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Abstract
Background: Benchmarking international cancer survival differences is necessary to evaluate 
and improve healthcare systems. Our aim was to assess the potential regional differences 
in outcomes among patients with metastatic colorectal cancer (mCRC) participating in 
international randomized clinical trials (RCTs).
Design: Countries were grouped into 11 regions according to the World Health Organization 
and the EUROCARE model. Meta-analyses based on individual patient data were used to 
synthesize data across studies and regions and to conduct comparisons for outcomes in a 
two-stage random-effects model after adjusting for age, sex, performance status, and time 
period. We used mCRC patients enrolled in the first-line RCTs from the ARCAD database, 
which provided enrolling country information. There were 21,509 patients in 27 RCTs included 
across the 11 regions.
Results: Main outcomes were overall survival (OS) and progression-free survival (PFS). 
Compared with other regions, patients from the United Kingdom (UK) and Ireland were 
proportionaly over-represented, older, with higher performance status, more frequently 
male, and more commonly not treated with biological therapies. Cohorts from central 
Europe and the United States (USA) had significantly longer OS compared with those from 
UK and Ireland (p = 0.0034 and p < 0.001, respectively), with median difference of 3–4 months. 
The survival deficits in the UK and Ireland cohorts were, at most, 15% at 1 year. No evidence 
of a regional disparity was observed for PFS. Among those treated without biological 
therapies, patients from the UK and Ireland had shorter OS than central Europe patients 
(p < 0.001).
Conclusions: Significant international disparities in the OS of cohorts of mCRC patients 
enrolled in RCTs were found. Survival of mCRC patients included in RCTs was consistently 
lower in the UK and Ireland regions than in central Europe, southern Europe, and the USA, 
potentially attributed to greater overall population representation, delayed diagnosis, and 
reduced availability of therapies.
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Introduction
Healthcare systems vary significantly across the 
world and have a major impact upon disease bur-
den and outcomes.1,2 Colorectal, lung, breast, 
and prostate cancers account for 18–50% of the 
total cancer burden and, not surprisingly, patients 
treated in countries with a high deprivation index, 
in which healthcare systems are less well devel-
oped, appear to have worse outcomes.1,3 
Benchmarking of regional or national systems 
allows healthcare providers and policy makers to 
critically appraise outcomes in order to under-
stand trends, and potentially to intervene and 
improve the provision of healthcare, especially 
patient treatment, locoregionally.4

Evaluation may focus upon specific areas relevant 
to the providers, i.e. regional variations seen 
within a country, in which nominally the systems 
are similar [e.g. the United Kingdom (UK)] or on 
socioeconomic factors that significantly influence 
healthcare systems within a country [e.g. the 
United States (USA)].5 The EUROCARE model 
exemplifies a system attempting to compare a 
large number of countries based upon registry 
data, publishing a fifth edition (EUROCARE-5) 
in 2014. This comprehensive report examined 
data from more than 10 million patients from 107 
population-based registries from 29 countries 
grouped into five regions (EUROCARE-5).6 
While such data identify an overall summary, dis-
tilling the components that impact upon survival 
as an outcome is critically important when revi-
sions to national healthcare systems are being 
considered. For this to be most effective, we 
needed to explore the outcomes in cancer sub-
populations and treatment modalities that affect 
survival.7 Several studies (EUROCARE, 
CONCORD) have shown disparities in the sur-
vival of colorectal cancer patients according to 
where they reside in different regions of the world. 
The observed cancer survival deficit in the UK 
has been attributed to a higher number of excess 
deaths occurring among older patients in the first 
3 months after diagnosis, which is hypothesized to 
relate to a slower speed of cancer diagnosis, which 
leads to shorter survival after diagnosis.8,9 Several 
other population-based studies have attempted to 
define potential variations in the patient manage-
ment that could possibly account for apparent 
differences in cancer survival across countries. In 
a recent population study based on three cancer 
registries from France and one from England, the 
observed poorer survival among patients diag-
nosed with colorectal cancer in England was 

largely attributed to a larger proportion dying 
during the first year after diagnosis.11 The authors 
further noted large variations in treatment modal-
ities within 6 months of diagnosis, such as surgical 
resections, which were performed more fre-
quently in France. Gatta et  al.12 observed how 
large variations in management were observed 
across European countries, with a large propor-
tion of patients not receiving treatment in accord-
ance with guidelines based upon published 
clinical trials.

Apart from management issues, several other fac-
tors have been proposed to account for the 
observed country-by-country differences in sur-
vival. Many factors have been suggested to explain 
these differences, such as the differences in cancer 
registration modalities (including whole-popula-
tion representation), co-morbidities, stage of 
presentation, accessibility to state-of-the-art 
treatment, and quality of care. These variables are 
not usually captured in population-based studies, 
making it difficult to identify the causal factors 
responsible for the outcomes observed in those 
studies. Furthermore, most population-based 
studies looking at the question of country-based 
differences in cancer survival have done so prior 
to the introduction of biological agents in the 
treatment paradigm of patients with advanced 
colorectal cancer.

