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Abstract 

Background  In China, sodium cantharidinate/vitamin B6 (SC/VB6) injection has been approved since 2002 
for the treatment of lung cancer and primary liver cancer. In addition to these authorized indications, clinical applica-
tion of SC/VB6 is also common in various other types of cancer. However, there is a lack of comprehensive under-
standing on this topic. Thus, this systematic review and meta-analysis aims to consolidate evidence regarding the effi-
cacy and safety of off-label use of SC/VB6 in oncology.

Methods  International databases including PubMed, Embase, Cochrane Library, Web of Science, and CINAHL Plus, 
as well as Chinese databases including China National Knowledge Infrastructure (CNKI), Chinese Biomedical Litera-
ture Database (CBM), and Wanfang, will be searched from the inception to 31 December 2024. Comparative stud-
ies that evaluated the add-on effect of SC/VB6 to conventional cancer treatments against the use of conventional 
treatments alone will be considered in the scope of this review. The primary outcomes are objective response rate 
and performance status. Secondary outcomes are disease control rate (DCR), progression-free survival (PFS), disease-
free survival (DFS), overall survival (OS), and adverse events (AEs). Depending on heterogeneity, data will be synthe-
sized using either the Mantel–Haenszel fixed-effect or the DerSimonian and Laird random-effect model. Subgroup 
analyses will be conducted for the following variables: type of cancer, study design, SC/VB6 dosage, treatment 
duration, and combined therapies, provided that each subgroup contains at least two studies. Sensitivity analyses will 
be performed on efficacy outcomes. The Grading of Recommendations Assessment, Development, and Evaluation 
(GRADE) will be utilized to appraise the overall quality of evidence.

Discussion  This review will encompass both randomized controlled trials (RCTs) and cohort studies, thereby ena-
bling us to synthesize and assess evidence across experimental and real-world observational settings. Our findings 
will contribute to a better understanding on the benefit-risk profile regarding the off-label use of SC/VB6 in oncology, 
guiding the trajectory of future research, and offering a robust scientific foundation to inform clinical and regulatory 
decision-making process.

Systematic review registration  PROSPERO CRD42024504977.
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Background
Cancer represents a heterogeneous group of diseases 
resulting from abnormal proliferation of cells that dam-
age adjacent cells or organs and can spread to other parts 
of the body [1, 2]. Globally, cancer is a leading cause of 
premature death with rapid growth of incidence and 
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mortality rates in both developing and developed coun-
tries [3]. According to the GLOBOCAN cancer statistics, 
there was an estimated 19.3 million incident cases and 
10 million deaths in 2020, of which female breast cancer 
corresponded to the highest incidence and lung cancer 
to the leading cause of cancer mortality [4]. About 23.7% 
and 30.2% of the GLOBOCAN 2020 estimates of cancer 
incidence and mortality occurred in China, respectively, 
accounting for an immense cancer burden of 4.6 million 
new cases and 3 million deaths [5, 6]. Despite that age-
standardized incidence rate of all cancers was lower than 
that in the USA and UK (204.80 vs 362.20 and 319.90 per 
100,000 population), China had a much higher cancer 
mortality rate (129.40 vs 86.30 and 100.50 per 100,000 
population) [6]. Lung cancer, digestive cancer of the liver, 
stomach, and esophagus, and cervical cancer were the 
mainstay that accounted for 37.4% of all cancer mortality 
in China, compared to less than 12% in either the USA or 
UK [6].

Traditional Chinese medicine (TCM) is often used in 
combination with chemoradiotherapy to reduce adverse 
effects, enhance treatment effectiveness, and improve 
patients’ quality of life [7, 8]. As an adjunctive therapy for 
cancer, TCM can not only alleviate gastrointestinal symp-
toms (e.g., diarrhea, nausea, vomiting) and cardiotoxicity 
brought about by anticancer treatments but also protect 
against chemotherapy-induced peripheral neuropathy 
and radiation-induced pneumonitis [9]. Mechanisms 
underlying the anti-tumor activities of TCM include 
oncogenes and tumor suppressor genes regulation, epi-
genetic modification, tumor microenvironment modula-
tion, and metabolic reprogramming; furthermore, TCM 
can prevent local invasion and metastasis of cancer cells 
by targeting the signals involved in tumor epithelial-
mesenchymal transition (EMT) [10, 11]. Recent advances 
in cancer research have shown that TCM can regulate 
tumor cell senescence, which is an irreversible cell cycle 
arrest state leading to permanent loss of proliferation 
capability, thus becoming a promising anticancer option 
due to the telomerase suppression characteristics [12].

Cantharidin, which is a bioactive ingredient extracted 
from Chinese blister beetles of meloid family (Mylabris 
phalerata and Mylabris cichorii), has been applied for 
treatment of various diseases for more than 2000  years 
[13, 14]. The anticarcinogenic activity of cantharidin 
mainly attributes to its inhibitory effect on protein phos-
phatases type 1 (PP1) and type 2A (PP2A) enzymes, thus 
eliciting a series of molecular actions to inhibit cancerous 
cells growth and metastasis and induce cell cycle arrest 
and apoptosis of the neoplasm, while strengthening the 
function of tumor suppressor proteins such as p53, in 
a broad spectrum of human cancer cell lines [13–17]. 
Sodium cantharidinate (SC), a semisynthetic derivative 

of cantharidin, preserves the unique anticancer activ-
ity but with reduced toxicity [18]. Preclinical findings 
showed that SC can, in a dose- and time-dependent man-
ner, induce HepG2 cell apoptosis through LC3 autophagy 
pathway and inhibit human osteosarcoma MG-63 cell 
proliferation by inducing cell cycle arrest at the G0/G1 
phase [19–21]. SC also stimulated dendritic cell matura-
tion of patients with bladder carcinoma, thereby upregu-
lating innate immunity even in the immunosuppressive 
tumor microenvironment [8, 22]. Furthermore, there was 
evidence on the synergistic effect of SC with chemother-
apy to hamper growth of pancreatic and cervical cancer, 
respectively [18, 23].

Sodium cantharidinate/vitamin B6 (SC/VB6) injection 
is a compound agent that combines the pharmacological 
properties of both SC and vitamin B6 [24, 25]. Per 10-mL 
injection contains 0.1-mg SC and 2.5-mg vitamin B6. The 
combination with vitamin B6 allows to further lower the 
toxicity and adverse effects of SC [26]. First approved 
in China in 2002, SC/VB6 injection is indicated for the 
treatment of primary liver cancer and lung cancer. Com-
pared to platinum-based chemotherapy alone, the addi-
tion of SC/VB6 significantly improved tumor response 
rate, quality of life, and clinical symptoms of patients 
with non-small-cell lung cancer (NSCLC) while reduc-
ing the risk of hematologic toxicity and gastrointestinal 
adverse reactions [27–29]. Auxiliary treatment with SC/
VB6 also revealed prominent therapeutic effects and alle-
viated toxicities of chemotherapeutic agents in primary 
liver cancer [30, 31]. SC/VB6 injection has been included 
in the China National Reimbursement Drug List (NRDL), 
thereby facilitating broader accessibility and affordability.

