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Abstract. 
The management of recurrent glioblastoma is highly challenging, and treatment outcomes remain uniformly poor. Glioblastoma is a highly infiltrative tumor, and complete surgical resection of all microscopic extensions cannot be achieved at the time of initial diagnosis, and hence local recurrence is observed in most patients. Gamma Knife radiosurgery has been used to treat these tumor recurrences for select cases and has been successful in prolonging the median survival by 8–12 months on average for select cases. We present the unique case of a 63-year-old male with multiple sequential recurrences of glioblastoma after initial standard treatment with surgery followed by concomitant external beam radiation therapy and chemotherapy (temozolomide). The patient was followed clinically as well as with surveillance MRI scans at every 2-3-month intervals. The patient underwent Gamma Knife radiosurgery three times for 3 separate tumor recurrences, and the patient survived for seven years following the initial diagnosis with this aggressive treatment. The median survival in patients with recurrent glioblastoma is usually 8–12 months after recurrence, and this unique case illustrates that aggressive local therapy can lead to long-term survivors in select situations. We advocate that each patient treatment at the time of recurrence should be tailored to each clinical situation and desire for quality of life and improved longevity.


1. Introduction
Glioblastoma multiforme (GBM) accounts for more than 50% of all gliomas and is the most aggressive type of primary brain tumor arising from glial cells. These tumors account for approximately 50% of all parenchymal brain tumor cases and 20% of all intracranial tumors. Approximately 10,000–25,000 cases are diagnosed annually in the United States [1, 2]. The peak incidence is around 45–55 years of age [3].
Despite advances in cancer therapy, treatment of glioblastoma remains a challenging issue and requires tailoring of treatment to each patient’s clinical situation. Rarely are the available treatments curative, even with aggressive multimodality treatment regimens (surgery, radiation and chemotherapy) [4]. Studies have shown that the extent or completeness of resection has been correlated with survival [5, 6]. Upon initial diagnosis, the standard treatment consists of maximal surgical resection, fractionated external beam radiation (standard dose ranges between 5940 and 6000 cGy in 180–200 cGy per fraction), and concomitant and adjuvant chemotherapy with temozolamide. The progression-free survival with multimodality treatment is between 8 and 12 months. Despite multimodality treatment, the reported median survival is about 14–18 months [7].
Treatment options for recurrent GBM include chemotherapy, reirradiation, surgery, radiosurgery, antiangiogenic therapy, gene therapy, or best supportive care with corticosteroids [8, 9]. Treatment should be tailored to the individual situation, and the goal is to avoid the sequelae of iatrogenic neurotoxicity while maintaining a reasonable quality of life. Surgical resection is not an option for most patients in the recurrent setting, given the infiltrative nature of gliomas and proximity of the tumor to critical neurological structures. Reirradiation with conventional external-beam radiotherapy produces only a modest benefit in most patients, and in many situations, the risks outweigh the potential benefits [10]. Options are limited by the previous high doses of radiotherapy applied after the primary diagnosis, the tumor volume, and location at the time of recurrence. The response to systemic chemotherapy is also modest although new agents are being used such as bevacizumab (FDA approved for disease recurrence) [11]. Other options for treatment in the recurrent setting include combination or single agent chemotherapy, brachytherapy, and/or stereotactic radiation [12–16].
Stereotactic radiotherapy can be applied in a single fraction as stereotactic radiosurgery (SRS), or as fractionated stereotactic radiotherapy (FSRT) in which multiple fractions are given over a period of 2–4 weeks [16–20]. In this paper, we discuss the unique treatment results for a patient who was successfully treated with GK radiosurgery on three sequential occasions after recurrence and who survived for 7 years following the initial diagnosis.
