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Abstract

Glioblastoma is the most frequent and aggressive primary brain tumor. The patient can
be alive with this pathology using the modern standard of intensive combined treatment
less than 2 years. Between December 2013 and August 2017, 30 patients with newly diag-
nosed supratentorial glioblastoma had received concomitant chemoradiotherapy with
transcranial radiofrequency hyperthermia. The gross total or the subtotal resection of
the tumor was made previously in all cases. The median follow-up time after opera-
tion achieved 12 months (95% confidence interval (CI): 8.5-23 months) in this study.
The median disease-free survival time was 9.6 months (95% CI: 7.2-19.0 months). The
median overall survival time of patients included in the study was 23.4 months. No
increase in the systemic side effects of chemotherapy was found compared with the fre-
quency described in the population. Preliminary results had shown that the usage of
concomitant thermochemoradiotherapy with transcranial radiofrequency hyperthermia
improves progression-free survival rates. Overall survival rates also tended to increase.
Given the absence of severe complications, it is necessary to continue research to achieve
statistically significant results.
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1. Introduction

The median survival time of patients diagnosed with glioblastoma multiforme (GBM) with-
out any treatment is up to 3 months after diagnosis [1]. Modern multimodal treatment includ-
ing surgery and adjuvant chemoradiotherapy with subsequent chemotherapy results in
longer survival. However, the median survival does not exceed 2 years [2—4]. According to
population-based studies, the overall 1-, 2-, and 3-year survival rates are approximately 40,
15, and 7-8%, respectively, and the 5-year survival rates range between 0.05 and 5.5% [1, 5-7].

Glioblastoma multiforme is divided into primary and secondary morphological subtypes.
Primary GBM accounts for 80-90% of malignant gliomas. They arise de novo and are com-
mon in older adults (mean age 55-62 years). Secondary GBMs represent progression from
astrocytoma or oligodendroglioma. They manifest in younger adults (mean age 4045 years)
and have a lesser degree of necrosis [8-10]. Various genetic disorders characteristic of the pri-
mary and secondary subtypes of glioblastoma have been identified, of which the presence of
IDH1/2 mutation is the most reliable molecular marker that is determined in all cases of sec-
ondary GBMs, while only about 5% of primary glioblastoma have IDH mutations [1, 11-13].
Several studies have shown that IDH1/2 mutations are positive molecular-genetic prognostic
markers. IDH1/2 mutations make the tumor cells more susceptible to genetic rearrangements
caused by oxidative stress, thus being a driving force for the development of gliomas. On the
other hand, tumor cells containing IDH1 mutations become more susceptible to antitumor
therapy, which confers cytotoxicity through the generation of reactive oxygen species [14].
Patients with glioma harboring IDH mutation show a significantly better survival than those
with an IDH wild-type glioma (24-36 months vs. 9-15 months). The 5-year survival rate
is nearly zero for patients with primary GBM and up to 80% for patients with secondary
GBM [12, 15]. In accordance with the updated 2016 edition of the World Health Organization
(WHO) Classification of Tumors of the Central Nervous System (CNS), glioblastomas are
classified into glioblastoma, IDH wild-type, glioblastoma, IDH-mutant, and glioblastoma
NOS. The not-otherwise specified (NOS) is reserved for situations where there is either insuf-
ficient material or the facilities for testing for the specific genotype are not available [16].

Promoter methylation of the gene encoding the DNA repair enzyme O(6)-methylguanine DNA
methyltransferase (MGMT) is a favorable molecular-genetic prognostic/predictive marker for
patients with GBM. Approximately 50% of newly diagnosed GBMs have MGMT gene promoter
methylation. MGMT promoter methylation correlates with a low level of MGMT gene expres-
sion and may be a predictive marker of sensitivity to alkylating agents, resulting in an almost
twofold increase in the median survival after chemoradiotherapy [8, 17]. In addition, the pres-
ence of mMGMT is associated with an improved survival of GBM patients regardless of the
treatment strategy and reflects a generally more favorable tumor phenotype [15]. The presence
of 1p19q co-deletion (loss of heterozygosity on the 1p and 19q chromosome arms) is typical
for oligodendroglial tumors and indicates a more favorable prognosis. However, in patients
with glioblastoma, the 1p/19q co-deletion may not be associated with survival benefit [18].
The identification of molecular-genetic biomarkers considerably increased our current under-
standing of glioma genesis. However, further studies are required to identify new biomarkers
to define the clinical and biologic subtypes of glioblastoma [1, 8, 13].
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Multimodal treatment including surgery and adjuvant chemoradiotherapy with subse-
quent chemotherapy is the mainstream treatment modality for GBM. Surgery provides
material for histological and genetic examinations as well as reduces intracranial pressure
in most patients with intracranial hypertension. The gross total or the subtotal tumor resec-
tion is an important prognostic factor. Surgery followed by antitumor therapy increases
survival rates of these patients [19]. However, aggressive surgery within eloquent areas can
worsen the neurological outcome and performance status of patients, thus decreasing over-
all survival [20, 21]. Moreover, the infiltrative tumor growth beyond the contrast-enhancing
areas and the presence of tumor cells in the areas of perifocal edema dictate the need for
further antitumor therapy [22]. Survival of patients treated with surgery alone is less than
6 months [23].

Adjuvant radiation therapy at the standard total dose of 60 Gy prolonged overall survival to
10 months. However, tumor recurrence affected about 90% of patients who received radia-
tion therapy [1, 24]. The use of hyperfractionation or dose escalation beyond 60 Gy conferred
no survival benefit. Dose escalation up to 90 Gy led to a decrease in 1- and 2-year survival
rates [25, 26]. Attempts to escalate the total dose using brachytherapy and radiosurgery also
showed no benefit over the standard external beam radiation therapy [27-29].

In the randomized study, concurrent chemoradiation therapy with subsequent adjuvant
chemotherapy with temozolomide (TMZ) led to an increase in the overall survival of GBM
patients only up to 14.5 months [30]. The use of anti-angiogenic therapy (bevacizumab) in
patients with recurrent glioblastomas resulted in survival benefit, with the median overall
survival rate from 19.6 to 21.5 months [4, 31, 32]. However, two large randomized phase III
trials showed no improvement in overall survival between patients with newly diagnosed
GBM receiving and not receiving bevacizumab. The median overall survival of these patients
did not exceed 17 months [3, 33].

In recent decades, new approaches to GBM treatment including new drugs, and various bio-
logical and physical modifiers have been actively developed. Studies on cell cultures and
animal models have shown that low intensity and 200 kHz alternating electric fields have
antitumor activity due to mitotic arrest and apoptosis by disrupting mitotic spindle forma-
tion during metaphase and causing dielectrophoretic movement of polar molecules dur-
ing cytokinesis [34, 35]. In a large prospective randomized phase III trial, tumor-treating
fields (TTFields) were compared with standard chemotherapy for patients with recurrent
GBM. The trial indicated that TTFields had an equivalent efficacy when compared with pal-
liative chemotherapy; however, the quality of life was better in the TTFields group [36]. In
patients who underwent surgery and standard chemoradiotherapy, TTFields administered
concomitantly with temozolomide significantly improved the median overall survival com-
pared with temozolomide alone (20.5 vs. 15.6 months) [37]. Based on the results obtained,
TTFields were included in the standard for the treatment of newly diagnosed GBM in the
United States [38].

