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lesions was increased by more than 10% on T1-weighted MRI. Most
of the patients in the MRI group were also examined by magnetic
resonance spectroscopy to help distinguish recurrence from radiation
injury. The patients in the PET group were judged to have recurrent
lesions when the MET uptake exceeded the previously reported
threshold (Jesion and control ratio of more than 1.4).!5'6 The former
received radiation only in areas with enhancement. The latter re-
ceived radiation only in areas with elevated MET uptake, regardless
of the lesions enhanced on MRI. Over the first years of the study
period, the PET-MR fusion images were produced with Dr. View
(Infocom Co, Ltd, Tokyo, Japan), a medical image analysis program
for personal computers (n = 25). The fusion images were transferred
into the Leksell Gamma Plan System (Elekta, AB, Stockholm). From
2009 onward, when Gamma Plan version 8.0 became available, the
image fusion was conducted using an automated program capable of
fusing MET-PET and MRI data (n = 9). The re-SRS was performed
within 2 weeks or less from diagnosis in most of the patients in the
2 groups and within 6 weeks from diagnosis at the longest. Repre-
sentative planning of PET-based GK treatment was demonstrated
in Figure 1.

Statistical Analysis

The data were analyzed statistically using JMP (Japanese
version 10.0, SAS Institute Inc, Cary, NC) running on personal
computers. The overall survival period was defined as the interval
between the day of GK treatment and either the last day of follow-up
or the day of death by any cause. An analysis of time-to-event out-
comes was performed using the Kaplan-Meier method with the log-
rank test or regression analysis with the proportional hazard model.
The odds ratios (OR) and 95% confidence intervals (CI) were esti-
mated using the Cox proportional hazards model. Comparisons

between groups were performed using the Wilcoxon rank sum test
and the Fisher exact tests. P < 0.05 was considered to indicate sta-
tistically significant differences.

RESULTS

Table 1 shows the results of a statistical comparison of various
clinical parameters between the 2 groups of patients treated using
different modalities for planning, one with PET-MRI fusion imaging
(PET group) and the other with MRI imaging (MRI group). The
factors compared were sex, age, type and status of the primary lesion,
KPS, recursive partitioning analysis class,'” metastases to extracra-
nial lesion, number of brain lesions, and dose and volume in GK
radiation planning. The MRI and PET groups differed significantly
in sex, age, and the ratio of breast cancer. The total irradiation volume
was significantly smaller in the PET group than in the MRI group
(6.87 vs 10.9 cc; P=0.0497), and the minimal irradiation dose in the
PET group was significantly higher (21 vs 19 Gy; P = 0.04). No
statistically significant differences were found between the 2 groups
in the other factors compared.

Figure 2 shows a statistical comparison between the 2 groups
in overall survival. Follow-up visits in person and follow-up inquiries
by telephone confirmed that 8 patients in the PET group and 2 pa-
tients in the MR group survived throughout the whole study period.
The median survival time after the final GK was significantly longer
in the PET group than in the MRI group (18.1 vs 8.6 months; P=0.01).
Table 2 shows the results of a multivariable analysis with a Cox pro-
portional hazards model to examine if the use of PET-MRI fusion
images independently contributed to a longer patient survival. The
use of MET-PET (OR = 0.54; CI, 0.33-0.90; P = 0.02) was indepen-
dently associated with a prolonged posttreatment survival time,
the KPS (by 10% increase, OR, 0.71; CI, 0.57-0.88; P = 0.002), the

FIGURE 1. Representative plan for GK surgery for locally recurring brain metastases with guidance from MET-PET/MRI fusion
imaging. The patient was a 42-year-old woman with brain metastases from breast cancer who had received 4 previous treatments
with GK. A big discrepancy was clearly seen between the area with Gd contrast enhancement on the T1-weighted MR image
(A, indicated by arrowheads) and the area with elevated MET uptake (B, indicated by arrows). C, The PET-MRI fusion image
was rendered after constructing a binary image (shown in white) indicating areas with MET uptake 1.4 times higher than

that in the contralateral brain.’>'¢ D, The GK strategy was to administer a higher radiation dose to areas with higher MET uptake.
1 C methionine uptake was markedly reduced in a MET-PET image obtained 6 months after the CK (ie, good control of active cancer).
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TABLE 1. Preradiosurgical Clinical Factors Between Patients Treated Only With Enhanced MRI (MRI Group) and With ''C Methionine
PET (PET Group)

PET Group (n =34) MRI Group (n = 54) p
Sex, n 0.005
Male 12 36
Female k 22 18
Age, mean (range), y 58 (37-80) 63 (38--80) 0.03
Origin 0.07
Lung 18 34
Breast 12 7
Gastrointestinal 0 9
Others 4 4
Ratio of breast cancer 12/34 (35.3%) 7/54 (13.0%) 0.02
RPA class 0.36
Class 1 8 I
Class 2 26 40
Class 3 0 3
KPS, median (range), % 90 (70-100) 90 (60-100) 0.41
State of original cancer 0.18
Good control 23 28
Poor control 11 26
Extracerebral metastases, n 13 16 0.49
No. lesions, median (range) 2 (1-35) 1(1-25) 0.44
Radiosurgical characteristics
Total tumor volume, mean (range), cc 6,87 (0.28-38.5) 10.9 (0.03-41.1) 0.0497
Maximum dose, mean (range), Gy 32 (20-48) 32 (20-50) 0.78
Minimum Dose, mean (range), Gy 21 (12-25) 19 (12-25) 0.04

Wilcoxon rank sum test or Fisher exact test was used for comparison.
RPA, Recursive partitioning analysis.

number of lesions (OR, 1.06; CI, 1.007-1.11; P =0.03), and sex (male

Survival Rate
107 to female, OR, 2.08; CI, 1.13-4.01; P = 0.02).
: Improvements in various treatments against cancer over time
may have contributed to the better survival of the PET group, as
08 many of the PET patients were treated more recently (2005-2011)
— PET group MST 18.1 month than the MRI group patients (l?98~201 1) overall. Yet according toan
« MRl group MST 8.6 month analysis of the post-GK survival time in the MRI group patients
o6 o001 treated from 2005 to 2011 (n=28), the median survival (7.8 months) was
shorter than that of the patients in all MRI group patients (8.7 months)
o and significantly shorter than that of the PET group overall (P = 0.01),
02/ pRS . TABLE 2. Preradiosurgical Clinical Factors Affecting
"""" . Post—Re-Treatment Survival Period in Patients
With Local Recurrence
00 . . . et .
0 10 2 %0 90 O ey Odds Ratio  (95% CI) P
FIGURE 2. Graph depicting survival curves plotted by the Sex (Male to Female) 2.08 (1.13-4.01)  0.02
Kaplan-Meier method for 2 groups of patients treated using Age (continuous) 1003 (098-1.03) 0.82

different modalities for planning, one with PET-MRI fusion

imaging (PET group, solid line) and the other with MRI ?{S‘fm}(brew fo otters) ;;Z (g’gg ;‘gé) g'gg
imaging (MRI group, dotted line). The length of survival after class , : (029-8.08) 0.
GK treatment significantly differed between the 2 groups KPS (by increase of 10%) 0.7 (0.57-0.88)  0.002
(P=0.01, log-rank test). The difference in the median survival State of original cancer (good to poor) 0.7 (0.40-1.39)  0.37
time between the 2 groups was close to 10 months Extracerebral metastases (yes to 1n0) 1.54 (0.75-3.05) 023
(18.1 months in PET vs 8.6 months in MRI). Follow-up visits in Number of lesions (continuous) 1.06 (1.007-1.11)  0.03
person and follow-up inquiries by telephone confirmed that Using MET-PET (yes to no) 0.54 (0.33-0.90)  0.02

8 patients in the PET group and 2 patients in the MR group
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From this result, we concluded that the difference in the treatment pe-
riod had little influence on the patients’ survival,

DISCUSSION

The present report is the first to show the clinical benefit of
PET-MRI fusion images for the planning of the GK-SRS intervention
against metastatic brain tumors. Using MET as a suitable probe for
PET brain tumor imaging, we statistically demonstrated that patients
undergoing GK-SRS survived significantly longer after procedures
performed using PET-MRI guidance versus those performed using
MRI information alone.

