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stéréotaxique !
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e Aucun conflit d'intérét.







e =-Taille: plutdt de petites tumeurs bien limitées... mais...
e-Nombre: encore plus de mais...

¢ -Localisation: idéalement loin des organes radiosensibles. ..
mais. ..

* -Repositionnement hyperpreécis sine qua non: masques de
contention, systemes de contention avec compression, imagerie
embarquée, tables de traitement 6D...ciblage dynamique

| ( « tracking » respiratoire)
teChﬂlqueS e-Imagerie diagnostique et de planification de pointe

e-Avanceées technologiques des machines: flux de
photons, microlames, arcs, mouvements (cyberknife)...

Conditions

el a premiere publication de SBRT date de 1995. Blomgren et al.
Acta Oncologica.







Seattle Cancer Care Alliance

Dose distributions for a proton (left) and photon (right) craniospinal plan prescribed to 23.4 Gy (relative biological
equivalents) are illustrated for comparison. The proton craniospinal plan provides considerable sparing of normal
tissues anterior to the spinal canal and delivers a significantly reduced total integral dose to the patient.




¢RADIOCHIRURGIE: contention chirurgicale, marges=0 !
une fraction, encéphale, taille en général moins de 2 cm.

*RADIOTHERAPIE STEREOTAXIQUE: peu de
fractions, marges moins de 5 mm

A Fixed head frame : B Bite plate and thermoplastic mask g

Head frame
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Contour Pinnacle [Gy] Tol[Gy] Resultat Commentaire

CTV :D 90% = 25.7 > 24 SUCCES RTOG0631: sans dev.

PTV :D 95% = 24.7 > 24 SUCCES SC24: maximiser D95

PTV :D 50% = 26.6 > 26.4 SUCCES etude multi-centre

PTV :D 50% = 26.6 < 28.8 SUCCES etude multi-centre

PTV :D 0.02cc= 29.3 > 30 ****EVALUER**** etude multi-centre

PTV :D 0.02cc= 29.3 < 32.4 SUCCES etude multi-centre

PTV :D 0.02cc= 29.3 < 36 SUCCES SC24: limite

PTV-(PRV+3.7mm) :D 99% = 24 > 24 SUCCES optimal si gradient >8%/mm
PTV-(PRV+3.7mm) :D 95% = 24.9 > 24 SUCCES tres bien si gradient >8%/mm
PTV-(PRV+3.7mm) :D 50% = 26.7 > 26.4 SUCCES etude multi-centre
PTV-(PRV+3.7mm) :D 50% = 26.7 < 28.8 SUCCES etude multi-centre
PTV-(PRV+3.7mm) :D 0.02cc= 29.3 > 30 ****EVALUER**** etude multi-centre
PTV-(PRV+3.7mm) :D 0.02cc= 29.3 < 36 SUCCES SC24: limite

PTV- (PRV+3mm) :D 99% = 23.9 > 24 ****EVALUER**** optimal si gradient >10%/mm
PTV- (PRV+3mm) :D 95% = 24.8 > 24 SUCCES tres bien si gradient >10%/mm
PTV- (PRV+3mm) :D 50% = 26.6 > 26.4 SUCCES etude multi-centre

PTV- (PRV+3mm) :D 50% = 26.6 < 28.8 SUCCES etude multi-centre

PTV- (PRV+3mm) :D 0.02cc= 29.3 > 30 ****EVALUER**** etude multi-centre

PTV- (PRV+3mm) :D 0.02cc= 29.3 < 32.4 SUCCES etude multi-centre

PTV- (PRV+3mm) :D 0.02cc= 29.3 < 36 SUCCES SC24: limite

Dose_hors_ PTV :D 1lcc= 25 < 26.4 SUCCES SC24: suggestion

Dose_hors_ PTV :D 0.02cc= 25.9 < 27.6 SUCCES RTOGO0631: limite

Dose_hors_ PTV :D 2cc= 24.4 < 25.2 SUCCES RTOG0631: sans dev.