ARCAD is a pooled database of individual patient 
data from recent therapeutic trials in advanced 
colorectal cancer conducted worldwide. Using 
this database, we aimed to determine differences, 
if any, in prognostic outcome among patients 
with metastatic colorectal cancer (mCRC) diag-
nosed in different countries, and participating in 
international clinical trials, in the era of biological 
therapy.

Methods

Study population
Individual patient data from 21,509 patients 
enrolled in 27 first-line mCRC trials between 1997 
and 2012 were included13,15,22–46 (Supplemental 
Table 1). Collectively, 51 countries contributed 
participating patients. These countries were 
grouped into 11 regions (Supplemental Table 2), 
based on access to healthcare by the population 
and the sophistication of the healthcare systems. 
Specifically, we followed the categories deter-
mined by the EUROCARE consortium6 to group 
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the European countries into central Europe, 
northern Europe, Eastern Europe, southern 
Europe, and UK and Ireland, designated 
UK + Ireland for convenience (Supplemental 
Table 3). In Asia, countries were grouped into 
one group including countries other than China 
and Thailand, and the second group including 
China and Thailand. Kenya and South Africa 
were grouped together as Africa. Argentina, 
Brazil, Chile, Costa Rica, Guatemala, Mexico, 
and Panama were grouped as South America. 
Australia, New Zealand, and Canada were 
grouped as ANZC. The USA was evaluated as a 
separate entity because of its population size and 
geographic territory. Accrual to trials per 100,000 
population is presented in Supplemental Table 4 
as an estimate of inclusivity of patients in the tri-
als. This was calculated by dividing the total 
accrual in this time period (15 years) by the sum-
mated population from the region in 2010, and 
therefore only offers a relative estimate. The fol-
lowing analyses were based on regions instead of 
countries.

Individual trials were approved through coun-
tries’ mechanisms at the time trials were done. All 
patients provided written, informed consent at 
enrollment in the respective trials. The ARCAD 
database collaboration research protocol was 
approved by the Mayo Clinic Institution Review 
Board. Individual patient data of all trials were 
collected and the analyses were done at an inde-
pendent statistical center at the Mayo Clinic, 
Rochester, MN, USA.

Statistical analyses
Patient characteristics were summarized descrip-
tively within each region and statistically com-
pared using chi-square tests for categorical 
variables and two sample t-tests for continuous 
variables. The majority of studies only enrolled 
patients from a subset of 51 countries (11 grouped 
regions). Hence, head-to-head comparisons 
between all regions within studies were not feasi-
ble, and the common pooled analysis by stratified 
Cox model is suboptimal. For example, only 1 
out of 27 trials included both USA and 
UK + Ireland patients, which could be used to 
make a direct comparison between the 2 coun-
tries. Therefore, meta-analytic approaches were 
used to synthesize the evidence across studies and 
treatment groups in a two-stage model. In stage 
1, overall survival (OS) and progression-free sur-
vival (PFS) estimates (median times and rates at 

6, 12, or 24 months, as well as associated sandard 
deviations) per region in each treatment arm were 
estimated using adjusted Kaplan–Meier methods, 
after adjusting for age, sex, performance status 
(PS), metatastic site count, and time period 
(<2005 or ⩾2005). These estimates were further 
synthesized across trials using a random-effects 
model10 in stage 2 to estimate the regional treat-
ment effect, accounting for variability across both 
arms and trials. Regions with less than 5% of the 
patient population were not included in the pri-
mary comparisons due to their limited sample 
sizes. This resulted in six regions being included 
in the primary comparisons involved, including 
central, southern, and Eastern Europe, UK +  
Ireland, the USA, and ANZC. Sensitivity analysis 
with all regions included is presented in the 
Supplemental material (Supplemental Tables 
5–7; Supplemental Figures 1 and 2). Bonferroni 
adjustment was applied to adjust for multiplicity 
with p < 0.01 considered statistically significant 
(five comparisons in total in the primary analy-
sis). Subgroup analyses were conducted by sex, 
age, PS, and treatment type.

