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Abstract

Background: Neoadjuvant (chemo-)radiation has proven to improve local control compared to surgery alone, but
this improvement did not translate into better overall or disease-specific survival. The addition of oxaliplatin to
fluoropyrimidine-based neoadjuvant chemoradiotherapy holds the potential of positively affecting survival in this
context since it has been proven effective in the palliative and adjuvant setting of colorectal cancer. Thus, the
objective of this systematic review is to assess the efficacy, safety, and quality of life resulting from adding a
platinum derivative to neoadjuvant single-agent fluoropyrimidine-based chemoradiotherapy in patients with Union
for International Cancer Control stage II and III rectal cancer.

Methods: MEDLINE, Web of Science, and Cochrane Central Register of Controlled Trials will be systematically
searched to identify all randomized controlled trials comparing single-agent fluoropyrimidine-based
chemoradiotherapy to combined neoadjuvant therapy including a platinum derivative. Predefined data on trial
design, quality, patient characteristics, and endpoints will be extracted. Quality of included trials will be assessed
according to the Cochrane Risk of Bias Tool, and the GRADE recommendations will be applied to judge the quality
of the resulting evidence. The main outcome parameter will be survival, but also treatment toxicity, perioperative
morbidity, and quality of life will be assessed.

Discussion: The findings of this systematic review and meta-analysis will provide novel insights into the efficacy
and safety of combined neoadjuvant chemoradiotherapy including a platinum derivative and may form a basis for
future clinical decision-making, guideline evaluation, and research prioritization.

Systematic review registration: PROSPERO CRD42017073064
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Background
Colorectal cancer is one of the most common malig-
nant diseases in industrialized nations, with an esti-
mated number of > 135,000 new cases and > 50,000
deaths in the USA for the year 2017. Thus, it is one of
the three most common causes of cancer deaths in
adults of both sexes [1, 2]. Furthermore, colorectal can-
cer has a tremendous economic impact accounting for
approximately € 6 billion costs due to lost productivity
in Europe 2008, because of cancer-related premature
mortality [3].
About one third of all colorectal carcinomas are located

in the rectum and therefore require specific treatment
algorithms [1, 2]. The routine use of total mesorectal
excision has served to increase survival and reduce the
rates of local recurrence in this patient population [4, 5].
Furthermore, international and national guidelines on
colorectal cancer recommend neoadjuvant therapy con-
sisting of either short-term radiation (5 × 5 Gy) or com-
bined chemoradiotherapy (usually with a total of 50.4 Gy
together with fluoropyrimidine-based chemotherapy) for
the treatment of all patients with Union for International
Cancer Control (UICC) stage II or III rectal cancer [6, 7].
Multimodal treatment strategies including neoadjuvant
chemoradiotherapy have contributed to reduce rates of
local recurrence in cases of nodal-positive disease or an
advanced T stage. However, neither neoadjuvant radiation
nor neoadjuvant chemoradiotherapy was able to improve
overall survival, which is the ultimate goal of any cancer-
directed therapy [8–10]. This led to different approaches
in the recent use of neoadjuvant chemoradiotherapy.
While some clinicians favored a more selective indication
for neoadjuvant chemoradiotherapy, e.g., based on pre-
operative radiologic assessment of the circumferential
resection margin [11–13], others started to exert and
investigate more effective chemotherapeutic agents in the
setting of preoperative chemoradiotherapy [14, 15]. This
second approach aims at reducing rates of not only local
recurrence but also distant recurrence, which remain
at a high level of up to 30% after curative resection
of advanced rectal cancer.
Oxaliplatin is one of these chemotherapeutic agents,

which has proven to be effective in the palliative and adju-
vant setting of colorectal cancer by improving progression-
free or disease-free survival, respectively [16, 17]. Thus, the
addition of oxaliplatin to fluoropyrimidine-based neoadju-
vant chemoradiotherapy holds the potential of positively
affecting survival in the neoadjuvant context [18]. However,
especially in the light of rising numbers of long-term rectal
cancer survivors, the impact of such intensified chemother-
apeutic regimens on quality of life and long-term toxicities
have to be taken into account in the evaluation of its bene-
fits. Several phase I trials have shown feasibility and accept-
able toxicity of this chemotherapeutic regimen [19, 20].

