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Abstract Purpose: Previously, we conducted a nation-
wide survey of primary central nervous system lym-
phoma (PCNSL) treated between 1985 and 1994 in
Japan. In the present study, we conducted further
investigations of PCNSL patients treated between 1995
and 1999 to clarify possible changes with time in the
clinjcal features, treatment, and outcome of this disease.
Methods: Thirteen Japanese institutions were surveyed,
and data on 10 patients with histologically-confirmed
PCNSL were collected. These data were compared with
those of 167 patients treated at the same institutions
between 1983 and 1994, Results: Regarding patient and
turnor characteristics, the proportion of patients with
good performance status (PS) was significantly higher in
the group treated during 1995-1999 than in that treated
during 1985-1994, but other characteristics were not
significantly different. Regarding treatment, more
patients in the more recent period (66%) received sys-
temic chemotherapy than those in the preceding period
(33%, P = 0.049). For all patients, including those who
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did not complete radiotherapy, the median survival time
was 17 months and 30 months in patients treated
between 1985 and 1994 and those treated between 1995
and 1999, respectively, and the 5-year survival rate was
15% versus 31% (P = 0.0003). In both patient groups,
higher age and tumor multiplicity were associated with
poor prognosis in multivariate analysis. In patients
treated between 1995 and 1999, those who recdeived
systemic chemotherapy showed significantly better
prognosis than those who did not (P = 0.0049), but the
difference was not significant in multivariate analysis (P
= (.23). Conclusions: The high survival rates observed
in the present survey are comparable with those of recent
prospective studies employing intensive chemoradio-
therapy. The improvement in prognosis appeared to
result, at least in part, from the increase in the propor-
tion of patients with better PS. Since the clinical feature
and treatment outcome of patients with PCNSL can
thus change with the era, historical control data should
not be used in comparing different treatment modalities.

Keywords Brain neoplasm - Lymphoma « Primary CNS
lymphoma - Radiotherapy - Chemotherapy

introduction

Primary central nervous system lymphoma (PCNSL) is
increasing and is becoming one of the most important
turnors in neuro-oncology. Radiation therapy has been
the standard treatment for PCNSL until recently, but
the outcome of patients treated by radiation alone has
not necessarily been satisfactory (Shibamoto et al. 199¢;
Reni ¢t al. 1997; Hayabuchi et al. 1998; Nelson 1999).
More recently, the use of high-dose methotrexate
(MTX)-containing chemotherapy before radiation
appeared to have gained some success in obtaining
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long-term survival (Glass et al. 19%4; Blay et al. 1998;
Brada et al. 1998; Abrey et al. 2000; Ferreri et al. 2000;
O’Brien et al. 2000; Reni et al. 2001; Bessel et al. 2001;
Caldoni & Aebi 2002; DeAngelis et al. 2002). However,
there has been no randomized trial suggesting the
superiority of the combined modality treatment over
radiation therapy alone, and a recent study by 2 German
group suggested a high rate of progressive disease during
treatment with 6 courses of 8 g/m* of MTX (Herrlinger
et al. 2002). Therefore, the benefit of high-dose MTX
appears to remain uncertain. Since the clinical features
of PCNSL appear to be changing with time, it may not
be reasonable to consider that combined MTX-con-
taining chemotherapy and radiation is superior to radi-
ation alone, by comparing the results of combined
treatment with. the historical control data in patients
treated by radiation therapy alone.

Previously, Hayabuchi et al. (Hayabuchi et al. 1998}
conducted a nationwide survey of PCNSL in Japan
treated between 1985 and 1994. The findings on 466
patients were previously published. Considering the
increasing importance of this disease, we organized a
research group consisting of 13 institutions to carry out
both retrospective and prospective studies on PCNSL.
As a first study of this group, we collected data on
PCNSL patients treated between 1995 and 1999 at these
institutions. In addition to analyzing these data on 101
patients, we compared the data with those on 167
patients from the previous survey treated between 1985
and 1994 at the same institutions, to investigate changes
in the clinical feature, treatment modality, and outcome
between these eras.

Materials and methods

Subjects of the present survey were patients with histologically-
proven PCNSL who received radiation therapy between 1995 and
1909. Those who did not complete the planned radiotberapy were

