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Objective

This study aimed to assess the efficacy and safety of adjuvant chemotherapy (ACT) after concurrent chemoradiation (CCRT) in patients with locally advanced cervical cancer (LACC) via meta-analysis.



Methods

A systematic literature search of MEDLINE, PubMed, Web of Science, EMBASE, and the Cochrane Central Register of Controlled Trials was conducted from January 10, 1966 to May 20, 2022. Randomized controlled trials and observational studies comparing the CCRT alone with CCRT plus ACT were included. The literature search, quality assessment, and data extraction were conducted by two reviewers independently. The primary endpoints were 3-year rates of overall survival (OS) and progression-free survival (PFS). Complete response rate, local recurrence, distant metastasis, and adverse events were secondary outcomes. The hazard ratios (HRs) and relative risk (RR) were pooled.



Results

Nine studies with a total of 2732 patients were included in this meta-analysis, including 1411 patients in the CCRT group and 1321 in the CCRT plus ACT group. The HR for 3-year rates of OS and PFS of the CCRT group compared with the CCRT plus ACT group was 0.72 [95%confidence interval (CI) = 0.44–1.17] and 0.78 (95%CI = 0.5–1.75), respectively. No significant differences were observed between the two groups in the complete response rate (RR = 1.06, 95%CI = 0.96–1.16). However, local recurrence and distant metastasis were significantly lower in the CCRT plus ACT group than in the CCRT group (RR = 0.63, 95%CI = 0.44 –0.91 and RR = 0.64, 95%CI = 0.47–0.88). Grade 3–4 acute toxicities were more frequent in the CCRT plus ACT group (RR = 1.73, 95%CI =1.19–2.52).



Conclusion

Although associated with a decreased risk of local recurrence and distant metastasis, ACT did not significantly improve the survival rate and the complete response rate with increasing grade 3–4 acute toxicities in patients with LACC. Thus, this ACT regimen cannot be recommended for patients with LACC.



Systematic review registration

https://inplasy.com/inplasy-2022-9-0089/, identifier INPLASY202290089.
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Introduction

As the most common gynecologic malignant neoplasm reported in women worldwide, the treatment of cervical cancer remains a challenge due to the lack of health infrastructure. In 2018, there were about 36,000 new cases, with 311,365 cancer-related deaths (1). In many developing countries, patients were diagnosed with cervical cancer at at a locally advanced stage, indicating a poor outcome (2).

For more than two decades, cisplatin-based concurrent chemoradiotherapy has been used as a standard therapeutic regimen for locally advanced cervical cancer (LACC), based on the survival benefit and clinical experience (3–7). Despite the use of concurrent chemotherapy, about 16%–60% of patients with LACC still suffer from tumor recurrence or distant metastasis (8). The mortality rate in patients with LACC remains high, with a 5-year survival rate less than 60% (9). Previous studies found that concurrent chemoradiation (CCRT) may improve the 5-year survival rate by 9%–18% (10). Adjuvant chemotherapy (ACT) after CCRT is another option for patients with LACC. ACT aims at decreasing both the mortality rate and the risk of recurrence by eliminating residual malignant tissues outside the radiotherapy target region and treating occult disease in the pelvis. While the role of additional chemotherapy after CCRT for treating LACC has been explored in many studies (11–15), survival benefits after the addition of ACT to CCRT in patients with LACC remain controversial. With limited data from only two trials, a Cochrane review published in 2014 could not find sufficient evidence to support the use of ACT after CCRT and failed to perform meta-analysis (9). However, a number of original studies have been published since then, which were incorporated to evaluate the efficacy and safety of ACT in patients with LACC through meta-analysis.



Methods

This meta-analysis was registered on INPLASY website (INPLASY202290089), doi:10.37766/inplasy2022.9.0089.


Search strategy

We conducted a systematic literature search of MEDLINE, PubMed, Web of Science, EMBASE, and the Cochrane Central Register of Controlled Trials, using the following search terms: (concurrent or chemoradiotherapy or chemoradiation or concurrent chemoradiation or concurrent chemoradiotherapy or adjuvant chemotherapy or addition or chemotherapy or consolidation chemotherapy) and (cervical cancer or uterine cervical neoplasm or uterine cervical cancer or cervical). In addition, we supplemented the search by manually reviewing the reference lists of retrieved articles and relevant reviews and by contacting content experts for additional published or unpublished trials.



Study selection

Two of the authors (Wu and Yao) carried out a preliminary search, scanning all titles for eligibility according to the predefined inclusion criterion. Duplicate publications or datasets were removed. Each title and abstract were reviewed to determine eligibility. After obtaining full abstracts for potentially eligible studies, two reviewers (Qin and Han) worked independently to assess eligibility. A study was considered ineligible from a review of the title and its abstract. In all other cases, the full study was reviewed.



Inclusion and exclusion criteria

Studies were considered eligible for meta-analysis if they met the following criteria:

(1) patients diagnosed with LACC of the FIGO (International Federation of Gynecology and Obstetrics) stage IB–IVA with at least one measurable lesion and Karnofsky performance score of 70 (16) (2); randomized controlled trials (RCTs) or observational studies (3); all patients aged 18 years or older who had not been previously treated with immunotherapy (4); all study protocols approved by the institutional ethics committee and performed in accordance with the Declaration of Helsinki (5); at least 30 patients included in the study (6); survival rate and complete response rate as the outcomes of interest; and (7) risk estimates with 95% confidence interval (CI) or data to calculate them.

