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Background: The extranodal extension (ENE) of nodal metastasis (i.e. the extension of tumor cells through the nodal
capsule into the perinodal adipose tissue) has recently emerged as an important prognostic factor in different types of ma-
lignancies. However, the tumor–node–metastasis (TNM) staging system for colorectal cancer does not consider it as a
prognostic parameter. Therefore, we conducted a systematic review and meta-analysis to determine the prognostic role
of ENE in patients with lymph node-positive colorectal cancer.
Materials and methods: Two independent authors searched PubMed and SCOPUS until 7 January 2015 without lan-
guage restrictions. Prospective studies reporting data on prognostic parameters in subjects with colorectal cancer, com-
paring participants with the presence of ENE (ENE+) versus only intranodal extension (ENE−) were eligible. Data were
summarized using risk ratios (RRs) for the number of deaths/recurrences and hazard ratios (HRs) together with 95% con-
fidence intervals (CIs) for time-dependent risk related to ENE+, adjusted for potential confounders.
Results: Thirteen studies including 1336 patients were identified with a median follow-up of 4.7 years. ENE was asso-
ciated with a higher T stage and tumor grading. In addition, ENE was associated with a significantly increased risk of all-
cause mortality (RR = 1.75; 95% CI 1.42–2.16, P < 0.0001, I2 = 60%; HR = 1.69, 95% CI 1.32–2.17, P < 0.0001,
I2 = 46%) and of recurrence of disease (RR = 2.07, 95% CI 1.65–2.61, P < 0.0001, I2 = 47%; HR = 2.31, 95% CI 1.54–
3.44, P < 0.0001, I2 = 48%).
Conclusions: Based of these results, in colorectal cancer, ENE should be considered from the gross sampling to the
pathology report, as well as in future oncologic staging systems.
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introduction
Colorectal cancer is the third most common cancer in the
United States and Europe [1]. The pathologic stage at diagnosis
is the best indicator of prognosis [2, 3]. The classic staging
system for colorectal cancer is the tumor–node–metastasis
(TNM) staging system, in which the N category is divided in N1
and N2, and tumor deposits represent N1c subcategory (supple-
mentary Table S1, available at Annals of Oncology online) [2].
Thus, not only T and N status, but even the free tumor deposits
in the adipose tissue are recognized as important prognostic

parameters. Although the majority of patients with colorectal
carcinoma display lymph node involvement, little attention has
been paid to the histologic features of lymph node metastasis.
Specifically, the TNM system does not consider as a prognostic
parameter in N+ patients the extranodal extension (ENE),
which is the extension of tumor cells through the nodal capsule
into the perinodal fatty tissue (Figure 1). Given this, ENE has re-
cently emerged as an important prognostic factor in several
types of malignancies [4–8]. A previous systematic review with a
last search date of almost a decade old [4] considered the evi-
dence on ENE as a prognostic factor in all the gastrointestinal
malignancies, yet only identified four colon and/or rectal cancer
series with a total 502 node-positive patients, suggesting ENE to
be a valuable prognostic factor for such cancers. While this
review was helpful and advanced the field of study, no formal
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meta-analysis currently exists on this topic. The potential of
tumor cells to invade through the lymph node capsule may reflect
the aggressiveness of the primary tumor [9]. Therefore, the detec-
tion and quantification of ENE in the surgical specimen of colo-
rectal cancer can be helpful from investigating tumor biology to
assess correctly the staging system and to determining adjuvant
treatment strategies. Since several new studies in the last years
have investigated this topic and the last review date was over a
decade old, we aimed to clarify the prognostic role of ENE in
patients with lymph node-positive colorectal cancer and conduct
the first meta-analysis on this topic. Within our meta-analysis, we
sought to take into consideration potentially important prognos-
tic factors, including namely overall survival (OS), disease-free
survival (DFS) and cancer-specific survival in patients with (ENE
+) or without (ENE−) ENE.

materials andmethods
This systematic review adhered to theMOOSE guidelines [10] and
PRISMA statement [11], following a predetermined protocol.

inclusion and exclusion criteria
Studies were considered eligible for inclusion meeting the fol-
lowing criteria: (i) prospective, observational cohort studies, (ii)
contained a comparison of prognostic factors between ENE+
and ENE−, (iii) diagnosis of cancer of colon and/or rectum, (iv)
contained data about mortality or recurrence of disease, (v)
were published in a peer-review journal or published abstract.
Exclusion criteria were: (i) no presence of cancer, (ii) no data

about prognostic parameters in the title/abstract, (iii) compari-
son between ENE+ and no lymph nodes metastases, (iv) diagno-
sis of nonepithelial malignancies (i.e. lymphomas) and (v) in
vitro or animal studies. We considered articles in any language.