Dose_hors PTV :D 3cc= 23.8 < 25.2 SUCCES RTOGO0631: limite

Hors PTV+20mm :D 0.02cc= 11 < 13.5 SUCCES ss dev Dmax a 2cm du PTV

Hors PTV+20mm :D 0.02cc= 11 < 15.8 SUCCES limite Dmax a 2cm du PTV

Hors PTV+15mm :D 0.02cc= 12.5 < 25.2 SUCCES RTOGO0631: limite

Hors PTV+10mm :D 0.02cc= 14.6 < 25.2 SUCCES RTOG0631: sans dev.

moelleMD :D 0.02cc= 7.5 < 12.5 SUCCES Saghal IJROBP 85(2) 2013: TC 1%
moelleMD :D 0.02cc= 7.5 < 14.6 SUCCES Saghal IJROBP 85(2) 2013: TC 2%
moelleMD :D 0.02cc= 7.5 < 15.7 SUCCES Saghal IJROBP 85(2) 2013: TC 3%
moelleMD :D 0.02cc= 7.5 < 16.4 SUCCES Saghal IJROBP 85(2) 2013: TC 4%
moelleMD :D 0.02cc= 7.5 < 17 SUCCES Saghal IJROBP 85(2) 2013: TC 5%
sac_thecal :D 0.02cc= 14.6 < 17 SUCCES Sc24

poumon_GCHE :D 3% = 5.5 < 20 SUCCES Sc24

poumon_GCHE :D 10% = 3.2 < 10 SUCCES Sc24

poumon_GCHE :D 35% = 0.5 < 5 SUCCES Sc24

poumon_GCHE :Dmoy = 1 < 5 SUCCES Sc24

poumon DRT :D 3% = 6.4 < 20 SUCCES Sc24

poumon DRT :D 35% = 0.4 < 5 SUCCES Sc24

poumon DRT :Dmoy = < 5 SUCCES Sc24

trachee :D 0.02cc= 0.4 < 20 SUCCES Sc24

coeur :D 0.02cc= 6.5 < 25 SUCCES LO a partir de BROO1

coeur :D 15cec= 4.1 < 20 SUCCES LO a partir de BROO1

gros vaisseaux :D 0.02cc= 25.6 < 37.4 SUCCES LO a partir de BROO1

gros vaisseaux :D 10cc= 12.2 < 32.5 SUCCES LO a partir de BROO1

oesophage :D 0.02cc= 17.5 < 20 SUCCES Sc24

peau :D 0.02cc= 6.6 < 27.5 SUCCES LO a partir de BROO1

peau :D 10cc= 4.4 < 26 SUCCES LO a partir de BROO1
MOELLE+2mm :D 0.02cc= 12.8 < 17 SUCCES Sc24

EXTERNE R50 :D 112.1cc= 11.2 < 12 SUCCES Compacite R50% sans dev
EXTERNE R50 :D 153.2cc= 9.3 < 12 SUCCES Compacite R50% limite




Clinical Investigation: Central Nervous System Tumor

International Spine Radiosurgery Consortium Consensus
Guidelines for Target Volume Definition in Spinal
Stereotactic Radiosurgery

Brett W. Cox, MD,*'! Daniel E. Spratt, MD,*'* Michael Lovelock, PhD,’

Mark H. Bilsky, MD,* Eric Lis, MD,® Samuel Ryu, MD,!' Jason Sheehan, MD,

Peter C. Gerszten, MD, MPH,** Eric Chang, MD, " Iris Gibbs, MD,* Scott Soltys, MD,*
Arjun Sahgal, MD, Joe Deasy, PhD," John Flickinger, MD,!! Mubina Quader, PhD, !
Stefan Mindea, MD, 'Y and Yoshiya Yamada, MD*
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Trial: SERIEA+B
Absolute
224 Gy

