancer is available. From
the analysis of three trials: PROVETTA cohort pharmacogenetic trial without a control arm (n = 200; FOLFIRI + bevacizumab) and two phase III randomised
trials: AVF2017g (n = 599) and NO16966 (n = 1269),
where bevacizumab with chemotherapy was compared
to chemotherapy — IFL and FOLFOX/XELOX, respectively, a consistent conclusion about RC as a negative prognostic factor was drowned [17]. OS hazard
ratios for left vs right side were: in the AVF2107g
trial — 0.55 (95% CI: 0.43–0.70, p < 0.001), in the
NO16966 trial — 0.71 (95% CI: 0.62–0.82; p < 0.001),
and in the PROVETTA trial — 0.44 (95% CI: 0.28–0.70;
p < 0.001). PFS hazard ratios for left vs right side were:
in the AVF2107g trial — 0.68 (95% CI: 0.55–0.83,
p < 0.001), in the NO16966 trial — 0.90 (95% CI:
0.79–1.03; p = 0.12), and in the PROVETTA trial
— 0.52 (95% CI: 0.36–0.75; p < 0.001). Due to the
availability of both clinical and molecular data in the
PROVETTA trial, the poor prognostic value of RC
was proven not only for the entire population but also
was confirmed after excluding patients with already
known other negative prognostic factors, such as BRAF
mutation and mucinous histology. The authors of the
AVF2017g and NO16966 trials have not posed the question of whether the addition of bevacizumab is more
beneficial in cancers with a primary tumour located on
the right or the left side. The only reliable information
is coming from a negative test for interaction showing
that the efficacy of bevacizumab added to chemotherapy
does not depend on primary tumour location [17].
There is one prospective Chinese trial involving
patients treated only with bevacizumab with chemotherapy, where in the subgroup analysis bevacizumab
combined with FOLFIRI regimen, produced better
PFS in LC than in RC patients. However, there were
only 28 patients in this subgroup, and the population
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was imbalanced according to age and sites of metastases. The authors followed their trial by a meta-analysis
of 21 studies with 4416 patients treated with anti-VEGF
agent and chemotherapy in first or second-line. The
outcomes suggested that primary tumour location may
have the impact on bevacizumab treatment favouring
the left side over the right side according to ORR, PFS
and OS result in the overall population, as well as, in
RAS/BRAF wide type population [29].