Metastasis is a life-threatening process estimated to occur in
10% to 30% of all cancer patients.'® The management of brain me-
tastases is hence crucial for patients’ prognosis. Whole-brain radio-
therapy (WBRT) is being superseded by SRS without WBRT as a
treatment of choice for brain metastases, even for patients with 5 or
more lesions.'® Whereas no clear consensus has been reached on the
best approach to metastases,?’ WBRT poses grave problems: patients
who achieve long-term survival may have decreased cognitive func-
tion or may be prohibited from receiving a second WBRT interven-
tions even when metastases recur. Patients managed with SRS usually
fare much better cognitively,?! and any adverse events associated with
the intervention tend to be manageable.?? Patients may thus receive a
second SRS safely and effectively when lesions recur.

Particular concern, however, is merited for patients who re-
ceive a second GK-SRS on the occurrence of radiation-induced ne-
crosis. Conventional morphological MRI may be poor in differentiating
tumor recurrence from radiation necrosis, as necrotic lesions without
viable tumors are ofien well enhanced by Gd and occasionally grow in
much the same way as recurrent tumors.2> Magnetic resonance tech-
niques such as the detection of T1 and T2 mismateh,?* magnetic res-
onance spectroscopy,>*¢ and perfusion-weighted MRI?’-3° have been
proposed as useful means for differentiating tumor recurrence from
radiation necrosis. These mancuvers have high sensitivity and speci-
ficity for differentiation and thus may be sufficient for differentiation
when an enhanced lesion is pure tumor or pure necrosis. Such instances
may be rare, however, as tumors detected in formerly irradiated regions
usually turn out to be a mixture of active tumor and necrotic tissue
(Fig. 1). The MRI method may not work well in prospectively picking
up active tumor tissue out of mixed tumors of this type.*! Hence, PET
metabolic imaging has considerable advantages over MRI as a source
of guidance for GK treatment.

Among the various PET methods, '8F_FDG has been considered
uscful for whole-body cancer imaging. Now, however, FDG is widely
believed to be unsuitable for brain tumors. The physiological use of
glucose in normal brain is generally higher than that of most meta-
static tumors,32 and high uptake of FDG into inflammatory tissues*>
may also hamper the detection of active tumors.

In contrast to glucose, amino acid uptake is lower in the brain
than in most tumors. Amino acid imaging thus holds promise for the
detection and focal treatment of malignant tumors of the brain. Our
group previously reported the advantages of MET-PET imaging for the
surgical resection of glial tumors.'®" When used for glioma surgery,
MRI and MET-PET detect different tumor margins. ''C methionine
PET reportedly detect tumors invading far beyond the area with Gd
enhancement,>* and patients with remnant malignant gliomas in areas
without Gd enhancement generally have worse outcome than patients
without remnant tumor detectable by MET-PET.'? Hence, the resection
area determined with MET-PET is usually larger than that detected by
enhanced MRI.

When GK-SRS is performed for focally recurrent brain me-
tastases, the active tumor area detected with PET is smaller than that
detected with Gd enhancement on MRI (Fig. 1). The same difference
was manifested as a smaller total irradiation volume in the PET group
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versus the MRI group (Table 1). We suspect that the smaller irradi-
ation volume in the PET group may have led to a significantly higher
marginal dose in the PET group than in the MRI group (Table 1). We
believe that the current results are quite reasonable, as a prior study
has already demonstrated that a lower marginal dose leads to higher
rate of local recurrence >

The retrospective noncontrolled protocol of this study, how-
ever, made it difficult to wholly eliminate selection bias. With regard
to sex difference, an analysis of the influence of breast and gyneco-
logic cancers known to have a better prognosis than other cancers®6-7
indicated that the different rates of malignancy were not indepen-
dently associated with prolonged overall survival. Next, with regard
to a potential lead time bias (ie, improved survival in the PET group
versus the MR group attributable to the earlier diagnosis of the for-
mer), no significant difference between the 2 groups was found at the
time between the re-SRS and previous SRS (54.5 weeks in the PET
group vs 37.9 weeks in the MR group; P = 0.06).

This retrospective study is the first to show the clinical benefit
of PET-MRI fusion imaging as guidance for the GK-SRS interven-
tion. We thus believe the study has value as an initial preliminary
report on the use of a new technique. Our analysis, however, was
performed under rather specific conditions. Although GK treatment
was performed at a single institute and managed by a single specialist
(M. Y.) with ample experience with GK treatment for metastatic brain
tumors,' 22353 the patients were referred from multiple institutes.
Most of the patients in the PET group were referred from the institute
of the chief investigator, whereas all of the patients in the MRI group
were referred from other institutes without available PET facilities.
Hence, factors other than planning may have influenced the patient
outcomes. Further, the mumber of focally recurrent patients who
underwent repeated GK was small relative to the population of pa-
tients with brain metastases out of which they were selected (88 of
2502). In view of these limitations, we believe that our data constitute
only preliminary evidence that MET-PET/MRI fusion imaging im-
proves the outcome of GK-SRS for metastatic brain tumors. We
propose a further prospective analysis with a larger population to
confirm the usefulness of PET-based GK-SRS.

CONCLUSION
The results of our retrospective study indicated that MET-PET/
MRI fusion images for dose planning prolong the survival of patients
undergoing GK-SRS for locally recurring brain metastases compared
with similar patients undergoing GK-SRS using MRI alone. A further
prospective study on a larger number of patients will be necessary to
clarify the real benefit of GK-SRS using MET-PET fusion images.
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Abbreviations used in this paper: HR = hazard ratio; KPS =
Karnofsky Performance Status; RPA = recursive partitioning analy-
sis; SRS = stereotactic radiosurgery; WBRT = whole-brain radiation
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Stereotactic radiosurgery for patients with multiple brain
metastases: a case-matched study comparing treatment results
for patients with 2-9 versus 10 or more tumors

Clinical article
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Object. Although stereotactic radiosurgery (SRS) alone is not a standard treatment for patients with 4-5 tumors or
more, a recent trend has been for patients with 5 or more, or even 10 or more, tumors to undergo SRS alone. The aim of this
study was to reappraise whether the treatment results for SRS alone for patients with 10 or more tumors differ from those
for patients with 2-9 tumors.

Methods. This was an institutional review board—approved, retrospective cohort study that gathered data from the Kat-
suta Hospital Mito GammaHouse prospectively accumulated database. Data were collected for 2553 patients who consecu-
tively had undergone Gamma Knife SRS alone, without whole-brain radiotherapy (WBRT), for newly diagnosed (mostly) or
recurrent (uncommonly) brain metastases during 1998-2011. Of these 2553 patients, 739 (28.9%) with a single tumor were
excluded, leaving 1814 with multiple metastases in the study. These 1814 patients were divided into 2 groups: those with
2-9 tumors (Group A, 1254 patients) and those with 10 or more tumors (Group B, 560 patients). Because of considerable
bias in pre-SRS clinical factors between groups A and B, a case-matched study, which used the propensity score matching
method, was conducted for clinical factors (i.e., age, sex, primary tumor state, extracerebral metastases, Karnofsky Perfor-
mance Status, neurological symptoms, prior procedures [surgery and WBRT], volume of the largest tumor, and peripheral
doses). Ultimately, 720 patients (360 in each group) were selected. The standard Kaplan-Meier method was used to deter-
mine post-SRS survival times and post-SRS neurological death—free survival times. Competing risk analysis was applied to
estimate cumulative incidence for local recurrence, repeat SRS for new lesions, neurological deterioration, and SRS-induced
complications.

Results. Post-SRS median survival times did not differ significantly between the 2 groups (6.8 months for Group A vs
6.0 months for Group B; hazard ratio [HR] 1.133, 95% CI 0.974-1.319, p = 0.10). Furthermore, rates of neurological death
were very similar: 10.0% for group A and 9.4% for group B (p = 0.89); neurological death—free survival times did not differ
significantly between the 2 groups (HR 1.073,95% CI 0.649-1.771, p = 0.78). The cumulative incidence of local recurrence
(HR 0425, 95% CI 0.0.181-0.990, p = 0.04) and repeat SRS for new lesions (HR 0.732, 95% CI 0.554-0.870, p = 0.03)
were significantly lower for Group B than for Group A patients. No significant differences between the groups were found for
cumulative incidence for neurological deterioration (HR 0.994,95% CI 0.607-1.469, p = 0.80) or SRS-related complications
(HR 0.541,95% C10.138-2.112, p = 0.38).