21.4 Gy
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Plan : CARTE 2

site : crane
Dose prescrite

Serie : Serie A
Nom du fichier source

3

0.0

SERIE A
fSRS 5fx

nb fraction : 5.0

nb fr/jour : 1 fx/jour
G://Radio-oncologie - physicien//criteres dosi//criteres roiv35c.txt

Contour Pinnacle [Gy] Tol [GY] Resultat Commentaire

PTV-A :D 95% = 25.4 > 25 SUCCES limite puisque petites marges
PTV-A :D 99.9% = 24.3 > 23. SUCCES limite puisque petites marges
PTV-A :D 0.02cc= 27.9 < 30 SUCCES Minitti: Iso. presc. 80%-90%
PTV-A :D 0.02cc= 27.9 > 27. SUCCES Minitti: Iso. presc. 80%-90%
PTV-B :D 95% = 29.9 > 30 ****EVALUER**** limite puisque petites marges
PTV-B :D 99.9% = 28.8 > 28. SUCCES limite puisque petites marges
PTV-B :D 0.02cc= 32.7 < 36 SUCCES Minitti: Iso. presc. 80%-90%
PTV-B :D 0.02cc= 32.7 > 33 ****EVALUER**** Minitti: Iso. presc. 80%-90%
PTV-C :D 95% = 30.2 > 30 SUCCES limite puisque petites marges
PTV-C :D 99.9% = 28.6 > 28. SUCCES limite puisque petites marges
PTV-C :D 0.02cc= 33.3 < 36 SUCCES Minitti: Iso. presc. 80%-90%
PTV-C :D 0.02cc= 33.3 > 33 SUCCES Minitti: Iso. presc. 80%-90%
cerveau-GTV :D 15.3cc= 24.2 < 21. ** ¥ *EVALUER**** calculateur:possible mais diff.
cerveau :D 20cc= 23.9 < 24 SUCCES HyTEC T.C. < 10%

cerveau :D 20cc= 23.9 < 24 SUCCES HyTEC T.C. < 10%

cerveau :D 30cc= 19.2 < 24 SUCCES HyTEC T.C. < 20%

cerveau :D 30cc= 19.2 < 24 SUCCES HyTEC T.C. < 20%

troncMD :D 0.02cc= 27.5 < 23 ****EVALUER**** UK 2018: opti. (tres prudent)
troncMD :D 0.02cc= 27.5 < 31 SUCCES UK 2018: obligatoire grade3+
hypophyse :D 0.02cc= 4.4 < 27. SUCCES local BED<102.6Gy2 (54Gy/30fx)
0eilDRT :D 0.02cc= 1.5 < 22. SUCCES APPROX

cristallinDRT :D 0.02cc= 1.2 < 2 SUCCES local optimal

cristallinDRT :D 0.02cc= 1.2 < 5 SUCCES local limite

0eil1GCHE :D 0.02cc= 1.3 < 22. SUCCES APPROX

cristallinGCHE :D 0.02cc= 1.1 < 2 SUCCES local optimal

cristallinGCHE :D 0.02cc= 1.1 < 5 SUCCES local limite

cochlee DRT :Dmoy = 21.3 < 25 SUCCES UK 2018: obligatoire grade3+
cochlee GCHE :Dmoy = 5.7 < 25 SUCCES UK 2018: obligatoire grade3+
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Trial: SERIE A

Slice 41: 7 =32.60 cm AIP 0,10,20,30,40,50,60,70,80,90%

Slice 503: X = 8.45 cm AIP 0,10}, 20,30,40,50,60,70,80,90%
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Cancer

Review Article (& Free Access
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Daniel J. Tandberg MD, Betty C. Tong MD, Bradley G. Ackerson BS, Chris R. Kelsey MD 3%
irst published: 19 December 2017 | https://doi.org/10.1002/cncr.31196 | Citations: 44 i ‘ ’ 5 ’]