Furthermore, short-term surrogate outcome parameters
such as pathological response rate were improved by the
combination of oxaliplatin and fluoropyrimidine in phase
II trials [21–23]. Therefore, several large, multicenter phase
III trials addressed clinical efficacy of this therapeutic
concept during the last decade [15, 24, 25] and long-term
clinical results have been recently published [14, 26, 27].
One previous systematic review on this topic has eval-

uated short-term results of four clinical trials evaluating
neoadjuvant chemoradiotherapy with fluoropyrimidine
alone or in combination with oxaliplatin in locally ad-
vanced rectal cancer [28]. The primary outcome evalu-
ated was pathologic complete response, which may be
considered a surrogate efficacy endpoint only, and previ-
ous research has shown that it does not reliably predict
long-term outcome [29]. Furthermore, a recent Cochrane
review also only evaluated short-term results of the same
four trials and qualitatively analyzed the long-term results
of one of the trials [30]. With the recent publication of 3-
to 5-year overall and disease-free survival outcomes for
several trials [14, 26, 27], a well-conducted systematic
review and meta-analysis of the evidence, with survival as
primary outcome, has the potential to change current
treatment paradigms in Germany and internationally.
Thus, the main objective of this systematic review is

to assess the efficacy, safety, and quality of life result-
ing from adding a platinum derivative to neoadjuvant
single-agent fluoropyrimidine-based chemoradiotherapy
in patients with UICC stage II and III rectal cancer.

Methods/design
The review protocol has been registered prospectively in
PROSPERO (Registration number PROSPERO 2017:
CRD42017073064) and was prepared according to the
PRISMA-P statement [31], with a checklist included as
Additional file 1. This systematic review and meta-analysis
is funded by the German Federal Ministry of Education
and Research (www.bmbf.de, project number: 01KG1710).

Systematic literature search
A systematic literature search will be performed using the
validated methods of the Cochrane Collaboration [32]. All
stages of study selection, quality assessment, and data
extraction will independently be carried out by two
reviewers to minimize errors. Any disagreement will be
resolved by consensus or by consulting a third reviewer.
The following electronic bibliographic databases will

be searched: MEDLINE, Web of Science, and Cochrane
Central Register of Controlled Trials (CENTRAL). Ref-
erence lists of relevant articles and related systematic
reviews will be hand-searched. Clinical trial registries
(www.clinicaltrials.gov, www.clinicaltrialsregister.eu, etc.)
will be searched for ongoing or unpublished trials.
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The PICO (participants, interventions, comparisons,
and outcomes) model was used to formulate the research
question [32]. Table 1 shows the PICO question together
with the search strategy for MEDLINE (via PubMed),
which was built using a combination of index or free text
words and MeSH terms. The search strategies for other
databases were constructed correspondingly. No language
or other restrictions including date of publication will be
applied.
Following eligibility assessment of the combined search

results from all databases, the eligible articles will be com-
plemented searching the Science Citation Index (via Web
of Science) for publications that cite trials eligible for
inclusion.
We expect to include between four and ten eligible

randomized controlled trials (RCTs), with several publi-
cations describing results for each trial. A minimum
number of four RCTs have been identified by the pre-
ceding systematic review by An et al. [28], and at least
one additional trial has been identified by our preliminary
literature search [26] (Table 2).

Study selection
Two reviewers will screen all titles and abstracts that
have been retrieved by the systematic literature search
independently. Retrieved references will be stored in a
file of the reference management software EndNote™.
Duplicates will be removed, and all other references will
be put into specific folders (inclusion, exclusion with rea-
son, etc.) after screening. The full-text manuscript of all
trials that are potentially eligible will be acquired and
subsequently evaluated in detail. Eligibility will be
assessed based on the following criteria:

1. Population: patients with histologically confirmed
adenocarcinoma of the rectum, UICC stage II/III
disease, and locally resectable disease

2. Intervention: neoadjuvant fluoropyrimidine-based
chemoradiotherapy with the addition of a
platinum derivative; trials evaluating neoadjuvant
chemoradiotherapy with any other combined
regimen (e.g., irinotecan, monoclonal antibodies)

or neoadjuvant chemoradiotherapy followed by
neoadjuvant chemotherapy before surgery will be
excluded.