2. Case Report
We present the unique case of a 63-year-old gentleman who initially presented with a five-week history of headaches behind the right eye, with associated “dizziness.” Two months prior to this, he had a syncopal episode. A CT scan at that time without contrast was reported as normal. On presentation, his wife noted that the patient needed help while getting dressed and was dragging his left leg, and he experienced weakness of the left hand. There were no complaints of nausea, vomiting, numbness, weakness, or any visual changes. His past medical history was significant for hypothyroidism and hyperlipidemia.
Physical examination of the patient revealed that he had a flat affect, his verbal responses were slow, and he was alert, oriented, and exhibited a flattened nasolabial fold on the left. Motor examination revealed equal strength and normal reflexes bilaterally in the upper arms, but slightly hypoactive patellar reflexes and ankles with downgoing plantars on the left. Cranial nerve examination was normal. A CT scan with and without contrast revealed a large, irregularly enhancing mass in the right temporal lobe that was associated with marked edema and mass effect, with mild uncal herniation and left shift suggestive of a brain tumor, suspicious of GBM.
Following the consultation with a neurosurgeon and discussing the possibility of a brain tumor and treatment options, the patient underwent a right temporal lobe lobectomy. The final pathology was consistent with GBM. The patient recovered well from surgery, and his headaches and dizziness were resolved with dexamethasone. Adjuvant treatment options were explained to him and included postoperative radiation with concurrent chemotherapy (temozolomide). The patient underwent radiation to a total dose of 6100 cGy with no complications. He took temozolomide only for a couple of months in the adjuvant setting, and this was discontinued due to side effects.
One month after treatment, a followup scan revealed some residual enhancement in the operative bed consistent with residual/recurrent tumor versus radiation change. An MRI performed 12 weeks after treatment showed an increase in enhancement of the resection bed, and this was consistent with residual tumor. As the patient already had a full course of external beam radiation, the option of being treated with GK radiosurgery was presented, and the risks and benefits were discussed with the patient. The patient consented, and GK radiosurgery was successfully completed without complications. The marginal prescription dose was 16 Gy to the 45% isodose line for a 3.5 cm diameter region (see Figure 1).







Figure 1: Gamma Knife treatment planning illustration of dose on an axial T1 postgadolinium MRI scan for the first Gamma Knife treatment.


Following his GK therapy, he was followed clinically as well as with surveillance MRI scans at 2-3-month intervals. Also, he was placed on monthly adjuvant Temozolomide, which was prescribed for 5 days of every 28-day cycles according to standard protocols. An MRI scan 4 months after his GK treatment again revealed an irregularly enhancing mass in the right temporal lobe which had enlarged significantly compared to the previous MRI two months prior. This was felt to represent recurrence and not radiation necrosis and was confirmed by review of this in light of past imaging studies with neuroradiology. The patient also described brief neurological symptoms at this time, with difficulty buttoning his shirt. However, this quickly resolved with dexamethasone therapy. Treatment options were again discussed and included repeat surgery (which would have been technically difficult and would have been associated with significant risks) versus undergoing repeat GK radiosurgery. The patient consented to repeat GK and successfully underwent the procedure a second time without complications. The second GK dose prescribed to the 50% isodose line was 14 Gy to a 4.2 cm diameter region.
Again, the patient was followed with serial MRI scans at two- to three-month intervals as well as clinically and again was found to have radiographic documentation of disease recurrence 14 months following his last treatment. He again consented to a third treatment with GK. For his third GK treatment, the dose prescribed to the 50% isodose line was 12 Gy to a 4.9 cm diameter region (see Figure 2). Following his third and final GK treatment, the patient survived a total of 69 months. During the final years of his life, the patient developed dizziness, confusion, visual problems, seizures, and weakness. He also developed new onset diabetes for which he was put on insulin. The patient gradually became wheel chair bound and later developed lower extremity DVT. He was not anticoagulated because of increased risk of cerebral bleeding due to the infiltrating and enlarging nature of the tumor. Recommendation was made for hospice, but the patient refused and later succumbed to his disease at home.