Experimental studies have shown that high temperatures can directly induce damage to gli-
oma cells and result in radio- or chemosensitization [39—43]. Unlike healthy tissues, tumors
have an increased thermal sensitivity, which is caused by biophysical differences between
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healthy and tumor cells associated with a low efficiency of ATP production in tumor cells.
Under conditions of ATP deficiency, the active transport of ions through the cell membrane
is violated and its membrane potential is reduced, thus resulting in higher conductivity and
dielectric permittivity in cancer tissue than in normal tissue [44, 45].

As recognized in the early 1970s, the main molecular event underlying the biological effects
of local hyperthermia (LHT) in a clinically significant temperature range (39-45°C) is protein
damage, including denaturation, exposure to hydrophobic groups, and aggregation with pro-
teins not directly altered by hyperthermia [46—48]. Hyperthermia (temperature above 43°C)
causes a large number of macromolecular changes that lead to cell death through extensive
protein denaturation and necrosis. Although significantly fewer macromolecular changes
occur in the 40.5-42°C range, these changes are still numerous. They occur in different cell
components and lead to apoptotic cell death [46, 48-50].

Protein aggregation and denaturation have a significant impact within the cell nucleus.
Changes in nuclear proteins, especially those involved in DNA transcription, replication, and
repair, cause the inhibition of replication forks and lead to chromosomal aberrations, genomic
instability, abnormal chromosome segregation, and cell death [46, 47, 49-52]. Cell membranes
are also extremely sensitive to heat stress due to the complex molecular composition of their
lipids and proteins. Under the action of LHT, the gel-to-liquid crystal lipid phase transition
occurs and the proteins lose their structure, thus resulting in an increased permeability of the
cell membrane. The ion balance (Na*, Mg*, K*, Ca*) in cells and in the extracellular environ-
ment is changed, although these changes are not the main mechanism of hyperthermic cell
death [49, 52].

Ion imbalance results in significant changes in the mitochondrial membrane potential and dis-
turbance of mitochondrial respiration, causing an increase in the activity of oxygen radicals
and a decrease in the level of oxygen consumption in malignant cells [52, 53]. Depolarization
of the mitochondrial membrane and the resulting release of oxygen radicals change the oxida-
tion-reduction status of cells and stability of proteins, increasing their sensitivity to LHT. The
accumulation of lipid peroxidation changes the distribution of Ca*" and activates the Ca*-
dependent apoptotic pathway. These effects contribute to the protein-unfolding effects of
hyperthermia and contribute to effects observed in the nucleus [46, 49].

Irreversible changes in the structure of the protein appear to occur at a temperature of 40°C
[54-57]. This temperature threshold also temporarily increases the activity of heat shock genes
that encode heat shock proteins (HSPs). The effect of HSPs may depend on their location:
intracellularly located HSPs have a protective function, including the correction of misfolded
protein molecules, the prevention of aggregation, the transport of proteins, and the restriction
of apoptosis. Intracellularly located Hsp70 can act as a cell survival protein by inhibiting the
permeability of lysosomal membranes. It also protects tumor cells from monocytic cytotoxic-
ity mediated by tumor necrosis factor [58]. However, HSPs may possess both anti-apoptotic
(Hsp27, Hsp70, and Hsp90) and proapoptotic effects (Hsp60 and Hsp10) [59, 60]. Finally,
cell death due to apoptosis can occur through various mechanisms and, perhaps, HSPs can-
not provide protection against all these mechanisms [61]. In contrast to intracellular HSPs,
membrane-bound and extracellular HSPs may have an immunostimulating effect [50]. Heat
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has been found to act as the main stimulator of HSP expression and immune stimulation.
Hyperthermia treatment at 43.5°C enhances cytotoxicity by antibodies monospecific to spe-
cific tumor antigens, suggesting that LHT is capable of enhancing specific immune responses
against tumor-associated cell membrane antigens [58, 62].

A simplified view that LHT can lead to immune suppression via induction of thermo-tol-
erance in tumor cells has been accepted for many years [52, 58]. It is becoming increasingly
apparent that in addition to general and limited immune suppression, LHT treatment can lead
to specific activation of the immune system by inducing certain modifications of the tumor
cell surface and various forms of cell death. Studies have shown that even local exposure to
LHT can lead to systemic tumor control by activating the innate immune system [50, 52, 58].

Despite convincing biological justifications, the enthusiasm for the clinical use of LHT as
monotherapy has decreased due to the fact that heating of human tumors to cytotoxic tem-
peratures between 42 and 45°C is difficult or almost impossible. In living tissues heated for
more than a few minutes, convective heat losses occur near large blood vessels (diameter of
~0.5 mm). Such blood vessels act as a heat sink, and one can expect a temperature drop of up
to 50% [63]. Blood flow provides up to 90% of heat removal. A 10-fold increase in blood flow
in response to LHT can occur due to the compensatory expansion of arteries and intensive
perfusion, especially in normal tissues [64—66].

Intratumoral blood flow varies considerably depending on the tumor type. Moreover, even
within the same tumor, the distribution of the vasculature and blood flow is very heteroge-
neous. Contrary to the general notion that the blood flow in tumors is less than that in normal
tissues, blood flow in many tumors, especially in small tumors, is actually greater than that
in the surrounding normal tissues under normal conditions. Typically, the bloodstream of
the tumor usually decreases as the tumor grows. While studies in small animals suggest
that LHT induced a decrease in blood flow at 42-43°C, there is evidence that tumors in large
animals and, more importantly, human tumors, are significantly less sensitive to LHT. In
general, clinical studies do not suggest a reduction in tumor perfusion at temperatures up
to 44°C [67].

Anincreased blood flow can increase tumor growth, as well as the risk of hematogenous metas-
tases, suppressing the possible therapeutic effect of LHT [48, 52, 68]. However, a high blood
flow can have the opposite effect: a high blood flow provides a more intensive exposure to che-
motherapy and, through increased oxygenation, sensitizes tumor tissue to radiotherapy [69].

A mild temperature (39-42°C), which is not optimal for the induction of direct cell death
or damage to the vascular system of the tumor, is effective in enhancing tumor response to
radiation therapy or chemotherapy [70]. Many conditions that contribute to radioresistance,
including hypoxia, acid medium, and S-phase of the cell cycle, either increase sensitivity to
LHT or do not change it [50, 52, 70, 71]. LHT-induced increase in tumor perfusion leads to an
increased tumor tissue oxygenation and an increased tumor radiosensitivity [72].

Under the influence of LHT, both the intrinsic chemical activity of cytostatics and the degree of
their penetration into cells increase due to the activation of membrane transport, and the direct
effect of LHT is much higher in hypoxic tissues, in which chemoresistance is observed [47, 71].
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The mechanism of enhanced cytotoxicity can include the increase in intracellular accumula-
tion of chemotherapeutic drugs, the inhibition of DNA repair, and S-phase cell cycle block,
when cells are most sensitive to heat. In addition, LHT increases the production of free radi-
cals and can reverse drug resistance [47, 49, 50].

Based on clinical data demonstrating the synergistic antitumor effect of noninvasive radiofre-
quency hyperthermia used in combination with chemotherapy and radiotherapy for tumors
from various sites and recurrent glioblastomas, the goal of the study was to evaluate the effec-
tiveness and safety of LHT combined with concurrent chemoradiotherapy for newly diag-
nosed glioblastoma.