3. Comparator: fluoropyrimidine-based single-agent
neoadjuvant chemoradiotherapy; trials assessing
neoadjuvant radiation without chemotherapy will be
excluded.

4. Outcomes: trials providing data on at least one of
the following outcomes will be included:

a. Primary outcome parameters: overall survival and
disease-free survival

b. Secondary outcome parameters: local recurrence
rate, distant recurrence rate, and rate of pathological
complete response; toxicity; postoperative morbidity
and mortality; rate of anastomotic leakage; treatment
compliance; and quality of life (QoL).

5. Design of primary studies: RCTs; all non-
randomized studies will be excluded.

In case of multiple publications on the same clinical
trial, data with the longest follow-up will be used for
each outcome. If available, the evidence will be supple-
mented by unpublished data as a separate subgroup.
The study selection process will be documented by a
PRISMA flow diagram giving specific reasons for exclusion
of studies at each stage.

Data extraction
Data will be extracted from the trials that meet our final
inclusion criteria using a standardized, electronic data
extraction form. Two reviewers will independently ex-
tract data using the standardized form, and extracted
data will be compared between the two extracting re-
viewers. Any queries/discrepancies will be resolved by
consultation of a third party. The following trial charac-
teristics and outcomes will be extracted:

1. Design and reporting features: first author, year of
publication, location of trial conduct, journal,
publication language, details of trial design
(treatment arms, superiority/non-inferiority design,
etc.), duration of the trial, number of trial centers

Table 1 PICO question and search strategy for MEDLINE (via PubMed)

P Patients with stage II/III rectal cancer

I Neoadjuvant chemoradiotherapy with a platinum derivative added to fluoropyrimidine

C Neoadjuvant chemoradiotherapy with a single-agent fluoropyrimidine

O Overall survival, disease-free survival

(neoadjuvant [tw] OR neo-adjuvant [tw] OR preoperative [tw] OR pre-operative [tw] OR “Neoadjuvant Therapy” [MeSH]) AND carboplatin* [tw] OR
oxaliplatin* [tw] OR cisplatin* [tw] OR platin* [tw] OR “Carboplatin” [MeSH] OR “Cisplatin” [MeSH] OR “Organoplatinum Compounds” [MeSH] AND
((adenocarcinom* [tw] OR carcinom* [tw] OR cancer [tw] OR malignant growth [tw] OR tumor [tw] OR tumour [tw]) AND (rectum [tw] OR rectal [tw]
OR rectum [MeSH])) OR rectal neoplasms [MeSH] AND random* [tw] OR randomized controlled trial [pt] OR RCT [tw] OR “Randomized Controlled Tri-
als as Topic” [MeSH] OR controlled clinical trial [pt] OR clinical trials as topic [mesh: noexp] OR controlled trial [tw] OR clinical trial [tw] OR controlled
study [tw] OR control group [tw] OR “Control Groups” [MeSH])
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(single-center/multicenter), sample size calculation
(yes/no/not stated; α, β, and δ in %), follow-up time
(in months/not stated), and trial registration

2. Quality features: according to the Cochrane Risk of
Bias Tool (see section “Qualitative analysis” below)

3. Patient characteristics: mean age, gender
distribution, oncologic performance scale (WHO
scale, ECOG scale, Karnofsky index, etc.), UICC
stage, TNM stage, and height of the tumor

4. Treatment characteristics: details of
chemotherapeutic regimen, dosage and fractions of
radiation, details of surgery (low anterior resection;
abdominoperineal extirpation; laparoscopic/open),
period between the end of radiation and day of
surgery (weeks), and details of adjuvant treatment

5. Outcomes: overall survival, disease-free survival,
local recurrence rate, distant recurrence rate, rate of
pathological complete response, treatment toxicity,
postoperative morbidity and mortality, rate of
anastomotic leakage, treatment compliance, and QoL

In case of missing information or ambiguities in the
publications of individual trials, the trial authors will be
contacted to retrieve additional information.