Results

Patient demographics and disease 
charactersitics
Among the 20,707 patients included in the cur-
rent analysis, median follow-up time was 
39.4 months. Patients had a median age of 
63 years, 62% male, 96% with a baseline PS 0–1 
(Supplemental Table 5). The majority had colon 
cancers only (69%) and, most commonly, liver 
metastasis (77%), while 38% had lung metasta-
sis. Compared with other regions, UK + Ireland 
patients were more likely to be male than female, 
older, had higher PS at baseline, and were less 
likely to be treated with biological therapies. 
Eastern European patients were more likely to be 
younger and treated with anti-epidermal growth-
factor receptor (anti-EGFR) agents only. Patients 
in the USA studies were more likely to have low 
PS at baseline and to be treated with anti-vascular 
endothelial growth factor (anti-VEGF) agents 
only. Notably, UK + Ireland patients were more 
frequently enrolled in strategy-based studies, 
including intermittent therapy or studies testing 
dose-reduction approaches for the treatment of 
older or frailer patients. A higher proportion of 
patients were enrolled in advanced trials in 
 colorectal cancer (CRC) in the UK + Ireland 
(7.84/100,000) compared with other regions 
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Figure 1. OS and PFS median and point estimate bars by region.
(a) Median, 12-month, and 24-month OS survival estimates by region; (b) median, 6-month, and 12-month PFS survival 
estimates by region.
ANZC, Australia, New Zealand, and Canada; OS, overall survival; PFS, progression-free survival.

Figure 2. Median OS and PFS bars by region in subgroups.
(a) Median OS by region in subgroups; (b) median PFS by region in subgroups.
ANZC, Australia, New Zealand, and Canada; OS, overall survival; PFS, progression-free survival; PS, performance status.
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(ANZC 2.76, central Europe 2.20, USA 1.84). 
Relating this on a global scale, given the varied 
age distributions within regions, equates to 
50.05/100,000 age 65+ for UK + Ireland versus 
other regions (ANZC 20.35, central Europe 
12.28, USA 14.21; Supplemental Table 4).

Overall survival and progression-free survival
The OS varied between regions, with median OS 
highest in the USA (20.2 months), central Europe 
(19.1 months), and southern Europe (18.9 months), 
followed by ANZC (18.1 months), Eastern Europe 
(16.8 months), and UK + Ireland (16 months; 
Table 1; Figure 1). Patient cohorts from central 
Europe and the USA had significantly longer OS 
compared with those from UK + Ireland 
(p = 0.0034 and p < 0.001, respectively), with a 
range of median difference between 3 months and 
4 months. Most of the difference arose in the first 
year. The survival deficit in UK + Ireland patients, 
compared with the other five regions, was at most 
15% lower at 1 year and 13% lower at 2 years 
(Table 1; Figure 1), after adjusting for baseline 
age, sex, PS, number of metastatic sites, and time 
period.

Similar patterns were observed for PFS, with median 
PFS highest in central Europe (8.2 months), south-
ern Europe (8.1 months), the USA (8.1 months), 
followed by ANZC (7.6 months), UK + Ireland 
(7.2 months), and Eastern Europe (7.1 months; 
Table 1; Figure 1), but no significant differences 
were found in median PFS after Bonferroni adjust-
ment for multiplicity. The difference was not signifi-
cant in the first 6 months, but became apparent at 
1 year, where 1-year PFS was signifantly lower in 
UK + Ireland [16%, 95% confidence interval (CI) 
11–20%, p < 0.01] compared with the USA (30%, 
95% CI 26–35%). It is likely the significant differ-
ence in 1-year PFS was triggered by deaths and not 
progression events.

Subgroup analyses
The geographic patterns differed among sub-
groups, but some features were generally consist-
ent (Figure 2). Comparing OS within treatment 
groups, central Europeans had significantly longer 
OS than the UK + Ireland cohort among patients 
receiving chemotherapy only without biological 
therapies (p = 0.0057). Southern Europeans 
(p = 0.0076) and the USA (p = 0.0005) had signifi-
cantly longer OS than UK + Ireland patients 
among those receiving any type of biological 

therapies (anti-VEGF and/or anti-EGFR agents). 
Among other subgroups, a consistent pattern was 
observed where central Europe, southern Europe, 
and USA cohorts had the longest survival, signifi-
cantly longer than UK + Ireland cohort in all sub-
groups (Supplemental 7; Figure 2).

Comparing PFS among subgroups, there was no 
significant difference overall between regions, 
except among patients with baseline PS 0–1 and 
those treated with biological therapies. Among 
PS 0–1 patients, only the southern European 
cohort had a significantly longer PFS compared 
with those from UK + Ireland (p = 0.007). Central 
European and USA patients treated with biologi-
cal therapies had better PFS than the UK + Ireland 
cohort (p = 0.0044 and p = 0.0015, respectively).

Time-trend analyses
To further investigate the survival trend over 
time, we dichotomized the patient enrollment 
period into two cohorts: older (1997–2004) versus 
newer (2005–2012) eras. The cut-off points were 
chosen to reflect the changes in the standard of 
care due to the introduction of biologic agents 
around 2004. The trend for 1-year OS was mostly 
flat for all regions except for southern Europe 
where a substantial upward trend was observed 
with a 8.4% increase in 1-year OS [Figure 3; 
Supplemental Table 8(a)]. An upward trend for 
2-year OS was observed for all regions.