Table 1 Patient, tumor, and treatment characteristics

included. Clinical characteristics, treatment and prognosis of each
paticnt shown ia the Results section were asked using a detailed
quéstionnaire. Data on 101 patients were collected from 13 insti-
tutions. For comparison, data o 167 patients treated in the pre-
ceding 10 years, i.e., betwesn 1985 and 1994, ai the same
institutions were obtained from the data source of the previous
pationwide survey (Hayabuchi et al. 1998) and were analyzed. Data
regarding tumor size (maximum dizmeter at diagnosis and before
radiation therapy) was asked for in the present survey, which had
not been done in the previous survey. As often happens with such a
survey, a number of the items were unanswered by the investiga-
tors. Various chemotherapy regimens had been used,-and were
categorized as follows: (A) cyclophosphamide, vincristipe, and
prednisolone (COP) or COP plus doxorubicin (CHOP/VEPAY); (B)
intravenous methotrexate (MTX) alone or MTX-containing regi-
mens. The drugs included in regimen A had often been used in
combination with MTX, and such regimens were categerized into
this group; (C) cytarabine plus procarbazing, (D) nitrosoursa-
coptaining regimens. Some of the drugs in regimen A bad been
used in combination with nitrosoureas, and such regimens were
included in this group. When MTX had been used in combination,
the regimen was categorized into group B; (E) cisplatin plus -
etoposide; and (F) Single use or combination of miseellaneous
pther agents not included in the above groups. For analysis of
treatment results, regimens C—F were grouped together. Differences
in patient, tumor, and treatment characteristics berween groups
were examined by Fisher's exact test.

Survival rates were calculated from the date of starting radio-
therapy using the Kaplan-Meier method, and differences in pairs of
survival curves were examined by the log-rank test. Multivariate
analysis of prognostic factors was carried out using the Cox pro-
portional hazards model. In deing multivariate analysis, patients
were divided into two groups, and all the parameters were enterad
as dichotomous variables. All statistical analyses were carried out
using a computer program, Stat View Version 5 (SAS institute,
Cary, NC, USA).

Results

Table | shows patient, tumor, and treatment charac-
teristics in the two groups treated between 1985 and
1994 -and between 1995 and 1999. There were more
patients with better WHO performance status (PS) score
in the group treated between 1995 and 1999 than in the

Charaeteristic 1985-1994 1995-1999 P

Gender Male/fermale 97170 67/34 0.20

Age {years) < 60jz 60 83/84 53/48 0.71
Median (range) 60 {15-84) 59(15-84)

Performance status 0-2/3.4 6995 60/41 0.0078

Lactate dehydrogenase Normal/high 49/34 50/30 0.75

B symptom Yes/no 16/133 11/81 0.83

Phenotype BT 758 79/6 0.59

Tumor aumber . Single/multiple 103/63 56/43 0.44

Maximum tumor diameter At diagnosis - 3(L.5-9)

Median (range) (cm) Before radiation - 3 (0-9)

Radiotherapy Completed/not completed 158/9 97/4 0.77

Radiation field Whole brain/partial brain 146/21 92/9 0.43

Spinal radiation Yes/no 15/152 4197 0.15

Totat dose (Gy) < 50/250 54/113 28/73 0.49

. Median (range)} 30 (2-70) 50 (6-80)

Whole-brain dose (Gy) <40/240 70/97 42/59 1.0
Median (range) 40 (0~54) 40 (0-60)

Chemotherapy Yes [/ no 78170 63134 0.049
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Table 2 Chemotherapy regimens (COP cyclophosphamide, vin-
cristing and prednisone, CHOP/VEPA COP pius doxorubicin)

Regimen 1985-1994 1995-1999
COP, CHOF/VEPA 35 (43%) 25 (38%)
Metbotrexate-containing regimens 18 (23%) 27 (429%)
Cytarabine and procarbazine 0 7 (11%)
Nitrosourea-containing regimens 13(17%) 2 (3%)
‘Cisplatin and etoposide 8 (10%) 4 (6%)
Miscellaneous drugs 4 (5%) 0

group treated in the preceding 10 years, but the other
patient and tumor characteristics did not differ signifi-
cantly between the two groups. Radiotherapy charac-
teristics were similar between the two groups. During
both study periods, more than 85% of the patients were
treated with whole-brain irradiation with or without
focal boost, and the median total and whole brain doses
were 50 Gy and 40 Gy, respectively. Whole spinal irra-
diation was employed in less than 10% of the patients.
On the other hand, more patients seen between 1995 and
1999 received systemic chemotherapy than those seen
between 1985 and 1994 {66% vs 33%, P = 0.049).
Table 2 shows chemotherapy regimens used in the two
groups. The use of MTX-containing regimens appeared
to be increasing recently. However, a high dose of MTX
(>2-g/m® per administration) was used in only 14 pa-
tients (14% of all patients) treated between 1995 and
1999,

Figure 1 shows overall survival curves for all patients
in the two groups. Patients in the present survey had
significantly better survival rates than those in the pre-
vious survey (P = 0.0003); median survival time was 30
vs 17 months, and the 3-year survival rate was 46% vs
24%. The 5-year survival was 31% and 15%, respec-
tively. Table 3 summarizes survival data in the two
groups according to potential prognostic factors. In
both study periods, patients with ages <60 years, PS 0~
2, or a single tumor showed significantly higher survival
rates. Patients with normal lactate dehydrogenase
{LDH) levels or without B symptom had better prog-
noses than those with high LDH level or with B symp-
tom, respectively, in the group treated between 1995 and
1999, but not in those treated during 1985-1994.