Endpoints of the systematic review
The main endpoints of the current systematic review will
be survival assessed as overall and disease-free survival. The
ultimate goal of cancer treatment is to prolong overall sur-
vival. However, for colorectal cancer, disease-free survival
has been shown to correlate well with overall survival [33].
Furthermore, Glynne-Jones et al. have recently assessed
that disease-free survival represents the best outcome
parameter for phase III clinical trials in rectal cancer [29].
The patient relevance of this outcome is obviously high.
Secondary endpoints will include rates of local and

distant recurrence and pathological complete response
rate as surrogate parameters for efficacy of the different
strategies. Furthermore, treatment toxicity, postoperative
morbidity, and mortality including anastomotic leakage
will be assessed for evaluation of safety. Treatment
compliance will be evaluated to assess feasibility of the dif-
ferent treatment protocols. Finally, quality of life will be

evaluated as a patient-oriented outcome parameter to
judge the tolerability of the different therapeutic strategies.
If differing definitions of the endpoints stated above

are used in individual trials, this will be reported and
potential implications for the results will be discussed.
During the planning phase of the current systematic

review, several representatives of patient organizations
(German ILCO e.V., various local groups) have been
contacted and responded that survival, quality of life,
and treatment toxicities would be of utmost importance
from a patient’s perspective.

Qualitative assessment of included trials
Risk of bias in included RCTs will be analyzed using the
Cochrane Collaboration’s tool for assessing the risk of bias
in randomized trials [34]. Two reviewers will independ-
ently assess risk of bias of each trial. Disagreements will
be resolved by discussion or by consulting a third re-
viewer. Each of the following domains will be evaluated at
study level: random sequence generation, allocation con-
cealment, blinding of participants and personnel, blinding
of outcome assessment, incomplete outcome data, select-
ive outcome reporting, and other bias (e.g., baseline imbal-
ance, surgical experience, early termination of the trial,
funding bias, and deficiencies of the statistical analysis)
[35]. Each potential source of bias will be graded as high,
low, or unclear, and a quote from the study report
together with a justification for the judgment will be
presented in the risk of bias table.
The quality assessment results will directly be used

to grade the body of evidence at outcome level. This
will be done using the GRADE system [36]. The fol-
lowing issues will be considered in analogy to current
publishing recommendations: study quality/risk of
bias, consistency of results between studies, directness
of evidence/generalizability, and magnitude of the
effect.

Statistical analysis
For time-to-event outcomes (primary outcomes), the
hazard ratio (HR) with its 95% confidence interval will
be chosen as an effect measure per trial. If possible, log
HRs and their standard errors will be extracted directly,
preferably from an adjusted model. If they are not
reported but adequate univariate analyses are available,
an indirect estimation method will be used [37, 38]. For
dichotomous outcomes (all but one secondary outcome),
the odds ratio (OR) with its 95% confidence interval will
be used as the effect measure per trial; for the ordinal out-
come QoL, the (standardized) mean difference ((S)MD)
with its 95% confidence interval will be used. HRs and
(S)MDs will be combined using the generic inverse-
variance method in a meta-analysis, and ORs will be
pooled using the Peto method. Random-effects models

Table 2 Trials already known about at the start of review

Trial acronym First author Country Trial period

STAR-01 Aschele C. [24] Italy 11/2003–08/2008

ACCORD 12/0405
PRODIGE 2

Gerard J. P.
[14, 25]