2. Methods

2.1. Study population

Between December 2013 and August 2017, 30 patients with newly diagnosed and histologi-
cally verified supratentorial GBM were included into the study. All patients underwent gross
total or subtotal microsurgical removal of the tumor. Patients with the evidence of recent
hemorrhage on baseline magnetic resonance imaging (MRI) of the brain, metal implants,
and concurrent severe, intercurrent illness were excluded from the study. The study was
approved by the Ethics Committee of Cancer Research Oncology of Tomsk National Research
Medical Center. All patients provided informed written consent before being included in the
study.

2.2. Study design and treatment

This uncontrolled cohort study aimed to assess the tolerability and efficacy of concomitant
transcranial local radiofrequency hyperthermia combined with radiotherapy and chemo-
therapy with temozolomide to treat newly diagnosed glioblastoma after surgical treatment.
The IDH mutation status was determined using immunohistochemical staining with the anti-
human IDH1 R132H. Methylation of O6-methylguanine-DNA methyltransferase (MGMT)
was evaluated using a quantitative methyl-specific polymerase chain reaction in real time. To
assess surgical outcomes, postoperative contrast-enhanced MRI of the brain was used.

External beam radiation therapy (2.0 Gy per fraction, 5 days per week to a total dose of 60
Gy) was delivered using Theratron Equinox device. Chemotherapy with temozolomide was
administered at a dose of 200 mg/m?/day for 5 days for every 28-day cycle. The first course
of chemotherapy was administered a week after starting radiation therapy. Patients received
local hyperthermia beginning from the second week of administering external beam radio-
therapy (Figure 1). Local hyperthermia was given two times a week for 60 min. The interval
between local hyperthermia session and radiation therapy was 20—-40 min.

Local hyperthermia was given using Celsius TCS system, which uses electromagnetic
waves with a frequency of 13.56 MHz (radio waves) for energy transfer. The area of heating
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Figure 1. The protocol for transcranial local radiofrequency hyperthermia combined with radiation therapy and
chemotherapy with temozolomide.

exceeded the largest tumor diameter by at least 3 cm and increased proportionally to the
tumor depth. The heating temperature was gradually increased, focusing on the patient's
tolerability of the procedure in accordance with the protocol recommended by the device
manufacturer [73].

The applied energy of the electromagnetic field was increased during seven sessions and
was dependent on the patients' tolerance. In subsequent treatment sessions, the power did
not increase. The duration of the treatment session ranged between 20 and 60 min and the
absorbed power during one session was from 42 to over 324 kJ. To prevent thermal burns
of the skin and subcutaneous tissue, the surface of the electrodes was cooled by circulating
deionized water at a temperature of 12-16°C.

2.3. Patient surveillance and follow-up

Baseline contrast-enhanced magnetic resonance imaging (MRI) of the brain was required
before starting concurrent thermochemoradiotherapy (TCRT). All patients underwent a
detailed history and physical examination before treatment. Control blood and urine tests
were performed every week of thermochemoradiotherapy. The neurological and neuro-oph-
thalmic evaluations were performed before and after completion of treatment.

Overall survival and time to tumor progression/recurrence are the most important criteria
for the assessment of response to adjuvant therapy in patients with GBM. All patients were
followed up in the outpatient clinic setting. To assess treatment outcomes, contrast-enhanced
MRI was performed a month after completion of treatment, every 3 months in the first 2 years
and every 6-12 months thereafter. All MR images were evaluated using Response Assessment
in Neuro-oncology criteria, RANO [74]. In case of suspicion of tumor progression, an extraor-
dinary MRI was performed. When a patient did not show up for a scheduled appointment,
information on the patient’s health status was requested in his family relatives.

Adverse effects of radiation therapy were evaluated using RTOG/EORTC Scoring Criteria
(1995), and side effects of chemotherapy were assessed using the NCIC-CTC grading scale.
Thermal damage to the skin was classified according to the depth of the lesion.
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2.4. Statistical analysis

Progression-free survival and overall survival were assessed using clinical and molecular-
genetic prognostic factors.

Statistical analysis was done using statistical software for Microsoft Office Excel 2010
(Microsoft Corporation) and Statistica 10.0 (StatSoft).

2.5. Results

Between December 2013 and August 2017, 30 patients with newly diagnosed supratentorial
glioblastoma were included into the study. Eight patients underwent gross total tumor resec-
tion, and 22 patients underwent subtotal resection. The status of IDH mutation and MGMT
promoter methylation was analyzed in 73% of patients. Mutation of IDH was found in one
patient. The frequency of MGMT promoter methylation was 54.5%. There were 19 male and
11 female patients aged from 21 to 71. The highest frequency of glioblastoma occurred in the
age range of 50-61 (median age 56 years). Tumor involvement of more than one lobe was the
most common. Tumors that infiltrated the parietal, temporal, and frontal lobes occurred less
frequently. The medial structures and the occipital lobe were the least frequent sites in which
cancer developed (Figure 2).

The median Karnofsky Performance Status (KPS) score was 85% (range 40-90%, 95% CI:
60-90%) (Figure 3).

The average time from diagnosis to start of radiation therapy was 5.4 weeks. (95% CI: 4.5-6.5
weeks). Three patients who underwent subtotal tumor resection had disease progression at
the time of initiation of adjuvant therapy.

GBM Location
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Figure 2. GBM location in patients enrolled into the study.
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Figure 3. Karnofsky performance status score.

2.6. Treatment

Of the 30 patients included into the study, 29 completed concurrent thermochemoradiother-
apy (TCRT). One patient discontinued adjuvant chemotherapy after 42 Gy radiotherapy and
eight sessions of local hyperthermia because of tumor progression. In this case, disease pro-
gression was diagnosed before starting TCRT. Two patients lost to follow-up after assessing
immediate response to TCRT.

Patients who completed TCRT continued to receive chemotherapy with temozolomide at a
dose of 200 mg/m? per day for five consecutive days in a 28-day cycle. Three patients died
within 2 months after completion of treatment with no evidence of disease progression.
Among the patients who died, one patient had extensive destructive pneumonia, one patient
had severe neutropenia and thrombocytopenia, and another one patient had psycho-organic
syndrome occurring during atrophy of the brain.

Patients who had disease progression underwent surgery and second-line chemotherapy.
Repeated radiation therapy at a total dose of 40 Gy was administered to patients who devel-
oped disease progression 1 year after completion of adjuvant radiation therapy.

2.7. Treatment outcomes

Progression-free survival and overall survival were the primary end points in evaluating treat-
ment response in the study. The median follow-up time was 12 months (range 4-51 months;
95% CI: 8.5-23 months). The median disease-free survival was 9.6 months (95% CI: 7.2-19.0
months), and recurrence most often occurred within 6-12 months after treatment (Figure 4A).
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Figure 4. Survival of GBM patients who received concurrent thermochemoradiotherapy. (A) Progression-free survival
and (B) overall survival.

The 1-year disease-free survival rate was 41.3 + 10.6%. Five patients were followed up for
more than 24 months. One patient developed recurrent disease 34 months after diagnosis.

During the follow-up period, 11 patients died. Most deaths were registered within 6-12
months (five patients) and 12-24 months (four patients). The median overall survival time
was 23.4 months. The 1-year survival rate was 73 + 8.8%. Four patients had no evidence of
recurrence 24 months after completion of treatment (Figure 4B).

2.8. Safety and tolerability

Treatment tolerance was assessed by monitoring changes in the functional and neurological
status of patients and comparing complications from chemotherapy and radiotherapy.