data sources and literature search strategy
Two investigators (CL, NV) independently searched PubMed and
SCOPUS until 7 January 2015. The search terms used in PubMed

included combinations of the following keywords: ((extracapsular
OR pericapsular OR extranodal OR perilymphatic OR perinodal
OR ‘extra capsular’ OR ‘peri-capsular’ OR ‘extra nodal’ OR ‘peri
lymphatic’ OR ‘peri nodal’ OR ‘extra-capsular’ OR ‘peri-capsular’
OR ‘extra-nodal’ OR ‘peri-lymphatic’ OR ‘peri-nodal’) AND
(colon OR colonic OR rectum OR rectal OR colorectal) AND
(mortality OR mortalities OR fatality OR fatalities OR death* OR
survival OR prognosis OR ‘hazard ratio’ OR HR OR ‘relative risk’
OR RR OR prognosis OR progression OR recurrence)). A similar
search was carried out in SCOPUS. We considered the reference
lists of all included articles and of previous related reviews.

study selection
Following the searches as outlined above, after removal of dupli-
cates, two independent reviewers screened titles and abstracts of
all potentially eligible articles. The two authors applied the eligi-
bility criteria, considered the full texts and a final list of included
articles was reached through consensus.

data extraction
Two authors were involved in data extraction in a predeter-
mined database. Specifically, one author (AN) extracted data
from the included articles and a second independent author
(MS) validated the data. For each article, we extracted informa-
tion about authors, year of publication, country, location of
cancer, exclusion criteria, number of females, T stage, tumor
grading, number of patients with metastatic lymph nodes, age,
concomitant analysis of free tumor deposits, number of adjust-
ments in survival analyses and duration of follow-up.

outcomes
The primary outcomes were the number of deaths independent-
ly from the cause (all-cause mortality), number of deaths due to
cancer and number of recurrences after treatment during
follow-up period in those with ENE+ versus ENE−. Secondary
outcomes were hazard ratios (HRs), adjusted for the maximum
number of confounders available, about the same issues taking
those with ENE− as reference.

assessment of study quality
We used the Newcastle–Ottawa Scale (NOS) [12] to evaluate
study quality. The NOS provides an assessment of the methodo-
logical quality of nonrandomized trials and its content validity
and reliability have been established [12]. Included studies are
judged on eight items across three key areas: selection of the par-
ticipants, comparability of the participants and outcomes. Two
authors (CL, NV) completed the NOS and each study receives
an overall score for methodological quality of up to 9 points
with a score of ≤5 (out of 9) indicating high risk of bias (supple-
mentary Tables S2 and S3, available at Annals of Oncology
online).

data synthesis and statistical analysis
All analyses were carried out using Comprehensive Meta-
Analysis (CMA) software version 3. For continuous variables,
normality was assessed using the Shapiro–Wilk test. If normal-
ity was satisfied the variables were presented as mean ± standard

Figure 1. Extranodal extension of lymph node metastasis. A classic example
of ENE is here shown. The cells of lymph node metastasis go through the
nodal capsule into the perinodal fatty tissue (original magnifications: ×4 entire
lymph node, ×10 detail).
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deviation (and compared with independent Student’s t-test) or
as median with range if normality not satisfied. Categorical vari-
ables were presented as number and percentage and compared
using χ2 test.
In our primary analyses, pooled risk ratios (RRs) and 95% con-

fidence intervals (CIs) of all-cause mortality, cancer-specific mor-
tality and recurrences of disease between ENE+ and ENE− were
calculated using DerSimonian–Laird random-effect models [13].
In secondary analyses, pooled, HRs with 95% CIs adjusted for the
maximum number of covariates, available in the articles,
were also calculated for providing additional information if the
relationship between ENE status and outcomes was influenced by
potential confounders. Heterogeneity across studies was assessed
by the I2 metric and χ2 statistics [14]. In the presence of signifi-
cant heterogeneity (P < 0.05) [14], we conducted a series of meta-
regression analyses according to ENE status and each of prognos-
tic parameters considered. The following moderators were tested:
location of cancer (colonic, rectal or colorectal), sample size, con-
comitant analysis of free tumor deposits, percentage of females
and age of the sample as whole, T stage, percentage of metastatic
lymph nodes, median follow-up period of observation, NOS,
number of adjustments, country (categorized as Europe versus
Asia). For significant moderators at meta-regression analysis, a
further stratification analysis was made, using the median value
in case of a continuous variable.
Finally, we investigated publication bias for our primary