France 11/2005–07/2008

NSABP R-04 Allegra C. [44] USA 07/2004–08/2010

CAO/ARO/AIO-04 Rödel C. [15, 27] Germany 07/2006–02/2010

n.a. Jiao D. [26] China 07/2007–07/2010
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will be used to calculate overall effect estimates and confi-
dence intervals because we assume the heterogeneity be-
tween the true effects of the included trials. Nevertheless,
results of fixed-effect models will be contrasted with those
of the random-effects models and discussed. All results
will be investigated for statistical heterogeneity by I2 statis-
tics. If there is considerable heterogeneity (I2 > 75%) for an
outcome, no meta-analysis will be done [32]. If possible,
the following subgroup analyses will be done for the main
endpoints to further investigate potential heterogeneity:
stage II vs. stage III rectal cancer and adjuvant vs. no
adjuvant treatment. Statistical investigation of a potential
publication bias based on a test of funnel plot asymmetry
will be done if there is a sufficient amount of RCTs (> 10)
available for analysis. Nevertheless, sensitivity analyses will
be performed with respect to study quality as well as
for different dosages and application methods (e.g., 5-
fluorouracil vs. capecitabine). Further sensitivity analyses
may be conducted during the course of the review, if indi-
vidual peculiarities of the included trials become apparent.
A power calculation according to Jackson and Turner will
be performed [39]. All results will be reported following
the PRISMA guidelines [40]. Tables for the summary of
findings will be set up according to the Cochrane recom-
mendations. Forest plots will present meta-analysis results
graphically. R version 3.2.2 or higher [41] and the R meta
package version 4.3-2 or higher (developed by Guido
Schwarzer) will be used for all statistical analyses.

Discussion
The proposed systematic review and meta-analysis will
condense the highest level of evidence on the strategy of
adding a platinum derivative to 5-fluorouracil (5-FU)-
based chemoradiotherapy. In order to maximize the
quality of the pooled results, only RCTs will be included,
since they represent the study type with the lowest risk
of bias. Furthermore, strict quality assessment according
to the Cochrane Risk of Bias Tool [34] will be performed
and the resulting evidence and recommendations will be
judged according to the GRADE recommendations [36].
This will allow for reliable recommendations for clinical
practice and future research.
Instead of assessing a specific chemotherapeutic proto-

col, the two strategies will be assessed in a pragmatic ap-
proach considering all types of single-agent 5-FU-based
chemoradiotherapy to all combined protocols including a
platinum derivative. The wide patient selection criteria of
all patients with locally advanced rectal cancer (UICC
stage II or III disease) will allow for better generalizability
and representativeness of the results.
Apart from the main survival endpoints, treatment tox-

icity and operative morbidity will be evaluated to judge
the safety of the different treatment strategies. Treatment
toxicity of intensified chemotherapeutic protocols is of

high patient relevance and is of utmost importance for the
assessment of comprehensive applicability of such proto-
cols. Furthermore, it has been shown that neoadjuvant
treatment has a direct influence on postoperative mor-
bidity and complications such as anastomotic leakage
[42, 43]. Therefore, these endpoints have to be evalu-
ated in an attempt to appraise the different treatment
concepts comprehensively. On the basis of the results
for the efficacy endpoints (survival) on the one hand
and the safety endpoints (toxicity/postoperative mor-
bidity) on the other hand, a risk/benefit assessment of
the different treatment strategies will be performed.
Finally, QoL will be assessed as a key patient-oriented
outcome in addition to the abovementioned endpoints
to judge the two strategies by a patient’s perspective.
The findings of this systematic review and meta-analysis

will thus provide a broad picture of the clinical topic and
may form a basis for future clinical decision-making,
guideline evaluation, and research prioritization.

Additional file

Additional file 1: PRISMA-P checklist. (DOC 82 kb)

Abbreviations
(S)MD: (Standardized) mean difference; 5-FU: 5-Fluorouracil; ECOG: Eastern
Cooperative Oncology Group; HR: Hazard ratio; MeSH: Medical Subject
Headings; OR: Odds ratio; PICO: Participants, interventions, comparisons, and
outcomes; QoL: Quality of life; RCT: Randomized controlled trial; UICC: Union
for International Cancer Control; WHO: World Health Organization

Acknowledgements
Not applicable.

Funding
Financial support was granted by the German Federal Ministry of Education
and Research (www.bmbf.de, project number: 01KG1710). The funder had no
role in the study design, data collection and analysis, decision to publish, or
preparation of the manuscript.

Availability of data and materials
Not applicable.

Authors’ contributions
FJH, AU, and MKD developed the study concept. FJH wrote the first draft of
the protocol, and FJH, PP, and EK wrote the first draft of the protocol
publication. EK and PP developed the search strategy and gave
methodological advice. MH and KJ developed the statistical analysis plan
and gave methodological advice. AU, MWB, and MKD provided the scientific
input for the study’s background and rationale. FJH, PP, and MKD hold the
final responsibility for this publication. All authors read and approved the
final manuscript.

