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Background. Standard therapy for localised, resectable high risk soft tissue sarcomas consists of wide excision and
radiotherapy over several weeks. This freatment schedule is hardly feasible in geriatric and frail patients. In order not
to withhold radiotherapy from these patients, hypofractionated radiotherapy with 25 Gy in 5 fractions was evaluated
in a geriatric patient population.

Patients and methods. A retrospective analysis was performed of 18 geriatric patients with resectable high risk soft
fissue sarcomas of exfremities and thoracic wall. Wound healing and short term oncologic outcome were analysed.
In addition, dose constraints for radiotherapy of the extremities were transferred from normofractionated to hypofrac-
fionated radiotherapy regimens.

Results. Feasibility was good with 17/18 patients completing treatment as planned. Wound healing complication
rate was in the range of published data. Two patients developed local and distant recurrence, two patients isolated
distant recurrences. No isolated local recurrences were observed. Keeping the constraints was possible in all cases
without compromising the coverage of the target volume.

Conclusions. Hypofractionated radiotherapy and surgery was well tolerated even in this specific patient population.
With feasibility concerning early wound healing problems and adapted constraints, which allow for the treatment of
most resectable extremity fumours, the concept warrants further evaluation in patients unfit for standard radiotherapy.
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Introduction termediate or high French Federation of Cancer

Centers Sarcoma Group [FNCLCC] grading) con-
Standard treatment for localised high risk soft tis-  sists of wide excision plus radiotherapy over ap-
sue sarcomas (subfascial, large tumours with in-  proximately 5 weeks preoperatively or 6-7 weeks
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postoperatively.! This results in a treatment period
of approximately 12 weeks, including the recovery
phases after radiation or wound healing before the
adjuvant radiotherapy. In select cases and at spe-
cialized centers chemotherapy and / or locoregion-
al hyperthermia are added.”* With this approach,
local control is rather high for extremity tumours
reaching 90%.> Oncologic outcome is mostly de-
termined by distant metastases, especially in the
lungs.

This standard approach is almost not feasible in
geriatric, frail patients with daily appointments at
the radiotherapy department over 5-7 weeks and
an overall treatment time of approximately three
months, rehabilitation not included. Thus, radio-
therapy is omitted in this patient population in a
large proportion of cases. Even in patients over 65
years of age, 20% did not receive radiotherapy.”®
For geriatric patients, hypofractionated radiother-
apy (with or without stereotactic treatment ap-
proaches) has been proposed as a feasible option.’

For localised high risk soft tissue sarcoma, dif-
ferent radiotherapy fractionations have been re-
ported as summarized by Haas ef al.1 For example,
in analogy to hypofractionated regimens in rectal
cancer, a fractionation of 25 Gy in 5 fractions on
consecutive days has been used.!! A retrospective
analysis of 272 patients describes local recurrences
in 19% of patients with 7% of patients develop-
ing toxicities requiring a second surgery.!? For the
subgroup of myxoid liposarcoma local recurrence
rate was even lower.!® 25 Gy in 5 fractions in com-
bination with chemotherapy has been reported as a
phase 2 trial protocol.’ The advantage for geriatric
patients is the significantly reduced overall treat-
ment time and the limited daily visits to the radia-
tion oncology department making it more feasible
as an outpatient treatment. Thus, radiotherapy is
an option even in frail geriatric patients who other-
wise would undergo surgery alone due to the high
burden of daily visits to radiation treatment units
over several weeks.

With altered radiotherapy fractionation regi-
mens, normal tissue constraints developed for nor-
mofractionated radiotherapy with doses of 1.8 Gy
to 2.0 Gy per fraction have to be revisited or newly
developed. Especially with higher doses per frac-
tion such as used in stereotactic radiotherapy, dose
constraints have to be reconsidered.!®

The aim of this study was to assess the feasibil-
ity concerning completion of treatment and early
wound healing after preoperative hypofractionat-
ed radiotherapy for high risk soft tissue sarcomas
in a geriatric patient population. In addition, dose
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constraints for radiotherapy of sarcomas of the ex-
tremities have been transferred from normofrac-
tionated radiation schedules to hypofractionated
treatment.

