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ABSTRACT

To evaluate stereotactic radiosurgery/fractionated stereotactic radiosurgery (SRS/fSRS)  treatment outcomes of recurrent glial tumor 
patients who were previously treated with surgery and radiotherapy and who were not candidate for re-surgery. Thirty-one recurrent 
glial tumor patients treated with Cyberknife (AccurayIncorporated, Sunnyvale, CA, USA) were prospectively evaluated. The endpoints 
of the study were overall survival after the first diagnosis, overall survival after re-irradiation, and the parameters that affect them. Acute 
and chronic side effects related to the treatment were recorded. The median time between first radiotherapy and reirradiation was 
26 months (range, 4-232 months). After the first radiation treatment, 27 (%87) patients relapsed in the primary radiotherapy region. A 
median total dose of 30 Gy (range, 18-40 Gy) was delivered in median fractions of 5 (range, 1-5 fraction) with CyberKnife. The Median 
follow-up was 12 months (6-37 months). The median tumor volume was 13 cc (range, 6-100 cc). The median overall survival after reir-
radiation was 15 months (range, 6-33 months). All the patients who developed grade 4 radionecrosis had tumor volumes greater than 
25 ml. In multivariate analysis, only tumor volume (≥15 ml vs. < 15 ml) was found to be a statistically significant independent predictor 
for survival after reirradiation (p= 0.015). Large irradiation volumes increase radionecrosis risk and decrease tumor control probability. 
SRS/fSRS is safe and may be an effective treatment option for selected recurrent high-grade glioma patients with small focal tumors.
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INTRODUCTION

Gliomas constitute 51% of brain tumors. The in-
cidence of glial tumors is increasing.1 The gold 
standard treatment of malignant gliomas is ra-
diotherapy following the largest possible surgical 
resection. Long-term local control in high-grade 
malignant glial tumors is challenging due to the in-
filtrative nature of the disease and insensitivity to 
cytotoxic and targeted chemotherapy agents. Re-
currence develops within an average of 1 year after 
the first radiotherapy treatment.  Ninety percent of 
the relapses occur in the previously treated radio-
therapy area.2

There is no standard treatment method to be ap-
plied in the case of recurrence in patients with high-
grade malignant glial tumors treated with com-
bined treatment methods such as surgery, external 
radiotherapy, and chemotherapy. Local control is 
low because chemotherapy agents are not efficient 
enough, the effectiveness of re-surgery is limited, 
and the re-irradiation causes serious irreversible 
damage to normal brain tissue. Most relapses oc-
cur within the previously treated radiotherapy area.  
For this reason, re-irradiation with conventional 
methods causes high toxicity. 
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The most dangerous of these complications is brain 
necrosis, which occurs approximately six months 
after conventional irradiation and usually causes 
mortality. Therefore, re-irradiation with conven-
tional methods is not preferred in patients with 
high survival expectancy.3

Stereotactic radiosurgery (SRS)  is a stereotacti-
cally directed very high conformal radiotherapy 
method in which a therapeutic dose is applied in 
a single fraction. Applications with high fraction 
doses of up to five fractions are considered as frac-
tionated stereotactic surgery (fSRS). Less toxicity 
is seen with fractionated stereotactic radiosurgery 
than with radiosurgery.4 With fSRS, effective treat-
ment can be achieved by reaching high doses in tar-
get volumes while protecting surrounding tissues. 
Therefore, the risk of brain necrosis is reduced in 
carefully selected patient groups.5

There are no randomized studies comparing results 
of surgery and stereotactic radiosurgery in recur-
rent or progressive malignant gliomas; however, 
there are prospective and retrospective studies 
questioning the survival advantage of stereotactic 
radiosurgery as salvage therapy. 

In our study, patients with recurrent glial tumors 
who were previously treated with surgery and ex-
ternal radiotherapy and who were not candidate for 
re-surgery were treated with SRS and fSRS. These 
patients were prospectively followed in terms of 
the effectiveness, safety, and toxicity of the treatment.