Conclusions. Post-SRS treatment results (i.e., median survival time; neurological death—free survival times; and cumu-
lative incidence for local recurrence, repeat SRS for new lesions, neurological deterioration, and SRS-related complications)
were not inferior (neither less effective nor less safe) for patients in Group B than for those in Group A. We conclude that
carefully selected patients with 10 or more tumors are not unfavorable candidates for SRS alone. A randomized controlled
trial should be conducted to test this hypothesis.

(http:lithejns.orgldoilabs/10.3171/2014.8 GKS141421)
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brain metastases with use of stereotactic radiosur-
gery (SRS),» evidence of the effectiveness of this
treatment strategy has been accumulating, for both SRS

S INCE Sturm et al. reported successful treatment of
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Radiosurgery for 2-9 versus 10 or more metastatic brain tumors

alone and SRS in combination with whole-brain radio-
therapy (WBRT).!»10.131523.2¢ Among patients with brain
metastases, numerous factors affect outcomes, such that
a one-size-fits-all treatment paradigm is no longer ap-
propriate. Nevertheless, a solid patient selection criterion
is still necessary before SRS treatment of brain metas-
tases. SRS alone for patients with 4 or more, or even 5
or more, melastatic tumors is not a standard trealment,
and in most industrialized nations, WBRT is still strongly
recommended.”” However, by the early 21st century, a
trend for patients with 5 or more tumors to be potential
candidates for SRS alone had already become appar-
ent.3813151620232426:5032 Very recently, in a prospective
observational study of 1194 brain metastasis patients, Ya-
mamoto et al. showed that SRS without WBRT as the ini-
tial treatment was not inferior (in terms of overall surviv-
al as well as most secondary end points) for patients with
5-10 metastatic brain tumors compared with those with
2-4 metastatic tumors.*® Considering the present lack of
evidence supporting the superiority of WBRT over SRS
alone for patients with 5-10 tumors, their results are con-
sidered to constitute the highest level of evidence to date,
allowing SRS alone to be advocated for such patients.
Existing treatment guidelines for managing brain metas-
tasis patients need to be revised in the very near future.

The next step is to reappraise whether SRS alone is
inferior for patients with 10 or more metastatic tumors
compared to patients with fewer metastatic tumors. Very
recently, 2 studies evaluating outcomes in patients with 10
or more metastatic brain tumors treated with SRS were
published in the Journal of Neurosurgery.®? Grandhi et
al. studied 61 patients with 10 or more metastatic brain
tumors (mean 13 tumors) treated with SRS and found
median survival time after SRS to be 4 months; they
concluded that SRS safely and effectively treats intracra-
nial disease with a high rate of local control in patients
with 10 or more metastatic brain tumors.® These authors
stated that SRS might be one of the most effective treat-
ment options available for patients with fewer tumors, a
non-melanomaltous primary lesion, controlled systemic
disease, and assignment to a low recursive partitioning
analysis (RPA) class. Grandhi et al. concluded that SRS
can thus be regarded as a first-line treatment. Rava et al.
studied 53 patients with 10 or more metastatic brain tu-
mors treated with SRS (mean number of tumors = 11)
and found that post-SRS median survival time exceeded
6 months; they concluded that aggressive local treatment
remains an option, although rapid CNS failure is to be ex-
pected.? Patients with breast cancer represent a group of
patients likely to benefit greatly from SRS alone; survival
time and time to CNS recurrence are extended. Although
these 2 articles discuss several important issues and pre-
sent significant potential treatment advances, a common
weakness is that sample sizes were relatively small (61
and 53 patients).®%

Therefore, we conducted this retrospective cohort
study, based on our SRS-treated brain metastasis patients,
including 560 patients with 10 or more tumors, to reap-
praise whether treatment results were truly inferior for
patients with 10 or more versus 2-9 tumors and to iden-
tify factors determining inferiority and/or noninferior-
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ity. We excluded patients with only 1 tumor because it is
widely recognized that survival periods are much longer
for patients with a single brain metastastic tumor than for
those with multiple metastatic brain tumors 22430

Methods

Patient Population

This retrospective cohort study used the prospec-
tively accumulated Katsuta Hospital Mito GammaHouse
database of 2553 patients who consecutively underwent
SRS alone, without WBRT, for newly diagnosed (mostly)
or recurrent (uncommonly) brain metastases during the
13-year-period July 1998 through June 2011. The study
was approved by the institutional review board of Tokyo
Women’s Medical University. Because all patients had
been referred Lo the Katsuta Hospital Mito GammaHouse
for SRS, their primary physicians had made most of the
patient selections. Patient selection criteria may thus have
differed among referring physicians. Therefore, one au-
thor (M.Y.) decided whether to accept a patient. We did
not perform SRS on patients with low Karnofsky Per-
formance Status (KPS) scores! resulting from systemic
diseases, a noncooperative state resulting from poor neu-
rocognitive function, meningeal dissemination, or an an-
ticipated survival period of 3 months or less. Therefore,
only 173 (6.8%) patients were categorized into RPA Class
11,5 while 1189 (46.6%) were categorized into modified-
RPA Class Ilc+I11.%23 Also, the primary physicians re-
sponsible for each patient decided the indications for both
surgery and radiotherapy. Therefore, before undergoing
SRS, 468 (18.3%) of the 2553 patients had undergone
surgical removal of brain metastases and 125 (4.9%) had
undergone WBRT.

Before SRS, the first author (M.Y.) explained the treat-
ment strategy in detail to each patient and at least 1 adult
relative of the patient. Written informed consent was ob-
tained from all patients. Because our previous report**
describes our radiosurgical techniques and dose selec-
tion for multiple brain metastases in detail, they are not
repeated herein. In brief, before June 2003, standard SRS
procedures were performed by using a Leksell Gamma
Unit Model B and thereafter a Leksell Gamma Unit Model
C (Elekta AB). For target coordinate determination and
dose planning, until August 2002 stereotactic single-dose
gadolinium-enhanced T1-weighted axial MR images with
a slice thickness of 2 mm, multiple slices of which covered
the entire brain, were obtained by using a Magnetom Im-
pact Expert 1.0-T unit (Siemens); thereafter, a Magnetom
Symphony 1.5-T unit (Siemens) was used.

After SRS, patients were usually managed by their
referring physicians; clinical and neuroimaging examina-
tions at approximately 2- to 3-month intervals were rec-
ommended. However, for 761 (29.8%) of the 2553 patients,
neuroimaging follow-up could not be performed because
of early post-SRS death or remarkable deterioration of
general condition. Among the 2553 patients, follow-up
information was obtained during periodic visits to our
outpatient clinic (approximately 60%), from clinical and/
or neuroimaging data that were mailed to us (about 25%),
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or by phone call from the first author (M.Y.) to patients
or their relatives (15%). For deceased patients, informa-
tion about the day of death, cause of death, and detailed
information on patient condition changes was obtained by
telephone calls to relatives.

Study Design and Case Matching

Karlsson et al.® recently conducted a study of 1921
brain metastasis patients who underwent SRS. They re-
ported that although patients with a single metastatic
brain lesion survived longer than those with multiple
brain metastases, median survival times did not signifi-
cantly differ among patients with 2, 3-4, 5-8, or more
than 8 metastatic tumors. Also, using our database and
including the present cohort (of the 2553 patients, 2232
had 15 tumors or fewer), we used the Kaplan-Meier meth-
od'? to compare 14 pairs of groups based on number of
tumors (I tumor vs 2 tumors, 2 vs 3, 3 vs 4, and so on
through 14 vs 15). As shown in Table 1, among the 14
pairs, median survival times differed significantly only
for patients with 1 versus 2 tumors (p < 0.001); no signifi-
cant differences were detected for the other 13 pairs of
groups based on number of tumors (Bonferroni threshold
0.05/14 = 0.0036). Thus, we excluded 739 (28.9%) pa-
tients with a single metastatic brain lesion and studied the
remaining 1814 patients with multiple metastatic brain
tumors. These 1814 patients were divided into 2 groups;
those with 2—9 tumors (Group A, 1254 patients) and those
with 10 or more tumors (Group B, 560 patients).

Because there was bias and a large discrepancy in the
number of patients in groups A and B, a case-matched study
was conducted by one of the authors (Y.S)), who did not
participate in other aspects of this study and was blinded as
to the final outcomes. Patient selection was performed by
using the propensity score matching method with a Greedy
5-To-1 Digit-Matching algorithm® for clinical factors (i.e.,

M. Yamamoto et al.

age, sex, primary tumor status, extracerebral metastases,
KPS score, neurological symptoms, prior procedures [sur-
gery and WBRT], volume of the largest tumor, and periph-
eral doses).*? After all the propensity score matches had
been performed, we compared baseline covariates between
the 2 groups. Ultimately, 720 patients were selected (360
with 2-9 tumors [Group A] and 360 with 10 or more tu-
mors [Group B]) (Table 2).**34 The p values after matching
exceeded 0.05 for all clinical factors.