meta-analysis with a visual inspection of funnel plots and with
the Begg–Mazumdar Kendall’s tau [15] and Egger’s bias test
[16]. Moreover, in the presence of publication bias for the main
analyses, we conducted a trim-and-fill-adjusted analysis [17] to
remove the most extreme small studies from the positive side of
the funnel plot, and recalculated the effect size at each iteration,
until the funnel plot was symmetric about the (new) effect size.

results

search results
Altogether, 210 nonduplicated articles were identified through
the literature search. After excluding 189 articles based on title/
abstract review, 21 articles were retrieved for full-text review and
following the application of the inclusion criteria, 13 unique
articles were eligible for the meta-analysis [18–30] (supplemen-
tary Figure S4, available at Annals of Oncology online).

study and patient characteristics
The studies were conducted in Europe (7 studies, 53.8%) [18–20,
22, 25, 26, 29] or in Japan (6 studies, 46.2%) [21, 23, 24, 27, 28,
30], with no studies from America or other continents. The studies
included a higher proportion of men (57.7%) than women, with a
mean age of 64.0 ± 12.2 years. Four studies specifically investigated
colon cancer [18, 20, 26, 29], five considered the rectum only [19,
22, 23, 25, 28] and four considered both the colon and the rectum
[21, 24, 27, 30]. Furthermore, four studies have considered even
tumor-free deposits as prognostic parameter [18, 26, 28, 29].
The median NOS score was 7 points (range: 6–8) with no

studies at possible high risk of bias for quality (i.e. NOS score ≤5)
(supplementary Tables S2 and S3, available at Annals of Oncology
online).

Nine of 13 studies assessed ENE with a classic definition [18–
20, 22, 25, 26, 28–30], which is the extension of lymph node
metastatic cells through the nodal capsule into the perinodal
fatty tissue. The remaining four studies [21, 23, 24, 27] used al-
ternative definitions of ENE. For Fuji et al. [21], ENE is defined
as an extension of lymph node metastatic cells through the
nodal capsule into the perinodal fatty tissue and/or extranodal
location of tumor cells; for Komori et al. [23], it is an extension
of lymph node metastatic cells through the nodal capsule into
the perinodal fatty tissue or extranodal location of tumor cells
continuously; Komuta et al. [24] defined ENE as the extension
of lymph node metastatic cells through the nodal capsule into
the perinodal fatty tissue, distinguishing two subcategories: <5
cells or more than 5 cells out of metastatic lymph node; lastly,
Suzuki et al. [27] defined ENE as an invasive cancer showing
penetration at least of the nodal capsule or extending through
the nodal capsule into the perinodal adipose tissue. All the alter-
native definitions of ENE are present in studies from Japan.
Regarding characteristics of ENE+ versus ENE− patients, no

significant differences emerged for mean age (P = 0.67) or gender
(P = 0.82). Regarding T stage, ENE+ patients have, however, a sig-
nificant major proportion of a higher T stage than ENE− (T3–T4
of ENE+: 94.9% versus T3–T4 of ENE−: 79.9%, P < 0.0001).
A similar figure emerged regarding high tumor grading (G3 of
ENE+: 24.2% versus G3 of ENE−: 14.3%, P < 0.0001) (supple-
mentary Table S2, available at Annals of Oncology online).

risk ratios on overall survival and disease-free
survival
Pooling data from eight studies reporting data on mortality [18,
19, 23–28], 70.0% with ENE+ were dead versus 39.5% with ENE−,
leading to a significant increased risk of all-cause mortality
(RR = 1.75; 95% CI 1.42–2.16, P < 0.0001, I2 = 60%) (Table 1,
Figure 2A).
ENE+ was further associated to a significant higher risk of re-

currence of disease (9 studies [18, 20–22, 25, 29, 30]); 64.7% in
ENE+ versus 30.0% in ENE−; equating to a RR = 2.07 (95% CI
1.65–2.61, P < 0.0001, I2 = 47%) (Table 1; Figure 2B).
The funnel plot of the studies taking as outcome OS or DFS

included in our meta-analysis (supplementary Figure S5, available
at Annals of Oncology online) indicated publication bias, as con-
firmed by the Egger’s test (bias = 3.00; 95% CI 0.70–5.29, P = 0.001
for both outcomes) and Begg–Mazumdar test (Kendall’s τ = 0.61,
P = 0.01 for both outcomes), likely due to the inclusion of works
reporting a significant association between ENE+ and OS/DFS
(right side of the mean).
Given the publication bias observed, we calculated the trim-

and-fill-adjusted analysis [17]. However, after the adjustment
for publication bias, our results remained unchanged.