MATERIAL AND METHODS

Thirty-one recurrent glial tumor patients who were 
treated with an image-guided, fractionated, framel-
ess stereotactic radiosurgery technique, Cyberknife 
(Accuray Inc, CA, USA),  were prospectively eval-
uated. Patients with the following characteristics 
were included in the study:
1- Pathologically diagnosed with a glial tumor
2- Recurrent glial tumor patients who were treated 
with external radiotherapy and chemotherapy after 
surgery and were not suitable for re-surgery 
3- Patients between the ages of 18 and 70 years old.
4- Patients with adequate hematological, renal and 
hepatic functions (hemoglobin > 10 g/dl, absolute 
neutrophil count > 1500/mm3, platelet count > 

100.000/mm3; serum creatinine level < 1.5 times 
normal values; total serum bilirubin level < 1.5 
times normal values and liver function values < 3 
times normal values)
5- Patients without any other known cancer disease
6- Patients with Karnofsky performance scale 
(KPS) value of 60 and above
Approval was taken from Hacettepe University 
Clinical Research Ethics Committee for this study 
(06-28). Age, KPS, tumor size, type of surgery, first 
radiotherapy dose and area, salvage surgery, re-ir-
radiation dose, concomitant chemotherapy scheme 
with re-irradiation were evaluated prospectively.

The endpoints of the study were overall survival 
after the first diagnosis, overall survival after re-
irradiation, and determination of the parameters 
that affect them. Acute and chronic side effects 
related to the treatment were recorded. Acute and 
late toxicities were assessed considering the RTOG 
(Radiation Oncology Group) / EORTC (European 
Organization for Research and Treatment of Can-
cer) toxicity scores.

Stereotactic Radiosurgery

After the patients were immobilized with a thermo-
plastic mask (CIVCO, Orange City, Iowa, USA), 
contrast-enhanced computerized tomography (CT) 
with a slice thickness of 1.25 mm and contrast-en-
hanced magnetic resonance imaging (MRI) with a 
slice thickness of 1 mm were performed. After fu-
sion of CT images with MRI images, gross tumor 
volume (GTV) and organs at risk were delineated. 
The planning target volume (PTV) was created by 
adding the GTV a 1-3 mm margin. Fractioniza-
tion schemes were decided by considering tumor 
size and localization. The fraction number was 
increased in order to reduce toxicity in patients 
with tumors close to critical organs such as optic 
chiasma and brainstem and patients with large tu-
mors. Patients were informed about the side effects 
that could occur during and after the treatment, 
and they signed a consent form explaining these 
possible side effects. After SRS/fSRS all of the pa-
tients were followed up with brain MRI every three 
months. MRI Spectroscopy examinations were 
performed in cases with suspected radionecrosis.
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Statistical Analysis

The follow-up period was calculated as the time 
between the SRS/ fSRS treatment end date and the 
last control date for alive patients and as the time 
between the SRS / fSRS treatment end date and 
the date of death for the patients who died. Overall 
survival after SRS/  fSRS was the time between the 
SRS / fSRS treatment end date and the last con-
trol date for alive patients; time between the SRS / 
fSRS treatment end date and the date of death for 
the patients who died. Survival analysis was evalu-
ated by the Kaplan-Meier survival method. The 
results were evaluated at a 95% confidence inter-
val and p < 0.05 significance level.While compar-
ing the effects of parameters such as gender, age, 
type of surgery, KPS, histopathological grade, 
tumor volume, and chemotherapy schemes, log-
rank (Mantel-cox) analysis was used. As a result 
of univariate analyses, statistically significant or 
borderline significant (p< 0.2) were re-evaluated in 
multivariate Cox regression analyses. SPSS 18.0 
(Statistical Package for Social Sciences Inc., Chi-
cago, IL) software was used for statistical analysis 
and graphics.

RESULTS

The follow-up period after SRS/ fSRS was me-
dian 12 months (range, 6-37 months). Our study 
consists of 14 female (45%) and 17 male (55%) 
patients. The ages of the patients ranged from 22 
to 69 years, with a median age of 47 years. Tu-
mor histopathology at the time of diagnosis is the 
histopathological evaluation of the tumor after the 
first surgery. At the initial diagnosis, 7 patients had 
grade 2, 8 had grade 3, and 16 had grade 4 tumors. 
After the first surgery and before re-irradiation, 
10 patients underwent re-surgery. Thus, the final 
histopathological tumor grade was determined as 
grade 2 in 2 patients, grade 3 in 10 patients, and 
grade 4 in 19 patients. Patients were given a total 
dose of 18-40 Gy (median 30 Gy) in 1-5 fractions 
(median five fractions) depending on the size and 
location of the tumor. Reirradiation was applied 
to the selected patient group whose  KPS values 
were 60 and above. The median KPS value was 70 
(range, 60-80). Tumor and treatment characteris-
tics are given in Table 1.