Figure 2: Gamma Knife treatment planning illustration of dose on an axial T1 postgadolinium MRI scan for the third Gamma Knife treatment.


3. Discussion
Although the prognosis of patients with glioblastoma is uniformly poor, treating the patients in an attempt to improve the quality of life and longevity is of utmost importance. Variables predicting longer survival in several studies include extent of resection (gross total versus subtotal), younger age (<50 years), higher Karnofsky performance scores (KPS), normal mental status, and smaller tumor volume [21, 22]. MGMT methylation is also associated with longer survival, and a testing option for this is commercially available [23]. Amplification and activating mutations of the epidermal growth factor receptor (EGFR) oncogene are also common in glioblastomas [24, 25]. However, much remains unknown about why some patients survive longer with glioblastoma [26–29].
Many chemotherapeutic agents, either as single agents or in combination chemotherapy regimens, have been used to treat recurrent malignant gliomas [30, 31]. Temozolomide, PCV, bevacizumab are some of the treatment options [32–35]. Bevacizumab has been approved by FDA for the treatment of recurrent GBMs [11]. Temsirolimus (CCI-779), a small-molecule inhibitor of the mammalian target of rapamycin (mTOR), has shown activity in recurrent gliomas [36]. Erlotinib and other EGFR inhibitors have been studied in combination with radiation therapy [37, 38].
Given that recurrence has been postulated to be secondary to persistent stem cells, vaccine therapy has been attempted in relapsed cases [39]. Small trials have reported that a tumor B-cell hybridoma vaccine against tumor stem cells elicited a specific tumor immune reaction thus enhancing immune response to the disease [40]. Larger trials are in progress to further assess this approach to treating glioblastoma.
Brachytherapy for recurrent disease using high-activity I-125 interstitial implants has been shown to improve median survival in highly selected patients to around 8 months [13, 35]. Glia-Site brachytherapy, using an inflatable balloon catheter implanted into the surgical resection cavity for delivery of homogeneous low-dose rate radiation, has also shown promising results in patients with recurrent gliomas [41]. Radiation in the form of brachytherapy is highly invasive; thus, this technique is often associated with high morbidity and therefore limited to small subgroup of patients.
SRS has the ability to precisely deliver high doses of radiation to a defined tumor volume in a single fraction with less treatment-associated morbidity compared with surgery. FSRT involves delivering radiation to a defined tumor volume, exploiting the radiobiologic advantage of fractionation, and thus minimizing the risk of serious side effects [42]. Stereotactic external beam radiotherapy can be applied in single fractions as SRS or as FSRT in which multiple fractions are given over a period of 2–4 weeks. With this approach, the dose within the tumor is much higher than the dose in the surrounding normal brain tissue, as a result of sharp dose gradient achieved by multiple converging beams of radiation. The three most common types of radiation therapy devices used are Cobalt-60-based machines, linear accelerators, and cyclotrons which use gamma rays, X-rays, and protons, respectively.
The RTOG conducted a multicentered randomized phase III trial analyzing the addition of SRS to standard external beam radiation therapy (EBRT) for the treatment of glioblastoma. In this trial, SRS was used as part of the initial management rather than as a salvage therapy. 203 patients with supratentorial glioblastoma were randomly assigned to receive either postoperative SRS followed by EBRT and carmustine, or EBRT and carmustine without SRS. They observed no statistically significant differences between the two groups of patients with regard to the primary endpoint of survival around 13.5 months [43]. However, a number of institutional reviews have been reported that show encouraging results including survival prolongation in the recurrence setting for specific patients. The timing of SRS and lack of careful patient selection may explain the apparent lack of benefit in this setting. Patients are selected based on age, performance status, extracranial volume of disease, intracranial tumor volume, and by histologic type and number of brain metastases. We utilize a standard treatment algorithm at our institution based on tumor size, proximity of nearby critical structures, and prior radiation treatment received. This algorithm is adapted to published clinical research on radiation doses, volumes, and accepted treatment techniques.
