W56 6 m WOk K % ¥ R O(E ¥ ) Vol.51 No.6

20254 11 A Journal of Jilin University (Medicine Edition) Nov. 2025 1747

[XEHRE] 1671-587X(2025)06-1747-08 DOI:10. 13481/j. 1671-587X. 20250632

FTERNBRERTENERERGMAREELZMGHETHNARER

X B,k T, MARE, 2EE
(FMR 2 B BHE R BEACTY R, F Ak KB 130033)

[ ZE] TENBEECEAMRSEH WAEENRZ —, 73R E R ROOR T 5808, ™
Lo PR A e, HoOR R RAE RS BET, FE AR RIRYT N EE N TR, HaRE R
TR GE R B TATH B AETT EV%%%(HRT%&%ﬁﬁE%W%ﬁﬁ(Wﬂ)ﬁﬁﬁ
WOFIGIT I 2Fp 7 2, T AR AN B0 S AR M, MR RS E MRS R . 2R
T AR KA G B BCEIRYY . RERS BV A TR AR . R, TR N B R RS U IR YT
AE fﬂ&ﬁFEk*%%ﬂ%{fﬁW@ﬁim,KHE@WT%*F*%W%@TﬁK&%ﬁT
) o BT 304 5 N IR BB IR IT TR0 L RS IR J5 & & JBURHA Y 18 IR KO iR 97 O AT 2%
W, BT T N O R AT R S

[X#] %EW@%;@&EM;%%%%;W%@%;@@E

[FESES] R737.33 [XHkFRERB] A

Research progress in treatment principles for endometrial
cancer and its postoperative and postoperative recurrent
radiotherapy

LIU Teng, ZHANG Ning, HE Mingyuan, CHENG Guanghui
(Department of Radiation Oncology, China-Japan Union Hospital, Jilin University,
Changchun 130033, China)

ABSTRACT Endometrial cancer is one of the common malignant tumors of the female reproductive
system. Its incidence rate in China is second only to cervical cancer, posing a serious threat to women’s life
and health, and the onset shows a trend of affecting younger individuals. Currently, the primary treatment
for endometrial cancer is surgical intervention, and some postoperative patients and those with postoperative
recurrence require adjuvant radiotherapy. Pelvic external beam radiotherapy (EBRT) and vaginal
brachytherapy (VBT) are two modalities of postoperative radiotherapy. The appropriate postoperative

radiotherapy approach should be selected based on individual conditions and guideline recommendations.
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Most patients can achieve satisfactory treatment outcomes through surgery and postoperative adjuvant

radiotherapy. However, the specific indications for postoperative radiotherapy in endometrial cancer

patients and the radiotherapy principles for those with postoperative recurrence are relatively complex, and

recommendations for radiotherapy modalities in postoperative patients vary slightly across different

guidelines. This article reviews the treatment principles for endometrial cancer patients in recent years, as

well as the indications for postoperative and post operative recurrent radiotherapy and the radiotherapy

techniques, aiming to provide a reference for radiotherapy in the endometrial cancer patients.
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TE N R AR T A, R PR LA
R 2 —, AR R TE SR, ™ UM Lot
e o AR, TR E R R &R R AE
Tt JFRAERAER, L4705 WEEZEE LT R
W, BUSEAS . RN 5 NIRRTy
X, FAREBEMSEAEFRATE 0N LLE . X
THGER K RER, & TUARFMENGT . WG
I7 T X FEEIEHMANRST . AEIRIT . W MIRYT .
PPEIRIT ML RA YT F o Hoh, UGB ITTE T E A
SR N 111 RTE Pl RN ER S LR VAR N =3 € P R = P )
FG AN EGF (vaginal brachytherapy, VBT) FliT i &
JHHAYF (external beam radiotherapy, EBRT) 2
T, WO S I VBT, #8455 N H]
EBRT B4 VBT. M4 E & AR 9. 7 &
fER N, MRS RAIRTT