Patients and methods

Starting in 2018, hypofractionated preoperative
radiotherapy was introduced at our institution for
geriatric patients with newly diagnosed high risk
soft tissue sarcomas with an indication for additive
radiotherapy (large, deep seated, intermediate or
high grade tumours) not eligible for normofrac-
tionated (neo) adjuvant radiotherapy over several
weeks. In 2020 the regimen was introduced in the
second center which included patients in the anal-
ysis. All geriatric patients (> 75 years, frail, not eli-
gible for normofractionated radiotherapy) treated
with 25 Gy in 5 fractions for preoperative radio-
therapy were included in this analysis. The analy-
sis was approved by the Ethics Committee of both
centers (508/2020 BO).

Eighteen patients presenting with large soft tis-
sue masses suspicious of soft tissue sarcoma un-
derwent biopsy of the lesion and staging with at
least computed tomography (CT) of the lungs and
local contrast enhanced magnetic resonance imag-
ing (MRI) or CT after confirmation of the diagnosis.
After surgical and anaesthesiological evaluation of
the patients, the treatment schedule was discussed
in a multidisciplinary tumour board including
confirmation that patients were unfit for normof-
ractionated radiotherapy. Given the resectability
of the tumour and the operability of the patient,
preoperative hypofractionated radiotherapy was
offered to the patients. Surgery was planned ap-
proximately 3-4 weeks after completion of radio-
therapy. Additional preoperative imaging between
the end of radiation therapy and surgical resection
was not obligatory. However, preoperative staging
was carried out in selected cases. In order to limit
the loss of quality of life and avoid complications
of hospitalization for geriatric patients, most radio-
therapy treatments were planned and performed
on an outpatient basis.

Radiation treatment planning was performed
after informed consent by the patient and/or the
legal guardian. 3D conformal radiotherapy as well
as intensity modulated radiotherapy (IMRT) was
planned based on a planning CT with individual
patient positioning depending on the anatomical
localisation of the sarcoma. Target volume delinea-
tion followed the recommendations for radiother-
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apy of high risk soft tissue sarcomas.’® The gross
tumour volume (GTV) was contoured on the plan-
ning CT by the aid of diagnostic contrast-enhanced
MR and / or CT imaging. In most cases a clinical
target volume (CTV) was created with a margin of
3 cm around the GTV in a longitudinal direction
and 1.5 cm in a radial direction in case of extremity
sarcomas. The CTV was corrected for anatomical
borders. The planning target volume (PTV) margin
was chosen between 0.5 and 1.0 cm according to
the expected positioning precision.

Dose prescription followed the respective
International Commission on Radiation Units and
Measurements (ICRU) recommendations. For the
coverage of the target volume a dose of 95%-107%
of the prescribed dose was aimed at for the GTV.
The PTV was to be covered with dose to 98% of
the contoured volume (D98) > 90% and dose to
2% of the contoured volume D2 < 107% of the
prescribed dose, respectively. Most patients were
treated with 3D conformal radiotherapy (n = 15).
In case of better sparing of organs at risks (OARs)
IMRT techniques were used, mostly volumetric arc
therapy (VMAT), n = 3. Radiation planning param-
eters were recorded for seven patients with lower
extremity sarcomas. For two patients with lower
limb sarcomas radiotherapy planning parameters
are missing. Analysis was focussed on lower ex-
tremity sarcomas as these pose the highest risk
for pathologic fractures after radiotherapy and the
published dose constraints also were limited to
lower extremity. D98 was recorded for GTV and
CTV. Dose constraints were evaluated according to
the re-calculated constraints. The whole femur and
tibia were contoured for the analysis of constraints
for bone concerning pathologic fractures for thigh
and calf tumours, respectively.

Surgical approaches also had to be tailored to
the specific patient population of elderly and frail
patients. Wide resection taking into account result-
ing functional deficits or the resulting necessity of
plastic surgery was omitted in select cases accept-
ing R1 or even R2 resection if patients would have
been endangered with more radical surgical pro-
cedures.

Local MRI examinations (or CT for not MRI-
eligible patients) and lung imaging were carried
out during the follow-up. Clinical and pathological
data were collected and analysed. Resection status
as well as percentage of vital cells in the surgical
specimen was recorded. Wound healing complica-
tions were recorded and graded according to the
need for additional surgical interventions during
the postoperative period.

