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Simple Summary: Meningiomas are one of the most common primary brain tumors. The current
standard therapy for symptomatic or growing lesions includes surgery and/or radiotherapy. Pencil
Beam Scanning Proton Therapy (PBS PT) is an alternative to conventional radiotherapy with unique
dose deposition pattern and improved conformality. In this retrospective study, we assess the clinical
outcome including the quality of life (QoL) of patients with intracranial meningiomas treated with
PBS PT between 1997 and 2022 at the Centre for Proton Therapy of the Paul Scherrer Institute. In
200 patients, we observed a high local control and survival, especially in patients with grade 1 tumors
as well as a low rate of high-grade toxicity and stable QoL over the years after treatment. This study
shows that PBS PT is an adequate alternative to conventional radiotherapy in meningioma treatment.

Abstract: The aim of this study was to assess the clinical outcome, including QoL, of patients with
intracranial meningiomas WHO grade 1–3 who were treated with Pencil Beam Scanning Proton
Therapy (PBS PT) between 1997 and 2022. Two hundred patients (median age 50.4 years, 70% WHO
grade 1) were analyzed. Acute and late side effects were classified according to CTCAE version 5.0.
Time to event data were calculated. QoL was assessed descriptively by the EORTC-QLQ-C30 and
BN20 questionnaires. With a median follow-up of 65 months (range: 3.8–260.8 months) the 5 year OS
was 95.7% and 81.8% for WHO grade 1 and grade 2/3, respectively (p < 0.001). Twenty (10%) local
failures were observed. Failures occurred significantly (p < 0.001) more frequent in WHO grade 2 or 3
meningioma (WHO grade 1: n = 7, WHO grade 2/3: n = 13), in patients with multiple meningiomas
(p = 0.005), in male patients (p = 0.005), and when PT was initiated not as upfront therapy (p = 0.011).
There were no high-grade toxicities in the majority (n = 176; 88%) of patients. QoL was assessed for
83 (41.5%) patients and for those patients PT did not impacted QoL negatively during the follow-up.
In summary, we observed very few local recurrences of meningiomas after PBS PT, a stable QoL, and
a low rate of high-grade toxicity.

Keywords: meningioma; proton therapy; pencil beam scanning; patterns of failure; quality of life

1. Introduction

Meningiomas are one of the most common primary brain tumors [1] and they are
classified by the World Health Organization (WHO) as benign (WHO grade 1), atypical
(WHO grade 2), and malignant (WHO grade 3), bearing different prognoses [2]. More
than 90% of meningiomas are WHO grade 1 tumors [3]. Nevertheless, despite their
mostly benign behavior, they can lead to significant morbidity if uncontrolled as a result of
compression of vital or other critical structures [4,5].
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Incidental, asymptomatic meningiomas can be managed with a wait-and-see strategy,
especially in older patients. The current standard therapy for symptomatic or growing
lesions includes surgery and/or radiotherapy, depending on the size, grading, and location
of the lesion. For inoperable lesions, radiotherapy is the current standard of care [2].

Frequently, these tumors grow in proximity to critical structures, especially at the
base of skull [6]. Moreover, due to mostly good prognoses, there are also concerns about
radiation therapy (RT)-related injury to the healthy brain tissue [7].

Proton beam therapy (PT) is characterized by its unique dose deposition pattern, with
low entrance and no relevant exit dose [8]. Spot scanning, also known as pencil beam scan-
ning (PBS) PT, utilizes magnetic beam scanning to individually modulate monoenergetic
pencil beams to target a volume in three dimensions [9,10]. This improves conformality
and organ at risk (OAR) sparing through highly conformal dose distributions.

To date, there are only very few studies with mainly small patient cohorts which
have published the results of conformal PBS PT [11,12], and few studies with other PT
techniques, mainly Passive Scattering PT. Moreover, there is only little known about the
long-term outcome of Quality of life (QoL) after photon RT or PT.

In this retrospective study, we assess the long-term clinical outcome and prospectively
assess the QoL of patients with intracranial meningiomas WHO grade 1, 2, and 3 treated
with PBS PT at the Center for Proton Therapy (CPT)/Paul Scherrer Institute (PSI) between
1997 and April 2022.

2. Material and Methods
2.1. Patients

The study population was comprised of meningiomas WHO grade 1, 2, and 3 treated
with PBS PT at the CPT/PSI between July 1997 and April 2022 with a minimum follow-up
of 3 months. In total, 206 of such patients were identified in our institutional database
(Figure 1). Of those, six (3%) patients were excluded: one patient was excluded due to
refusal of research consent, one patient received a split-course photon/proton treatment,
two patients did not complete PT, and another two patients were excluded due to spinal
tumor localization (miss-captured in the database). In total, 200 meningiomas were included
in the analysis. This study was approved by the cantonal ethics commission (EKNZ 2022-
00773). Table 1 details the patient characteristics and important clinical features.
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Table 1. Patients’ characteristics (n = 200). Bold: Categories.

N (%) or Median (Range)

Gender
Male 55 (27.5%)

Female 145 (72.5%)
Age (years) 50.4 (3.2–79.8)
Histology

WHO Grade 1 140 (70%)
WHO Grade 2 55 (27.5%)
WHO Grade 3 5 (2.5%)

Tumor site
Skull Base 140 (70%)

Non-Skull Base 60 (30%)
Type of resection

No resection 38 (19%)
Simpson 1–3 30 (15%)
Simpson 4/5 132 (66%)
Timing of PT

Initial Treatment 111 (55.5%)
Recurrence/Progressive Disease 89 (44.5%)

Largest PTV (cm3) 102.3 (4.6–1142)

Data were collected using an electronic central spreadsheet designed for this study.
Data collection was overseen by the science officer and senior radiation oncologist and data
were reviewed in our weekly follow-up meetings when questionable tumor control and/or
toxicity was observed. The median age at start of PT was 50.4 years (range: 3.2–79.8),
145 patients were female (72.5%) and most tumors (n = 140; 70%) were WHO grade 1
(Table 1). The majority of tumors (n = 140, 70%) were skull base meningiomas, defined
along the sphenoid wing, clivus, cavernous sinus, or foramen magnum (Table 1). It was
noteworthy that 18 (9%) patients had a tumor encompassing the optic nerve sheet, i.e., an
optic nerve sheet meningioma.

Most patients (n = 162, 81%) underwent surgical resection or biopsy before PT. In
the other 38 patients (19%), a diagnosis was made clinically and radiologically due to the
elevated risk of surgery/biopsy or patient refusal.

Surgical excision was classified according to the Simpson grading [13], taking into
account the surgery report and/or the direct postoperative imaging. Subtotal resection
(STR) or biopsy (Simpson grade 4 or 5) was achieved in 132 patients (66%), and 30 patients
(15%) underwent Gross Total Resection (GTR, Simpson 1–3).

A small proportion of patients was treated with radiotherapy to the brain/head and
neck region before PT (n = 11, 5.5%), mainly for another meningioma. Three patients (1.5%)
were re-irradiated for a tumor progression with a partial overlap of the RT volume.

Regarding the remaining eight pre-irradiated patients, two patients had received
whole brain RT before (one leukemia, one medulloblastoma with craniospinal irradiation).

Additionally, two other patients had initially presented with bilateral optic nerve sheet
meningiomas and underwent normofractionated pre-treatment on the contralateral side.
Furthermore, two patients had received stereotactic radiosurgery for another meningioma
and an acoustic neuroma, respectively.