HOoAr, e B T4 2= il % /9 5 N R 2 T AL
WA R SE R R, A A RE
ARG AT TE v 8 PR BT R A B B s AT s A
[0 838 R e ® 45 & TR I AR B . A 8001k
ARG YT s VARG B FH & 17 EBRT VBT,
S5 7 & A 7 Q|
Gynecology and Obstetrics, FIGO) 58§ " K RM
TR b i 2 2 /RO TS YR 9T 5 R A 2/ O
IR
Oncology/European Society for Radiotherapy and

(International Federation of

(European Society of Gynaecological

Oncology/European Society of Pathology, ESGO-
ESTRO-ESP) $875 ' W ARG 28 35 A 5] A /s o i
IR MHARAE R AE | - P R A R AR 2
R ST SO SRy o o o T8 N B R 43
WA HAUREASE R N RECNE A, NikKZ
Wi B iyl R N, ELBRAESC T 15 IR R ARG S
ARG R EHGIT R B A, BN 15
FEIT BRI RS IR IE ROIE . RS CIRT 7
ORI G 52 0% 8 IS 09 ORI 97 55 5 T 2R A7 25
W, BT N R IR RIS RS

1 FEREERTE

FARREFEH N EMRy . T
RIS , WM bR TR I LA BN & T E D)
e A R UL Ay B A B S DD BR AR . Fl T AT RE S A O
B, B R vy B A 0 O SR A UL BEAS TE R, il
VIBRBR A 0 X 103 35 10 R O A 45 AR A 1
TFEUIBRA L OB A O DT BR AR XU A e
L 25 D) bR AR Rk 0k s ks L 25 DI BR AR T
ARAT Y, @i 7 EBRT+VBT AL ¥R IT G
P YRR . 76 A IV 3 75 g /B b, 24
JifrEE K AR BE % 2 4 DI BR B, R 25 1 a5 R BR B2 11 i e
MU AR, T B B e R I L 2 A 1 S8 A W Bk . X
PR BE TCHE 5 10 1k B 45 S 0L 147 58 26 1) 28 G 7 4 s A
F ok E ik A DB, R R TG UE 4 2% B VD BR JE X R
B A A B I M R R T LR R SE AT
fE3RY7 . Z )5 VA = A AT LR AR U Bk s 5l A7
IR o M T ARG EERE R B AR KR RN R
&, ARJG R T B BURIR T

2 FENREREARRHRIEGTENIE

PR AR PR A R G R A S5, e e d
e LA R ST R FGR L Sl o 2R AR
s s A BT fS R Rt iy, DAB AT 2 R KU 1Y
B, HTREZ 25 THIBhIAIT .
2.1 REAMEAAREREAA RS A

F N T 2 A TR B 12 R B R
B fE B R A AR 608 . Ik T KA TE) B R
i (lymphovascular space invasion, LVSI) . JfJ&
MR (—REMEEAEE 2em) . +5 FEEE
i i, WILE 2. Moz (G3) &
FEOR b 28 (RO MR . B A . R ik
T . TR AT FNE A A ML) o

R 2013 4F 5 [ 98 iE B& DA 20 11 o) 48 4 6% b vgg
FHF 4 F 3% (The Cancer Genome Atlas, TCGA)
SR For R, JRES G R S, T R
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4 A POLE# & A A (POLE ultramutated, POLE
mut) . i B AEAFE R (microsatellite instability-
high, MSI-H) (5B E RGEKE A (mismatch
repair deficiency, dMMR). ft T B & & M
(microsatellite stable, MSS) . Jo4¥ 5 ¥ 43 7 i #l
(non-specific molecular profile, NSMP) . ik % Ul
R p53AE Y (p53 bnormality) I 4% 05 2
T IR 1 1 0 B 5 el A TR KR S il B i
FHipIT ek . Hp, POLE mut B Wi J5 847, 14
B WA LVST, W AR BRI p53
RG22, 288 HYHIT M EBRT; H
by BTG h A5, AR R, SRR
JE BRI R . A LR a4 B K G R [
£, MBHEHTER A, KERES KA.
fi . m-PfE . mEMBEERA Y X T RAT
PRURS DN i) 265, DUUAR 3R 23 1 53 R 2 45 W f 2R 4 1
SRRVC A R AL, PR T S R 40 4

