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Simple Summary: Glioblastoma is a highly aggressive brain tumor, which has a very poor 5-year
survival rate (<5%). In the last decades, the concomitant use of two non-invasive, electromagnetic de-
vices, modulated electro-hyperthermia (mEHT) and Tumor Treating Fields (TTF) has been introduced.
Both mEHT and TTF have specific anti-tumor effects, which can help to achieve a more efficient
treatment of patients and a higher rate of therapeutic response. In this meta-analysis we investigated
how patient survival rates change if either device is used. The significant difference in the 1-year
survival rates between the treated (>60%) and untreated groups (historical data: <40%) confirms the
observation that the use of both mEHT and TTF in the treatment of glioblastomas benefits patients. In
addition, it is important to emphasize that most studies have proven that the mEHT or TTF-treated
patients’ quality of life is much better than that of the untreated patients.

Abstract: Background: Glioblastoma is one of the most difficult to treat and most aggressive brain
tumors, having a poor survival rate. The use of non-invasive modulated electro-hyperthermia
(mEHT) and Tumor Treating Fields (TTF) devices has been introduced in the last few decades, both of
which having proven anti-tumor effects. Methods: A meta-analysis of randomized and observational
studies about mEHT and TTF was conducted. Results: A total of seven and fourteen studies about
mEHT and TTF were included, with a total number of 450 and 1309 cases, respectively. A 42% [95%
confidence interval (95% CI): 25–59%] 1-year survival rate was found for mEHT, which was raised
to 61% (95% CI: 32–89%) if only the studies conducted after 2008 were investigated. In the case of
TTF, 1-year survival was 67% (95% CI: 53–81%). Subgroup analyses revealed that newly diagnosed
patients might get extra benefits from the early introduction of the devices (mEHT all studies: 73%
vs. 37%, p = 0.0021; mEHT studies after 2008: 73% vs. 54%, p = 0.4214; TTF studies: 83% vs. 52%,
p = 0.0083), compared with recurrent glioblastoma. Conclusions: Our meta-analysis showed that
both mEHT and TTF can improve glioblastoma survival, and the most benefit may be achieved in
newly diagnosed cases.

Keywords: astrocytoma; glioblastoma; modulated electro-hyperthermia; tumor treating fields

1. Introduction

Based on the 2020 GLOBOCAN report, more than 300,000 new central nervous sys-
tem tumors are confirmed each year, with more than 250,000 deaths [1,2]. Among these,
gliomas are the most common [3], which have different origins (e.g., astrocytes and oligo-
dendrocytes) [4,5]. As per the latest WHO classification (2021), depending on the origin
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and the mutation of isocitrate dehydrogenase (IDH), three major types of diffuse gliomas
are known: astrocytomas (IDH mutant), oligodendroglioma (IDH mutant and 1p/19q
co-deleted) and glioblastomas (IDH wild type) [6]. Glioblastomas are known to be the most
aggressive and the most occurring type [6,7]. Up to 60% of all malignant primary brain
tumors in adults are estimated to be glioblastomas [8]. For decades, the only treatment
options for astrocytoma/glioblastoma patients were surgery and radiotherapy [9], but
with the introduction of concurrent and/or adjuvant temozolomide chemotherapy patient
survival significantly improved [10]. Thanks to the combined effect of temozolomide and
radiotherapy, 1-year survival has improved to 30–40%, and some studies reported even
higher ones (>80%) [11], however, only modest median overall survivals can usually be
achieved [12,13].

In the last two decades, semi-invasive and non-invasive electromagnetic devices/ tech-
niques with anti-tumoral effects have been introduced that can be used concomitantly
and/or palliatively in the treatment of glioblastomas to supplement chemoradiother-
apy. Magnetic hyperthermia, in which the local deposition of magnetic nanoparticles
is needed prior the application of an external alternating magnetic field, belongs to the
former type [14]. In contrast, modulated electro-hyperthermia (mEHT) and Tumor Treating
Fields (TTF) are non-invasive techniques; the devices only have be placed on the skin of
the patients. In this article, the latter type is presented in more detail. The most optimal
is when the mEHT treatment is done three-times a week, while TTF has to be worn for
>18 h daily [15–23]. With an optimal frequency of 200 kHz, TTF focuses on nonthermal
effects on the cytokinetic “neck” using capacitive coupling [24,25]. The electric field of
TTF reorients the high polarizable microtubules and actin fibers, and it may arrest the
cytoskeleton’s polymerization process and inhibit the assembling of the mitotic spindle,
ultimately blocking the finalization of the last phase of cell division and thus inhibiting
further proliferation [26]. TTF also stimulates macrophages, promoting immunogenic cell
death via dendritic cell recruitment and maturation, reducing the capacity of cancer cells
for migration and invasion, preventing the inhibitory effects of the PI3K/Akt/mTORC1
signaling pathway on autophagy and increasing DNA replication stress and double-strand
break formation [27]. Moreover, the electric field generated by TTF increases membrane
permeability enhancing the effect of chemotherapy significantly [28]. It has to be noted
though, this latter effect is reversible [28], therefore, it can be expected that the improved
chemo-sensitivity will probably reduce when TTF is not in use.

In contrast, mEHT accurately balances both the nonthermal electric processes and
the low-power thermal effects. It operates in a precision capacitive coupled impedance
matched way, working on a radiofrequency of 13.56 MHz [29]. mEHT exploits various
biophysical differences of cancer cells. For example, energy absorption on the membrane
rafts is different than those of healthy host cells, and damage-associated molecular patterns
(DAMPS) will also occur. All of these eventually lead to programmed or immunogenic
tumor cell death [30–32]. It has also been reported that mEHT can enhance DNA frag-
mentation of tumor cells, increase the fraction of cells with low mitochondrial membrane
potential, increase the concentration of intracellular Ca2+, increase the Fas, c-Jun N-terminal
kinases and MAPK/ERK signaling pathways, increase the expression of pro-apoptotic Bcl-2
family proteins and can up-regulate the expression of genes associated with the molecular
function of cell death (EGR1, JUN, and CDKN1A) and silencing others associated with
cytoprotective functions [33,34]. It also has to be mentioned that the use of mEHT is also
feasible in tumors of other locations as well [34].

Although both mEHT and TTF have advantageous effects against cancer cells, their
use in routine oncology still awaits. The general acceptance of TTF—and perhaps also
the awareness about it—is wider than that of the mEHT. One of the latest developments
in the widespread application of TTF is that the American Society of Clinical Oncology
(ASCO) guidelines recommend TTF therapy for newly diagnosed supratentorial glioblas-
toma without isocitrate dehydrogenase mutations after the completion of chemoradiation
therapy [9]. In contrast, only clinical trial results and development reports are available
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for mEHT. Therefore, the main purpose of this meta-analysis is to provide comprehensive
data and a systematic literature review on the clinical importance of mEHT in glioblastoma.
Moreover, presenting the same information about TTF and, last but not least, the direct
comparison of the two devices were further goals of this study.

2. Materials and Methods
2.1. Search Strategy

The study was conducted following the Preferred Reporting Items for Systematic Re-
views and Meta-Analyses (PRISMA) guidelines [35]. Ethical approval was not required for
the study due to the fact that the article presents aggregate data from previously published
studies. The meta-analysis was registered in the PROSPERO database with the Registra-
tion Number: CRD42022385535. The search for eligible publications was performed in
the BioMed Central (BMC), ClinicalTrials.gov, Cochrane Library, European Union Drug
Regulating Authorities Clinical Trials Database (EudraCT), Excerpta Medica Database
(Embase), PubMed—Medical Literature Analysis and Retrieval System Online (MEDLINE),
World Health Organization’s International Clinical Trials Registry Platform and in the
University hospital Medical Information Network (UMIN) Clinical Trials Registry (for
Japan) databases from their inception to 30 June 2022. The following search strings were
used. The terms “glioblastoma” and “glioma” were combined with “electrohyperthermia”,
“electro hyperthermia”, “electro-hyperthermia”, “hyperthermia”, “modulated electrohy-
perthermia”, “oncotherm”, “oncothermia”, “alternating electric fields”, “TTFields”, “tumor
treating fields” and “tumor-treating fields” using the logical operator AND. Furthermore,
individual searches for “EHY-2030”, “EHY 2030” and “EHY2030” were also performed.
Language restrictions were not used.

Inclusion criteria for the studies were to contain survival data, either in the form
of x-year survival rates, the number of deaths in x-year or survival curves from which
the proportion of patients alive at the specific timepoints can be read. Concomitant or
monotherapeutic use of mEHT/TTF was no limiting factor for inclusion. Exclusion criteria
included if the observation period of the study was shorter than 1 year, if the patients
treated with one of the two devices could not be separated from the controls (mixed study
groups), or if the study contained only median survival and/or hazard rates only.

Type of publications (review, conference abstract, etc.) and species information (human
vs. other) were retrieved from databases, where available. Publications belonging to the
following categories were excluded without further review: reviews, conference abstracts,
in vitro and animal studies and theoretical works. No automation tool was used during the
literature search. The literature search was conducted independently by two investigators
(A.M.S. and Z.H.), and any discrepancies were resolved by consensus and, if necessary, by
the opinion of a third reviewer (M.D.).