Off-label drug use refers to the prescription of medi-
cines beyond the scope of therapeutic indications, 
dosages, patient demographics, pharmaceutical formula-
tions, or routes of administration that have been explic-
itly approved by regulatory agencies [32, 33]. In China, 
off-label use of therapeutic agents is a common practice 
that accounted for 47.64% of hospitalized patients [34]. 
When it comes to the field of oncology, physicians may 
frequently turn to off-label anticancer drugs to improve 
patient survival and quality of life, particularly for indi-
viduals with palliative and metastatic cancers who had 
exhausted standard lines of treatment [33, 35]. Fernandez 
et al. retrospectively reviewed 10-year treatment data of 
684 oncology patients in a Spanish university hospital and 
found off-label treatments were mainly used for breast, 
gynecological, lung, and gastric cancers that shared the 
characteristics of high prevalence and/or mortality, with 
most of these off-label applications being supported by 
high levels of clinical evidence (2A or 2B) [35]. Similar 
findings were revealed in a systematic review of 23 stud-
ies [33], which also showed that the main reasons for 



Page 3 of 10Jin et al. Systematic Reviews           (2025) 14:82 	

off-label antineoplastic drug use were “lack of approved 
indication for specific tumor type (9–46%)” and “modi-
fied drug application (10–40%).” While off-label drug use 
allows for more knowledgeable clinical practice on thera-
peutic alternatives [34], the appropriateness still remains 
controversial and attributes to factors that include uncer-
tainty for a favorable benefit-risk ratio, limited evidence 
to support clinical decision-making, increased out-of-
pocket costs for patients, and ethical concerns about lack 
of informed consents [33, 36]. Nevertheless, a complete 
prohibition of off-label drug use could have detrimental 
effects on the development of discipline and the well-
being of patients; therefore, it is imperative to analyze the 
efficacy and safety profiles of off-label anticancer medi-
cations through evidence-based approaches to ensure 
that the legitimate rights and interests of all stakehold-
ers, encompassing physicians, pharmacists, nurses, and 
patients, are effectively safeguarded [36].

SC/VB6 injection has been used as off-label anti-
tumor medication in various types of digestive cancers 
like gastric [37, 38], colorectal [39, 40], esophageal [41, 
42], and pancreatic [43]. In patients with gastric cancer, 
the combination of SC/VB6 with the XELOX regimen 
could offer better therapeutic benefits while mitigating 
the adverse effects of leukopenia, nausea, and vomit-
ing associated with the XELOX regimen [44]. Similarly, 
SC/VB6 in conjunction with the FOLFOX regimen can 
favorably relieve gastrointestinal reactions and hepatic 
dysfunction associated with the use of the FOLFOX regi-
men alone for treatment of gastric cancer [45]. A meta-
analysis of 1825 patients with advanced digestive system 
neoplasms from 24 trials showed that compared to con-
ventional medical treatment alone, the combination with 
SV/VB6 was more effective in terms of improving the 
overall tumor response rate (OR = 2.25, 95% CI = 1.83–
2.76, P < 0.00001), disease control rate (OR = 2.41, 95% 
CI = 1.85–3.15, P < 0.00001), and performance status 
(OR = 2.75, 95% CI = 2.13–3.55, P < 0.00001) while allevi-
ating the adverse effects caused by chemotherapy [30].

For non-digestive tumors, SC/VB6 injections are used 
off-label alongside chemotherapy for breast [46, 47] and 
ovarian cancers [48, 49] and chemoradiotherapy for 
cervical [50, 51] and nasopharyngeal cancers [52, 53]. 
Preclinical studies showed that SC effectively inhibits 
breast cancer cell proliferation, invasion, and migra-
tion, inducing G0/G1 cell cycle arrest and apoptosis 
via the phosphoinositide 3-kinase-Akt-mammalian 
target of rapamycin (PI3K-Akt-mTOR) pathway [54, 
55]. SC also shifts the metabolic phenotype of breast 
cancer cells from glycolysis to mitochondrial oxida-
tive phosphorylation by modulating the protein phos-
phatase 5-p53 axis [54]. These findings suggest that SC 
is a potential therapeutic candidate for breast cancer, 

targeting both metabolism and pro-apoptotic signaling 
pathways. SC not only inhibits the growth of cervical 
cancer cells but also enhances their sensitivity to cispl-
atin by suppressing PTP nonreceptor type 1 (PTPN1), 
whose overexpression correlates with advanced clinical 
stages, higher lymph node metastasis risk, and poorer 
tumor differentiation [23]. Additionally, SC triggers 
apoptosis in human cervical cancer Hela cells and alters 
the expression of apoptosis-related genes like Bcl-2/Bax 
and Caspase-3 in a dose-dependent manner, underscor-
ing its promise as a cervical cancer therapeutic [56]. 
Although no preclinical study has directly assessed SC’s 
anti-tumor effects in both ovarian and nasopharyngeal 
carcinoma, cantharidin has been shown to reduce inva-
sion, migration, and adhesion in the highly metastatic 
HO-8910PM ovarian carcinoma cell line, possibly due 
to the downregulation of the nuclear factor-kappa B 
(NF-κB) P65 subunit and vascular endothelial growth 
factor (VEGF) [57]. Cantharidic acid, the hydrolysis 
product of cantharidin, induces apoptosis in human 
nasopharyngeal carcinoma cells through p38-mediated 
upregulation of caspase activation [58].

Off-label SC/VB6 is also clinically used in conjunc-
tion with chemotherapy for hematologic malignancies 
such as acute leukemia [59, 60] and non-Hodgkin’s 
lymphoma (NHL) [61, 62]. In  vitro studies showed 
that cantharidin effectively reduces cell viability and 
colony formation, induces apoptosis and G2/M cell 
cycle arrest, and promotes acute myeloid leukemia 
(AML) cell differentiation via the nuclear receptor 
Nur77 pathway, which includes Nur77 mitochondrial 
translocation and Bcl-2 conformational change [63]. In 
NOD/SCID mice, cantharidin has demonstrated anti-
leukemic effects featuring extended survival, reduced 
white blood cells (WBC), increased red blood cells 
(RBC), decreased hepatomegaly and splenomegaly, 
and improved histopathology [63]. Furthermore, SC 
partially reverses multidrug resistance in K562/AO2 
leukemia cells to adriamycin by increasing intracellu-
lar adriamycin concentration and decreasing P-gp and 
Bcl2 expression over time [64]. In xenograft mouse 
models derived from human lymphoma-resistant cells, 
cantharidin enhances vorinostat’s tumor growth inhibi-
tion and reverses vorinostat resistance by raising ROS 
levels and blocking IL-2Rα signaling [65].

However, there is still a lack of comprehensive under-
standing on the off-label use of SC/VB6 in oncology, par-
ticularly concerning the benefit-risk profiles in cancer 
types other than those of the digestive system. Thus, it 
is necessary to undertake a systematic review and meta-
analysis to address this knowledge gap and provide evi-
dence-based support for the judicious clinical application 
of SC/VB6 in oncology.
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Objective
The objective of this study is to compile and assess 
the aggregated evidence regarding the off-label use of 
SC/VB6 in oncology. The following questions will be 
addressed:

• Does the addition of SC/VB6 to conventional can-
cer therapies further enhance their clinical efficacy?
• Is SC/VB6 effective in mitigating the adverse reac-
tions associated with conventional cancer thera-
pies?

Methods
This protocol has been registered in the PROSPERO 
database (CRD42024504977) and adheres to the Pre-
ferred Reporting Items for Systematic reviews and 
Meta-Analyses Protocols (PRISMA-P) statement 
(Additional file 1) [66].

Eligibility criteria
Types of studies
Comparative studies that include randomized con-
trolled trials (RCTs), quasi-RCTs, and cohort studies 
with either prospective or retrospective design will 
be included to the scope of this systematic review and 
meta-analysis. Case series, cross-sectional studies, case 
reports, and expert opinions will be excluded along 
with nonclinical experiments owning to the inadequate 
levels of evidence provided by these study types. Letters 
and conference abstracts without sufficient available 
data are not eligible. Furthermore, comparative studies 
without pre-specified outcomes or with the sample size 
of less than 10 participants will also be excluded [67, 
68]. Besides, we will only consider studies in Chinese 
or English.