Hor o My, Ay 1 -1 80kt
5% B K POLE mut 2y B8 9% & [ A H] dMMR/
NSMP & 4 51 4 B FE i BJCsm ik LVST; a2
o DA gon A 1B IR 22 5] dAMMR/NSMP Py
JEREE , ¥R R A LVST, K TA W p53 %78 BN
(50 AEHNBERERAEIUZ R - fadh 1

dMMR/NSMP N & ¥ 95 + 7% i LVSI. 1B H#j
dMMR/NSMP & g% 51 P9 BE #F 988 J2 11 91 dMMR/
NSMP W BEFE ;e dl o -1V A B 0 kE ok /1
dMMR/NSMP P BERES . 1 - IV A TC e & 5% B8 1
p53 2748 AU P BREAE S8 TR NLZ B A T - IVA U I 1t
5% BH ) AMMR/NSMP HE oy AL 9 (BR a2 B 40 i
) FENUZ B . MR o NI - IV A 910 5% 28
X INVB .

Moy F o BRI, WIARYE B . g
9o 43 YR BRAK DO HEAT 432 . ARG A TA IR
2 N B R HLG SR R VST Hfadlh TA W)
O B BRSO N AR, BE R AR LV ST,
PR TA AR N BERE S AN FEDLZ R s - el
T30 P SRS 4+ 5R 18 LVST. 1B 39 5 9 01 P I ke g
K LW mfadl- I -IVAB Tom bk . 1 -IVA B
Ak PN B 9 £ L2 2 LIS Aok B o

KT a5 X, A — e 5
ST AR AT, RERAZER, ALK
R RJEAM . Gk, REZEA | JUZRE
(myometrial invasion, MI) &AM LV STy H7N
Kfe. e, S-hfakmfEdl. T N4 Fh
HBIRYT I RARME TR AL, S . VBT,
EBRT. fb2&i697 K Bk JURMRY T k. W3k 1.

F1 WWIEERT RN A

Tab.1 Summary of common guidelines and treatment principles

Guideline Low-risk Intermediate-risk

High-intermediate risk

High-risk

FIGO™ Adjuvant radio-

therapy is not to EBRT.

recommended.

ESGO-ES-  Adjuvant radio- VBT demonstrated For patients with pathological nodal staging of pNO:

VBT alone demonstrated superior efficacy compared EBRT is recommended for these

patients. In Stage [l disease, the
addition of chemotherapy to EBRT

improves recurrence-free survival.

Concurrent chemoradiotherapy or

TRO-ESP" therapy is not efficacy in VBT reduces the risk of vaginal recurrence. EBRT sequential chemoradiotherapy is

recommended.  reducing

vaginal may be considered in cases with extensive LVSI or advised. Chemotherapy alone may

recurrence  rates. Stage Il disease. Adjuvant chemotherapy can be consid- also be considered as an alternative

For patients under ered, particularly for patients with G3 histology and/or treatment strategy.

the age of 60, extensive LVSI. Omission of adjuvant therapy is an

VBT may not be option, provided that close surveillance is maintained

considered.

to ensure early detection and treatment of recurrence.

For patients without nodal staging (¢cNO/pNx):

EBRT is recommended for those with extensive LVSI

and/or Stage |l disease. The addition of adjuvant chemo-

therapy should be considered, particularly for patients

with G3 histology and/or extensive LVSI. For patients

with G3 histology without LVSI or Stage Il G1

endometrioid carcinoma, VBT alone may be considered.