Most patients had no changes in the functional performance status assessed by the Karnofsky
scale before and after TCRT. In three patients with low KPS score (40%) due to neurological
deficit, concurrent TCRT led to an increase in KPS score to 60%. One patient had disease pro-
gression during TCRT, and his KPS score decreased from 80 to 40%.

Changes in the KPS status before and after TCRT are shown in Figure 5. An increased func-
tional activity of patients was observed; however, differences were not statistically significant
(p>0.05).

The assessment of neurological symptoms before and after TCRT showed no changes in
neurological deficit in most patients. Neurological symptoms were transient in three cases
and regressed after vascular therapy in two cases. Worsening of neurological symptoms was
observed in three patients. One of these patients discontinued radiotherapy at a total dose of
42 Gy because of disease progression. In two remaining patients, an increase in neurological
symptoms was not associated with tumor progression and was characterized by the occur-
rence of extrapyramidal symptoms in one case and behavioral disorders in another case. Both
patients had a history of chronic cerebral ischemia. Regression of focal neurological symptoms
manifested as a decrease in the severity of pyramidal symptoms was registered after TCRT
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Figure 6. Changes in neurological symptoms after TCRT.

in two patients, and as an improved extremity muscle strength and regression of convulsive
syndrome in one patient, thus increasing KPS status from 40 to 60%. The patient characteris-
tics with respect to changes in neurological symptoms are shown in Figure 6.

Gastrointestinal toxicity manifested with diarrhea, nausea, or loss of appetite was founded in
four (13.3%) patients. Grade 3/4 toxicity was not registered. Hepatotoxicity manifested by a
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selective and sustained rise of serum alkaline phosphatase (ALP) activity that was noted in 13
(43.3%) patients. When the level of serum ALP activity was 2.5 times higher than the normal
limits, chemotherapy temporarily stopped, and the correction with hepatic protectors was
performed.

Hematologic toxicity in the form of grade 1/2 leukopenia, grade 1/2 thrombocytopenia,
and grade 1 anemia was observed in 10 (33.3%) patients. Grade 3/4 leukopenia and throm-
bocytopenia were diagnosed in two (6.7%) patients. Clinical manifestations of grade 3/4
hematological toxicity were characterized by increased hemorrhage, microhematuria, and
thrombocytopenic purpura. In one patient, hematoma formation in the tumor bed required
surgery. There were no cases of febrile neutropenia. In the cases of grade 3/4 hematologic tox-
icity, chemotherapy with a reduced dose of temozolomide continued after achieving absolute
neutrophil count of >1500 cells/ul and platelet count of >100,000 cells/ul. There were no cases
of chemotherapy termination because of hematological toxicity.

Grade 1-2 infectious complications after the completion of chemotherapy were revealed in
three (10%) patients. These complications were manifested by chronic pyelonephritis, bron-
chitis, and oropharyngeal candidiasis and were managed by antibacterial and antifungal
therapy. Within a month after completion of TCRT, two patients developed severe infections
(pneumonia), requiring hospitalization and prescription of antibiotic therapy. Both patients
received dexamethasone at a dose of 16 mg/day intramuscularly.

Acute radiation-induced skin damage was observed in all patients. Allopecia was observed
in 29 (96.7%) patients, and a second-degree skin radiation reaction was observed in one case
(3.3%). Complications associated with hyperthermia in the form of thermal injury of skin (up
to 2 cm in diameter) were diagnosed in three (10%) patients. They did not cause deterioration
in the physical status of patients. Treatment was conservative, and interruption or cessation of
treatment was not required. One patient developed inconsistency of a postoperative scar with
the formation of a cerebrospinal fluid leak. In this case, the excision and suture of the liquor
fistula were performed, liquorrhea was stopped, and TCRT was successfully completed.

3. Discussion

Several randomized studies showed a significant increase in the overall and disease-free sur-
vival of GBM patients receiving LHT [75, 76]. Seventy-nine patients with newly diagnosed
glioblastoma were randomized to receive either interstitial high-frequency hyperthermia
in combination with brachytherapy or interstitial brachytherapy alone. The median time to
disease progression was longer and the median overall survival was higher in the LHT +
brachytherapy group than in the group with brachytherapy alone (35 vs. 57 weeks and 76 vs.
85 weeks, respectively) [75]. Based on the study, interstitial high-frequency hyperthermia for
GBM treatment was approved by the Food and Drug Administration (FDA). However, the
invasive nature of LHT limited its use by two procedures to prevent complications associated
with the installation of antennas and determined the impossibility of combining LHT with
external beam radiation therapy.
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The effectiveness of magnetic hyperthermia combined with fractionated stereotactic radio-
therapy for recurrent GBM was evaluated in a large two-center study [76]. Patients underwent
stereotaxic intratumoral injection of a fluid containing magnetic nanoparticles (MNPs), fol-
lowed by heating in an alternating magnetic field. Side effects were moderate, and no serious
complications were observed. The median overall survival time from the diagnosis was 23.2
months. Thus, thermotherapy involving the use of alternating magnetic field in conjunction
with MNPs was proven to be an effective method for treating patients with GBM. However,
current limitations to the use of magnetic hyperthermia for thermotherapy of GBM patients
include the high concentration of MNPs required to generate hyperthermia precluding the
use of MRI, as well as the effective delivery of the MNPs [77].

Modern systems for performing deep LHT allow for noninvasive heating of the tumor. In
such systems, the electrical parameters of the circuit are automatically measured and individ-
ually adjusted to ensure control and high efficiency of the procedure. Temperature monitor-
ing in tumor tissue is provided by calculation based on the measurement of absorbed energy
and tissue impedance [66, 68].

There are a number of disadvantages of LHT: the excessive heating of subcutaneous fat, insta-
bility in a radiofrequency field and its dependence on the size of electrodes, their location,
distance between them, and on the dielectric parameters of tissues, as well as the ease of the
formation of the “hot spots,” that is, the maximum electrical field in places with a high dielec-
tric contrast [64, 78, 79].

There are published data indicating that the conductivity of the cerebrospinal fluid is at least
four to six times higher than that of the gray and white matter. Thus, it is reliable to predict the
presence of “hot spots” along the gray matter-cerebrospinal fluid (CSF) boundary, as well as
along white matter-CSF boundary. Moreover, the induced electric field distribution is highly
nonuniform. The electric field direction plays a significant role: the internal and near-surface
electric field is higher in a tissue with low conductivity and lower in a tissue with high con-
ductivity. As a result of tissue heterogeneity, the electric field in the brain does not decrease
smoothly with distance from the transducers, as it would in a homogeneous tissue. In addi-
tion, electric field “hot spots” can occur far from the arrays, giving rise to a complex spatial
distribution [80, 81].

This nonuniformity of the electric field determines high safety requirements for LHT, as it
has a number of negative effects on neuronal structures and functions, causing disturbances
in electrochemical depolarization, transmembrane ion transport, and destruction of cellular
signaling mechanisms and mitochondrial functions. Despite the fact that irreversible changes
in the protein structure occur at temperatures above 40°C [55, 56], this temperature thresh-
old also activates heat shock proteins to increase thermal tolerance and enhance cell protec-
tion [82]. Since irreversible changes in normal nerve tissue are detected after hyperthermia at
42-42.5°C for 40-60 min [56, 57], the brain temperature should not exceed 42°C.