adjusted hazard ratios on overall survival
and disease-free survival
In our secondary analyses, we investigated whether using HRs
(adjusted for the maximum number of the covariates available
in each study) instead of RRs could influence our results. In the
survival analyses, the median number of adjustments used was 4
(range: 2–9) (supplementary Tables S2 and S6, available at
Annals of Oncology online).
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Table 2 shows the adjusted HRs according to ENE status. ENE
+ was associated to a significant poorer prognosis, being asso-
ciated to higher risk of both all-cause mortality (5 studies [18, 19,
23, 26, 27]; HR = 1.69, 95% CI 1.32–2.17, P < 0.0001, I2 = 46%)
(Figure 3A) and recurrence of disease (5 studies [18, 20, 23,
26, 30]; HR = 2.31, 95% CI 1.54–3.44, P < 0.0001, I2 = 48%)
(Figure 3B).
Only one study [30] reported data about cancer-specific sur-

vival, indicating that ENE increased such type of risk (HR:
2.513; 95% CI 1.001–6.307; P = 0.05), precluding meaningful
meta-analysis.
No publication bias evident using adjusted HRs instead of RR

for OS (Egger’s test: bias =−0.98; 95% CI −4.17 to 2.19,
P = 0.40; Begg–Mazumdar test: Kendall’s τ = 0.02, P = 0.80) or
DFS (Egger’s test: bias = 3.80; 95% CI 1.93–5.77, P = 0.0008;
Begg–Mazumdar test: Kendall’s τ = 0.50, P = 0.22) (supplemen-
tary Figure S5, available at Annals of Oncology online).

meta-regression and sensitivity analyses
Only RRs for all-cause mortality reported high heterogeneity
(I2≥ 50% and P≤ 0.05). Meta-regression established that only
the consideration of free tumor deposits in perinodal fatty tissue
emerged as a significant moderator for RRs of all-cause mortal-
ity (slope = −0.384 ± 0.180, P = 0.03) (supplementary Table S7,
available at Annals of Oncology online). However, the stratifica-
tion for this factor seems to poorly affect our findings since, in
the five studies [18, 26, 28, 29] analyzing free tumor deposits,
the RR for OS was 2.14 (95% CI 1.56–2.93, P < 0.0001, I2 = 59%)
and, in those without this parameter [19–25, 27, 30], the RR was
1.39 (1.18–1.65, P < 0.0001, I2 = 0%). Finally, stratifying accord-
ing to the definition of ENE (classical versus other definition)
does not significantly change our findings (supplementary
Table S8, available at Annals of Oncology online).

discussion
In this meta-analysis, we examined 13 observational studies in-
volving 1336 patients affected by colon and/or rectal cancer with
metastatic lymph node(s), of which 611 presented ENE of
lymph node metastasis while 725 showed only intranodal me-
tastasis. Our results have demonstrated the important weight of
ENE in the prognosis of such malignancies. Particularly, our
findings suggest that the presence of ENE is associated to a poor
prognosis in terms of overall mortality and recurrence of dis-
eases, the most important indicators of prognosis and also of
life’s quality in patients with colon cancer. Furthermore, the ma-
jority of outcomes were not characterized by a high heterogen-
eity, reinforcing the robustness of our findings. Furthermore,
ENE emerged as a hallmark of a more advanced tumor stage:
indeed, ENE+ patients have a higher T stage than ENE−
(P < 0.001); furthermore, ENE can be considered also a hallmark
of aggressiveness, since it is associated with a higher percentage
of high-grade tumor.
An important implication derived from this study regards the