“—":No data.
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2.2 AR RE KSR

Xt AR RS 78 N R, E R VE 2 ST Ik
P, B B S IA 9T SR S w BRI — 4 .
SUIDAN % " Xf 7 609 44 11K f& 57 o4 i 58 & il 47
giit, SSHNIR: HSZOHAYT R HE SR U
BT E 104 BRI 2R (672 M65%)
ST AR, 8%2idhaI7 S 8067 S,
I HBSHGR T S B M IE . W R AR B TE NI T
SiE A JXURG 38 AT S B 1 Rk el L, IR B AT
JHCHHIE T N T LA AN B R A & A AU, TR
AT G S IRYT -
2.3 PREZH-¥RAAYHREERET

Xof - R - TP R AR, B R A
o VBT g6 R A BB 0 . 5 NI AR 5
iR T (post operative radiation therapy in endometrial
carcinoma, PORTEC)-2 ik 56 #F 57 "™ J& — i & %}
- ETFENBEE AT ILRE, KT
EBRTHI VBT AT . HEix PORTEC-21455 (1)
LOAEBE VI 45 Wow . X T m - fe 18 N g B
17 VBT J& 10 4E B8 #2175 96 00 LA b o 2 B ik S
WIT W10 F b B EMBEAERTLER,
A VBT 4% EBRT 4 5 MEAK, B AR 76 I it o
U o E S — IS Y WA T AR, RS
A T EBRTHA VBT 5848 VBT ¥R)7 P G
FE WA, SRR LS5 R 1. 5% M
5.0% (P=0.013), B & & 255K 1.9%
2.7% o JE TR A IR TT R R 5 X B A A
b, HMARICFEBEARNSGE, BERE . B
e AN B 3E b % B A EE 3G . BE A EBRT AJ AE
HEHTA 2 K 2 U ERAENENEE L KK
W, B4l VBT R F &5 5 & LR 14 55 B
2.4 FHAWEERERMERH

XoF T L 235 BH 1 B R AR A0 T R O SRR
WA . BIIE R M B Y R, e
e HEAT AU IR T AR 2EIR YT, R BB IR YT
fR2E3R Y7 WAT AT o MR 7 1 2 & I e R A B R &R
T — S R R T T 2 R R Al Ak 2 3R T B R Al
3 e DG U 5 AR T P N < || B = A T S Y
R FE T, TR PIGOR A e S0 & 22 fh2F iR
J7, fT# 0 EBRT B4 VBT fE $ = er 5 ali gy 49 1)
JAR A0 B I A A7 % L IR 5T B0 R . PRl
EBRT 4 8 % 575 662, MEKAE VBT 4
BF SRR N69% (P<<0.01), A #FgE 5

38 7 EBRT # WG Y7 547 VBT #E i i 2 U5 2R .
5o EBRT s 884l VBT [L#, EBRT fl VBT B
BIRYT AT AR AR R A, AR A R R
BHEERER, BRARVBTIHREY AT 2% T
EBRT H B3 2 WX 55 e i R, FEBIR #5325
fE# & EBRT (45 Gy, 1.8 Gy/f) (Gy NHUTHI&
BN, PR EIREL, Gy/fREA W mHE) 1R
., HHHEL = X T EBRTEVBT 89 B ML %k
#2 #, RABINOVICH % ' %} 38 44| Il C i ~ IV B 15
BE ARG B U AT BB SE, RS AN O 3
R ARYT, IRIP 4SR5 47 EBRT & VBT,
5AE BVEAF RO AR 77,00 M 72.5% ,
PRI A S5 i B R V6 7 3R G AR 200 0 W] R s JR A AR
3. RANDALL 4§ % #E 47 /Y — 350 BE AL T 399 38 560
o, WS N R R B AL S S EBRT 440
VBT A 2Ry 4, 455 R EBRT 4 54F &
AR R8TV, VBTEGL S IRITH 85, 24
BEBEE R RBAGEAE R RAL, Ak 3 3 ik
B 25 5 kA VBT Bk & 4k 2= 16 97 dl v 3% I
(9% F14%) . VBT ECG 7R IT g 2ove 8 1 5
K, 24 M REPEARMRL . LRSS R . VBT B A1k
2697 5 EBRT AH W BOR Bos i A0 Bk, B4l
EBRT 17588 /& —Fh A &k . it 52 P d L33 B 0% i B i
I . HRTIE T 2 0 R RE MR Sk i — 2 56
UEIR & 2 Bl S va 97 O R X B E A R, It
XA g, HEFEARFITEBRT, B &EKA
VBT T AR 45 £ 51 O B &2 & RV aF — 25 174