Statistical analysis was performed with IBM
SPSS Version 26 and GraphPad Version 8. Means
were compared by two-sided Student’s t-test.
Survival times were estimated with the Kaplan
Meier method. Correlations of continuous vari-
ables were described using Pearson correlation
coefficients. Chi-square test was used to describe
correlations between categorized variables.

Results
Patient population

Median patient age was 83.7 years (range 79.4-91.4
years). All patients included showed at least two
features of high risk soft tissue sarcomas (subfascial
localisation, intermediate or high grading accord-
ing to FNCLCC or size > 5 cm). All tumours were
located in extremities or superficial trunk wall, no
retroperitoneal sarcomas were included. The most
common histology was undifferentiated sarcoma,
not otherwise specified (NOS). All patients had un-
dergone biopsy for histopathologic confirmation of
the diagnosis and had been staged with CT of the
lungs prior to therapy to exclude pulmonary me-
tastases. An overview of the patients is provided
in Table 1. General condition and frailty of patients
were assessed interdisciplinary with surgeons, an-
aesthesiologists and radiation oncologists. In case
patients with extremity and superficial trunk wall
sarcomas were not fit for several weeks of treat-
ment or patients and legal guardians would have
declined radiotherapy at all in case of five week
treatment, hypofractionated irradiation was of-
fered as an alternative.

Feasibility

All patients finished the five planned radiotherapy
sessions. No radiation toxicity > grade 1 (Common
Terminology Criteria for Adverse Events [CTCAE]
V4.0) was observed. All but one patient underwent
wide resection after a median of 29 days (range
15-45 days) after end of radiotherapy. One patient
deteriorated in the Eastern Cooperative Oncology
Group (ECOG) performance status after radiother-
apy. Thus, the patient and the legal guardian opted
against moving forward to surgery and preferred a
best supportive care strategy which left the patient
with a good palliative radiotherapy treatment. All
patients undergoing surgery were released from
hospital, 30 day mortality rate after surgery was
0%. Five of 17 patients undergoing surgery de-
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TABLE 1. Patient characteristics and postoperative complications

Age at Size Days to Resection Postoperative

diagnosis Herellbeutey [em] slielizey il resection status complication gelllou g
85 forearm 7.5 NOS 2 45 1 hematoma alive, NED
91 lower leg 5.4 NOS no surgery lost to follow up
82 thigh 7.0 myxofibrosarcoma 2-3 25 0 alive, NED
84 forearm 6.0 SpinElog 8 18 0 alive, NED

myxofibrosarcoma
local and distant

91 thigh 5.5 NOS 3 15 2 recurrence
79 thoracic wall 7.7 liposarcoma 2 29 0 alive, NED
80 gluteus 10.0 NOS 3 30 0 alive, NED
84 thigh 3.7 leiomyosarcoma 8 34 0 alive, NED
. " wound healing local and distant
83 thigh 10.0 liposarcoma 3 21 1 complication recurrence
wound healing alive, distant
. Pyt recurrence lower
80 thigh 8.0 NOS 8 31 0 cor:eprl(ljcrggon, leg, curative
freatment
. . wound healing .
90 thigh 8.5 leiomyosarcoma 2 29 0 complication alive, NED
85 axilla 9.2 liposarcoma 2 31 1 alive, NED
82 thigh 17.0 liposarcoma 2 23 0 alive, NED
87 thoracic wall 5.0 NOS 3 20 0 alive, NED
. wound healing "
82 thoracic wall 9.0 NOS 3 23 0 complication alive, NED
distant
91 upper arm 5.2 NOS 3 31 0 EEERES
. myxoid -
81 thigh 8.3 fibrosarcoma 3 31 0 alive, NED
81 upper arm 8.3 NOS 2 32 0 alive, NED

NED = no evidence of disease; NOS = not otherwise specified

Femur

®

FIGURE 1. Example of a radiation plan for a thigh sarcoma. The 3D conventional radiotherapy plan shows a good dose coverage for the target volumes
(even for this case of the largest fumour in our series with 17 cm) (A). The dose constraints for bones concerning pathologic fractures described below
were kept (B).
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TABLE 2. Dose constraints