2.2. Data Extraction

Collected data included general information about the study: name of author(s)
and year of publication. The following study characteristics were recorded from each
publication: type of study [prospective observational study, retrospective observational
study or randomized clinical trial (RCT)], sample size of treated and/or control groups,
median age of patients, percentage of females, 1-year, 2-year and/or 3-year survival rate
if available, and newly diagnosed or recurrent tumor. If the authors did not directly
present the x-year survival rate but the corresponding survival curve(s) of the cohort(s)
was drawn, the percentage of patients alive at the specific timepoints was read from the
survival curve(s). It has to be noted, that grade 4 astrocytomas were previously termed
as IDH-mutant glioblastomas, compared with the current WHO classification [6], and
most of the articles used for the meta-analysis are older than the current classification, the
differences in their nomenclature arise from this.
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2.3. Statistical Analysis

Statistical analyses were performed within the R for Windows version 4.2.1 environ-
ment (R Foundation for Statistical Computing, 2022, Vienna, Austria) using the R package
meta (version 6.0-0) [36]. Survival rate at specific timepoints (1-year, 2-year or 3-year, if
available) was used for the effect size measure and random-effects models were performed.
To estimate the heterogeneity variance measure (τ2) the restricted maximum-likelihood
method [37] was applied with the Q profile method for confidence interval [38]. Between-
study heterogeneity was described by the Higgin’s and Thompson’s I2 statistic [39], and
publication bias was tested using the Egger’s regression test [40]. The Mantel–Haenszel
method was used for group comparisons [41,42], plural models (fixed-effects model be-
tween subgroups but studies within the subgroups are pooled using the random-effects
model) were used for subgroup analyses [38] and meta-regression methods were used to
assess possible confounding/biasing effects (e.g., publication year) over effect size [38].
Forest plots were used to graphically represent study results.

3. Results
3.1. Studies Investigating Modulated Electro-Hyperthermia in Glioblastoma

The electronic database searches for studies about mEHT in glioblastoma patients
resulted in a total of 2586 articles. After the removal of duplicates, non-human studies
including animal and cellular research reports, reviews and meeting/conference abstracts,
686 articles remained for title and abstract screening. In total, 650 articles were excluded
because they either reported results from other tumors, presented results from an animal
and/or cellular experiment, were unavailable or had different study interests than the
current meta-analysis (e.g., health-economy). Thirty-six studies were considered for full
text assessment; however, twenty-seven further studies needed to be excluded. Of the
remaining nine studies, two–two articles belonged to the same work ([43–46]), of which
only one–one paper ([43,46]) was used for the meta-analysis, resulting in a total of seven
available full text articles to be included in the analyses (Figure 1).

Details of the seven mEHT studies [43,46–51] selected for analysis can be read in Table 1.
Six [43,46–50] and one [51] studies investigated the effect of mEHT in recurrent/late stage
and in newly diagnosed glioblastoma, respectively. A comparison between mEHT-treated
and control patients was only present only in one study [46]. The total number of patients
included in the meta-analysis was 450, of whom 292 (64.9%) died during the first year after
study inclusion. A 42.33% 1-year survival rate [95% confidence interval (CI): 25.17–59.49%]
was estimated (Figure 2). Although the heterogeneity between studies was high [91.3%
(95% CI: 84.6–95.1%)], no publication bias was present based on the results of the Egger’s
regression test (p = 0.6449).

Table 1. Details of the selected studies investigating the effect of modulated electro-hyperthermia
(mEHT) in glioblastoma.

Author (Year) Type of Study Cases
(n) mEHT Device Additional

Therapy
Age

(Median) Females

Douwes et al. (2006) [47] Prospective 19 Oncotherm EHY2000 nimustine 55 – 1

Fiorentini et al. (2006) [48] Prospective 12 Oncotherm EHY2000 – 1 – 1 – 1

Sahinbas et al. (2007) [43] Retrospective 140 Oncotherm EHY2000
temozolomide and/or

herbal medicines and/or
irradiation

44 35.7%

Hager et al. (2008) [49] Prospective 179 LRF-DHT – 1 – 1 – 1

Heo et al. (2017) [50] Prospective 20 Celsius 42+ re-irradiation 56 60%

Ryabova et al. (2018) [51] Prospective 30 Celsius 42+ temozolomide + irradiation 56 36.7%

Fiorentini et al. (2019) [46] Retrospective 50 Oncotherm EHY2000 no 55 – 1

1 Not detailed in the original article. LRF-DHT: deep hyperthermia with low radiofrequency capacitive
coupled electrodes.
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Figure 2. Effect of modulated electro-hyperthermia on 1-year glioblastoma survival rate [43,46–51].

Further analysis was performed to elucidate the confounding effects behind high
heterogeneity. In total, 72.26% of the difference in the true effect sizes could be explained
by the publication year (p = 0.0008). Comparing the studies published before and after
2008, it was found that in early studies the 1-year survival rate was 31.22% (95% CI:
24.81–37.62%), while in the ones after 2008 it was 60.63% (95% CI: 32.21–89.05%; p = 0.0478;
Figure 3). Recurrent glioblastomas had a 37.33% (95% CI: 20.68–53.97%) and a 53.74%
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(95% CI: 8.69–98.80%) 1-year survival rate for all and for the studies conducted after 2008,
respectively, while the single study investigating the effect of mEHT in newly diagnosed
tumors [51] reported a 73.33% (95% CI: 57.51–89.16%; vs. all studies: p = 0.0021; vs. studies
after 2008: p = 0.4214) 1-year survival rate. Three studies [43,45,47] investigated whether
patients under or over 50 years of age have better 1-year survival rate, and no difference
between these patients could be verified (p = 0.1129). No difference was found when the
type of study (prospective vs. retrospective; p = 0.3552), the type of device used during the
study (p = 0.4273) or the median age of patients (p = 0.6778) was compared.
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3.2. Studies Investigating Tumor Treating Flields in Glioblastoma

The electronic database searches for studies about TTF in glioblastoma patients re-
sulted in a total of 6036 publications. After the removal of duplicates, non-human studies
including animal and cellular research reports, reviews and meeting/conference abstracts,
323 articles remained for title and abstract screening. Then, 278 articles were excluded
because they either reported results from other tumors, presented results from an animal
and/or cellular experiment, were unavailable or had different study interests than the
current meta-analysis (e.g., health-economy). Of the remaining 45 studies considered for
full text assessment, 18 further studies were removed because they did not include the
target variable of this meta-analysis. Two, five and nine articles reported results about the
SPARE [52,53], EF-11 [15,16,54–56] and EF-14 [17–19,57–62] studies, of which only one–one
was used for the meta-analysis, resulting in a total of 14 available studies to be included in
the analyses (Figure 4).

Details of the fourteen TTF studies [15,21,22,26,53,57,63–70] selected for analysis can
be read in Table 2. It has to be noted that the EF-11 study results were gathered from the
updated post hoc analysis of Kanner et al. [15] instead of from the original [54], because
none of those patients who did not finish at least one cycle of therapy were removed from
the original publication, causing a significant change in true survival results. A comparison
of TTF treatment to a control group was present in five of eleven studies [15,21,57,69,70].
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Table 2. Details of the selected studies investigating the effect of Tumor Treating Fields (TTF)
in glioblastoma.

Author (Year) Type of Study Cases
(n)

Controls
(n) Additional Therapy Age

(Median) Females

Kirson et al. (2007) [26] Prospective 10 – temozolomide – 1 – 1

Kirson et al. (2009) [63] Prospective 10 – temozolomide – 1 – 1

Kanner et al. (2014) [15] RCT 93 117 no 54 – 1

Mrugala et al. (2014) [22] Prospective 457 – no restriction on any combination
therapies, but not detailed 55 32.4%

Wong et al. (2015) [64] Retrospective 37 –
bevacizumab with or without

6-thioguanine, lomustine,
capecitabine, and celecoxib (TCCC)

57 37.8%

Stupp et al. (2017) [57] RCT 466 229 temozolomide 56 32.2%

Lu et al. (2019) [65] Retrospective 48 –
temozolomide + bevacizumab +

irinotecan or
bevacizumab-based chemo regimen

55 33.3%

Bokstein et al. (2020) [66] Prospective 10 – temozolomide + irradiation 60 20%

Korshoej et al. (2020) [67] Prospective 11 – chemotherapy after skull
remodeling surgery 57 18.2%

Lazaridis et al. (2020) [68] Retrospective 16 – lomustine + temozolomide 50 43.8%

Liu et al. (2020) [69] Retrospective 37 67 temozolomide + irradiation 61 37.8%

Dono et al. (2021) [70] Retrospective 29 120 temozolomide + irradiation 58 34.5%

Miller et al. (2022) [53] Prospective 30 – temozolomide + irradiation 58 33.3%

Pandey et al. (2022) [21] Retrospective 55 57 temozolomide 59 30.9%

1 Not detailed in the original article. RCT: randomized clinical trial.

The total number of patients investigating the effect of TTF in glioblastoma was 1309, of
which 536 patients (40.9%) died during the first year after study inclusion. A 66.65% pooled
1-year survival rate (95% CI: 52.65–80.65%) was observed for the total cohort receiving
TTF, regardless of other clinical parameters. Similar to that of the mEHT results, high
heterogeneity [96.5% (95% CI: 95.3–97.4%)] and no publication bias (p = 0.6652) was found
for the TTF study results. The analysis to identify possible confounding effects revealed
1-year survival rates of 49.01% (95% CI: 1.75–96.27%), 66.29% (95% CI: 48.31–84.27%) and
73.11% (95% CI: 48.89–97.34%) in RCTs, prospective and retrospective studies (p = 0.6680),
respectively. The effect of when TTF was introduced during the glioblastoma treatment
was also investigated: a significantly better 1-year survival rate was found in those patients
with a newly diagnosed tumor [82.61% (95% CI: 73.20–92.02%)], compared with those with
recurrent tumors [51.74% (95% CI: 30.84–72.64%); p = 0.0083; Figure 5].

