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in the control arm and 34.9% in the study arm. The median progression-
free survival were 1.9 months and 3.6 months (p = 0.04) respectively. The
most common complications (CTCAE) in the study arm were grade 1
peripheral sensory neuropathy (2 patients), grade 1 fever (2 courses). The
complications were not clinically significant.
Conclusion: Our study confirmed that the whole-body hyperthermia in
combination with oxaliplatin is an active salvage treatment option in patients
with platinum-resistant/refractory ovarian cancer. In view of the treatment
results obtained, a randomized trial has started using combinations of
oxaliplatin with other drugs in combination with whole-body hyperthermia.
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Cervical cancer (CC) is one of the most common gynaecological cancers
and is the leading cause of cancer deaths among women in some
developing countries. Advanced CC still remains an incurable disease
with poor overall survival and available chemotherapy regimens have little
impact. The combination of cisplatin plus topotecan (CT) was the first to
demonstrate a survival advantage over cisplatin alone in this clinical setting.
We propose a review of this regimen in our Institution.
The authors present the results of 33 patients (pts) with advanced,
recurrent or persistent CC, who were unsuitable for curative treatment with
surgery and/or concurrent chemoradiotherapy, treated with CT (cisplatin
50mg/m2 D1, topotecan 0.75mg/m2 D1−3, 3qw) between June/2006 and
September/2008. Pts were evaluated for tumour response, time to tumour
progression (TTP), overall survival (OS) and safety of treatment.
CT regimen was first-line treatment in 72.7% and second-line, or more,
treatment in 27.2% of the pts.
Median age at diagnosis was 46 years. At diagnosis fifteen pts (45%) were
in FIGO stage II and two pts were in stage IVB. Patterns of recurrence were:
pelvic (24.2%), distant site (21.2%), lomboaortic lymph nodes (18.2%), a
combination of these (36.4%). A total of 132 CT cycles were administrated
with a median of 4 cycles per patient (range:1 to 6).
The clinical benefit was 39.4% (6% complete response, 6% partial
response, 27.2% stable disease) and progression of disease occurred
in 39.4%. Seven pts (21.2%) were not evaluated due to CT withdrawal.
Median TTP, estimated since the beginning of CT, was 4.3 months.
Median OS was 13.7 months. There was a trend to increased survival,
but with no statistical significance, in the following subgroups: first-line
treatment, adenocarcinoma histology, pelvic or lymph nodes recurrence.
Most frequent toxicities were: anemia (66.7%), neutropenia (66.7%),
nausea (51.5%), emesis (36.3%), asthenia (36.3%), infection (30%),
sensitive neuropathy (27.2%). Main grade 3−4 adverse events occurred
were: neutropenia (33.3%), febrile neutropenia (18.2%) and infection
(18.2%). Two pts (6%) had grade 5 infection.
Our experience, being a retrospective analysis and with few pts, revealed
a median TTP similar to the literature but a median OS slightly superior,
which may confirm the effectiveness of this regimen outside clinical trial. We
advise about serious haematological adverse events that were frequent,
including two toxic-related deaths.
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Background: Previous studies have demonstrated a correlation between
the volume of small bowel(VSB) irradiated and acute lower GI toxicity.
Specifically, pelvic IMRT was shown to decrease the VSB irradiated. The
small bowel may be delineated as a bowel space, or separate bowel loops.
In this study, we investigated whether the VSB irradiated correlates with
acute lower GI toxicity when the small bowel is delineated with the 2
different approaches. In addition, our clinical outcome is reported.
Methods and Materials: 32 endometrial cancer patients were treated with
postoperative pelvic IMRT between 7/27/2004 and 11/28/2007. They were
staged as FIGO IB-IVA. The prescription dose delivered was 48.2±3.1 Gy.
Dose volume histograms were used to assess doses to the VSB irradiated
as separate loops(SB), or as a space including the outer boundaries of the
small bowel loops(BS). The VSB at various dose levels(prescription dose,

40, 30, 20, 10, and 5Gy) in cc, or a fraction of the total VSB were recorded.