Combs et al. reported long-term results in 172 patients treated in a single institution highlighting the efficacy of fractionated stereotactic reirradiation in recurrent gliomas [19]. Between 1990 and 2004, 172 patients with recurrent gliomas were treated with FSRT as reirradiation. Approximately 59 patients were diagnosed with GBM, and the median time between primary radiotherapy and reirradiation was 10 months for GBM. FSRT was performed with a median dose of 36 Gy in a median fractionation of 10 Gy/wk. Median overall survival after primary diagnosis was 21 months for patients with glioblastoma. Time to progression and histology were significant factors influencing survival after reirradiation. Progression-free survival after FSRT was 5 months. Villavicencio et al. reported their experience with twenty patients who underwent Cyber Knife treatment at the time of the initial diagnosis and/or during the first 3 months of their initial clinical management [44]. Twenty six patients were treated at the time of tumor recurrence or progression. Cyber Knife was performed in addition to the traditional therapy. The median survival from diagnosis for the patients treated with Cyber Knife as an initial clinical therapy was 11.5 months (range, 2–33) compared to 21 months (range, 8–96) for the patients treated at the time of tumor recurrence/progression. This difference was reported to be statistically significant (Kaplan-Meier analysis, 
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). The median survival from the Cyber Knife treatment was 9.5 months (range, 0.25–31 months) and 7 months (range, 1–34 months) for patients in the newly diagnosed and recurrent GBM groups (Kaplan-Meier analysis, 
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), respectively. Patients with more extensive surgical interventions survived longer (
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), especially those who underwent total tumor resection versus biopsy (
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). This revealed that there was no apparent survival advantage in using CyberKnife in the initial management of glioblastoma patients, and it should be reserved for patients whose tumors recur or progress after conventional therapy.
The above trials show the effectiveness of SRS as an option for the treatment of recurrent glioblastoma. Effective implementation of stereotactic radiosurgery requires a team of well-trained neurosurgeons, radiation oncologists, medical oncologists, and medical physicists who work together as a part of multidisciplinary team. GK requires localization and immobilization of the target with the attachment of head frame to the skull. With local anesthesia, four screws pierce the scalp and secure the frame to the outer table of the skull. MRI is then performed to localize the target(s) in three dimensions. With the help of high-speed computers, physicians and the physicists develop a treatment plan that focuses the radiation as precisely as possible on the tumor target. After the treatment is complete, the head frame is removed, and the patient is usually discharged within an hour. Some patients may require pain medications after the frame removal, which occasionally delays discharge. Many patients are able to resume routine activities within a week after the procedure. The followup of patients at our center consists of an MRI after a month and thereafter every 2-3 months to assess for local control and tumor recurrence.
4. Conclusion
This is the first reported case to our knowledge of a patient with recurrent glioblastoma who survived seven years following treatment with GK radiosurgery. The patient underwent salvage treatment two additional times during the 7 year period and tolerated the therapy well. This case highlights the unique biology of individual tumors and that focused radiation in the recurrent setting can significantly impact overall survival for specific patients. We look forward to continued research in this area as well as into the molecular characteristics of individual tumors. Continued individualization of treatment for each unique patient’s situation will allow for improvements in survival as well as quality of life.
Acknowledgments
The authors would like to acknowledge Eric Reynolds, Rachel Garman, and Jill Adams, as well as the entire Gamma Knife of Spokane and Cancer Care Northwest research staff for their contributions to this paper.
References
	S. Deorah, C. F. Lynch, Z. A. Sibenaller, and T. C. Ryken, “Trends in brain cancer incidence and survival in the United States: surveillance, epidemiology, and end results program, 1973 to 2001,” Neurosurgical Focus, vol. 20, no. 4, article E1, 2006.