For the two remaining patients, the exact irradiation volume could not be reconstructed
because the treatments were completed a long time ago, and no records were available (one
medulloblastoma and one chronic otitis media).

Regarding timing, in 111 patients (55.5%), PT was part of the initial treatment. In
the other 89 patients, PT was administered as treatment for recurrence or for progressive
meningiomas after STR (45.5%).
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Pencil Beam Scanning Proton Therapy Delivery

All patients received PBS PT as previously described [11,12]. Due to technical problems
of the cyclotron, one patient was treated on an emergency basis with photons at another
department for two fractions during the course of PT; all other patients received the PBS
PT only.

The Gross Tumor Volume (GTV) included the macroscopic tumor and/or suspicious
dural or bony changes on MRI or computed tomography and/or the resection cavity. The
Clinical Target Volume (CTV) comprehensively included the GTV. In general, for WHO
grade 1 tumors, the GTV was expanded by 0–5 mm to create the CTV. For higher grade
tumors, 5–20 mm were added to the GTV. In addition, the CTV was expanded whenever
there was suspected bony invasion. Clearly thickened dural trails and hyperostotic bones
were included, and CTVs were adapted to natural anatomic barriers. The Planning Target
Volume (PTV) was defined as 3–6 mm isotropic margin around the CTV.

The median delivered dose to benign (WHO grade 1) tumors was 54 Gy (RBE) (range:
50.4–64). The non-benign meningiomas (WHO grade 2 and 3) were treated with a median
dose of 60 Gy (RBE) (range: 54–68).

2.2. Follow-Up Evaluation

Correspondence with referring physicians, patients’ visits at the PSI, and patient
reported outcome questionnaires were used as follow-up evaluations. Serial brain imaging
studies (MRI) were requested regularly by the PSI.

Local failure was defined as clear radiologically observed tumor progression of any
size after STR or local tumor recurrence after GTR of the treated meningioma. Failures
within the 90% isodose were defined as “in-field.” Failures outside the 90% isodose but
within the treated region were termed “marginal”. Failures outside the 20% isodose were
considered as out-of-field failures.

Acute and late side effects were defined as effects observed before and after 90 days
following the start of PT, respectively. The classification of these side effects was performed
according to the grading system of the National Cancer Institute Common Terminology
Criteria for Adverse Events (CTCAE), version 5.0 (grade 1 to 5). Critical cases were
discussed among the PSI staff during internal meetings.

Quality of life (QoL) was collected by the validated EORTC-QLQ-C30 and BN20 ques-
tionnaires from 2015 onwards. Three questionnaires were given out during treatment (first
week, half-way through treatment, and end of treatment) and then annually after treatment.

The description of the EORTC-QLQ-C30 and BN20 questionnaires including scoring
is reported previously [14].

2.3. Statistical Analysis

Local Control (LC), Toxicity Free Survival (TFS), and Overall Survival (OS) times were
determined from the date of the first day of PT.

Death was the event for OS, local failure for LC, and a grade ≥3 toxicity or death was
the event for TFS. LC, TFS, and OS were calculated with the aid of Kaplan–Meier estimates.
The log rank test was used to assess significant differences, with acceptance of p < 0.05.
Due to the small number of events, no multivariate analysis could be performed.

The QoL data were assessed descriptively, showing the mean values of the scores
over time up to 5 years after PT. In case of unambiguous answers, items were counted as
missing items at the time point. Selected items of the C30 questionnaire were compared
with the European EORTC normative data of the general population [15], including QoL
values collected from 11.343 people from the general population in 11 European countries.

Statistical analyses were performed using the SPSS statistical package (SPSS v28; IBM,
Armonk, NY, USA).
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3. Results
3.1. Overall Survival

With a median follow-up of 65 months (range: 3.8–260.8), 27 (13.5%) patients died;
11/140 (7.9%) patients with WHO grade 1 meningiomas and 16/60 (26.7%) patients
with WHO grade 2–3 meningiomas. Of those deaths, 17 (63%) were considered as non-
meningioma-related. The median age of non-meningioma-related deaths was 75.5 years
(range: 17.6–80.9 years) and the most common cause of death (n = 7) was another cancer
not related to the meningioma treatment (e.g., lung cancer). For another five patients the
cause of death was an internal disease, and for the remaining five patients the cause of
death was not known.

The remaining 10 (37%) deaths (n = 4 in WHO grade 1, n = 6 in WHO grade 2/3) occurred
due to local relapse or local tumor progression (n = 9) and one treatment-related complication.

The 5 year OS rate was 95.7% (95% CI: 92–99.4%) for WHO grade 1 tumors and 81.8%
(95% CI: 70.8–92.8) for WHO grade 2/3 (Figure 2, p < 0.001).
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On univariate analysis (Table 2), age ≥ 50 years (p < 0.001), local failure (p < 0.001),
timing of treatment at relapse or progression (p = 0.002), a non-skull base location (p = 0.016),
male gender (p = 0.016), and GTR (p = 0.036) were negatively associated with OS. Patients
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with GTR were significantly more likely to have WHO grade 2/3 histology (Fisher’s test,
p = 0.0001).

Table 2. Univariate analysis for prognostic factors for local control and overall survival in the
meningioma cohort treated with PT (n = 200).

5 Year Local Control 5 Year Overall Survival
(%) 95% CI p-Value (%) 95% CI p-Value

Age 0.423 <0.001
<50 y 91.8 85.3–98.3 100
≥50 y 91.8 85.9–97.7 83 74.8–91.2

Gender 0.005 0.016
Male 81.5 69–94 86.5 76.3–96.7

Female 95.4 91.7–99.1 93.3 88.8–97.8
Histology <0.001 <0.001

WHO Grade 1 97.5 94.8–100 95.7 92–99.4
WHO Grade 2/3 77.8 65.3–90.3 81.8 70.8–92.8

Timing of PT 0.011 0.002
Initial 95 90.1–99.9 96.7 93–100

Relapse/Progression 87.2 79.4–95 84.8 76.4–93.2
Grade of resection 0.551 0.036

GTR 92.1 81.5–100 80.5 65.0–96.0
STR 89.5 83.6–95.4 91.6 86.3–96.9

Skull Base * 0.03 0.016
Yes 94.7 90.6–98.8 93.7 89.2–98.2
No 84.2 73.2–95.2 86.2 76.6–95.8

Multiple Meningiomas 0.005 0.256
Yes 82.5 69.6–95.4 88.2 77.2–94.8
No 94.4 90.3–98.5 92.3 87.6–97.0

PET/CT before PT 0.31 0.547
Yes 92.1 83.1–100 93.1 83.7–100
No 92.3 87.6–97 91.2 86.5–95.9

Local Failure <0.001
Yes 73 51.4–94.6
No 93.8 89.9–87.7

* Skull base lesions are defined as lesions located in the sphenoid wing, cavernous sinus, clivus, or foramen
magnum. Abbreviation: PT: Proton Therapy. Bold: Categories

3.2. Local Control

In total, 20 (10%) local failures were observed during the follow-up period. Of those,
half of the failures consisted of in-field failures (n = 10, 50%) while 7 (35%) of them were
marginal failures and 3 (15%) were both in-field and marginal failures. There were no
out-of-field brain failures detected in imaging. The median time to failure was 41.8 months
(range: 4.2–208.1).

The 5 year LC rate for the cohort was 97.5% (95% CI: 94.8–100%) for WHO grade 1
meningiomas and 77.8% (95% CI: 65.3–90.3%) for WHO grade 2/3 (Figure 2).