Clinical Qutcomes

The primary end point was overall survival, and the
secondary end points were neurological death, neurologi-
cal deterioration, local recurrence of the treated tumor,
repeat SRS for new lesions, and SRS-induced major com-
plications. For each end point, failures were regarded as
events,and any others were regarded as censored. Because
the criteria for each end point have been described 2%
they are not repeated herein.

Statistical Analyses

All data were analyzed according to the intention-
to-treat principle. For the baseline variables, summary
statistics were constructed by using frequencies and pro-
portions for categorical data and using means and stan-
dard deviations for continuous variables. We compared
patient characteristics by using the Fisher exact test for
categorical outcomes and t-tests for continuous variables,
as appropriate. The standard Kaplan-Meier method was
used for overall and neurological death—free survival cal-
culations.”? Also, to determine pre-SRS clinical factors
favoring longer survival time, we performed univariable
analysis by using the Cox proportional hazard model.

For time-to-event outcomes, we estimated the cumu-
lative incidence for local recurrence, repeat SRS, neuro-

TABLE 1: Median survival time differences between patient groups based on number of tumors*

No. of Tumors ~ No. of Patients ~ Median Survival Time (95% Cl), Months HR (95% Cl) Log-Rank p Valuet
1 739 10.6 (9.4-11.8)
2 390 74(6.7-8.4) 0.730 (0.641-0.831) <0.001 (vs 1)
3 235 8.0(6.4-9.2) 1.046 (0.883-1.236) 0.60 (vs 2)
4 189 71 (5.9-8.5) 0.994 (0.815-1.216) 0.96 (vs 3)
5 118 6.2 (5.1-7.6) 0.953 (0.751-1.213) 0.69 (vs 4)
6 115 7.0 (4.8-91) 1.030 (0.789-1.345) 0.83 (vs b)
7 69 8.1(5.0-10.6) 1.042 (0.759-1.420) 079 (vs 6)
8 80 5.5(3.2-6.5) 0.656 (0.468-0.916) 0.01(vs 7)
9 57 5.1 (3.7-7.0) 0.888 (0.625-1.253) 0.50 (vs 8)
10 69 7.0 (4.3-9.3) 1.186 (0.824-1.700) 0.35(vs9)
il 46 6.3 (3.7-9.1) 0.980 (0.665-1.432) 0.92 (vs 10)
12 32 71 (3.56-10.7) 1.063 (0.676-1.694) 0.79 (vs 11)
13 35 6.1(3.8-8.9) 0.971 (0.591-1.570) 0.96 (vs 12)
14 38 5.7 (2.6-10.0) 0.936 (0.580-1.504) 0.78 (vs 13)
16 20 8.5(3.8-11.0) 1,038 (0.578-1.810) 0.90 (vs 14)

* Data exclude 4 patients who were lost to follow-up.
t Parentheses indicate number of tumors in comparison group.
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TABLE 2: Summary of clinical characteristics of 720 patients with brain metastases*

No. of Tumors

Characteristic Total 2-9 (Group A) 210 (Group B) p Valuet
no. of patients 720 360 360
no, lost to follow-up 3 1(0.3%) 2(0.6%) 1.00
no. of tumors
mean il 4 17
median 9,10 4 14
range 2-69 2-9 10-69
age (yrs)
mean 63 63 63 0.98
range 25-96 26-96 25-91
sex: female 319 (44.3%) 154 (42.8%) 165 (45.8%) 0.45
primary cancer sites
lung 498 (69.2%) 251 (69.7%) 247 (68.6%) 0.81%
breast 101 (14.0%) 49 (13.6%) 52 (14.4%)
alimentary tract 61 (8.5%) 36 (10.0%) 25 (6.9%)
kidney 19 (2.6%) 7 (1.9%) 12(3.3%)
others 41 (5.7%) 17 (4.7%) 24 (6.7%)
primary cancer status: controlled 195 (27.1%) 104 (28.9%) 91 (25.3%) 0.31
extracerebral METs: no. 342 (47.5%) 169 (46.9%) 173 (48.1%) 0.82
KPS score 280% 542 (75.3%) 269 (74.7%) 273 (75.8%) 0.80
modified-RPA class
I+la 76 (10.6%) 42 (11.7%) 34 (9.4%)
i) 220 (30.6%) 106 (29.4%) 114 (31.7%) 0.35§
He-+Hll 424 (58.9%) 212 (58.9%) 212 (58.9%) 0.681
neurological Sx: no 353 (49.0%) 176 (48.9%) 177’ (49.2%) 1.00
prior surgery: yes 103 (14.3%) 54 (15.0%) 49 (13.6%) 0.67
prior WBRT: yes 36 (5.0%) 19 (6.3%) 17 (4.7%) 0.86
tumor volume (cm?)
cumulative
mean 10.88 11.45 10.31 0.26
range 0.08-115.3 0.08-115.3 0.15-814
largest tumor
mean 6.14 6.51 577 0.24
range 0.03-94.2 0.04-94.2 0.03-65.0
peripheral dose (Gy)
mean 20.62 20.51 20.72 0.35
range 10.00-25.00 10.00-25.00 12.00-25.00

* KPS = Karnofsky Performance Status; METs = metastases; Sx = symptoms.
T The Student t-test was used for continuous variables and the Fisher exact test for pairs of categorical variables.

1 Lung vs not lung.
§ Modified RPA Class I+la vs Iib.
1 Modified RPA Class [Ib vs lic+l.

logical deterioration, and major complications by using a
competing risk analysis because death is a competing risk
for loss to follow-up (i.e., patients who die can no longer
become lost to follow-up).*1222 Also, to identify baseline
and clinical variables associated with the 4 above-men-
tioned outcomes, we performed competing risk analyses
with the Fine-Gray generalization of the proportional
hazards model accounting for death as a competing
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risk.>” For modeling cumulative incidence, the Fine-Gray
generalization uses the subdistribution hazard, thereby
quantifying the overall benefit or harm of an exposure.?
All comparisons were planned, and the tests were
2-sided. A p value of less than 0.05 was considered to
be statistically significant. All statistical analyses were
performed by one of the authors (Y.S.) who used SAS
software, version 9.3 (SAS Institute), and the R statistical
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program, version 3.0.0. Before statistical analyses, inac-
curate records in the database were corrected (by Y.H.).
These 2 authors were not involved in either SRS treat-
ment or patient follow-up evaluations.

Results

Four patients were lost to follow-up and excluded
from analysis, leaving a cohort of 2549 patients. Among
these 2549 patients, the overall post-SRS median survival
time was 7.4 (95% CI 7.1-7.9) months. In the subset of
720 patients (excluding 3 patients lost to follow-up [1 in
Group A and 2 in Group B]), the median post-SRS fol-
low-up time among censored observations (39 patients)
was 16.7 (range 2.1-110.2) months, and 678 (94.2%) pa-
tients died. The post-SRS median survival time was 6.4
(95% CI 5.7-7.0) months. Actuarial survival rates after
SRS were 51.9%, 277%, 10.5%, 4.3%, and 1.6% at 6, 12,
24, 36, and 60 months, respectively. For 40 patients who
died, the cause of death could not be determined; but for
the remaining 638, the cause of death was confirmed to
be non-brain diseases for 576 (90.3%) and brain diseases
for 62 (9.7%). Among the subset of 720 patients, salvage
surgery was required for 4 patients and WBRT for 29
patients. There were no significant differences between
the 2 groups in the incidences of salvage surgery (0.6%
vs 0.6%, p = 1.00) and WBRT (3.1% vs 5.0%, p = 0.19)
(Table 3).

Comparisons Between Groups A and B

The post-SRS median survival time was slightly lon-
ger for patients in Group A (6.8 months) than for those
in Group B (6.0 months). However, the median survival
time difference, 0.8 months, did not reach statistical sig-
nificance, as shown in the graph on the left side of Fig. 1
(hazard ratio [HR] 1.133, 95% CI 0.975-1.320, p = 0.10).
Incidence rates for death caused by brain disease progres-
sion were very similar: 10.0% for Group A and 94% for
Group B (p = 0.89) (Table 3). Furthermore, neurological
death—free survival intervals did not differ significantly
between the 2 groups (HR 1.059, 95% CI 0.680-1.649, p
= 0.80) (Fig. 1 right).