463

Constraints

Bone a/p=18Gy a/p =2.8Gy
V40 < 64% V23.4 < 64% V24.8 < 64% [18]
Dmean < 37 Gy Dmean <22.4 Dmean < 23.6 Gy [18]
D2 <59 Gy D2 <293 Gy D2 <31.3 Gy [18]
Circumferential < 50 Gy Circumferential < 26.4 Gy Circumferential < 28.3 Gy Institutional standard
Soft tissue a/p =2.0 Gy

Circumferential < 40 Gy

Circumferential < 23.7 Gy

Institutional standard

veloped wound healing complications requiring
a second surgical intervention. In 4 additional pa-
tients, minor wound complications occurred (three
times seroma requiring puncture, once protracted
wound healing and hematoma). An example of
a treatment plan for a thigh sarcoma (the largest
tumour in our cohort) shows good feasibility and
dose coverage of the target volume while keeping
all dose constraints described below (Figure 1).

Oncologic outcomes

Median follow up for all patients was 5.1 = 1.6
months. Three tumours were resected with micro-
scopically positive margins. In one patient a wide
resection without major functional deficits was not
feasible. Therefore, a planned positive margin re-
section was performed. None of the tumours de-
veloped a pathologic remission with < 10% vital
tumour cells in the resection specimen. Percentage
of vital tumour cells was 50% median with a range
of 20-95%. The percentage of vital tumour cells did
not correlate with the time from end of radiother-
apy to surgery (Pearson correlation coefficient r =
- 0.01). Two patients developed a local recurrence,
one patient with simultaneous distant metastases
five months after start of treatment, one patient
3 months after start of treatment after having de-
veloped distant metastases 2 months after start of
therapy. All patients developing local recurrences
had positive surgical margins. One patient devel-
oped pulmonary metastases 3 months after treat-
ment. One patient developed one new distant sar-
coma lesion which was treated curatively (Tablel).
Thus, estimated local control and disease free sur-
vival at 6 months was 92 + 8% and 84 + 10%, respec-
tively. All tumours which developed local and/or
distant recurrence showed poorly differentiated
histologies (G3).

Dose constraints

As the dose constraints used for radiotherapy of
extremity sarcomas (especially for bone concern-
ing pathologic fractures and soft tissue concerning
lymphedema) have been developed for normofrac-
tionated radiotherapy with 1.8-2.0 Gy per fraction,
the question arises, what the corresponding dose
constraints for hypofractionated radiotherapy with
25.0 Gy in 5 fractions are. In order to get an esti-
mate of equivalent doses, a literature search was
performed to find a/f3 values for bone fracture
and soft tissue. For pathologic rib fractures after
radiotherapy for breast cancer o/p values between
1.8 Gy and 2.8 Gy were described.!” To our knowl-
edge, a/f3 values for soft tissue concerning lymph
oedema have not yet been reported, for the calcula-
tion we opted for a value of 2.0 Gy (typically as-
sumed for late radiation toxicity). With an estimate
of the ot/ values, corresponding doses for institu-
tional constraints as well as published constraints
for bone fractures in the radiotherapy of soft tis-
sue sarcomas were calculated as shown in Figure 2.
Dose per fraction for the constraints for normofrac-
tionated radiotherapy was fixed to 2 Gy, although
dose per fraction varies with the number of frac-
tions for the same total dose (e.g. 40 Gy circumfer-
ential would refer to a dose per fraction of 1.6 Gy
for 25 fractions in preoperative radiotherapy or 1.2
Gy for postoperative radiotherapy in 33 fractions).

With our institutional constraint for bone irra-
diation at extremities, including the whole bone
in the irradiated volume, is unproblematic as the
corresponding constraint to 50.0 Gy for the whole
bone circumference is between 26.4 Gy and 28.3
Gy depending on the assumed o/ value and thus
above the prescribed dose. The corresponding
dose constraints based on the constraints reported
by Dickie et al., are shown in Table 2. With our in-
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_ d+a/B
EQD2 = 2 Gy+a/B

5d°+5a/Bxd _
2 Gy+a/B = EQD2

5xd*+50/B xd=EQD2x (2 Gy + o/B)

EQD2 x (2 Gy+a/B) -0

d?+ o/B xd- .