The major exclusion criteria were as follows (1): patients with other malignant tumors (2); the publication in the format of an abstract, comment, or review; and (3) no sufficient data.



Data extraction

Two authors (Zhou and Sun) independently extracted data using a standardized data-collection form. The following information was recorded: the first author’s name, year of publication, sample size, population demographics, study design, trial length, and country of origin. Our primary efficacy endpoint was the survival rate. Secondary endpoints included complete response rate, local recurrence, distant metastasis, and adverse events. Disagreements were resolved by discussion with the third author (Han). The quality assessment of the RCTs was evaluated using the Cochrane Handbook of 6.2 (17).



Statistical analysis

We evaluated the efficacy and safety of ACT after CCRT in patients with LACC. Qin and Liu performed all statistical analyses. The hazard ratio (HR) and the 95% CI were used to assess the survival rate of patients with LACC who underwent ACT after CCRT. Because of the lack of information on HR, the estimation of data from the Kaplan–Meier curves were used (18, 19). The risk ratio (RR) was used as the summary statistic for statistical analyses of dichotomous variables. The homogeneity of effect size across studies was tested using Q statistics at the statistically significant level of P < 0.10. The I2 statistic, which is a quantitative measure of inconsistency across studies (20), was also calculated. We further conducted the sensitivity analysis to explore the possible explanations for heterogeneity and to examine the influence of various exclusion criteria on the overall risk estimate. Finally, potential publication bias was assessed using Begg’s funnel plots and Egger’s regression test (21, 22). All analyses were carried out using Stata 12.0. P value < 0.05 was considered to be statistically. All data analyses were performed according to the PRISMA statement (23).




Results


Literature search

Initially, 791 unique citations were identified. After the removal of duplicates, 345 studies remained eligible. By screening the titles and abstracts, 178 of 345 studies were excluded and 167 were selected for further assessment. Of these publications, 63 studies were excluded for the following reasons: 33 studies did not meet the selection criteria, 14 studies did not provide sufficient data, and 16 studies reported different outcomes. Finally, 9 studies involving a total of 2732 patients (1321 in the CCRT plus ACT group and 1411 in the CCRT-alone group) were included in this meta-analysis. The search process and strategy adopted for this study are shown in Figure 1.




Figure 1 | PRISMA flow diagram showing a selection of articles for meta-analysis.





Study characteristics

The characteristics of the included studies are listed in Table 1, which were published between 2003 and 2019. Four studies were on RCTs, while the remaining five were observational studies. Of these, two studies were conducted in Thailand (25, 29), two in Korea (27, 30), one in Mexico (28), one in Turkey (24), one in Japan (32), one in Brazil (31), and one in China (26). The median length of the follow-up period ranged from 21.5 to 89 months. This study analyzed 2732 patients with FIGO stage IB–IVA cervical cancer, with the majority of the studies (8/9) using cisplatin-based chemoradiotherapy.


Table 1 | Details of the previous studies included in this meta-analysis.





Quality assessment

The quality of observational studies was determined using the Newcastle-Ottawa Scale. Any study that scored over seven stars was regarded as a high-quality study, while a score of four to six stars was regarded as a moderate-quality study (33). A quality assessment of the RCTs was carried out using the Cochrane risk of bias tool (Figures 2, 3). High risk was mainly attributed to blinding methods. Most studies had either low or unclear risks of bias due to missing information on the protocols of the trials or inclusion criteria.




Figure 2 | Risk of bias graph: review authors’ judgments about each risk of bias item presented as percentages across RCTs.






Figure 3 | Risk of bias summary: review authors’ judgments about each risk of bias item for RCTs.





Sensitivity analysis

Large heterogeneity was observed among studies in this meta-analysis. Thus, we conducted sensitivity analyses for the 3-year rates of overall survival (OS) to explore the underlying reasons for heterogeneity (Figure 4). The pooled HR did not change significantly after sensitivity analysis with the removal of one study at a time, which indicated that the results were relatively stable.




Figure 4 | Sensitivity analysis of the 3-year rates of OS.





Primary endpoints: 3-year OS and progression-free survival

The 3-year OS was evaluated in eight included studies (24, 25, 27–32), and significant heterogeneity was observed among the studies (P = 0.001, I2 = 72.8%). No significant difference was observed between the CCRT group and the CCRT plus ACT group (HR = 0.72, 95%CI = 0.44–1.17) (Figure 5A).




Figure 5 | Forest plot of the survival rates. (A) 3-year rates of OS; (B) 3-year rates of PFS.



Five studies reported the HR for 3-year progression-free survival (PFS) (25, 27–29, 31). The results revealed no significant difference in 3-year PFS between the two groups (HR = 0.78, 95%CI = 0.53–1.15), with high level of heterogeneity between studies (P = 0.010, I2 = 70.0%) (Figure 5B).