TABLE 3: Crude incidence of outcomes after SRS*

M. Yamamoto et al.

Post-SRS follow-up MR images were available for
485 (674%) patients: 249 (69.2%) in Group A and 236
(65.6%) in Group B (p = 0.34). The median survival time
for patients in whom follow-up MRI examinations were
not available was 2.3 (95% CI 1.8-2.6) months. Therefore,
most patients in this group died or deteriorated remark-
ably because of extracerebral disease progression before
post-SRS MRI examinations could be performed. Among
these 485 patients, the incidence of local recurrence was
significantly lower for those in Group B than in Group
A (3.0% vs 84%, p = 0.01) (Table 3). Also, the cumula-
tive incidence of local recurrence differed significantly
between the 2 groups (HR 0.425, 95% CI 0.181-0.990, p
= 0.04) (Fig. 2A). Our criteria for detecting local recur-
rence by using MRI and/or methionine positron emission
tomography are detailed elsewhere '3

As shown in Table 3, among the 720 patients, the
incidence of repeat SRS for new lesions was signifi-
cantly lower among patients in Group B than in Group
A (237% vs 32.3%, p = 0.01). Also, there was a signifi-
cant difference between the 2 groups in the cumulative
incidence of repeat SRS for new lesions (HR 0.732, 95%
CI 0.554-0.970, p = 0.03) (Fig. 2B). There were no sig-
nificant differences between the 2 groups in the incidence
of neurological deterioration or SRS-related complica-
tions. Also, there were no significant differences between
the 2 groups in the cumulative incidence of neurological
deterioration (HR 0.994, 95% CI 0.607-1.469, p = 0.80)
(Fig. 2C) or SRS-related complications (HR 0.541, 95%
CI0.138-2.112, p = 0.38) (Fig. 2D).

Factors Affecting Longer Survival for Patients With 10 or
More Metastatic Brain Tumors

As shown in Table 4, univariable analysis demon-
strated that among various pre-SRS clinical factors, sig-
nificant predictors of a longer survival period for the 360
patients with 10 or more metastatic brain tumors were fe-
male sex, younger age, controlled primary cancer, no ex-
tracerebral metastases, better KPS score, better modified-
RPA class, smaller tumor volume, and higher peripheral
dose. Among these 8 factors, hazard ratios were higher
for patients with a KPS score of 80% or higher versus

Outcome Total 2-9 Tumors (Group A) 210 Tumors (Group B) p Value

no. of patients 720 360 360

neurological deatht 62(9.7) 32(10.0) 30(9.4) 0.89
salvage WBRT 29 (4.0) 1131 18 (5.0) 019
salvage surgery 4(0.6) 2(0.6) 2(0.6) 1.00
local recurrencet 28(5.8) 21(8.4) 7(3.0) 0.01
repeat SRS 201 (27.9) 116 (32.3) 85 (23.6) 0.01
neurological deterioration 81(11.3) 45 (12.5) 36 (10.0) 0.35
SRS-related complications 12(1.7) 9(2.5) 3(0.8) 014

* Values represent numbers of cases (%).

1 Data are for 638 patients for whom cause of death could be determined (319 in Group A and 319 in Group B).
1 Data are for 485 patients (249 in Group A and 236 in Group B); 235 patients were excluded because neuroimaging results were

not available.
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Fic. 1. Probabilities of overall survival (left) and neurological death~free survival (right) according to number of tumors (2-9
[Group A and 10 or more [Group B]), estimated by using the Kaplan-Meier method."? Three cases lost to follow-up were excluded.

MST = median survival time.

70% or lower, primary cancer controlled versus not con-
trolled, no extracerebral metastases versus extracerebral
metastases, and modified-RPA Class I+1la versus IIb and
Class IIb versus IIc+III. Also, as shown in Table 4, hazard
ratios and 95% confidence intervals for these 4 clinical
factors were nearly the same for patients in groups A and
B. All of the above-mentioned results differed minimally
between the 2 groups.

Discussion

In the study reported here, the post-SRS median sur-
vival time difference between the 2 groups, 0.8 months,
was not statistically significant. Furthermore, approxi-
mately 90% of patients with brain metastases died of
causes other than brain disease progression, regardless of
the number of metastatic tumors. The results for Group
B patients were not inferior to those for Group A patients
in terms of neurological death, local recurrence, repeat
SRS required for new tumors, maintenance of good neu-
rological state, and SRS-related complications. Because
approximately 90% of patients died of extracercbral dis-
eases, it is clearly crucial that brain metastasis treatments
contribute to maintenance of a good neurological state.
We thus consider it to be very important that the herein-
reported results of maintenance of a good neurological
state for patients with 10 or more tumors were clearly not
inferior to results for patients with 2-9 tumors. Cumula-
tive incidence rates of local recurrence and repeat SRS
for patients in Group A were rather high compared with
those for patients in Group B; these differences reached
statistical significance, although the reasons for their sig-
nificance are unclear. However, considering our large pa-
tient numbers and the fact that the upper 95% Cls (0.990
and 0.970) were very close to 1.0, p values (0.04 and 0.03)
were relatively high. Therefore, these differences are not
considered to be particularly crucial.

Because we have extensively discussed the benefits of
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SRS alone versus WBRT with or without SRS for patients
with multiple brain metastases in 2 previous articles,*
we will not repeat them here. However, it is noteworthy
that previously published studies show tumor numbers to
not significantly affect post-SRS overall survival 2133032
The central criticism of SRS alone for treatment of mul-
tiple brain metastases is the assumption that frequent mi-
croscopic tumors will soon require salvage SRS or other
treatments. Thus, WBRT has generally been advocated.
However, as reported by Aoyama et al., the longest time
that WBRT can be expected to prevent new tumors from
arising is 6-8 months.! We should remember that consider-
able numbers of patients with brain metastasis can survive
morte than | year, thereby outliving the effects of WBRT.
Fortunately, we already live in an era when a metastatic
brain lesion of 0.005 cm?® or even slightly smaller can be
detected with thin-slice, gadolinium-enhanced MR im-
ages.!! Hanssens et al. recently reported that according to
high-resolution MR imaging, SRS alone decreased the in-
cidence of and lengthened the time to distant recurrences.!”
Although data on periods between SRS and the appear-
ance of new lesions were not available in the study reported
here, the rate of repeat SRS among Group B patients was
not inferior to that among Group A patients. Therefore, the
availability of an alternative treatment for multiple brain
metastases enables reservation of WBRT for subsequent
treatment attempts (i.e., for meningeal dissemination or
miliary metastases treatable only with WBRT).

How Many Brain Metastases Make a Patient Ineligible for
SRS?

Current evidence-based guidelines have supported
the use of SRS for patients with 1-4 metastatic brain tu-
mors.”” However, such guidelines frequently lag behind
contemporary clinical practice because at least several
years are required for completion of rigorous prospective
clinical trials. Particularly with use of SRS with a Gam-
ma Knife, when targeting multiple tumors, each addition-
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Fie. 2. Cumulative incidence of local recurrence (A), repeat SRS (Re-SRS) for new lesions (B), neurological deterioration

(C), and major complications (D) according to number of tumors (2-9 [Group A] and 10 or more [Group B ), estimated by using
competing risk analysis. Three cases lost to follow-up were excluded. The estimated cumulative incidence of local recurrence
was based on 485 (249 in Group A and 236 in Group B) patients {235 patients were excluded because neuroimaging results

were not available).

al tumor adds approximately 10 minutes to the treatment
time if the tumors are relatively small and a newly loaded
unit is used. Therefore, for the past 1.5 decades, challeng-
es have been encountered when using SRS for patients
with 5 or more, or even 10 or more, metastatic brain tu-
mors.3813.152023.242628-3032 For our cohort of 560 patients
with 10 or more tumors, the post-SRS median survival
time of 5.6 (95% CI 4.9-6.4) months was slightly longer
than the 4 months reported by Rava et al.?° but similar to
the 6 months reported by Grandhi et al ®

The North American Gamma Knife Consortium is
currently conducting a prospective randomized study
entitled “A Randomized Controlled Study Of Neurocog-
nitive OQutcomes In Patients With Five Or More Brain
Metastases Treated With Radiosurgery Or Whole-Brain
Radiotherapy” (http:/www.clinicaltrials.gov/, identifier

22

309

NCTO01731704). The primary aim of that study is to com-
pare the changes in neurocognitive function outcomes be-
tween baseline and 6 months among patients who undergo
WBRT versus SRS. Patients with more than 4 metastatic
brain tumors are eligible for this study. The results are
expected to clarify the role of SRS alone versus WBRT.