On univariate analysis, factors which were significantly associated with worse local
control were WHO grade 2 or 3 meningiomas (p < 0.001), male gender (p = 0.005), multiple
meningiomas (p = 0.005), timing of treatment at progression or relapse (p = 0.011), and non-
skull base location (p = 0.03). It was noteworthy that patients with multiple meningiomas
(n = 44) had a significantly higher frequency of a grade 2/3 histology (WHO grade 1:
25/140, WHO grade 2/3: 19/60 patients, Fisher’s test, p = 0.04).

In 16 patients (8%), new meningiomas and/or growth of a known/untreated menin-
gioma was observed during follow-up.

3.3. Toxicity

Overall, PBS PT was well-tolerated by patients. The observed acute toxicities were
mainly mild, the highest graded toxicities were CTCAE grade 1 for 125 (62.5%) and grade
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2 for 51 (25.5%) patients. Two (1%) patients presented with acute grade 3 toxicities: one
WHO grade 3 with significant brain edema requiring hospitalization and another multi-
morbid WHO grade 2 patient with delirium also requiring hospitalization. No grade ≥4
acute toxicity was observed. The most commonly documented acute toxicities included
radiation-induced alopecia (observed in 54.5% of patients), dermatitis (50.5%), fatigue
(29.5%), headache (22.5%), and nausea (14%) (Table 3).

Table 3. Incidence of the four most commonly observed acute toxicities and incidence of high-grade
toxicities (grade 3 or higher) in our cohort of 200 meningioma patients treated with Proton Therapy.
* Of note, patients could present with more than one acute toxicity.

Acute Toxicity
All Grades N (%) Patients *

Alopecia 109 (54.5%)
Dermatitis 101 (50.5%)

Fatigue 59 (29.5%)
Headache 45 (22.5%)

Nausea 28 (14%)

Late Toxicity
≥Grade 3 N (%) Patients

Visual toxicity 10 (5%)
Cataract 4 (2%)

Brain necrosis 3 (1.5%)
Ear and labyrinth disorder 2 (1%)

Stroke 2 (1%)
Brain edema 1 (0.5%)

Pain 1 (0.5%)
Pituitary dysfunction 1 (0.5%)

Late radiation-induced adverse effects were documented in 109 (54.5%) patients. Of
those, 34 patients suffered from a maximum grade 1 (17%) late toxicity and 51 patients
from a maximum grade 2 (25.5%) late toxicity.

Twenty-four patients (12%) with grade 3 or higher late toxicities were observed
(Table 3), most of which were visual toxicities (total n = 14, 41.7%; 10 radiation-induced
grade 4 optic nerve disorders or retinopathy and four grade 3 toxicities, all of them cataract
with need for surgery).

Other grade 3 toxicities consisted of symptomatic brain necrosis with sequential
bevacizumab treatment (n = 2), stroke (n = 2), ear and labyrinth disorders (n = 2), severe
brain edema (n = 1), pain exacerbation requiring hospitalization (n = 1), and an Addison
crisis secondary to pituitary dysfunction requiring hospitalization (n = 1). One patient died
15 months after treatment due to brain necrosis (0.5%, grade 5 toxicity).

The high-grade toxicity-free survival (freedom from grade 3 or higher toxicity or death)
at 5 years was 81.3% (95% CI: 75.2–87.4%) for the whole cohort. On univariate analysis, the
TFS for patients <50 years was 92.6% (95% CI: 86.9–98.3%) at 5 years and 69.8% (95% KI:
59.8–79.8%) for patients older than 50 years (Figure 3; p < 0.001).

Except for age ≥50 vs. <50 (p = 0.026), there were no significant correlations with
grade 3 or higher toxicity observed (gender p = 0.504; WHO grade 2/3 histology p = 0.375;
no initial treatment p = 0.233; previous surgery p = 0.372; skull base p = 0.888; multiple
meningiomas p = 0.965). In 91 patients (45.5%), there were no detected late toxicities during
the follow-up.
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3.4. Quality of Life

QoL analysis utilizing the EORTC C30 and BN 20 questionnaires started in 2015 in our
institution. Therefore, the analysis was completed for a subgroup of 83 (41.5%) patients
of our cohort, which corresponded to a participation rate of 78.3% since 2015. A total of
423 questionnaires were received by the Study and Research Office.

These questionnaires evaluated, among other items, global health, fatigue, and cogni-
tive function (C30), as well as headaches and drowsiness (BN 20).

For the three time points during PT (PT1: first week of treatment, PT2: half-way
through treatment, PT3: end of treatment) there were valid questionnaires available for 69,
76, and 75 patients, respectively. This number reduced to 56 at year 1 after PT (Y1, response
rate 56/83 = 67.5%), 44/83 (53%) at year 2 after PT (Y2), 39/83 (47%) at year 3 (Y3), 30/83
(36.1%) at year 4 (Y4), and 23/83 (27.7%) at year 5 (Y5).

EORTC normal values were available for the C30 questionnaire (Figures 4–6).
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A slight drop in the patient-reported global quality of health was observed during
treatment with an improvement after 1 year, with at all time points being within the range
of the reference values (Figure 4). Likewise, an increase in fatigue was observed during
the treatment, also compared to the reference value (Figure 5). There was, however, a
recovery to baseline 1 year after treatment with stable score values as before PT. Regarding
cognitive function (Figure 6), the mean score values slightly decreased during treatment
and after PT. Of note, the cognitive function before the start of PBS PT was below the
normative value. Unlike the two other aforementioned domains, most values were below
the reference values.

Focusing on headaches (BN 20, Figure 7A), there was an increase in headaches ob-
served during treatment, which improved at year 1 after PT similar to baseline, after that
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showing a slight trend to worsen. Drowsiness (Figure 7B) peaked during PT and went back
to baseline values at year 1.
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4. Discussion

Our study reports on the largest published cohort of intracranial benign and non-
benign meningiomas treated with PT and is an updated analysis of the cohort reported
by Murray et al. [12] with a longer follow-up time and important QoL data that were
previously not reported. Table 4 compiles the published studies reporting the outcome
of >1000 meningioma patients treated with PT since 2010, and shows that PSI alone has
reported ca. 20% of all meningioma patients treated with this radiation modality whose
outcomes have been reported in the recent literature.

Table 4. Outcome studies of intracranial meningioma patients using PT since 2010. PSPT = Passive
Scattering Proton Therapy, PBS = Pencil Beam Scanning, n.h. = no histology.