Acute lower GI toxcitiy score per RTOG criteria was obtained during
treatment. The relationship between VSB and this score was assessed
for each dose level.
Results: After a median follow up of 19.6 months, the median survival
was 40.9 months. The local–regional control was 81.2%, PFS was 62.5%,
DMFS was 68.8%. 31.5% of the patients experienced grade 2 lower
GI toxicity, while there was no � grade 3 acute toxicity. This compared
favorably to patients treated with 3D CRT, 45% of whom developed grade
2 acute lower GI toxicity. The % VSB receiving 100% or 90% of the
prescription dose when it was delineated as SB or BS were not statistically
different. However, BS > SB in actual volume for all dose levels (p < 0.05).
The irradiated VSB did not correlate with acute lower GI toxicity when the
small bowel was delineated as either SB or BS (toxicity grade 0 vs. 1 vs. 2,
0 vs. 1+2, or 0+1 vs. 2, p ns). On average, an increase up to 10 cc of the
VSB delineated as SB or BS receiving 90% or 100% of the total dose was
observed in patients who had grade 1 or 2 acute toxicity vs. those who did
not develop any.
Conclusion: Our postoperative pelvic IMRT experience demonstrated an
excellent acute lower GI toxicity profile. However, the VSB, delineated as
separate loops or a bowel space, did not correlate with acute lower GI
toxicity due to the large degree of variation in VSB observed. The SB and
BS’s actual volume is significantly different, and one common definition
needs to be established in future investigations.
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Background: To compare intracavitary brachytherapy (ICBT) planning
methods for cervical cancer, based on either orthogonal radiographs
(conventional plan) or CT sections (CT plan); the comparison focused on
target volume coverage and dose volume analysis of organs at risk (OARs),
by representing point doses defined by the International Commission on
Radiation Units and Measurement (ICRU) and dose volume histograms
(DVHs) from 3D planning.
Materials and Methods: We analyzed the clinical and dosimetric data
for 62 conventional and CT-based ICBT plans. The gross tumor volume
(GTV), clinical target volume (CTV) and OARs were contoured on the CT-
plan. Point A, and 38 ICRU rectal and bladder points were defined on
reconstructed CT images. The DVHs of tumor volumes and OARs were
created for each application. The volumes were calculated for the dose
matrices receiving 50% (3.5 Gy), 100% (7Gy), 150% (10.5 Gy), and 200%
(14Gy) of the point-A doses obtained from the conventional plan and the 3D
CT plan. The extent of tumor coverage within the prescribed 7Gy isodose
volume obtained from orthogonal films and CT were compared. To compare
the respective ICRU rectal and bladder point doses with the 3D volume
dose, the minimum dose value in the 2.0 cc and 5.0 cc volumes receiving
the highest dose (D2 and D5) the was determined from DVHs for bladder,
rectum. A comparison of the conventional plan and CT-plan was performed
using the Wilcoxon signed-ranks test for all doses and volumes. P values
less than 0.05 were considered statistically significant.
Results: Patients were categorized on the basis of whether the >95%
isodose line of the point-A prescription dose encompassed the CTV (group
1, n = 24) or not (group 2, n = 38). The mean GTV and CTV (8.1 cc and
20.6 cc) were smaller in group 1 than in group 2 (24.7 cc and 48.4 cc)
(P < 0.001). The mean percentage of GTV and CTV coverage with the
7Gy isodose was 93.1% and 88.2% for all patients, and decreased with
increasing tumor size and stage. The mean D2 and D5 rectum doses were
1.66 and 1.42 times higher than the corresponding ICRU point doses, and
the mean D2 and D5 bladder doses were 1.51 and 1.28 times higher.
The differences between the ICRU dose and the D2 and D5 doses were
significantly higher in group 2 than in group 1 for the bladder, but not for
the rectum.
Conclusions: The CT-plan is superior to the conventional plan in target
volume coverage and appropriate evaluation of OAR doses, as the
conventional plan overestimates tumor doses and underestimates OAR
doses.