Meta-analysis — stage IV colorectal
cancer
Several meta-analyses focusing on the impact of primary tumour location were conducted. One of them included
thirteen phase III trials and one prospective pharmacogenetic trial, all were published until October 2016 and
concerned the first-line palliative systemic treatment of
colorectal cancer. It confirmed that patients with RC,
which represented 27% cases (18–41%) have worse prognosis than patients with LC irrespectively to the applied
treatment (OS HR = 1.56, 95% CI: 1.43–1.70, p < 0.0001;
PFS HR = 1.33, 95% CI: 1.20–1.48, p < 0.0001).
The predictive value of primary tumour location for
anti-EGFR therapy was based on a meta-analysis of
CRYSTAL and PRIME trials. Significant clinical benefit from adding the antibody to chemotherapy in OS,
PFS and ORR was demonstrated only for patients with
LC (OS HR = 0.69; 95% CI = 0.58–0.83 p < 0.0001,
PFS HR = 0.62; 95% CI = 0.44–0.88, p < 0.008; ORR
odds ratio 2.69; 95% CI = 1.3–5.57; p < 0.007).
A direct comparison of anti-EGFR with anti-VEGF
treatment, both in combination with chemotherapy, was
based on a meta-analysis of three trials: FIRE-3, PEAK,
CALGB/SWOG80405. For LC patients anti-EGFR
therapy was more effective than anti-VEGF therapy. Significant differences were observed in OS and ORR (OS
HR = 0.71; 95% CI: 0.58–0.85, p < 0.0003; ORR = 1.49;
95% CI: 1.16–1.09, p < 0.002). Patients with RC seemed
to benefit less from molecular targeted therapies. When
anti-EGFR and anti-VEGF strategies were compared
in patients with RC, better results were obtained for
bevacizumab in combination with chemotherapy for PFS
only (HR = 1.53; 95% CI: 1.16–2.01, p < 0.003) [30].
In 2018, another meta-analysis consisted of seven trials (COIN, CRYSTAL, OPUS, PRIME, PEAK, FIRE-3,
and CALGB/SWOG 80405) including 3805 patients was
published. An obvious limitation was a low percentage
of patients crossed-over to molecular therapies in the
subsequent lines (36.6% received bevacizumab, and
33.2% — anti-EGFR). Conclusions referring to primary
tumour location indicate that LC patients treated with
anti-EGFR antibody combined with chemotherapy have
significantly better OS in comparison to chemotherapy
alone (CRYSTAL, PRIME) (HR = 0.69; CI: 0.54–0.83),
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or to chemotherapy with bevacizumab (HR = 0.70; CI:
0.54–0.85), while the opposite but non-significant trend
was observed in RC (HR = 1.29; CI: 0.81–1.77) (PEAK,
FIRE-3, CALGB/SWOG 80405) [27].
A recent meta-analysis of fifteen trials of the
first-line treatment was published in 2020. The subgroup
analysis of LC RAS wide type patients showed that every
agent (bevacizumab, panitumumab, cetuximab) added
to chemotherapy produced a significant benefit over
chemotherapy alone in ORR (odds ratio = 1.92; 95%
CI: 1.26–2.91, OR = 2.04; 95% CI: 1.37–3.06, OR = 3.0;
95% CI: 2.17–4.13, respectively). Compared to chemotherapy alone, both panitumumab and cetuximab
produced better PFS (HR = 0.52; 95% CI: 0.34–0.79;
HR = 0.48; 95% CI: 0.34–067, respectively), and OS
(HR = 0.59, 95% CI: 0.39–0.91; HR = 0.48, 95% CI:
0.34–0.66, respectively). Cetuximab showed signiﬁcant
beneﬁts on all efficacy outcomes, compared to bevacizumab (ORR odd ratio = 1.56; 95 % CI: 1.15–2.13; PFS
HR = 0.71; 95% CI: 0.52–0.96; OS HR = 0.55; 95% CI:
0.40–0.75). In RC RAS wide type patients, no signiﬁcant
differences between these therapies on ORR and OS
were found. However, PFS was signiﬁcantly better for
bevacizumab than for cetuximab or chemotherapy alone
(HR = 2.24, 95% CI: 1.35–3.73; HR = 0.31, 95% CI:
0.14–0.67). The authors concluded that for RAS wide
type LC patients, cetuximab combined with chemotherapy is the best treatment option, and for RC patients,
chemotherapy with bevacizumab is preferred [31].

Chemotherapy intensification
The TRIBE phase III trial compared two chemotherapy regimens: FOLFOXIRI with bevacizumab to
FOLFIRI with bevacizumab in the first-line palliative
treatment of colorectal cancer (n = 508). Based on the
result of an interaction test it was suggested, that the
greater benefit from more intense chemotherapy is
obtained by patients with RC [24].

Resectable liver metastases
It is unknown whether the location of the primary
tumour in patients after resection of liver metastases has
an impact on the prognosis. The results of the published
studies are contradictory, but the majority suggest that
RC might be a negative prognostic factor [32–36].

Stage I–III colorectal cancer
Data concerning the location of the primary tumour
of colorectal cancer in patients at IV stage disease have
led to further retrospective analyses, this time in lower
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stages of the disease [37–42]. In the majority of studies, though not in all, it was shown that RC is also an
unfavorable prognostic factor for patients with stage
III disease because of significantly shorter disease-free
survival and a lower 5-year overall survival rate. No
such associations were found for stages I–II. In one
study, patients with stage II and RC had even better
prognosis [38]. An Australian analysis of 9509 patients
with locally advanced colorectal cancer (stages I–III)
confirmed these observations. RC was associated with
a significantly higher 5-year survival of patients at stage
II disease (HR = 0.85; 95% CI: 0.75–0.98, p = 0.02)
and significantly lower 5-year survival in stage III disease (HR = 1.13; 95% CI: 1.01––1.26, p = 0.032) [42].
Another meta-analysis involving 581 542 patients and
37 studies evaluated the effects of tumour sidedness on
outcomes in early disease. Patients with RC and stage II
had better OS (HR = 0.89; 95%CI: 0.86–0.92), whereas
RC patients with stage III had worse OS (HR = 1.12;
95% CI: 1.04–1.20) [43].

All stages
A meta-analysis of 66 studies including 1 437 846 patients in all stages of disease showed that LC was associated with a significantly reduced risk of death compared
to RC (HR = 0.82, 95% CI: 0.79–0.84, p < 0.001). This
effect was greater in disseminated disease [44].