Author Year Patients WHO Grade F/U (Months) Outcome PT Modality

The present study 2023 200 1–3 65 5y LC WHO 1/n.h.: 97.5%
WHO 2/3: 77.8% PBS

Holtzman [16] 2023 59 1 75.6 5y LC: 94% PSPT

Hage [17] 2021 60 1 48 LC: 100% PSPT

Sato [18] 2021 27 1 301 5y LC: 100% PSPT

Champeaux-Depond [19] 2021 193 1–3 52.8
5y PFS WHO 1: 71.5%;

WHO 2: 55.6%;
WHO 3: 35.6%

PSPT/PBS

El Shafie [20] 2018 110 1–3 46.8 5y PFS WHO 1: 96.6%;
WHO 2/3: 75% Raster scanning

Vlachogiannis [21] 2017 170 1 84 5y PFS: 93% PSPT

Sanford [22] 2017 47 1 205.2 10y LC: 98% PSPT + Photon

McDonald [23] 2015 22 2 39 5y LC: 71.1% PSPT

Slater [24] 2012 72 1–2 74 5y LC WHO 1/n.h.: 99%;
WHO 2: 50% PSPT

Halasz [25] 2011 50 1 32 3y LC: 94% PBS

Total Sum 1010
(range: 22–200)

Median 65
(range: 32–301)

PSPT = 6
PBS/raster only = 3

PSPT/PBS = 1
PSPT/photon = 1

The standard of care for meningiomas treated with radical, salvage, or adjuvant radio-
therapy is the use of highly conformal photon radiotherapy techniques, such as intensity-
modulated radiotherapy, fractioned radiotherapy, or radiosurgery [26]. As meningiomas
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are frequently in a close relationship with important OARs such as the optic apparatus
or brainstem [27], a highly conformal radiotherapy such as stereotactic photon RT or PBS
PT is preferred. In a number of selected patients, especially in younger patients and/or
those with challenging tumors, PBS PT can be advantageous in reducing the integral brain
dose [28,29]. On the other hand, despite the steep dose gradient, care must be taken that
the RBE can be higher than 1.1 in some cases [30], which is particularly relevant in the
vicinity of sensitive OAR.

We have observed excellent 5 year survival (95%) of patients with WHO grade 1
meningiomas treated with protons. Local tumor control of any brain tumor but also
specifically for meningiomas is of paramount importance. We have shown that local failure
was a negative prognostic factor for OS (Table 2) in our cohort of patients treated with PT,
which is in line with another PT series [27].

We identified additional factors associated with OS, not limited to but including WHO
grade, skull base localization, and age. Additionally, we observed that gender was a
significant prognosticator for survival (Table 2). This is in line with a previous analysis by
Matani et al. [31].

Since local failure was the strongest prognostic factor for OS beside histology and the
patient’s age, the patterns of failure are crucial to understand. In our series, we observed
20 local failures, of which half were completely in-field. It was noteworthy that the other
half of the failures were marginal or possibly had a marginal component to them. This
observation is critical knowing the sharp geometrical penumbra associated with protons.
Moreover, the majority of the failures (13 of 20 total failures) were observed in patients with
WHO grade 2 or 3 meningiomas. Focusing on these high-WHO-grade meningiomas, the
estimated 5 year LC of 77.8% is in line with other publications from the last years [12,23]
and better than in older series [26].

We have applied margins stemming from the EORTC 22042-26042 study protocol for
high-grade meningiomas uniformly [32] from 2008 onwards. After applying these margins,
we observed 8 failures in 53 treated high-grade meningioma patients (failure rate 15%), of
those 5 (62.5%) were in-field, 2 (25%) were marginal failures, and 1 (12.5%) was an in-field
failure with a marginal component. These data suggest that our margin definition was
appropriate, as nearly two thirds were in-field only.

Notwithstanding histology, other factors which were related to local failure were the
gender, the presence of multiple meningiomas, a skull base localization, and the timing of
PT (Table 2).

The association of meningiomas and female gender is well known, and meningiomas
often express estrogen and progesterone receptors [33,34], as shown in several studies [35].
In our analysis, we observed that female gender was associated with better OS and LC
after PBS PT. This is in line with most, but not all [19,36], series reporting clinical outcomes
after radiotherapy, which suggest that female patients have a better local control after
therapy [37–39].

We observed an association between the presence of multiple meningiomas and lower
5 year local control after treatment, whereas there was no impact on OS (Table 2). These
patients with multiple meningiomas had a significantly higher likelihood of a higher WHO
grade histology in our cohort; 19 of the 44 patients (43%) with multiple meningiomas were
WHO grade 2 or 3, which was associated with worse local control. Other very specific
factors which could also play a role are those such as neurofibromatosis status which is
associated with multiple meningiomas and a worse prognosis [40,41], were unfortunately
not examined in our cohort.

Skull base localization showed to be prognostic for LC and for OS (Table 2). The obser-
vation that skull base meningiomas had better LC when compared to those located at the
convexity of the brain has been reported previously [42]. The reason for this observation is
unclear but may include a higher probability of high-grade histology [43] and more difficult
RT planning due to possible meningeal spread for convexity meningiomas. Another reason
could be a slower growth rate of skull base meningiomas [44] associated with an observed
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lower MIB index of skull base meningiomas [45]. In our study, the proliferation index was
not systematically captured, but the majority of those were considered as WHO grade 1
tumors (111/140 skull base meningiomas, 79.2%).

In line with previous studies, we observed an association of local control with the
timing of PT [12,46]. Since most recurrences of especially high-grade meningioma surgery
occurred during the first years after the intervention [47], the optimal timing of follow-up
imaging and the sequential treatment is crucial. In our study, patients who were treated
with PT initially showed a better OS and LC than patients treated at relapse or growing
residual tumor, which suggests that early PT administration leads to better outcomes.
Nevertheless, this observation needs to be interpreted in the framework of a retrospective
analysis which lacked complete data for certain variables such the mitotic index or the
neurofibromatosis status as mentioned earlier. For WHO grade 2 meningiomas after GTR,
it is still unclear if patients benefited from direct adjuvant radiotherapy or not, although
there are promising results from the single-arm phase II EORTC 22042-26042 trial [48], and
a recent meta-analysis also supports adjuvant RT after GTR for WHO grade 2 [33]. The
completed phase III ROAM/EORTC-1308 trial will address this question [49].

Interestingly, all 20 local failures in our cohort were observed in patients treated with
surgery before (n = 162, 81%), most of them with Simpson 4 and 5 resection and with higher
grade meningiomas. It is well known that a higher Simpson grade at surgery correlates
with the risk of relapse. On the other hand, all 38 non-surgical patients were assessed as
WHO grade 1 on imaging morphology, which was a strong predictor for high local control
in our cohort and other cohorts. We did not observe any significant difference in the local
control between GTR or STR, which might be explained by the low number of GTR in our
cohort (n = 30, 15%) with a consequential underpowering. Patients with GTR had a worse
OS than STR; this might be confounded with a higher rate of high-grade histology (n = 20,
66.7% of GTR).

Beside the local control, which was very high especially in WHO grade 1 meningiomas
in our cohort, long-term toxicity is another important parameter when assessing patient
outcomes. It is well known that tumor size and location correlate with toxicity [50–52]. The
vast majority of the patients from our cohort were classified as skull base meningiomas
and/or optic nerve sheet meningiomas, highlighting their close proximity to the optic struc-
tures, brainstem, pituitary, and cochlea. The rate of 70% for skull base meningiomas thus
displays a higher rate of late toxicity compared to many other meningioma cohorts [4,53].

Due to the proximity of the meningiomas to the optic structures in our cohort, (155
(77.5%) patients with skull base and/or optic nerve sheet meningiomas), late optic toxicity
was the usual high-grade toxicity, occurring in approximately 5% of our patients (Table 3).
These patients had a very close relation of target volumes and optic structures, and thus,
the maximum dose to optic nerve and/or chiasm was inevitably high in some patients with
a range from 50.0 to 66.8 (median: 54) Gy (RBE) delivered to the optic apparatus.

As a result of the rare occurrence of high-grade visual toxicity, we have modified
our dose constraints to apply a strict maximum dose point of 50 Gy (RBE) to both the
optic nerves and chiasma. We have assessed the clinical and therapeutic factors associated
with visual toxicity in a larger cohort of patients receiving at least 45 Gy (RBE) on the
optic apparatus [54]. In this analysis, a rate of 2.8% of high-grade radiation-induced optic
neuropathy was detected. Age, hypertension, tumor involvement, and number of surgeries
were associated with the risk of radiation-induced optic neuropathy, but interestingly all
dose metrics analyzed were negative.