To analyze the influence of treatment-related factors
on outcome, patients who did not complete radiother-
apy (and died soon) were excluded. In patients treated
between 1985 and 1994, those who received partial-brain
radiation, spinal radiation, or whole-brain dose <40 Gy
showed better prognoses, but these phenomena were not
observed in patients treated between 1995 and 1999.
Figure 2 shows survival curves according to the treat-
ment modality, ie., radiation alone vs radiation plus
chemotherapy. In patients treated between 1985 and
1994, the two groups showed similar prognoses. In pa-
tients treated between 1995 and 1999, however, those
who received radiation plus chemotherapy showed
significantly better survival than those who received
radiation alone. Among these patients, 61% of the

Survival

¥ L] v T
[ 24 48 72 96

Months

T
120

Fig. L Survival curves for patients with primary central nervous
system lymphoma treated between 1983 aad 1994 {- - -e- - -) and for
those ireated berween 1995 and 1999 ( O ). The
difference was significant (P = 0.0003)

patients who received radiochemotherapy were younger
than 60 years, but 39% of those treated with radiation
alone were younger than 60 years (P = 0.050). Similarly,
64% of the patients who received radiochemotherapy
had a PS 0-2, but 55% of those treated with radiation
had a PS 0-2 (P = 0.50). Figure 3 shows survival] curves
according to the chemotherapy regimens. In patients
treated between 1985 and 1994, there was no significant
difference in survival curves according to the regimens.
On the other hand, there was an overall difference
in those treated between 1995 and 1999 (P = 0.018).
Patients receiving MTX-.containing regimens showed
better survival than those treated with CHOP/VEPA or
COP (P = 0.0071).

Multivarjate analyses were performed for potential
prognostic factors, which were significant in univariate
analyses (Table 4). Factors concerning the radiation
field and spinal radiation were not included because of
the small number of patients in one of the groups. In
both patient groups treated during 1985-1994 and 1995~
1999, age and tumor number were suggested to be sig-
nificant prognostic factors. PS and, LDH level did not
reach statistical significance. The radiation dose to the
whole brain and chemotherapy did not prove significant
in patients treated between 1985 and 1994, and in those
treated between 1995 and 1999, respectively.

Discussion

The most significant finding of this study appears to be
that patients treated between 1995 and 1999 showed a
significantly better prognosis than those treated between
1985 and 19%4. Comparison of the patient and tumor
characteristics revealed that there were more patients
with better PS between 1995 and 199% than between
1985 and 1994. This may be due to the earlier diagnosis
of the disease in recent years and improvement in gen-
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Table 3 Survival data according to potential prognostic factors (MST median survival time in moaths, 5-YSR 5-year survival rate)

L] ¥ T T T

4] 24 48 12
Months

Fig. 2 Survival curves according to the treatment modality

: patients treated with radiation alone, - - -e- - -1

patients treated with radiation and chemotherapy. The difference

was significant

in the group of patients treated berween 1995 and

1999 {upper panet, P = 0.63; lower panel, P = 0.0049)

—852--

1985-1994 1995-1999
Prognostic factor n MST 5-YSR(%) P n MST 5-YSR(%) F
Gender Male 97 15 8.7 0.13 67 k) 3 0.62
Female 10 n 23 34 28 33
Age (years) <60 83 20 2 0.0057 53 44 45 0.0052
2 60 84 13 6.8 48 23 i3
Performance status 0-2 69 24 13 0.0015 60 37 12 0.024
34 95 Il 13 41 12 0
B symptom Yes 16 {u] 1.5 0.30 13 14 18 0.027
No 133 3.3 17 81 36 35 .
" Lactate Normal 49 22 il 0.17 50 55.5 43 0.0084
dehyrdogenase - High 34 1 5.8 30 205 (20)°
Tumor number Single 103 2 19 0.0021 56 | 555 43 0.0083
Multiple 63 11 79 43 26 17
Tumor size {cr)” £ lem - - - - 51 32 33 0.95
. >3cm - - - 41 37 k)
Radiation field Whole brain 139 17 2 0.026 89 30 3 0.99
Partial brain 19 15 38 8 35 KR)]
Spinal radiation Yes 15 3l n 0.042 4 - (50) 0.69
No [43 17 13 93 30 30
Total dose (Gy) <50 43 16 22 0.79 24 295 26 0.16
250 113 18 13 73 16 32
Whole-brain doss <40 61 24 2 0.025 38 32 26 0.83
(Gy) 240 97 14 i1 39 30 32
Chemotherapy Yes 65 18 19 0.63 64 38 40 0.0049
No 74 19 14 3l 25 (14)
* Maximum tumor diameter before radiation
b Figures in parentheses are 4-year survival rate
' ' 1985-1994
11 1985-1994 -
5
.3
1
— =
< > 01 . . . .
‘2 o1, ——er —— ; 'Y 24 ap T2 96 120
a 0 24 48 72 96 120 E v 4 :

0 2'4 4‘ﬂ 7l2
~ Months

Fiz. 3 Survival curves according to chemotberapy regimens.

