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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
clinical features, treatment, and outcome of this disease.
Methods: Thirteen Japanese institutions were surveyed,
and data on 101 patients with histologically-confirmed
PCNSL were collected. These data were compared with
those of 167 patients treated at the same institutions
between 1985 and 1994. Results: Regarding patient and
tumor 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

(53%, 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% (2 = 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 received
systemic chemotherapy showed significantly better
prognosis than those who did not (P = 0.0049), but the

- difference was not significant in multivariate analysis (£

= 0.23). 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.

Keywordé 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
tumors 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. 1990;
Reni et 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. 1994; 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 a German
group suggested a high rate of prog;ressive disease during
ireatrment with 6 courses of 8 g/m® of MTX (Herrlinger
et al. 2002). Therefore, the benefit of high-dose MTX
appears Lo 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 1etrospective 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 outcomse
between these eras.

Materials and methods

$ubjects of the present survey were patients with histologically-
proven PCINSL who received radiation therapy between 1995 and
1999, Those who did not complete the planned radiotherapy were

Table 1 Patient, tumor, and treatment characteristics

included. Clinical characteristics, treatment and prognosis of each
patient shown in the Results section were asked using a detailed
questionnaire. Data on 10} patients were collected from 13 insti-
tutions. For comparison, data on 167 patients treated in the pre-
ceding 10 years, l.e., between 1985 and 1994, at the same
institutions were obtained from the data source of the previous
nationwide survey (Hayabuchi et al. 1998) and were analyzed, Data
regarding tumor size (faximum diamerer ac diagaosis and befere
radiatioa therapy) was asked for in the present survey, which had
not been done in the pravious survey. As often happens with such a
survey, a number of the itemns were unanswered by the investiga-
tors. Various chemotherapy regimens had been used, and were
categorized as follows: (A) cyclopbosphamide, vincristing, and
preduisolone (COP) or COP plus doxorubicin (CHOP/VEPA) (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 categorized into
this group; (C) cytarabine plus procarbazine; (D) nitrosoursa-
containing tegimens. Same of the drugs in regimen A had 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 misceliansous
other agents not included in the above groups. "For analysis of
treatment results, regimens C-F were grouped together. Differcnces
in patient, tumor, and treatrent characteristics between groups
were examined by Fishét's exact test. '

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

Results

Table 1 shows patient, tumor, and treatment charac-
teristics in the two groups treated between 1985 and
1694 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

Characteristic 1985-1994 1995-1999 P

Gender Male/fernale 97470 67/34 0.20

Age (years) <&z 60 §3/84 53/48 0.1
Median (range) 60 (15-84) 59¢15-84)

Performance stagus 0-2/3.4 69/95 6041 0.0078

Lactate dehydrogenase Norrmal/bigh 49434 50/30 0.75

B symptom Yes/no 16/133 11/81 083

Phenotype B/T 75/8 79/6 0.59

Tumor sumber Single/multiple 103/63 56/43 (.44

Maximum turnor diameter At diagnosis - 3(1.5-9)

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

Radiotherapy Corpleted/not completed 1389 97/4 0.77

Radiation field Whole brainfpartial brain 14621 92/9 043

Spinal radiation Yes/oo 15/152 4/97 0.15

Total dose (Gy) <50/250 54/113 28/73 0.4%

. Median (range) 50 (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 63/34 0.049
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Table 2 Chemotherapy regimens (COP cyclophosphamide, vip-
cristine and prednisone, CHOP/VEPA COP plus doxorubicin}

Regimen 1985-1994 1995-1999
COP, CHOP/VEPA 35 (45%) 25 (38%)
Methotrexate-containing regimens 18 (23%) 27 (42%)
Cytarabine and procarbazine 0 7 (11%)
Nitrosourea-containing regimens 13 (17%) 2 (3%)
‘Cigplatin and ¢toposide 8 (10%) 4 (6%}
Miscellaneous drugs 4 (5%) ]

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 53%, 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 [995 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 S-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 O-
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 {reated
between 1985 and 1994, those who received partial-brain
radiation, spinat 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 turves according to the ireat-
ment modality, i.e., 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
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Fig. 1 Survival curves for patients with primary central nervous
system lymphoma treated between 1985 and 1994 (- - -e- - -} and for
those treated between 1995 apd 1999 ( 8] ). 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
aceording to the chemotherapy regimens. In patients
treated between 1985 and 1994, there was no significant
difference in survival curves according to the regimens.
Opn 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
COPp (P = 0.0071).