The trend for 6-month and 1-year PFS varied 
among regions, with an upward trend observed for 
both southern and central Europe, a flat trend for 
ANZC, and a decreasing trend over time for 
UK + Ireland [Figure 3; Supplemental Table 8(b)].

Discussion
Several population-based studies have investigated 
differences in cancer survival across countries;11,12 
however, no studies so far have investigated the 
regional disparity in patients enrolled in clinical tri-
als. Many factors have been suggested to explain 
cancer survival differences, such as differences in 
cancer registration modalities (including whole-
population representation), in stage of presenta-
tion, and in accessibility to state-of-the-art 
treatment modalities, and quality of care. These 
variables are not usually captured in population-
based studies, but are rigorously collected in rand-
omized clinical trials. Additionally, for trials 
enrolling patients from multiple countries, patients 
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entering trials are required to fulfill specific eligibil-
ity criteria and follow the same study protocol for 
treatment, patient care, and data follow up. Hence 
the patient population is more homogeneous than 
in population-based studies because of the 

rigorous inclusion criteria and prescribed therapies 
associated with randomized trials. Furthermore, 
most population-based studies looking at the ques-
tion of country-based differences in cancer survival 
have done so prior to the introduction of biological 

Table 1. Overall OS and PFS estimates by region.

Central Europe 
(n = 4305)

Southern 
Europe 
(n = 2759)

United States 
(n = 5728)

Eastern Europe 
(n = 1004)

ANZC  
(n = 1681)

United 
Kingdom + Ireland 
(n = 5230)

Overall survival

 Median OS in month  
(95% CI)

19.1 (17.6, 20.6) 18.9 (17.1, 20.6) 20.2 (18.8, 21.6) 16.8 (13.5, 20.2) 18.1 (16.4, 19.8) 16.0 (14.6, 17.5)

   Difference versus 
UK + Ireland

3.12 2.86 4.2 0.82 2.06 REF

     p value (versus 
UK + Ireland)

0.0034 0.0137 <0.0001 0.6617 0.0748 REF

   12-month OS (95% CI) 0.71 (0.67, 0.76) 0.73 (0.68, 0.79) 0.71 (0.67, 0.75) 0.72 (0.62, 0.83) 0.78 (0.73, 0.83) 0.63 (0.59, 0.67)

   Difference versus 
UK + Ireland

0.08 0.1 0.08 0.09 0.15 REF

    p value (versus 
UK + Ireland)

0.0113 0.0027 0.0084 0.1198 <0.0001 REF

   4-month OS (95% CI) 0.37 (0.30, 0.43) 0.38 (0.30, 0.45) 0.38 (0.32, 0.44) 0.25 (0.10, 0.41) 0.28 (0.20, 0.35) 0.25 (0.18, 0.31)

    Difference versus 
UK + Ireland

0.12 0.13 0.13 0 0.03 REF

   p value (versus 
UK + Ireland)

0.0116 0.0113 0.0026 0.9663 0.5718 REF

Progression-free survival

   Median PFS in month 
(95% CI)

8.2 (7.4, 9.0) 8.1 (7.3, 8.9) 8.1 (7.3, 8.9) 7.1 (5.7, 8.5) 7.6 (6.7, 8.5) 7.2 (6.5, 8.0)

   Difference versus 
UK + Ireland

0.94 0.86 0.88 −0.15 0.35 REF

   p value (versus 
UK + Ireland)

0.0918 0.1310 0.1146 0.8543 0.5524 REF

   6-month PFS (95% CI) 0.66 (0.60, 0.72) 0.67 (0.60, 0.74) 0.64 (0.58, 0.69) 0.67 (0.56, 0.79) 0.67 (0.61, 0.74) 0.61 (0.55, 0.67)

   Difference versus 
UK + Ireland

0.05 0.06 0.03 0.07 0.07 REF

    p value (versus 
UK + Ireland)

0.2525 0.1578 0.4584 0.3072 0.1478 REF

   12-month PFS (95% CI) 0.25 (0.20, 0.29) 0.25 (0.20, 0.30) 0.30 (0.26, 0.35) 0.25 (0.14, 0.35) 0.21 (0.16, 0.26) 0.16 (0.11, 0.20)

   Difference versus 
UK + Ireland

0.09 0.09 0.15 0.09 0.05 REF

   p value (versus 
UK + Ireland)

0.0103 0.0103 <0.0001 0.1231 0.1200 REF

ANZC, Australia, New Zealand, and Canada; CI, confidence interval; OS, overall survival; PFS, progression-free survival; REF, reference group for 
comparison.
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agents, where clinical trials are more likely to 
include biological agents as experimental therapy. 
There are clear advantages of investigating regional 
disparity using a clinical trial database. To our 
knowledge, the ARCAD database is the only large 
database collecting individual-level patient data 
from completed studies, and future, large, phase 
III randomized mCRC trials conducted worldwide 
can provide meaningful and sufficient data to eval-
uate this important question.