Real-world data
The real-world data according to the first-line treatment of metastatic colorectal cancer come from two
retrospective multicenter studies. The Italian study
involved 351 RAS wide type patients treated between
2010 and 2016. LC patients had better OS than RC
patients (HR = 0.74; 95% CI: 0.55–0.99, p = 0.049).
More favorable OS outcomes were observed for LC,
but not RC patients treated with anti-EGFR compared
with those treated with anti-VEGF therapy (median OS:
40.7 vs. 27.8 months; HR = 0.59; 95% CI: 0.41–0.86;
p = 0.005). On the contrary, the efficacy of bevacizumab
containing regimens was independent of tumour location [45]. The American study involved 1312 KRAS
wide-type patients treated in 2013–2017. The prognostic
role of primary tumour location was substantiated, but
the predictive role for treatment with cetuximab vs.
bevacizumab was not confirmed [46]. Additionally, in
unselected RAS patients participating in Portuguese
observational study, bevacizumab produced better PFS
than cetuximab in RC patients, although this subgroup
was very small (n = 58) (HR = 0.52; 95% CI: 0.29–0.93;
p = 0.025) [47].

Conclusions
The results of the presented studies indicate that
RC is associated with worse prognosis in metastatic
CRC, and it seems to be also an unfavorable prognostic
factor in patients with stage III. Most of the data show
a significant benefit from the anti-EGFR therapy in the
first-line palliative treatment in patients with LC. In LC,
an anti-EGFR antibody in combination with chemotherapy is more effective than chemotherapy alone and
probably also more effective than chemotherapy in combination with anti-VEGF treatment. In RC, the benefit
from adding an anti-EGFR antibody to chemotherapy
is uncertain. However, it should be emphasized that
this conclusion is drawn from retrospective subgroup
analyses and should be treated with caution.
There is less data concerning bevacizumab treatment
in the context of primary tumour location. It seems that
the effectiveness of bevacizumab does not depend on
cancer primary location, but available data are contradictory. However, the large CAGB/SWOG80405 study
suggests in the first-line palliative treatment of RC
higher activity of bevacizumab than cetuximab, both
combined with chemotherapy.
Moreover, in RC an intensification of the chemotherapy with the use of FOLFOXIRI plus bevacizumab
might be considered.
The diversity of CRC cases with different locations of
the primary tumour is important and requires further studies assessing molecular profiles. It remains an open question whether it has a value for clinical practice. It should
be remembered that data referring to a predictive value
of primary tumour location for molecular treatment is not
very reliable. The most consistent data indicate a negative
prognostic value of the right-sided location of the primary
tumour in stage IV and III diseases and confirm the benefit
from anti-EGFR treatment in left-sided cancer.
It seems, however, too early to consider the location
of the primary tumour as a factor influencing of treatment decisions. It is still unclear, whether the primary
tumour location should be considered as an independent prognostic or predictive factor, or we should rather
look for specific genetic and molecular characteristics
responsible for demonstrated and potential differences.

Conflict of interest
Piotr Potemski — Roche lecture advisory and clinical
fees; Merck lecture fees.

References
1.

GLOBOCAN 2012. Estimated Cancer Incidence Mortality and Prevalence Worldwide in 2012. www.globocan.iarc.fr.

71

ONCOLOGY IN CLINICAL PRACTICE 2021, Vol. 17, No. 2

2.
3.
4.

5.

6.

7.

8.

9.

10.

11.
12.

13.

14.
15.

16.

17.
18.

19.

20.

21.