Surgery versus stereo}tactic body radiation therapy for stage |
non-small cell lung cancer: A comprehensive review

Radiographic changes in the lung after SBRT. (A1,A2) No lung parenchymal
changes 10 months after SBRT (12.5 Gy x 4). (B1/B2) Diffuse ground glass 12
months after SBRT (18 Gy x 3). (C1/C2) Diffuse consolidation 3 months after SBRT
(12.5 Gy x 4). (D1/D2) Masslike fibrosis 18 months after SBRT (18 Gy x 3). SBRT
indicates stereotactic body radiation therapy.
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Lancet Oncol. 2015 June ; 16(6): 630-637. doi:10.1016/S1470-2045(15)70168-3. 100 \_‘Y_‘_\_‘ |
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3-year overall survival (95% Cl):

Stereotactic ablative radiotherapy versus lobectomy for
operable stage | non-small-cell lung cancer: a pooled analysis of

Overall survival (%)

two randomised trials 401 SABR 95% (85-100); surgery 79% (64-97)
HR (95% C1): 0-14 (0-017-1-190)
Joe Y Chang’, Suresh Senan’, Marinus A Paul, Reza J Mehran, Alexander V Louie, Peter 201 — SABR
log-rank p=0-037 —— Surgery
0 1 |l 1 1 1 ] ] I 1 1
Number at risk

SABR 31 31 29 27 22 18 17 15 7 1 0
Surgery 27 24 22 18 13 13 10 5 4 3 1

B
100
Methods—Eligible patients in the STARS and ROSEL studies were those with clinical T1-2a z - :& [ 1
(<4 cm), NOMO, operable NSCLC. Patients were randomly assigned in a 1:1 ratio to SABR or E
lobectomy with mediastinal lymph node dissection or sampling. We did a pooled analysis in the 5 60 -
intention-to-treat population using overall survival as the primary endpoint. Both trials are ¢
registered with ClinicalTrials.gov (STARS: NCT00840749; ROSEL: NCT00687986). ‘G 40 3yearrecumence-freesurvival (95% CI)
£ SABR 86% (74-100); surgery 80% (65-97)
Findings—>58 patients were enrolled and randomly assigned (31 to SABR and 27 to surgery). é - HR (95% C1): 0-69 (0-21-2-29)
= log-rank p=0-5379
0 T Ll 1 1 1 ] ] 1 1 1
0 6 12 18 24 30 36 42 48 54 60
. Time (months)
Number at risk
SABR 31 31 28 24 20 18 17 14 7 1 0
Surgery 27 23 22 17 13 13 10 5 4 3 1



Clinical Trial > Lancet. 2019 May 18;393(10185):2051-2058. doi: 10.1016/S0140-6736(18)32487-5.
Epub 2019 Apr 11.

Stereotactic ablative radiotherapy versus standard of
care palliative treatment in patients with
oligometastatic cancers (SABR-COMET): a
randomised, phase 2, open-label trial

David A Palma ', Robert Olson 2, Stephen Harrow 3, Stewart Gaede 4, Alexander V Louie 4,
Cornelis Haasbeek 3, Liam Mulroy ©, Michael Lock 4, George B Rodrigues , Brian P Yaremko 4,
Devin Schellenberg 7, Belal Ahmad 4, Gwendolyn Griffioen 3, Sashendra Senthi &,

Anand Swaminath 2, Neil Kopek 1%, Mitchell Liu ', Karen Moore 3, Suzanne Currie 3,

Glenn S Bauman 4, Andrew Warner 4, Suresh Senan 2

Summary

Background The oligometastatic paradigm suggests that some patients with a limited number of metastases might be
cured if all lesions are eradicated. Evidence from randomised controlled trials to support this paradigm is scarce. We
aimed to assess the effect of stereotactic ablative radiotherapy (SABR) on survival, oncological outcomes, toxicity, and
quality of life in patients with a controlled primary tumour and one to five oligometastatic lesions.