O : cyclophosphamide, vineristing, prednisolone
doxorubicin, - - -s- - - : methotrexate-containing regimens, - - -A-< -
: other regimens. The difference among the curves was significant in
the group of patients treated berween 1995 and 1999 (upper panel,
2 = 0.32; lower panel, P = 0.018)
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Table 4 Multivariate anayses for potential prognostic factors that were significant in univariate analysis

Factor 1985-1994 (r= 134) 19951999 (n= 72)
P Relative risk ' P Relative risk

Age (<60 vs 2 60 years) 0.036 1.48 (1.03-2.15 0.047 2.07(1.01-4.22)
Performance status (0-2 vs 3.4) 0.13 1.36 (0.92-2.01) 0.13 1.77 (0.85-3.68)
Lactate dehydrogenase (pormal vs high) - - 0.13 1.70 (0.86—@.34)
Tumor number (single vs multiple) 0.0093 1.67 (1.13-2.45) 0.0032 2.82 (1.42-5.62}
Whole-brain dose { <40 vs = 40 Gy) 0.22 1.28 (0.86-1.91} - : - .
Chemotherapy (yes vs no) - - 0.23 1.53 (0.32-1.31)

AFigures in parentheses are 93% confidence intervals

eral care including corticosteroid therapy and less
aggressive surgery. Since PS was a significant prognostic
factor in univariate analysis, it is suggested that the in-
crease in the proportion of better PS patients may, at
least in part, have contributed to the improvement in
prognosis in patients treated between 1995 and 1999.
Age, PS, and tumor multiplicity are well-known
prognostic factors for PCNSL (Corry et al. 1998; Hay-
abuchi et al. 1998; O’Brien et al. 2000). The present re-
sults of univariate analyses agree with these previous
observations, although the influence of PS did not reach
a significant level in multivariate analysis. Patients with
a high LDH level treated between 1995 and 1999 showed
a poorer prognosis than those with a normal LDH level
in univariate analysis. However, LDH was not a sig-
nificant factor in patients treated between 1985 and
1994, as also shown in the multivariate analysis of pa-
tients treated between 1995 and 1999. The previous
analysis of 466 patients in the nationwide survey sug-
gested an association of high LDH level and poor
prognosis in both univariate and multivariate analyses
(Hayabuchi et al. 1998), so LDH may be a potential
prognostic factor which is certainly weaker than age, PS,
and tumor multiplicity. A similar finding was obtained
regarding B symptom. In the newer survey, we investi-
gated the influence of tumor size, but it did not appear to
have a significant influence on patient outcome.
Regarding the method of radiation therapy, patients
who were treated with a partial-brain field showed a
better prognosis than those treated with a whole-brain
field in the group treated between 1985 and 1994. Shi-
bamoto et al. (Shibamoto et al. 2003) recently discussed
the possible benefit of using partial-brain irradiation,
especially in patients with a single lesion. Due to the
retrospective nature of the present study and the small
number of patients who received partial-brain irradia-
tion, no conclusion should be drawn regarding radiation
field, but avoiding whole-brain radiation may be a
future topic in the treatment of PCNSL. The observa-
tion in the earlier period that patients who received
spinal radiation and those who received whole-brain
doses of less than 40 Gy had a better prognosis are
paradoxical, and it is suggested that these observations
would represent patient selection bias, which is often
seen in retrospective analysis. As has been suggested by

previous findings (Nelson et al. 1992; Hayabuchi et al.
1998), a higher dose of radiation did not appear to be
associated with survival improvement.

In patients treated between 1985 and 1994, those who
received radiation alone and those who received
radiation plus chemotherapy showed a similar progno-
sis. On the other hand, in patients treated between 1995
and 1999, those who received radiation plus chemeo-
therapy had a significantly better prognosis than those
who received radiation alone, However, the effect of
chemotherapy was not significant in multivariate anal-
ysis. Since younger patients were more often treated with
combined radiation and chemotherapy, this may be one
of the reasons why the effect of chemotherapy was not
supported by multivariate analysis. Analysis according
to chemotherapy regimens suggested a possible advan-
tage of MTX-containing regimens over conventional
CHOP or similar regimens. Several studies have
suggested the ineffectiveness of CHOP or similar regi-
mens, especially when given before radiation (Schultz
et al. 1996; O'Neill 1999; Mead et al. 2000}, although
post-radiation CHOP requires further investigation
(Shibamoto et al. 1999). The present findings suggest
that systemic chemotherapy with weak or moderate
intensity may not be beneficial in PCNSL.