Is SRS Alone for Multiple Brain Metastases Safe?

In 2002, the first author (MY} and colleagues report-
ed that in a series of 80 patients with 10 or more metastatic
brain tumors (median 17, maximum 43) undergoing SRS,
the estimated absorbed doses to the whole brain ranged
from 2.16 to 8.51 (median 4.71) Gy.* It was thus assumed
that these doses had not exceeded the threshold level of
radiation-induced injury to the whole brain. Kawabe et al.
presented evidence, based on 1246 SRS procedures for
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TABLE 4: Univariable analysis of survival after SRS among 720 matched patients with brain metastases

Radiosurgery for 2-9 versus 10 or more metastatic brain tumors

No. of Tumors

2-9 (Group A) =10 (Group B)
Factor HR (95% Cl) p Value HR (95% Cl) p Value

no. of patients 360 60
sex: Mvs F 1.309 (1.054-1.630) 0.01 1.351 (1.090-1.677) 0.006
age

continuous 1.007 (0.996-1.017) 0.20 1.015 (1.005-1.025) 0.002

>65 vs <65 yrs 1.213 (0.976-1.504) 0.08 1.278 (1.032-1.584) 0.02
no. of tumors

continuous 1,069 (1.018-1.121) 0.007 1.009 (0.995-1.022) 0.22

=13vs =14 1.141(0.920-1.417) 0.23
primary cancer: lung vs not lung 1.024 (0.808-1.289) 0.84 1.125 (0.890-1.413) 0.32
extracerebral METs

controlled vs not controlled 2.726 (2.112-3.550) <0.001 2.402 (1.856--3.108) <0.001

present vs absent 1.443 (1.163-1.791) <0.001 1,347 (1.088~1.670) 0.006
KPS score: 280% vs <70% 2140 (1.666-1.725) <0.001 3.206 (2.467-4.168) <0.001
modified-RPA class

I+lavs b 1.894 (1.298-2.826) <0.001 1.447 (0.975-2.211) 0.07

lih vs lic+l 2.211 (1.728-2.849) <0.001 2.451(1.926-3.136) <0.001
neurological Sx: yes vs no 1.412 (1.139-1.750) 0.002 1.201 (0.970-1.487) 0.09
prior surgery: yes vs no 0.921 (0.671-1.237) 0.59 0.795 (0.578-1.092) 015
prior WBRT: yes vs no 0.888 (0.540-1.371) 0.61 1.061(0.631-1.783) 0.82
tumor volume

cumulative 1.016 (1.008-1.023) <0.001 1.023 (1.014-1.032) <0.001

largest tumor 1.028 (1.014-1.041) <0.001 1.032 (1.018-1.045) <0.001
peripheral dose 0.954 (0.921-0.987) 0.007 0.938 (0.901-0.978) 0.003

900 patients with 5 or more metastatic brain tumors, that
total absorbed energy for the whole skull of 15 Joules is
clearly safe but that total absorbed energy exceeding 20
Joules carries an unacceptably high risk of causing radi-
ation-induced brain injury; the zone between lower and
higher risk may thus exist somewhere between 15 and 20
Joules (Kawabe T, Yamamoto M, Barfod BE, Urakawa Y:
Gamma knife radiosurgery for multiple brain metastases:
what is a safe integral dose for the whole skull? Paper
presented at the 10th Congress of International Stereo-
tactic Radiosurgery Society; Paris, France; May 9, 2011).
Furthermore, we also recently reported that among 167
brain metastasis patients who survived more than 3 years
after SRS, the number of tumors did not affect the in-
cidence of SRS-induced complications (HR 1.066, 95%
CI0.968-1.131, p = 0.1567).3! Our herein-reported results
show no apparent increased risk for complications with
SRS for patients with 5 or more metastatic brain tumors
compared with 4 or more metastatic brain tumors. Post-
SRS MR imaging confirmed the absence of leukoenceph-
alopathy in patients who had undergone SRS alone. Also,
in the study reported here, the cumulative incidence of
SRS-induced complications among Group B patients was
very similar to that among Group A patients. However,
only patients with Radiation Therapy Oncology Group
neurotoxicity Grade II or worse were counted in this
study.”® Usually, physicians who manage individual cases
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do not report minor problems like neurotoxicity Grade 0
or 1 to us. Therefore, the weakness of this study is that all
patients who experienced minor complications were not
surveyed.

How Should Good Candidates for SRS Alone Be Selected
From Among Patients With 10 or More Brain Metastases?

Grandhi et al.® very recently reported that both uni-
variable and multivariable analyses demonstrated that
significant predictors of longer survival were tumor num-
bers of 13 or fewer versus 14 or more, melanoma versus
other primary tumor types, better systemic disease status,
and higher RPA class. Our database included only 2 mel-
anoma patients. Thus, we could not test validity for mela-
noma versus other primary tumor types. In our study, we
did not find the number of tumors, either as continuous
or categorical variables (13 or fewer vs 14 or more), to
be a significant predictor of survival duration (Table 4).
Rather, our data indicate the following Lo favor a longer
survival period: controlled primary cancer, no extracere-
bral metastases, better KPS scores, and higher RPA class.
These factors were regarded as the 4 major prognostic
factors for selecting good candidates.

Study Weaknesses

The major weakness of this study might be that be-
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cause our cohort included all treated patients, clinical fac-
tors are obviously heterogeneous. Greater patient group
homogeneity makes a study more scientific. However,
heterogeneity actually reflects clinical settings rather
closely as we physicians often deal with clinical factors
that are not homogeneous. Particularly, our database in-
cluded some patients whose brain metastases were not
newly diagnosed. However, proportions of such patients
in the 2 groups were very small and did not differ signifi-
cantly (Table 2). Thus, this heterogeneity had only a mini-
mal effect on our results, as we have reported elsewhere.*
Treatment selection is considered to be largely influ-
enced by the characteristics of patients receiving a particu-
lar therapeutic regimen. This issue is important when esti-
mating the effect of treatments or exposures on outcomes
by using observational data. One approach for reducing or
eliminating the effect of treatment selection bias and con-
founding effects is to use propensity score matching, which
enables one to design and analyze an observational (non-
randomized) study that mimics some of the characteristics
of a randomized controlled trial.* Original tumor pheno-
types are now known to affect patient survival. Because
these data were lacking for most patients who underwent
SRS in the earlier years of our study period, we could not
include them as a clinical factor for case matching.

Conclusions

Post-SRS treatment results (i.e., median survival
time; neurological death—free survival time; and cu-
mulative incidence of local recurrence, repeat SRS for
new lesions, neurological deterioration, and SRS-related
complications were not inferior among Group B patients
when compared with those among Group A patients. We
conclude that carefully selected patients with 10 or more
metastatic brain tumors are not unfavorable candidates
for SRS alone. However, a randomized controlled trial is
necessary, in the near future, to clarify the most appropri-
ate role for SRS alone in patients with 10 or more meta-
static brain tumors.
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Intractable yawning associated with mature teratoma of the
supramedial cerebellum

Case report

Hiroak1 SAURA, M.D.,! TAkAAKI BEppu, M.D.,! HIDEKTI MATSUURA, M..D.,!
SuiGex1 Asaui, M.D.,2 Noriyuki Uesuer, M.D.,> Makoto Sasaki, M.D.,*
AND KUNIAKI OGASAWARA, ML.D.!

Departments of 'Neurosurgery and *Diagnostic Pathology and *Division of Ultrahigh Field MRI, Institute for
Biomedical Sciences Iwate Medical University, Morioka; and ?’Kohnodai Hospital National Center of Global
Health and Medicine, Ichikawa, Japan

Yawning occurs in various conditions such as hypoxia, epilepsy, and sleep disorders including sleep apnea.
Intractable yawning associated with a brain tumor has been rarely reported. A 19-year-old woman presented with
intractable yawning. Magnetic resonance imaging showed a tumor in the supramedial cerebellum that compressed the
dorsal side of the midbrain and upper pons. After subtotal removal of the tumor, the yawning completely disappeared.
Postoperative MRI showed resolution of compression of the brainstem. The tumor was histologically diagnosed as
a mature teratoma. The present case suggested that the intractable yawning resulted from the tumor compressing the

dorsal side of the junction between the midbrain and pons.
(http://thejns.orgldoilabs/10.3171/2014 4 JNS132243)

Kty Worps ¢
oncology

yawning *

poxia, epilepsy, and sleep disorders, including

sleep apnea. Neural networks among the pons,
hypothalamus, limbic system, and autonomic nervous
system may be associated with yawning.3¢%° However,
intractable yawning associated with a brain tumor has
rarely been reported.!

