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¿DOSIS, TÉCNICA RADIOTERAPIA?





MÁS PARÁMETROS DOSIMÉTRICOS CARDIACOS: V5, 

V30, V40, DOSIS MEDIA

PARÁMETROS EN SUBESTRUCTURAS CARDIACAS

¿PRESTAMOS SUFICIENTE ATENCIÓN AL CORAZÓN?

• Hay un interés creciente debido a los resultados del 

estudio RTOG 0617 en el que la dosis en corazón fue un 

factor predictor de supervivencia (p< 0,001).  La IMRT se 

asoció a unas dosis menores en corazón (p< 0,05)





¿ESCALAMOS DOSIS 
DE OTRA MANERA?

CONCLUSIONES:
No se mejora el control locorregional con escalada dosis

La escalada dosis no genera una toxicidad mayor



Patients with inoperable, stage II-III NSCLC were 

randomised (1:1) to receive dose-escalated 

radiotherapy to the  whole primary tumour or a 

PET-defined  subvolume, in 24 fractions.

Median dose/fraction to the boosted

volume was 3.30 Gy in the whole tumour group, 

and 3.50 Gy in the PET-subvolume group





NO ALCANZADO OBJETIVO

ALTA TOXICIDAD





TOXICIDAD SIMILAR ENTRE GRUPOS, 

ASUMIBLE

The median progression-free survival was 22·3 months (95% CI 14·8–33·7) 

in group A and 12·3 months (9·4–23·3) in group B (figure 3A). 15-month 

local control rate was still 71·4% in the group of patients who did not 

receive durvalumab

The median overall survival was not reached (NR; 95% CI 40·9–NR) in 

group A, and was 43·3 months (33·4–NR) in group B, with a 39-month 

overall survival of 67·8% (95% CI 53·9–78·3) in group A and 55·8% (43·0–

66·8) in group B (figure 3B). 



NRG-RTOG 0617 Validates ERCC1/2 Genotypic Signature as a Radiosensitivity Biomarker 

for Tumor and Normal Tissues in Non-Small Cell Lung Cancer Patients

• Un análisis genético de 321 pacientes incluidos en el estudio RTOG 0617 para validar a ERCC1 and ERCC2 como
biomarcadores de radiosensibilidad para tumor y tejidos sanos

• Hasta 275 pacientes tenían expresión tanto de ERCC1 como de ERCC2

• De los 163 pacientes asignados al brazo de 60 Gy, 67 ptes tenían el genotipo resistente, con una mediana de 
supervivencia (SM) de 22 meses comparado con el genotipo radiosensible con SM 31 meses

• De los 112 ptes del grupo de 74 Gy, 36 tenían genotipo resistente, SM 31 meses, mientras que genotipo sensible 
SM 20 meses

• Son necesarios estudios prospectivos para determinar si se puede realizar una prescripción de radioterapia
personalizada en función de la firma genética del paciente

¿Y SI UNA CLAVE ES LA RADIOSENSIBILIDAD?



SBRT 
ESTADIO INICIAL



SBRT

Stereotactic body radiotherapy (SBRT), también conocida como 

stereotactic ablative radiotherapy  (SART) 

Está indicada en lesiones de un determinado tamaño (generalmente de 

hasta 5-7 cm). 

Se realiza en muy pocas sesiones, generalmente entre  3 y 5

Logra un altísimo control local de la lesión, debido  fundamentalmente a la 

alta dosis biológica equivalente administrada (>100 Gy vs 60-70 Gy RTE 

convencional)

Efecto abscopal



SBRT

COMO TRATAMIENTO RADICAL: Boost para aumentar dosis ¿hay que aumentar siempre dosis? Búsqueda de tratamientos 

personalizadas con dosis personalizadas

COMO TRATAMIENTO NEOADYUVANTE: Dosis más bajas, equilibrio entre la mayor muerte celular tumoral y la citolisis 

linfocitaria



SBRT TUMORES PERIFÉRICOS

Numerosos estudios muestran una alta tasa de control local (LC): 90% a 

3–5 años y una supervivencia global (SG) del 55–60% a 3 años, y una

bajísima toxicidad



SBRT ESTADIOS INICIALES CNMP



SBRT EN TUM 

CENTRALES



SBRT TUMORES CENTRALES

Median age 75 years. 