The attempts to use noninvasive magnetic resonance thermometry during transcranial radiofre-
quency LHT were unsuccessful, because it was impossible to combine an electromagnetic LHT
device with an MRI system. Invasive thermometry for LHT is time-consuming, uncomfortable,

177



178 Glioma - Contemporary Diagnostic and Therapeutic Approaches

and risky for the patient. Considering these data, we conducted a study simulating radiofre-
quency deep LHT using a realistic bioequivalent phantom. Results of thermometry showed
that the temperature in the normal brain substance and cerebrospinal fluid did not exceed
the physiologic parameters. The rise in the tumor temperature enhanced the efficacy of radio-
therapy [83].

Several clinical studies on transcranial radiofrequency hyperthermia for relapsed malignant
brain tumors showed a low frequency of objective response (from 7 to 25% of cases) and the
median overall survival time of 6-9 months after the onset of hyperthermia [84-86]. It was
difficult to determine the effectiveness of treatment, since there were no data on the overall
survival from the time of surgical treatment.

A preliminary analysis of the results of this uncontrolled cohort clinical trial showed that at
a median follow-up of 12 months, the median progression-free survival was 9.6 months in
patients who received TCRT (CI 95%: 7.2-19.0 months). These results were better than those
described in the randomized study conducted by Stupp [30], who reported that the median
disease-free survival time was 6.9 months (95% CI: 5.8-8.2 months) and 7.1 months (95% CI:
5.9-8.2 months) in GBM patients treated with Stupp regimen and tumor-treating fields, respec-
tively [30, 37]. The median overall survival time of patients included in the study was 23.4
months. However, the result was not statistically significant because the median follow-up was
up of 12 months.

Given a small number of patients included in the study, the evaluation of molecular-genetic
prediction factors (IDH mutations and MGMT methylation) was important to avoid errors
associated with a disproportionate number of patients with a favorable prognosis. The molec-
ular-genetic features of tumors in patients enrolled in the study could not be the cause of
improved survival. However, the study demonstrated a high frequency of subtotal tumor
resections, which was a negative predictor factor [1].

Since radiofrequency hyperthermia was administered locally, an increase in the systemic side
effects of chemotherapy compared with the frequency described in the population was not
determined. The appearance of neurologic toxicity during chemotherapy with temozolomide
not described in the previous studies [30] was more likely to be associated with an increase in
edema and ischemic disorders. This was confirmed by the fact that neurological toxicity was
mainly observed during the second course of chemotherapy, when external beam radiation
dose accumulated. However, none of the patients had evidence of ischemic stroke.

Concurrent hyperthermia and chemoradiotherapy did not result in an increased frequency of
local injuries associated with transcranial local radiofrequency hyperthermia [79]. However,
it is necessary to pay attention to the fact that during TCRT, one patient developed a fistula
in the area of a postoperative scar, which indicated an impairment of reparative processes.

4. Conclusion

Preliminary results of the analysis of 30 patients with supratentorial newly diagnosed glioblas-
toma who received adjuvant thermochemoradiotherapy using transcranial radiofrequency
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hyperthermia showed an increase in progression-free survival rates. Overall survival rates

also tended to increase. Given the absence of severe complications, it is necessary to continue
research to achieve statistically significant results.

Acknowledgements

The work has been financially supported by the Fundamental Research Program of the
Russian Academy of Sciences, project No. 093.

Author details

Anastasiya I. Ryabova'¥, Valery A. Novikov', Olga V. Gribova', Evgeny L. Choynzonov'?,
Zhanna A. Startseva', Evgeny G. Grigoryev', Irina A. Miloichikova'?,
Nataliya D. Turgunova'? and Polina V. Surkova'

*Address all correspondence to: ranigor@mail.ru

1 Cancer Research Institute, Tomsk National Research Medical Center of the Russian
Academy of Sciences, Tomsk, Russia

2 Siberian State Medical University, Tomsk, Russia

3 National Research Tomsk Polytechnic University, Tomsk, Russia

References

[1]

(2]

[3]

Tini P, Miracco C, Toscano M, Palumbo S, Comincini S, Gravina GL, Pirtoli L. Clinical,
pathological, and molecular prognostic parameters in glioblastoma patients undergoing
chemo- and radiotherapy. In: Pirtoli L, Gravina GL, Giordano A, editors. Radiobiology
of Glioblastoma. Cham: Springer International Publishing; 2016. pp. 101-120. DOI:
10.1007/978-3-319-28305-0_7

Preusser M, de Ribaupierre S, Wohrer A, Erridge SC, Hegi M, Weller M, Stupp R. Current
concepts and management of glioblastoma. Annals of Neurology. 2011;70(1):9-21. DOI:
10.1002/ana.22425

Chinot OL, Wick W, Mason W, Henriksson R, Saran F, Nishikawa R, Carpentier AF,
Hoang-Xuan K, Kavan P, Cernea D, Brandes AA, Hilton M, Abrey L, Cloughesy T.
Bevacizumab plus radiotherapy-temozolomide for newly diagnosed glioblastoma. The
New England Journal of Medicine. 2014;370(8):709-722. DOI: 10.1056/NEJMo0a1308345

Kobyakov GL, Smolin AV, Bekyashev AK, Absalyamova OV, Kobyakova EA, Poddubsky
AA, Inozemtseva MV. Treatment for recurrent glioblastoma: Are there successes?
Tumors of Head and Neck. 2014;3:12-20 [in Russian]

179



180 Glioma - Contemporary Diagnostic and Therapeutic Approaches

[5]

[9]

[10]

[11]

[12]

[14]

[15]

[16]

Ostrom QT, Bauchet L, Davis FG, Deltour I, Fisher JL, Langer CE, Barnholtz-Sloan JS. The
epidemiology of glioma in adults: A “state of the science” review. Neuro-Oncology.
2014;16(7):896-913. DOI: 10.1093/neuonc/nou087

Ostrom QT, Liao P, Stetson LC, Barnholtz-Sloan JS. Epidemiology of glioblastoma and
trends in glioblastoma survivorship. In: Brem S, Abdullah KG, editors. Glioblastoma.
Elsevier Inc; 2016. pp. 11-19. DOI: 10.1016/B978-0-323-47660-7.00002-1

Ostrom QT, Gittleman H, Liao P, Vecchione-Koval T, Wolinsky Y, Kruchko C,
Barnholtz-Sloan ]JS. CBTRUS statistical report: Primary brain and other central ner-

vous system tumors diagnosed in the United States in 2010-2014. Neuro-Oncology.
2017;19(suppl_5):v1-v88. DOI: 10.1093/neuonc/nox158

Thakkar JP, Dolecek TA, Horbinski C, et al. Epidemiologic and molecular prognostic
review of glioblastoma. Cancer epidemiology, biomarkers & prevention: A publication
of the American Association for Cancer Research, cosponsored by the American Society
of Preventive Oncology. 2014;23(10):1985-1996. DOI: 10.1158/1055-9965.EPI-14-0275

Nicolaidis S. Biomarkers of glioblastoma multiforme. Metabolism-Clinical and
Experimental. 2015;64(3):22-527. DOI: 10.1016/j.metabol.2014.10.031

Tamimi AF, Juweid M. Epidemiology and outcome of glioblastoma. In: De Vleeschouwer
S, editor. Glioblastoma. Brisbane: Codon Publications; 2017. pp. 143-153. DOI: 10.15586/
codon.glioblastoma.2017.ch8