Types of participants
Patients who were histologically or cytologically diag-
nosed with solid tumors or hematological malignancies 
will be included, regardless of age, gender, and ethnic-
ity. This review will specifically address the off-label 
use of SC/VB6 in cancer treatment, excluding patients 
with lung cancer or hepatocellular carcinoma, as these 
indications have already been approved by the China 
National Medical Products Administration (NMPA). 
To obtain sufficient evidence on the clinical use of SC/
VB6 in each specific type of cancer, studies that did not 
differentiate data between different malignancies will 
be omitted. Patients who received SC/VB6 mainly for 
treatment of concurrent malignant ascites, pleural effu-
sion, or metastatic tumors will also be excluded from 
the analysis.

Types of interventions/exposure
Patients in the experimental/exposure group should 
receive SC/VB6 in combination with conventional anti-
cancer treatments, such as radiotherapy, chemotherapy, 
targeted therapy, or any combination of these modali-
ties, without limitations on dosage, frequency, and 
treatment duration.

Types of comparators
Patients in the control group should receive conven-
tional anticancer treatments, such as radiotherapy, 
chemotherapy, targeted therapy, or any combination of 
these modalities. This review will include studies where 
SC/VB6 was used with conventional treatment in the 
experimental/exposure group, compared to the same 
conventional treatment as a control group, ensuring a 
balanced comparison.

Types of outcomes
The primary outcomes  are objective response rate 
(ORR) and performance status (PS).

ORR, defined as the proportion of patients with 
tumor size reduction of a predefined amount and for 
a minimum time period, is delineated by the sum of 
complete response (CR) and partial response (PR) [69–
71]. PS is assessed using the Karnofsky performance 
score (KPS) [72], with significant clinical improvement 
defined as an increase of ≥ 20 points after treatment 
[52], improvement as a 10-point increment, stability as 
an increase or decrease of < 10 points, and decline as a 
decrease of ≥ 10 points [27].

Secondary outcomes include disease control rate 
(DCR), progression-free survival (PFS), disease-free 
survival (DFS), overall survival (OS), and adverse 
events (AEs).

DCR is delineated by the sum of CR, PR, and stable dis-
ease (SD) [30, 73, 74]. For long-term outcomes, the focus 
is on the PFS rate, DFS rate, OS rate, and the respective 
hazard ratios (HRs) associated with PFS, DFS, and OS. 
PFS is defined as the time from the date of randomiza-
tion/initiation of treatment until the date of objective dis-
ease progression or death from any cause [70, 71]. DFS is 
defined as the time from the date of randomization/initi-
ation of treatment until the date of disease recurrence or 
death from any cause [70, 71]. OS is defined as the time 
from the date of randomization/initiation of treatment 
until death due to any cause [70, 71].

Proportion of participants experiencing each of the 
following treatment toxicities, including leucopenia, 
neutropenia, thrombocytopenia, anemia, myelosup-
pression, nausea and vomiting, diarrhea, anorexia, gas-
trointestinal reaction, hepatorenal toxicity, hand-foot 
syndrome, oral mucositis, cardiotoxicity, neurotoxicity, 
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skin reaction, phlebitis, and alopecia, will be assessed. If 
available, toxicities will be further categorized according 
to severity grades and by the scale used (e.g., grades 1–4 
for the World Health Organization [WHO] scale [75] and 
1–5 for the Common Terminology Criteria for Adverse 
Events [CTCAE] v5.0 scale [76]). To maximize safety data 
capture, studies that either did not provide a severity 
grading or lacked reporting of a specific toxicity scale will 
not be disregarded; instead, these will be accounted for 
the overall event category. AEs not defined in this proto-
col but were otherwise reported in the included studies 
will also be extracted and analyzed in a post hoc manner 
to avoid missing any relatively rare or unexpected safety 
signals.

Search strategy
Electronic searches
Published studies will be identified by searching the inter-
national databases including PubMed, Embase, Cochrane 
Library, Web of Science, and CINAHL Plus, as well as 
Chinese databases including China National Knowledge 
Infrastructure (CNKI), Chinese Biomedical Literature 
Database (CBM), and Wanfang from the inception to 
the 31 December 2024. PubMed, the most widely used 
electronic database in systematic reviews of life sci-
ences, offers early online ahead of print publications [77, 
78]. Embase, similar to PubMed in biomedical citations 
coverage, has added 300,000 conference abstracts annu-
ally since 2009 [78]. The Cochrane Library is renowned 
for its systematic reviews, while Web of Science offers a 
multidisciplinary approach to literature across science 
and biomedicine [79]. CINAHL Plus is important for sys-
tematic reviews in nursing and allied health, often used 
for TCM searches [80–83]. To enhance the identification 
of TCM-related studies, we selected three comprehensive 
Chinese biomedical databases—CNKI, CBM, and Wan-
fang—commonly utilized in meta-analyses on SCV/B6 
injections [28, 29].

The literature search will be restricted to English and 
Chinese languages using a combination of subject word-
ing and free text terms such as “disodium cantharidi-
nate,” “sodium cantharidinate,” “disodium cantharidinate 
and vitamin B6,” “disodium cantharidinate/vitamin B6,” 
“aiyishu,” “neoplasms,” “cancer,” “tumor,” “carcinoma,” and 
“malignancy.” The detailed search strategy for each data-
base is attached as Additional file 2.

Searching other resources
Bibliographic search of relevant reviews, guidelines, 
and meta-analysis will be conducted to identify addi-
tional studies that were not covered by electronic data-
base search.

The Chinese Clinical Trial Registry (ChiCTR; http://​
www.​chictr.​org.​cn/) and ClinicalTrials.gov (www.​clini​
caltr​ials. gov) will also be searched for ongoing or com-
pleted RCTs with unpublished data.

Study selection
Records retrieved from the database searches will be 
imported to a reference manager to automatically elimi-
nate duplicates. Study selection will be conducted inde-
pendently by two reviewers (Y. D. D., J. W. Z.). First, 
they will assess the titles and abstracts to identify stud-
ies that are relevant. Full-text articles will be retrieved 
for detailed inspection. Any inconsistencies between 
the two reviewers will be resolved by consultation with 
other members of the study team. Studies retained after 
full-text screening will be considered eligible for inclu-
sion to this systematic review and meta-analysis. The 
study selection process and the reasons for exclusion 
will be summarized in a PRISMA flow diagram [84].

Data extraction and management
Data extraction
Two independent reviewers (Y. D. D., J. W. Z.) will 
extract data using a standardized form. All records will 
be fully checked against the original article by a third 
reviewer (PS) to ensure accuracy and completeness of 
data. Disputes will be addressed through discussion 
within the study team. In the case of uncertainties or 
the lack of sufficient data, authors of the included stud-
ies will be contacted through e-mail with a maximum 
of three attempts to obtain the necessary information 
[85, 86].