The only significant patient’s factor associated with late high-grade toxicity in our
cohort was of a higher age, which highlights the need for careful patient selection. It must be
noted that almost all of our patients were referred by other radiation oncology departments
due to the complexity of the case. Taking into account the mostly complicated location
and tumor geometry of our patients and the relatively large average PTV (102.3 cm3), the
high-grade toxicity rate is acceptable and comparable with the recently published results of
the high-risk cohort of RTOG 0539 [54].
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In this paper, we have also reported the QoL of a meningioma cohort treated with PBS
PT (Figures 4–7). To the best of our knowledge, this is the first report of this important
metric in a cohort consisting only of meningioma patients treated with protons. In summary,
we have observed similar global health values of our patients compared with the European
normal population [15]. Moreover, while a peak of fatigue and drowsiness during PT were
indeed observed, these values improved one year or more after PT, highlighting that these
side effects will wane with no long-term impairment.

There are some other papers assessing the QoL utilizing the QLQ-C30 and QLQ-BN20
questionnaires of intracranial meningioma patients treated with photon radiotherapy. One
very recent publication sent out these questionnaires a median of 4.8 years after treatment
to the patients with a good response rate of almost 60% [55]. The authors reported a
lowered QoL and attributed it to the radiotherapy, but due to the retrospective nature of
this investigation, no baseline values were available and thus no conclusive statement can
be made. In our study, we mainly saw stable of QoL values over time. Other studies using
the EORTC QLQ-C30 did not focus only on meningiomas and did not include radiotherapy
in all the patients [56–58].

There are prospective data with stereotactic radiotherapy available using another QoL
questionnaire (medical outcome study short form 36) from Germany [59]. In this study,
there was a drop of QoL parameters observed after RT recovery 12 months after RT to
baseline, which is in line with our data. Focusing on cognitive function, there is a trend
towards slightly lower score values in the follow-up in our patients, which is in line with
recently published observations in meningioma patients [60,61]. However, our results
indicate that QoL can be well-preserved with PT.

Limitations of our study include the retrospective character of our outcome analysis.
The low number of events prohibited a multivariable analysis, limiting the identification of
independent prognosticators for OS and LC, and p-values were not adjusted for multiple
testing. Additionally, as QoL analysis was explorative, only descriptive data were shown.
Furthermore, this cohort has a strong selection bias for referral. Mainly patients presenting
complex volumetric tumors were referred to our center. No central review of the pathology
was undertaken, bearing in mind that the WHO classification has been remarkably stable
for meningiomas during the study period [62]. Finally, a longer follow-up would be
advisable for QoL, which is continuously updated in our patient cohort.

5. Conclusions

We observed that PBS PT is a highly effective and safe treatment for intracranial
meningiomas which preserves QoL. Older patients, patients with high-grade histology,
and patients not treated initially at diagnosis had a worse outcome in terms of local
control and/or toxicity, which highlights the need for careful patient selection and up-
front treatment.
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CPT Centre for Proton Therapy
RBE Relative Biological Effectiveness
CTCAE Common Terminology Criteria for Adverse Events
CTV Clinical Target Volume
EORTC European Organization for Research and Treatment of Cancer
LF Local Failure
LC Local Control
GTR Gross Total Resection
GTV Gross Tumor Volume
OAR Organs At Risk
OS Overall Survival
PBS Pencil Beam Scanning
PSI Paul Scherrer Institute
PT Proton Therapy
PTV Planning Target Volume
RBE Relative biological effectiveness
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References
1. Ostrom, Q.T.; Cioffi, G.; Gittleman, H.; Patil, N.; Waite, K.; Kruchko, C.; Barnholtz-Sloan, J.S. CBTRUS Statistical Report:

Primary Brain and Other Central Nervous System Tumors Diagnosed in the United States in 2012–2016. Neuro-Oncology 2019, 21
(Suppl. S5), v1–v100. [CrossRef] [PubMed]

2. Goldbrunner, R.; Stavrinou, P.; Jenkinson, M.D.; Sahm, F.; Mawrin, C.; Weber, D.C.; Preusser, M.; Minniti, G.; Lund-Johansen,
M.; Lefranc, F.; et al. EANO guideline on the diagnosis and management of meningiomas. Neuro-Oncology 2021, 23, 1821–1834.
[CrossRef]

3. Kshettry, V.R.; Ostrom, Q.T.; Kruchko, C.; Al-Mefty, O.; Barnett, G.H.; Barnholtz-Sloan, J.S. Descriptive epidemiology of World
Health Organization grades II and III intracranial meningiomas in the United States. Neuro-Oncology 2015, 17, 1166–1173.
[CrossRef] [PubMed]

4. Whittle, I.R.; Smith, C.; Navoo, P.; Collie, D. Meningiomas. Lancet 2004, 363, 1535–1543. [CrossRef]
5. Kumar, R.; Kumar, N.; Khosla, D.; Gupta, S.; Radotra, B.; Sharma, S. Long term outcome analysis of role of radiotherapy in Grade

I meningiomas: A single centre experience from North India. Int. J. Appl. Basic Med. Res. 2015, 5, 128. [CrossRef] [PubMed]
6. Combs, S.E.; Ganswindt, U.; Foote, R.L.; Kondziolka, D.; Tonn, J.-C. State-of-the-art treatment alternatives for base of skull

meningiomas: Complementing and controversial indications for neurosurgery, stereotactic and robotic based radiosurgery or
modern fractionated radiation techniques. Radiat. Oncol. 2012, 7, 226. [CrossRef]

7. Song, J.; Aljabab, S.; Abduljabbar, L.; Tseng, Y.D.; Rockhill, J.K.; Fink, J.R.; Chang, L.; Halasz, L.M. Radiation-induced brain injury
in patients with meningioma treated with proton or photon therapy. J. Neurooncol. 2021, 153, 169–180. [CrossRef]

8. Hu, M.; Jiang, L.; Cui, X.; Zhang, J.; Yu, J. Proton beam therapy for cancer in the era of precision medicine. J. Hematol. Oncol. 2018,
11, 136. [CrossRef]

9. Lomax, A.J.; Böhringer, T.; Bolsi, A.; Coray, D.; Emert, F.; Goitein, G.; Jermann, M.; Lin, S.; Pedroni, E.; Rutz, H.; et al. Treatment
planning and verification of proton therapy using spot scanning: Initial experiences. Med. Phys. 2004, 31, 3150–3157. [CrossRef]

https://doi.org/10.1093/neuonc/noz150
https://www.ncbi.nlm.nih.gov/pubmed/31675094
https://doi.org/10.1093/neuonc/noab150
https://doi.org/10.1093/neuonc/nov069
https://www.ncbi.nlm.nih.gov/pubmed/26008603
https://doi.org/10.1016/S0140-6736(04)16153-9
https://doi.org/10.4103/2229-516X.157169
https://www.ncbi.nlm.nih.gov/pubmed/26097822
https://doi.org/10.1186/1748-717X-7-226
https://doi.org/10.1007/s11060-021-03758-y
https://doi.org/10.1186/s13045-018-0683-4
https://doi.org/10.1118/1.1779371