Ohgaki H, Kleihues P. The definition of primary and secondary glioblastoma. Clinical
Cancer Research. 2013;19:764-772. DOI: 10.1158/1078-0432.CCR-12-3002

Ryzhova MV, Shishkina LV, Zheludkova OG, Golanov AV, Gorelyshev SK, Pitskhelauri
DI, Bekiashev AK, Kobiakov GL, Absaliamova OV, Sycheva RV, Korshunov AG. Compa-
rative characteristics of genetic aberrations in glioblastomas in children and adults.
Problems of neurosurgery named after N.N. The Burdenko. 2014;78(2):3-11 [in Russian]

Hanif F, Muzaffar K, Perveen K, Malhi SM, Simjee SU. Glioblastoma Multiforme: A
review of its epidemiology and pathogenesis through clinical presentation and treat-
ment. Asian Pacific Journal of Cancer Prevention. 2017;18(1):3-9. DOI: 10.22034/AP]JCP.
2017.18.1.3

Labussiere M, Sanson M, Idbaih A, Delattre J-Y. IDH1 gene mutations: A new paradigm
in glioma prognosis and therapy? The Oncologist. 2010;15(2):196-199. DOI: 10.1634/
theoncologist.2009-0218

Theeler B], Yung WK, Fuller GN, De Groot JF. Moving toward molecular classifica-
tion of diffuse gliomas in adults. Neurology. 2012;79(18):1917-1926. DOI: 10.1212/
WNL.0b013e318271f7cb

Louis DN, Perry A, Reifenberger G, Von Deimling A, Figarella-Branger D, et al. The 2016
World Health Organization classification of tumors of the central nervous system: A
summary. Acta Neuropathologica. 2016;131(6):803-820. DOI: 10.1007/s00401-016-1545-1



[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

Concurrent Thermochemoradiotherapy in Glioblastoma Treatment: Preliminary Results
http://dx.doi.org/10.5772/intechopen.76264

Hegi ME, Diserens AC, Gorlia T, et al. MGMT gene silencing and benefit from temo-
zolomide in glioblastoma. The New England Journal of Medicine. 2005;352(10):997-1003.
DOI: 10.1056/NEJMoa043331

Boots-Sprenger SH, Sijben A, Rijntjes J, Tops BB, Idema A], Rivera AL, et al. Significance
of complete 1p/19q co-deletion, IDH1 mutation and MGMT promoter methylation in gli-
omas: Use with caution. Modern Pathology. 2013;26(7):922-929. DOI: 10.1038/modpathol.
2012.166

Diez Valle R, Tejada Solis S, Idoate Gastearena MA, et al. Surgery guided by 5-ami-
nolevulinic fluorescence in glioblastoma: Volumetric analysis of extent of resection in
singlecenter experience. Journal of Neuro-Oncology. 2011;102:105-113. DOI: 10.1007/
s11060-010-0296-4

McGirt MJ, Mukherjee D, Chaichana KL, et al. Association of surgically acquired motor
and language deficits on overall survival after resection of glioblastoma multiform.
Neurosurgery. 2009;65:463-469. DOI: 10.1227/01.NEU.0000349763.42238.E9

Delgado-Lopez PD, Corrales-Garcia EM. Survival in glioblastoma: A review on the
impact of treatment modalities. Clinical & Translational Oncology. 2016;18(11):1062-1071.
DOI: 10.1007/s12094-016-1497-x

Claes A, Idema A], Wesseling P. Diffuse glioma growth: A guerrilla war. Acta
Neuropathologica. 2007;114:443-458. DOI: 10.1007/s00401-007-0293-7

Naschletashvili DR, Bekyashev AKH, Karakhan VB, et al. Role of temozolomide in treat-
ment of malignant glioblastomas. Head and Neck Tumors. 2011;2:34-35 [in Russian]

Taw BB, Gorgulho AA, Selch MT, De Salles AA. Radiation options for high-grade
gliomas. Neurosurgery Clinics of North America. 2012;23(2):259-267. DOI: 10.1016/;.
nec.2012.01.003

Badiyan SN, Markovina S, Simpson JR, et al. Radiation therapy dose escalation for glio-
blastoma multiforme in the era of temozolomide. International Journal of Radiation
Oncology, Biology, Physics. 2014;90:877-885. DOI: 10.1016/j.ijrobp.2014.07.014

Brada M, Haylock B. Is current technology improving outcomes with radiation therapy
for gliomas? American Society of Clinical Oncology Educational Book. 2014:e89-e94.
DOI: 10.14694/EdBook_AM.2014.34.e89

Selker RG, Shapiro WR, Burger P, et al. The brain tumor cooperative group NIH trial
87-01: A randomized comparison of surgery, external radiotherapy, and carmustine ver-
sus surgery, interstitial radiotherapy boost, external radiation therapy, and carmustine.
Neurosurgery. 2002;51:343-355. DOI: doi.org/10.1227/00006123-200208000-00009

Souhami L, Seiferheld W, Brachman D, 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. 2004;60:853-860. DOI: 10.1016/j.ijrobp.2004.04.011

181



182 Glioma - Contemporary Diagnostic and Therapeutic Approaches

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

Tsao MN, Mehta MP, Whelan TJ, et al. The American Society for Therapeutic Radiology
and Oncology (ASTRO) evidence based review of the role of radiosurgery for malignant
glioma. International Journal of Radiation Oncology, Biology, Physics. 2005;63:47-55.
DOI: 10.1016/j.ijrobp.2005.05.024

Stupp R, Hegi ME, Mason WP, et al. Effects of radiotherapy with concomitant and
adjuvant temozolomide versus radiotherapy alone on survival in glioblastoma in a ran-
domised phase III study: 5-year analysis of the EORTCNCIC trial. The Lancet Oncology.
2009;10:459-466. DOLI: 10.1016/S1470-2045(09)70025-7

Lai A, Tran A, Nghiemphu PL, Pope WB, Solis OE, et al. Phase II study of bevacizumab
plus temozolomide during and after radiation therapy for patients with newly diag-
nosed glioblastoma multiforme. Journal of Clinical Oncology. 2011;29(2):142-148. DOI:
10.1200/JC0O.2010.30.2729

Ruiz-Sanchez D, Calero MA, Sastre-Heres AJ, Garcia MT, Hernandez MA, et al.
Effectiveness of the bevacizumab-irinotecan regimen in the treatment of recurrent glio-

blastoma multiforme: Comparison with other secondline treatments without this regi-
men. Oncology Letters. 2012;4(5):1114-1118. DOI: 10.3892/01.2012.861

Gilbert MR, Dignam JJ, Armstrong TS, Wefel JS, Blumenthal DT, et al. A randomized
trial of bevacizumab for newly diagnosed glioblastoma. The New England Journal of
Medicine. 2014;370(8):699-708. DOI: 10.1056/NEJMoa1308573

Kirson ED, Gurvich Z, Schneiderman R, Dekel E, Itzhaki A, et al. Disruption of Cancer
cell replication by alternating electric fields. Cancer Research. 2004;64(9):3288-3295. DOI:
10.1158/0008-5472.CAN-04-0083

Kirson ED, Dbaly V, TovarysF, Vymazal], Soustiel JF, etal. Alternating electric fields arrest
cell proliferation in animal tumor models and human brain tumors. Proceedings of the
National Academy of Sciences. 2007;104(24):10152-10157. DOI: 10.1073/pnas.0702916104