Data items
Data relevant to the research questions outlined above 
will be collected. The following data will be extracted 
from each study:

• General information: First author, publication 
year, and country
• Study characteristics: Study design (such as rand-
omization and blinding), multi-center (yes/no), and 
study period
• Patient characteristics: Sample size, age, sex, type 
of cancer, tumor stage, pathologic type, and KPS
• Treatment details: SC/VB6 and conventional anti-
cancer treatments (such as treatment name, dos-
age, frequency, route of administration, number of 
cycles, and duration)
• Outcomes: Primary and secondary outcomes, eval-
uation criteria, and time of assessment

http://www.chictr.org.cn/
http://www.chictr.org.cn/
http://www.clinicaltrials
http://www.clinicaltrials
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Risk‑of‑bias assessment
Risk of bias will be assessed using the revised Cochrane 
risk-of-bias tool (RoB 2; available at https://​www.​risko​
fbias.​info/) for RCTs and quasi-RCTs and the Risk Of 
Bias In Non-randomized Studies-of Interventions, Ver-
sion 2 (ROBINS-I V2, available at https://​www.​risko​
fbias.​info/​welco​me/​robins-​i-​v2) for comparative cohort 
studies, as applicable. The ROB2 will be administered at 
outcome level in six domains: randomization process, 
deviations from the intended interventions, missing out-
come data, measurement of the outcome, selection of 
the reported result, and overall risk of bias; each separate 
domain will be rated as having a low risk of bias, some 
concerns, or high risk of bias. The ROBINS-I V2 will 
examine three additional domains to those of RoB2: con-
founding, selection of participants, and classification of 
intervention, which involve a risk-of-bias judgement of 
low, moderate, serious, critical, or no information.

Two reviewers (Z. Y. B., H. Y. W.) will independently 
assess the methodological quality of the included stud-
ies. In the event of discrepancies, they will be resolved 
by consultation with other members of the study team. 
Should the information provided is insufficient for a 
comprehensive evaluation, the authors of the studies may 
be contacted to solicit further details.

Data synthesis
Data synthesis will be conducted using Review Man-
ager (RevMan) 5.4.1 (Cochrane Collaboration) and sup-
plemented with R software (R Foundation for Statistical 
Computing; version 4.2.3).

Effect size measures
The estimate of effect will be expressed as risk ratio (RR) 
along with its 95% confidence interval (CI) for dichoto-
mous data and mean difference (MD) with a 95% CI 
for continuous data. When the same outcome is meas-
ured using different scales across studies, standardized 
MD (SMD) with a 95% CI will be employed to facilitate 
a meaningful comparison. Survival data, including OS, 
DFS, and PFS, will be measured using HR with a 95% CI. 
If survival data or its 95% CI was not directly provided, 
the values will be estimated from the Kaplan–Meier 
curves using methods described by Tierney and col-
leagues [87].

Effect size models
Forest plots will be generated for each outcome, dis-
playing the summary effect, standard error, and 
corresponding P-value along with a 95% CI. The Man-
tel–Haenszel fixed-effect model will be employed 

for meta-analysis if no significant heterogeneity is 
observed between the studies (i.e., P ≥ 0.1 and I2 ≤ 50%); 
otherwise, the DerSimonian and Laird random effect 
model will be used when there is evidence of significant 
heterogeneity (i.e., P < 0.1 or I2 > 50%).

The minimum number of studies to perform meta-
analyses is two studies per outcome. A narrative sum-
mary of the results will be provided for outcomes on 
which a meta-analysis is not possible.

Assessment of heterogeneity
Heterogeneity will be assessed using the chi-squared 
(χ2) test and the inconsistency index (I2) value. Statisti-
cally significant heterogeneity is revealed when P < 0.1 
of χ2 test or I2 > 50% [88]. Alternatively, P ≥ 0.1 and 
I2 ≤ 50% indicate no significant heterogeneity across the 
included studies.

Reporting bias
Reporting bias will be examined using a funnel plot for 
any meta-analysis with a minimum of 10 studies. Visual 
inspection of funnel plot asymmetry, in conjunction 
with Egger’s regression test, will be conducted to assess 
potential publication bias [89, 90].

Subgroup analysis
We plan to conduct subgroup analyses according to the 
type of cancer for both efficacy and safety outcomes, 
provided that each subgroup includes a minimum of 
two studies. Furthermore, we will assess the impact of 
study design (RCT, cohort studies), SC/VB6 dosages 
(< 50 ml/day, ≥ 50 ml/day), treatment duration (divided 
into two subgroups by pooling estimates defined by the 
median days) [91, 92], and combined therapies (radio-
therapy, chemoradiotherapy, chemotherapy [includ-
ing DP, TP, FP, TEC, CHOP, SOX, nedaplatin, XELOX, 
FOLFOX, capecitabine, raltitrexed + oxaliplatin, oth-
ers]) on clinical efficacy.

The challenges anticipated when conducting sub-
group analyses, and strategies to manage these chal-
lenges, are described as follows:

Firstly, there can be inconsistent reporting of SC/VB6 
dosage units (ml vs. mg) across the included studies. 
Given that the product label of SC/VB6 injection speci-
fies a 0.05 mg SC dose in 5 ml per injection, the daily 
dosages from various studies will be standardized to 
ml/day based on this label specification.

Secondly, while uncommon, some studies may lack 
details on SC/VB6 dosage and/or treatment duration 
(either the number of days treated per cycle and/or num-
ber of treatment cycles). For these cases, three attempts 

https://www.riskofbias.info/
https://www.riskofbias.info/
https://www.riskofbias.info/welcome/robins-i-v2
https://www.riskofbias.info/welcome/robins-i-v2
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to contact the authors via email will be made to secure 
the necessary SC/VB6 treatment information. If no 
response is received, these studies will be excluded from 
the subgroup analysis.

Thirdly, SC/VB6 dosage threshold is established based 
on a previous meta-analysis that distinguished between 
low (< 50 ml/day) and high (≥ 50 ml/day) dosages [28]. If 
significant heterogeneity (P < 0.1 or I2 > 50%) is detected 
within either subgroup, a more granular classification, 
such as increments of 10  ml/day, may be implemented, 
as used in a meta-analysis of off-label SC/VB6 use in 
digestive tumors [30]. Studies with dosages ranging 
from < 50 ml/day to ≥ 50 ml/day (e.g., 20–60 ml/day) will 
be excluded from subgroup analysis due to inadequate 
data for evaluating the effect of dosage variations on clin-
ical outcomes.

A meta-analysis on SC/VB6 as an adjunct to plati-
num-based chemotherapy for NSCLC showed that the 
treatment duration was typically 10–15 days across 1–4 
cycles [28]. While this duration was common for chemo-
therapy adjuncts, it varies when SC/VB6 was combined 
with chemoradiotherapy or radiotherapy, often spanning 
21 days or 6–7 weeks [50, 52, 53]. Studies on SC/VB6 as 
an adjunct to chemotherapy sometimes reported varying 
durations per cycle, ranging from 7 to 8 days to 21 days 
or longer and extending up to 6–8 cycles [37, 40, 46, 49]. 
To account for this variability, subgroups are catego-
rized based on the cumulative days of SC/VB6 treatment 
(days/cycle × number of cycles). Data handling for heter-
ogeneity and diverse treatment durations will mirror the 
approaches applied to SC/VB6 dosages.

Sensitivity analysis
Sensitivity analyses will be performed on efficacy out-
comes by deleting individual study at each turn to eval-
uate the reliability and robustness of the results. The 
differences between the recalculated effects and the orig-
inal ones will be compared.

Confidence in cumulative evidence
The Grading of Recommendations Assessment, Devel-
opment, and Evaluation (GRADE) will be utilized to 
appraise the overall quality of evidence as high, moder-
ate, low, or very low [93]. We will construct a summary 
of findings table to encapsulate the quality of the primary 
outcomes in aspects of the five domains in the GRADE: 
risk of bias, consistency, directness, precision, and pub-
lication bias.

Dissemination
The results of this study will be disseminated through 
publication in a peer-reviewed journal.