The findings of the present study revealed that the
treatment outcome for PCNSL varies greatly with the
era. Although most of the chemotherapy regimens used
were of mild or moderate intensity and only 14% of
the patients received high-dose-MTX-containing che-
motherapy, the S-year survival rate of 31% for all
patients treated between 1995 and 1999 (including
those who did not complete radiotherapy) were equal
to that recently reported by the Radiation Therapy
Oncology Group (DeAngelis et al. 2002) or those of
other series using intensive combined modality treat-
ment including high-dose MTX (Brada 1998; Bessell
et al. 2001). Therefore, it appears to be inappropriate
to discuss the usefuiness of treatment modality by
comparing with the historical control data. There have
been no major randomized studies, except for a smali
one (Mead et al. 2000), regarding the benefit of com-
bining chemotherapy with radiation, but to confirm the
efficacy of chemotherapy, randomized studies appear to
be necessary.
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HEHRABRORMES & UTODZRITH
EHRiA% (Three-dimensiona! conformal
radiotherapy: 3D-CRT) {CDWT, £DiE
REZDSIRESIEICOVWTEBNTD. &
5(2. A& L TOMEBE HaEta s
WY DERRE BRI C DI DRSHRARORERZ
BN,

radiation therapy

three-dimensional conformal radiotherapy
clinical trial
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FU&HIC

BETRIGIROERIL 1895 ED L ¥ F 7 VIl &
AXBORRIMEELLEND, ZOBRORS

. WREWE - DBFOFMAORE LGB - &

BOREBICLD, BEEEHREOIFRIEOVLE
DELTELICH SN TS, 20EMELT
ix, O#EE - HEEQEF, QEBENREALOH]
BALiv, QAHELETABECHINES
ENFEREOHRLS L v, D3N ITHRN
TWh, LIL, Thoolgidss s a8
HBZEORMELLEFERIGOBRBISH > TI #,
BRICBWTEOEABERETAILELLN
%, _

FBTIX, REHEGBROFEMESRE LTE
R84 (Three-dimensional conformal
radiotherapy, LATF 3D-CRT &M&¥) iZ2oWnT
WRB, SHI, FOILAE LTOREER,
BRERAARAE B LA 3 B BEAR BERIC B 1T B FLgT it
BREDEREBATS.

R T R R T

ZIRTTHGTR AT

3D-CRT & id, METHIEEEDEET »HIE
% CT % MRI, PET % ¥ Ot 2 kT2 &Gk
EEBICETAFy 0V —OMkd T, BN
LiziglAElwz L), FoORBERRITE

ANRERLESHRE - 20044 48 (27) 343



e i F iz, GEROTRITIRSHRIGET
REEEMOFZRED 21, RERERC
¥ o THREDS o 72500, W% - EEIHRIE
BLRBRESL EORET, ITTORRNH
Lah, BRBOBBETFOLEIFETLTY
% _

3D-CRT &3, A@SICLNITY “BEWBT
WRIBEENEROCTHBIIE ST, EfMR

g — 2y MEE Y A S EEBREHE (organs at

risk volume) DA FEMHBZHRET H. 1L
5 % EIGIE L 72 f 4 O=RTEE T Ay
2T, BUARZRTHEBHEICESEERLK
FRERHEEAT)” LEEL TS, ERD
HETREEDY "B AL By Dig0REY
LTH b — 7 N ADKRESH 2 HET S
DL, “F—5y P EEREEERSBOBE
FHRELTHL, HE S AZRTEEEHAE
THILILE ST, BEAARPREEMKTHRE
TH" LI, BEETHIARE RELE LT,

BHlT, MELPHRGRBEE (Intensity-
Modulated Radiotherapy :IMRT) Tid "#—4%"v
N DREROFEM 2 BEIRE L £EMRE ) AW
BROHML BB B Y EH (prescribe) L7z
12, JEEETEEBICY o TRELRBHEFERR
ETAE" SEEnY, EFLVWRESHOER
2, BEFEEEORSICLVTRELZY OO
H5b.

bo b YBEETHLI =7y POPREILBW
T, BT % 61T 5 SIS ERC B
AR OER T RMETEDIC, BRNZ A
BOB—DThNTE& 2, BHEFHENLTWVA
ICRU Report 622 {2 & ARETIIT|IIRTA
AR SN TV B, RERERICrebhs F =
¥y P OREIBW T, ICRU Report 62 IC
VR EZHREL TV (H), 2OFHEE

GTV< CTVLSITVS PIVDIEIZKEL R DY,

WHETHRBLEOMME - S, FRRR

LRI R BREFLRERo. 2L

ZE, TEMREEE L &R BB B IRE T,
sEE AR (o A B HRBRSHI B W T
X, CTVIAGTVICRN 2 AT 2L e 5.
=2y POBRBFIEBVTEERRE*RTO
BEESZWTHY, CTRMRI, PETICE U E

{(1NGTV ; WIREIE B 1.
(2)CTV | [REREYETH
(3)1TV | PIsYERRY (a7

CTV -+ internal margin

b (4)PTv @ EHIOEEES fETR
i 1TV +set up margin
B _(5)TV :
_6)1V © BRI TR

" B ICRU Report 62 [CE S HEHSAEICID DD 5 —

7y FORE

F1 HEHERECHDDZS—F Y FORE

. GTV:Gross Tumor Volume | M&PMWH THS P ILBEFFET S LMW E N2
. WIREYEHAAR ER O
, CTV:Clinical Target Yolume | GTV + S E R A
FEREERRTE
ITV:Intemal Target Volume _ | CTV BB I 3T B margin % INA 7R A9 6L
By iE A it CTV + 1M
" PTV:Planning target volume | ITV L EZEB I Y - LOUBEHLIMT S
B AR AR RILHES T2/ L7
ITV + SM