In addition to rigorous and standardized data col-
lected in clinical trials, another strength of our 
study was the statistical methods we adopted. 
Specifically, we used a two-stage meta-analysis 
based on individual patient data, where outcomes 
were consistently estimated across all trials at the 
first stage, and compared using a random-effects 
model at the second stage to account for trial and 
treatment heterogeneity. With indiviudal-level 
patient databases such as ARCAD, we were able 
to achieve a large sample size comparable with 
population registries, and superior to literatured-
based meta-analysis due to consistent adjust-
ments of relevant potential confounders across 
studies.

In no small measure, the findings from our study 
continuously demonstrated the value of interna-
tional data-sharing consortia to address critical 
issues that no single trial or group alone can 
address. Our findings were significant in that we 
not only confirmed the existence of international 

disparity in mCRC patient outcomes, as seen in 
population studies,16,17 but our data further sug-
gested that the disparity was mainly driven by a 
difference in survival after first-line therapy, since 
no significant differences were observed in first-
line median PFS. These findings were consistent 
in subpopulations defined by age, sex, race, PS, 
location of metastastic sites, and treatment classes 
(i.e. whether biological agents were involved or 
not). Our study results suggested that some deter-
minants of early mortality from mCRC were not 
controlled by clinical trial inclusion criteria. 
Cancer management also mattered, such as 
access to innovative, active treatments, newer 
drugs, or secondary surgeries for metastatic dis-
ease, which might explain, at least in part, per-
sistant disparities within randomized trials.18–20

However, our study was not without limiations. 
One limitation was that countries included in the 
same geographic region might have different sys-
tems of oncology service delivery. One important 
reason for presenting data by region in the main 
manuscript was due to the limited sample size 
when an individual country was considered. 
However, we have conducted the same analysis at 
a country level. In stage 1 of the meta-analysis, 
model outcomes were estimated from patients 
available within each country in each treatment 
arm of a study (not pooling all patients from the 
same country across trials). This was due to the 
need to account for heterogeneities due to treat-
ment within each trial. As a result, patient 

Figure 3. Overall survival and progression-free survival estimates by time period and region.
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enrollment per country in each arm of a study was 
too low to have enough number of events to have 
a robust estimation.

It is important to point out that the observed sur-
vival deficit in the UK region was driven from the 
COIN13,14 and the FOCUS (1 and 2) studies15 
that enrolled only UK patients. We discovered 
that these trials were predominantly ‘strategy 
based,’ though not entirely, evaluating a reduced-
therapy approach among more frail populations, 
with a focus on the benefit in quality of life out-
comes. By design, the COIN trial accepted a non-
inferiority boundary for intermittent therapy of 
1.162 (i.e. a 16% difference in OS outcome). 
Additionally, we further acknowledge that the 
UK group was more representative of the general 
population by conducted additional analysis on 
trial accrual. Supplemental Table 4 shows that 
7.84/100,000 people were enrolled in the trials in 
this analysis from UK + Ireland compared with a 
mean of 0.51/100,000 across all other regions. 
This high level of accrual into trials with relative 
permissive eligibility criteria inevitably resulted in 
entry of a less fit but more representative group, 
as reflected in the higher age and poorer PS met-
rics reported in the study. These are possible rea-
sons for this particular finding.

It is widely acknowledged that the optimal route to 
improving national and global cancer outcomes 
are through prevention and early diagnosis, includ-
ing national screening programs, where appropri-
ate. It is also important that improved data 
collection enables the appropriate scrutiny of 
national healthcare systems. Recent work within 
the UK has focused on routes to diagnosis leading 
to publication of data for all cancer types between 
2006 and 2013.21 Improvements of cancer survival 
in the UK over the past 2 decades have been 
reported following the launch of the National 
Health Service Cancer Plan for England and the 
establishement of the National Cancer Research 
Networks, with improvements in cancer detection, 
diagnostic routes, and access to tertiary specialized 
cancer units.4,7,8 It must also be recognized that 
patients will, for the foreseeable future, continue to 
develop or present with metastatic disease. In 
order to improve outcomes in these individuals, it 
is critical to appraise differences in service provi-
sion that may influence the survival of these 
patients. This will allow us to more effectively 
appraise the role of aspects including: supportive 
care, surgical interventions, ablative techniques, 
and access to newer drugs in survival outcomes.

To conclude, significant international disparities 
in the OS of cohorts of mCRC patients enrolled 
in randomized clinical trials were found. Survival 
of mCRC patients included in randomized clini-
cal trials was consistently lower in the UK + Ireland 
regions than in central Europe, southern Europe, 
and the USA, which can be potentially attributed 
to greater overall population representation, 
delayed diagnosis, and reduced availability of 
therapies.

