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Abstract
Background

Cholangiocarcinoma (CCA) is a rare malignant tumor of the bile duct epithelium. At �rst diagnosis, only a minority of patients is eligible for
surgery, which is regarded as the only curative treatment. This study examines the role of radiation therapy (RT) and chemoradiotherapy
(CRT) in the de�nitive and adjuvant treatment situation.

Methods

The monocentric retrospective analysis included 39 patients (31 males, 8 females) with CCA undergoing 53 RT series. Data was collected
from January 2005 to September 2018. There were 11 cases of CRT, 6 of which were de�nitive. Surgery was either palliative (n=6) or
radical (n=15).

Results

After RT, median overall survival (OS) was 10.4 months (mo; 95% con�dence interval [CI] 6.6-14.2), median progression-free survival (PFS)
was 5.6 mo (95% CI 3-8.2), median duration of local control (DOLC) was 8.9 mo (95% CI 4.7-13.1) and 1-year OS rate was 44.7%. There
was a signi�cant difference between patients with and without locoregional lymph node metastasis (OS: 4.3 mo vs. 15.4 mo, p=0.031;
PFS: 2.1 mo vs. 11.5 mo, p<0.0005; DOLC: 4.2 mo vs. 12.3 mo, p=0.02). After treatment of a primary tumor, DOLC was about twice as long
as in the recurrent situation (10.4 mo vs. 5.4 mo, p=0.032). Conservative therapy signi�cantly elevated the risk of local recurrence
compared to radical surgery in univariate (HR 11.04, p=0.004) and multivariate (HR 98.34, p=0.024) analysis. Tomotherapy may be
advantageous with respect to local recurrence and survival.

Side effects were mostly classi�ed as grade I-II according to CTCAE. There were 10 toxicities of grade III and 4 of grade IV, all affecting
blood parameters. Termination of RT and increased glutamic pyruvic transaminase (GPT) were signi�cantly less frequent after stereotactic
body radiation therapy and hypofractionation.

Conclusion

RT can achieve local control in patients with CCA. However, since overall prognosis remains poor, effective combination therapies are
needed. Toxicities of RT are manageable but require close clinical and laboratory follow-up.

Introduction
Cholangiocarcinoma (CCA) is a rare malignant tumor of the bile duct epithelium with an annual incidence between 0.35 and 2 per 100,000
in the Western world (1, 2). It may be categorized as intrahepatic, extrahepatic or hilar, the latter being further subdivided by the Bismuth-
Corlette classi�cation (3).

Surgery is regarded as the only curative treatment (4, 5), but prognosis remains dismal with a median OS of just 9 months (mo) without
adjuvant treatment (6). Highly selected patients may be suitable for neoadjuvant chemoradiotherapy (CRT) followed by liver
transplantation, which proved to be superior in respect of recurrence-free and overall survival (OS) (7, 8). However, only a minority of
patients with CCA are eligible for surgery at �rst diagnosis, as symptoms usually do not occur until the disease is in an advanced stage.
Additionally, CCA reveals an aggressive behavior with up to 60% local recurrences after curative resection (1), calling for additional
treatments.

Brachytherapy (1, 9, 10), photodynamic therapy (11, 12) and transarterial chemoembolization (13, 14) have been investigated without
achieving convincing results, while causing potentially severe toxicities. Until now, the use of molecular targeted therapies and
immunotherapy has not resulted in a substantial survival bene�t (1, 15, 16).

External beam radiotherapy (RT) can be used in the de�nitive or adjuvant treatment setting, ameliorating survival signi�cantly (1, 4, 17, 18).
Data from the Surveillance, Epidemiology, and End Results (SEER) database demonstrate an improvement of cancer speci�c survival for
de�nitive RT (19). Furthermore, a study including patients with unresectable intrahepatic CCA from the National Cancer Data Base (NCDB)
found an advantage of CRT compared to chemotherapy alone in the de�nitive treatment situation (20). In the postoperative setting, a
prospective clinical trial investigating CRT yielded a promising median OS of 35 mo (21). Similarly, adjuvant RT enhances median OS
compared to surgery alone (6) and lowers the risk of death (22). In contrast, another study suggested a survival advantage for adjuvant RT
only in the �rst 14 mo after total resection and the �rst 21 mo after subtotal resection (23).
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Overall, the role of RT is not well de�ned in the context of CCA, demanding further analysis. Due to the low incidence of CCA, prospective
trials assessing the impact of RT are sparse and there is limited evidence for choosing a speci�c dose, technique or fractionation scheme.
Consequently, we aimed to provide further insight into the role of RT in the treatment of patients with CCA and to identify prognostic
factors.