Moultivariate 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 1599, 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 1994. Comparison of the patient and tumeor
characteristics revealed that there were more patients
with better PS between 1995 and 1999 than between
1985 and 1994. This may be due to the carlier 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 sarvival time in months, 5-YSR 5-year survival rate)

1945-1994 1995-1999
Prognostic factor n MST 5-YSR(%) F n MST 5-YSR(%) P
Gender Male 97 15 8.7 0.13 67 32 31 0.62
- Female 70 22 23 34 28 33
Age (years} <60 83 20 22 0.0057 53 44 45 0.0052
260 84 13 6.8 48 23 15
Performance status 02 6% 24 18 0.0015 60 37 Kyl 0.024
34 95 il 13 41 [2 30
B symptom Yes 16 10 7.5 .30 11 4 18 0.027
No 133 18 . 17 81 36 35
Lactate Normal 49 22 31 0.17 50 55.5 43 0.0084
dehyrdogenase High 34 21 3.8 30 20.5 20y
Tumor number Single 103 22 19 0.0021 56 555 43 0.0083
Multiple 63 11 79 43 26 17
Tumor size {cm)” £ 3cm - - - - 51 32 33 0.95
>3 cm - - - 41 37 31
Radiation field Whole brain 139 17 12 0.026 89 30 k) 099
Partial brain 19 35 38 8 35 (33)
Spinal radiation Yes 15 31 EY R 0.042 4 - (50) 0.69
No- 143 17 13 93 30 30
Total dose (GY) <30 45 16 22 0.79 24 29.5 26 0.16
250 113 18 13 73 36 32
Whole-brain dose <40 61 24 a2 0.025 38 32 26 0.83
(Gy) »40 97 14 11 59 30 32
Chemotherapy Yes 65 18 19 0.63 64 33 40 0.0049
‘ No 74 19 14 ‘ 31 25 (1D
2 Maximum tumor diameter before radiation
® Figures in parentheses are 4-year survival rate
' 1985-1994
! 4 . 1985-1994 -
51
5 -
© 5 0 j
KA S — . . t 0 24 a8 72 96 120
E 0 24 48 72 96 120 =1 995199
s w 1995-1999
2 1995-1999
ﬁ (e S Aue
51
S
1
0 1 ° Y Y v
- . T r T o 24 48 72
° 24 © Months
Months
' ) ‘ Fig. 3 Survival curves according to- chemotherapy regimens. .
Fig. 2 Survival curves according to the treatment modality. o} : cyclophosphamide, vineristine, prednisolone +
O : patients treated with radiation alons, - - -e- - - ! doxorubicin, - - -e---: methotrexate-containing regimens, - - -4~ - -

patients treated with radiation and chemotherapy, The differepee  : other regimens. The difference among the curves was significant in
was significant in the group of patients treated between 1995 and  the group of patients treated between 1995 and 1999 (upper panel,
1999 (upper panel, P = 0.63; lower panel, P = (1.0049) P = 0.32; lower pagel, P = 0.018)
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Table 4 Multivariate anayses for poteatial proguostic factors that were significant in univariate analysis

Factor 1985-1994 {(n= 154) 1995-1999 (n= 7}
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 (normal vs high) - - 0.13 170 (0.86-%.34)
Tumor number (single vs multiple) 0.0093 1.67 (1.13-2.45) 0.0032 2,42 (1.42-5.62)
Whole-brain dose (<40 vs 2 40 Gy) 0.22 1.28 (0.86-1.91) - -

Chemotherapy (ves vs Do) - - 0.23 1.53 (0.32-1.31}

* *Figures in parentheses are 93% confidence intervals

eral care including corticosteroid therapy and less
aggressive surgery. Sinece 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 10 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 2 sig-
nificant factor in patients treated between 1983 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 univarate 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. Dug 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 fopic 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
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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 whe
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 pius chemo-
therapy had a significantly better prognosis than thoss
who received radiation alone. However, the effect of
chemotherapy was not significant in multivariate anal-
ysis. Since younger patients were more often treated with
tombined 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 5-year survival rate of 31% for all
patients treated between 1993 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
1o discuss the usefulness of treatment modality by
comparing with the historical control data. There have
been no major randomized studies, except for a small
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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radiotherapy, LA T 3D-CRT &EME¥) DWW T
FOREHEE LTOREBEES
Bk ERAERIEE 12T B BRRREBR T BT B BT
BENERETEBNTS.