surgical pathology approach and, in particular, the gross sam-
pling. Indeed, on the basis of the shown importance of ENE in
colorectal cancer, and knowing that ENE can be very focal, a
mandatory consequence is that all the lymph nodes with their
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surrounding adipose tissue have to be completely included. A
common gross approach tends to start with the manual isolation
of lymph nodes, or with the sampling of only a portion of
lymph nodes with metastatic aspect. However, on the basis of
this systematic review and meta-analysis, a complete inclusion
of all the lymph nodes, even if very large, and of the perinodal
fatty tissue is suggested. Following the TNM staging system, it is
important looking for free tumor deposits in the adipose tissue,

and on the basis of our shown results, also looking for ENE is
very important.
Furthermore, another aspect that needs to be clarified is a

standard definition of ENE, since these parameters should be
included, in our opinion, in the final pathology report. Nine of
13 meta-analyzed studies assessed ENE with a classic definition,
considering it as the extension of lymph node metastatic cells
through the nodal capsule into the perinodal fatty tissue.

A

B

Risk
ratio

Lower
limit

Upper
limit Z-value P-value

Komuta, 2001
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Puppa, 2007
Suzuki, 2014
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1,752
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Komori, 2013
Brabender, 2012

1,590 1,125 2,246 2,629 0,009Al Sahaf, 2011
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Study name Statistics for each study Risk ratio and 95% Cl

Risk
ratio
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limit Z-value P-value

4,267
2,073

1,942
2,263
2,309
1,640
1,310
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0,178
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0,000

0,000
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0,007
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Heide 2003
Komori, 2013
Komuta, 1999
Lupattelli, 2001
Wind, 2008
Yano, 2006

Fujii 2011
Demir, 2014
Al Sahaf, 2011

3,273

1,222
2,302
1,646

1,453
1,251
1,159
0,884
1,306
1,416
1,284

3,085
7,909
2,609

3,525
4,261
2,322
1,941

14,653
7,563
2,510

2,809
4,607
6,203

3,612
2,677
2,791
1,347
2,393
2,774
3,421

0,006

Study name Statistics for each study Risk ratio and 95% Cl

Figure 2. Forest plot of pooled risk ratios taking all-cause mortality (A) and recurrence of disease (B) as outcomes.

Table 2. Pooled risk ratio estimates for adjusted hazard ratios for overall and disease-free survival according to the presence or not of extranodal
extension

Parameter N Studies Hazard ratios (95% CI) P value Heterogeneity

Overall survival 5 1.69 (1.32–2.17) <0.0001 τ2 = 0.03; χ2 = 7.41, df = 4 (P = 0.11); I2 = 46%
Disease-free survival 5 2.31 (1.54–3.44) <0.0001 τ2 = 0.11; χ2 = 8.34, df = 4 (P = 0.08); I2 = 48%

df, degrees of freedom; ENE, extranodal extension.
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The remaining four studies used alternative ENE definitions,
without significant alteration in the meaning with the exception
of the study by Fujii et al. [21]. In that paper, indeed, ENE was
defined as an extension of lymph node metastatic cells through
the nodal capsule into the perinodal fatty tissue and/or extrano-
dal location of tumor cells [21]. Using this definition, it is pos-
sible that in ENE category have been included also free tumor
deposits, with a possible bias. However, the global results of our
meta-analysis are too robust to be affected significantly by this
issue. Furthermore, this point emphasizes the necessity of reach-
ing a standard definition of ENE. We suggest to consider as true
ENE for colorectal cancer only, a nondebatable ENE. It has to be
demonstrated histologically, documenting a structural rupture
of the lymph node capsule by the metastasis. Neoplastic emboli
even outside the lymph node, as well as metastasis in the mar-
ginal sinus or free tumor cells deposits in soft tissue, should not
be considered as true ENE.
ENE, indicated recently as a prognostic factor for cancers in

several organs [4–8], has also been taken into account in the last
staging systems of squamous cell carcinoma of the vulva [2, 31].
It is likely that the better prediction of prognosis of vulvar cancer
by these new staging systems could be partly due even to the
consideration of the importance of ENE. According to our find-
ings, and if further studies and/or nomograms will confirm these
results, we suggest to include ENE as a prognostic parameter in
future colorectal staging system, also considering that, for a

histologically similar aspect to ENE, the free tumor deposits, it
has been already designed a specific N subcategory (N1c) in the
current TNM staging system.
Notably, in this meta-analysis, only one parameter, the RRs for