Univariate Analysis

The Results of Univariate Analysis for Survival 
after Diagnosis

Overall survival is in a wide range (16-244 months) 
with a median of 62 months due to differences in 
histopathological diagnosis.Overall survival was 
49 months in the female patient group and 70 

Table 1. Tumor and treatment characteristics

Parameters n  (%) 

Surgery at the time of the first diagnosis 

   Biopsy        2  (7)

   Partial resection      16 (41)

   Complete resection      13 (52)

Histopathological diagnosis at the time 

      of initial diagnosis 

   Astrocytoma  (Grade 2) 4 (13)

   Oligodendroglioma  (Grade 2) 3 (10)

   Anaplastic astrocytoma  (Grade 3) 5 (16)

   Anaplastic oligodendroglioma  (Grade 3) 3 (10)

   Glioblastoma  (Grade 4) 16  (51)

Number of surgical resections 

   1 21 (68)

   2 7 (22)

   3 3 (10)

First radiotherapy technique 

   3DCRT 25 (81)

   IMRT 6 (19)

First radiotherapy dose (Gy) 

   54 7 (22)

   60 23 (75)

   72 1 (3)

Last histopathological diagnosis 

   Astrocytoma  (Grade 2) 1  (3)

   Oligodendroglioma  (Grade 2) 1 (3)

   Anaplastic astrocytoma  (Grade 3) 4 (13)

   Anaplastic oligodendroglioma  (Grade 3) 6 (20)

   Glioblastoma  ( Grade 4) 19  (61)

Reirradiated tumor volume  

   (median 13, range 6-100 ml) 

   < 15 ml 15  (48)

   ≥ 15 ml 16  (52)

Concomitant chemotherapy with SRS/fSRS 

   Bevasizumab+irinotekan 11 (35)

   Temozolamide 11 (35)

   None  9 (30)

3DCRT= three-dimensional conformal radiation therapy; IMRT= in-
tensity-modulated radiation therapy; SRS= stereotactic radiosurgery; 
fSRS= fractionated stereotactic radiosurgery 
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months in the male patient group (p= 0.2). The me-
dian survival was 69 months in patients aged 45 
years and under and 58 months in patients over 45 
years (p= 0.2). Overall survival was significantly 
lower in patients with grade 4 tumors (p< 0.001).
The median overall survival was 42 months in pa-
tients with grade 4 tumors, 127 months in patients 
with grade 3 tumors, and 110 months in patients 
with grade 2 tumors. The type of surgical resection 
was evaluated according to the surgery notes and 
postoperative imaging results. There was no sig-
nificant relationship between the type of surgery at 
the time of diagnosis and overall survival. (p= 0.8).

The Results of Univariate Analysis for Survival 
after SRS/fSRS

At a median 12-month follow-up (range, 6-37 
months), overall survival after fractionated stereo-
tactic radiosurgery was median 15 months (range, 
6-33 months). 6-month and 1-year overall survival 
rates after SRS/fSRS were 80% and 70%, respec-
tively. Last histopathological diagnosis before 
SRS/fSRS was grade 2 in 2 patients, grade 3 in 10 
patients, and grade 4 in 19 patients. In this study, 
while the parameters affecting the overall surviv-
al after SRS / fSRS were investigated, these two 
patients with grade 2 tumors were not included in 
the univariate statistical analyzes since the clinical 
course of low-grade tumors differed greatly from 
those with higher grades.

Overall survival after SRS/fSRS was 11 months 
in patients with grade 4 tumors and 30 months in 
patients with grade 3 tumors (p= 0.04) (Figure 1). 
Overall survival after SRS/fSRS was nine months 
in patients with Karnofsky Performance Score 
(KPS) of 70 or less, and 30 months in patients with 
a value above 70 (p= 0.007) (Figure 2).Median tu-
mor volume before SRS/fSRS was 13 cc (range, 
6-100 cc). Overall survival after SRS/fSRS was 8 
months in patients with a tumor volume of 15 cc 
and above, and 22 months in the group with less 
than 15 cc  (p= 0.015) (Figure 3). Survival after 
SRS/fSRS was 19 months in patients with periph-
eral lesions, 15 months in patients with deeply lo-
cated tumors, and 6 months in patients with multi-
centric tumors. (p= 0.13). SRS/fSRS was applied 
median 26 months (6-232 months) after the first 
radiotherapy. There was no significant relationship 
between survival after SRS/fSRS and the time be-
tween first radiotherapy and SRS/fSRS (< 26, ≥ 26 
months) (7 months vs. 15 months, respectively, p= 
0.2).