3 FEABREBEREEARARHISETAN

3.1 #% VBT
3.1.1 X Am XFFENEEAKE VBT,

WE AR e = W RO B I K R TR, o 9 O
1~10 em. J5 % L B B8 S R O B 3 9 3~5 em B8
BR S 3f d 1/3~1/2 4k o MR35 5 [ [ 57 25 43 9 A 1
#% (National Comprehensive Cancer Network, NCCN)
T6m ", 47 VBTG R IX (clinical target volume,
CTV) U Bl 4% P18 sk o, A W # ok B E | 2/3.
WA Z LVSTEUIZBAPE, 7T DA% JEIG YT KAy
i . 3¢ T B 256 97 2% 23 (American Brachytherapy
Society, ABS) #&5g " @GR YT 138 i 3~5 cm.
KLOETZER % " fitii 108 £ T & W AR )5 B %
17 VBT RIGIT AR K BB IE , A0 45 9 38 T8 o
FRIE I o AR AN BRIE , 25 R R 167 B IE I v
JERAERY, IR YT ST w0 AU 2 AR AR
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3.1.2 &yFE VBT REMHIE b, EIrit
RIFAL D7 R B R R 25 . MOCHER ™ E S % %
U A5 I AN [) L 3 A v R R
T 1.0 cm ZE] . 95% (1 BH 3 ik B4 A7 T #E B 3%
T3 mm YR BE P, DRI A AR B T R R 3~
5mm KSR @R R . TR VBT R, H
FUAR I 45 PG R 77 . ELASAS B R Y 4331
FEALKE 6 Gy x5 (IS HE R, 37 Gyx
31/5.5 GyxX4 (g % JEF BT 0.5 cm &,
GLATZER % " WF5¢ & 8. 19 4 KR i 58 i oeg 2
LRIATEAR VBT, IMAFESHIF VBT HE, H
1 65% BB F B 7 Gy X3 {85 Gy x4 {4
E 7 o AT R B BB UE SR e B b
SORBE % " W58 /R : MR 5 Gy X6 (&% MiA
TR 5mmpy LR, FHERKEHBAEE. 7Gyx
3TZH B RM T 0.5 em & — F& % 107
2, AEMEBETEMANENSE T, TR
SRHPET AL . AR R TR, W
6 Gy X5 fali4 Gy X6 {22 [l % 1m0 7 5/
MIRHIE R Ak, AR K 7. 5 Gy X 2 15
6 Gy X3 {4r&l £t b, R B/R: RH
7.5 Gy X2 {143 8 5 A AR 36 97 808 09 T8 B
RENE BRAR R M I 2 0 kAR, HEBREIRYT
PHOR D | SUPHIRAR BRI T iR Ak ) I PR U
HIZ ) RRER ) Z W T IR, A E— LR s
PR, o 4350 5 S8 B8 mT Ak A S I AF 52 5 1l
3.1.3 IEHHLFERME &LHE (organs-at-
risk, OAR) FZEMFEEM . B . LRE W &N
J . RHEMMEFALFNEWREOT ™ Hb
D2cc (D2cc M 4% 32 fie o 7 B9 2 e (AR B X6t 107 1)
B/MFIEAE) <65 Gy; BBt D2ce<<80 Gy; &4k
4517 D2ce<<70 Gy; /Mg D2ce<<70 Gy, W FiA
[ U I A A T, A i 9 S sk i K R A1 fof
DCARAR A% 50 i, O B TR T R 2H 2R A PR EE Y
oA B B D2ce: 65~75 Gy; B BE D2cc: 80~
90 Gy; Z R4 D2ce: 70~75 Gy; /I D2ce:
70~75 Gy. BFZE " WoR . B2 ARURT BE B iR AR T
E AR, STA BN N R T, RN
7R R K R W DO B i M=
WS, T AT I 2 BTGP Y .