Methods This randomised, open-label phase 2 study was done at 10 hospitals in Canada, the Netherlands, Scotland,
and Australia. Patients aged 18 or older with a controlled primary tumour and one to five metastatic lesions, Eastern
Cooperative Oncology Group score of 0-1, and a life expectancy of at least 6 months were eligible. After stratifying by the
number of metastases (1-3 vs 4-5), we randomly assigned patients (1:2) to receive either palliative standard of care
treatments alone (control group), or standard of care plus SABR to all metastatic lesions (SABR group), using a
computer-generated randomisation list with permuted blocks of nine. Neither patients nor physicians were masked to
treatment allocation. The primary endpoint was overall survival. We used a randomised phase 2 screening design with
a two-sided a of 0-20 (wherein p<0-20 designates a positive trial). All analyses were intention to treat. This study is
registered with ClinicalTrials.gov, number NCT01446744.

Findings 99 patients were randomised between Feb 10, 2012, and Aug 30, 2016. Of 99 patients, 33 (33%) were assigned to
the control group and 66 (67%) to the SABR group. Two (3%) patients in the SABR group did not receive allocated
treatment and withdrew from the trial; two (6%6) patients in the control group also withdrew from the trial. Median
follow-up was 25 months (IQR 19-54) in the control group versus 26 months (23-37) in the SABR group. Median overall
survival was 28 months (95% CI 19-33) in the control group versus 41 months (26-not reached) in the SABR group
(hazard ratio 0-57, 95% CI 0-30-1-10; p=0-090). Adverse events of grade 2 or worse occurred in three (9%) of 33 controls
and 19 (29%) of 66 patients in the SABR group (p=0-026), an absolute increase of 20% (95% CI 5-34). Treatment-related
deaths occurred in three (4-5%) of 66 patients after SABR, compared with none in the control group.

Interpretation SABR was associated with an improvement in overall survival, meeting the primary endpoint of this
trial, but three (4-5%) of 66 patients in the SABR group had treatment-related death. Phase 3 trials are needed to
conclusively show an overall survival benefit, and to determine the maximum number of metastatic lesions wherein
SABR provides a benefit.
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Figure 2: Overall survival (A) and progression-free survival (B)
SABR«stereotactic ablative radiotherapy. HR<hazard ratio.