Discussion
SC/VB6 injection has demonstrated a favorable benefit-
to-risk profile in a spectrum of clinical studies that evalu-
ated its efficacy and/or safety in the treatment of solid 
tumors and hematologic malignancies [27–31]. However, 
there are very few systematic reviews that provide clini-
cal evidence for the application of SC/VB6 beyond its 
approved indications (i.e., lung cancer and primary liver 
cancer). With the exception of digestive cancers, the off-
label use of SC/VB6 for other cancer types has not been 
systemically investigated. To the best of our knowledge, 
this study represents the first comprehensive analysis of 
the efficacy and safety profiles associated with the off-
label use of SC/VB6 in oncology.

When administered in combination with conventional 
cancer treatments, SC/VB6 has been shown to enhance 
clinical efficacy while simultaneously mitigating the toxic 
effects associated with chemoradiotherapies [27–31]. 
Accordingly, we will include comparative clinical studies 
that evaluated the add-on effect of SC/VB6 to conven-
tional cancer treatments against the use of conventional 
treatments alone. This review will encompass both RCTs 
and cohort studies, thereby enabling us to synthesize 
and assess evidence across experimental and real-world 
observational settings. We have incorporated subgroup 
analysis into the design of this study, which will allow us 
to investigate the efficacy and safety of SC/VB6 within 
each specific cancer type. A meta-analysis on digestive 
tumors indicated that SC/VB6 at dosages of 20, 30, 40, 
and 50  ml/day significantly improved ORR compared 
to conventional treatment alone; additionally, combin-
ing SC/VB6 with XELOX, capecitabine, or gimeracil and 
oteracil potassium capsules also demonstrated increased 
ORR over chemotherapy alone [30]. Another meta-anal-
ysis encompassing 19 trials totaling 1428 patients with 
advanced NSCLC showed a significant improvement in 
both ORR and KPS with SC/VB6, irrespective of dos-
age (< 50  ml/day vs. ≥ 50  ml/day), treatment duration 
(≤ 10 days vs. > 10 days), and chemotherapeutic regimen 
(GP, DP, TP, NP, and others) [28]. Given these promising 
results, this study will conduct subgroup analyses on SC/
VB6 treatment modalities, including dosages, duration, 
and combination therapies, to determine if similar trends 
will be observed in off-label use of SC/VB6, particularly 
for non-digestive tumors. This systematic review and 
meta-analysis aims to elucidate the current landscape of 
off-label use of SC/VB6 in oncology. We hope that the 
findings of our study will contribute to a better under-
standing on the benefit-risk profile of SC/VB6, guiding 
the trajectory of future research, and offering a robust 
scientific foundation to inform clinical and regulatory 
decision-making process.



Page 8 of 10Jin et al. Systematic Reviews           (2025) 14:82 

Abbreviations
AE	� Adverse event
CBM	� Chinese Biomedical Literature Database
CI	� Confidence interval
CNKI	� China National Knowledge Infrastructure
CR	� Complete response
CTCAE	� Common Terminology Criteria for Adverse Events
DCR	� Disease control rate
EMT	� Epithelial-mesenchymal transition
GRADE	� Grading of Recommendations Assessment, Development, and 

Evaluation
HR	� Hazard ratio
ICTRP	� International Clinical Trials Registry Platform
KPS	� Karnofsky performance score
MD	� Mean difference
NDRL	� National Drug Reimbursement List
NMPA	� National Medical Products Administration
NSCLC	� Non-small cell lung cancer
ORR	� Objective response rate
OS	� Overall survival
PFS	� Progression-free survival
PP1	� Protein phosphatases type 1
PP2A	� Protein phosphatases type 2A
PR	� Partial response
PRISMA-P	� Preferred Reporting Items for Systematic reviews and Meta-Anal-

yses Protocols
PS	� Performance status
RCT​	� Randomized controlled trial
RR	� Risk ratio
SC	� Sodium cantharidinate
SD	� Stable disease
SC/VB6	� Sodium cantharidinate/vitamin B6
SMD	� Standardized mean difference
TCM	� Traditional Chinese medicine
WHO	� World Health Organization

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13643-​025-​02826-y.

Additional file 1. PRISMA-P 2015 Checklist

Additional file 2. Search Strategy

Acknowledgements
This work was supported by Clinflash Healthcare Technology (Jiaxing) Co., Ltd.

Authors’ contributions
YWH is the guarantor of the review. WZJ and YWH defined the research 
question. YBZ, SP, and DDY developed the search strategy and determined 
inclusion and exclusion criteria. WZJ and YBZ created the first draft of this 
manuscript, and all authors reviewed and approved the final manuscript.

Funding
Not applicable.

Data availability
 Not applicable.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

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

Received: 9 May 2024   Accepted: 17 March 2025

References
	1.	 Wang JJ, Lei KF, Han F. Tumor microenvironment: recent advances 

in various cancer treatments. Eur Rev Med Pharmacol Sci. 
2018;22(12):3855–64.

	2.	 Giunta S. Decoding human cancer with whole genome sequencing: a 
review of PCAWG Project studies published in February 2020. Cancer 
Metastasis Rev. 2021;40:909–24.

	3.	 Frick C, Rumgay H, Vignat J, Ginsburg O, Nolte E, Bray F, et al. Quan-
titative estimates of preventable and treatable deaths from 36 
cancers worldwide: a population-based study. Lancet Glob Health. 
2023;11(11):e1700–12.

	4.	 Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A, et al. 
Global Cancer Statistics 2020: GLOBOCAN estimates of incidence and 
mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 
2021;71(3):209–49.

	5.	 Cao W, Chen HD, Yu YW, Li N, Chen WQ. Changing profiles of cancer bur-
den worldwide and in China: a secondary analysis of the Global Cancer 
Statistics 2020. Chin Med J (Engl). 2021;134(7):783–91.

	6.	 Qiu H, Cao S, Xu R. Cancer incidence, mortality, and burden in China: a 
time-trend analysis and comparison with the United States and United 
Kingdom based on the global epidemiological data released in 2020. 
Cancer Commun (Lond). 2021;41(10):1037–48.

	7.	 Wang S, Fu J, Hao H, Jiao Y, Li P, Han S. Metabolic reprogramming by 
traditional Chinese medicine and its role in effective cancer therapy. 
Pharmacol Res. 2021;170: 105728.

	8.	 Wang Y, Zhang Q, Chen Y, Liang C, Liu H, Qiu F, et al. Antitumor effects of 
immunity-enhancing traditional Chinese medicine. Biomed Pharmaco-
ther. 2020;121: 109570.

	9.	 Zhang X, Qiu H, Li C, Cai P, Qi F. The positive role of traditional Chi-
nese medicine as an adjunctive therapy for cancer. Biosci Trends. 
2021;15(5):283–98.

	10.	 Wang K, Chen Q, Shao Y, Yin S, Liu C, Wang R, et al. Anticancer activities 
of TCM and their active components against tumor metastasis. Biomed 
Pharmacother. 2021;133: 111044.

	11.	 Xiang Y, Guo Z, Zhu P, Chen J, Huang Y. Traditional Chinese medicine as a 
cancer treatment: modern perspectives of ancient but advanced science. 
Cancer Med. 2019;8(5):1958–75.

	12.	 Liu Y, Yang S, Wang K, Lu J, Bao X, Wang R, et al. Cellular senescence and 
cancer: focusing on traditional Chinese medicine and natural products. 
Cell Prolif. 2020;53(10): e12894.

	13.	 Deng L, Dong J, Cai H, Wang W. Cantharidin as an antitumor agent: a 
retrospective review. Curr Med Chem. 2013;20(2):159–66.

	14.	 Naz F, Wu Y, Zhang N, Yang Z, Yu C. Anticancer attributes of cantharidin: 
involved molecular mechanisms and pathways. Molecules. 2020;25(14): 
3279.