Stupp R, Wong ET, Kanner AA, Steinberg D, Engelhard H, et al. NovoTTF-100A versus
physician’s choice chemotherapy in recurrent glioblastoma: A randomised phase III trial
of a novel treatment modality. European Journal of Cancer. 2012;48(14):2192-2202. DOI:
10.1016/j.ejca.2012.04.011

Stupp R, Taillibert S, Kanner AA, Kesari S, Steinberg DM, et al. Maintenance ther-
apy with tumor-treating fields plus Temozolomide vs Temozolomide alone for glio-

blastoma: A randomized clinical trial. Journal of the American Medical Association.
2015;314(23):2535-2543. DOI: 10.1001/jama.2015.16669

National Comprehensive Cancer Network et al. NCCN guidelines: Central nervous sys-
tem cancers version 1.2017. [Internet]. 2017. Available from: https://www.nccn.org/pro-
fessionals/physician_gls/pdf/cns.pdf [Accessed: January 15, 2018]

Ohno T, Wakabayashi T, Takemura A, Yoshida J, Ito A, et al. Effective solitary hyper-
thermia treatment of malignant glioma using stick type CMC-magnetite: In vivo study.
Journal of Neuro-oncology. 2002;56:233-239. DOI: 10.1023/A:101508080



[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

Concurrent Thermochemoradiotherapy in Glioblastoma Treatment: Preliminary Results
http://dx.doi.org/10.5772/intechopen.76264

Neshasteh-Riz A, Rahdani R, Mostaar A. Evaluation of the combined effects of hyper-
thermia, cobalt-60 gamma rays and IUdR on cultured glioblastoma spheroid cells and
dosimetry using TLD-100. Cell Journal. 2014;16(3):335-342

Man],Shoemake]D,MaT,RizzoAE,Godley AR, etal. Hyperthermiasensitizesgliomastem-
like cells to radiation by inhibiting akt signaling. Cancer Research. 2015;75(8):1760-1769.
DOI: 10.1158/0008-5472

Asayesh T, Changizi V, Eyvazzadeh N. Assessment of cytotoxic damage induced
by irradiation combined with hyperthermia and gemcitabine on cultured glioblas-
toma spheroid cells. Radiation Physics and Chemistry. 2016;120:44-48. DOI: 10.1016/j.
radphyschem.2015.11.031

Mahdavi SR, Yahyapour R, Nikoofar A. Cytotoxic effects of hyperthermia, chemother-
apy (Navelbine) and radiation on glioma spheroids. Radiation Physics and Chemistry.
2016;123:20-24. DOI: 10.1016/j.radphyschem.2016.01.018

Vaupel PW, Kelleher DK. Pathophysiological and vascular characteristics of tumours
and their importance for hyperthermia: Heterogeneity is the key issue. International
Journal of Hyperthermia. 2010;26(3):211-223. DOI: 10.3109/02656731003596259

Raoof M, Cisneros BT, Corr SJ, Palalon F, Curley SA, Koshkina NV. Tumor selective
hyperthermia induced by short-wave Capacitively-coupled RF electric-fields. PLoS One.
2013;8(7):e68506. DOI: 10.1371/journal.pone.006850

Roti Roti JL. Cellular responses to hyperthermia (40-46 degrees C): Cell killing
and molecular events. International Journal of Hyperthermia. 2008;24:3-15. DOI:
10.1080/02656730701769841

Sugahara T, van der Zee ], Kampinga HH, Vujaskovic Z, Kondo M, et al. Kadota fund
international forum 2004. Application of thermal stress for the improvement of health,
15-18 June 2004, Awaji Yumebutai international conference center, Awaji Island, Hyogo,
Japan. Final report. International Journal of Hyperthermia. 2008;24(2):123-140. DOI:
10.1080/02656730701883675

Hegyi G, Szigeti GP, Szasz A. Hyperthermia versus Oncothermia: Cellular effects in
complementary cancer therapy. Evidence-Based Complementary and Alternative
Medicine. 2013, Article ID 672873:12. DOI: 10.1155/2013/672873

Ahmed K, Zaidi SF. Treating cancer with heat: Hyperthermia as promising strategy to
enhance apoptosis. The Journal of the Pakistan Medical Association. 2013;63(4):504-508

Hurwitz M, Stauffer P. Hyperthermia, radiation and chemotherapy: The role of heat in
multidisciplinarycancer care. Seminars in Oncology. 2014;41(6):714-729. DOI: 10.1053/j.
seminoncol.2014.09.014

Oei AL, Vriend LEM, Crezee ], Franken NAP, Krawczyk PM. Effects of hyperther-
mia on DNA repair pathways: One treatment to inhibit them all. Radiation Oncology.
2015;10:165. DOI: 10.1186/s13014-015-0462-0

183



184  Glioma - Contemporary Diagnostic and Therapeutic Approaches

[52]

[53]

[54]

[55]

[56]

[57]

[58]

[59]

[60]

[61]

[62]

[63]

[64]

Szasz A, Iluri N, Szasz O. Local hyperthermia in oncology — To choose or not to choose?
In: Huilgol N, editor. Hyperthermia. InTech; 2013. DOI: 10.5772/52208

Curley SA, Palalon F, Sanders KE, Koshkina NV. The effects of non-invasive radiofre-
quency treatment and hyperthermia on malignant and nonmalignant cells. International
Journal of Environmental Research and Public Health. 2014;11(9):9142-9153. DOI:
10.3390/ijerph110909142

White MG, Luca LE, Nonner D, Saleh O, Hu B, Barrett EF, et al. Cellular mechanisms
of neuronal damage from hyperthermia. Progress in Brain Research. 2007;162:347-371.
DOI: 10.1016/50079-6123(06)62017-7

Kiyatkin EA. Brain temperature homeostasis: Physiological fluctuations and pathologi-
cal shifts. Frontiers in Bioscience: A Journal and Virtual Library. 2010;15:73-92

Wang H, Kim M, Normoyle KP, Llano D. Thermal regulation of the brain—An ana-
tomical and physiological review for clinical neuroscientists. Frontiers in Neuroscience.
2015;9:528. DOI: 10.3389/fnins.2015.00528

Yarmolenko PS, Moon EJ, Landon C, Manzoor A, Hochman DW, et al. Thresholds for
thermal damage to normal tissues: An update. International Journal of Hyperthermia:
The Official Journal of European Society for Hyperthermic Oncology. 2011;27(4):320-343.
North American Hyperthermia Group. DOI: 10.3109/02656736.2010.534527

Frey B, Weiss EM, Rubner Y, Wunderlich R, Ott OJ, et al. Old and new facts about
hyperthermia-induced modulations of the immune system. International Journal of
Hyperthermia. 2012;28(6):528-542. DOI: 10.3109/02656736.2012.677933

Multhoff G. Heat shock protein 70 (Hsp70): Membrane location, export and immuno-
logical relevance. Methods. 2007;43(3):229-237. DOIL: 10.1016/j.ymeth.2007.06.006

Didelot C, Schmitt E, Brunet M, Maingret L, Parcellier A, Garrido C. Heat shock pro-
teins: Endogenous modulators of apoptotic cell death. In: Starke K, Gaestel M, editors.
Handbook of Experimental Pharmacology. Vol. 172. Berlin/Heidelberg: Springer; 2006.
pp. 171-198. DOI: 10.1007/3-540-29717-0_8