Multivariate Analysis

As a result of univariate analyses, statistically sig-
nificant or limitedly significant (with a p value be-
low 0.2) were re-evaluated in multivariate analy-
ses. In multivariate analyses, overall survival after 
diagnosis was related to only tumor grade, while 
survival after SRS/fSRS was related to tumor vol-

Figure 1. Kaplan-Meier curves for overall survival by the last 
histopathological tumor grade (4 vs. 3)

Figure 2. Kaplan-Meier curves for overall survival after SRS/
fSRS by KPS values (≤ 70 vs. > 70)
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ume (p< 0.05). The results of multivariate analysis 
for survival after diagnosis are given in Table 2, 
and the results of multivariate analysis for survival 
after SRS/fSRS are given in Table 3.

Side Effects

Acute Side Effects

During treatment, usually grade 2 and 3 side ef-
fects were seen due to reirradiation. The most com-
mon acute side effects were headache and seizure 
and were treated with steroids efficiently. A pre-
medication mixture of steroid, antacid (H2 recep-
tor antagonist), and antiemetic was administered 
intravenously to the patients before each fraction 
to eliminate the acute side effects of the treatment. 
After the treatment was completed, the steroid dos-
age was lessened gradually and stopped.

Late Side Effects

Grade 4 radionecrosis developed in 4 patients 
(13%) at follow-up. Apart from these patients, 3 
patients (9%) died due to intra-field progression 
and possible radionecrosis. The distinction be-
tween progression and radionecrosis could not be 
clearly evaluated in a patient who died after a sud-
den deterioration in general condition at 12 months 
while being followed up with radiological and clin-
ical stable findings in the early period after fSRS.

Pattern of Relapse

After the first radiotherapy treatment, 27 patients 
(87%) developed intra-field recurrence in the pri-
mary region, and 4 patients (13%) recurred outside 
the radiotherapy field. At the last control, 11 pa-
tients (36%) were alive, and one patient died due 
to chemotherapy toxicity while the disease was 

Table  2. The results of multivariateanalysis for survival after 

diagnosis

Parameter HR 95%CI p

Sex 1.006 0.3-3.0 0.9

Age (at diagnosis)  1.3 0.4-4.0 0.6

   [≤45, >45]

Tumor grade

   (at diagnosis)   

Grade 4 14.2 1.7-117.9 0.014

Grade 3 and 2 1.3 0.2-8.3 0.08

HR= Hazard ratio

Figure 3. Kaplan-Meier curves for overall survival after SRS/ 

fSRS by tumor volume (≥ 15 ml vs.< 15 ml)

Table 3. The results of multivariate analysis for survival after SRS/fSRS

Parameter HR 95% CI p

KPS (≤ 70, > 70)     2.3 0.6-9.9 0.24

Tumor grade (4 vs 3)    1.1 0.2-7.9 0.89

Tumor volume (≥15 ml vs <15 ml)   6.9 1.4-33.2 0.015

Time between first radiotherapy- SRS/fSRS   0.9 0.8-1.01 0.61

Tumor location (Multicentric, peripheral, deep)   1.3 0.3-5.9 0.69

KPS= Karnofsky Performance Score; SRS= Stereotactic radiosurgery; fSRS= fractionated stereotactic radiosurgery; HR= Hazard ratio
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stable. According to the last control MRI results, 
17 patients (55%) had progression, 3 patients had 
(10%) regression, 4 patients (13%) had radione-
crosis, and 6 patients (19%) had stable disease.In 
the group with progression, 8 patients developed 
intra-field progression, 3 developed intra-field 
and external progression, 3 developed intra-field 
progression and possible radionecrosis, 2 patients 
developed leptomeningeal metastasis, and one pa-
tient developed gliomatosis cerebri. The relapse 
pattern after the first radiotherapy and re-irradia-
tion is shown in Table 4.