Stereotactic ablative radiotherapy for operable stage | WO
non-small-cell lung cancer (revised STARS): long-term results o
of asingle-arm, prospective trial with prespecified i
° = 404
comparison to surgery &
—— SABR
209 ___ VATS L-MLND group
Joe Y Chang, Reza | Mehran, Lei Feng, Vivek Verma, Zhongxing Liao, James W Welsh, Steven H Lin, Michael S OReilly, Melenda D Jeter, Log-rank p-0-49
Peter A Balter, Stephen E McRae, Donald Berry, John VV Heymach, Jack A Roth, on behalf of The STARS Lung Cancer Trials Group™ ° o 12 24 36 48 60 72 84
Number at risk
SUrmmary (mmsg:;“:‘d) 80 (0) 78(0) 73(0) 69 (4) 51(15) 39(22) 11(28)
Background A previous pooled analysis of the STARS and ROSEL trials showed higher survival after stereotactic VATS L-MLND Z,x 80 (0) 79.(1) 74 (2) 63 (2) 61(4) 54(5) 37 (14)
ablative radiotherapy (SABR) than with surgery for operable early-stage non-small-cell lung cancer (NSCLC), but that
analysis had notable limitations. This study reports long-term results of the revised STARS trial, in which the SABR B
group was re-accrued with a larger sample size, along with a protocol-specified propensity-matched comparison with s
a prospectively registered, contemporary institutional cohort of patients who underwent video-assisted thoracoscopic £ so. M‘
surgical lobectomy with mediastinal lymph node dissection (VATS L-MLND). 3
3 60
Methods This single-arm prospective trial was done at the University of Texas MD Anderson Cancer Center (Houston, £
TX, USA) and enrolled patients aged 18 years or older with a Zubrod performance status of 0-2, newly diagnosed and s 4o
histologically confirmed NSCLC with NOMO disease (squamous cell, adenocarcinoma, large cell, or NSCLC not i
otherwise specified), and a tumour diameter of 3 ¢m or less. This trial did not include patients from the previous £ 204
pooled analysis. SABR dosing was 54 Gy in three fractions (for peripheral lesions) or 50 Gy in four fractions (for . Log-rank p-0-57
central tumours; simultaneous integrated boost to gross tumour totalling 60 Gy). The primary endpoint was the o 12 24 36 43 60 72 84
3.year overall survival. For the propensity-matching analysis, we used a surgical cohort from the MD Anderson Number at risk
Department of Thoracic and Cardiovascular Su ’s prospectivel istered, institutional review board-approved (nccier camsored)
database of all patients with clinical stage 1 NSCl'.%e:vyho l:mdg:\cvmt \YUS%‘SL-MLND during the period of enrol‘:t‘:ent in VATS L- :t:g ::z 33 EZ; 2 ‘3: 6; ((g: 22 i:; ;g 1:3), :’15 ::;?] 3?, ﬁii;
this trial. Non-inferiority could be claimed if the 3-year overall survival rate after SABR was lower than that after VATS
L-MLND by 12% or less and the upper bound of the 95% CI of the hazard ratio (HR) was less than 1-965. Propensity "
matching consisted of determining a propensity score using a multivariable logistic regression model including T o R
several covariates (age, tumour size, histology, performance status, and the interaction of age and sex); based on the = 804
propensity scores, one patient in the SABR group was randomly matched with one patient in the VATS L-MLND -
group using a 5:1 digit greedy match algorithm. This study is registered with ClinicalTrials.gov, NCT02357992. é 60
Findings Between Sept 1, 2015, and Jan 31, 2017, 80 patients were enrolled and included in efficacy and safety analyses. ; 40+
Median follow-up time was 5-1 years (IQR 3.9-5-8). Overall survival was 91% (95% CI 85-98) at 3 years and 87% E
. . . 20~
(79-95) at 5 years. SABR was tolerated well, with no grade 4-5 toxicity and one (1%) case each of grade 3 dyspnoea, ~
grade 2 pneumonitis, and grade 2 lung fibrosis. No serious adverse events were recorded. Overall survival in the . Log-rank p-0-69
propensity-matched VATS L-MLND cohort was 91% (95% CI 85-98) at 3 years and 84% (76-93) at 5 years. Non- o 12 24 36 48 60 72 84
inferiority was claimed since the 3-year overall survival after SABR was not lower than that observed in the VATS . Time from treatment start (months)
L-MLND group. There was no significant difference in overall survival between the two patient cohorts (hazard (wm:;';
ratio 0-86 [95% CI 0-45-1-65], p=0-65) from a multivariable analysis. SABRgroup 80 (0) 78(0) 73(3) 69 (4) 51(16) 39(12) 11 (28)
VATS L-MLND group 80 (0) 79(1) 74(3) 6E(6) 61(5) 54 (6) 37an
Interpretation Long-term survival after SABR is non-inferior to VATS L-MLND for operable stage IA NSCLC. SABR Figure 3: Overall survival (A), progression-free survival (B), and lung cancer-specific survival (C) among
remains promising for such cases but multidisciplinary management is strongly recommended. patients treated with SABR or VATS L-MLND

SABR«stereotactic ablative radiotherapy VATS L-MLND-video-assisted thoracoscopic surgical lobectormy with
mediastinal lyrmph node dissection.