Bellmann K, Charette SJ, Nadeau PJ, Poirier DJ, Loranger A, Landry J. The mechanism
whereby heat shock induces apoptosis depends on the innate sensitivity of cells to stress.
Cell Stress & Chaperones. 2010;15(1):101-113. DOI: 10.1007/s12192-009-0126-9

Peer AJ, Grimm M]J, Zynda ER, Repasky EA. Diverse immune mechanisms may contrib-
ute to the survival benefit seen in cancer patients receiving hyperthermia. Immunologic
Research. 2010;46(1-3):137-154. DOI: 10.1007/512026-009-8115-8

Ruano MG, Duarte HS. Time-spatial ultrasound induced temperature evaluation on per-
fused phantoms. In: Proceedings of the International Conference on Health Informatics
IFMBE 42; 7-9 November 2013; Vilamoura. pp. 88-91

Kok HP, van den Berg CA, Bel A, Crezee J. Fast thermal simulations and temperature
optimization for hyperthermia treatment planning, including realistic 3D vessel net-
works. Medical Physics. 2013;40(10):103303. DOI: 10.1118/1.4821544



[65]

[66]

[67]

[68]

[69]

[70]

[71]

[72]

[73]
[74]

[75]

[76]

[77]

Concurrent Thermochemoradiotherapy in Glioblastoma Treatment: Preliminary Results
http://dx.doi.org/10.5772/intechopen.76264

Dillon C, Roemer R, Payne A. Magnetic resonance temperature imaging-based quanti-
fication of blood flow-related energy losses. NMR in Biomedicine. 2015;28(7):840-851.
DOI: 10.1002/nbm.3318

Szasz O, Szasz A. Heating, efficacy and dose of local hyperthermia. Open Journal of
Biophysics. 2016;6(1):10-18. DOI: 10.4236/ojbiphy.2016.61002

Rossmann C, Haemmerich D. Review of temperature dependence of thermal proper-
ties, dielectric properties, and perfusion of biological tissues at hyperthermic and abla-
tion temperatures. Critical Reviews in Biomedical Engineering. 2014;42(6):467-492. DOI:
10.1615/CritRevBiomedEng.2015012486

Szigeti GP, Szasz O, Hegyi G. Personalised dosing of hyperthermia. Journal of Cancer
Diagnosis. 2015;1:107. DOI: 10.4172/2476-2253.1000107

Griffin RJ, Dings RP, Jamshidi-Parsian A, Song CW. Mild temperature hyperther-
mia and radiation therapy: Role of tumour vascular thermotolerance and relevant
physiological factors. International Journal of Hyperthermia. 2010;26(3):256-263. DOI:
10.3109/02656730903453546

Behrouzkia Z, Joveini Z, Keshavarzi B, Eyvazzadeh N, Aghdam RZ. Hyperthermia:
How can it be used? Oman Medical Journal. 2016;31(2):89-97. DOI: 10.5001/0m;.2016.19

Titsworth LW, Murad GJ, Hoh BL, Rahman M. Fighting fire with fire: The revival of
thermotherapy for gliomas. Anticancer Research. 2014;34:565-574

Habash RW, Krewski D, Bansal R, Alhafid HT. Principles, applications, risks and benefits
of therapeutic hyperthermia. Frontiers in Bioscience (Elite Edition). 2011;(3):1169-1181.
DOI: 10.2741/e320

Therapieprotokolle C42 Vers. 14.03.2016, Seite 10 von 19. Dokumenten-ID: GA-TCS011B

Wen PY, Macdonald DR, Reardon DA, Cloughesy TF, Sorensen AG, et al. Updated
response assessment criteria for high-grade gliomas: Response assessment in neuro-
oncology working group. Journal of Clinical Oncology. 2010;28(11):1963-1972. DOI:
10.1200/JC0O.2009.26.3541

Sneed PK, Stauffer PR, McDermott MW, Diederich CJ, Lamborn KR, Prados MD, et al.
Survival benefit of hyperthermia in a prospective randomized trial of brachytherapy
boost +/— hyperthermia for glioblastoma multiforme. International Journal of Radiation
Oncology, Biology, Physics. 1998;40:287-295. DOI: 10.1016/S0360-3016(97)00731-1

Maier-Hauff K, Ulrich F, Nestler D, et al. Efficacy and safety of intratumoral thermother-
apy using magnetic iron-oxide nanoparticles combined with external beam radiother-

apy on patients with recurrent glioblastoma multiforme. Journal of Neuro-Oncology.
2011;103(2):317-324. DOI: 10.1007/s11060-010-0389-0

Liu H, Zhang ], Chen X, et al. Application of iron oxide nanoparticles in glioma imag-
ing and therapy: From bench to bedside. Nanoscale. 2016;8(15):7808-7826. DOI: 10.1039/
conr00147e

185



186 Glioma - Contemporary Diagnostic and Therapeutic Approaches

[78]

[81]

[82]

[84]

[85]

[86]

Paulides MM, Stauffer PR, Neufeld E, Maccarini PF, Kyriakou A, Canters RA, et al.
Simulation techniques in hyperthermia treatment planning. International Journal of
Hyperthermia. 2013;29(4):346-357. DOI: 10.3109/02656736.2013.790092

Rusakov SV. The rise and fall of hyperthermia: A historical review. Medical Alphabet.
2013;1-2(10):29-37 [in Russian]

Miranda PC, Mekonnen A, Salvador R, Basser PJ. Predicting the electric field distribu-
tion in the brain for the treatment of glioblastoma. Physics in Medicine and Biology.
2014;59(15):4137-4147. DOI: 10.1088/0031-9155/59/15/4137

Wenger C, Salvador R, Basser PJ, Miranda PC. The electric field distribution in the brain
during TTFields therapy and its dependence on tissue dielectric properties and anat-
omy: A computational study. Physics in Medicine and Biology. 2015;60(18):7339-7357.
DOI: 10.1088/0031-9155/60/18/7339

Haque N, Ludri A, Hossain SA, Ashutosh M. Comparative studies on temperature
threshold for heat shock protein 70 induction in young and adult Murrah buffaloes.
Journal of Animal Physiology and Animal Nutrition (Berl.). 2012;96(5):920-929. DOI:
10.1111/j.1439-0396.2011.01208.x

Choynzonov EL, Ryabova Al, Miloichikova IA, Turgunova ND, Gribova OV, Startseva
Zh A. Measurement of the temperature field in a brain phantom with simulated glio-

blastoma in transcranial high-frequency hyperthermia. Biomedical Engineering.
2018;51(5):350-353. DOI: 10.1007/s10527-018-9746-7

Douwes F, Douwes O, Grote C, Bogovic J. Hyperthermia in Combination with ACNU
Chemotherapy in the Treatment of Recurrent Glioblastoma [Internet]. 2006. Available
from:https://pdfs.semanticscholar.org/9b80/876256£59db95fdfb160ed7 cf964a9c3be74.
pdf [Accessed: January 15, 2018]

Fiorentini G, Giovanis P, Rossi S, Dentico P, Paola R, Turrisi G, Bernardeschi P. A phase
II clinical study on relapsed malignant gliomas treated with electro-hyperthermia. In
Vivo. 2006;20(6A):721-724

Wismeth C, Dudel C, Ramm P, Pietsch T, Hirschmann B, et al. Transcranial electro-
hyperthermia combined with alkylating chemotherapy in patients with relapsed high-
grade gliomas: Phase I clinical results. Journal of Neuro-Oncology. 2010;98(3):395-405.
DOI: 10.1007/s11060-009-0093-0