	15.	 Ren Y, Kinghorn AD. Antitumor potential of the protein phosphatase 
inhibitor, cantharidin, and selected derivatives. Bioorg Med Chem. 
2021;32: 116012.

	16.	 Verma AK, Prasad SB. Changes in glutathione, oxidative stress and 
mitochondrial membrane potential in apoptosis involving the anticancer 
activity of cantharidin isolated from redheaded blister beetles, Epicauta 
hirticornis. Anticancer Agents Med Chem. 2013;13(7):1096–114.

	17.	 Li W, Xie L, Chen Z, Zhu Y, Sun Y, Miao Y, et al. Cantharidin, a potent and 
selective PP2A inhibitor, induces an oxidative stress-independent growth 
inhibition of pancreatic cancer cells through G2/M cell-cycle arrest and 
apoptosis. Cancer Sci. 2010;101(5):1226–33.

	18.	 Liu X, Zhang L, Thu PM, Min W, Yang P, Li J, et al. Sodium cantharidinate, 
a novel anti-pancreatic cancer agent that activates functional p53. Sci 
China Life Sci. 2021;64(8):1295–310.

	19.	 Tao R, Sun WY, Yu DH, Qiu W, Yan WQ, Ding YH, et al. Sodium canthari-
dinate induces HepG2 cell apoptosis through LC3 autophagy pathway. 
Oncol Rep. 2017;38(2):1233–9.

	20.	 Kong DL, Liu Y, Wang JY, Liu G, Zhang ML. Sodium cantharidinate sup-
presses human osteosarcoma MG-63 cell proliferation and induces 
cell cycle arrest by inhibition of PI3K/AKT activation. Oncol Rep. 
2019;41(2):1351–8.

https://doi.org/10.1186/s13643-025-02826-y
https://doi.org/10.1186/s13643-025-02826-y


Page 9 of 10Jin et al. Systematic Reviews           (2025) 14:82 	

	21.	 Tao R, Wang ZF, Qiu W, He YF, Yan WQ, Sun WY, et al. Role of S100A3 in 
human hepatocellular carcinoma and the anticancer effect of sodium 
cantharidinate. Exp Ther Med. 2017;13(6):2812–8.

	22.	 Zang G, Li R, Zhou R, Hao L, He H, Zhang W, et al. Effects of disodium can-
tharidinate on dendritic cells of patients with bladder carcinoma. Oncol 
Lett. 2018;15(2):2273–7.

	23.	 Chen X, Zhou M, Fan W, Yang M, Yang L. Combination of sodium cantha-
ridinate with cisplatin synergistically hampers growth of cervical cancer. 
Drug Des Devel Ther. 2021;15:171–83.

	24.	 Wang B, Cui J. Treatment of mid-late stage NSCLC using sodium canthari-
dinate/vitamin B6/GP regimen in clinic. J Cancer Res Ther. 2014;10(Suppl 
1):C79–81.

	25.	 Shao H, Hong G, Luo X. Evaluation of sodium cantharidinate/vitamin B6 
in the treatment of primary liver cancer. J Cancer Res Ther. 2014;10(Suppl 
1):75–8.

	26.	 Liu GW, Ren WD. Cantharis acid sodium vitamin B6 injection comwith 
maintain capecitabine synchronization for the treatment of advanced 
colorectal cancer. World Latest Med Inf. 2017;17(26):12–4.

	27.	 Peng C, Chen J, Cui W, Li S, Li J, Peng L. Comparative efficacy of various 
CHIs combined with western medicine for non-small cell lung cancer: 
a Bayesian network meta-analysis of randomized controlled trials. Front 
Pharmacol. 2022;13:1037620.

	28.	 Wang Z, Feng F, Wu Q, Jin Y, Gu C, Xu Y, et al. Disodium cantharidinate and 
vitamin B6 injection adjunct with platinum-based chemotherapy for the 
treatment of advanced non-small-cell lung cancer: a meta-analysis. Evid 
Based Complement Alternat Med. 2019;2019:9386273.

	29.	 Xiao Z, Wang C, Tan Z, Hu S, Chen Y, Zhou M, et al. Clinical efficacy and 
safety of sodium cantharidinate plus chemotherapy in non-small-cell 
lung cancer: a systematic review and meta-analysis of 38 randomized 
controlled trials. J Clin Pharm Ther. 2019;44(1):23–38.

	30.	 Liu M, Xu C, Sun Y. Efficacy and safety of sodium cantharidinate and 
vitamin B6 injection for the treatment of digestive system neoplasms: 
a meta-analysis of randomized controlled trials. Drug Des Devel Ther. 
2018;13:183–203.

	31.	 Wang YF, Yang XH, Liu F, Yu F. Meta-analysis of the treatment of primary 
liver cancer with aiyishu injection combined with chemotherapy. Chin J 
Prev Med. 2016;4:7 ((in Chinese)).

	32.	 Neubert A, Wong IC, Bonifazi A, Catapano M, Felisi M, Baiardi P, et al. 
Defining off-label and unlicensed use of medicines for children: results of 
a Delphi survey. Pharmacol Res. 2008;58(5–6):316–22.

	33.	 Saiyed MM, Ong PS, Chew L. Off-label drug use in oncology: a systematic 
review of literature. J Clin Pharm Ther. 2017;42(3):251–8.

	34.	 Wu H, Wu G. Strategy to address innovative off-label medication use in 
China: grading management. Eur J Clin Pharmacol. 2014;70(10):1271–3.

	35.	 Herrero Fernandez M, Molina Villaverde R, Arroyo Yustos M, Navarro 
Expósito F, Lopez Gonzalez JL, Luque Infantes MR, et al. The off-label use 
of antineoplastics in oncology is limited but has notable scientific sup-
port in a university hospital setting. Front Pharmacol. 2019;10:1210.

	36.	 Qian SY, Yang M. Current situation and principles of off-label drug use. 
Chin J Emerg Pediatr. 2018;25(1):3 (in Chinese).

	37.	 Wu ZM, Liu Q, Shi SM, Yu SY. Clinical study of ai yishu combined with 
FOLFIRI regimen in the treatment of recurrent gastric cancer. Medical 
Information. 2013;11:256–256 (in Chinese).

	38.	 Li GP, Li XR, Wang JH. Clinical observation on sodium cantharidate 
vitamin B6 injection combined with postoperative chemotherapy in 
treatment of gastric cancer. Practical Preventive Medicine. 2010;1:2 (in 
Chinese).

	39.	 Chen Y, Zhu WM, Zhou DX, Shan YF. Clinical study on disodium cantha-
ridinate and vitamin B6 combined with raltitrexed and oxaliplatin in 
treatment of advanced colorectal cancer. Drugs, Clinic. 2016;31(11):4 (in 
Chinese).

	40.	 Liu GW, Ren WD. Cantharis acid sodium vitamin B6 injection combined 
with maintain capecitabine synchronization for the treatment of 
advanced colorectal cancer. World Latest Med Inform. 2017;17(26):3 (in 
Chinese).

	41.	 Zhu H, Zhang HY, He M, Chen X. Effects of sodium cantharidinate and 
vitamin B6 injection on plasma D-dimer level in patients of advanced 
esophageal cancer after chemotherapy. Tianjin Med J. 2014;42(3):3 (in 
Chinese).

	42.	 Jia JM, Li ZH. Effect of sodium cantharidinate and vitamin B6 com-
bined with intravenous chemotherapy in the treatment of advanced 

esophageal cancer. Medical Information. 2013;000(021):188–9 (in 
Chinese).

	43.	 Guan LY, Ma J, Yuan SF, Qu JR. Disodium cantharidinate and vitamin B6 
combined with tegafur, gimeracil and oteracil potassium for treating 
stage IV pancreatic cancer in 27 cases. China Pharm. 2015;24(20):2 (in 
Chinese).