IM : internal margin © SRRIBEPREN S 2L L 3 HE L EFAREOBEIIY 2 H 3 margin
SM:sel up margin * BEOBEIC S DETEA L H S margin

544 (28) MBI - 5675 - 4B
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& 3 Molecular Imaging %° Functional Imaging @
A CIEH ORI - REFE I %R0 Bt
BB AR IO RS ERA SN TS,

BEEHOBERIC BT, ERIGEERT

2FoTHENHEEEL (forward planning) ,

FORENC L) RBREHEERRLTNL.
A, MEABE LD LI HER T Rl

4 2 inversed planning 2SEH LTV 5. {GHEFT
BB, BEATRUSCERREL X
M # % 4 (Dose-Volume Histogram:DVH) #™&
Aah, =7y rPHAOCERR Y A7 KL
DEERHORHMEFFRENTE, TCP
(tamor control probability) % NTCP (normal tis-
sue complication probability) DEHE L TTRETH
5.
3D-CRTH, ¥ —4 v P OHREDEFET
feE LEEREOBRE b6 L) B, Rk
FEOWIC & ) BERIEEOM EFEL ) 58
WMitBWTIE, BERIEEE PFIEL L
X7z o7fx. 3D-CRTICIZARTHESNLEF
BBEY<, TEMCMSSMREEST, non-coplanar EEZ
FI=kITEBET, HAETHRE S W AREERNHE
g, 7 A1) THR SN Cyberknife 2 &b &
INE. HEESY I RLBEERI &, b

B LEFME— st AnitZRTe L=

REFH DS OEEEREL T, LORSHME
B0 BT BSERIRA Y — 7y FERIC—EK
LTwaBAE" £EESN TV A, CT-simu-
lator, REEEIEEE, BEHKEERT S
BOTNFY =731 A —#%— (Multi-leaf
Collimator: MLC) %#H L/iaBEBEE LY b
g—s oKLY, BAERIHRTEERD,
% O E R LTV 5. non-coplanar B E
SFRTTIRGHE, R Bk HEALSA S
BRI 5 SRTTIETFET, FiiEo TEE
BIREAE B % Q& R B RIEE R &
MIEETIE, ) A7 BB EH O BRREOER
LHATH A,

—~308—

=R ST AT (stereotactic irradiation: STI)
ik, INBEEICH LEAmS SRR E R
HLHFETHY, BEOREHRERICILELE
BEEAGOEE 2 BIMDS S€00, BEL -
EEELEPSELEETHH. ENBFRE
g, HrerA 7IRESNL IETERFNT
BEEMIBS (stereotactic radiosurgery: SRS)

b, SEILTHEETT 2 EMRETHIEE (stereo-

tactic radiotherapy:SRT) (2 KBS N B, EHLHY
ThHrbwI) & LTiE, QEEHHVEE
NIZEE S M- EBERICBW TR0 EE
BEMNICHOL VAT LTHE L, OQFEME
EiE 2 RERAEEE LAV RFETHS
e, OBREEBEORHPLMEES 1 ~2mm
LNTHBIL, @EFETEELTLEERER
ErEozk, RENEZLNRTYAS, RS
DFSHEEMBSRIEERCE LT, ORME
BOESPLEESE Imm BATHE L,
@iEEry V7 v TORENES, BEARZ
nENIZE Smm 2 ED, HRAMEIZE 10mm
RO ET A I LA, FEEERIRSTE
RBEFEE,rORESINTVNDS,

Hr=d 4 71E201BD Co® X ) B y A
ZORICEETL L HBREFSNT S, HE
[E % 3 7 Leksell stereotactic frame & A\, K
EEE %S 0.0 mm & A BEBEOBSBERT
» 5. SRS iz— s AEROERMRESR
(Linac) #AWVAZ LIZINERL, L NH—
RBESAOKRELBEFIFTRE ko,
Lars Leksell & @ iGEAREA/N S AUTHIEHI L
THASEXLY, BHRE 1 RRSHITREE %
20 L WAMHASRSDET T Lo TWA,
Lo TE+OHYEFEIPTOILD, HRFALE
3em BT & ENAFENE W, ‘

SRT HAEIEHIC & h imETHel (EFHMik
OWEREEEOCHILRE) PPBELEVIN
BT 50 LQ (linear quadratic) ETFVEFE
ELLTwa. 1 EMESR BRI & Ok
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AT a—VislEEI L ) BEMICEETRTD
B9, WEH SRS & VH AT RERI D *9,
SELTRPBEETEDLDIZEENT
AL RS O B R AU, I%)_")TﬂﬂJ"lfﬂ](-C:B
WTRHERELZLZ LN TS, FEFGIE
Flickinger & ® OB #MRE T ICET 2188 %L Y,
DFEESFE PRI RMICL A Z LB L R, L