_0(/_[3+ (oc/B)2+EQD2x(2 Gy + a/B)

d=-=3 4 5

(a/B)?  constryy x (2 Gy + a/B)
P 5

a/
constryg, = 5x | — TB +

FIGURE 2. Starting from the equation for equivalent dose 2 Gy (EQD?2) for a
hypofractionated radiation regimen in 5 fractions, the quadratic equation
for the single dose in five fractions corresponding to the known EQD2 was
derived. Solving the quadratic equation leads to the dose per fraction for
five fractions corresponding fo the given EQD2 (assuming a known a/B
value for tumour control or side effects in OARs, respectively). Dose per
fraction for the constraints for normofractionated radiotherapy was fixed
to 2 Gy, although dose per fraction varies with the number of fractions
for the same total dose (e.g. 40 Gy circumferential dose would refer to a
dose per fraction of 1.6 Gy for 25 fractions in preoperative radiotherapy or
1.2 Gy for postoperative radiotherapy in 33 fractions). As dose constraints
for normofractionated radiotherapy normally are not corrected for
number of fractions in clinical plan evaluation, they were not corrected
to EQD2 for the transfer to the hypofractionated regimen. constr,., =
constraint for hypofractioanted radiotherapy. constr, = consfraint for
normofractioanted radiotherapy.

stitutional standard for the whole circumferential
soft tissue to avoid lymphedema of circumferential
40.0 Gy, corresponding dose for 25.0 Gy in 5 frac-
tions is 23.7 Gy (with an assumed o/ value of 2.0
Gy). Thus sparing of at least a part of the circum-
ferential soft tissue is crucial to keep the constraint
during hypofractionated radiotherapy with 25.0
Gy in 5 fractions (for details see Table 2).

Radiotherapy planning results

For seven patients with lower extremity sarcomas
dose coverage of the target volume as well as the
newly established dose constraints for bone were
recorded. GTV coverage was good in all cases.
CTV coverage was below the dose aimed for in
one of the six patients (large calf sarcoma with
a CTV reaching the skin in large areas). All dose
constraints described in Table 2 were met in all pa-
tients (Figure 3). Circumferential dose constraints
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FIGURE 3. Radiation planning parameters were evaluated for
seven of nine patients with sarcomas of the lower extremity.
For bone constraints concerning pathologic fracture the whole
femur or the whole fibia were contoured for thigh and calf
sarcomas, respectively. Black bars indicate the median values,
red bars indicate the assumed constraints as described in Tbl
2 and in the main text (for bone with a/f = 1.8 Gy, worst case
scenario). Gross fumour volume (GTV) coverage was reached
in all cases. D98 for clinical farget volume (CTV) fell short in one
patient with a large calf sarcoma with a CTV reaching the skin
in large areas. Re-calculated dose constraints for pathologic
fracture were not reached in any case.

to the bone and soft tissue circumference were met
in all cases (data not shown).

Discussion

High risk soft tissue sarcomas in geriatric patients
pose difficult treatment decisions.”? Standard
therapy for these tumours consisting of multimod-
al therapy over several weeks to months is hardly
feasible.20?! Surgical approaches are also limited
by the functional reserves of patients. Additional
radiotherapy significantly reduces the risk of lo-
cal recurrence.?? In an analysis of geriatric patients
with a lower age than in our group including also
low risk tumours (American Joint Committee on
Cancer [AJCC] stage I) only 22% received radio-
therapy. The recurrence rate was comparable or
even higher than in our cohort with 27%.%2 Thus,
the strategy of hypofractionated preoperative radi-
otherapy followed by wide resection of the tumour
was adopted for this specific patient population.
With pre-treatment interdisciplinary patient
evaluation, feasibility of the multimodal concept
was good with 17 of 18 (94%) patients complet-
ing treatment (radiotherapy and surgery). One
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patient did not undergo surgery after completing
radiotherapy which resulted in palliative radio-
therapy to reduce symptoms caused by the tumour.
Postoperative complication rate is not significantly
higher than reported for soft tissue sarcomas in gen-
eral with 5 of 17 (30%) patients requiring surgical
intervention compared to 29 of 122 (24%) in a large
retrospective analysis (Chi-square: p = 0.17).2 In a
systematic review and metaanalysis, lower rates
for re-surgeries of 16% were reported. However,
the specific patient population in our study repre-
sents a high risk population for wound complica-
tion concerning the described risk factors of age, co-
morbidities and deep-seated high-grade tumours.?