Methods

Patients
This monocentric and retrospective analysis included 39 patients with intrahepatic (n = 11), hilar (n = 26) or both intra- and extrahepatic (n 
= 2) CCA showing a total of 53 lesions treated at our institution from January 2005 to September 2018. Patient characteristics are shown
in Table 1. Median age was 68 years both at �rst diagnosis (range: 40–83 years) and at the beginning of RT (range: 41–83 years).
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Table 1
Patient characteristics

Characteristic n Percentage

Males

Females

31

8

79.5

20.5

Primary tumor

Relapse

34

5

87.2

12.8

Intrahepatic

Hilar

Bismuth I

Bismuth II

Bismuth III

Bismuth IV

Bismuth unknown

Intra- + extrahepatic

UICC I

UICC II

UICC III

UICC IV

UICC unknown

T1

T2

T3

T4

T unknown

N0

N1

N unknown

M0

M1

M unknown

G1

G1-G2

G2

G2-G3

G3

G unknown

11

26

4

2

8

10

2

2

1

2

6

14

16

4

14

6

2

13

14

11

14

13

11

15

1

1

20

2

7

8

28.2

66.7

10.3

5.1

20.5

25.6

5.1

5.1

2.6

5.1

15.4

35.9

41

10.3

35.9

15.4

5.1

33.3

35.9

28.2

35.9

33.3

28.2

38.5

2.6

2.6

51.3

5.1

17.9

20.5

Abbreviations: n Number; T Tumor size; N Nodal status; M Metastasis; G Grading
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Data was collected from the department’s clinical �les and data management systems. Follow-up included regular clinical and imaging
examinations and was performed in intervals of 3 mo for the �rst 2 years and every 6–12 mo afterwards. Mean duration of follow-up after
the last day of RT was 13.6 mo. If patients were lost to follow-up, family physicians were contacted to gather information about treatment
toxicities, local relapse or date of death.

Treatments
All 53 CCA lesions were treated with RT, either in the de�nitive or adjuvant setting. Median time from �rst diagnosis to start of RT was 4
mo. If possible, surgery was radical (n = 15), but in some cases only palliative (n = 6) intervention was feasible and 17 patients were
inoperable (Table 2). Total tumor resection (R0 resection) was achieved in 3 patients. Eleven patients received chemotherapy with
gemcitabine, either as monotherapy or in combination with a platinum agent. CRT was adjuvant in 5 cases and de�nitive in 6 cases. Most
RT series were targeted at primary tumors (n = 34), followed by metastases (n = 12) and recurrences (n = 7).
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Table 2
Treatment characteristics

Characteristic n Percentage

Across all 39 patients

Palliative surgery

Radical surgery

Inoperable

Surgery unknown

R0

R1

R2

R unknown

Chemotherapy

No chemotherapy

Chemotherapy unknown

Across all 53 RT series

RT of primary tumor

RT of recurrence

RT of metastasis

Technique

Tomotherapy

SW IMRT

S&S IMRT

VMAT

3D CRT

Boost

No Boost

Fractionation

SBRT

No SBRT

Normofractionated

Hypofractionated

6

15

17

1

3

6

7

3

11

25

3

34

7

12

24

7

9

12

1

4

49

36

17

13

40

15.4

38.5

43.6

2.6

7.7

15.4

17.9

7.7

28.2

64.1

7.7

64.2

13.2

22.6

45.3

13.2

17

22.6

1.9

7.5

92.5

67.9

32.1

24.5

75.5

Abbreviations: n Number; RT Radiotherapy; CRT Chemoradiotherapy; R Residual tumor; IMRT Intensity modulated radiation therapy;
VMAT Volumetric modulated arc therapy; 3D CRT Three-dimensional conformal radiation therapy; SBRT Stereotactic body radiation
therapy; SW Sliding window; S&S Step and shoot

 

Regarding RT, the majority (n=36) was treated with stereotactic body RT (SBRT). In these cases, target volume was covered by the 65 %
isodose. Treatment series were carried out as helical tomotherapy (n=24), sliding window (SW) intensity-modulated radiation therapy
(IMRT, n=7), step and shoot (S&S) IMRT (n=9), volumetric modulated arc therapy (VMAT, n=12) and three-dimensional conformal RT (3D
CRT, n=1).
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Hypofractionation (n=40) encompassed treatment doses of 21-45 Gray in fractions of 3-12.5 Gray, whereas normofractionated (n=13)
treatments varied between 14 and 55.8 Gray in fractions of 1.8-2 Gray (Table 3).

The most frequently applied treatment regimens were 5 fractions of 7 Gray (n=19; biologically effective dose (BED): 59.5 Gray, equivalent
dose (EQD2): 49.58 Gray) and 3 fractions of 12.5 Gray (n=12; BED: 84.4 Gray, EQD2: 70.31 Gray).