Authors’ information
Not applicable.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Hüttner et al. Systematic Reviews  (2018) 7:11 Page 5 of 7

dx.doi.org/10.1186/s13643-018-0678-9
http://www.bmbf.de


Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of General, Visceral and Transplantation Surgery, University of
Heidelberg, Im Neuenheimer Feld 110, 69120 Heidelberg, Germany. 2The
Study Center of the German Surgical Society (SDGC), University of
Heidelberg, Im Neuenheimer Feld 130.3, 69120 Heidelberg, Germany.
3Institute of Medical Biometry and Informatics (IMBI), University of
Heidelberg, Im Neuenheimer Feld 130.3, 69120 Heidelberg, Germany.

Received: 13 August 2017 Accepted: 11 January 2018

References
1. Siegel RL, Miller KD, Fedewa SA, Ahnen DJ, Meester RGS, Barzi A, et al.

Colorectal cancer statistics, 2017. CA Cancer J Clin. 2017;67(3):177–93.
2. Siegel RL, Miller KD, and Jemal A. Cancer statistics, 2017. CA Cancer J Clin.

2017;67(1):7–30.
3. Hanly P, Soerjomataram I, Sharp L. Measuring the societal burden of cancer:

the cost of lost productivity due to premature cancer-related mortality in
Europe. Int J Cancer. 2015;136(4):E136–145.

4. Enker WE. Total mesorectal excision—the new golden standard of surgery
for rectal cancer. Ann Med. 1997;29(2):127–33.

5. Heald RJ. The ‘holy plane’ of rectal surgery. J R Soc Med. 1988;81(9):503–8.
6. Excellence NIfHaC. Colorectal cancer: the diagnosis and management of

colorectal cancer (NICE clinical guideline 131). 2014.
7. Pox C, Aretz S, Bischoff SC, Graeven U, Hass M, Heussner P, et al. S3-

guideline colorectal cancer version 1.0. Z Gastroenterol. 2013;51(8):753–854.
8. Bosset JF, Collette L, Calais G, Mineur L, Maingon P, Radosevic-Jelic L, et al.

Chemotherapy with preoperative radiotherapy in rectal cancer. N Engl J
Med. 2006;355(11):1114–23.

9. Gerard JP, Conroy T, Bonnetain F, Bouche O, Chapet O, Closon-Dejardin MT, et al.
Preoperative radiotherapy with or without concurrent fluorouracil and leucovorin
in T3-4 rectal cancers: results of FFCD 9203. J Clin Oncol. 2006;24(28):4620–5.

10. Rahbari NN, Elbers H, Askoxylakis V, Motschall E, Bork U, Buchler MW, et al.
Neoadjuvant radiotherapy for rectal cancer: meta-analysis of randomized
controlled trials. Ann Surg Oncol. 2013;20(13):4169–82.

11. Kreis ME, Ruppert R, Ptok H, Strassburg J, Brosi P, Lewin A, et al. Use of
preoperative magnetic resonance imaging to select patients with rectal
cancer for neoadjuvant chemoradiation—interim analysis of the German
OCUM Trial (NCT01325649). J Gastrointest Surg. 2016;20(1):25–32.

12. Kulu Y, Tarantino I, Billeter AT, Diener MK, Schmidt T, Buchler MW, et al.
Comparative outcomes of neoadjuvant treatment prior to total mesorectal
excision and total mesorectal excision alone in selected stage II/III low and
mid rectal cancer. Ann Surg Oncol. 2016;23(1):106–13.

13. Ptok H, Ruppert R, Stassburg J, Maurer CA, Oberholzer K, Junginger T, et al.
Pretherapeutic MRI for decision-making regarding selective neoadjuvant
radiochemotherapy for rectal carcinoma: interim analysis of a multicentric
prospective observational study. J Magn Reson Imaging. 2013;37(5):1122–8.

14. Gerard JP, Azria D, Gourgou-Bourgade S, Martel-Lafay I, Hennequin C,
Etienne PL, et al. Clinical outcome of the ACCORD 12/0405 PRODIGE 2
randomized trial in rectal cancer. J Clin Oncol. 2012;30(36):4558–65.