Cancers 2023, 15, 3099 15 of 17

10. Pedroni, E.; Bacher, R.; Blattmann, H.; Böhringer, T.; Coray, A.; Lomax, A.; Lin, S.; Scheib, S.; Schneider, U. The 200-MeV proton
therapy project at the Paul Scherrer Institute: Conceptual design and practical realization. Med. Phys. 1995, 22, 37–53. [CrossRef]

11. Weber, D.C.; Lomax, A.J.; Peter Rutz, H.; Stadelmann, O.; Egger, E.; Timmermann, B.; Pedroni, E.S.; Verwey, J.; Miralbell, R.;
Goitein, G.; et al. Spot-scanning proton radiation therapy for recurrent, residual or untreated intracranial meningiomas. Radiother.
Oncol. 2004, 71, 251–258. [CrossRef] [PubMed]

12. Murray, F.R.; Snider, J.W.; Bolsi, A.; Lomax, A.J.; Walser, M.; Kliebsch, U.; Schneider, R.A.; Weber, D.C. Long-Term Clinical
Outcomes of Pencil Beam Scanning Proton Therapy for Benign and Non-benign Intracranial Meningiomas. Int. J. Radiat. Oncol.
2017, 99, 1190–1198. [CrossRef] [PubMed]

13. Simpson, D. The Recurrence of Intracranlal Meningiomas after Surgical Treatment. J. Neurol. Neurosurg. Psychiatry 1957, 20, 22–39.
[CrossRef] [PubMed]

14. Kroeze, S.G.C.; Mackeprang, P.-H.; De Angelis, C.; Pica, A.; Bachtiary, B.; Kliebsch, U.L.; Weber, D.C. A Prospective Study on
Health-Related Quality of Life and Patient-Reported Outcomes in Adult Brain Tumor Patients Treated with Pencil Beam Scanning
Proton Therapy. Cancers 2021, 13, 4892. [CrossRef] [PubMed]

15. Nolte, S.; Liegl, G.; Petersen, M.A.; Aaronson, N.K.; Costantini, A.; Fayers, P.M.; Groenvold, M.; Holzner, B.; Johnson, C.D.;
Kemmler, G.; et al. General population normative data for the EORTC QLQ-C30 health-related quality of life questionnaire based
on 15,386 persons across 13 European countries, Canada and the Unites States. Eur. J. Cancer 2019, 107, 153–163. [CrossRef]
[PubMed]

16. Holtzman, A.L.; Glassman, G.E.; Dagan, R.; Rao, D.; Fiester, P.J.; Tavanaieour, D.; Morris, C.G.; Indelicato, D.J.; Mendenhall, W.M.
Long-term outcomes of fractionated proton beam therapy for benign or radiographic intracranial meningioma. J. Neurooncol.
2023, 161, 481–489. [CrossRef]

17. Hage, R.; Alapetite, C.; Brisse, H.; Zuber, K.; Lecler, A.; Lot, G.; Le Guerinel, C.; Vignal-Clermont, C.; Boissonnet, H. Efficacy and
Safety of Proton Beam Therapy for Primary Optic Nerve Sheath Meningioma. Eye Brain 2021, 13, 219–229. [CrossRef]

18. Sato, H.; Mizumoto, M.; Okumura, T.; Sakurai, H.; Sakamoto, N.; Akutsu, H.; Ishikawa, E.; Tsuboi, K. Long-term outcomes of
patients with unresectable benign meningioma treated with proton beam therapy. J. Radiat. Res. 2021, 62, 427–437. [CrossRef]

19. Champeaux-Depond, C.; Weller, J. Outcome After Protontherapy for Progression or Recurrence of Surgically Treated Meningioma.
Brain Tumor Res. Treat. 2021, 9, 46. [CrossRef]

20. El Shafie, R.A.; Czech, M.; Kessel, K.A.; Habermehl, D.; Weber, D.; Rieken, S.; Bougatf, N.; Jäkel, O.; Debus, J.; Combs, S.E.
Clinical outcome after particle therapy for meningiomas of the skull base: Toxicity and local control in patients treated with active
rasterscanning. Radiat. Oncol. 2018, 13, 54. [CrossRef]

21. Vlachogiannis, P.; Gudjonsson, O.; Montelius, A.; Grusell, E.; Isacsson, U.; Nilsson, K.; Blomquist, E. Hypofractionated high-
energy proton-beam irradiation is an alternative treatment for WHO grade I meningiomas. Acta Neurochir. 2017, 159, 2391–2400.
[CrossRef] [PubMed]

22. Sanford, N.N.; Yeap, B.Y.; Larvie, M.; Daartz, J.; Munzenrider, J.E.; Liebsch, N.J.; Fullerton, B.; Pan, E.; Loeffler, J.S.; Shih, H.A.
Prospective, Randomized Study of Radiation Dose Escalation with Combined Proton-Photon Therapy for Benign Meningiomas.
Int. J. Radiat. Oncol. 2017, 99, 787–796. [CrossRef] [PubMed]

23. McDonald, M.W.; Plankenhorn, D.A.; McMullen, K.P.; Henderson, M.A.; Dropcho, E.J.; Shah, M.V.; Cohen-Gadol, A.A. Proton
therapy for atypical meningiomas. J. Neurooncol. 2015, 123, 123–128. [CrossRef] [PubMed]

24. Slater, J.D.; Loredo, L.N.; Chung, A.; Bush, D.A.; Patyal, B.; Johnson, W.D.; Hsu, F.P.K.; Slater, J.M. Fractionated Proton
Radiotherapy for Benign Cavernous Sinus Meningiomas. Int. J. Radiat. Oncol. 2012, 83, e633–e637. [CrossRef]

25. Halasz, L.M.; Bussière, M.R.; Dennis, E.R.; Niemierko, A.; Chapman, P.H.; Loeffler, J.S.; Shih, H.A. Proton Stereotactic Radio-
surgery for the Treatment of Benign Meningiomas. Int. J. Radiat. Oncol. 2011, 81, 1428–1435. [CrossRef]

26. Weber, D.C.; Bizzocchi, N.; Bolsi, A.; Jenkinson, M.D. Proton Therapy for Intracranial Meningioma for the Treatment of
Primary/Recurrent Disease Including Re-Irradiation. Front. Oncol. 2020, 10, 558845. [CrossRef]

27. Amichetti, M.; Amelio, D.; Minniti, G. Radiosurgery with photons or protons for benign and malignant tumours of the skull base:
A review. Radiat. Oncol. 2012, 7, 210. [CrossRef]

28. Baumert, B.G.; Norton, I.A.; Lomax, A.J.; Davis, J.B. Dose conformation of intensity-modulated stereotactic photon beams, proton
beams, and intensity-modulated proton beams for intracranial lesions. Int. J. Radiat. Oncol. 2004, 60, 1314–1324. [CrossRef]

29. Rombi, B.; Ruggi, A.; Sardi, I.; Zucchelli, M.; Scagnet, M.; Toni, F.; Cammelli, S.; Giulietti, G.; Fabbri, V.P.; Gianno, F.; et al. Proton
therapy: A therapeutic opportunity for aggressive pediatric meningioma. Pediatr. Blood Cancer 2021, 68, e28919. [CrossRef]

30. Tommasino, F.; Durante, M. Proton radiobiology. Cancers 2015, 7, 353–381. [CrossRef]
31. Matani, H.; Abel, S.; Yu, A.; Karlovits, S.M.; Wegner, R.E. Trends in the use of radiation for meningioma across the United States.