We report a rare case involving a patient who had a
mature teratoma in the supramedial cerebellum and suf-
fered from intractable yawning. After subtotal removal of
the tumor, the yawning completely disappeared.

“ .7AWNING occurs in various conditions such as hy-

Case Report

History and Examination. A 19-year-old woman with

Abbreviations used in this paper: PBN = parabrachial nucleus;
PVN = paraventricular nucleus.
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parabrachial nuclens -«

recurrent yawning visited a local hospital, and an intracra-
nial mass was detected on MRI. The patient visited our
institution 4 weeks after symptom onset. The yawning
occurred 20 times per minute and continued for approxi-
mately 60-90 minutes. Such yawning attacks occurred 2
or 3 times per week. Neurological examination demon-
strated no abnormal findings. Magnetic resonance imaging
depicted a high-intensity mass in the supramedial cerebel-
lum on T1- and T2-weighted images (Fig. 1). The tumor
compressed the dorsal midbrain and upper pons.

Blood gas analysis findings, including partial oxy-
gen pressure, were within normal limits during yawning.
Blood counts and biochemical data were also within nor-
mal limits. Although the patient’s score was 20/24 on the
Epworth Sleepiness Scale for detection of sleep disorders
(normal score < 11), polysomnography showed no abnor-
mality. Electroencephalography also demonstrated no ab-
normality. After improving her daily living environment
according to our advice, the patient’s Epworth Sleepi-
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Fic. 1. Axial T1-weighted (A), axial T2-weighted (B), and sagittal Gd-enhanced T1-weighted MR images (C) obtained when
the patient presented to our institution, showing a high-intensity mass in the supramedial cerebellum that compresses the dorsal

midbrain and the upper pons.

ness Scale score declined to 9/24. However, the yawning
continued for 2 years after the decrease in the Epworth
Sleepiness Scale score, and then diplopia developed.
Neurological examination demonstrated a right trochle-
ar nerve palsy. Magnetic resonance imaging showed no
change in the tumor.

Operation and Postoperative Course. The patient
underwent removal of the tumor through an occipital
transtentorial approach performed under general an-
esthesia. The tumor was hard and contained yellowish
fat tissue and calcified components. During surgery, we
found that the tumor adhered to the dorsal side of the
midbrain and upper pons and involved the right trochlear
nerve and the right superior cerebellar artery. Therefore,
the tumor except the part adhering to the dorsal midbrain
was removed. The surgical specimen was histologically
diagnosed as a mature teratoma composed of fat, muscle,
and nerve cells with poor heteromorphism. The yawning
completely disappeared immediately after surgery and
has not recurred 7 months after surgery. Postoperative
MRI showed a residual tumor at the dorsal midbrain and
resolution of the brainstem compression (Fig. 2).

Discussion

Based on blood gas analysis, the Epworth Sleepiness
Scale score, and findings on polysomnography and elec-
troencephalography, intractable yawning in this patient
was likely not caused by hypoxia, epilepsy, or a sleep
disorder such as sleep apnea. Furthermore, the yawning
disappeared immediately after surgery and did not recur
after surgery. These findings suggested that the yawning
was associated with a tumor in the supramedial cerebel-
lum that compressed the dorsal midbrain and upper pons.

The parabrachial area is located on the dorsal side
of the junction of the midbrain and pons and plays a role
in unifying the autonomic nervous system.*>’ In the hu-
man brain, the parabrachial area is a horseshoe-shaped
band of gray matter composed of the lateral parabrachial
nucleus (PBN), the Koélliker-Fuse nucleus, and the medial
PBN (Fig. 3 upper). These nuclei receive important affer-
ent fibers from the cardiovascular, respiratory, and gusta-
tory systems and project efferent fibers toward superior
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centers.’ On the other hand, the paraventricular nucleus
(PVN), which is located in the medial hypothalamus, is
a center of the autonomic nervous system and neuroen-
docrine system, and it is closely associated with yawn-
ing (Fig. 3 lower).*S An experimental study in rats dem-
onstrated the occurrence of yawning upon electrical or
chemical stimulation of the PVN.? Furthermore, the PVN
has reciprocal connections with brainstem autonomic
centers including the PBN.Z In particular, the PVN trans-
mits signals mainly from the lateral PBN. In the present
case, any extraordinary stimulation from the lateral PBN
in the brainstem to the PVN in the hypothalamus may
have led to the development of pathological yawning.

In this case, MRI showed that the tumor preopera-
tively compressed the dorsal side of the midbrain and up-

Fic. 2. Postoperative sagittal Gd-enhanced T1-weighted MR image
revealing a residual tumor at the dorsal midbrain and resolution of com-
pression of the brainstem.

J Neurosurg |/ Volume 121 | August 2014



Intractable yawning associated with mature teratoma

Fic. 3. Upper: The parabrachial area is composed of the lateral PBN
(a), the Kdlliker-Fuse nucleus (b), and the medial PBN (c). Lower: The
PVN is localized in the medial hypothalamus.

per pons, and this condition was resolved after surgery.
These findings suggested that the intractable yawning
might have resulted from the tumor compressing the PBN
located on the dorsal side of the junction of the midbrain
and pons.
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Abstract. Pineal parenchymal tumor of intermediate differ-
entiation (PPTID) is a rare disease, first classified by the
World Health Organization in 2000. The number of available
studies on the treatment of PPTID is currrently limited and the
optimal management for this disease has not yet been deter-
mined. We retrospectively evaluated the treatment outcomes
for PPTID at our institute and analyzed the roles of radia-
tion therapy and chemotherapy for this disease. The clinical
data on five patients diagnosed with PPTID since 2000 were
retrospectively reviewed. Patients with cerebrospinal dissemi-
nation at diagnosis received biopsy-only surgery, craniospinal
and whole-ventricular irradiation and chemotherapy. Patients
with locally limited disease at diagnosis received local or
whole-ventricular irradiation after surgery. The median
relapse-free and overall survival were 72.9 and 94.1 months,
respectively. Two of the five patients developed a relapse of
cerebrospinal dissemination after treatment and succumbed to
the disease. All the patients who received both craniospinal and
whole-ventricular irradiation exhibited evidence of cerebral
white matter abnormalities in magnetic resonance imaging and
developed neurocognitive disorders after treatment. Although
PPTID may be aggressive and has cerebrospinal fluid seeding
potential, PPTID patients may survive long-term, even after
recurrence. Considering the long survival time and the late
adverse effects due to intensive treatment, the irradiation field
and usage of chemotherapy after surgery require optimization.
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Introduction

Pineal parenchymal tumors are rare, accounting for <0.3%
of all primary central nervous system tumors (1). Pineal
parenchymal tumors are heterogeneous entities, exhibiting
considerable morphological variation. According to the
WHO classification for tumors of the central nervous system
(2007 revision), these tumors are histologically subdivided
into pineocytoma (grade I), pineoblastoma (grade IV), papil-
lary tumor of the pineal region (grade II or III) and pineal
parenchymal tumor of intermediate differentiation (PPTID)
(grade II or III) (2,3). PPTID is a fairly recently defined
disease. It was first classified by the WHO in 2000 as a pineal
parenchymal tumor with an intermediate prognosis between
pineocytoma and pineoblastoma. Determination of the mitotic
index and immunohistochemistry are used to pathologically
classify PPTIDs as grade II or ITI (2,3).

The treatment for pineal parenchymal tumors is
histology-dependent. Pineocytomas are treated with surgical
resection. If complete or subtotal resection is accomplished,
the outcome is favorable, even without adjuvant treatment (4,5).
By contrast, the treatment of pineoblastomas should consist
of surgery as well as adjuvant treatment, including chemo-
therapy and craniospinal irradiation. Occasionally, even more
aggressive treatment, including myeloablative chemotherapy
with stem cell rescue, may be required for the treatment of
pineoblastomas (6).