We were also able to compare the survival rates of 2 and 3 years for eleven and eight
studies, respectively: 38.87% (95% CI: 21.73–56.01%) and 34.19% (95% CI: 13.33–55.04%)
survival rates were estimated. Neither the year of publication (p = 0.9755), the median age
(p = 0.2682) nor the study type (p = 0.7085) affected the 2-year survival rates, but the same
difference between recurrent and newly diagnosed glioblastoma was observable (newly
diagnosed glioblastoma: 59.79%, 95% CI: 34.40–85.17%; recurrent glioblastoma: 20.18%,
95% CI: 8.18–32.18%; p = 0.0057; Figure 6) as described for the 1-year survival rates above.
When investigating the 3-year survival rates, patients with newly diagnosed tumors [47.24%
(95% CI: 18.31–76.16%)] benefited significantly more from the TTF treatment than those
who received TTF for recurrent glioblastoma [11.00% (95% CI: 4.75–17.26%); p = 0.0164;
Figure 7]. No difference in 3-year survival rates could be justified for the different study
types (p = 0.2075), years of publication (p = 0.4123) or median ages of patients (p = 0.0935).



Cancers 2023, 15, 880 8 of 18Cancers 2023, 15, x FOR PEER REVIEW 8 of 20 
 

 

 
Figure 4. PRISMA flow diagram of studies about Tumor Treating Fields. BMC: BioMed Central; 
EMBASE: Excerpta Medica Database; EudraCT: European Union Drug Regulating Authorities 
Clinical Trials Database; MEDLINE: Medical Literature Analysis and Retrieval System Online; 
WHO: World Health Organization’s International Clinical Trials Registry Platform; UMIN: Uni-
versity hospital Medical Information Network Clinical Trials Registry (for Japan). 

Details of the fourteen TTF studies [15,21,22,26,53,57,63–70] selected for analysis can 
be read in Table 2. It has to be noted that the EF-11 study results were gathered from the 
updated post hoc analysis of Kanner et al. [15] instead of from the original [54], because 
none of those patients who did not finish at least one cycle of therapy were removed from 
the original publication, causing a significant change in true survival results. A compar-
ison of TTF treatment to a control group was present in five of eleven studies 
[15,21,57,69,70]. 

  

Figure 4. PRISMA flow diagram of studies about Tumor Treating Fields. BMC: BioMed Central;
EMBASE: Excerpta Medica Database; EudraCT: European Union Drug Regulating Authorities Clinical
Trials Database; MEDLINE: Medical Literature Analysis and Retrieval System Online; WHO: World
Health Organization’s International Clinical Trials Registry Platform; UMIN: University hospital
Medical Information Network Clinical Trials Registry (for Japan).

Cancers 2023, 15, x FOR PEER REVIEW 10 of 20 
 

 

 
Figure 5. Significantly better 1-year survival rates were found when the Tumor Treating Fields 
treatment was introduced at an earlier stage of treatment (p = 0.0083) [15,21,22,26,53,57,63–70]. 

We were also able to compare the survival rates of 2 and 3 years for eleven and eight 
studies, respectively: 38.87% (95% CI: 21.73–56.01%) and 34.19% (95% CI: 13.33–55.04%) 
survival rates were estimated. Neither the year of publication (p = 0.9755), the median age 
(p = 0.2682) nor the study type (p = 0.7085) affected the 2-year survival rates, but the same 
difference between recurrent and newly diagnosed glioblastoma was observable (newly 
diagnosed glioblastoma: 59.79%, 95% CI: 34.40–85.17%; recurrent glioblastoma: 20.18%, 
95% CI: 8.18–32.18%; p = 0.0057; Figure 6) as described for the 1-year survival rates above. 
When investigating the 3-year survival rates, patients with newly diagnosed tumors 
[47.24% (95% CI: 18.31–76.16%)] benefited significantly more from the TTF treatment 
than those who received TTF for recurrent glioblastoma [11.00% (95% CI: 4.75–17.26%); p 
= 0.0164; Figure 7]. No difference in 3-year survival rates could be justified for the dif-
ferent study types (p = 0.2075), years of publication (p = 0.4123) or median ages of patients 
(p = 0.0935). 

Figure 5. Significantly better 1-year survival rates were found when the Tumor Treating Fields
treatment was introduced at an earlier stage of treatment (p = 0.0083) [15,21,22,26,53,57,63–70].



Cancers 2023, 15, 880 9 of 18Cancers 2023, 15, x FOR PEER REVIEW 11 of 20 
 

 

 
Figure 6. Significantly better 2-year survival rates were found when the Tumor Treating Fields 
treatment was introduced at an earlier stage of treatment (p = 0.0057) [15,21,22,26,57,63–65,68–70]. 

 
Figure 7. Significantly better 3-year survival rates were found when the Tumor Treating Fields 
treatment was introduced at an earlier stage of treatment (p = 0.0164) [15,21,57,63,65,68–70]. 

Only a limited number of the available studies (n = 5) investigated the effect of TTF 
over a control cohort. It was found that patients on the TTF-treatment arm had signifi-
cantly better 1-year [risk ratio (RR): 0.6481, 95% CI: 0.4345–0.9668; p = 0.0335; Figure 8A] 
and 3-year (RR: 0.9215, 95% CI: 0.8819–0.9628; p = 0.0003; Figure 8C) survival rates. 
However, no difference could be observed in the 2-year survival rates of the patients 
treated with or without TTF (RR: 0.9032, 95% CI: 0.7713–1.0576; p = 0.2062; Figure 8B). 

Figure 6. Significantly better 2-year survival rates were found when the Tumor Treating Fields
treatment was introduced at an earlier stage of treatment (p = 0.0057) [15,21,22,26,57,63–65,68–70].

Cancers 2023, 15, x FOR PEER REVIEW 11 of 20 
 

 

 
Figure 6. Significantly better 2-year survival rates were found when the Tumor Treating Fields 
treatment was introduced at an earlier stage of treatment (p = 0.0057) [15,21,22,26,57,63–65,68–70]. 

 
Figure 7. Significantly better 3-year survival rates were found when the Tumor Treating Fields 
treatment was introduced at an earlier stage of treatment (p = 0.0164) [15,21,57,63,65,68–70]. 

Only a limited number of the available studies (n = 5) investigated the effect of TTF 
over a control cohort. It was found that patients on the TTF-treatment arm had signifi-
cantly better 1-year [risk ratio (RR): 0.6481, 95% CI: 0.4345–0.9668; p = 0.0335; Figure 8A] 
and 3-year (RR: 0.9215, 95% CI: 0.8819–0.9628; p = 0.0003; Figure 8C) survival rates. 
However, no difference could be observed in the 2-year survival rates of the patients 
treated with or without TTF (RR: 0.9032, 95% CI: 0.7713–1.0576; p = 0.2062; Figure 8B). 

Figure 7. Significantly better 3-year survival rates were found when the Tumor Treating Fields
treatment was introduced at an earlier stage of treatment (p = 0.0164) [15,21,57,63,65,68–70].

Only a limited number of the available studies (n = 5) investigated the effect of TTF
over a control cohort. It was found that patients on the TTF-treatment arm had significantly
better 1-year [risk ratio (RR): 0.6481, 95% CI: 0.4345–0.9668; p = 0.0335; Figure 8A] and
3-year (RR: 0.9215, 95% CI: 0.8819–0.9628; p = 0.0003; Figure 8C) survival rates. However,
no difference could be observed in the 2-year survival rates of the patients treated with or
without TTF (RR: 0.9032, 95% CI: 0.7713–1.0576; p = 0.2062; Figure 8B).
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Figure 8. Glioblastoma patients treated with Tumor Treating Fields (TTF) had significantly better
(A) 1-year (p = 0.0335) and (C) 3-year (p = 0.0003) survival rates, while no difference in the (B) 2-year
survival rates could be justified (p = 0.2062) compared with those who did not receive TTF during
their treatment [15,21,57,69,70].

3.3. The Direct Comparison of Modulated Electro-Hyperthermia and Tumor Treating
Flields Studies

We also examined whether there was a difference in the 1-year survival of the patients
by directly comparing the mEHT and TTF techniques. It has to be highlighted though that
while the majority of the TTF studies were conducted in the last decade, half of the mEHT
studies were done prior the general acceptance and use of the Stupp protocol [10,71]. Due
to the former and to the fact that glioblastoma survival has significantly improved over the
last decade [72], we compared those mEHT studies only with TTF that were performed
after 2008. The 1-year survival rate of the 100 and 1289 glioblastoma patients treated with
mEHT and TTF was 60.63% (95% CI: 32.21–89.05%) and 63.56% (95% CI: 48.50–78.62%;
p = 0.8583), respectively. The same results were obtained if the two devices were compared
in newly diagnosed glioblastoma (mEHT: 73.33%, 95% CI: 57.51–89.16%; TTF: 79.81%, 95%
CI: 70.97–88.65%; p = 0.4836; Figure 9) and in recurrent glioblastoma (mEHT: 53.74%, 95%
CI: 8.69–98.80%; TTF: 49.24%, 95% CI: 25.90–72.57%; p = 0.8618; Figure 10).
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4. Discussion 
Glioblastoma is a highly aggressive tumor with a 5-year survival rate of 1–5% [73]. 

Its standard treatment includes surgery (if feasible) and radiation therapy with concom-
itant/adjuvant chemotherapy: procarbazine, lomustine and vincristine (PCV) and te-
mozolomide in the early and late stages, respectively [9,10,74]. Lately, the importance of 
molecular markers has also emerged [75], e.g., one of the bases of the latest WHO classi-
fication of gliomas is the IDH mutation [6]. Additionally, in the last decade an emerging 
number of reports came to light that the addition of non-invasive, device-based concom-
itant therapies, mEHT or TTF, might further increase therapy response. Moreover, sev-
eral studies reported that even if no large differences in patient survivals could be justi-

Figure 9. In newly diagnosed glioblastoma, the non-inferiority (p = 0.4836) of modulated electro-
hyperthermia (mEHT) could be observed compared with the more widely applied Tumor Treating
Fields (TTF). It has to be noted that due to the wider acceptance of the Stupp protocol [10,71] and
that patient survival significantly improved in the last decade [72], only the comparison of studies
conducted after 2010 were compared [15,22,46,50,64,65,67,70].
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that patient survival significantly improved in the last decade [72], only the comparison of studies
conducted after 2010 were compared [21,51,53,57,66,68,69].