	K. R. Hess, K. R. Broglio, and M. L. Bondy, “Adult glioma incidence trends in the United States, 1977–2000,” Cancer, vol. 101, no. 10, pp. 2293–2299, 2004.
	A. P. Polednak and J. T. Flannery, “Brain, other central nervous system, and eye cancer,” Cancer, vol. 75, no. 1, pp. 330–337, 1995.
	M. Salcman, R. S. Kaplan, G. M. Samaras, et al., “Aggressive multimodality therapy based on a multicompartmental model of glioblastoma,” Surgery, vol. 92, no. 2, pp. 250–259, 1982.
	J. Gerstein, K. Franz, J. P. Steinbach et al., “Postoperative radiotherapy and concomitant temozolomide for elderly patients with glioblastoma,” Radiotherapy and Oncology, vol. 97, no. 3, pp. 382–386, 2010.
	H. G. Hollerhage, M. Zumkeller, M. Becker, and H. Dietz, “Influence of type and extent of surgery on early results and survival time in glioblastoma multiforme,” Acta Neurochirurgica, vol. 113, no. 1-2, pp. 31–37, 1991.
	M. L. Affronti, C. R. Heery, J. E. Herndon II et al., “Overall survival of newly diagnosed glioblastoma patients receiving carmustine wafers followed by radiation and concurrent temozolomide plus rotational multiagent chemotherapy,” Cancer, vol. 115, no. 15, pp. 3501–3511, 2009.
	L. Ashby, R. LaRocca, and T. Ryken, “Treatment of brain tumors,” New England Journal of Medicine, vol. 352, no. 22, pp. 2350–2353, 2005.
	K. A. Smith, L. S. Ashby, F. Gonzalez et al., “Prospective trial of gross-total resection with Gliadel wafers followed by early postoperative Gamma Knife radiosurgery and conformal fractionated radiotherapy as the initial treatment for patients with radiographically suspected, newly diagnosed glioblastoma multiforme,” Journal of Neurosurgery, vol. 109, pp. 106–117, 2008.
	S. B. Tatter, “Recurrent malignant glioma in adults,” Current Treatment Options in Oncology, vol. 3, no. 6, pp. 509–524, 2002.
	H. S. Friedman, M. D. Prados, P. Y. Wen et al., “Bevacizumab alone and in combination with irinotecan in recurrent glioblastoma,” Journal of Clinical Oncology, vol. 27, no. 28, pp. 4733–4740, 2009.
	A. A. Brandes, “State-of-the-art treatment of high-grade brain tumors,” Seminars in Oncology, vol. 30, supplement 19, no. 6, pp. 4–9, 2003.
	E. Fokas, U. Wacker, M. W. Gross, M. Henzel, E. Encheva, and R. Engenhart-Cabillic, “Hypofractionated stereotactic reirradiation of recurrent glioblastomas : a beneficial treatment option after high-dose radiotherapy?” Strahlentherapie und Onkologie, vol. 185, no. 4, pp. 235–240, 2009.
	A. J. Gabayan, S. B. Green, A. Sanan et al., “GliaSite brachytherapy for treatment of recurrent malignant gliomas: a retrospective multi-institutional analysis,” Neurosurgery, vol. 58, no. 4, pp. 701–709, 2006.
	G. Minniti, V. Armosini, M. Salvati et al., “Fractionated stereotactic reirradiation and concurrent temozolomide in patients with recurrent glioblastoma,” Journal of Neurooncology, vol. 103, no. 3, pp. 689–691, 2010.
	M. Patel, F. Siddiqui, J. Y. Jin et al., “Salvage reirradiation for recurrent glioblastoma with radiosurgery: radiographic response and improved survival,” Journal of Neurooncology, vol. 92, no. 2, pp. 185–191, 2009.
	K. H. Cho, W. A. Hall, B. J. Gerbi, P. D. Higgins, W. A. McGuire, and H. B. Clark, “Single dose versus fractionated stereotactic radiotherapy for recurrent high-grade gliomas,” International Journal of Radiation Oncology Biology Physics, vol. 45, no. 5, pp. 1133–1141, 1999.