15. Rödel C, Liersch T, Becker H, Fietkau R, Hohenberger W, Hothorn T, et al.
Preoperative chemoradiotherapy and postoperative chemotherapy with
fluorouracil and oxaliplatin versus fluorouracil alone in locally advanced
rectal cancer: initial results of the German CAO/ARO/AIO-04 randomised
phase 3 trial. Lancet Oncol. 2012;13(7):679–87.

16. Andre T, Boni C, Mounedji-Boudiaf L, Navarro M, Tabernero J, Hickish T,
et al. Oxaliplatin, fluorouracil, and leucovorin as adjuvant treatment for
colon cancer. N Engl J Med. 2004;350(23):2343–51.

17. 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.

18. Rödel C, Sauer R. Integration of novel agents into combined-modality
treatment for rectal cancer patients. Strahlenther Onkol. 2007;183(5):227–35.

19. Francois E, Ychou M, Ducreux M, Bertheault-Cvitkovic F, Giovannini M,
Conroy T, et al. Combined radiotherapy, 5-fluorouracil continuous infusion
and weekly oxaliplatin in advanced rectal cancer: a phase I study. Eur J
Cancer. 2005;41(18):2861–7.

20. Freyer G, Bossard N, Romestaing P, Mornex F, Chapet O, Trillet-Lenoir V,
et al. Addition of oxaliplatin to continuous fluorouracil, l-folinic acid, and
concomitant radiotherapy in rectal cancer: the Lyon R 97-03 phase I trial. J
Clin Oncol. 2001;19(9):2433–8.

21. Aschele C, Friso ML, Pucciarelli S, Lonardi S, Sartor L, Fabris G, et al. A phase
I-II study of weekly oxaliplatin, 5-fluorouracil continuous infusion and
preoperative radiotherapy in locally advanced rectal cancer. Ann Oncol.
2005;16(7):1140–6.

22. Gerard JP, Chapet O, Nemoz C, Romestaing P, Mornex F, Coquard R, et al.
Preoperative concurrent chemoradiotherapy in locally advanced rectal
cancer with high-dose radiation and oxaliplatin-containing regimen: the
Lyon R0-04 phase II trial. J Clin Oncol. 2003;21(6):1119–24.

23. Machiels JP, Duck L, Honhon B, Coster B, Coche JC, Scalliet P, et al. Phase II
study of preoperative oxaliplatin, capecitabine and external beam
radiotherapy in patients with rectal cancer: the RadiOxCape study. Ann
Oncol. 2005;16(12):1898–905.

24. Aschele C, Cionini L, Lonardi S, Pinto C, Cordio S, Rosati G, et al. Primary
tumor response to preoperative chemoradiation with or without oxaliplatin
in locally advanced rectal cancer: pathologic results of the STAR-01
randomized phase III trial. J Clin Oncol. 2011;29(20):2773–80.

25. Gerard JP, Azria D, Gourgou-Bourgade S, Martel-Laffay I, Hennequin C,
Etienne PL, et al. Comparison of two neoadjuvant chemoradiotherapy
regimens for locally advanced rectal cancer: results of the phase III trial
ACCORD 12/0405-Prodige 2. J Clin Oncol. 2010;28(10):1638–44.

26. Jiao D, Zhang R, Gong Z, Liu F, Chen Y, Yu Q, et al. Fluorouracil-based
preoperative chemoradiotherapy with or without oxaliplatin for stage II/III
rectal cancer: a 3-year follow-up study. Chin J Cancer Res. 2015;27(6):588–96.

27. Rödel C, Graeven U, Fietkau R, Hohenberger W, Hothorn T, Arnold D, et al.
Oxaliplatin added to fluorouracil-based preoperative chemoradiotherapy
and postoperative chemotherapy of locally advanced rectal cancer (the
German CAO/ARO/AIO-04 study): final results of the multicentre, open-label,
randomised, phase 3 trial. Lancet Oncol. 2015;16(8):979–89.