4. Discussion

Glioblastoma is a highly aggressive tumor with a 5-year survival rate of 1–5% [73].
Its standard treatment includes surgery (if feasible) and radiation therapy with concomi-
tant/adjuvant chemotherapy: procarbazine, lomustine and vincristine (PCV) and temozolo-
mide in the early and late stages, respectively [9,10,74]. Lately, the importance of molecular
markers has also emerged [75], e.g., one of the bases of the latest WHO classification of
gliomas is the IDH mutation [6]. Additionally, in the last decade an emerging number of
reports came to light that the addition of non-invasive, device-based concomitant thera-
pies, mEHT or TTF, might further increase therapy response. Moreover, several studies
reported that even if no large differences in patient survivals could be justified, the quality
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of life of patients was much higher compared with those without the additional treatment
options [27,34,76].

A less than 20% 1-year survival rate was reported approximately twenty years ago [77],
which has almost doubled today [13,15], moreover, some studies achieved 1-year survival
rates over 80% [11], but still, only modest median overall survivals can be achieved [13,15].
If concomitant mEHT or TTF was added to the treatment plan, an average 42% and 64%
1-year survival rate could be achieved, respectively. Similar to the trend reported in the
meta-analysis of Poon et al. [72], we observed that the 1-year survival rate significantly
improved in those mEHT studies, which were conducted later, than 2008. Taking into
account this observation, the adjusted 1-year survival rates were 61% and 67% for the
mEHT and TTF studies, respectively, both of which are significantly greater compared
with those observed in patients treated without the devices [12]. Survival rates for longer
intervals were only available for the TTF studies, and a 39% 2-year and a 34% 3-year
survival rate was found. For comparison, by treating glioblastoma patients with either the
standard (60 Gy irradiation + 6 cycles of temozolomide) or the extended (temozolomide
cycles > 6) Stupp protocol, the reported 2-year and 3-year survival rates are lower [12,71,78],
but the opposite was also reported in another study [11].

As a somewhat expected result, further findings of the current meta-analysis included
that newly diagnosed glioblastoma patients can benefit more from the early use of TTF:
a 83% vs. 52% 1-year survival rate was found for the newly diagnosed and recurrent
glioblastoma patients, respectively, although some authors assumed the exact opposite [69].
Similar results could be obtained in the case of mEHT (73% vs. 54%), however, only one
study investigated the effect of mEHT in newly diagnosed glioblastoma patients [51], which
immediately raises the need for additional studies investigating the effect of mEHT in
this setting.

A few studies also investigated whether the use of either of the two devices has a
significant advantage compared with conventional treatment. While in the case of TTF we
managed to identify five studies that compared patients treated with and without TTF, only
one mEHT study made a similar comparison. It has to be noted that the Fiorentini study [46]
tested the palliative use of mEHT vs. other palliative options only. For TTF, we found
significantly reduced 1- and 3-year mortality rates in the treated with TTF groups, compared
with those without TTF. For mEHT, Fiorentini et al. [46] have described significantly longer
overall survival times in the mEHT-treated group.

By examining the details of the available clinical trial results, the following can be
further confirmed about the two devices. With the introduction of mEHT in the treatment
plan, several studies could report improved responses to the treatment [23,44–48], a better
quality of life [44,46], increased functional activity of patients measured by the Karnofsky
Performance Score scale [51] and complete and/or partial response could be maintained
in some cases for longer periods of time as well [45–49,51]. It has to be noted, however,
the result on age response is controversial: Fiorentini et al. [46] found no difference be-
tween the survival of patients over or under the age of 50 years, while Roussakow [44]
and Sahinbas et al. [43] have found the opposite. In this study, we could not justify dif-
ference between the younger and older cohorts. Furthermore, in the Phase I study of
Wismeth et al. [23] it has been reported that at least three mEHT treatments per week are
required for an effective response. As with other treatments options, a few complications of
mEHT have been confirmed. Basically, all of the mEHT studies reported only grade I and
II side effects: headaches, skin redness and/or mild burning at the treatment site, nausea
and vomiting, dizziness, neurological symptoms (aphasia, seizures) and grade I/II anemia
and/or leukopenia and/or thrombocytopenia [23,43–48,50,51].

Most results about TTF are known from the EF-11 [15,16,54–56] and EF-14 [17–19,57–62]
randomized trials. The first study has investigated 120 chemotherapy-free, only TTF-
treated and 117 control patients receiving active chemotherapy, and it could report a
marginal difference in survival only [54]. However, by further analyzing the study re-
sults [15]—by excluding patients who did not finish at least a single cycle of therapy—the
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therapeutic advantage of TTF over patient survival became verifiable. In contrast, the con-
comitant effect of TTF over chemotherapy (first-line: temozolomide) was investigated in
the EF-14 study; 466 and 229 patients were treated with and without TTF, respectively [57].
Similar to that of the results of the mEHT studies, a more durable complete and/or par-
tial response to therapy and/or stable disease was more common in the TTF-treated
groups [16,26,54,55,62], and TTF-treated patients had a better overall and progression-free
survival [18,19,21,22,26,54,57–59,62–64,67,68,70] and stable or improved quality of life sta-
tus (except for itchy skin [19,60,61,79]) [19,53,54,60,61]. A better compliance to the treatment
can improve treatment and prolong survival time [15–22], TTF plus chemotherapy was
superior in all age groups compared with chemotherapy alone [19,57], TTF alone is supe-
rior to bevacizumab-only chemotherapy [16] and its efficacy might be further improved
if 6-thioguanine, lomustine, capecitabine and celecoxib (TCCC) is in combination with
bevacizumab [64]. A higher local minimum filed intensity, power density and dose den-
sity of the TTF-device is associated with better overall and progression-free survival [17],
moreover, no difference has been reported in the cognitive status changes between pa-
tients treated with or without TTF [60]. In addition to the EF-11 and EF-14 study result
findings, it has been reported that patients with PTEN (phosphatase and tensin homolog)
mutations have longer survival compared with those with wild type PTEN (22 months
vs. 12 months) [70]. TTF after skull remodeling surgery is safe and a positive correlation
between field enhancements and burr hole sizes with a plateau at 15–20 cm2 has been
described [67]. A triple-drug regimen of temozolomide, bevacizumab and irinotecan with
TTF is superior to other bevacizumab-based chemotherapies with TTF [65]. Scalp sparing
radiation with concurrent temozolomide and TTF is well tolerated by patients, further-
more, a better response for glioblastoma patients with methylated O6-methylguanine DNA
methyltransferase (MGMT) promoter has been observed [52,53,80]. In contrast, IDH1
and/or IDH2 mutation status has not affected the survival of patients [80]. Mutations in
the phosphatidylinositol-4,5-bisphosphate 3-kinase catalytic subunit alpha and epidermal
growth factor receptor genes were associated with a decreased or no response to TTF,
while the mutated neurofibromatosis type 1 gene has been associated with better over-
all and progression-free survival, and the tumor protein p53 gene mutations have had
no effect on any outcome upon TTF therapy [21]. The following common side effects
of TTF have been observed: mild to moderate contact dermatitis (“medical device site
reaction beneath the transducer arrays”), headache, fatigue, convulsion or seizure, confu-
sion, mental status changes, mild anemia and/or lymphopenia and/or thrombocytopenia,
diarrhea or constipation and neurological decompensation [19,22,26,52–54,57–59,62–67,79].
Further results are expected after the completion of the following TTF clinical trials:
NCT05310448, NCT04223999, NCT03642080, NCT04469075, NCT04474353, NCT03477110,
NCT04689087, NCT04471844, NCT04397679, NCT04671459, NCT04421378, NCT04492163,
ChiCTR2100047049, ChiCTR2100041969, JPRN-UMIN000041745 and ISRCTN14267833.

To our knowledge, this is the first study that systematically reviewed the current
knowledge about mEHT in glioblastoma and compared mEHT and TTF directly. In relation
to TTF, several reviews and a few meta-analyses have already been published, which in
certain aspects are much more detailed than the present work, including but not limited
to [27,81–85]. In the meta-analysis of Regev et al. [81], the pooled 1-, 2- and 3-year survival
rates were 73%, 45% and 29%, respectively, which are comparable to the ones calculated
in the current analysis (67%, 39% and 34%). Similarly, the pooled 1-year survival rate of
47.3% reported by Li et al. [82] for recurrent glioblastoma is not different from the 52%
we observed.

Strength and Limitations of the Study

To the best of our knowledge, we are the first to analyze mEHT and TTF study results
in a single meta-analysis. However, a few limitations of this analysis should be mentioned,
including that only a limited number of trials could be investigated and most of them were
non-randomized trials. Although the number of studies analyzed in the meta-analysis
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could have been slightly increased if median overall/progression-free survivals were used
instead of the x-year survival rate, their calculation would have given inaccurate results [86].
Heterogeneity of the included studies was high, which might have also introduced some
bias. Another limitation of the current study was that the number of available studies
investigating mEHT and TTF were significantly different, which is due to the fact that,
up to now, the number of centers adopting mEHT is very limited around the world, as
opposed to TTF. This ultimately might have affected the calculated pooled effect sizes.