3.2 EBRT

3.2.1 #UX/AH EBRT #l6RIE X & £ 4E 2%

MEET R IER, BCTV GRS o, BN,
ALk EL s 5 X . B13E BB, B 5 R 1A 5 A
2, WA EHZR, BN AR L X, R
A ENIKF M LR, UK BT IR K. §-
R S 0 5 A s S R A A R RN S B ik ik
gEIX, I K 1~2 em Y
3.2.2 AbJr R A EE ML RO (45~
50.4) Gy/ (25~28) f, #AFTEBL T Al UL A5k B ik
ELZ5 | ik A5 AR A 52 12 B P U 2% AT DL 45 57 [
W e 7 B EBRT #i &, BFI& E 55~60 Gy; &17
TERIRAT WA BB R AL, Wl s 78 &2
66Gy o NCCNHER ' WA Ry ¢ F A J5 /™ & 1) 5%
RIRAS, MIZ BT LATE A AL, R E H 412U RE
Mif Z I RTEE T, AT LAZS T 60~70 Gy [ &b Jy 7 i o
3.2.3 IEWAHLFERMA OAR F i B {H &
W ZWREE R . H B V50<<50%, V60<I35%,
V65<C25%, V70<<20%, V75<C15%; Wit Ve5<
50%, V70<<35%, V65<<50%, V75<<25%, V80
15%; /N (CBaAS /N #E) V15<C120 em®, V45 (3%
AN B B BN ) <<195 em®, POORVU 45
9T o R KB B IE B s Bk Sk e 45, WL
BB A WY E R, BMERIITT IR, Wil
FR 22 42500 T LS N & 65 Gy o
3.3 VBT

VBT ] T EBRT J5#fE & i), VBT 5 & Bk
T EBRT il ik, X TIHEEE, Mg sr/ha
(Radiation Therapy Oncology Group, RTOG) #i¥
745 Gy EBRT G4 T (5~6) GyxX3{ZH[HiAE
1 (GRl 2% 05 B ) ;. 84T 50. 4 Gy EBRT
JG4 T (5~6) GyxX2 (& HBHEF£mM . ZH0%
AR EI T, fT (4~6) Gyx (2~3) [
S & BRI, HCTVIARE 60~70 Gy 15 &1
CIE TR

4 FTENEERAEELXBENRS AT

W rENBEEEERGESHAE R, &
KIERWBE LN EENKRZ —. ZHTENE
RO AR, R KR BAR, BERFER T~
1596 5%, T B A O B Y 2 R KR R, T
JE# %, SAENE RBN RA0%~T70%, £980% 1)
R BBV FARIG 2450 0 RS & & F 07 nT
RREE Kk (WEEMEREE L) . ZESNE
K (CHLHE I B o N G B ) . m Ab e RS (A 4 il
JIF o L I B R A s RN R 2E S ik 55 LA A A vk
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ZikR) MIEAEMWE K. K, H50% MWE K
SRR TR, 25% A EINERE, 2590 A A IR R
WA R I RSN R T RS IR YT R R R
B EZEFE, £REEREHEWIRIT D EA
FEEMAL . X TAREE &M T E N, B
TRYT I IE N UE R ARSI R KUk A e &
DA K 4y ST PRI Ak i 7