NCCN Clinical Practice Guidelines in Oncology. Colon /Rectal Cancer
14. March 2018. www.nccn.org.
Cancer Genome Atlas Network. Comprehensive molecular characterization of human colon and rectal cancer. Nature. 2012; 487(7407):
330–337, doi: 10.1038/nature11252, indexed in Pubmed: 22810696.
Budinska E, Popovici V, Tejpar S, et al. Gene expression patterns
unveil a new level of molecular heterogeneity in colorectal cancer.
J Pathol. 2013; 231(1): 63–76, doi: 10.1002/path.4212, indexed in
Pubmed: 23836465.
Schlicker A, Beran G, Chresta CM, et al. Subtypes of primary colorectal
tumors correlate with response to targeted treatment in colorectal cell
lines. BMC Med Genomics. 2012; 5: 66, doi: 10.1186/1755-8794-5-66,
indexed in Pubmed: 23272949.
Sadanandam A, Lyssiotis CA, Homicsko K, et al. A colorectal cancer
classification system that associates cellular phenotype and responses
to therapy. Nat Med. 2013; 19(5): 619–625, doi: 10.1038/nm.3175,
indexed in Pubmed: 23584089.
De Sousa E Melo F, Wang X, Jansen M, et al. Poor-prognosis colon
cancer is defined by a molecularly distinct subtype and develops
from serrated precursor lesions. Nat Med. 2013; 19(5): 614–618, doi:
10.1038/nm.3174, indexed in Pubmed: 23584090.
Marisa L, de Reyniès A, Duval A, et al. Gene expression classification of
colon cancer into molecular subtypes: characterization, validation, and
prognostic value. PLoS Med. 2013; 10(5): e1001453, doi: 10.1371/journal.pmed.1001453, indexed in Pubmed: 23700391.
Perez-Villamil B, Romera-Lopez A, Hernandez-Prieto S, et al. Colon
cancer molecular subtypes identified by expression profiling and
associated to stroma, mucinous type and different clinical behavior.
BMC Cancer. 2012; 12: 260, doi: 10.1186/1471-2407-12-260, indexed
in Pubmed: 22712570.
Roepman P, Schlicker A, Tabernero J, et al. Colorectal cancer intrinsic
subtypes predict chemotherapy benefit, deficient mismatch repair
and epithelial-to-mesenchymal transition. Int J Cancer. 2014; 134(3):
552–562, doi: 10.1002/ijc.28387, indexed in Pubmed: 23852808.
Guinney J, Dienstmann R, Wang X, et al. The consensus molecular
subtypes of colorectal cancer. Nat Med. 2015; 21(11): 1350–1356, doi:
10.1038/nm.3967, indexed in Pubmed: 26457759.
Van Cutsem E, Cervantes A, Adam R, et al. ESMO consensus guidelines for the management of patients with metastatic colorectal cancer.
Ann Oncol. 2016; 27(8): 1386–1422, doi: 10.1093/annonc/mdw235,
indexed in Pubmed: 27380959.
Mik M, Berut M, Dziki L, et al. Right- and left-sided colon cancer — clinical and pathological differences of the disease entity in one organ.
Arch Med Sci. 2017; 13(1): 157–162, doi: 10.5114/aoms.2016.58596,
indexed in Pubmed: 28144267.
Venook A. Right-Sided vs Left-Sided Colorectal Cancer. Clin Adv Hematol Oncol. 2017; 15(1): 22-24. https://www.hematologyandoncology.
net/archives/january-2017/right-sided-vs-left-sided-colorectal-cancer/.
Tejpar S, Stintzing S, Ciardiello F, et al. Prognostic and Predictive Relevance of Primary Tumor Location in Patients With RAS
Wild-Type Metastatic Colorectal Cancer: Retrospective Analyses
of the CRYSTAL and FIRE-3 Trials. JAMA Oncol. 2017; 3(2):
194–201, doi: 10.1001/jamaoncol.2016.3797, indexed in Pubmed:
27722750.
Boeckx N, Koukakis R, Op de Beeck K, et al. Primary tumor sidedness
has an impact on prognosis and treatment outcome in metastatic
colorectal cancer: results from two randomized first-line panitumumab studies. Ann Oncol. 2017; 28(8): 1862–1868, doi: 10.1093/annonc/mdx119, indexed in Pubmed: 28449055.
Loupakis F, Yang D, Yau L, et al. Primary tumor location as a prognostic
factor in metastatic colorectal cancer. J Natl Cancer Inst. 2015; 107(3),
doi: 10.1093/jnci/dju427, indexed in Pubmed: 25713148.
Salem ME, Weinberg BA, Xiu J, et al. Comparative molecular analyses
of left-sided colon, right-sided colon, and rectal cancers. Oncotarget.
2017; 8(49): 86356–86368, doi: 10.18632/oncotarget.21169, indexed
in Pubmed: 29156800.
Shimada Y, Kameyama H, Nagahashi M, et al. Comprehensive genomic sequencing detects important genetic differences between
right-sided and left-sided colorectal cancer. Oncotarget. 2017; 8(55):
93567–93579, doi: 10.18632/oncotarget.20510, indexed in Pubmed:
29212173.
Loree JM, Pereira AAL, Lam M, et al. Classifying Colorectal Cancer
by Tumor Location Rather than Sidedness Highlights a Continuum in
Mutation Profiles and Consensus Molecular Subtypes. Clin Cancer
Res. 2018; 24(5): 1062–1072, doi: 10.1158/1078-0432.CCR-17-2484,
indexed in Pubmed: 29180604.
Zhang L, Zhao Y, Dai Y, et al. Immune Landscape of Colorectal Cancer
Tumor Microenvironment from Different Primary Tumor Location. Front
Immunol. 2018; 9: 1578, doi: 10.3389/fimmu.2018.01578, indexed in
Pubmed: 30042763.