	K. H. Cho, W. A. Hall, S. S. Lo, and K. E. Dusenbery, “Stereotactic radiosurgery versus fractionated stereotactic radiotherapy boost for patients with glioblastoma multiforme,” Technology in Cancer Research and Treatment, vol. 3, no. 1, pp. 41–49, 2004.
	S. E. Combs, C. Thilmann, L. Edler, J. Debus, and D. Schulz-Ertner, “Efficacy of fractionated stereotactic reirradiation in recurrent gliomas: long-term results in 172 patients treated in a single institution,” Journal of Clinical Oncology, vol. 23, no. 34, pp. 8863–8869, 2005.
	S. E. Combs, V. Widmer, C. Thilmann, H. Hof, J. Debus, and D. Schulz-Ertner, “Stereotactic radiosurgery (SRS): treatment option for recurrent glioblastoma multiforme (GBM),” Cancer, vol. 104, no. 10, pp. 2168–2173, 2005.
	J. K. Park, T. Hodges, L. Arko et al., “Scale to predict survival after surgery for recurrent glioblastoma multiforme,” Journal of Clinical Oncology, vol. 28, no. 24, pp. 3838–3843, 2010.
	S. Phuphanich, S. Ferrall, and H. Greenberg, “Long-term survival in malignant glioma. Prognostic factors,” Journal of the Florida Medical Association, vol. 80, no. 3, pp. 181–184, 1993.
	M. Glas, C. Happold, J. Rieger et al., “Long-term survival of patients with glioblastoma treated with radiotherapy and lomustine plus temozolomide,” Journal of Clinical Oncology, vol. 27, no. 8, pp. 1257–1261, 2009.
	L. J. Layfield, C. Willmore, S. Tripp, C. Jones, and R. L. Jensen, “Epidermal growth factor receptor gene amplification and protein expression in glioblastoma multiforme: prognostic significance and relationship to other prognostic factors,” Applied Immunohistochemistry and Molecular Morphology, vol. 14, no. 1, pp. 91–96, 2006.
	S. R. Tripp, C. Willmore-Payne, and L. J. Layfield, “Relationship between EGFR overexpression and gene amplification status in central nervous system gliomas,” Analytical and Quantitative Cytology and Histology, vol. 27, no. 2, pp. 71–78, 2005.
	F. E. Bleeker, N. A. Atai, S. Lamba et al., “The prognostic IDH1R132 mutation is associated with reduced NADP+-dependent IDH activity in glioblastoma,” Acta Neuropathologica, vol. 119, no. 4, pp. 487–494, 2010.
	L. Boldrini, S. Pistolesi, S. Gisfredi et al., “Telomerase activity and hTERT mRNA expression in glial tumors,” International Journal of Oncology, vol. 28, no. 6, pp. 1555–1560, 2006.
	V. Donato, A. Papaleo, A. Castrichino et al., “Prognostic implication of clinical and pathologic features in patients with glioblastoma multiforme treated with concomitant radiation plus temozolomide,” Tumori, vol. 93, no. 3, pp. 248–256, 2007.
	S. Umesh, A. Tandon, V. Santosh et al., “Clinical and immunohistochemical prognostic factors in adult glioblastoma patients,” Clinical Neuropathology, vol. 28, no. 5, pp. 362–372, 2009.
	E. C. Quant, J. Drappatz, P. Y. Wen, and A. D. Norden, “Recurrent high-grade glioma,” Current Treatment Options in Neurology, vol. 12, no. 4, pp. 321–333, 2010.
	F. Schmidt, J. Fischer, U. Herrlinger, K. Dietz, J. Dichgans, and M. Weller, “PCV chemotherapy for recurrent glioblastoma,” Neurology, vol. 66, no. 4, pp. 587–589, 2006.