# (Three-dimensional conformal

ZRTTREHRAEETE

ID-CRT L M, METHEEENBET HHEE
% CT % MRI, PET % X OISl L ight -
LIRS T /a0y —DEEDEZ, ER
Lk A L), ZOEREBRRIE

NRFEBAR -

2004 4E - 4% (27) |5



TR @ T N7z, fek0 T RITHERERET
BEERGOFERIGY 212, BERERI
Lo THEEDS o 7oK, FHIEE - SARDE
ERBEBEL YOBERT, $7E0ORAYTHE
fex g EMSRDEFETEOILEMNETLTY
5.

3D-CRT & 13, AKHEBICI L “EVEET
Mg S N-EBO CTHEECEDS T, LHEZ
g4y FESE Y AL RBHH (organs a
risk volume) OR(MEMHEBTHRET L. TN
B%W@mﬂLtﬁém—ﬂmW@%mw#
2C, EYhSRITMEBEEICETS & EMLZX
A BT EEHRELTWA, D
FEHE BN “BRE A & B ELEDBREE
LThdy—4y FAOBEDHEHRT L™

DI L, “v—4 v b EBBEEEREOHS
%% fL, Thb, g XL SRTTEE £ FR
T BT oT, BETECREE PR ERE

A" LI, (cﬁ? SPEII A& BT L.

X512, HMETHEESHEE (Inensity-
Modulated Radiotherapy :IMRT) Tl "&—%"v
P OV OS2 BEHRE & SEEE ) R 7 IR

OHEMLBH/ME L T (presaribe) L7
17, REHEEBIC L o TREZBHEFEER
EFTH” ke "J 2F LWERESTOER
DS, EEEEEBOERICI D TREL 2 YOO
Ho.

bobbhBETHLSF—F v POREILBY
T, BEET A HATY A IR ER B
ARBMOERLBMET A72HIC, EBEMNEE
SENE—- DTN TE R, BRERILTYWE
JCRU Report 627 {2 X A FEEFL TIIR1IFTH
EHMERAIN TN, Mﬁi SRR b A F —
7o P ORFIZBWTIE, ICRU Report 62 i
VR EFRELT W<#(I)%®ﬁﬁd
GTV < CTV < ITV< PTV DIMEIZRE (R Y,
ﬁ%t?%ﬁ%@%@ﬂ&ﬂ-ﬁﬂF B 975
MLt W B ARENLBL 2o, 2L
X 1¥, TEmiEiEE L & REEE B IRE T,
LRSI B AT A EA AR BT I BT
X, CTVIZGTVICRY 2 (EI e LiAb,
=2y VORFBEBWTEELREHNERTO
BEZ<THY, CTRMRI, PETIZL EE

(1)GTV ; FalREIBE R -
(2)CTV : ERFRIELS IR

(3)ITV : PIRYHERS R
CTV +imernal margin

b (4)PTV  RTEEH
i ITV + set up margin
i (5)TV il
() TR

ICRU Report 62 [CB S HEHEREICHIMD DI —
Fw hDIRE

1 HEEAEICHDDRY—T v bORE

. GTV:Gross Tumor Volume | W{Z sofihEs T b AT EEAFET A LIS N D
- RIRMBHEERE RO BT
* CTV:Clinical Target Vqume GTV + SRS a0 E R it B
BEARIE RO TR
ITV:Internal Target Volome | CTV CISERE BT B margin & DRZ P2 HEASRIR
NEENAE CTV + M
. PTV:Planning target volume [ JTV RSB Y- AORERDLREIETS
FIIAE B TR RIS % 8 L 7= 3%
ITY + SM