Radiat. Oncol. J. 2022, 40, 29–36. [CrossRef] [PubMed]
32. Weber, D.C.; Ares, C.; Villa, S.; Peerdeman, S.M.; Renard, L.; Baumert, B.G.; Lucas, A.; Veninga, T.; Pica, A.; Jefferies, S.; et al.

Adjuvant postoperative high-dose radiotherapy for atypical and malignant meningioma: A phase-II parallel non-randomized
and observation study (EORTC 22042-26042). Radiother. Oncol. 2018, 128, 260–265. [CrossRef]

33. Carroll, R.S.; Zhang, J.; Black, P.M. Expression of Estrogen Receptors Alpha and Beta in Human Meningiomas. J. Neuro-Oncol.
1999, 42, 109–116. [CrossRef] [PubMed]

https://doi.org/10.1118/1.597522
https://doi.org/10.1016/j.radonc.2004.02.011
https://www.ncbi.nlm.nih.gov/pubmed/15172139
https://doi.org/10.1016/j.ijrobp.2017.08.005
https://www.ncbi.nlm.nih.gov/pubmed/28939227
https://doi.org/10.1136/jnnp.20.1.22
https://www.ncbi.nlm.nih.gov/pubmed/13406590
https://doi.org/10.3390/cancers13194892
https://www.ncbi.nlm.nih.gov/pubmed/34638375
https://doi.org/10.1016/j.ejca.2018.11.024
https://www.ncbi.nlm.nih.gov/pubmed/30576971
https://doi.org/10.1007/s11060-022-04207-0
https://doi.org/10.2147/EB.S305822
https://doi.org/10.1093/jrr/rrab017
https://doi.org/10.14791/btrt.2021.9.e9
https://doi.org/10.1186/s13014-018-1002-5
https://doi.org/10.1007/s00701-017-3352-4
https://www.ncbi.nlm.nih.gov/pubmed/29064038
https://doi.org/10.1016/j.ijrobp.2017.07.008
https://www.ncbi.nlm.nih.gov/pubmed/28865924
https://doi.org/10.1007/s11060-015-1770-9
https://www.ncbi.nlm.nih.gov/pubmed/25859843
https://doi.org/10.1016/j.ijrobp.2012.01.079
https://doi.org/10.1016/j.ijrobp.2010.07.1991
https://doi.org/10.3389/fonc.2020.558845
https://doi.org/10.1186/1748-717X-7-210
https://doi.org/10.1016/j.ijrobp.2004.06.212
https://doi.org/10.1002/pbc.28919
https://doi.org/10.3390/cancers7010353
https://doi.org/10.3857/roj.2021.00563
https://www.ncbi.nlm.nih.gov/pubmed/35368198
https://doi.org/10.1016/j.radonc.2018.06.018
https://doi.org/10.1023/A:1006158514866
https://www.ncbi.nlm.nih.gov/pubmed/10421067


Cancers 2023, 15, 3099 16 of 17

34. Wolfsberger, S.; Doostkam, S.; Boecher-Schwarz, H.-G.; Roessler, K.; van Trotsenburg, M.; Hainfellner, J.A.; Knosp, E. Progesterone-
receptor index in meningiomas: Correlation with clinico-pathological parameters and review of the literature. Neurosurg. Rev.
2004, 27, 238–245. [CrossRef] [PubMed]

35. Le Rhun, E.; Weller, M. Sex-specific aspects of epidemiology, molecular genetics and outcome: Primary brain tumours. ESMO
Open 2020, 5, e001034. [CrossRef]

36. Zhu, H.; Bi, W.L.; Aizer, A.; Hua, L.; Tian, M.; Den, J.; Tang, H.; Chen, H.; Wang, Y.; Mao, Y.; et al. Efficacy of adjuvant radiotherapy
for atypical and anaplastic meningioma. Cancer Med. 2019, 8, 13–20. [CrossRef]

37. Endo, T.; Narisawa, A.; Ali, H.S.M.; Murakami, K.; Watanabe, T.; Watanabe, M.; Jokura, H.; Endo, H.; Fujimura, M.; Sonoda,
Y.; et al. A study of prognostic factors in 45 cases of atypical meningioma. Acta Neurochir. 2016, 158, 1661–1667. [CrossRef]

38. Gallagher, M.J.; Jenkinson, M.D.; Brodbelt, A.R.; Mills, S.J.; Chavredakis, E. WHO grade 1 meningioma recurrence: Are location
and Simpson grade still relevant? Clin. Neurol. Neurosurg. 2016, 141, 117–121. [CrossRef]

39. Silva, S.R.; Sethi, A.; Prabhu, V.C.; Anderson, D.; Melian, E. Prognostic factors affecting overall survival and local control in
meningioma patients treated with radiotherapy or combined radiotherapy and surgery. J. Radiat. Oncol. 2018, 7, 27–35. [CrossRef]

40. Goutagny, S.; Kalamarides, M. Meningiomas and neurofibromatosis. J. Neurooncol. 2010, 99, 341–347. [CrossRef]
41. Champeaux-Depond, C.; Weller, J.; Constantinou, P.; Tuppin, P.; Froelich, S. Five-year cause-specific survival after meningioma

surgery. A nationwide population-based study. Neurochirurgie 2022, 68, 280–288. [CrossRef] [PubMed]
42. Pou, P.; Biau, J.; Verrelle, P.; Lemaire, J.J.; El Ouadih, Y.; Chassin, V.; Magnier, F.; Dedieu, V.; Lapeyre, M.; Dupic, G.; et al.

Long-Term Outcomes After Linac Radiosurgery for Benign Meningiomas. Clin. Oncol. 2020, 32, 452–458. [CrossRef] [PubMed]
43. Maclean, J.; Fersht, N.; Short, S. Controversies in Radiotherapy for Meningioma. Clin. Oncol. 2014, 26, 51–64. [CrossRef] [PubMed]
44. Hashimoto, N.; Rabo, C.S.; Okita, Y.; Kinoshita, M.; Kagawa, N.; Fujimoto, Y.; Morii, E.; Kishima, H.; Maruno, M.; Kato, A.; et al.

Slower growth of skull base meningiomas compared with non–skull base meningiomas based on volumetric and biological
studies: Clinical article. J. Neurosurg. 2012, 116, 574–580. [CrossRef]

45. McGovern, S.L.; Aldape, K.D.; Munsell, M.F.; Mahajan, A.; DeMonte, F.; Woo, S.Y. A comparison of World Health Organization
tumor grades at recurrence in patients with non–skull base and skull base meningiomas: Clinical article. J. Neurosurg. 2010,
112, 925–933. [CrossRef]

46. Bagshaw, H.P.; Burt, L.M.; Jensen, R.L.; Suneja, G.; Palmer, C.A.; Couldwell, W.T.; Shrieve, D.C. Adjuvant radiotherapy for
atypical meningiomas. J. Neurosurg. 2016, 126, 1822–1828. [CrossRef]

47. Kaur, G.; Sayegh, E.T.; Larson, A.; Bloch, O.; Madden, M.; Sun, M.Z.; Barani, I.J.; James, C.D.; Parsa, A.T. Adjuvant radiotherapy
for atypical and malignant meningiomas: A systematic review. Neuro-Oncol. 2014, 16, 628–636. [CrossRef]

48. Chun, S.-W.; Kim, K.M.; Kim, M.-S.; Kang, H.; Dho, Y.-S.; Seo, Y.; Kim, J.W.; Kim, Y.H.; Park, C.-K. Adjuvant radiotherapy versus
observation following gross total resection for atypical meningioma: A systematic review and meta-analysis. Radiat. Oncol. 2021,
16, 34. [CrossRef]