Unlike other histological subtypes, the optimal manage-
ment for PPTIDs remains to be determined, as it was relatively
recently characterized and is rather rare. In one series,
patients with PPTID who were treated with surgery alone
survived free of disease (7). At the other extreme, another
study described PPTIDs as tumors with seeding potential and
recommended postoperative treatment in a manner similar
to that for pineoblastomas (1). To the best of our knowledge,
the number of available studies on the treatment of PPTID
is limited, particularly regarding radiation therapy and
chemotherapy (8-10), whereas there are currently no treat-
ment reports for PPTID cases alone. The aim of this study
was to retrospectively evaluate the treatment outcomes of
patients with PPTID who received treatment at our institute
and analyze the effects of radiation therapy and chemotherapy
on this disease.
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Materials and methods

Record review. We conducted a retrospective record review
for patients who were diagnosed with PPTID and treated with
radiation therapy at our institute from 2000 onwards. Clinical
data, including Eastern Cooperative Oncology Group perfor-
mance status and Karnofsky performance status, pathological
results, imaging [computed tomography (CT) and magnetic
resonance imaging (MRI)], initial treatment, resection status,
details of chemotherapy, details of radiation therapy, initial
response to treatment, recurrence pattern and late adverse
toxicities, were collected.

The extent of surgical resection was assessed according
to the surgical and pathological reports and postoperative
imaging. The resection status was classified as previously
described: ‘gross total resection’ was defined as no evidence
of contrast-enhancing tumor on postoperative images;
‘R2-resection’ was any surgical tumor resection less than gross
total resection; and ‘biopsy only’ was no surgical tumor resec-
tion due to inoperability, with a biopsy performed to determine
tumor histology (10). The response to treatment was assessed
based on serial measurements of CT or MRI scans.

The criteria for response were as follows: complete
response (CR), disappearance of tumor; partial response
(PR), >50% decrease in tumor size; progressive disease, >25%
increase in tumor size or any appearance of new sites; stable
disease, all other situations. Relapse-free and overall survival
were calculated from the initiation of radiation therapy to
the date of relapse and to the date of death or last follow-up,
respectively. The endpoint of the analysis was the date of either
the last follow-up or the patient's death.

The appearance or exacerbation of cerebral white matter
abnormalities in MRI after treatment, neurocognitive effects,
pituitary function and incidence of cerebrovascular disease
were investigated as late effects of treatment, according to
the grading system of Radiation Therapy Oncology Group
(RTOG) common toxicity criteria and Common Terminology
Criteria for Adverse Events (CTCAE), version 3.0. The details
of the classification according to neurocognitive disorders are
as follows: RTOG (neurological/cortical) grade 1, mild somno-
lence or agitation; grade 2, moderate somnolence or agitation;
grade 3, severe somnolence, agitation, confusion, disorienta-
tion or hallucinations; and grade 4, coma, seizures and toxic
paralysis; and CTCAE (cognitive disturbance) grade 1, mild
cognitive disability, not interfering with work/school/life
performance, specialized educational services/devices not
indicated; grade 2, moderate cognitive disability, interfering
with work/school/life performance but capable of independent
living, specialized resources indicated on a part-time basis;
grade 3, severe cognitive disability, with significant impair-
ment of work/school/life performance; and grade 4, unable to
perform activities of daily living, with full-time specialized
resources or institutionalization indicated.

Patients. Five patients were diagnosed with PPTID and treated
at our institute between 2000 and 2011. Table I summarizes
the patients' backgrounds, tumor pathological characteristics
and treatment received. Two patients were male and three
were female. The median age at diagnosis was 52 years (range,
30-55 years). Two patients had evidence of cerebrospinal
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dissemination at diagnosis, as assessed by radiological find-
ings or cerebrospinal fluid (CSF) cytology. A cytological
examination of the CSF was performed prior to chemotherapy
and radiation therapy and craniospinal imaging was performed
throughout the therapy. The grade of the disease was
determined according to the number of mitoses and immunos-
taining for neurofilaments (grade 2, <6 mitoses and strongly
immunopositive for neurofilaments; grade 3, >6 mitoses or
<6 mitoses, but without strong immunostaining for neurofila-
ments) (2). The five patients were pathologically classified as
WHO grade 2 according to pathological criteria (Table I).

Treatment. None of the patients underwent a gross total
resection, due to the difficulty of tumor location and inva-
sion toward the thalamus or the surrounding eloquent
area. Three of the five patients had an R2-resection and the
remaining two patients, who had cerebrospinal dissemination
at diagnosis, had biopsy-only surgery (Table I).

All the patients were treated with external beam radiation
therapy with a 1.8-Gy fraction dose after surgery. Among the
five patients, two received 54 Gy directed at the primary lesion
following R2-resection; the two patients with cerebrospinal
dissemination at diagnosis received 36 Gy of craniospinal
irradiation and 18 Gy of whole-ventricular irradiation after
biopsy-only surgery. The remaining patient was initially
planned to receive 59.4 Gy of whole-ventricular irradia-
tion with concurrent chemotherapy following R2-resection;
however, irradiation was discontinued after administering
34.2 Gy due to severe sepsis after chemotherapy.

Four of the patients received six courses of combina-
tion chemotherapy with vincristine (0.6 mg/m?), nimustine
(60 mg/m?), carboplatin (110 mg/m? and interferon B
(3x10°1U) on day 1 and the same dose of vincristine and inter-
feron B on days 8 and 15 (Table I). The remaining patient was
administered radiation therapy alone following R2-resection.
The two patients with cerebrospinal dissemination at diagnosis
received sequential chemotherapy after radiation therapy and
the two patients without dissemination received concurrent
chemotherapy with radiation therapy after surgery.

All five patients underwent follow-up MRI or CT every
2 months during the first year after treatment. Further MRI or
CT follow-up were performed every 4-6 months after the first
year of follow-up.

Results

Outcome. Table II summarizes the treatment results of
the five PPTID patients included in the present study. The
patients appeared to have long-term survival. The median
relapse-free and overall survival were 72.9 and 94.1 months,
respectively (mean relapse-free survival, 65.1 months; range,
13.9-108.6 months; and mean overall survival, 79.9 months;
range, 13.9-108.6 months). Three of the five patients achieved
a CR and two attained a PR as an initial response to treatment
(Table IT). Although two of the patients developed a recurrence
after treatment, they survived long-term after treatment, with
overall survival times of 106.1 and 76.8 months (Table II).
These results demonstrated that, with optimized surgery,
radiation therapy and chemotherapy, PPTID patients have the
potential for long-term survival.
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Table 1. Patients' backgrounds, tumor pathological characteristics and treatment details.

Pathology
Age/gender [PS/KPS] Tumor Dissemination at Mitoses

Case no. (years) size (mm) time of diagnosis =~ WHO grade NFI (/10HPF) Ki-67 (%) Surgery Radiation therapy Chemotherapy
1 46/M [3/70] 38 - 2 Focal 0 1 R2 Local 54 Gy -

2 55/F [1/90] 37 - 2 + 0 15 R2 WVI34.2 Gy Concurrent
3 52/F [1/90] 22 + 2 + 0 10-15 Biopsy  CSI36 Gy +WVI 18 Gy Sequential
4 55/F [1/90] 30 + 2 + 0-1 5 Biopsy  CSI36 Gy + WVI 18 Gy Sequential

5 30/M [2/80] 25 - 2 + 0-1 1-2 R2 Local 54Gy Concurrent

PS, Eastern Cooperative Oncology Group performance status; KPS, Karnofsky performance status; M, male; F, female; WHO, World Health Organisation; NFI, neurofilament immunostaining; HPF,

high-power fields; R2, R2-resection; WVI, whole-ventricular irradiation; CSI, craniospinal irradiation.

Table II. Treatment outcomes and late adverse events after treatment.

Late effects after treatment
Initial Alive Relapse-free Overall survival White matter Neurocognitive Pituitary function =~ Cerebrovascular
Caseno. response (recurrence)  survival (months) (months) abnormalities (time after RT)  disorders (time after RT) disorders disorders
1 CR No (yes) 36.0 106.1 - - - -
CR Yes (no) 108.6 108.6 Yes (6 months) - - -
3 PR Yes (no) 94.1 94.1 Yes (7 months) Yes (6 years) GH deficiency
Hypothyroidism -
4 PR No (yes) 72.9 76.8 Yes (5 months) Yes (4 years) GH deficiency -
5 CR Yes (no) 139 139 - - - -

RT, radiotherapy; CR, complete response; PR, partial response; GH, growth hormone.
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