Our early oncologic results with a local control
rate of 92% and a disease-free survival of 84% after
6 months, respectively, were comparable to pub-
lished data of 87% and 76%, respectively in a data-
set of 188 patients with longer follow up.? None of
the patients in our analysis developed an isolated
local recurrence. Although the reported dataset is
limited in number of patients and short follow-up,
our data do not hint at an excessive risk for local
recurrence taking into account compromised sur-
gical approaches and chemotherapy options in this
specific patient cohort.

To our knowledge, this is the first presentation
of the transfer of dose constraints for radiotherapy
of the extremities (focusing on bone and soft tis-
sue) for the altered fractionation schedule with 25.0
Gy in 5 fractions. To our knowledge, the quantita-
tive analyses of normal tissue effects in the clinic
(QUANTEC) publications do not comment on dose
constraints for bone concerning pathologic fracture
or soft tissue related to lymph edema.” We calcu-
lated adjusted dose constraints from our institu-
tional constraints for normofractionated radio-
therapy as well as from dose constraints published
as risk factors for pathologic fractures in sarcoma
radiotherapy.!® Keeping the adjusted institutional
constraints was possible in all cases treated in this
series without compromising target volume cover-
age. The constraints listed in the table are a starting
point to develop guidance for the altered fractiona-
tion in hypofractionated preoperative radiotherapy
for extremity soft tissue sarcomas. However, with
assumptions to be made such as the /(3 value that
is hardly known for pathologic fractures or lymph
oedema (to our knowledge the only report is on rib
fractures after radiotherapy to the thoracic wall),
long term side effects of this treatment schedule
will need further evaluation.!”

Another field for further development of dose
constraints (even for normofractionated radio-

therapy) would be taking into account the number
of fractions and calculating dose constraints with
equivalent dose 2 Gy (EQD?2) correction. This strat-
egy would allow for better comparison of dose
constraints and side effects between different ra-
diotherapy fractionation schedules as reported by
Jaikuna et al.?

Conclusions

In conclusion, hypofractionated preoperative ra-
diotherapy is a feasible and (at least concerning
acute wound complications) safe treatment option
for geriatric patients with high risk soft tissue sar-
coma after critical interdisciplinary evaluation by
the surgeon and anesthesiologist as well as the ra-
diation oncologist. The treatment concept warrants
further evaluation in this distinct patient popula-
tion in order to enable perioperative radiotherapy
for high risk soft tissue sarcomas.

Acknowledgment

F. Eckert was partly supported by the Deutsche
Krebshilfe under grant 70114187.

References

1. O’Sullivan B, Davis AM, Turcotte R, Bell R, Catton C, Chabot P, et al.
Preoperative versus postoperative radiotherapy in soft-tissue sarcoma of
the limbs: a randomised trial. Lancet 2002; 359: 2235-41. doi: 10.1016/
S0140-6736(02)09292-9

2. Eckert F, Braun LH, Traub F, Kopp HG, Sipos B, Lamprecht U, et al.
Radiotherapy and hyperthermia with curative intent in recurrent high
risk soft tissue sarcomas. Int J Hyperthermia 2018; 34: 980-7. doi:
10.1080/02656736.2017.1369174

3. EckertF, Gani C, Kluba T, Mayer F, Kopp HG, Zips D, et al. Effect of concurrent
chemotherapy and hyperthermia on outcome of preoperative radiotherapy
of high-risk soft tissue sarcomas. Strahlenther Onkol 2013; 189: 482-5. doi:
10.1007/s00066-013-0312-7

4. Le Cesne A, Ouali M, Leahy MG, Santoro A, Hoekstra HJ, Hohenberger P,
et al. Doxorubicin-based adjuvant chemotherapy in soft tissue sarcoma:
pooled analysis of two STBSG-EORTC phase Il clinical trials. Ann Oncol 2014;
25: 2425-32. doi: 10.1093/annonc/mdu460