Secondary endpoints: complete response, local recurrences, distant metastases, and adverse events

Four studies were included in this meta-analysis, which assessed the complete response rate (24, 25, 27, 28). No heterogeneity was observed among the studies (P = 0.372, I2 = 4.2%). No noticeable differences were observed between the two groups in the complete response rate (RR = 1.06, 95%CI = 0.96–1.16) using a fixed-effects model. (Figure 6).




Figure 6 | Forest plot of the complete response rate.



Eight studies were pooled into the analysis of local recurrence rates (24–30, 32). The results indicated that the CCRT plus ACT group had a significantly lower risk of local recurrence than the CCRT group (RR = 0.63, 95%CI = 0.44 –0.91) with moderate between study heterogeneity (P = 0.024, I2 = 56.5%) (Figure 7A).




Figure 7 | Forest plot of total failure: (A) local recurrences; (B) distant metastases.



Eight studies were eligible to analyze the risk of distant metastasis (24–30, 32). The results suggested that the risk of distant metastasis was significantly lower in the CCRT plus ACT group than in the CCRT group (RR = 0.64, 95%CI = 0.47–0.88) with moderate heterogeneity (P = 0.063, I2 = 47.8%) between studies (Figure 7B).

Six studies reported grade 3–4 acute toxicities in two groups (25–30). The meta-analysis showed that grade 3–4 acute toxicities were more frequent in the CCRT plus ACT group (RR = 1.73, 95%CI = 1.19–2.52) with high between study heterogeneity (P = 0.001, I2 = 88.9%) (Figure 8). Next, we conducted a subgroup analysis, in which grade 3–4 gastrointestinal system toxicities were more frequent during the treatment of the CCRT plus ACT group (RR = 1.33, 95%CI = 1.01–1.75). However, no noticeable differences were observed between the two groups in grade 3–4 hematological adverse events (RR = 1.92, 95%CI = 0.94–3.90) and genitourinary system toxicities (RR = 1.58, 95%CI = 0.80–3.10).




Figure 8 | Forest plot of adverse events.





Publication bias

Visual inspection of Begg’s funnel plot did not identify substantial asymmetry (Figure 9). The publication bias was examined using Egger’s (P = 0.289) and Begg’s tests (P = 0.266), and no publication bias was found.




Figure 9 | Begg’s funnel plot for detecting publication bias.






Discussion

In 2021, the American Society of Clinical Oncology announced the latest results of the OUTBACK trial (34), which indicated that the addition of ACT to standard CCRT did not improve the survival outcomes of patients with LACC, and the incidence of adverse events was higher. This was a phase III multi-center clinical study with patients from developed countries, such as the United States and Canada. However, due to the limited medical facilities and detection capacities in developing countries, the incidence of LACC is higher. Most of the included studies (6/9) in this meta-analysis were from developing countries. This is the first meta-analysis aimed at comparing the tumor response, survival benefit, and tolerability between the CCRT plus ACT and CCRT-alone groups for patients with LACC. The results revealed that CCRT plus ACT was associated with the reduced risk of local recurrence and distant metastasis, yet at the expense of some additional toxicities. Nevertheless, the addition of ACT had no advantage in increasing the survival and complete response rates.

In recent years, ACT has been applied in different types of tumors, and its efficacy has been confirmed. In contrast, accurate data on the effects of ACT when added to CCRT in patients with LACC, still remain unclear (35). Despite the benefits of ACT reported in a number of previous studies (36–38), we failed to find any improvement in the survival or the complete response rate with increasing the incidences rates of grade 3–4 acute toxicities.

Reviews exploring the role of ACT after CCRT in patients with LACC have been limited. A 2021 systematic review did not demonstrate the effectiveness of ACT because the purpose of this review was to emphasize the importance of adjuvant systemic treatment (chemotherapy, immunotherapy, and hormone therapy) (39). Moreover, the control group in this review was not the CCRT-alone group. Because of the significant clinical differences between the included studies, no meta-analysis was conducted in the 2014 Cochrane review (9). This review only incorporated two RCTs, and one of the trials did not use platinum-based chemotherapy as adjuvant chemotherapy. Besides this, in the Cochrane review, concurrent chemotherapy regimens were not the same in the treatment group (gemcitabine plus cisplatin) and the control group (cisplatin). Thus, some limitations were found in applying their results to guide the application of ACT in clinical practice. This meta-analysis included more high-quality RCTs and other original studies, and provided more powerful and reliable results compared with the two previous studies.

It is noteworthy that three additional studies also investigated the role of ACT in patients with LACC. Jelavić et al. reported that ACT consisting of four cycles of cisplatin and ifosfamide after CCRT could potentially improve distant control of LACC (40). Mabuchi et al. observed that using three cycles of ACT with paclitaxel plus carboplatin after CCRT in patients with LACC of stage IIIB/IVA improved local control and reduced distant metastasis (36). However, the OUTBACK trial showed that four cycles of carboplatin combined with paclitaxel after concurrent chemoradiotherapy did not differ in local recurrence and distant metastasis compared with concurrent chemoradiotherapy alone (34). This meta-analysis found that local recurrence and distant metastasis were significantly lower in the CCRT plus ACT than in the CCRT group (RR = 0.63, 95%CI = 0.44 –0.91 and RR = 0.64, 95%CI = 0.47–0.88). One of the reasons might be that the systemic cytotoxic effects of ACT are enhanced by CCRT due to radiosensitization, rather than the effects of ACT alone (40).