Median tumor size was 2.6 cm (range 1.2–5.5) and most cancers were T1 (51.6%) or T2a 

(38.7%) N0 M0 and of squamous cell origin (48.4%).

Six patients (19.4%) had an ultracentral tumor location. The median follow-up was 3.6 

years. 

The rates of 3-year freedom from local progression and overall survival were 81.5% 

and 61.1% respectively. 

SBRT-related acute adverse events and late adverse events  G3 were reported in 6.5% 

(n =2, including one G5 pneumonitis in a patient with prior interstitial lung disease) and 

19.4% respectively

Patients with inoperable non-metastatic central NSCLC (T1-T3 N0 M0, 7cm) were included. 

After prospective central imaging review and radiation therapy quality assurance for any 

eligible patient, SBRT (8 x 7.5 Gy) was delivered. The primary endpoint was freedom from 

local progression probability three years after the start of SBRT.



SBRT 
NSCLC MTS







SLP SG







Median progression-free survival was 1.9 months (95%CI, 1.7-6.9 

months) vs 6.6 months (95%CI, 4.0-14.6 months) (hazard ratio, 0.71; 

95%CI, 0.42-1.18; P = .19), and median overall survival was 7.6 months 

(95%CI, 6.0-13.9 months) vs 15.9 months (95%CI, 7.1 months to

not reached) (hazard ratio, 0.66; 95%CI, 0.37-1.18; P = .16). Subgroup 

analyses showed the largest benefit from the addition of radiotherapy in 

patients with PD-L1–negative tumors.



- SBRT COMO BOOST EN 
TRATAMIENTO RADICAL



A total of 7 studies (2014–2023), consisting of three prospective 
phase II trials and four retrospective studies, were included in our 
analysis, encompassing the treatment outcomes of 268 patients 
who were either unwilling or medically unfit to receive conventional 
chemoradiation and underwent SABR for LA-NSCLC 

METAANÁLISIS DE SBRT EXCLUSIVA EN LA-NSCLC



The median total dose administered to the primary 

tumor was 40 Gy (ranging from 30 to 50 Gy), 

delivered in 3 to 10 fractions (median of 5 fractions), 

resulting in a median biological effective dose (BED) 

of 77.8 Gy10 (ranging from 48 to 100 Gy) 

The 1-year and 2-year OS rates were 74 % (95 % CI: 58–

90 %) and 55 % (95 % CI: 34–76 %), respectively. Meta-

regression analysis indicated a linear relationship between 

OS and LC, with a 0.7 % increase in OS for each 1 % 

improvement in LC (p = 0.005). 





SBRT como boost de RTE

26 ptes

 RTE 46 Gy con RT3D

Distintos esquemas de SBRT (3 fracciones consecutivas, entre 7-12 
Gy por fracción) 

Inicio SBRT a los 21 días de media (10-58) de finalizar QTRT. Tto con 
Cyberknife

BED medio 110 Gy (81.7 -125)
Hemoptisis fatal con 3 x 12 Gy. Se establece 3 x 11 Gy como dosis 
recomendada

2AÑOS: CL 70.3%, SLLR 55.5%, SLM 44.5%, OS 50.8%







- SBRT COMO 
TRATAMIENTO 

NEOADYUVANTE



RESECC RO 100%

TASA RESPUESTA COMPLETA 52.2%,

 RESPUESTA PATOLÓGICA MAYOR 76%: 





 Eligible patients were randomly assigned (1:1) to either neoadjuvant durvalumab 

monotherapy or neoadjuvant durvalumab plus stereotactic body radiotherapy (8 Gy × 3 

fractions) 

All patients received two cycles of durvalumab 3 weeks apart 

Those in the durvalumab plus radiotherapy group also received three consecutive daily fractions of 

8 Gy stereotactic body radiotherapy delivered to the primary tumour immediately before the first 

cycle of durvalumab. 

The primary endpoint was major pathological response in the primary tumour. 

(was defined as the presence of 10% or fewer viable tumour cells in the primary tumour). 









CONCLUSIONES -El control locorregional es fundamental en 
NSCLC e impacta en SLP y SG

- En tratamiento radical, la escalada de 
dosis de radioterapia sigue siendo un 
asunto de relevancia

- En tratamiento neoadyuvante, la SBRT 
podría ser un interesante tratamiento que 
mejore las tasas de resecciones R0 y la 
respuesta locorregional 

-Necesarios marcadores de respuesta 
(perfiles moleculares/genéticos, IA)
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