5. Crompton JG, Ogura K, Bernthal NM, Kawai A, Eilber FC. Local control of
soft tissue and bone sarcomas. J Clin Oncol 2018; 36: 111-7. doi: 10.1200/
JC0.2017.75.2717

6. Pervaiz N, Colterjohn N, Farrokhyar F, Tozer R, Figueredo A, Ghert M.
A systematic meta-analysis of randomized controlled trials of adjuvant
chemotherapy for localized resectable soft-tissue sarcoma. Cancer 2008;
113: 573-81. doi: 10.1002/cncr.23592

7. Greto D, Saieva C, Loi M, Desideri |, Delli Paoli C, Lo Russo M, et al.
Patterns of care and survival in eederly patients with locally advanced
soft tissue sarcoma. Am J Clin Oncol 2019; 42: 749-54. doi: 10.1097/
COC.0000000000000594

8. Jones RL. Sarcomas and old age: few options for such a large patient popula-
tion. Future Oncol 2019; 15: 11-5. doi: 10.2217/fon-2019-0489

Radiol Oncol 2021; 55(4): 459-466.

465



466

Potkrajcic V et al. / Hypofractionated sarcoma radiotherapy in geriatric patients

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Pfeffer MR, Blumenfeld P. The changing paradigm of radiotherapy
in the elderly population. Cancer J 2017; 23: 223-30. doi: 10.1097/
PP0O.0000000000000271

Haas RL, Miah AB, LePechoux C, DelLaney TF, Baldini EH, Alektiar K, et al.
Preoperative radiotherapy for extremity soft tissue sarcoma; past, present
and future perspectives on dose fractionation regimens and combined
modality strategies. Radiother Oncol 2016; 119: 14-21. doi: 10.1016/j.
radonc.2015.12.002

Siegel R, Burock S, Wernecke KD, Kretzschmar A, Dietel M, Loy V, et al.
Preoperative short-course radiotherapy versus combined radiochemo-
therapy in locally advanced rectal cancer: a multi-centre prospectively
randomised study of the Berlin Cancer Society. BMIC Cancer 2009; 9: 50.
doi: 10.1186/1471-2407-9-50

Kosela-Paterczyk H, Szacht M, Morysinski T, Lugowska |, Dziewirski W,
Falkowski S, et al. Preoperative hypofractionated radiotherapy in the treat-
ment of localized soft tissue sarcomas. Eur J Surg Oncol 2014; 40: 1641-7.
doi: 10.1016/j.ejs0.2014.05.016

Kosela-Paterczyk H, Szumera-Cieckiewicz A, Szacht M, Haas R, Morysinski T,
Dziewirski W, et al. Efficacy of neoadjuvant hypofractionated radiotherapy in
patients with locally advanced myxoid liposarcoma. Eur J Surg Oncol 2016;
42: 891-8. doi: 10.1016/j.ejs0.2016.02.258

Spencer RM, Aguiar Junior S, Ferreira FO, Stevanato Filho PR, Kupper BE,
Silva ML, et al. Neoadjuvant hypofractionated radiotherapy and chemo-
therapy in high-grade extremity soft tissue sarcomas: Phase 2 Clinical Trial
Protocol. JMIR Res Protoc 2017; 6: €97. doi: 10.2196/resprot.6806

Emami B. Tolerance of normal tissue to therapeutic radiation. Reports
Radiother Oncol 2013; 1: 35-48. doi: 10.1016/0360-3016(91)90171-y

Wang D, Bosch W, Roberge D, Finkelstein SE, Petersen |, Haddock M, et
al. RTOG sarcoma radiation oncologists reach consensus on gross tumor
volume and clinical target volume on computed tomographic images for
preoperative radiotherapy of primary soft tissue sarcoma of extremity in
Radiation Therapy Oncology Group studies. Int J Radiat Oncol Biol Phys
2011; 81: e525-8. doi: 10.1016/j.ijrobp.2011.04.038