5. Conclusions

In conclusion, this study investigated the beneficial effects of (concomitant) mEHT
and TTF over conventional chemoradiotherapy in glioblastoma. It was found that both
mEHT and TTF could significantly increase the survival of glioblastoma patients and the
same survival rates can be achieved using both devices in the cohorts of newly diagnosed
and recurrent glioblastomas. It has to be emphasized, however, that the small number of
centers using mEHT largely limits its application, and there is no data about the combined
use of the two devices, therefore, further studies are recommended.

Author Contributions: Conceptualization, A.M.S., E.E.A.A., G.F., M.H., Z.H., D.S. and M.D.; method-
ology, A.M.S. and Z.H.; formal analysis, Z.H.; investigation, A.M.S. and Z.H.; resources, A.M.S., D.S.
and M.D.; data curation, A.M.S. and Z.H.; writing—original draft preparation, A.M.S. and Z.H.;
writing—review and editing, A.M.S., E.E.A.A., G.F., M.H., Z.H., D.S. and M.D.; visualization, M.H.
and Z.H.; supervision, A.M.S., E.E.A.A., G.F. and M.D.; project administration, A.M.S. and M.D. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Sung, H.; Ferlay, J.; Siegel, R.L.; Laversanne, M.; Soerjomataram, I.; Jemal, A.; Bray, F. Global Cancer Statistics 2020: GLOBOCAN

Estimates of Incidence and Mortality Worldwide for 36 Cancers in 185 Countries. CA Cancer J. Clin. 2021, 71, 209–249. [CrossRef]
[PubMed]

2. Ferlay, J.; Ervik, M.; Lam, F.; Colombet, M.; Mery, L.; Piñeros, M.; Znaor, A.; Soerjomataram, I.; Bray, F. Global Cancer Observatory:
Cancer Today. Available online: https://gco.iarc.fr/today (accessed on 22 October 2022).

3. Ostrom, Q.T.; Cioffi, G.; Gittleman, H.; Patil, N.; Waite, K.; Kruchko, C.; Barnholtz-Sloan, J.S. CBTRUS Statistical Report: Primary
Brain and Other Central Nervous System Tumors Diagnosed in the United States in 2012–2016. Neuro Oncol. 2019, 21, v1–v100.
[CrossRef] [PubMed]

4. Louis, D.N.; Perry, A.; Reifenberger, G.; von Deimling, A.; Figarella-Branger, D.; Cavenee, W.K.; Ohgaki, H.; Wiestler, O.D.;
Kleihues, P.; Ellison, D.W. The 2016 World Health Organization Classification of Tumors of the Central Nervous System: A
summary. Acta Neuropathol. 2016, 131, 803–820. [CrossRef] [PubMed]

5. Louis, D.N.; Perry, A.; Wesseling, P.; Brat, D.J.; Cree, I.A.; Figarella-Branger, D.; Hawkins, C.; Ng, H.K.; Pfister, S.M.; Reifenberger,
G.; et al. The 2021 WHO Classification of Tumors of the Central Nervous System: A summary. Neuro Oncol. 2021, 23, 1231–1251.
[CrossRef] [PubMed]

6. Berger, T.R.; Wen, P.Y.; Lang-Orsini, M.; Chukwueke, U.N. World Health Organization 2021 Classification of Central Nervous
System Tumors and Implications for Therapy for Adult-Type Gliomas: A Review. JAMA Oncol. 2022, 8, 1493–1501. [CrossRef]

7. Hanif, F.; Muzaffar, K.; Perveen, K.; Malhi, S.M.; Simjee Sh, U. Glioblastoma Multiforme: A Review of its Epidemiology and
Pathogenesis through Clinical Presentation and Treatment. Asian Pac. J. Cancer Prev. 2017, 18, 3–9. [CrossRef]

8. Jemal, A.; Siegel, R.; Xu, J.; Ward, E. Cancer statistics, 2010. CA Cancer J. Clin. 2010, 60, 277–300. [CrossRef]
9. Mohile, N.A.; Messersmith, H.; Gatson, N.T.; Hottinger, A.F.; Lassman, A.; Morton, J.; Ney, D.; Nghiemphu, P.L.; Olar, A.; Olson,

J.; et al. Therapy for Diffuse Astrocytic and Oligodendroglial Tumors in Adults: ASCO-SNO Guideline. J. Clin. Oncol. 2022, 40,
403–426. [CrossRef]

10. Stupp, R.; Mason, W.P.; van den Bent, M.J.; Weller, M.; Fisher, B.; Taphoorn, M.J.; Belanger, K.; Brandes, A.A.; Marosi, C.; Bogdahn,
U.; et al. European Organisation for Research and Treatment of Cancer Brain Tumor and Radiotherapy Groups; National Cancer
Institute of Canada Clinical Trials Group. Radiotherapy plus concomitant and adjuvant temozolomide for glioblastoma. N. Engl.
J. Med. 2005, 352, 987–996. [CrossRef]

http://doi.org/10.3322/caac.21660
http://www.ncbi.nlm.nih.gov/pubmed/33538338
https://gco.iarc.fr/today
http://doi.org/10.1093/neuonc/noz150
http://www.ncbi.nlm.nih.gov/pubmed/31675094
http://doi.org/10.1007/s00401-016-1545-1
http://www.ncbi.nlm.nih.gov/pubmed/27157931
http://doi.org/10.1093/neuonc/noab106
http://www.ncbi.nlm.nih.gov/pubmed/34185076
http://doi.org/10.1001/jamaoncol.2022.2844
http://doi.org/10.22034/APJCP.2017.18.1.3
http://doi.org/10.3322/caac.20073
http://doi.org/10.1200/JCO.21.02036
http://doi.org/10.1056/NEJMoa043330


Cancers 2023, 15, 880 15 of 18

11. Herrlinger, U.; Tzaridis, T.; Mack, F.; Steinbach, J.P.; Schlegel, U.; Sabel, M.; Hau, P.; Kortmann, R.D.; Krex, D.; Grauer, O.;
et al. Lomustine-temozolomide combination therapy versus standard temozolomide therapy in patients with newly diagnosed
glioblastoma with methylated MGMT promoter (CeTeG/NOA-09): A randomised, open-label, phase 3 trial. Lancet 2019, 393, 678–688.
[CrossRef]

12. Delgado-Lopez, P.D.; Corrales-Garcia, E.M. Survival in glioblastoma: A review on the impact of treatment modalities. Clin. Transl.
Oncol. 2016, 18, 1062–1071. [CrossRef] [PubMed]

13. Taylor, O.G.; Brzozowski, J.S.; Skelding, K.A. Glioblastoma Multiforme: An Overview of Emerging Therapeutic Targets. Front.
Oncol. 2019, 9, 963. [CrossRef] [PubMed]

14. Mahmoudi, K.; Bouras, A.; Bozec, D.; Ivkov, R.; Hadjipanayis, C. Magnetic hyperthermia therapy for the treatment of glioblastoma:
A review of the therapy’s history, efficacy and application in humans. Int. J. Hyperth. 2018, 34, 1316–1328. [CrossRef]

15. Kanner, A.A.; Wong, E.T.; Villano, J.L.; Ram, Z.; on behalf of EF-11 Investigators. Post Hoc analyses of intention-to-treat population
in phase III comparison of NovoTTF-100A system versus best physician’s choice chemotherapy. Semin. Oncol. 2014, 41 (Suppl. S6),
S25–S34. [CrossRef]

16. Vymazal, J.; Wong, E.T. Response patterns of recurrent glioblastomas treated with tumor-treating fields. Semin. Oncol. 2014, 41
(Suppl. S6), S14–S24. [CrossRef]

17. Ballo, M.T.; Urman, N.; Lavy-Shahaf, G.; Grewal, J.; Bomzon, Z.; Toms, S. Correlation of Tumor Treating Fields Dosimetry to
Survival Outcomes in Newly Diagnosed Glioblastoma: A Large-Scale Numerical Simulation-Based Analysis of Data from the
Phase 3 EF-14 Randomized Trial. Int. J. Radiat Oncol. Biol. Phys. 2019, 104, 1106–1113. [CrossRef]

18. Toms, S.A.; Kim, C.Y.; Nicholas, G.; Ram, Z. Increased compliance with tumor treating fields therapy is prognostic for improved
survival in the treatment of glioblastoma: A subgroup analysis of the EF-14 phase III trial. J. NeuroOncol. 2019, 141, 467–473.
[CrossRef]

19. Ram, Z.; Kim, C.Y.; Hottinger, A.F.; Idbaih, A.; Nicholas, G.; Zhu, J.J. Efficacy and Safety of Tumor Treating Fields (TTFields) in
Elderly Patients with Newly Diagnosed Glioblastoma: Subgroup Analysis of the Phase 3 EF-14 Clinical Trial. Front. Oncol. 2021,
11, 671972. [CrossRef] [PubMed]

20. Onken, J.; Staub-Bartelt, F.; Vajkoczy, P.; Misch, M. Acceptance and compliance of TTFields treatment among high grade glioma
patients. J. NeuroOncol. 2018, 139, 177–184. [CrossRef]

21. Pandey, M.; Xiu, J.; Mittal, S.; Zeng, J.; Saul, M.; Kesari, S.; Azadi, A.; Newton, H.; Deniz, K.; Ladner, K.; et al. Molecular alterations
associated with improved outcome in patients with glioblastoma treated with Tumor-Treating Fields. NeuroOncol. Adv. 2022, 4, vdac096.
[CrossRef]

22. Mrugala, M.M.; Engelhard, H.H.; Dinh Tran, D.; Kew, Y.; Cavaliere, R.; Villano, J.L.; Annenelie Bota, D.; Rudnick, J.; Love Sumrall,
A.; Zhu, J.J.; et al. Clinical practice experience with NovoTTF-100A system for glioblastoma: The Patient Registry Dataset (PRiDe).
Semin. Oncol. 2014, 41 (Suppl. S6), S4–S13. [CrossRef] [PubMed]