49. Jenkinson, M.D.; Javadpour, M.; Haylock, B.J.; Young, B.; Gillard, H.; Vinten, J.; Bulbeck, H.; Das, K.; Farrell, M.; Looby, S.; et al.
The ROAM/EORTC-1308 trial: Radiation versus Observation following surgical resection of Atypical Meningioma: Study
protocol for a randomised controlled trial. Trials 2015, 16, 519. [CrossRef]

50. Kocher, M.; Treuer, H.; Hoevels, M.; Semrau, R.; Sturm, V.; Mueller, R.-P. Endocrine and visual function after fractionated
stereotactic radiotherapy of perioptic tumors. Strahlenther. Onkol. 2013, 189, 137–141. [CrossRef]

51. Pollock, B.E.; Stafford, S.L.; Link, M.J.; Garces, Y.I.; Foote, R.L. Single-Fraction Radiosurgery for Presumed Intracranial Menin-
giomas: Efficacy and Complications from a 22-Year Experience. Int. J. Radiat. Oncol. 2011, 81, S36. [CrossRef]

52. Pinzi, V.; Biagioli, E.; Roberto, A.; Galli, F.; Rizzi, M.; Chiappa, F.; Brenna, G.; Fariselli, L.; Floriani, I. Radiosurgery for intracranial
meningiomas: A systematic review and meta-analysis. Crit. Rev. Oncol. Hematol. 2017, 113, 122–134. [CrossRef]

53. Rogers, C.L.; Won, M.; Vogelbaum, M.A.; Perry, A.; Ashby, L.S.; Modi, J.M.; Alleman, A.M.; Galvin, J.; Fogh, S.E.; Youssef, E.; et al.
High-risk Meningioma: Initial Outcomes from NRG Oncology/RTOG 0539. Int. J. Radiat. Oncol. 2020, 106, 790–799. [CrossRef]
[PubMed]

54. Köthe, A.; Feuvret, L.; Weber, D.C.; Safai, S.; Lomax, A.J.; Fattori, G. Assessment of Radiation-Induced Optic Neuropathy in
a Multi-Institutional Cohort of Chordoma and Chondrosarcoma Patients Treated with Proton Therapy. Cancers 2021, 13, 5327.
[CrossRef] [PubMed]

55. Lisowski, D.; Trömel, J.; Lutyj, P.; Lewitzki, V.; Hartrampf, P.E.; Polat, B.; Flentje, M.; Tamihardja, J. Health-related quality of life
and clinical outcome after radiotherapy of patients with intracranial meningioma. Sci. Rep. 2022, 12, 19730. [CrossRef]

56. Shin, Y.; Kim, J. Validation of the Korean version of the European Organization for Research and Treatment of Cancer brain cancer
module (EORTC QLQ-BN20) in patients with brain tumors. Health Qual. Life Outcomes 2013, 11, 145. [CrossRef]

57. Budrukkar, A.; Jalali, R.; Dutta, D.; Sarin, R.; Devlekar, R.; Parab, S.; Kakde, A. Prospective assessment of quality of life in adult
patients with primary brain tumors in routine neurooncology practice. J. Neurooncol. 2009, 95, 413–419. [CrossRef]

58. Erharter, A.; Giesinger, J.; Kemmler, G.; Schauer-Maurer, G.; Stockhammer, G.; Muigg, A.; Hutterer, M.; Rumpold, G.; Sperner-
Unterweger, B.; Holzner, B. Implementation of Computer-Based Quality-of-Life Monitoring in Brain Tumor Outpatients in
Routine Clinical Practice. J. Pain Symptom Manag. 2010, 39, 219–229. [CrossRef]

59. Henzel, M.; Fokas, E.; Sitter, H.; Wittig, A.; Engenhart-Cabillic, R. Quality of life after stereotactic radiotherapy for meningioma:
A prospective non-randomized study. J. Neurooncol. 2013, 113, 135–141. [CrossRef]

https://doi.org/10.1007/s10143-004-0340-y
https://www.ncbi.nlm.nih.gov/pubmed/15168138
https://doi.org/10.1136/esmoopen-2020-001034
https://doi.org/10.1002/cam4.1531
https://doi.org/10.1007/s00701-016-2900-7
https://doi.org/10.1016/j.clineuro.2016.01.006
https://doi.org/10.1007/s13566-017-0334-3
https://doi.org/10.1007/s11060-010-0339-x
https://doi.org/10.1016/j.neuchi.2021.11.003
https://www.ncbi.nlm.nih.gov/pubmed/34906556
https://doi.org/10.1016/j.clon.2020.02.006
https://www.ncbi.nlm.nih.gov/pubmed/32201158
https://doi.org/10.1016/j.clon.2013.10.001
https://www.ncbi.nlm.nih.gov/pubmed/24207113
https://doi.org/10.3171/2011.11.JNS11999
https://doi.org/10.3171/2009.9.JNS09617
https://doi.org/10.3171/2016.5.JNS152809
https://doi.org/10.1093/neuonc/nou025
https://doi.org/10.1186/s13014-021-01759-9
https://doi.org/10.1186/s13063-015-1040-3
https://doi.org/10.1007/s00066-012-0269-y
https://doi.org/10.1016/j.ijrobp.2011.06.074
https://doi.org/10.1016/j.critrevonc.2017.03.005
https://doi.org/10.1016/j.ijrobp.2019.11.028
https://www.ncbi.nlm.nih.gov/pubmed/31786276
https://doi.org/10.3390/cancers13215327
https://www.ncbi.nlm.nih.gov/pubmed/34771490
https://doi.org/10.1038/s41598-022-24192-8
https://doi.org/10.1186/1477-7525-11-145
https://doi.org/10.1007/s11060-009-9939-8
https://doi.org/10.1016/j.jpainsymman.2009.06.015
https://doi.org/10.1007/s11060-013-1099-1


Cancers 2023, 15, 3099 17 of 17

60. Gondar, R.; Patet, G.; Schaller, K.; Meling, T.R. Meningiomas and Cognitive Impairment after Treatment: A Systematic and
Narrative Review. Cancers 2021, 13, 1846. [CrossRef]

61. van Nieuwenhuizen, D.; Douw, L.; Klein, M.; Peerdeman, S.M.; Heimans, J.J.; Reijneveld, J.C.; Stam, C.J.; Hillebrand, A. Cognitive
functioning and functional brain networks in postoperative WHO grade I meningioma patients. J. Neurooncol. 2018, 140, 605–613.
[CrossRef] [PubMed]

62. Louis, D.N.; Perry, A.; Wesseling, P.; Brat, D.J.; Cree, I.A.; Figarella-Branger, D.; Hawkins, C.; Ng, H.K.; Pfister, S.M.; Reifenberger,
G.; et al. The 2021 WHO Classification of Tumors of the Central Nervous System: A summary. Neuro-Oncology 2021, 23, 1231–1251.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/cancers13081846
https://doi.org/10.1007/s11060-018-2987-1
https://www.ncbi.nlm.nih.gov/pubmed/30219943
https://doi.org/10.1093/neuonc/noab106
https://www.ncbi.nlm.nih.gov/pubmed/34185076

	1
	Material and Methods 
	Patients 
	Follow-Up Evaluation 
	Statistical Analysis 

	Results 
	Overall Survival 
	Local Control 
	Toxicity 
	Quality of Life 

	Discussion 
	Conclusions 
	References