DISCUSSION

Glial tumors are the most common central nervous 
system tumors in adults. Recurrence is common af-
ter intensive combined treatment methods such as 
surgery, external radiotherapy, and chemotherapy. 
Recurrence risk is over 90% in patients with high-
grade glial tumors.6 Local treatment of high-grade, 
recurrent glial tumors is challenging due to the in-
filtrative spread pattern. Retrospective studies are 
showing an increase in survival with re-surgery in 
selected patient groups.7 Only a quarter of patients 
are eligible for surgery. In the study conducted by 
Harsh et al., survival after pre-surgery was report-
ed as 36 weeks in grade 4 tumors and 88 weeks in 
grade 3 tumors.8

 Radiotherapy is an alternative local treatment for 
recurrent glial tumors that are not suitable for sur-
gery. Many studies have been carried out about the 
outcomes of conventional radiotherapy in patients 
with recurrent glial tumors.9-11 In addition to the 
unsatisfactory clinical results, the rate of treatment-

related complications is high. Bauman et al. ad-
ministered 34 patients with recurrent glial tumors 
a total of 30 Gy in 10 fractions. The survival after 
re-irradiation was 2.8 months in the glioblastoma 
group and 8.5 months in the low-grade glial tumor 
group.10 In the study by Veninga et al., 42 patients 
were re-irradiated with a total dose of median 46 
Gy (range 4-55 Gy) at 2 Gy per fraction.12

With the development of IMRT (intensity-mod-
ulated radiotherapy), stereotactic radiosurgery, 
and fractionated stereotactic radiosurgery, it has 
become possible to apply the highest dose to the 
tumor tissue while delivering the lowest dose to 
normal tissues around the tumor.13,14 Combs et al. 
administered 15 Gy SRS to 32 patients with recur-
rent glial tumor with a median tumor volume of 10 
ml.  No severe toxicity was observed, survival after 
SRS was found to be 10 months in this study.15 In 
the review of Pannulo et al., it was stated that ef-
fective local control and palliation were achieved 
after SRS.16 In cases where the tumor volume is 
large, the rate of severe toxicity increases. In the 
study of Hall et al., the median tumor volume was 
28 ml, and survival after 20 Gy SRS was 8 months, 
and the rate of radiation necrosis was 14%.17 De-
spite the non-invasive and easy application of SRS, 
the risk of radionecrosis should be considered in 
clinical practice. In our study, SRS (20 Gy) was 
applied to one patient who died of progressive dis-
ease six months after SRS. 

Fractionated stereotactic radiosurgery is used as 
salvage therapy in relatively large lesions close 
to critical structures such as optic chiasma, brain-
stem, basal ganglia, motor, and speech center. 
Most of these tumors are not suitable for surgery 

Table 4. The relapse pattern after the first radiotherapy and re-irradiation

  n (%)

The relapse pattern after thefirst radiotherapy Intra-field recurrence 27 (87%)

 Out of field recurrence 4 (13%)

The relapse pattern after SRS/fSRS Good response to treatment 3 (10%)

 Stable disease 6 (19%)

 Radionecrosis 4 (13%)

 Progressive disease 17 (55%)

 Progression / radionecrosis 1 (3%)

    could not be clearly evaluated
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or radiosurgery. Toxicity rates are lower with fSRS 
than SRS. Well circumscribed glial tumors can be 
controlled with fSRS.18-20 Hudes et al. administered 
20 patients a total of 24-35 Gy fSRS in 3 Gy per 
fraction. In this study, survival after fSRS was de-
termined as 10.5 months and no grade 3-4 toxic-
ity was observed.21 In the study of Vordermark et 
al., survival after SRS/fSRS was 9.3 months, and 
2-year overall survival was 16% with moderate 
toxicity. In this study, it was stated that the strong-
est predictive factors for survival were tumor his-
tology and SRS/fSRS dose (< 30 Gyvs ≥ 30 Gy).20 
In the literature, survival after SRS/fSRS has been 
indicated as 4-13 months in patients with recurrent 
glial tumors.18-24 In our study, fSRS was applied to 
a total of 30 patients. The fractionization schemes 
were decided considering the tumor size and lo-
calization. In order to reduce toxicity, the fraction 
number was increased in patients with large tumors 
and tumors close to organs such as optic chiasma 
and brainstem. Patients were treated to a total dose 
of 18-40 Gy (median 30 Gy) in 1-5 fractions (me-
dian 5 fractions). Median overall survival was 15 
months; 6 month and 1-year overall survival rates 
were 80% and 70%, respectively. These findings 
are consistent with the literature. Overall survival 
after SRS/fSRS was 11 months and 30 months in 
patients with histopathological grade 4 and grade 3 
tumors, respectively (p= 0.04). 

Pseudoprogression is a false progression due to in-
creased capillary permeability and damage in the 
blood-brain barrier due to treatments (radiotherapy 
and/or chemotherapy). It is seen in 30% of glio-
blastoma patients treated with chemoradiotherapy 
and 9% of patients receiving only radiotherapy.25,26 
Diagnosis of pseudoprogression is established ei-
ther by histopathological diagnosis or by determin-
ing stable disease or regression in the next MRIs. 
Studies are claiming that survival rates are longer 
in patients with pseudoprogression.27,28 In our 
study, pseudoprogression was observed in a total 
of 4 patients.