all-cause mortality, reported high heterogeneity. This aspect con-
solidates our findings, emphasizing the importance of ENE as
prognostic parameter. In our meta-regression analysis for all-cause
mortality RRs, only the consideration of free tumor deposits in
perinodal fatty tissue emerged as a significant moderator, although
its role seems to be limited in magnitude since, also in studies not
considering this factor, the presence of ENE was associated with a
significant higher risk of death. Furthermore, considering for all-
cause mortality RRs all the studies with the exception of the one by
Komuta et al. [24], the heterogeneity becomes not of a high level.
While the results of this meta-analysis are novel, it is import-

ant to consider a number of limitations, which are largely
reflected by those within the primary studies. First, data about
other co-morbidities (like cardiovascular diseases) were not
reported, but it is known that they play an important prognostic
role also in patients with cancer. We also encountered some het-
erogeneity but were able to investigate sources of this within
meta-regression. Finally, we encountered evidence of publica-
tion bias in our main analysis, but our results remained un-
changed after we adjusted for this. Nevertheless, allowing for
these caveats, in conclusion our results suggest that ENE seems
to be associated with a poorer prognosis in colorectal cancer
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Figure 3. Forest plot of pooled adjusted hazard ratios taking all-cause mortality (A) and recurrence of disease (B) as outcomes.
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also independent of potential confounders. Since this condition
is present in a remarkable proportion of the patients affected by
such malignancy, its consideration becomes mandatory from
the gross sampling to the histopathological evaluation and the
oncologic staging. Thanks to the recent development of techni-
ques of next-generation sequencing, it has been already pro-
posed to integrate a complete molecular characterization of
cancer in pathology report [32]; however, before this, all the
prognostic roles of the pure histologic features and of the mor-
phologic aspects, as ENE, should be clarified.

disclosure
The authors have declared no conflicts of interest.

references
1. Siegel R, Naishadham D, Jemal A. Cancer statistics, 2013. CA Cancer J Clin

2013; 63: 11.
2. Edge SB, Byrd DR, Compton CC et al. AJCC Cancer Staging Manual, 7th edition.

New York, NY: Springer-Verlag 2010.
3. Bilchik AJ, DiNome M, Saha S et al. Prospective multicenter trial of staging

adequacy in colon cancer: preliminary results. Arch Surg 2006; 141: 527–533.
4. Wind J, Lagarde SM, Ten Kate FJ et al. A systematic review on the significance of

extracapsular lymph node involvement in gastrointestinal malignancies. Eur J Surg
Oncol 2007; 33: 401–408.

5. Alakus H, Hölscher AH, Grass G et al. Extracapsular lymph node spread: a new
prognostic factor in gastric cancer. Cancer 2010; 116: 309–315.

6. Lagarde SM, ten Kate FJ, de Boer DJ et al. Extracapsular lymph node involvement
differs between squamous cell and adenocarcinoma of the esophagus. Ann Surg
Oncol 2009; 16: 447–453.

7. Griebling TL, Ozkutlu D, See WA et al. Prognostic implications of extracapsular extension
of lymph node metastases in prostate cancer. Mod Pathol 1997; 10: 804–809.

8. Ahn TS, Kim HS, Jeong CW et al. Extracapsular extension of pelvic lymph node
metastasis is an independent prognostic factor in bladder cancer: a systematic
review and meta-analysis. Ann Surg Oncol 2015; 22: 3745–3750.

9. Stitzenberg KB, Meyer AA, Stern SL et al. Extracapsular extension of the sentinel
lymph node metastasis: a predictor of non-sentinel node tumor burden. Ann Surg
2003; 237: 607–612.

10. Stroup DF, Berlin JA, Morton SC et al. Meta-analysis of observational studies in
epidemiology: a proposal for reporting. Meta-analysis Of Observational Studies in
Epidemiology (MOOSE) group. JAMA 2000; 283: 2008–2012.

11. Liberati A, Altman DG, Tetzlaff J et al. The PRISMA statement for reporting
systematic reviews and meta-analyses of studies that evaluate healthcare
interventions: explanation and elaboration. BMJ 2009; 339: b2700.

12. Wells GA, Shea B, O’Connell D et al. The Newcastle-Ottawa Scale (NOS) for
assessing the quality of nonrandomised studies in meta-analyses. http://www.ohri.
ca/programs/clinical_epidemiology/oxford.htm (13 July 2015, date last accessed).