The overdiagnosis and overtreatment of a malignant tumor is a serious issue and has been debated globally over the last few years (41). In principle, it should be emphasized that the superior treatment effect can be achieved only if moderate treatment is adopted. Overtreatment results in the waste of resources and places patients at risk of adverse events. For example, in this meta-analysis, grade 3–4 gastrointestinal system toxicities were found more frequent during the treatment of CCRT plus ACT than that of CCRT alone. Moreover, the total incidence of grade 3–4 adverse advents was more common in the CCRT plus ACT group than in the CCRT-alone group. Furthermore, ACT could not improve the survival rates in LACC, and therefore, ACT could be considered overtreatment. Multiple factors that might affect therapeutic options in patients with LACC should be taken into consideration when clinicians determine the appropriate therapeutic regimen to avoid overtreatment.

The treatment of patients with LACC has been under investigation. According to the National Comprehensive Cancer Network clinical guidelines, CCRT is still the preferred treatment option for stage IB3 and IIA2 cervical cancer, followed by radical hysterectomy combined with pelvic lymphadenectomy (42). For stage IIB cervical cancer, CCRT remains the only option (42). However, radiotherapy can impair the ovarian function and vaginal elasticity in young patients and reduce the quality of their sexual life (43). In recent years, some studies have shown that radical surgery after neoadjuvant chemotherapy can be an important treatment option for patients with LACC, and may have better performance than CCRT, especially in relatively early-stage patients (44–46).

This meta-analysis had several limitations. First, about half of the included studies (5/9) were observational, indicating that recalling bias and selection bias were hard to avoid. Second, in this meta-analysis, some survival outcomes extracted from the Kaplan–Meier curve might not accurately reflect the true values. Third, the ACT regimens differed slightly between studies; Lorvidhaya (2003) used non-platinum regimens (29). Fourth, only 2732 patients were included in trials, and the sample size in this meta-analysis needed to be further expanded. Fifth, the loss to follow-up in these studies might affect the results. Although most of the loss to follow-up in the four RCTs and five observational studies were balanced across treatment arms, the risk of selection bias could not be completely ignored, and the individuals who participated in these studies might not be representative of the randomized sample. Sixth, the length of the follow-up time of the included studies was relatively short. Finally, a large heterogeneity was observed in this study. However, the sensitivity analysis showed that the results were relatively reliable. The causes of heterogeneity might be different follow‐up periods, small sample size, different study designs, and different chemotherapy regimens.



Conclusions

Compared with CCRT, ACT did not significantly improve OS and PFS rates with increasing unmanageable toxicity in the treatment of patients with LACC. The CCRT plus ACT treatment should not be considered over CCRT alone for LACC. Future studies need consideration of higher-quality RCTs to confirm this result.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material. Further inquiries can be directed to the corresponding authors.



Author contributions

HNL, XBQ and ZXH contributed to conception and design of the study. CYS, NY and MW collected and assessed the literature. HNL, SZ and ZYX performed the statistical analysis. HNL and SYL wrote the first draft of the manuscript. All authors contributed to the article and approved the submitted version.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



References

1. Mortensen, JH, Bigaard, J, and Kvernrod, AB. Young Danish HPV vaccinated women’s knowledge, barriers and facilitators towards cervical cancer screening: A qualitative study. Prev Med Rep (2021) 24:101507. doi: 10.1016/j.pmedr.2021.101507

2. Tsujii, K, Ueda, Y, Isono, M, Miyazaki, M, Teshima, T, Koizumi, M, et al. Dosimetric impact of rotational setup errors in volumetric modulated arc therapy for postoperative cervical cancer. J Radiat Res (2021) 62:688–98. doi: 10.1093/jrr/rrab044

3. Keys, HM, Bundy, BN, Stehman, FB, Muderspach, LI, Chafe, WE, Suggs, CL 3rd, et al. Cisplatin, radiation, and adjuvant hysterectomy compared with radiation and adjuvant hysterectomy for bulky stage IB cervical carcinoma. N Engl J Med (1999) 340:1154–61. doi: 10.1056/NEJM199904153401503

4. Eifel, PJ, Winter, K, Morris, M, Levenback, C, Grigsby, PW, Cooper, J, et al. Pelvic irradiation with concurrent chemotherapy versus pelvic and para-aortic irradiation for high-risk cervical cancer: an update of radiation therapy oncology group trial (RTOG) 90-01. J Clin Oncol (2004) 22:872–80. doi: 10.1200/JCO.2004.07.197

5. Rose, PG, Bundy, BN, Watkins, EB, Thigpen, JT, Deppe, G, Maiman, MA, et al. Concurrent cisplatin-based radiotherapy and chemotherapy for locally advanced cervical cancer. N Engl J Med (1999) 340:1144–53. doi: 10.1056/NEJM199904153401502

