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Purpose/Objective(s): Although early results of RTOG 9802 demonstrated that PCV given after RT prolonged PFS, overall survival (OS) prolongation was not observed in this early report. OS was however prolonged in patients surviving 2 years from randomization, and therefore a more mature analysis was performed.
Materials/Methods: Eligibility criteria included supratentorial WHO grade II LGG age 18-39 years with subtotal resection/biopsy, or age ≥ 40(an y extent resection). Patients were stratified by age (< vs ≥ 40), Karnofsky Performance Status (60-80 vs 90-100), pre-op scan kontrast enhancement (present vs. absent), and histology (astrocytoma (A) vs. oligodendroglioma (O) [mixed, astrocytic dominant tumors were considered with A, whereas mixed oligodendroglial tumors were grouped with O], and randomized to RT alone (54 Gy in 30 fractions) or RT followed by 6 cycles of PCV. Survival was compared using the modified Wilcoxon test, and Cox proportional hazard models were used to identify prognostic variables.
Results: From 1998-2002, 251 eligible patients were accrued and at the time of this analysis, median follow-up time is 11.9 years. RT followed by PCV yielded significantly longer median survival (MST) compared to RT alone (13.3 vs. 7.8 years, p = 0.03; HR = 0.59) and re-emphasized the previously reported improvement in PFS (10.4 vs. 4.0 years, p = 0.002; HR = 0.50). Treatment arm was identified as a prognostic variable in favor of RT + PCV for both OS (p = 0.003; HR = 0.59) and PFS (p < 0.001; HR = 0.49). Histology was prognostic for OS (p < 0.001; HR = 2.16) and PFS (p < 0.001; HR = 1.85) in favor of O compared to A. Male gender was prognostic for inferior OS (p = 0.02; HR Z 1.51). Molecular

markers were not pre-specified; post-hoc analysis of these is ongoing.
Conclusions: For “high-risk” LGG, defined as age < 40 years with subtotal resection/biopsy or ≥ 40 years with any degree of resection, RT followed by 6 cycles of PCV prolongs both OS and PFS, and RT plus chemotherapy should therefore be considered a new standard of care for such patients. Astrocytic histology and male gender predict for poorer survival.