72

22. Boeckx N, Toler A, Beeck K, et al. Primary tumor sidedness impacts on prognosis and treatment outcome: results from three
randomized studies of panitumumab plus chemotherapy versus
chemotherapy or chemotherapy plus bevacizumab in 1st and
2nd line RAS/BRAF WT mCRC. Ann Oncol. 2016; 27: vi27, doi:
10.1093/annonc/mdw363.37.
23. Leijssen LGJ, Dinaux AM, Kunitake H, et al. Pathologic factors are more
important than tumor location in long-term survival in colon cancer.
Int J Colorectal Dis. 2018; 33(6): 709–717, doi: 10.1007/s00384-0183027-5, indexed in Pubmed: 29541894.
24. Cremolini C, Antoniotti C, Lonardi S, et al. Primary tumor sidedness
and benefit from FOLFOXIRI plus bevacizumab as initial therapy for
metastatic colorectal cancer. Retrospective analysis of the TRIBE
trial by GONO. Ann Oncol. 2018; 29(7): 1528–1534, doi: 10.1093/annonc/mdy140, indexed in Pubmed: 29873679.
25. Innocenti F, Ou FS, Qu X, 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):
2392–2401, doi: 10.1001/jama.2017.7105, indexed in Pubmed:
28632865.
26. Venook A, Niedzwiecki D, Innocenti F, et al. Impact of primary (1º) tumor
location on overall survival (OS) and progression-free survival (PFS)
in patients (pts) with metastatic colorectal cancer (mCRC): Analysis
of CALGB/SWOG 80405 (Alliance). J Clin Oncol. 2016; 34(15_suppl):
3504, doi: 10.1200/jco.2016.34.15_suppl.3504.
27. Ottaiano A, Stefano ADe, Capozzi M, et al. First biologic drug in the
treatment of RAS wild-type metastatic colorectal cancer: anti-EGFR or
bevacizumab? Results from a meta-analysis. Front Pharmacol. 2018;
9: 441, doi: 10.3389/fphar.2018.00441.
28. Saltz LB, Clarke S, Díaz-Rubio E, et al. Bevacizumab in combination
with oxaliplatin-based chemotherapy as first-line therapy in metastatic
colorectal cancer: a randomized phase III study. J Clin Oncol. 2008;
26(12): 2013–2019, doi: 10.1200/JCO.2007.14.9930, indexed in
Pubmed: 18421054.
29. You XH, Wen C, Xia ZJ, et al. Primary tumor sidedness predicts
bevacizumab benefit in metastatic colorectal cancer patients. Front
Oncol. 2019; 9: 723, doi: 10.3389/fonc.2019.00723, indexed in Pubmed: 31475100.
30. Holch JW, Ricard I, Stintzing S, et al. The relevance of primary tumour
location in patients with metastatic colorectal cancer: A meta-analysis
of first-line clinical trials. Eur J Cancer. 2017; 70: 87–98, doi: 10.1016/j.
ejca.2016.10.007, indexed in Pubmed: 27907852.
31. Wu CC, Wang JH, Lin PC, et al. Tumor sidedness and efficacy of
first-line therapy in patients with RAS/BRAF wild-type metastatic
colorectal cancer: A network meta-analysis. Crit Rev Oncol Hematol.
2020; 145: 102823, doi: 10.1016/j.critrevonc.2019.102823, indexed
in Pubmed: 31783291.
32. Lee-Ying R, Bosma N, Tang P. Impact of primary tumor sidedness on
survival after resection of colorectal liver metastases (CRLM). J Clin
Oncol. 2017; 35(4_suppl): 694, doi: 10.1200/jco.2017.35.4_suppl.694.
33. Creasy JM, Sadot E, Koerkamp BG, et al. The impact of primary tumor
location on long-term survival in patients undergoing hepatic resection
for metastatic colon cancer. Ann Surg Oncol. 2018; 25(2): 431–438,
doi: 10.1245/s10434-017-6264-x, indexed in Pubmed: 29181680.
34. Marques MC, C Ribeiro HS, Costa WL, et al. Is primary sidedness
a prognostic factor in patients with resected colon cancer liver
metastases (CLM)? J Surg Oncol. 2018; 117(5): 858–863, doi:
10.1002/jso.25048, indexed in Pubmed: 29611198.
35. McCracken EKE, Samsa GP, Fisher DA, et al. Prognostic significance of primary tumor sidedness in patients undergoing liver
resection for metastatic colorectal cancer. HPB (Oxford). 2019;
21(12): 1667–1675, doi: 10.1016/j.hpb.2019.03.365, indexed in
Pubmed: 31155452.
36. Gasser E, Braunwarth E, Riedmann M, et al. Primary tumour location affects survival after resection of colorectal liver metastases:
A two-institutional cohort study with international validation, systematic meta-analysis and a clinical risk score. PLoS One. 2019;
14(5): e0217411, doi: 10.1371/journal.pone.0217411, indexed in
Pubmed: 31150437.
37. Jung MK, Shin UiS, Ki YJ, et al. Is the location of the tumor another
prognostic factor for patients with colon cancer? Ann Coloproctol.
2017; 33(6): 210–218, doi: 10.3393/ac.2017.33.6.210, indexed in
Pubmed: 29354603.
38. Weiss JM, Pfau PR, O’Connor ES, et al. Mortality by stage for right- versus left-sided colon cancer: analysis of surveillance, epidemiology, and
end results — Medicare data. J Clin Oncol. 2011; 29(33): 4401–4409,
doi: 10.1200/JCO.2011.36.4414, indexed in Pubmed: 21969498.
39. Zhang Y, Ma J, Zhang S, et al. A prognostic analysis of 895 cases
of stage III colon cancer in different colon subsites. Int J Colorectal