IM : internal margin : FFRBHPBEOHT AL ZHEL RS NIBENIC A h B murgin
SM:sel up margin L BEQBREICSE BEYFE I D DD margin

4 (28) MERISH - B 6% 45
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& 3 Molecular Imaging < Functional Imaging &
GBI DS - TRAEHIER < [ ARk O FRe
bR L AR OWEEEPERER TV,

ARSI 0BT B VT, JERIEERERTT
255 THEBSAEFEL (forward planning) ,
FOEC & ) REEHSE T ERL T,
TR, WEYHRE LA EICEESEE RHEL
% % inversed planning ER LT 5. EEKEF
WoLEc i, SESTRUAIEEREL A
k2% A (Dose-Volume Histogram:DVH) &
Bah, -4y FREABRBOEER) R 7 EH
DEERPOREMSRENFERINA TS, TCP
(tumor control probability) %° NTCP (normal tis-
sue complication probability) DEH b ARETH
5,

3D-CRT I, ¥—% 7 POBREOEFTH
gy LEERROBERE 2O LI A, Bl
BEOEMC L D BFHEEOCHMLENSEA) 58
Wl BWTid, BIHmsE: HfFaRsIL
X7 o7z, ID-CRT ICIIBATHRE ENLRE
B4, FERIAKETRERSS, non-coplanar BE%
P = EME, LAETHES NI REESE
5, 7 A A THEFE SN Cyberknife 2 &b &
Fi A, ZEELH? K TRERES I, T
v LETmY - A v RkTEev L=
KFEFED SO BRI T, LOREHAR
A RTOBEEMKS S — 7y MERII-E
LTWARHE rtERIN TS, CT-simu-
lator, GEETHEE, BHBRRKEENT LT
BHOTIFY — 7 T A—F— (Multi-leaf
Collimator: MLC) %8 L7EEERE AV b
g— s OWEICL ), BERIIITRELLRY,
% ¢ DIEEIZER LTV 5. non-coplanar El%E
SIS RIEIRE, FRil e BE 2 AR
WA A AR AET, AMicE o TER
BIEEA Y D £ &) ICHES MBS AR

MIRE T, ) A 2 SRR O REHRE DR
Kﬁmﬁﬁé.
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- LR 4 BB &Y (stereotactic irradiation: STI)
Lk, AMRZICH LS SIS TR EpE
B EHEFETHY, BEOMEHREGE ZHEELE
AESHBOGECBOFPL E2D, BRI

EMEBERPECHEHETHS. EARARE

L, Hrerg 7ifEens 1 BTRET
HERTEBIIEST (stereotactic radiosurgery: SRS)
Yoo TR B ST RERE (stereo-
tactic radiotherapy : SRT) (I KBl &N 5, ERH
ThobEwIEEELTE, QEEHLNIEL
NICEE S NEERICB W CRIRLEEE
ERICED D Y AFATHE L, @FELE
Fi I G ERRBER AW AETH S
&, QEEEBOREFLHEEN 1~ 2mm
PHTHE L, QEEFEELTLERER
ErEoIE, RENEILLONTA, RS
DR ER RS RIEEICE L Tk, ORI
BORMALEESE I mn UATHE 2 &,
QikELy T v TORENES, BEAEE
RENCE Smm 2/ S, ERHFEIZE 10mm
RIROBHEAFTH LA, BRI ELRETE
BEES,PLRESN TN A,

# Y TF A 7 201 BD Co® X h B y #AT
FORLIEERET A L) BTSN TS, BRER
EE B O Leksell stereotactic frame % vy, R4
EEE % 0.1 mm &3 2 BRBEOMAREFET
& 5. SRS & — A AR A B O ERINE S
(Linac) #HWBZLIZEVERL, L0H—
LEESRRPRELBEGNTEE 2o,
Lars Leksell b Qg MRIEA/ N S U A L
THERENF LY, SRE1EERFVPTRE 2
BV EVIHEBASRSDEDITE Lo T4,
Lo TH#DEMEFFENIT OIS, WRWEE
3 em BT & ENBIGENS .