23. Wismeth, C.; Dudel, C.; Pascher, C.; Ramm, P.; Pietsch, T.; Hirschmann, B.; Reinert, C.; Proescholdt, M.; Rummele, P.; Schuierer, G.; et al.
Transcranial electro-hyperthermia combined with alkylating chemotherapy in patients with relapsed high-grade gliomas: Phase I
clinical results. J. NeuroOncol. 2010, 98, 395–405. [CrossRef] [PubMed]

24. Kirson, E.D.; Gurvich, Z.; Schneiderman, R.; Dekel, E.; Itzhaki, A.; Wasserman, Y.; Schatzberger, R.; Palti, Y. Disruption of cancer
cell replication by alternating electric fields. Cancer Res. 2004, 64, 3288–3295. [CrossRef] [PubMed]

25. Blatt, R.; Davidi, S.; Munster, M.; Shteingauz, A.; Cahal, S.; Zeidan, A.; Marciano, T.; Bomzon, Z.; Haber, A.; Giladi, M.; et al. In
Vivo Safety of Tumor Treating Fields (TTFields) Applied to the Torso. Front. Oncol. 2021, 11, 670809. [CrossRef]

26. Kirson, E.D.; Dbaly, V.; Tovarys, F.; Vymazal, J.; Soustiel, J.F.; Itzhaki, A.; Mordechovich, D.; Steinberg-Shapira, S.; Gurvich, Z.;
Schneiderman, R.; et al. Alternating electric fields arrest cell proliferation in animal tumor models and human brain tumors. Proc.
Natl. Acad. Sci. USA 2007, 104, 10152–10157. [CrossRef]

27. Rominiyi, O.; Vanderlinden, A.; Clenton, S.J.; Bridgewater, C.; Al-Tamimi, Y.; Collis, S.J. Tumour treating fields therapy for
glioblastoma: Current advances and future directions. Br. J. Cancer 2021, 124, 697–709. [CrossRef]

28. Chang, E.; Patel, C.B.; Pohling, C.; Young, C.; Song, J.; Flores, T.A.; Zeng, Y.; Joubert, L.M.; Arami, H.; Natarajan, A.; et al. Tumor
treating fields increases membrane permeability in glioblastoma cells. Cell Death Discov. 2018, 4, 113. [CrossRef] [PubMed]

29. Szasz, A.; Szasz, N.; Szasz, O. Oncothermia: Principles and Practices; Springer: Dordrecht, The Netherlands, 2011. [CrossRef]
30. Szasz, O.; Szasz, A. Heating, Efficacy and Dose of Local Hyperthermia. Open J. Biophys. 2016, 6, 10–18. [CrossRef]
31. Krenacs, T.; Meggyeshazi, N.; Forika, G.; Kiss, E.; Hamar, P.; Szekely, T.; Vancsik, T. Modulated Electro-Hyperthermia-Induced

Tumor Damage Mechanisms Revealed in Cancer Models. Int. J. Mol. Sci. 2020, 21, 6270. [CrossRef] [PubMed]
32. Alshaibi, H.F.; Al-Shehri, B.; Hassan, B.; Al-Zahrani, R.; Assiss, T. Modulated Electrohyperthermia: A New Hope for Cancer

Patients. BioMed. Res. Int. 2020, 2020, 8814878. [CrossRef]
33. Andocs, G.; Rehman, M.U.; Zhao, Q.L.; Tabuchi, Y.; Kanamori, M.; Kondo, T. Comparison of biological effects of modulated

electro-hyperthermia and conventional heat treatment in human lymphoma U937 cells. Cell Death Discov. 2016, 2, 16039.
[CrossRef] [PubMed]

34. Szasz, A.M.; Minnaar, C.A.; Szentmartoni, G.; Szigeti, G.P.; Dank, M. Review of the Clinical Evidences of Modulated Electro-
Hyperthermia (mEHT) Method: An Update for the Practicing Oncologist. Front. Oncol. 2019, 9, 1012. [CrossRef]

http://doi.org/10.1016/S0140-6736(18)31791-4
http://doi.org/10.1007/s12094-016-1497-x
http://www.ncbi.nlm.nih.gov/pubmed/26960561
http://doi.org/10.3389/fonc.2019.00963
http://www.ncbi.nlm.nih.gov/pubmed/31616641
http://doi.org/10.1080/02656736.2018.1430867
http://doi.org/10.1053/j.seminoncol.2014.09.008
http://doi.org/10.1053/j.seminoncol.2014.09.009
http://doi.org/10.1016/j.ijrobp.2019.04.008
http://doi.org/10.1007/s11060-018-03057-z
http://doi.org/10.3389/fonc.2021.671972
http://www.ncbi.nlm.nih.gov/pubmed/34692470
http://doi.org/10.1007/s11060-018-2858-9
http://doi.org/10.1093/noajnl/vdac096
http://doi.org/10.1053/j.seminoncol.2014.09.010
http://www.ncbi.nlm.nih.gov/pubmed/25213869
http://doi.org/10.1007/s11060-009-0093-0
http://www.ncbi.nlm.nih.gov/pubmed/20033471
http://doi.org/10.1158/0008-5472.CAN-04-0083
http://www.ncbi.nlm.nih.gov/pubmed/15126372
http://doi.org/10.3389/fonc.2021.670809
http://doi.org/10.1073/pnas.0702916104
http://doi.org/10.1038/s41416-020-01136-5
http://doi.org/10.1038/s41420-018-0130-x
http://www.ncbi.nlm.nih.gov/pubmed/30534421
http://doi.org/10.1007/978-90-481-9498-8
http://doi.org/10.4236/ojbiphy.2016.61002
http://doi.org/10.3390/ijms21176270
http://www.ncbi.nlm.nih.gov/pubmed/32872532
http://doi.org/10.1155/2020/8814878
http://doi.org/10.1038/cddiscovery.2016.39
http://www.ncbi.nlm.nih.gov/pubmed/27551529
http://doi.org/10.3389/fonc.2019.01012


Cancers 2023, 15, 880 16 of 18

35. Page, M.J.; McKenzie, J.E.; Bossuyt, P.M.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, J.M.; Akl, E.A.;
Brennan, S.E.; et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. BMJ 2021, 372, n71.
[CrossRef] [PubMed]

36. Balduzzi, S.; Rucker, G.; Schwarzer, G. How to perform a meta-analysis with R: A practical tutorial. Evid Based Ment Health 2019,
22, 153–160. [CrossRef] [PubMed]

37. Viechtbauer, W. Bias and Efficiency of Meta-Analytic Variance Estimators in the Random-Effects Model. J. Educ. Behav. Stat. 2005,
30, 261–293. [CrossRef]

38. Harrer, M.; Cuijpers, P.; Furukawa, T.A.; Ebert, D.D. Doing Meta-Analysis with R: A Hands-On Guide, 1st ed.; Chapman & Hall/CRC
Press: Boca Raton, FL, USA; London, UK, 2021.

39. Higgins, J.P.; Thompson, S.G. Quantifying heterogeneity in a meta-analysis. Stat. Med. 2002, 21, 1539–1558. [CrossRef]
40. Egger, M.; Smith, G.D.; Schneider, M.; Minder, C. Bias in meta-analysis detected by a simple, graphical test. BMJ 1997, 315,

629–634. [CrossRef]
41. Mantel, N.; Haenszel, W. Statistical aspects of the analysis of data from retrospective studies of disease. J. Natl. Cancer Inst. 1959,

22, 719–748.
42. Robins, J.; Greenland, S.; Breslow, N.E. A general estimator for the variance of the Mantel-Haenszel odds ratio. Am. J. Epidemiol.

1986, 124, 719–723. [CrossRef]
43. Sahinbas, H.; Grönemeyer, D.H.W.; Böcher, E.; Szasz, A. Retrospective clinical study of adjuvant electro-hyperthermia treatment

for advanced brain-gliomas. Dtsch. Z. Für Onkol. 2007, 39, 154–160. [CrossRef]
44. Roussakow, S.V. Clinical and economic evaluation of modulated electrohyperthermia concurrent to dose-dense temozolomide

21/28 days regimen in the treatment of recurrent glioblastoma: A retrospective analysis of a two-centre German cohort trial with
systematic comparison and effect-to-treatment analysis. BMJ Open 2017, 7, e017387. [CrossRef] [PubMed]

45. Fiorentini, G.; Sarti, D.; Milandri, C.; Dentico, P.; Mambrini, A.; Guadagni, S. Retrospective observational Clinical Study on
Relapsed Malignant Gliomas Treated with Electro-hyperthermia. Oncothermia J. 2018, 22, 32–45.

46. Fiorentini, G.; Sarti, D.; Milandri, C.; Dentico, P.; Mambrini, A.; Fiorentini, C.; Mattioli, G.; Casadei, V.; Guadagni, S. Modulated
Electrohyperthermia in Integrative Cancer Treatment for Relapsed Malignant Glioblastoma and Astrocytoma: Retrospective
Multicenter Controlled Study. Integr. Cancer 2019, 18, 1534735418812691. [CrossRef]

47. Douwes, F.; Douwes, O.; Migeod, F.; Grote, C.; Bogovic, J. Hyperthermia in Combination with ACNU Chemotherapy in theTreat-
ment of Recurrent Glioblastoma. Available online: https://www.klinik-st-georg.de/wp-content/downloads/Professional-
Articles/hyperthermia_in_combination_with_ACNU_chemotherapy_in_the_treatment_of_recurrent_glioblastoma.pdf (accessed
on 1 July 2022).