	M. C. Chamberlain, “Salvage chemotherapy with CPT-11 for recurrent glioblastoma multiforme,” Journal of Neurooncology, vol. 56, no. 2, pp. 183–188, 2002.
	G. Minniti, R. Muni, G. Lanzetta, P. Marchetti, and R. Maurizi Enrici, “Chemotherapy for glioblastoma: current treatment and future perspectives for cytotoxic and targeted agents,” Anticancer Research, vol. 29, no. 12, pp. 5171–5184, 2009.
	R. Stupp, M. E. Hegi, M. J. van den Bent et al., “Changing paradigms—an update on the multidisciplinary management of malignant glioma,” Oncologist, vol. 11, no. 2, pp. 165–180, 2006.
	S. Trent, A. Kong, S. C. Short et al., “Temozolomide as second-line chemotherapy for relapsed gliomas,” Journal of Neurooncology, vol. 57, no. 3, pp. 247–251, 2002.
	E. Galanis, J. C. Buckner, M. J. Maurer et al., “Phase II trial of temsirolimus (CCI-779) in recurrent glioblastoma multiforme: a North Central Cancer Treatment Group Study,” Journal of Clinical Oncology, vol. 23, no. 23, pp. 5294–5304, 2005.
	D. M. Peereboom, D. R. Shepard, M. S. Ahluwalia et al., “Phase II trial of erlotinib with temozolomide and radiation in patients with newly diagnosed glioblastoma multiforme,” Journal of Neurooncology, vol. 98, no. 1, pp. 93–99, 2010.
	J. J. Study, “HER1/EGFR tyrosine kinase inhibitors for the treatment of glioblastoma multiforme,” Journal of Neurooncology, vol. 74, no. 1, pp. 77–86, 2005.
	M. Terasaki, S. Shibui, Y. Narita et al., “Phase I trial of a personalized peptide vaccine for patients positive for human leukocyte antigen-A24 with recurrent or progressive glioblastoma multiforme,” Journal of Clinical Oncology, vol. 29, no. 3, pp. 337–344, 2011.
	G. A. Moviglia, A. G. Carrizo, G. Varela et al., “Preliminary report on tumor stem cell/B cell hybridoma vaccine for recurrent glioblastoma multiforme,” Hematology/Oncology and Stem Cell Therapy, vol. 1, no. 1, pp. 3–13, 2008.
	K. Chino, D. Silvain, A. Grace, J. Stubbs, and B. Stea, “Feasibility and safety of outpatient brachytherapy in 37 patients with brain tumors using the GliaSite radiation therapy system,” Medical Physics, vol. 35, no. 7, pp. 3383–3388, 2008.
	M. C. Chamberlain, D. Barba, P. Kormanik, and W. M. C. Shea, “Stereotactic radiosurgery for recurrent gliomas,” Cancer, vol. 74, no. 4, pp. 1342–1347, 1994.
	L. Souhami, W. Seiferheld, D. Brachman et al., “Randomized comparison of stereotactic radiosurgery followed by conventional radiotherapy with carmustine to conventional radiotherapy with carmustine for patients with glioblastoma multiforme: report of Radiation Therapy Oncology Group 93-05 protocol,” International Journal of Radiation Oncology Biology Physics, vol. 60, no. 3, pp. 853–860, 2004.
	A. T. Villavicencio, S. Burneikiene, P. Romanelli et al., “Survival following stereotactic radiosurgery for newly diagnosed and recurrent glioblastoma multiforme: a multicenter experience,” Neurosurgical Review, vol. 32, no. 4, pp. 417–424, 2009.


OEBPS/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  





OEBPS/pageMap.xml
 
                                 
                                



OEBPS/Fonts/xits-italic.otf


OEBPS/Fonts/xits-bolditalic.otf


OEBPS/Fonts/xits-regular.otf


OEBPS/Fonts/xits-math.otf