Overgaard M. Spontaneous radiation-induced rib fractures in breast can-
cer patients treated with postmastectomy irradiation. A clinical radio-
biological analysis of the influence of fraction size and dose-response
relationships on late bone damage. Acta Oncol 1988; 27: 117-22. doi:
10.3109/02841868809090331

Dickie Cl, Parent AL, Griffin AM, Fung S, Chung PW, Catton CN, et al. Bone
fractures following external beam radiotherapy and limb-preservation sur-
gery for lower extremity soft tissue sarcoma: relationship to irradiated bone
length, volume, tumor location and dose. Int J Radiat Oncol Biol Phys 2009;
75: 1119-24. doi: 10.1016/j.ijrobp.2008.12.006

Garbay D, Maki RG, Blay JY, Isambert N, Piperno Neumann S, Blay C, et al.
Advanced soft-tissue sarcoma in elderly patients: patterns of care and sur-
vival. Ann Oncol 2013; 24: 1924-30. doi: 10.1093/annonc/mdt059

Hoefkens F, Dehandschutter C, Somville J, Meijnders P, Van Gestel D. Soft
tissue sarcoma of the extremities: pending questions on surgery and ra-
diotherapy. Radiat Oncol 2016; 11: 136. doi: 10.1186/s13014-016-0668-9

Larrier NA, Czito BG, Kirsch DG. Radiation Therapy for Soft Tissue Sarcoma:
Indications and controversies for neoadjuvant therapy, adjuvant therapy,
intraoperative radiation therapy, and brachytherapy. Surg Oncol Clin N Am
2016; 25: 841-60. doi: 10.1016/j.50c.2016.05.012

Callegaro D, Miceli R, Bonvalot S, Ferguson P, Strauss DC, Levy A, et al.
Impact of perioperative chemotherapy and radiotherapy in patients with
primary extremity soft tissue sarcoma: retrospective analysis across major
histological subtypes and major reference centres. Eur J Cancer 2018; 105:
19-27. doi: 10.1016/j.ejca.2018.09.028

Tsuda Y, Ogura K, Kobayashi E, Hiruma T, Iwata S, Asano N, et al. Impact of
geriatric factors on surgical and prognostic outcomes in elderly patients
with soft-tissue sarcoma. Jpn J Clin Oncol 2017; 47: 422-9. doi: 10.1093/
jjco/hyx016

Moore J, Isler M, Barry J, Mottard S. Major wound complication risk factors
following soft tissue sarcoma resection. Eur J Surg Oncol 2014; 40: 1671-6.
doi: 10.1016/j.ejs0.2014.10.045

Slump J, Bastiaannet E, Halka A, Hoekstra HJ, Ferguson PC, Wunder JS, et
al. Risk factors for postoperative wound complications after extremity soft
tissue sarcoma resection: A systematic review and meta-analyses. J Plast
Reconstr Aesthet Surg 2019; 72: 1449-64. doi: 10.1016/].bjps.2019.05.041

Radiol Oncol 2021; 55(4): 459-466.

26.

27.

28.

Sabolch A, Feng M, Griffith K, Rzasa C, Gadzala L, Feng F, et al. Risk factors
for local recurrence and metastasis in soft tissue sarcomas of the extremity.
Am J Clin Oncol 2012; 35: 151-7. doi: 10.1097/COC.0b013e318209cd72

Bentzen SM, Constine LS, Deasy JO, Eisbruch A, Jackson A, Marks LB, et al.
Quantitative Analyses of Normal Tissue Effects in the Clinic (QUANTEC): an
introduction to the scientific issues. Int J Radiat Oncol Biol Phys 2010; 76(3
Suppl): $3-9. doi: 10.1016/j.ijrobp.2009.09.040

Jaikuna T, Khadsiri P, Chawapun N, Saekho S, Tharavichitkul E. Isobio
software: biological dose distribution and biological dose volume histo-
gram from physical dose conversion using linear-quadratic-linear model. J
Contemp Brachytherapy 2017; 9: 44-51. doi: 10.5114/jcb.2017.66082




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Monitor_11.2.2017_1)
  /CalCMYKProfile (Coated FOGRA39 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 100
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 100
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'LoRes 1.3'] [Based on '[Smallest File Size]'] Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 6.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /SimulatePress
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