48. Fiorentini, G.; Giovanis, P.; Rossi, S.; Dentico, P.; Paola, R.; Turrisi, G.; Bernardeschi, P. A phase II clinical study on relapsed
malignant gliomas treated with electro-hyperthermia. Vivo 2006, 20, 721–724.

49. Hager, E.D.; Sahinbas, H.; Groenemeyer, D.H.; Migeod, F. Prospective phase II trial for recurrent high-grade gliomas with
capacitive coupled low radiofrequency (LRF) hyperthermia. J. Clin. Oncol. 2008, 26, 2047. [CrossRef]

50. Heo, J.; Kim, S.H.; Oh, Y.T.; Chun, M.; Noh, O.K. Concurrent hyperthermia and re-irradiation for recurrent high-grade gliomas.
Neoplasma 2017, 64, 803–808. [CrossRef]

51. Ryabova, A.I.; Novikov, V.A.; Gribova, O.V.; Choynzonov, E.L.; Startseva, Z.A.; Grigoryev, E.G.; Miloichikova, I.A.; Turgunova,
N.D.; Surkova, P.V. Concurrent Thermochemoradiotherapy in Glioblastoma Treatment: Preliminary Results. In Glioma; Ibrahim,
O., Kenan, A., Eds.; IntechOpen: Rijeka, Croatia, 2018. [CrossRef]

52. Song, A.; Bar-Ad, V.; Martinez, N.; Glass, J.; Andrews, D.W.; Judy, K.; Evans, J.J.; Farrell, C.J.; Werner-Wasik, M.; Chervoneva,
I.; et al. Initial experience with scalp sparing radiation with concurrent temozolomide and tumor treatment fields (SPARE) for
patients with newly diagnosed glioblastoma. J. NeuroOncol. 2020, 147, 653–661. [CrossRef]

53. Miller, R.; Song, A.; Ali, A.; Niazi, M.; Bar-Ad, V.; Martinez, N.; Glass, J.; Alnahhas, I.; Andrews, D.; Judy, K.; et al. Scalp-Sparing
Radiation With Concurrent Temozolomide and Tumor Treating Fields (SPARE) for Patients With Newly Diagnosed Glioblastoma.
Front. Oncol. 2022, 12, 896246. [CrossRef]

54. Stupp, R.; Wong, E.T.; Kanner, A.A.; Steinberg, D.; Engelhard, H.; Heidecke, V.; Kirson, E.D.; Taillibert, S.; Liebermann, F.; Dbaly,
V.; et al. NovoTTF-100A versus physician’s choice chemotherapy in recurrent glioblastoma: A randomised phase III trial of a
novel treatment modality. Eur. J. Cancer 2012, 48, 2192–2202. [CrossRef] [PubMed]

55. Wong, E.T.; Lok, E.; Swanson, K.D.; Gautam, S.; Engelhard, H.H.; Lieberman, F.; Taillibert, S.; Ram, Z.; Villano, J.L. Response
assessment of NovoTTF-100A versus best physician’s choice chemotherapy in recurrent glioblastoma. Cancer Med. 2014, 3,
592–602. [CrossRef] [PubMed]

56. Wong, E.T.; Lok, E.; Gautam, S.; Swanson, K.D. Dexamethasone exerts profound immunologic interference on treatment efficacy
for recurrent glioblastoma. Br. J. Cancer 2015, 113, 232–241. [CrossRef] [PubMed]

57. Stupp, R.; Taillibert, S.; Kanner, A.; Read, W.; Steinberg, D.; Lhermitte, B.; Toms, S.; Idbaih, A.; Ahluwalia, M.S.; Fink, K.; et al.
Effect of Tumor-Treating Fields Plus Maintenance Temozolomide vs Maintenance Temozolomide Alone on Survival in Patients
With Glioblastoma: A Randomized Clinical Trial. JAMA 2017, 318, 2306–2316. [CrossRef] [PubMed]

58. Stupp, R.; Taillibert, S.; Kanner, A.A.; Kesari, S.; Steinberg, D.M.; Toms, S.A.; Taylor, L.P.; Lieberman, F.; Silvani, A.; Fink, K.L.; et al.
Maintenance Therapy With Tumor-Treating Fields Plus Temozolomide vs Temozolomide Alone for Glioblastoma: A Randomized
Clinical Trial. JAMA 2015, 314, 2535–2543. [CrossRef] [PubMed]

http://doi.org/10.1136/bmj.n71
http://www.ncbi.nlm.nih.gov/pubmed/33782057
http://doi.org/10.1136/ebmental-2019-300117
http://www.ncbi.nlm.nih.gov/pubmed/31563865
http://doi.org/10.3102/10769986030003261
http://doi.org/10.1002/sim.1186
http://doi.org/10.1136/bmj.315.7109.629
http://doi.org/10.1093/oxfordjournals.aje.a114447
http://doi.org/10.1055/s-2007-986020
http://doi.org/10.1136/bmjopen-2017-017387
http://www.ncbi.nlm.nih.gov/pubmed/29102988
http://doi.org/10.1177/1534735418812691
https://www.klinik-st-georg.de/wp-content/downloads/Professional-Articles/hyperthermia_in_combination_with_ACNU_chemotherapy_in_the_treatment_of_recurrent_glioblastoma.pdf
https://www.klinik-st-georg.de/wp-content/downloads/Professional-Articles/hyperthermia_in_combination_with_ACNU_chemotherapy_in_the_treatment_of_recurrent_glioblastoma.pdf
http://doi.org/10.1200/jco.2008.26.15_suppl.2047
http://doi.org/10.4149/neo_2017_520
http://doi.org/10.5772/intechopen.76264
http://doi.org/10.1007/s11060-020-03466-z
http://doi.org/10.3389/fonc.2022.896246
http://doi.org/10.1016/j.ejca.2012.04.011
http://www.ncbi.nlm.nih.gov/pubmed/22608262
http://doi.org/10.1002/cam4.210
http://www.ncbi.nlm.nih.gov/pubmed/24574359
http://doi.org/10.1038/bjc.2015.238
http://www.ncbi.nlm.nih.gov/pubmed/26125449
http://doi.org/10.1001/jama.2017.18718
http://www.ncbi.nlm.nih.gov/pubmed/29260225
http://doi.org/10.1001/jama.2015.16669
http://www.ncbi.nlm.nih.gov/pubmed/26670971


Cancers 2023, 15, 880 17 of 18

59. Kesari, S.; Ram, Z.; on behalf of EF-14 Trial Investigators. Tumor-treating fields plus chemotherapy versus chemotherapy alone
for glioblastoma at first recurrence: A post hoc analysis of the EF-14 trial. CNS Oncol. 2017, 6, 185–193. [CrossRef] [PubMed]

60. Zhu, J.J.; Demireva, P.; Kanner, A.A.; Pannullo, S.; Mehdorn, M.; Avgeropoulos, N.; Salmaggi, A.; Silvani, A.; David, C.;
et al.; on behalf of the EF-14 Trial Investigators. Health-related quality of life, cognitive screening, and functional status in
a randomized phase III trial (EF-14) of tumor treating fields with temozolomide compared to temozolomide alone in newly
diagnosed glioblastoma. J. NeuroOncol. 2017, 135, 545–552. [CrossRef] [PubMed]

61. Taphoorn, M.J.B.; Dirven, L.; Kanner, A.A.; Lavy-Shahaf, G.; Weinberg, U.; Taillibert, S.; Toms, S.A.; Honnorat, J.; Chen, T.C.;
Sroubek, J.; et al. Influence of Treatment With Tumor-Treating Fields on Health-Related Quality of Life of Patients With Newly
Diagnosed Glioblastoma: A Secondary Analysis of a Randomized Clinical Trial. JAMA Oncol. 2018, 4, 495–504. [CrossRef]

62. Kim, C.Y.; Paek, S.H.; Nam, D.H.; Chang, J.H.; Hong, Y.K.; Kim, J.H.; Kim, O.L.; Kim, S.H. Tumor treating fields plus temozolomide
for newly diagnosed glioblastoma: A sub-group analysis of Korean patients in the EF-14 phase 3 trial. J. NeuroOncol. 2020, 146,
399–406. [CrossRef]

63. Kirson, E.D.; Schneiderman, R.S.; Dbaly, V.; Tovarys, F.; Vymazal, J.; Itzhaki, A.; Mordechovich, D.; Gurvich, Z.; Shmueli, E.;
Goldsher, D.; et al. Chemotherapeutic treatment efficacy and sensitivity are increased by adjuvant alternating electric fields
(TTFields). BMC Med. Phys. 2009, 9, 1. [CrossRef]

64. Wong, E.T.; Lok, E.; Swanson, K.D. Clinical benefit in recurrent glioblastoma from adjuvant NovoTTF-100A and TCCC after
temozolomide and bevacizumab failure: A preliminary observation. Cancer Med. 2015, 4, 383–391. [CrossRef]

65. Lu, G.; Rao, M.; Zhu, P.; Liang, B.; El-Nazer, R.T.; Fonkem, E.; Bhattacharjee, M.B.; Zhu, J.J. Triple-drug Therapy With Bevacizumab,
Irinotecan, and Temozolomide Plus Tumor Treating Fields for Recurrent Glioblastoma: A Retrospective Study. Front. Neurol.
2019, 10, 42. [CrossRef]

66. Bokstein, F.; Blumenthal, D.; Limon, D.; Harosh, C.B.; Ram, Z.; Grossman, R. Concurrent Tumor Treating Fields (TTFields) and
Radiation Therapy for Newly Diagnosed Glioblastoma: A Prospective Safety and Feasibility Study. Front. Oncol. 2020, 10, 411.
[CrossRef]