6. Whitney, CW, Sause, W, Bundy, BN, Malfetano, JH, Hannigan, EV, Fowler, WC Jr, et al. Randomized comparison of fluorouracil plus cisplatin versus hydroxyurea as an adjunct to radiation therapy in stage IIB-IVA carcinoma of the cervix with negative para-aortic lymph nodes: a gynecologic oncology group and southwest oncology group study. J Clin Oncol (1999) 17:1339. doi: 10.1200/JCO.1999.17.5.1339

7. Peters, WA III, Liu, P, Barrett, RJ, Stock, RJ, Monk, BJ, Berek, JS, et al. Concurrent chemotherapy and pelvic radiation therapy compared with pelvic radiation therapy alone as adjuvant therapy after radical surgery in high-risk early-stage cancer of the cervix. J Clin Oncol (2000) 55:491–2. doi: 10.1200/JCO.2000.18.8.1606

8. Ch, PN, Gurram, L, Chopra, S, and ahantshetty, U. The management of locally advanced cervical cancer. Curr Opin Oncol (2018) 30:323–9. doi: 10.1097/CCO.0000000000000471

9. Tangjitgamol, S, Katanyoo, K, Laopaiboon, M, Lumbiganon, P, Manusirivithaya, S, Supawattanabodee, B, et al. Adjuvant chemotherapy after concurrent chemoradiation for locally advanced cervical cancer. Cochrane Database Syst Rev (2014) 12. doi: 10.1002/14651858.CD010401

10. Klopp, AH, and Eifel, P. Chemoradiotherapy for cervical cancer in 2010. Curr Oncol Rep (2011) 13:77–85. doi: 10.1007/s11912-010-0134-z

11. Vrdoljak, E, Prskalo, T, Omrčen, T, Situm, K, Boraska, T, Frleta Ilić, N, et al. Concomitant chemobrachyradiotherapy with ifosfamide and cisplatin followed by consolidation chemotherapy in locally advanced squamous cell carcinoma of the uterine cervix: results of a phase II study. Int J Radiat Oncol Biol Phys (2005) 61:824–9. doi: 10.1016/j.ijrobp.2004.06.248

12. Domingo, E, Lorvidhaya, V, de Los Reyes, R, Syortin, T, Kamnerdsupaphon, P, Lertbutsayanukul, C, et al. Capecitabine-based chemoradiotherapy with adjuvant capecitabine for locally advanced squamous carcinoma of the uterine cervix: phase II results. Oncol (2009) 14:828–34. doi: 10.1634/theoncologist.2009-0041

13. Lei, C, Huang, M, Li, N, An, J, Xiong, S, Xu, Y, et al. Intensity-modulated radiotherapy combined with intracavitary brachytherapy for locally advanced cervical cancer with uterus didelphys. Gynecol Oncol Rep (2021) 36:100724. doi: 10.1016/j.gore.2021.100724

14. Zhang, M-Q, Liu, S-P, and Wang, X-E. Concurrent chemoradiotherapy with paclitaxel and nedaplatin followed by consolidation chemotherapy in locally advanced squamous cell carcinoma of the uterine cervix: preliminary results of a phase II study. Int J Radiat Oncol Biol Phys (2010) 78:821–7. doi: 10.1016/j.ijrobp.2009.08.069

15. Dong Rui, T, Dong, Y, Song Qing, L, Song Qing, L, Tong, R, Wang Fei, F, et al. Volume computed tomography perfusion as a predictive marker for treatment response to concurrent chemoradiotherapy in cervical cancer: a prospective study. Acta Radiol (2021) 62:281–8. doi: 10.1177/0284185120919261

16. Lewin, SN, Herzog, TJ, Medel, NIB, Deutsch, I, Burke, WM, Sun, X, et al. Comparative performance of the 2009 international federation of gynecology and obstetrics’ staging system for uterine corpus cancer. Obstetrics Gynecol (2010) 116:1141–9. doi: 10.1097/AOG.0b013e3181f39849

17. Cumpston, M, Li, T, Page, MJ, Chandler, J, Welch, VA, Higgins, JP, et al. Updated guidance for trusted systematic reviews: a new edition of the cochrane handbook for systematic reviews of interventions. Cochrane Database Syst Rev (2019) 10:14651858. doi: 10.1002/14651858.ED000142

18. Parmar, MK, Torri, V, and Stewart, L. Extracting summary statistics to perform meta-analyses of the published literature for survival endpoints. Stat Med (1998) 17:2815–34. doi: 10.1002/(SICI)1097-0258(19981230)17:24<2815::AID-SIM110>3.0.CO;2-8

19. Feussner, G, Wey, S, Bommer, J, Deppermann, D, Grützmacher, P, Ziegler, R, et al. Apolipoprotein e phenotypes and hyperlipidemia in patients under maintenance hemodialysis. Hum Genet (1992) 88:307–12. doi: 10.1007/BF00197265

20. Greenwood, DC, Thatcher, NJ, Ye, J, Garrard, L, Keogh, G, King, LG, et al. Caffeine intake during pregnancy and adverse birth outcomes: a systematic review and dose–response meta-analysis. Eur J Epidemiol (2014) 29:725–34. doi: 10.1007/s10654-014-9944-x

21. Begg, CB, and Mazumdar, MJB. Operating characteristics of a rank correlation test for publication bias. Biometrics (1995) 50:1088–101. doi: 10.2307/2533446