Author contributions
Dr Shi had full access to all the data in the study 
and takes responsibility for the integrity of the 
data and the accuracy of the data analysis.

Concept and design: Jun Yin, Shaheenah 
Dawood, Romain Cohen, Qian Shi, Axel 
Grothey, Richard Adams.

Acquisition, analysis, or interpretation of data: all 
co-authors.

Drafting of the manuscript: Jun Yin, Jeff Meyers, 
Romain Cohen, Qian Shi, Richard Adams.

Critical revision of the manuscript for important 
intellectual content: all co-authors.

Statistical analysis: Jun Yin, Jeff Meyers, Qian 
Shi.

Obtained funding: Qian Shi, Axel Grothey.

Administrative, technical, or material support: 
Qian Shi.

Supervision: Qian Shi.

Conflict of interest statement
The authors declare that there is no conflict of 
interest.

Funding
The authors disclosed receipt of the following 
financial support for the research, authorship, 
and/or publication of this article: data collection 
was funded by the ARCAD Foundation.

ORCID iDs
Jun Yin  https://orcid.org/0000-0003-3242- 
9664

Richard Adams  https://orcid.org/0000-0003- 
3915-7243

Data sharing
Data sharing of the individual patient data from 
each randomized clinical trial included in this 

https://journals.sagepub.com/home/tam
https://orcid.org/0000-0003-3242-9664
https://orcid.org/0000-0003-3242-9664
https://orcid.org/0000-0003-3915-7243
https://orcid.org/0000-0003-3915-7243


J Yin, S Dawood et al.

journals.sagepub.com/home/tam 9

analysis is subject to the policy and process of 
each trial contributor.

Supplemental material
Supplemental material for this article is available 
online.

References
 1. Bray F, Ferlay J, Soerjomataram I, et al. Global 

cancer statistics 2018: GLOBOCAN estimates of 
incidence and mortality worldwide for 36 cancers 
in 185 countries. CA Cancer J Clin 2018; 68: 
394–424.

 2. Sant M, Capocaccia R, Verdecchia A, et al. 
Comparisons of colon-cancer survival among 
European countries: the Eurocare study. Int J 
Cancer 1995; 63: 43–48.

 3. Soerjomataram I, Lortet-Tieulent J, Parkin DM, 
et al. Global burden of cancer in 2008:  
a systematic analysis of disability-adjusted life-
years in 12 world regions. Lancet 2012; 380: 
1840–1850.

 4. Abdel-Rahman M, Stockton D, Rachet B, et al. 
What if cancer survival in Britain were the same 
as in Europe: how many deaths are avoidable? Br 
J Cancer 2009; 101(Suppl. 2): S115–S124.

 5. Jemal A, Siegel RL, Ma J, et al. Inequalities in 
premature death from colorectal cancer by state. 
J Clin Oncol 2015; 33: 829–835.

 6. De Angelis R, Sant M, Coleman MP, et al. 
Cancer survival in Europe 1999–2007 by 
country and age: results of EUROCARE—5-a 
population-based study. Lancet Oncol 2014; 15: 
23–34.

 7. Holleczek B, Rossi S, Domenic A, et al. On-going 
improvement and persistent differences in the 
survival for patients with colon and rectum cancer 
across Europe 1999–2007 – results from the 
EUROCARE-5 study. Eur J Cancer 2015; 51: 
2158–2168.

 8. Brown S, Castelli M, Hunter DJ, et al. How 
might healthcare systems influence speed of 
cancer diagnosis: a narrative review. Soc Sci Med 
2014; 116: 56–63.

 9. Donnelly C, Hart N, McCrorie AD, et al. 
Predictors of an early death in patients diagnosed 
with colon cancer: a retrospective case-control 
study in the UK. BMJ Open 2019; 9: e026057.

 10. Berkey CS, Hoaglin DC, Mosteller F, et al. 
A random-effects regression model for meta-
analysis. Stat Med 1995; 14: 395–411.

 11. Dejardin O, Rachet B, Morris E, et al. 
Management of colorectal cancer explains 
differences in 1-year relative survival between 
France and England for patients diagnosed 
1997–2004. Br J Cancer 2013; 108: 775–783.

 12. Gatta G, Zigon G, Aareleid T, et al. Patterns 
of care for European colorectal cancer patients 
diagnosed 1996–1998: a EUROCARE high 
resolution study. Acta Oncol 2010; 49: 776–783.

 13. Adams RA, Meade AM, Seymour MT, et al. 
Intermittent versus continuous oxaliplatin and 
fluoropyrimidine combination chemotherapy for 
first-line treatment of advanced colorectal cancer: 
results of the randomised phase 3 MRC COIN 
trial. Lancet Oncol 2011; 12: 642–653.