PR E RN B, BUETT B AERIA T
i bR o BR AR A 4 A2 O R 9T 8% 52 VBT B B
ERTHEREH, WHEEE VBT, LENKE DK
EBRT Fl (30) REEHT s A REZBA
ITHZE I R BR M R R, TCIR IR IS Tk 45 = A
A%, BRSNS RYT . — IR N e R
R Ry A2 R B ) S VA T RS AR SR R T R
PERFSE R BRI IR G LA IR YT AR T Al
fe2E3a97 . vl R T R E I & G2 A R K 3 AR
3%, BRI KA R RN A AR . BEAE
WhoE R RIEAATHCS IR YT I ik i 2 & 1
BE, R 45.0~50.4 Gy i EBRT B A & ) R
VBTG, BEM 24 54 B A7 500 A 80%6 K
7%, 25 SAETC R A AR Ay N R 790 ) 75,
BITHOREY . AA—T#Fs ™ BoR. Jam
SHIRIT LR G R Z WA, 1T EBRTEG BIR
FIS VBT, Bl i R f 42 HOR R4 (R
2990%) . —IXTF 9LHIAR J5 M3 & K 53 i n] i
PEBFSE ) R B, Hoh 2y 37 % A BB CEHIG T L,
31% B 2 & UAT EBRT, 12% B 8B #H AT
VBT, 57% W # #17 EBRT B4 VBT, EBRT Bk
4 VBT M8 Jmi 4 TAUTEBRT (AT VBT 1Y
B, K, WA EBRTEBCS VBT /38 m ARG
Jry HB A2 Sz B A T Je A A A R

X P IO L2 B R BRI IR YT AT AR D i
BRI FBE, BEZMBENERIFER LS
Wl XHEUK L ESE R A . I 32 3 koS sUE
ARl NS s P Y e a Sk YA R N WLy AN
Tt AL REHL, AT BRI S R R . BT
i 3= Bl Bk 55 bk B 25 52 % 0 IO IR T R A 3 4 G R
A HGR B 40 ~50% o #7 IF K 22 X 0k 11 45 %
B, WA 428 RERIT .

XFF RS M A RS R, IR YT AT AE R
2 BIRIT RIRN T, IR T T 28 fig A IR .
MNTHEERWERE (MEEEBEERLER
Wi k<S5, BB A R AT G 7 R ) R IR T

(stereotactic radiotherapy, SBRT) H] ik 2| &) & AR
AR . — I W R 1 SR xR R
A R gkt (<<44>) 47 SBRT (8 Gy, 3W),
B 78 09 Kk 10 58 42 G2 il R B 43 OB R R GK 96060 o R
THEHHEREHE, TSHGTT AT A R R It 108
YT B RNEREEAEFE, WP 2567
F, REHATT N T 2 AR R

UNER-N-35 00 ORISR W WIE S i
S RFRAL . IR PR AR B 8 3 T 32 Pk AT S AR B 1
W R R BIRAHEBCINAY Y R 8 45~50 Gy, 43
25~28 W5E Mo BRAE R HE 32 ORI 19 Jay PR 21
Bk, TWRGAIFEBGEMEE %R, THRX
LA ) B 45~50 Gy, MR 88 I (AL H5 b g i kb 5
AL BEMR S ) WP e 2 55~65 Gy, RJa & &l
BB IT BT ROPEAN B e SR A . ok R AR
71 (progression-free survival, PFS) FlE A £7
(overall survival, OS), 3 015 A1 OC K 2 7 i
it 52 M) B Bf (] . S AR A . IR AR L TBURR T
& SR E e BRI E LG
5 REERE

BT F AR B &, KEEF 5 N
AT FARYVIER . BAR 15 P BRI 9 A Tl i A X 45
4f, (HER BB AFE R R ISR 2, PR X
BETAR G BNIAIT AL EE . AR T
PSR R A BRI RN L RS R R S B R T IR T
N E R AT . AR, T mAT
FB B R R S AT R . XN TRIY
BE, ENIMERE IR EEFENEREE . 4T
Oy SfE R Ay A, TR T RO A YT S B
EBRT. M VBT 1 — 3% Bt 4 19k 53697 Jr =8 .
AR o] - 457 i AS [ 5 96 7 O =X 2 0 RNR YT A
B, MR E RS R R T B AL I, H
B, B N O AR S iR O kR, R
s L - A B R S R W VBT B G EBRT,
e G, RO 20 Z 1 I IR BF 5% ok iff — 25 1F
SRR T TR

PR R

A AR P RS A A ) i e 5% o

fEE AN

XU Rk T S 510 CRRE g CRE, T S
SRR ANL A, B ES 51O B .
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