22. Egger, M, and Smith, GD. Misleading meta-analysis. BMJ Clin Res (1995) 310:752–4. doi: 10.1136/bmj.310.6982.752

23. Page, MJ, Mckenzie, JE, Bossuyt, PM, Boutron, I, Hoffmann, TC, Mulrow, CD, et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. PloS Med (2021) 18:e1003583. doi: 10.1371/journal.pmed.1003583

24. Yavas, G, Yavas, C, Sen, E, Oner, I, Celik, C, Ata, O, et al. Adjuvant carboplatin and paclitaxel after concurrent cisplatin and radiotherapy in patients with locally advanced cervical cancer. Int J Gynecol Cancer (2019) 29:42–7. doi: 10.1136/ijgc-2018-000022

25. Tangjitgamol, S, Tharavichitkul, E, Tovanabutra, C, Rongsriyam, K, Asakij, T, Paengchit, K, et al. A randomized controlled trial comparing concurrent chemoradiation versus concurrent chemoradiation followed by adjuvant chemotherapy in locally advanced cervical cancer patients: ACTLACC trial. J Gynecol Oncol (2019) 30:e82. doi: 10.3802/jgo.2019.30.e82

26. Tang, J, Tang, Y, Yang, J, and Huang, S. Chemoradiation and adjuvant chemotherapy in advanced cervical adenocarcinoma. Gynecol Oncol (2012) 125:297–302. doi: 10.1016/j.ygyno.2012.01.033

27. Choi, CH, Lee, YY, Kim, MK, Kim, TJ, Lee, JW, Nam, HR, et al. A matched-case comparison to explore the role of consolidation chemotherapy after concurrent chemoradiation in cervical cancer. Int J Radiat Oncol Biol Phys (2011) 81:1252–7. doi: 10.1016/j.ijrobp.2010.07.2006

28. Duenas-Gonzalez, A, Zarba, JJ, Patel, F, Alcedo, JC, Beslija, S, Casanova, L, et al. Open-label, randomized study comparing concurrent gemcitabine plus cisplatin and radiation followed by adjuvant gemcitabine and cisplatin versus concurrent cisplatin and radiation in patients with stage IIB to IVA carcinoma of the cervix. J Clin Oncol (2011) 29:1678–85. doi: 10.1200/JCO.2009.25.9663

29. Lorvidhaya, V, Chitapanarux, I, Sangruchi, S, Lertsanguansinchai, P, Kongthanarat, Y, Tangkaratt, S, et al. 5-fluorouracil, and radiotherapy in the treatment of locally advanced carcinoma of the cervix: a randomized trial. Int J Radiat OncologyBiologyPhysics (2003) 55:1226–32. doi: 10.1016/S0360-3016(02)04405-X

30. Kim, YB, Cho, JH, Keum, KC, Lee, CG, Seong, J, Suh, CO, et al. Concurrent chemoradiotherapy followed by adjuvant chemotherapy in uterine cervical cancer patients with high-risk factors. Gynecol Oncol (2007) 104:58–63. doi: 10.1016/j.ygyno.2006.07.005

31. Fabri, VA, Queiroz, ACM, Mantoan, H, Sanches, SM, Guimarães, APG, Ribeiro, ARG, et al. The impact of addition of consolidation chemotherapy to standard cisplatin-based chemoradiotherapy in uterine cervical cancer: Matter of distant relapse. J Oncol (2019) 2019:1217838. doi: 10.1155/2019/1217838

32. Abe, A, Furumoto, H, Nishimura, M, Irahara, M, and Ikushima, H. Adjuvant chemotherapy following concurrent chemoradiotherapy for uterine cervical cancer with lymphadenopathy. Oncol Lett (2012) 3:571–6. doi: 10.3892/ol.2011.516

33. Duan, H, Deng, T, Chen, Y, Zhao, Z, Wen, Y, Chen, Y, et al. Association between vasectomy and risk of testicular cancer: A systematic review and meta-analysis. PloS One (2018) 13:e0194606. doi: 10.1371/journal.pone.0194606

34. Mileshkin, LR, Moore, KN, and Barnes, E. Adjuvant chemotherapy following chemoradiation as primary treatment for locally advanced cervical cancer compared to chemoradiation alone: The randomized phase III OUTBACK trial (ANZGOG 0902, RTOG 1174, NRG 0274). Am Soc Clin Oncol (2021) 1:1. doi: 10.1200/JCO.2021.39.15_suppl.LBA3

35. Wang, CC, Chou, HH, Yang, LY, Lin, H, Liou, WS, Tseng, CW, et al. A randomized trial comparing concurrent chemoradiotherapy with single-agent cisplatin versus cisplatin plus gemcitabine in patients with advanced cervical cancer: An Asian gynecologic oncology group study. Gynecol Oncol (2015) 137:462–7. doi: 10.1016/j.ygyno.2015.03.046

36. Mabuchi, S, Isohashi, F, Okazawa, M, Kitada, F, Maruoka, S, Ogawa, K, et al. Chemoradiotherapy followed by consolidation chemotherapy involving paclitaxel and carboplatin and in FIGO stage IIIB/IVA cervical cancer patients. J Gynecol Oncol (2017) 28:e15. doi: 10.3802/jgo.2017.28.e15