 14. Maughan TS, Meade AM, Adams RA, et al. 
A feasibility study testing four hypotheses with 
phase II outcomes in advanced colorectal cancer 
(MRC FOCUS3): a model for randomised 
controlled trials in the era of personalised 
medicine? Br J Cancer 2014; 110: 2178–2186.

 15. Seymour MT, Maughan TS, Ledermann JA, 
et al. Different strategies of sequential and 
combination chemotherapy for patients with poor 
prognosis advanced colorectal cancer (MRC 
FOCUS): a randomised controlled trial. Lancet 
2007; 370: 143–152.

 16. Downing A, Morris EJ, Corrigan N, et al. 
High hospital research participation and 
improved colorectal cancer survival outcomes: a 
population-based study. Gut 2017; 66: 89–96.

 17. Walters S, Benitez-Majano S, Muller P, et al. Is 
England closing the international gap in cancer 
survival? Br J Cancer 2015; 113: 848–860.

 18. Majano SB, Di Girolamo C, Rachet B, et al. 
Surgical treatment and survival from colorectal 
cancer in Denmark, England, Norway, and 
Sweden: a population-based study. Lancet Oncol 
2019; 20: 74–87.

 19. Exarchakou A, Rachet B, Belot A, et al. Impact of 
national cancer policies on cancer survival trends 
and socioeconomic inequalities in England, 
1996–2013: population based study. BMJ 2018; 
360: k764.

 20. Prasad V and Mailankody S. The UK cancer 
drugs fund experiment and the US cancer drug 
cost problem: bearing the cost of cancer drugs 
until it is unbearable. Mayo Clin Proc 2016; 91: 
707–712.

 21. National Cancer Registration and Analysis 
Service. Routes to diagnosis, http://www.ncin.
org.uk/publications/routes_to_diagnosis (2020, 
accessed 1 August 2020).

https://journals.sagepub.com/home/tam
http://www.ncin.org.uk/publications/routes_to_diagnosis
http://www.ncin.org.uk/publications/routes_to_diagnosis


Therapeutic Advances in Medical Oncology 13

10 journals.sagepub.com/home/tam

 22. Fuchs CS, Marshall J, Mitchell E, et al. 
Randomized, controlled trial of irinotecan plus 
infusional, bolus, or oral fluoropyrimidines 
in first-line treatment of metastatic colorectal 
cancer: results from the BICC-C Study. J Clin 
Oncol 2007; 25: 4779–4786.

 23. Hurwitz H, Fehrenbacher L, Novotny W, et al. 
Bevacizumab plus irinotecan, fluorouracil, and 
leucovorin for metastatic colorectal cancer. N 
Engl J Med 2004; 350: 2335–2342.

 24. Saltz LB, Clarke S, Diaz-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: 2013–2019.

 25. Kabbinavar FF, Schulz J, McCleod M, et al. 
Addition of bevacizumab to bolus fluorouracil 
and leucovorin in first-line metastatic colorectal 
cancer: results of a randomized phase II trial. J 
Clin Oncol 2005; 23: 3697–3705.

 26. Goldberg RM, Sargent DJ, Morton RF, et al. 
A randomized controlled trial of fluorouracil 
plus leucovorin, irinotecan, and oxaliplatin 
combinations in patients with previously 
untreated metastatic colorectal cancer. J Clin 
Oncol 2004; 22: 23–30.

 27. Tournigand C, Cervantes A, Figer A, et al. 
OPTIMOX1: a randomized study of FOLFOX4 
or FOLFOX7 with oxaliplatin in a stop-and-Go 
fashion in advanced colorectal cancer—a 
GERCOR study. J Clin Oncol 2006; 24: 394–400.

 28. Chibaudel B, Maindrault-Goebel F, Lledo G, 
et al. Can chemotherapy be discontinued in 
unresectable metastatic colorectal cancer? The 
GERCOR OPTIMOX2 Study. J Clin Oncol 
2009; 27: 5727–5733.

 29. Tournigand C, Andre T, Achille E, et al. 
FOLFIRI followed by FOLFOX6 or the reverse 
sequence in advanced colorectal cancer: a 
randomized GERCOR study. J Clin Oncol 2004; 
22: 229–237.

 30. Hecht JR, Mitchell E, Chidiac T, et al. A 
randomized phase IIIB trial of chemotherapy, 
bevacizumab, and panitumumab compared 
with chemotherapy and bevacizumab alone for 
metastatic colorectal cancer. J Clin Oncol 2009; 
27: 672–680.

 31. Douillard JY, Oliner KS, Siena S, et al. 
Panitumumab-FOLFOX4 treatment and RAS 
mutations in colorectal cancer. N Engl J Med 
2013; 369: 1023–1034.

 32. Koopman M, Antonini NF, Douma J, et al. 
Sequential versus combination chemotherapy 

with capecitabine, irinotecan, and oxaliplatin in 
advanced colorectal cancer (CAIRO): a phase III 
randomised controlled trial. Lancet 2007; 370: 
135–142.