	44.	 Zhang D, Wu J, Wang K, Duan X, Liu S, Zhang B. Which are the best 
Chinese herbal injections combined with XELOX regimen for gastric can-
cer?: A PRISMA-compliant network meta-analysis. Medicine (Baltimore). 
2018;97(12): e0127.

	45.	 Zhang D, Zheng J, Ni M, Wu J, Wang K, Duan X, et al. Comparative efficacy 
and safety of Chinese herbal injections combined with the FOLFOX 
regimen for treating gastric cancer in China: a network meta-analysis. 
Oncotarget. 2017;8(40):68873–89.

	46.	 Gao QD, Kang F. Effects of disodium cantharidinate and vitamin B6 injec-
tion on tumor markers and adverse reactions during SOX regimen in the 
treatment of breast cancer. J Clin Res. 2022;007:039 (in Chinese).

	47.	 Quan CY, Qiu XP, Zhang ZQ, Du ZY. Effect of sodium cantharidinate and 
vitamin B6 in the treatment of advanced breast cancer and its impact on 
quality of life and safety. Chinese Journal of General Surgery. 2019;28(5):5 
(in Chinese).

	48.	 Li Y, Zhang T, Guo YP, Liu L, Zhu JH, Zhao Y, et al. Effect of cantharidin 
sodium vitamin B6 combing with PT therapy on the lymphatic growth 
factor of ovarian cancer tissues. Journal of Hainan Medical University. 
2015;21(12):4 (in Chinese).

	49.	 Shao YT, Wang LY. Short term efficacy of sodium cantharidinate and vita-
min B6 combined with PT regimen in the treatment of epithelial ovarian 
cancer. Chin J Clin Res. 2016;29(9):3 (in Chinese).

	50.	 Jiang HL, Huang H. Effect of sodium cantharidate vitamin B6 injections 
in adjuvant treatment of advanced cervical cancer. Chinese Pharmacist. 
2014;(11):1904–06. (in Chinese).

	51.	 Luo XN, Zhang Y, Guo Z. Efficacy of sodium cantharidinate and vitamin 
B6 combined with concurrent chemoradiotherapy in the treatment of 
advanced cervical cancer. Journal of Jiangxi University of CM. 2022. (in 
Chinese)

	52.	 Mi ZT, Zang ZF, Zhang XF, Liang JZ, Zhang SY, Fan L. Effect observation 
of sodium cantharidate and vitamin B6 combined with concurrent 
chemoradiotherapy in treatment of locally advanced nasopharyngeal 
carcinoma. Cancer Research and Clinic. 2017;29(4):4 (in Chinese).

	53.	 Ying XZ, Xu YP, Wu H, Lin X, Bao LM. Clinical application value of disodium 
cantharidinate and vitamin B6 chemotherapy in nasopharyngeal carci-
noma. Chin J Biochem Pharm. 2016;36(7):4 (in Chinese).

	54.	 Pang JL, Huang FH, Zhang YH, et al. Sodium cantharidate induces apopto-
sis in breast cancer cells by regulating energy metabolism via the protein 
phosphatase 5–p53 axis. Toxicol Appl Pharmacol. 2021;430: 115726.

	55.	 Pang JL, Xu LS, Zhao Q, et al. Sodium cantharidate promotes autophagy 
in breast cancer cells by inhibiting the PI3K-Akt-mTOR signaling pathway. 
Front Pharmacol. 2022;13: 1000377.

	56.	 Hua JR, Chen HM, Huang XM, Chen J, Tu YX, Wang LQ, et al. The mecha-
nism of sodium cantharidinate in inducing apoptosis related gene 
expression in human cervical cancer HeLa cells. Proceeding of Clinical 
Medicine. 2024;33(7):487–91 (in Chinese).

	57.	 He TP, Mo LE, Liang NC. Inhibitory effect of cantharidin on invasion and 
metastasis of highly metastatic ovarian carcinoma cell line HO-8910PM. 
Chin J Cancer. 2005;24(4):5 (in Chinese).

	58.	 Chen YC, Chen PN, Lin CW, et al. Cantharidic acid induces apoptosis in 
human nasopharyngeal carcinoma cells through p38-mediated upregu-
lation of caspase activation. Environ Toxicol. 2020;35(5):619–27.

	59.	 Wu XY, Lin WY, Nong QW, Tang RF, Wu ZM. Clinical observation of sodium 
cantharidate vitamin B6 injection combined wim chemotherapy for 
acute leukemia patients. J Int Oncol. 2014;41(1):74–6 (in Chinese).

	60.	 Yan JH, Li P, Wu GH. Clinical observation of sodium cantharidinate and 
vitamin B6 injection combined with CAG regimen in the treatment 
of elderly patients with acute myeloid leukemia. Medical Information. 
2014;23:2 (in Chinese).

	61.	 Zhong M, Xu QL, Su QH. Effect of Cantharis acid sodium vitamin B6 com-
bined with CHOP chemotherapy on non-Hodgkin’s lymphoma. J Hainan 
Med Univ. 2014;20(6):4 (in Chinese).

	62.	 Yan JH, Li P, Wu GH. Clinical observation of sodium cantharidinate and 
vitamin B6 injection combined with CHOP chemotherapy on non-Hodg-
kin’s lymphoma. Medical Information. 2014;24:2 (in Chinese).



Page 10 of 10Jin et al. Systematic Reviews           (2025) 14:82 

	63.	 Yu Z, Li L, Wang C, et al. Cantharidin induces apoptosis and promotes 
differentiation of AML cells through nuclear receptor Nur77-mediated 
signaling pathway. Front Pharmacol. 2020;11:1321.

	64.	 Wei SJ, Shi AC. Study on reversal and mechanism of reversing multidrug-
resistant human leukemia cell line K562/AO2 by disodium cantharidinate 
and vitamin B6 injection. Chin J Cancer Prev Treat. 2007;14(16):3.

	65.	 Zhu M, Tang W, Tang X, et al. Cantharidin overcomes IL-2Rα signaling-
mediated vorinostat resistance in cutaneous T-cell lymphoma through 
reactive oxygen species. J Immunother Cancer. 2024;12(7): e009099.

	66.	 Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. 
Preferred Reporting Items for Systematic review and Meta-Analysis Proto-
cols (PRISMA-P) 2015 statement. Syst Rev. 2015;4(1): 1.

	67.	 Liu YF, Huang Y, Wen CYZ, Zhang JJ, Xing GL, Tu SH, et al. The effects of 
modified Simiao decoction in the treatment of gouty arthritis: a system-
atic review and meta-analysis. Evid Based Complement Alternat Med. 
2017;2017:6037037.

	68.	 González-Valls G, Roca-Millan E, Céspedes-Sánchez JM, González-Navarro 
B, Torrejon-Moya A, López-López J. Narrow diameter dental implants 
as an alternative treatment for atrophic alveolar ridges. Syst review and 
meta-analysis Materials (Basel). 2021;14(12):3234.

	69.	 National Medical Products Administration (NMPA), Center for Drug Evalu-
ation (CDE). Statistical design guidance for clinical trials of anticancer 
drugs (Trial Version). 2020. [Online]. Available at: https://​www.​cde.​org.​cn/​
main/​news/​viewI​nfoCo​mmon/​b8a33​e6df7​53b13​e091b​83b8d​5a412​f8.

	70.	 Food and Drug Administration. Clinical trial endpoints for the approval 
of cancer drugs and biologics guidance for industry. 2018. Retrieved 
from https://​www.​fda.​gov/​regul​atory-​infor​mation/​search-​fda-​guida​nce-​
docum​ents/​clini​cal-​trial-​endpo​ints-​appro​val-​cancer-​drugs-​and-​biolo​gics.

