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What is the Best Treatment Strategy for Elderly Glioblastomas ?

Tamio ITO, M.D., Yoshimaru OZAKI, M.D., Ken-ichi SATO, M.D., Mitsuteru OIKAWA, M.D., and Hirohiko Naka-
mura, M.D.

Department of Neurosurgery, Nakamura Memorial Hospital and Hokkaido Brain Research Foundation, Sapporo,
Japan

Summary:

The frequency of elderly glioblastoma (EGB) has been increased, but treatment results are still not satisfactory.
Meanwhile, the treatment strategy for gliomas has changed by the appearance of Temozolomide (TMZ). We report
on the best treatment method of EGB from past treatment results.

Materials and Methods:

Forty-six patients with EGB aged 65 years or older were treated in Nakamura Memorial Hospital between 1993.7
and 2009.10. Seventeen patients were male and 29 were female. Mean age was 73.2 years (range, 65-86) and mean
Karnofsky performance status (KPS) was 53.9 (range, 20-90). It was classified into four groups according to the
treatment methods. Group A: supportive care only, Group B: radiotherapy (RT)=ACNU, Group C: RT+TMZ (TMZ
is used in combination with RT and has continued maintenance therapy), Group D: TMZ only. RT was adminis-
tered in 50 Gy or more. Hypofractionated RT (40Gy/15F) was selected in one patient (80 years, KPS: 40). Overall
survival (OS) and progression free survival (PFS) of four groups were calculated, especially Group A vs. Group D,
Group B vs. Group C were compared. Moreover, CTCAE grade of the adverse experience in the TMZ was evaluated.
Results:

1) Age was higher and KPS was lower in Group A and D. 2) median OS: A; 6m, B; 16m, C; 20m, D; 8m, median
PFS: A; 1m, B; 6m, C;5m, D;2m. 3) TMZ adverse events (CTCAE grade 3/4 hematotoxicity) was allowed only in
Group C (3/8 patients: 37.5%). One patient died of cerebral hemorrhage (Group C) and one patient died of intersti-
tial pneumonia (Group D).

Conclusions:

1) EGB best treatment method is to surgically remove the tumor as much as possible without decreasing KPS. 2)
Post-surgical treatment is determined based on the KPS, in which only TMZ without RT in lower KPS cases and
TMZ with RT in higher KPS cases. 3) It is necessary to consider carefully about using RT and TMZ together from
the viewpoint of the adverse experience. In these cases, TMZ need to be used in lower dose or only adjuvantly. 4) In
addition, we should select hypofractionated RT in the cases where KPS is very low.
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Group No Age Gen KPS Ext
M F Biop PR STR TR
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Table 1  Characteristics of 46 patients with EGBs
Group Mo  Survival 0S Rec PFS
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SC ] o G 3] 6 0 1
RT/ACNU 21 6 15 16 17 4 6
RT+TMZ 14 9 5 20 6 8 5
™Z 5 1 4 8 4 1 2
RBGZ Facurrence, mos: months
Table 2  Prognosis of 46 patients with EGBs
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Fig. 1A Kaplan-Meier analysis of OS
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Fig. 1B Kaplan-Meier analysis of OS (SC vs. TMZ)
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Fig.3  Kaplan-Meier analysis of OS (RT+TMZ vs. RT)
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KPS=40 KPS=50
sSC Stupp regimen (RT/conc TMZ + ad TMZ)
T™MZ conc TMZ: 75mg/m*
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RT + ad TMZ

conc: concomitant, ad: adjuvant

Table 3  Our treatment strategy for EGBs
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