In The Lancet Oncology, Joe Chang and colleagues present the results of the new
revised STARS cohort of an additional 80 patients with medically operable early-
stage NSCLC treated with SABR.# The authors should be congratulated on the
robust study conduct. Every patient was evaluated by a high-volume thoracic
surgeon (>100 cases per year) to determine operative candidacy, and rigorous
pretreatment assessment including pulmonary function tests, endobronchial
ultrasound bronchoscopy (EBUS), and PET within 10 weeks. SABR was
exceptionally well tolerated, possibly reflecting a cohort of younger patients with
few comorbidities, with only a single case (1%) of grade 3 dyspnoea and no grade 4
or worse toxicity. The median follow-up of 5-1 years (IQR 3-9—5-8) was sufficient
to assess oncological outcomes. Overall survival with SABR was impressive (91%
[95% CI 85—98] at 3 years and 87% [79—95] at 5 vears) and provide the highest
quality evidence so far, to our knowledge, to support its use in operable patients.
These compare favourably with trials done more than a decade ago, such as RTOG
0618 (which included patients who could tolerate lesser resections, 4-year overall
survival of 56%) and JCOG 0403 (in which PET staging was optional, 5-year
overall survival of 54%).5, 6



Patients (n=80)

Age, years
Sex
Male
Female
Zubrod performance status
0
1
Histology
Squamous cell carcinoma
Adenocarcinoma
NSCLC, not otherwise specified
Tumour stage
TiaNOMO
T1bNOMO
Tumour size, cm
Tumour site
Left lower lobe
Left upper lobe
Right lower lobe
Right middle lobe
Right upper lobe
Tumour location
Central
Peripheral
Baseline smoking status
Current
Former
Never
Baseline FEV,, % predicted
Baseline FVC, % predicted
Baseline DLCO, % predicted

Data are mean (SD) or n (%). DLCO=diffusion capacity of the lungs for carbon
monoxide. FEV,=forced expiratory volume in 1 s. FVC=forced vital capacity.

NSCLC=non-small-cell lung cancer.

68-8(7-9)

44 (55%)
36 (45%)

55 (69%)
25 (31%)

13(16%)
63 (79%)
4(5%)

52 (65%)
28 (35%)
1-83 (056)

10 (13%)
18 (22%)
11(14%)
3(4%)
38 (47%)

26(33%)
54 (67%)

16 (20%)
50 (63%)
14 (18%)
85-8% (19-1)
94-4% (16-5)
81-4% (16-9)

Grade 2 Grade 3

Dyspnoea 0 1(1%)
Pneumonitis 1(1%) 0
Pulmonary fibrosis 1(1%) 0

All adverse events of any grade except for grade 1 are shown. There were no
grade 4 or § adverse events. SABR«stereotactic ablative radiotherapy.

Table 2: Toxicity of SABR in the 80 evaluable patients

| Table 1: Baseline characteristics

Lancet Oncol. 2021 Oct;22(10):1448-1457




Fig. 1 Example of a 45-year-
old male MGMT methylated
glioblastoma patient exhibiting
transient increases in contrast
enhancement followed by sub-
sequent resolution, indicative of
pseudoprogression, following
treatment with concurrent radia-
tion therapy and temozolomide
followed by adjuvant temozo-
lomide

2 Weeks
Post-RT

10 Weeks
Post-RT

18 Weeks
Post-RT

34 Weeks
Post-RT

50 Weeks
Post-RT

J Neurooncol
DOI 10.1007/s11060-017-2375-2



Diagnosis

| 4

6 months .. 6 months ~ .

03'
.

A flurodeoxyglucose positron emission tomography (PET) was obtained to help differentiate between recurrence and fibrosis. The PET
reading suggested an inflammatory response but could not rule out recurrence. This patient has been followed for 18 months and is without
recurrence.
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Avantages chez les patients plus agés:
-efficaciteé,

-tolérance

-moins de séances: problemes de transport,
déconditionnement, toxicité financiere...
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