SRT I ABIBESHC & 0 BT (EFHRM
DMERENEFEOBRTRE) PEZLLVIN
SHREWEFEOLQ (linear quadratic) 7NV 2 H
FELTWh, | ARESREDLHL EORE
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, WEEEATSRS X D aWREM A SN, 3 F
i&Ii#PW”ﬂ@be XNTWD,
Eﬁij‘iﬂim,”ﬁj@mﬁ g, B s
WTERIFEMELERZONTWS, FERIGE
Flickinger & ¥ OB EIRTHIZE T 288 L Y,
TOFELEMENBEIUICL D EPHEL P L
2, BEHALRHMEEONEBRZRIZED
Dﬁ;@ﬁﬂ#ﬁﬁéh Vb, RIER OBE
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Bl Y, TOBROSGHME S FLEICHEY
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BRSO =R

GiEsTE

/IR O B & 35 TS Astrocytoma 2 i J2 JE A3

B O TR

bokd% <, 2T Medulloblastoma fiZFJE,
_LZ\ @ %> Germ Cell Tumor 2557 < .

ARSI
FHAREO~T]RE LT

T, FWPILERZOFMICL2E
AR A IC A &
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P, BRERFREICOBRIERLRETD

B, EREERE &
g i d'k”‘7.;> A% o1 N
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PV B D B~ D
BREY47% & PRSI & 0 ol

L7z AD R ENTY

Children’s Oncology Group (COG) @ Low-

=2 Intergroup Rhabdomyesarcoma Study Group ORRFRIERIC ST 2IEHEPBOINEHRIARE Guidelines
AR ERER i | BB/ S =y M4 S {Lgegmik & 5%
IRS T age < 3yrs = 40 Gy 1.5 ~ 2.25 Gy/Fr/day VAC. VA, VACA
{1972 ~ 78)| age < Gyrs and < 5 cm = 50 Gy whele muscle bundle or tumor + margin Overall S-vear swivival 55
: age > 6 yrs or > Scm = 55 Gy no difference in local control
age > 6 yrs and > 5 om = 60 Gy Immediately : Groups I and II
Week 6:Groups Il and IV
(IRS 1 Group I = no RT. 1.5 ~ 2.25 Gy/Fr/day VAC, VA, VadyC-VAC-
(1978 ~ 84)| Group I = 40-45 Gy. GTVY + 2cm Overal) 5-year survival 636
' Group I : uge < Gyrs and < 5 em = 40-45 Gy - | Week 0:Group II Botryoid§9 %,
Embryonal 68%,
age > 6 yrs or > 5 cm = 45-50 Gy Week 6:Groups I and IV Alveoclar 52 %, Other 55 %
age > 6 vr5 and > 5 am = 50-35 Gy
"IRS I Grp 1 FH-no RT. GTV -+ 2cm VAC, VA, VudrC-VAC,
. (1984 ~ 88) V Audr
Grp 1 UN/T-41.4 Gy, Day 0:PM with CN palsy, BOS erosion, CDDP/VPIG
intracranial exiension,
Group varied by age, size bur ull < 50.4 Gy. Week 2:Group 1 FH/Group I orbit and H/N.| VadrC-VAC + CDDP
: _ Week 6:all others Overall 3-vear survival 71 %
TRS I¥ i Group 1, Stage 1/2-no RT. - GTV + 2cm VA, VAC, VAL VIE
(1993 ~ 97)% Group 1, Stage3/11-41.4 Gy CRT. Day 0:PM with CN palsy, BOS erosion, Overall 3-vr FFS 77%
: E intracranial extension.
{ Group IB randomized to Week 12:all oihers No difference in Jocal
‘ control with
50.4 Gy CRT vs 59.4 Gy HRT {1.1 Gy BID) CRT vs ART,
IRS ¥V Experimental dose reductions for selecied patients:} GTY + 2em Low risk: VA, VAC
- (1999 ~ 04| Group I alveolarfundifferentiated 36 Gy Day 0:PM with iniracranial extension onty Intermedinie Risk:
: : Group I NO:36 Gy Wecek 3:low risk, VAC vs VAC/VTC
Group B orbitfeyelid:45 Gy week 12:imermedime, '
Group T second Jook surgery
negative murging:36 Gy week 15:high risk
microscopically + margins:41.4 Gy
Group I requiring 50.4Gy:
: volume reduction 1o initial GTV -+ 5 mm
i al 36 Gy it N0, und s 414 Gy if N +