Anna Janiak et al., Primary tumour location in colorectal cancer

40.
41.

42.

43.

Dis. 2015; 30(9): 1173–1183, doi: 10.1007/s00384-015-2273-z, indexed
in Pubmed: 26054387.
Schrag D, Weng S, Brooks G, et al. The relationship between primary
tumor sidedness and prognosis in colorectal cancer. J Clin Oncol.
2016; 34(15_suppl): 3505, doi: 10.1200/jco.2016.34.15_suppl.3505.
Karim S, Brennan K, Nanji S, et al. Association between prognosis
and tumor laterality in early-stage colon cancer. JAMA Oncol. 2017;
3(10): 1386–1392, doi: 10.1001/jamaoncol.2017.1016, indexed in
Pubmed: 28594974.
Brungs D, Aghmesheh M, de Souza P, et al. Sidedness is prognostic
in locoregional colon cancer: an analysis of 9509 Australian patients. BMC Cancer. 2017; 17(1): 251, doi: 10.1186/s12885-017-3255-z,
indexed in Pubmed: 28390415.
Ha GiW, Kim JH, Lee MRo. Oncologic effects of primary tumor-sidedness on patients with stages 1-3 colon cancer: a meta-analysis. Ann
Surg Oncol. 2019; 26(5): 1366–1375, doi: 10.1245/s10434-019-071647, indexed in Pubmed: 30805809.

44. Petrelli F, Tomasello G, Borgonovo K, et al. Prognostic survival associated with left-sided vs right-sided colon cancer: a systematic review
and meta-analysis. JAMA Oncol. 2017; 3(2): 211–219, doi: 10.1001/jamaoncol.2016.4227, indexed in Pubmed: 27787550.
45. Grassadonia A, Di Marino P, Ficorella C, et al. Impact of primary tumor
location in patients with RAS wild-type metastatic colon cancer treated
with first-line chemotherapy plus anti-EGFR or anti-VEGF monoclonal
antibodies: a retrospective multicenter study. J Cancer. 2019; 10(24):
5926–5934, doi: 10.7150/jca.34550, indexed in Pubmed: 31762802.
46. Aggarwal H, Sheffield KM, Li Li, et al. Primary tumor location and
survival in colorectal cancer: A retrospective cohort study. World J
Gastrointest Oncol. 2020; 12(4): 405–423, doi: 10.4251/wjgo.v12.
i4.405, indexed in Pubmed: 32368319.
47. Marques RP, Godinho AR, Heudtlass P, et al. Cetuximab versus bevacizumab in metastatic colorectal cancer: a comparative effectiveness study.
J Cancer Res Clin Oncol. 2020; 146(5): 1321–1334, doi: 10.1007/s00432020-03167-0, indexed in Pubmed: 32144533.

73