Radionecrosis is seen  6-12 months after radio-
therapy with intense edema and can mimic the 
clinical course of tumor recurrence in 3-24% of the 
patients. Surgery may be required in cases when 
antiedema treatment is not sufficient.29 Known risk 
factors for the development of radionecrosis are 

total radiation dose, dose per fraction, duration of 
treatment, irradiated tumor volume in patients who 
underwent radiosurgery.30,31 Shepherd et al. admin-
istered 36 patients a total of 20-50 GyfSRS in 5 
Gy per fraction. Radiation necrosis was common at 
doses of 40 Gy, and above; 36% of the patients be-
came dependent on steroid treatment and 6% had 
to undergosurgery due to radionecrosis.19 In our 
study, 4 patients (13%) developed grade 4 radione-
crosis. The irradiated tumor volume was median 13 
mL (range 6-100 ml) in the whole patient group 
and more than 25 ml in all patients with grade 4 ra-
dionecrosis. Although the irradiated tumor volume 
was 6 ml, radionecrosis was detected in a patient 
who was re-irradiated for a tumor in the temporal 
lobe. Many studies are investigating possible risk 
factors for radionecrosis in the temporal lobe in 
patients with nasopharyngeal cancer. Hot spot for-
mation in the temporal lobe and maximum point 
dose are predictive factors for the development of 
radionecrosis.32 In the review where Mayer et al. 
analyzed 21 re-radiation studies, it was stated that 
there was an increase in radionecrosis risk when 
the total cumulative dose was above 100 Gy.33 Ven-
inga et al. observed severe long-term side effects 
only in patients with a cumulative bioequivalent 
dose above 204 Gy.12 In our study, the median cu-
mulative dose was 180 Gy.

There is no clear conclusion about the relation-
ship between tumor volume and survival after re-
irradiation; however, studies show better treatment 
outcomes in patients with small tumors. High sur-
vival rates at volumes below 30 ml, 20 ml, and 10 
ml were stated in the literature.21,34,35 In our study, 
survival after SRS/fSRS was 11 months in patients 
with a tumor volume of 15 ml and above, and 22 
months in the group with less than 15 ml. (p= 
0.009). As a result of multivariate analysis, the only 
statistically significant parameter affecting overall 
survival after SRS/fSRS was tumor volume (≥ 15 
ml, <15 ml). (HR: 6.9, p= 0.015). As stated before, 
in our study, all patients with fatal radionecrosis 
had a tumor volume of 25 ml or more. In patients 
with large tumor volumes, the possibility of tumor 
control decreases, and the rate of radionecrosis in-
creases. SRS/fSRS should be avoided in patients 
with large tumor volumes, especially greater than 
25 ml.



262 UHOD   Number: 4   Volume: 31   Year: 2021

International Journal of Hematology and Oncology

In our study, reirradiation was applied to the se-
lected patient group whose  KPS values were 60 
and above. In univariate analyzes, overall survival 
after SRS/fSRS was 9 months in patients with KPS 
70 and below and 30 months in patients with KPS 
above 70 (p= 0.007). Although it was not statisti-
cally significant in multivariate analysis, survival 
rates were lower in the patients with KPS values 
below 70 (HR: 2.3, p= 0.23). The low number of 
patients in our study and the fact that patients with 
high KPS values were recruited may have created 
statistical insignificance in multivariate analyzes. 
There are many publications with higher survival 
rates after SRS/fSRS in recurrent glial tumor pa-
tients with high KPS values, and our findings are 
consistent with the literature.22,36

There is a need for randomized studies comparing 
the treatment results of surgery vs. stereotactic ra-
diosurgery and/or chemotherapy treatment as sal-
vage therapy in recurrent malignant glial tumors. 
The aim of salvage therapy in patients with recur-
rent glial tumors is to increase the quality of life 
as well as to prolong survival. Prospective quality 
of life studies should be performed in this patient 
group.

In conclusion, SRS/fSRS is an effective and safe 
treatment method for recurrent glial tumors as sal-
vage therapy in selected patients. It can be applied 
successfully in patients with good general condi-
tion and well-circumscribed, small lesions. Since it 
is not invasive and can be completed in a relatively 
short time, it can provide effective palliation in 
progressive disease that does not respond to other 
treatment methods.
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