72 Y, MEATERALR iR & DM EBRMRICL Y 1

Dﬁi@{&;ﬁ&?&‘ﬂlﬁé—éh W5, BB DGR
L Eﬁkffﬁﬂ M R FE L R BT ...131@”‘

BCEY, TOBROSHE L ZLMICHT A

1n175‘§$éik 5?911 vid,

ﬁ" Intergroup Rhabdomyosarcoma Study Group (DER

BB O = RTH A E

/N IR O i IE 4 T T Astrocytoma £ il g A5
bo& %, DT Medulloblastoma i3},
L FTME 4 Germ Cell Tumor 255 <. /NEDNuE
BBV TE, FPEREOHRIC L 24
ZWEFEO—RE LTS HBEISTHE S NS

B, ERNERGTRIICOBRASEELZRETH
B, FREREE E RSO REANDFE
FIBWT A 7010, FBEMRRE & BIGEORE
bz O S LH AN ENTWAE,

Children's Oncology Group (COG) @ Low-

FRELERIC 251 B IRIA IR D BEHELATE Guidelines

. BEARERER WM OE |BRE/ Y=y M43 {LeF iRk & R
RS I age < 3yrs = 40 Gy 1.5 ~ 2.25 Gy/Fr/day VAC. VA, VACA

{1972 ~ 78}| age < 6yrs and < 5cm = 50 Gy
: ape 2> 6 yrs or 2> Scm = 55 Gy
age > 6 yrs and > 5 cm = 60 Gy

whole muscle bundle or tumor + margin
no difference in Jocal control
Immediaely : Groups I and I

Week 6:Groups IT and IV

Overall S-vewr survival 55%

"IRS T Group I = no RT.
{1578 ~ 84)| Group I = 40-45 Gy.
: Group I © age < Gyrs and < 5 em = 40-45 Gy

age 2> 6 yrs or > 5 cm = 45-50 Gy
age > 6 yrs and > 5 cm = 50-55 Gy

1.5 ~ 2.25 Gy/Fr/day
GTV+2cm

‘Week 0:Group I

Week 6;Groups I and IV

VAC, VA, VadrC-VAC-
Overall S-year survival G3 %
Botrvoid89 ¢,

Embryonal 68 %,

Alveolar 529, Other 55 %

IRST | Grp I FH-no RT.
i {1984 ~ 88)i
Grp 1 UM/ T1-41.4 Gy,

Group II varied by age, size but all < 50.4 Gy.

GTV + 2em

Day 0:PM with CN palsy, BOS erosion,
intracranial exiension.

Week 2:Group I FH/Group B orbit and H/N.

Week 6:uall others

VAC, VA, YadrC-VAC,
Y Aadr
CDDP/VP16

VadrC-VAC + CDDP
Overall S-vear survival 71 %

: RS ¥ Group I, Singe 1/2-no RT. -
. (1991 ~97) Group 1, Siage3/B-41.4 Gy CRT.

Group I randomized 10

50.4 Gy CRT vs 59.4 Gy HRT (1.1 Gy BID}

GTV+ 2cem

Day 0:PM with CN palsy, BOS erosion,
imracranial extension.

Week 12:all others

VA, VaC, VAL VIE
Overall 3-yr FFS 775

No difference in local
control with
CRT vs HRT.

“IRSV . Experimenmal dose reductions for selected patients:
‘ {3995 ~ 04) Gromp 1 alveolarundifferentinted 36 Gy
o Group T NO:36 Gy
Group I orbivjeyelid: 45 Gy
Group I8 second Jook surgery

negative margins: 36 Gy

microscopically + murains: 41.4 Gy
Group I requiring 50.4Gy;

volume redaction to initial GTV + 5 mm
| at 36 Gy if NO, and m 414 Gy if N+

GTV + 2¢m
Day 0:PM with intracranix} extension only
Week 3:low risk,

week 12:imermedine,

week 15:high risk

Low risk: VA, YAC
Intermediate Risk:
VAC vs VAC/VTC

(30) DRFFER - W67 45
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Grade Glioma (2333 & R IR BV TZO7,
3D-CRT ASIEF SN B A OWE I & 5 BR
P HREE DBR AR SR T b, AR
Glioma DIEICBWTIE, BENOEETER
L CHGHIE RO BIE £ BT A RIS o 12
A%, 3D-CRT |2 & 2 EH M~ OHROERIC
Lo T, FEHEARED XY RIEAY 2B AR
ENTHY, SHBROBRMBERIEE SN,

Medulloblastoma ® EF HEE BV T,
Craniospinal Irradiation (CSI) AHEHEERRTH
Y, high risk BT 36 ~ 40 Gy, average risk B