 33. Tol J, Koopman M, Rodenburg CJ, et al. A 
randomised phase III study on capecitabine, 
oxaliplatin and bevacizumab with or without 
cetuximab in first-line advanced colorectal cancer, 
the CAIRO2 study of the Dutch Colorectal 
Cancer Group (DCCG). An interim analysis of 
toxicity. Ann Oncol 2008; 19: 734–738.

 34. Van Cutsem E, Kohne CH, Hitre E, et al. 
Cetuximab and chemotherapy as initial treatment 
for metastatic colorectal cancer. N Engl J Med 
2009; 360: 1408–1417.

 35. Seymour MT, Thompson LC, Wasan HS, 
et al. Chemotherapy options in elderly and frail 
patients with metastatic colorectal cancer (MRC 
FOCUS2): an open-label, randomised factorial 
trial. Lancet 2011; 377: 1749–1759.

 36. Diaz-Rubio E, Tabernero J, Gomez-Espana 
A, et al. Phase III study of capecitabine plus 
oxaliplatin compared with continuous-infusion 
fluorouracil plus oxaliplatin as first-line therapy 
in metastatic colorectal cancer: final report of the 
Spanish Cooperative Group for the Treatment of 
Digestive Tumors Trial. J Clin Oncol 2007; 25: 
4224–4230.

 37. Diaz-Rubio E, Gomez-Espana A, Massuti B, 
et al. First-line XELOX plus bevacizumab 
followed by XELOX plus bevacizumab or single-
agent bevacizumab as maintenance therapy in 
patients with metastatic colorectal cancer: the 
phase III MACRO TTD study. Oncologist 2012; 
17: 15–25.

 38. Tebbutt NC, Wilson K, Gebski VJ, et al. 
Capecitabine, bevacizumab, and mitomycin 
in first-line treatment of metastatic colorectal 
cancer: results of the Australasian Gastrointestinal 
Trials Group randomized phase III MAX study. 
J Clin Oncol 2010; 28: 3191–3198.

 39. Souglakos J, Androulakis N, Syrigos K, et al. 
FOLFOXIRI (folinic acid, 5-fluorouracil, 
oxaliplatin and irinotecan) vs FOLFIRI (folinic 
acid, 5-fluorouracil and irinotecan) as first-line 
treatment in metastatic colorectal cancer (MCC): 
a multicentre randomised phase III trial from the 
Hellenic Oncology Research Group (HORG).  
Br J Cancer 2006; 94: 798–805.

 40. Falcone A, Ricci S, Brunetti I, et al. Phase III trial 
of infusional fluorouracil, leucovorin, oxaliplatin, 
and irinotecan (FOLFOXIRI) compared with 
infusional fluorouracil, leucovorin, and irinotecan 
(FOLFIRI) as first-line treatment for metastatic 

https://journals.sagepub.com/home/tam


J Yin, S Dawood et al.

journals.sagepub.com/home/tam 11

colorectal cancer: the Gruppo Oncologico Nord 
Ovest. J Clin Oncol 2007; 25: 1670–1676.

 41. Porschen R, Arkenau HT, Kubicka S, et al. 
Phase III study of capecitabine plus oxaliplatin 
compared with fluorouracil and leucovorin plus 
oxaliplatin in metastatic colorectal cancer: a final 
report of the AIO Colorectal Study Group. J Clin 
Oncol 2007; 25: 4217–4223.

 42. Moosmann N, Von Weikersthal LF, Vehling-Kaiser 
U, et al. Cetuximab plus capecitabine and irinotecan 
compared with cetuximab plus capecitabine and 
oxaliplatin as first-line treatment for patients with 
metastatic colorectal cancer: AIO KRK-0104—a 
randomized trial of the German AIO CRC study 
group. J Clin Oncol 2011; 29: 1050–1058.

 43. Bokemeyer C, Bondarenko I, Makhson A, et al. 
Fluorouracil, leucovorin, and oxaliplatin with and 

without cetuximab in the first-line treatment of 
metastatic colorectal cancer. J Clin Oncol 2009; 
27: 663–671.

 44. Stintzing S and Heinemann V. A still missing 
piece of the FIRE-3 puzzle – authors’ reply. 
Lancet Oncol 2016; 17: e516.

 45. Loupakis F, Cremolini C, Masi G, et al. Initial 
therapy with FOLFOXIRI and bevacizumab for 
metastatic colorectal cancer. N Engl J Med 2014; 
371: 1609–1618.

 46. Venook AP, Niedzwiecki D, Lenz HJ, 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:  
2392–2401.

Visit SAGE journals online 
journals.sagepub.com/
home/tam

SAGE journals

https://journals.sagepub.com/home/tam
https://journals.sagepub.com/home/tam
https://journals.sagepub.com/home/tam