67. Korshoej, A.R.; Lukacova, S.; Lassen-Ramshad, Y.; Rahbek, C.; Severinsen, K.E.; Guldberg, T.L.; Mikic, N.; Jensen, M.H.; Cortnum,
S.O.S.; von Oettingen, G.; et al. OptimalTTF-1: Enhancing tumor treating fields therapy with skull remodeling surgery. A clinical
phase I trial in adult recurrent glioblastoma. NeuroOncol. Adv. 2020, 2, vdaa121. [CrossRef] [PubMed]

68. Lazaridis, L.; Schafer, N.; Teuber-Hanselmann, S.; Blau, T.; Schmidt, T.; Oster, C.; Weller, J.; Tzaridis, T.; Pierscianek, D.; Keyvani,
K.; et al. Tumour Treating Fields (TTFields) in combination with lomustine and temozolomide in patients with newly diagnosed
glioblastoma. J. Cancer Res. Clin. Oncol. 2020, 146, 787–792. [CrossRef] [PubMed]

69. Liu, Y.; Strawderman, M.S.; Warren, K.T.; Richardson, M.; Serventi, J.N.; Mohile, N.A.; Milano, M.T.; Walter, K.A. Clinical Efficacy
of Tumor Treating Fields for Newly Diagnosed Glioblastoma. Anticancer Res. 2020, 40, 5801–5806. [CrossRef]

70. Dono, A.; Mitra, S.; Shah, M.; Takayasu, T.; Zhu, J.J.; Tandon, N.; Patel, C.B.; Esquenazi, Y.; Ballester, L.Y. PTEN mutations predict
benefit from tumor treating fields (TTFields) therapy in patients with recurrent glioblastoma. J. NeuroOncol. 2021, 153, 153–160.
[CrossRef] [PubMed]

71. Stupp, R.; Hegi, M.E.; Mason, W.P.; van den Bent, M.J.; Taphoorn, M.J.; Janzer, R.C.; Ludwin, S.K.; Allgeier, A.; Fisher, B.; Belanger,
K.; et al. European Organisation for Research and Treatment of Cancer Brain Tumour and Radiation Oncology Groups; National
Cancer Institute of Canada Clinical Trials Group. Effects of radiotherapy with concomitant and adjuvant temozolomide versus
radiotherapy alone on survival in glioblastoma in a randomised phase III study: 5-year analysis of the EORTC-NCIC trial. Lancet
Oncol. 2009, 10, 459–466. [CrossRef]

72. Poon, M.T.C.; Sudlow, C.L.M.; Figueroa, J.D.; Brennan, P.M. Longer-term (>/= 2 years) survival in patients with glioblastoma
in population-based studies pre- and post-2005: A systematic review and meta-analysis. Sci. Rep. 2020, 10, 11622. [CrossRef]
[PubMed]

73. Oronsky, B.; Reid, T.R.; Oronsky, A.; Sandhu, N.; Knox, S.J. A Review of Newly Diagnosed Glioblastoma. Front. Oncol. 2020, 10, 574012.
[CrossRef]

74. Stupp, R.; Brada, M.; van den Bent, M.J.; Tonn, J.C.; Pentheroudakis, G. ESMO Guidelines Working Group. High-grade glioma:
ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2014, 25 (Suppl. S3), iii93–iii101.
[CrossRef]

75. Raposo, C.; Vitorino-Araujo, J.L.; Barreto, N. Molecular Markers of Gliomas to Predict Treatment and Prognosis: Current State
and Future Directions. In Gliomas; Debinski, W., Ed.; Exon Publications: Brisbane, Australia, 2021. [CrossRef]

76. Lee, S.Y.; Fiorentini, G.; Szasz, A.M.; Szigeti, G.; Szasz, A.; Minnaar, C.A. Quo Vadis Oncological Hyperthermia (2020)? Front.
Oncol. 2020, 10, 1690. [CrossRef]

77. Ohgaki, H.; Kleihues, P. Population-based studies on incidence, survival rates, and genetic alterations in astrocytic and oligoden-
droglial gliomas. J. Neuropathol. Exp. Neurol. 2005, 64, 479–489. [CrossRef] [PubMed]

78. Gupta, T.; Talukdar, R.; Kannan, S.; Dasgupta, A.; Chatterjee, A.; Patil, V. Efficacy and safety of extended adjuvant temozolomide
compared to standard adjuvant temozolomide in glioblastoma: Updated systematic review and meta-analysis. NeuroOncol. Pr.
2022, 9, 354–363. [CrossRef]

79. Lacouture, M.E.; Davis, M.E.; Elzinga, G.; Butowski, N.; Tran, D.; Villano, J.L.; DiMeglio, L.; Davies, A.M.; Wong, E.T. Characteri-
zation and management of dermatologic adverse events with the NovoTTF-100A System, a novel anti-mitotic electric field device
for the treatment of recurrent glioblastoma. Semin. Oncol. 2014, 41 (Suppl. S4), S1–S14. [CrossRef]

http://doi.org/10.2217/cns-2016-0049
http://www.ncbi.nlm.nih.gov/pubmed/28399638
http://doi.org/10.1007/s11060-017-2601-y
http://www.ncbi.nlm.nih.gov/pubmed/28849310
http://doi.org/10.1001/jamaoncol.2017.5082
http://doi.org/10.1007/s11060-019-03361-2
http://doi.org/10.1186/1756-6649-9-1
http://doi.org/10.1002/cam4.421
http://doi.org/10.3389/fneur.2019.00042
http://doi.org/10.3389/fonc.2020.00411
http://doi.org/10.1093/noajnl/vdaa121
http://www.ncbi.nlm.nih.gov/pubmed/33215088
http://doi.org/10.1007/s00432-019-03106-8
http://www.ncbi.nlm.nih.gov/pubmed/31828428
http://doi.org/10.21873/anticanres.14597
http://doi.org/10.1007/s11060-021-03755-1
http://www.ncbi.nlm.nih.gov/pubmed/33881725
http://doi.org/10.1016/S1470-2045(09)70025-7
http://doi.org/10.1038/s41598-020-68011-4
http://www.ncbi.nlm.nih.gov/pubmed/32669604
http://doi.org/10.3389/fonc.2020.574012
http://doi.org/10.1093/annonc/mdu050
http://doi.org/10.36255/exonpublications.gliomas.2021.chapter10
http://doi.org/10.3389/fonc.2020.01690
http://doi.org/10.1093/jnen/64.6.479
http://www.ncbi.nlm.nih.gov/pubmed/15977639
http://doi.org/10.1093/nop/npac036
http://doi.org/10.1053/j.seminoncol.2014.03.011


Cancers 2023, 15, 880 18 of 18

80. Krigers, A.; Pinggera, D.; Demetz, M.; Kornberger, L.M.; Kerschbaumer, J.; Thome, C.; Freyschlag, C.F. The Routine Application
of Tumor-Treating Fields in the Treatment of Glioblastoma WHO degrees IV. Front. Neurol. 2022, 13, 900377. [CrossRef]

81. Regev, O.; Merkin, V.; Blumenthal, D.T.; Melamed, I.; Kaisman-Elbaz, T. Tumor-Treating Fields for the treatment of glioblastoma:
A systematic review and meta-analysis. NeuroOncol. Pr. 2021, 8, 426–440. [CrossRef]

82. Li, X.; Jia, Z.; Yan, Y. Efficacy and safety of tumor-treating fields in recurrent glioblastoma: A systematic review and meta-analysis.
Acta Neurochir. 2022, 164, 1985–1993. [CrossRef] [PubMed]

83. Dongpo, S.; Zhengyao, Z.; Xiaozhuo, L.; Qing, W.; Mingming, F.; Fengqun, M.; Mei, L.; Qian, H.; Tong, C. Efficacy and Safety of
Bevacizumab Combined with Other Therapeutic Regimens for Treatment of Recurrent Glioblastoma: A Network Meta-analysis.
World Neurosurg. 2022, 160, e61–e79. [CrossRef] [PubMed]

84. Guo, X.; Yang, X.; Wu, J.; Yang, H.; Li, Y.; Li, J.; Liu, Q.; Wu, C.; Xing, H.; Liu, P.; et al. Tumor-Treating Fields in Glioblastomas:
Past, Present, and Future. Cancers 2022, 14, 3669. [CrossRef]

85. Jin, L.; Guo, S.; Zhang, X.; Mo, Y.; Ke, S.; Duan, C. Optimal treatment strategy for adult patients with newly diagnosed
glioblastoma: A systematic review and network meta-analysis. Neurosurg. Rev. 2021, 44, 1943–1955. [CrossRef]

86. Michiels, S.; Piedbois, P.; Burdett, S.; Syz, N.; Stewart, L.; Pignon, J.P. Meta-analysis when only the median survival times are
known: A comparison with individual patient data results. Int. J. Technol. Assess Health Care 2005, 21, 119–125. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.3389/fneur.2022.900377
http://doi.org/10.1093/nop/npab026
http://doi.org/10.1007/s00701-022-05192-z
http://www.ncbi.nlm.nih.gov/pubmed/35397674
http://doi.org/10.1016/j.wneu.2021.12.091
http://www.ncbi.nlm.nih.gov/pubmed/34973444
http://doi.org/10.3390/cancers14153669
http://doi.org/10.1007/s10143-020-01403-2
http://doi.org/10.1017/S0266462305050154

	Introduction 
	Materials and Methods 
	Search Strategy 
	Data Extraction 
	Statistical Analysis 

	Results 
	Studies Investigating Modulated Electro-Hyperthermia in Glioblastoma 
	Studies Investigating Tumor Treating Flields in Glioblastoma 
	The Direct Comparison of Modulated Electro-Hyperthermia and Tumor Treating Flields Studies 

	Discussion 
	Conclusions 
	References