13. DerSimonian R, Laird N. Meta-analysis in clinical trials. Control Clin Trials 1986; 7:
177–188.

14. Higgins JP, Thompson SG. Quantifying heterogeneity in a meta-analysis. Stat Med
2002; 21: 1539–1558.

15. Begg CB, Mazumdar M. Operating characteristics of a rank correlation test for
publication bias. Biometrics 1994; 50: 1088–1101.

16. Egger M, Davey Smith G, Schneider M, Minder C. Bias in meta-analysis detected
by a simple, graphical test. BMJ 1997; 315: 629–634.

17. Duval S, Tweedie R. Trim and fill: a simple funnel-plot-based method of testing and
adjusting for publication bias in meta-analysis. Biometrics 2000; 56: 455–463.

18. Al Sahaf O, Myers E, Jawad M et al. The prognostic significance of extramural
deposits and extracapsular lymph node invasion in colon cancer. Dis Colon
Rectum 2011; 54: 982–988.

19. Brabender J, Bollschweiler E, Hölscher AH et al. The prognostic impact of
extracapsular lymph node involvement in rectal cancer patients: implications for
staging and adjuvant treatment strategies. Oncol Lett 2012; 3: 825–830.

20. Demir L, Ekinci N, Erten C et al. The impact of cell proliferation markers and p53
mutation status on prognosis of non-metastatic colon cancer. J Surg Oncol 2014;
109: 665–675.

21. Fujii T, Tabe Y, Yajima R et al. Extracapsular invasion as a risk factor for
disease recurrence in colorectal cancer. World J Gastroenterol 2011; 17:
2003–2006.

22. Heide J, Krüll A, Berger J. Extracapsular spread of nodal metastasis as a
prognostic factor in rectal cancer. Int J Radiat Oncol Biol Phys 2004; 58:
773–778.

23. Komori K, Kanemitsu Y, Kimura K et al. Detailed stratification of TNM stage III
rectal cancer based on the presence/absence of extracapsular invasion of the
metastatic lymph nodes. Dis Colon Rectum 2013; 56: 726–732.

24. Komuta K, Okudaira S, Haraguchi M et al. Identification of extracapsular invasion
of the metastatic lymph nodes as a useful prognostic sign in patients with
resectable colorectal cancer. Dis Colon Rectum 2001; 44: 1838–1844.

25. Lupattelli M, Maranzano E, Bellavita R et al. Adjuvant radiochemotherapy in high-
risk rectal cancer results of a prospective non-randomized study. Tumori 2001;
87: 239–247.

26. Puppa G, Maisonneuve P, Sonzogni A et al. Pathological assessment of pericolonic
tumor deposits in advanced colonic carcinoma: relevance to prognosis and tumor
staging. Mod Pathol 2007; 20: 843–855.

27. Suzuki H, Fujii T, Asao T et al. Extracapsular lymph node involvement is associated
with colorectal liver metastases and impact outcome after hepatectomy for
colorectal metastases. World J Surg 2014; 38: 2079–2088.

28. Ueno H, Mochizuki H, Tamakuma S. Prognostic significance of extranodal
microscopic foci discontinuous with primary lesion in rectal cancer. Dis Colon
Rectum 1998; 41: 55–61.

29. Wind J, ten Kate FJ, Kiewiet JJ et al. The prognostic significance of extracapsular
lymph node involvement in node positive patients with colonic cancer. Eur J Surg
Oncol 2008; 34: 390–396.

30. Yano H, Saito Y, Kirihara Y, Takashima J. Tumor invasion of lymph node capsules
in patients with Dukes C colorectal adenocarcinoma. Dis Colon Rectum 2006; 49:
1867–1877.

31. Luchini C, Nottegar A, Solmi M et al. Prognostic implications of extranodal
extension in node-positive squamous cell carcinoma of the vulva: a systematic
review and meta-analysis. Surg Oncol 2015 Sep 14 [epub ahead of print], doi:
10.1016/j.suronc.2015.09.005.

32. Luchini C, Capelli P, Fassan M et al. Next generation histopathologic diagnosis: a
lesson from a hepatic carcinosarcoma. J Clin Oncol 2014; 10; 32: e63–e66.

 | Veronese et al. Volume 27 | No. 1 | January 2016

reviews Annals of Oncology

http://www.ohri.ca/programs/clinical_epidemiology/oxford.htm
http://www.ohri.ca/programs/clinical_epidemiology/oxford.htm
http://www.ohri.ca/programs/clinical_epidemiology/oxford.htm
http://www.ohri.ca/programs/clinical_epidemiology/oxford.htm