T18~24 Gy BEDCSL L, 54 Gy FileDRaE

ZEAOBHIFEASETHITINTY S,
Children's Cancer Group (CCG) THfT 3 L7z
CCG9892 Tid, {LFEENFMIZLD CSI DR
B4 T ARRREBATET S, ZTOHMES
e a9, FOHEO CCG961 Tid average
risk BT, ALSEREHE A T 23.4Gy @ CSI & 54
~ 558 Gy DHEEE~ORBSFEIT ez, &
512 COG T, average risk B T CSIDIRED
B L & b17, 3D-CRT 2EH L TREEAD
BINBHROBHEE, BREERIVESK S
margin ~ERT A BRRBAIREENL TV S,
AR R BB LM & LB B IRATIRA
BRFE LT, BREABOERNEEDRICS
% A EH delCharco HIZ L DERES N TWA Y,
5 FEHEEEHIHEA B4 HLAT89%
THofzOIitL, 45 BB b E 8% LIET
L (p=001), 5EEFREFEHTRGTEI 45
BUNTI6%Th o703 L, 45REBAD
a3 EET LT (p=0.004). BUEHRIE
OO IEEREE~OFEIL, International
Society of Paediatric Oncology {(SIOP) & United
Kingdom Children's Cancer Study Group (UKCC-
SG) DIERAMTHIEWHEINTB Y™, SRR

FRERERET T BT RAT 2 EEX D,

FarEL Ll SE U

ot PR WEIPC RS S WA LR = -

—360—.

EER RIS REE O = R TG RR
G

BEHPEO BRI, 1970 £ X ) BFME
ESBEIED SN TR Y, HBRHEBROGER
&N RERGEOWENIED SN T EALTHO
—D0THb. T2, Intergroup Rhabdomyosar-
coma Study Group I2 & W ST 8 LT & /2%
MREOBEEERT W RERERR, 4F
FEOGEREHOEIL & & b ITRGE OBREH
Rohs, —HFT, IRS-VTit Group MiZH
VT, 504 Gy DFE S EIRET & 594 Gy DES
£I88%) (1.1 Gy % 1 B 2 EIBEST) ATHEBeRET &
7z, Donaldson & D 3E T @, failure-free
survival (FFS) 3 & U overall survival (0s) &

3 IRS-V HETEEE Guidelines I &2 [ESBEOMH
HipE L DVH ICRDEHH

EEHEH EEBESCLALER DVH
BEER MM 4% 3 FESRIE 234Gy TR
| &8 3 Bk 306Gy E
ERHAER BB
AR | 46.8Cy S
| RWERR | 46.8Gy DE
TEMAE 2B
y::] 2 41.4Gy FE
b 14.4Gy RE
IR 41.4Gy T8
GRS LR
TEiR  ERIRIR A
figEs A Tkl 14.4Gy A
LR £ 30.6Cy A
B IR 23T 23.4Gy LAY
B T8 T 14.4Gy PE
HLE —1F 45Gy B
£E—F# | 30Gy (L.5Gy/m) E
T Bk PR
B LAY
FROCEM 45Gy BB

ZOHSHRBRLEEELHBLABEOTTHEROMBETS
EFEEERTVEY, AREBFENAROMBIREIESIC
Euwc ey FREN, MY, FiRed, mEM, Sk ¥E8,
OREEADBEOBSEE SIS Gy BERVREBELRET
BIENBELWEEIOND

ANBELESHE - 2004 4F - 45 (31) | 347



548 | (32) ANERIEE - H61%E - 47

bIBEL AR L SAEBF THREETRED
otz BAELETPOIRS-VTIE, 1HIE
1.8 Gy/El D@ E S EIBFFIRE SN, FHzil
IMRT % &1 3D-CRT DSffEdg 2 T ), Ml
ERECB T REEr ST EEERORE LR
WL 7 ST E DS, HUERIEETA P4~
B ARLLRTVWAS, ]3I2IRS-V ORETH
3&HE Guidelines 12 BV TR E N TV B EEHH
DHEME L DVHIZE BEMELS LR L EME
WERYT. 41, SRRERDIERIZ L 5 evidence
DEMICL Y, & HIHNRESREORED
TMEEE 2B o LB INTVS. '

e T T e T R T S S SR R R £

HHDIC
MNEDBMBEIZBWVT, MEHREE OB
B Ic & W IDHEEVIEALTE TS, A
IR & EHRIAREIE, U AZEBROMEK
MLOERER S o LBFESEBEENLSET
HY, SLIEHEEEROBBAENRBIILE
THb. B

L1, BESHOBRBLIC X B BEBEOH
LrEEESOBRP, SRS ELLFRE

R FEM L OEERDILERIZET S evidence DF
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(IMRT % &%), PRERE, EHER, #L&
Z iR, BEBEEcZaT N, PAESH,
B, 45-60, 2001
2} International Commission on Radiation Units and
Measuremenis Report 62; Prescribing, Recording and
Reporting Photon Beam Therapy (Supplement to
~ ICRU Report 50). ICRU Publications, 1993
3} Morita K :Conformal RT and conformation RT. Int
J Radiation Oncology Biol Phys 48:43]1-434, 2000
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