28. An X, Lin X, Wang FH, Goodman K, Cai PQ, Kong LH, et al. Short term
results of neoadjuvant chemoradiotherapy with fluoropyrimidine alone or in
combination with oxaliplatin in locally advanced rectal cancer: a meta
analysis. Eur J Cancer. 2013;49(4):843–51.

29. Glynne-Jones R, Mawdsley S, Pearce T, Buyse M. Alternative clinical end points
in rectal cancer—are we getting closer? Ann Oncol. 2006;17(8):1239–48.

30. Resende HM, Jacob LFP, Quinellato LV, Matos D, da Silva EMK.
Combination chemotherapy versus single-agent chemotherapy during
preoperative chemoradiation for resectable rectal cancer. Cochrane
Database Syst Rev. 2015;10:CD008531.

31. Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al.
Preferred reporting items for systematic review and meta-analysis protocols
(PRISMA-P) 2015 statement. Syst Rev. 2015;4:1.

32. Higgins JP and Green Se, Cochrane handbook for systematic reviews of
interventions version 5.1.0 [updated March 2011], T.C. Collaboration,
Editor. 2011.

33. Sargent DJ, Wieand HS, Haller DG, Gray R, Benedetti JK, Buyse M, et al.
Disease-free survival versus overall survival as a primary end point for
adjuvant colon cancer studies: individual patient data from 20,898 patients
on 18 randomized trials. J Clin Oncol. 2005;23(34):8664–70.

34. Higgins JP, Altman DG, Gotzsche PC, Juni P, Moher D, Oxman AD, et al. The
Cochrane Collaboration’s tool for assessing risk of bias in randomised trials.
BMJ. 2011;343:d5928.

35. Probst P, Knebel P, Grummich K, Tenckhoff S, Ulrich A, Buchler MW, et al.
Industry bias in randomized controlled trials in general and abdominal
surgery: an empirical study. Ann Surg. 2016;264(1):87–92.

36. Atkins D, Best D, Briss PA, Eccles M, Falck-Ytter Y, Flottorp S, et al. Grading quality
of evidence and strength of recommendations. BMJ. 2004;328(7454):1490.

37. Parmar MK, Torri V, Stewart L. Extracting summary statistics to perform
meta-analyses of the published literature for survival endpoints. Stat Med.
1998;17(24):2815–34.

38. Tierney JF, Stewart LA, Ghersi D, Burdett S, Sydes MR. Practical methods for
incorporating summary time-to-event data into meta-analysis. Trials. 2007;8:16.

39. Jackson D, Turner R. Power analysis for random-effects meta-analysis. Res
Synth Methods. 2017;8(3):290–302.

Hüttner et al. Systematic Reviews  (2018) 7:11 Page 6 of 7



40. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting
items for systematic reviews and meta-analyses: the PRISMA statement.
BMJ. 2009;339:b2535.

41. Team RC. R: a language and environment for statistical computing. Vienna:
R Foundation for Statistical Computing; 2016.

42. Salmenkyla S, Kouri M, Osterlund P, Pukkala E, Luukkonen P, Hyoty M, et al.
Does preoperative radiotherapy with postoperative chemotherapy increase
acute side-effects and postoperative complications of total mesorectal
excision? Report of the randomized Finnish rectal cancer trial. Scand J Surg.
2012;101(4):275–82.

43. Schiffmann L, Wedermann N, Gock M, Prall F, Klautke G, Fietkau R, et al.
Intensified neoadjuvant radiochemotherapy for rectal cancer enhances
surgical complications. BMC Surg. 2013;13:34.

44. Allegra CJ, Yothers G, O'Connell MJ, Beart RW, Wozniak TF, Pitot HC, et al.
Neoadjuvant 5-FU or Capecitabine Plus Radiation With or Without
Oxaliplatin in Rectal Cancer Patients: A Phase III Randomized Clinical Trial. J
Natl Cancer Inst. 2015;107(11).

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Hüttner et al. Systematic Reviews  (2018) 7:11 Page 7 of 7


	Abstract
	Background
	Methods
	Discussion
	Systematic review registration

	Background
	Methods/design
	Systematic literature search
	Study selection
	Data extraction
	Endpoints of the systematic review
	Qualitative assessment of included trials
	Statistical analysis

	Discussion
	Additional file
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