	71.	 European Medicines Agency. Guideline on the clinical evaluation of anti-
cancer medicinal products - Revision 6. 2024. https://​www.​ema.​europa.​
eu/​en/​docum​ents/​scien​tific-​guide​line/​guide​line-​clini​cal-​evalu​ation-​antic​
ancer-​medic​inal-​produ​cts-​revis​ion-6_​en.​pdf

	72.	 Clancey JK. Karnofsky performance scale. J Neurosci Nurs. 1995;27(4):220.
	73.	 Uy GL, Assouline S, Young AM, et al. Phase 1 study of the MDM2 antago-

nist RO6839921 in patients with acute myeloid leukemia. Invest New 
Drugs. 2020;38(5):1430–41.

	74.	 Wang J, Zhou H, Mu M, et al. Efficacy and safety of copanlisib in relapsed/
refractory B-cell non-Hodgkin lymphoma: a meta-analysis of prospective 
clinical trials. Front Immunol. 2022;13: 1034253.

	75.	 WHO-toxicity scale. In: Dictionary of pharmaceutical medicine. Springer, 
Vienna. https://​doi.​org/​10.​1007/​978-3-​211-​89836-9_​1474.

	76.	 National Cancer Institue. Common Terminology Criteria for Adverse 
Events (CTCAE) Version 5.0. U.S. Department of Health and Human 
Services; 2017. Retrieved from: https://​ctep.​cancer.​gov/​proto​colde​velop​
ment/​elect​ronic_​appli​catio​ns/​ctc.​htm#​ctc_​50.

	77.	 Chen LJ, Trares K, Laetsch DC, Nguyen TNM, Brenner H, Schöttker B. Sys-
tematic review and meta-analysis on the associations of polypharmacy 
and potentially inappropriate medication with adverse outcomes in older 
cancer patients. J Gerontol A Biol Sci Med Sci. 2021;76(6):1044–52.

	78.	 Halladay CW, Trikalinos TA, Schmid IT, Schmid CH, Dahabreh IJ. Using 
data sources beyond PubMed has a modest impact on the results 
of systematic reviews of therapeutic interventions. J Clin Epidemiol. 
2015;68(9):1076–84.

	79.	 Carrera-Rivera A, Ochoa W, Larrinaga F, Lasa G. How-to conduct a sys-
tematic literature review: a quick guide for computer science research. 
MethodsX. 2022;9: 101895.

	80.	 Bramer WM, Rethlefsen ML, Kleijnen J, Franco OH. Optimal database 
combinations for literature searches in systematic reviews: a prospective 
exploratory study. Syst Rev. 2017;6(1):245.

	81.	 Morkisch N, Upegui-Arango LD, Cardona MI, et al. Components of the 
transitional care model (TCM) to reduce readmission in geriatric patients: 
a systematic review. BMC Geriatr. 2020;20(1):345 Published 2020 Sep 11.

	82.	 He Y, Guo X, May BH, et al. Clinical evidence for association of acupunc-
ture and acupressure with improved cancer pain: a systematic review 
and meta-analysis. JAMA Oncol. 2020;6(2):271–8.

	83.	 Xu B, Cheng Q, So WKW. Review of the effects and safety of traditional 
Chinese medicine in the treatment of cancer cachexia. Asia Pac J Oncol 
Nurs. 2021;8(5):471–86.

	84.	 PRISMA Group. Preferred Reporting Items for Systematic reviews and 
Meta-Analyses: the PRISMA statement. PLoS Med. 2009;6(7): e1000097.

	85.	 Schöttker B, Kuznia S, Brenner H. Efficacy of vitamin D3 supplementa-
tion on cancer mortality in the general population and the prognosis 
of patients with cancer: protocol of a systematic review and individual 
patient data meta-analysis of randomised controlled trials. BMJ Open. 
2021;11(1): e041607.

	86.	 Moors JJE, Xu Z, Xie K, et al. Full-thickness skin graft versus split-thickness 
skin graft for radial forearm free flap donor site closure: protocol for a 
systematic review and meta-analysis. Syst Rev. 2024;13(1):74.

	87.	 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.

	88.	 Deeks JJ, Higgins JPT, Altman DG. (Eds.). Chapter 10: Analysing data 
and undertaking meta-analyses. In: Higgins JPT, Thomas J, Chandler J, 
Cumpston M, Li T, Page MJ, Welch VA (Eds.). Cochrane Handbook for 
Systematic Reviews of Interventions version 6.4 (Updated August 2023). 
Cochrane, 2023. Retrieved from: https://​train​ing.​cochr​ane.​org/​handb​ook.

	89.	 Jiang S, Zhou MM, Xia R, Bai JH, Yan LH. Gabapentin for phantom limb 
pain after amputation in pediatric oncology: a systematic review proto-
col. Syst Rev. 2021;10(1):26.

	90.	 Hou M, Xing H, Cai Y, Wang X, Xie Z, Zhang Q, et al. Short-term effect 
and safety of a new generation of monoclonal antibodies targeting 
interleukin-23p19 for treatment of psoriasis: a systematic review and 
meta-analysis. Eur J Dermatol. 2019;29(3):302–14.

	91.	 Ras RT, Streppel MT, Draijer R, Zock PL. Flow-mediated dilation and 
cardiovascular risk prediction: a systematic review with meta-analysis. Int 
J Cardiol. 2013;168(1):344–51.

	92.	 Zhang JJ, Ma XX, Hao L, Liu LJ, Lv JC, Zhang H. A systematic review and 
meta-analysis of outcomes of pregnancy in CKD and CKD outcomes in 
pregnancy. Clin J Am Soc Nephrol. 2015;10(11):1964–78.

	93.	 Balshem H, Helfand M, Schünemann HJ, Oxman AD, Kunz R, Brozek J, 
et al. GRADE guidelines: 3. Rating the quality of evidence. J Clin Epide-
miol. 2011;64(4):401–6.

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

https://www.cde.org.cn/main/news/viewInfoCommon/b8a33e6df753b13e091b83b8d5a412f8
https://www.cde.org.cn/main/news/viewInfoCommon/b8a33e6df753b13e091b83b8d5a412f8
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/clinical-trial-endpoints-approval-cancer-drugs-and-biologics
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/clinical-trial-endpoints-approval-cancer-drugs-and-biologics
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-clinical-evaluation-anticancer-medicinal-products-revision-6_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-clinical-evaluation-anticancer-medicinal-products-revision-6_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-clinical-evaluation-anticancer-medicinal-products-revision-6_en.pdf
https://doi.org/10.1007/978-3-211-89836-9_1474
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/ctc.htm#ctc_50
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/ctc.htm#ctc_50
https://training.cochrane.org/handbook

	Off-label use of sodium cantharidinate and vitamin B6 injection in cancer: a protocol for a systematic review and meta-analysis
	Abstract 
	Background 
	Methods 
	Discussion 
	Systematic review registration 

	Background
	Objective

	Methods
	Eligibility criteria
	Types of studies
	Types of participants
	Types of interventionsexposure
	Types of comparators
	Types of outcomes

	Search strategy
	Electronic searches
	Searching other resources

	Study selection
	Data extraction and management
	Data extraction
	Data items

	Risk-of-bias assessment
	Data synthesis
	Effect size measures
	Effect size models
	Assessment of heterogeneity
	Reporting bias
	Subgroup analysis
	Sensitivity analysis

	Confidence in cumulative evidence
	Dissemination

	Discussion
	Acknowledgements
	References