37. Ali, N, Valimohammad, AT, Abbasi, AN, Mansha, MA, Hafiz, A, Qureshi, BM, et al. Chemoradiation and the role of adjuvant chemotherapy in lymph nodal–metastatic cervical cancer. J Global Oncol (2017) 4:1–4. doi: 10.1200/JGO.2017.009852

38. Smith, B, Cohn, D, Clements, A, Tierney, BJ, and Straughn, JM Jr. Is the progression free survival advantage of concurrent gemcitabine plus cisplatin and radiation followed by adjuvant gemcitabine and cisplatin in patients with advanced cervical cancer worth the additional cost? a cost-effectiveness analysis. Gynecol Oncol (2013) 130:416–20. doi: 10.1016/j.ygyno.2013.05.024

39. Horeweg, N, Mittal, P, Gradowska, PL, Boere, I, Chopra, S, Nout, RA, et al. Adjuvant systemic therapy after chemoradiation and brachytherapy for locally advanced cervical cancer: a systematic review and meta-analysis. Cancers (2021) 13:1880. doi: 10.3390/cancers13081880

40. Jelavić, TB, Miše, BP, Strikic, A, Ban, M, and Vrdoljak, E. Adjuvant chemotherapy in locally advanced cervical cancer after treatment with concomitant chemoradiotherapy–room for improvement? Anticancer Res (2015) 35:4161–5.

41. Coldiron, BM, Mellette, JR, Hruza, GJ, Helm, TN, and Garcia, CA. Addressing overdiagnosis and overtreatment in cancer. Lancet Oncol (2014) 15:e307. doi: 10.1016/S1470-2045(14)70295-5

42. Abu-Rustum, NR, Yashar, CM, Bean, S, Bradley, K, Campos, SM, Chon, HS, et al. NCCN guidelines insights: Cervical cancer, version 1.2020. J Natl Compr Canc Netw (2020) 18:660–6. doi: 10.6004/jnccn.2020.0027

43. Zhou, J, Li, X, Huang, K, Jia, Y, Tang, F, Sun, H, et al. Young cervical cancer patients may be more responsive than older patients to neoadjuvant chemotherapy followed by radical surgery. PloS One (2016) 11:e0149534. doi: 10.1371/journal.pone.0149534

44. Cho, YH, Kim, DY, Kim, JH, Kim, YM, Kim, YT, Nam, JH, et al. Comparative study of neoadjuvant chemotherapy before radical hysterectomy and radical surgery alone in stage IB2-IIA bulky cervical cancer. J Gynecol Oncol (2009) 20:22–7. doi: 10.3802/jgo.2009.20.1.22

45. Hu, Z, Zhu, D, Wang, W, Li, W, Jia, W, Zeng, X, et al. Genome-wide profiling of HPV integration in cervical cancer identifies clustered genomic hot spots and a potential microhomology-mediated integration mechanism. Nat Genet (2015) 47:158–63. doi: 10.1038/ng.3178

46. Hu, K, Wang, W, Liu, X, Meng, Q, and Zhang, F. Comparison of treatment outcomes between squamous cell carcinoma and adenocarcinoma of cervix after definitive radiotherapy or concurrent chemoradiotherapy. Radiat Oncol (2018) 13:249. doi: 10.1186/s13014-018-1197-5


Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Liu, Ma, Sun, Wu, Xu, Zhou, Yao, Liu, Qin and Han. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fonc-12-997030-g005.jpg
- -
e —





OEBPS/Images/fonc-12-997030-g003.jpg
selq iaylo

(selq Buipodal) ulpodal aaIs|as

(Selq uonuye) elep awodno as|duiodu|

(se1g uoIBjaP) JUBWISSASSE BLI0IANO JO Bulpulg

(se1q asuewiopad) suuosiad pue sjuediaiped Jo Buipulg

(SeIq UoNI3[as) JUBLIIEBIU0I UOIRIO|NY

(seiq uonaalas) uonesauah asuanhas wopuey

Lordvithaya 2003
Tang 2012
Tangjitgamol 2019

Duefias-Gonzalez 2011






OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Concurrent chemoradiotherapy followed by adjuvant chemotherapy versus concurrent chemoradiotherapy alone in locally advanced cervical cancer: A systematic review and meta-analysis

      

        		

          Objective

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusion

        



        		

          Systematic review registration

        



        		

          Introduction

        



        		

          Methods

        

          		

            Search strategy

          



          		

            Study selection

          



          		

            Inclusion and exclusion criteria

          



          		

            Data extraction

          



          		

            Statistical analysis

          



        



        



        		

          Results

        

          		

            Literature search

          



          		

            Study characteristics

          



          		

            Quality assessment

          



          		

            Sensitivity analysis

          



          		

            Primary endpoints: 3-year OS and progression-free survival

          



          		

            Secondary endpoints: complete response, local recurrences, distant metastases, and adverse events

          



          		

            Publication bias

          



        



        



        		

          Discussion

        



        		

          Conclusions

        



        		

          Data availability statement

        



        		