) NSRRI - 678 - 45
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Grade Glioma 1233 A RERERICB VL TIXO™",
3D-CRT B S NG EAAOWEIC L 5B
MR SRS OBEAE s LTS, ARD
Glioma DERICBV TH, FBE~DHETER
LA B0 EIc BT A Emicd o 12
#%, 3D-CRT (2 & 5 EH MM~ OHEDOER I
I oT, WEHREEO L Y EE LA AR
XNTBY, SBROBERRBIERNERE SND.

Medulloblastoma D EF R FEIZB T,
Craniospinal Irradiation (CSI) A IEHEEHTH
D, high risk BT 36 ~ 40 Gy, average risk B
T 18~ 24 Gy RED CSI &, 54 Gy Bt DHRE
ZADBEHFEAASETHTSNTV S,
Children's Cancer Group (CCG) THifT M7z
CCG9892 T, fLFFEMHEAIT L CSI D
B2 &R 5 BRRBRAEIT IR, TOWRY
S MY, FDED CCGI961 Tk average
risk BETIE, (LEEBEGEFI T 23.4Cy O CSL & 54
~ 55.8 Gy DERFEEFEOREATET SN S
& 12 coG Tlt, average risk B T CSIDRED
i L & b2, 3D-CRT2H LTERER~D
BN OB F Y, BREESL DESK
margin ~RB T ABRERBAIRES N TS,
B RATE LSS IE S B~ E AR
BET LT, BENROERGENRICE
% BEEI delCharco HIZ L DEHRES N TV L7,
5 IR TEE E I E A RS EAR 45 LA T 89 %
THoloDIHL, 45 BEBALA L BBLEET
L (p=001), 5EMAEREFEHIBETHAR 45
ARLATI6%ThHhoDIZxTL, 45 HEER S
a3 T LT (p=0004). RBSIHE
RO FETOFREBERE~DOFEIL, International
Society of Paediatric Oncology (SIOP) & United
Kingdom Children’s Cancer Study Group (UKCC-
SG) OFRRBRTHERmSNTBY®, SR
PREAER © #03 HMEREEEZLD.
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ERERYRIIE B O = R TTER A
aTE |

R HBIEDEEE, 1970 6K L D £FR
ELBIRINED LN TBY, BRRBROKR
&Y BERBOREN;EDOONTELSHD
—oTHA, F212, Intergroup Rhabdomyosar-
coma Study Group (2 X DETH SN TELEF
BREEOZIBERT O, IRETHRIGHEE, 1L¥
BEOHREANEIL L & bITRRE OB
SR (A —‘j_:;"f‘, IRS-IV T & Group I IZB
VT, 504 Gy DEEDEIRE L 594 Gy D5
#IFEST (1.1 Gy # 1 B 2 EIERSY) ASELBUHRET <
L7z, Donaldson b D IFHET % 9 failure-free

survival (FES). 3 & 0% overall survival (0S) &

27 RS-V FEHEAEE Guidelines [T & D IEEHBIROW

BiRE & DVH IC K D5
EE S BEREMICLALME | DVH -
HE B £ 3 /R 234Gy FE
- | &8 3 ELE 30.6Gy TE
AT B
R | 46.8CGy P
RIPIEZ R | 46.8Gy B
TEF DA
y::] 3 41 4Gy TE
TKEE 14.4Gy E
i 414Gy E
LIRS VB
T PR P
fa&h i -+ TR 14.4Gy A
Ll £ 30.6Gy PE
REER AR £ FF 23.4Gy P
LT 48T 144Gy A
HILE —2&8 45Gy 3
L& | 30Gy (1.5Gy/E) TE
i Bl B
G W
HH HA 435Gy A

COWMBREIEEEELHAL LBEOFEEROER TS
EFERINTVAY, ARCEREFAROHTRBGESLE
Bwz EFFRE N, TS, FR2%, TR, 28 8,
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