          Author contributions

        



        		

          Conflict of interest

        



        		

          References

        



      



      



    



  



OEBPS/Images/fonc-12-997030-g002.jpg
Random sequence generation (selection hias)

Allocation concealment (selection bias)

Blinding of participants and personnel (performance hias)
Blinding of outcome assessment (detection bias)
Incomplete outcome data (attrition bias)

Selective reporting (reporting bias)

Other bias

; t + + —
0% 25% 50% 75% 100%

.Low risk of hias DUncIear risk of hias .High risk of bias






OEBPS/Images/fonc-12-997030-g007.jpg
RN

os0w0280)

ossu 100

o207

o005

orww2m

o208

0% 00,181

17 189

s @00

oo

nn

000

s

o

oustas 2011 ——

veve 200 —_—

fo— _—

ooz —_—

g2 -

207 ——
| ——

HOTE ot r fom random secs anass ;

sur B
o wmosnc) e
f— — - cmonie m
ovtes 201 —— om0 o
- — L sromim I
Tangigamel 2019 —_— 02130 5.
e ; cmamas
a2 B o510 0 an
— —— —
e . 1morim an
O e 7.5 20063) Lo osi0a0m o
HOTE e s i o s s :
T T
an 1 1





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/fonc-12-997030-g009.jpg
Funnel plot with pseudo 95% confidence limits

s.e. of Inhr






OEBPS/Images/fonc.2022.997030_cover.jpg
, frontiers ‘ Frontiers in Oncology

Concurrent chemoradiotherapy
followed by adjuvant
chemotherapy versus

concurrent chemoradiotherapy

alone in locally advanced
cervical cancer: A systematic
review and meta-analysis





OEBPS/Images/fonc-12-997030-g001.jpg
Scientific records identified from MEDLINE,
PubMed, Web of Science and EMBASE.
(n=786)

Additional records
identified through
other sources.
(n=5)

Total. (n=791)

Records after duplicates

removed. (n=345)

L
Records excluded based on Excluded records, (n=95); reviews(3); irrelevant
titles and abstracts. (n=167) records(42); no control group(50).

Records were excluded with reason by reading in depth.
Eligible records. (n=63) 1. insufficient data(n=14); 2. Intervention(n=33); 3.
(n=72) Outcome(n=16)

Records included in

meta-analysisi. (n=9)






OEBPS/Images/fonc-12-997030-g006.jpg
Study

Duefias 2011

Tangjitgamol 2019

Choi 2011

Yavas 2019

Overall (-squared = 4.2%, p = 0.372)

il

733 1

1.36

RR (95% Cl)

0.99(0.79, 1.24)

113(1.01,127)

0.94(073,1.19)

112(0.96,1.32)

1.06 (0.96, 1.16)

%

Weight

35.41

3711

11.55

15.93

100.00





OEBPS/Images/logo.jpg
& frontiers | Frontiers in Oncology





OEBPS/Images/fonc-12-997030-g004.jpg
Meta-analysis random-effects estimates (linear form)
Study ommited

Choi 2011

Abe 2011

Due?as-Gonzalez 2011

Fabri 2019

Kim 2007

Lordvithaya 2003

Tangjitgamol 2019

Yavas 2019






OEBPS/Images/fonc-12-997030-g008.jpg
Study
ID

Hematology
Lordvithaya 2003
Duefias 2011
Tangjitgamol 2019
Tang 2012

Kim 2007

Subtotal (I-squared = 95.4%, p = 0.000)

Gastrointestinal
Tangjitgamol 2019
Tang 2012

Kim 2007

Choi 2011

Subtotal (I-squared = 23.7%, p = 0.269)

Genitourinary
Duefias 2011
Tangjitgamol 2019
Tang 2012

Kim 2007

Choi 2011

Subtotal (I-squared = 0.0%, p = 0.973)

Overall (l-squared = 88.9%, p = 0.000)

NOTE: Weights are from random effects analysi

.014

RR (95% Cl)

0.65 (0.29, 1.47)
7.31 (4.96, 10.80)
2.21(1.21, 4.06)
2.08 (1.74, 2.49)
1.01 (0.79, 1.29)
1.92 (0.94, 3.90)

1.98 (0.51, 7.77)
1.17 (1.02, 1.34)
1.26 (0.62, 2.56)
2.10 (1.14, 3.86)
1.33 (1.01, 1.75)

1.96 (0.36, 10.62)
1.98 (0.37, 10.65)
1.20 (0.37, 3.90)
1.51 (0.4, 5.21)
3.00 (0.13, 71.46)
1.58 (0.80, 3.10)

1.73 (1.19, 2.52)

71.5

%
Weight

7.42
10.21
8.82
11.19
10.94
48.58

4.55
11.31
8.14
8.81
32.80

3.44
3.47
5.37
5.10
1.24
18.62

100.00





OEBPS/Images/table1.jpg
Author/ Country Research Sample Follow-up Stage Histopathology Concurrent Adjuvant NOS

year type size time chemotherapy chemotherapy  score
(median)

Yavas Turkey Observational 109 24.5 months  IB to SCC,ACA,AS,small-  Cisplatin in both arms Paclitaxel/carboplatin
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