Table 3
Treatment characteristics across all 53

RT series
Characteristic MedianRange

Fractions

Radiation dose

Fraction dose

Liver dose

Stomach dose

Myelon dose

Right kidney
dose

Left kidney
dose

5

35

7

10.4

5.1

1.5

1.6

1.5

3–30

14–55.8

1.8–12.5

0–58.6

0.1–56.1

0–32

0–56.8

0–27.1

Doses are given in Gray    

Statistical analysis
Statistical analyses were performed using the software SPSS® version 24.0 (IBM�, Armok, USA) and differences with a p-value below 0.05
were considered statistically signi�cant. Time-dependent event curves were created by the Kaplan-Meier method and different curves
dependent on a categorical variable were compared by means of the log-rank test. The duration of OS, local control (DOLC) and
progression-free survival (PFS) was calculated from the �rst day of RT to the respective event. If a patient underwent RT several times due
to progressive disease, he or she was included only once in the calculation of OS, PFS, DOLC and the corresponding Kaplan-Meier plots. In
order to determine whether a local relapse had occurred in the planning target volume (PTV), plan and follow-up images before and after
RT were analyzed.

The Cox proportional hazards model was applied to assess the impact of non-categorial variables on the occurrence of death, metastases
or local relapse and to perform a multivariate analysis into which variables with a p-value below 0.1 according to univariate analysis were
entered.

Fisher’s exact test was applied to analyze the relationship between 2 categorical variables like treatment characteristics and toxicities. The
latter were graded according to the Common Terminology Criteria for Adverse Events (CTCAE) (24).

Results

Outcome
At the end of follow-up, 31 of 39 patients (79.5%) were deceased. Eight patients (20.5%) were alive, of whom one (2.6%) had a local
recurrence and another one had a distant metastasis after RT. Overall, 19 patients (48.7%) had at least one documented metastasis
following RT. There were 10 hepatic, 7 lymph node, 5 pulmonary and 2 bone metastases. In addition, 6 cases of peritoneal carcinomatosis
and a single case of spinal cord involvement were registered. Local recurrence was noted after 10 of 53 RT series (18.9%).

In the entire cohort, 1-year local control rate (LC), 2-year LC and 1-year OS were 69.7%, 54.9% and 44.7%, respectively. Median OS was 10.4
mo (95% CI 6.6–14.2; Table 4, Fig. 1).



Page 8/16

Table 4 Outcome for OS, PFS and DOLC

  OS PFS DOLC

1-year (in %)

Range

Median

  95% CI

N0 vs. N1

Median for N0

  95% CI

Median for N1

  95% CI

p (N0 vs. N1)

Rec. vs. Prim.

Median for Rec.

  95% CI

Median for Prim.

  95% CI

p (Rec. vs. Prim.)

44.7

1.6-79.5

10,4

6.6-14.2

 

15.4

10-20.9

4.3

2.1-6.6

0.031

 

5.6

2.2-9

11.9

4.9-18.9

0.343

26.6

1.0-35.0

5.6

3-8.2

 

11.5

7.65-15.5

2.1

1.4-2.7

<0.0005

 

2.9

2.6.-3.3

7

2.3-11.7

0.054

39.8

0.3-78.9

8.9

4.7-13.1

 

12.3

6.4-18.1

4.2

0.5-7.9

0.02

 

5.4

<0.0005-10.9

10.4

5.1-15.7

0.032

Range, median and 95% CI are given in months

Abbreviations:  OS: Overall survival; PFS: Progression-free survival; DOLC: Duration of local control; CI: Con�dence interval; N: Nodal
status; Prim.: Primary tumor; Rec.: Recurrence; vs.: Versus

 

Adjuvant chemotherapy prolonged median OS from 9.8 to 18.8 mo, without statistical signi�cance (p = 0.257). Similarly, there was a trend
towards longer survival in non-metastatic patients (12.3 mo vs. 6.9 mo, p = 0.485). After treatment of a primary tumor, median OS, PFS and
DOLC were about twice as long as after treatment of a recurrent tumor (11.9 mo vs. 5.6 mo, 7 mo vs. 2.9 mo and 10.4 mo vs. 5.4 m), which
was signi�cant for median DOLC (p = 0.032; Table 4). R-classi�cation after surgery and ESRT did not have a signi�cant impact on survival
or local control. However, locoregional lymph node metastasis prior to RT resulted in a signi�cantly worse outcome (4.3 mo vs. 15.4 mo, p 
= 0.031; 2.1 mo vs. 11.5 mo, p < 0.0005 and 4.2 mo vs. 12.3 mo, p = 0.02 for OS, PFS and DOLC, respectively; Table 4, Fig. 2).

Locoregional lymph node involvement was also associated with a worse prognosis according to the Cox proportional hazards model
(Table 5), both in univariate analysis (HR 2.9, p = 0.022; HR 5.39, p = 0.001; HR 3.29, p = 0.011; HR 12.25, p = 0.003 for OS, PFS, DOLC and
LC) and multivariate analysis (HR 2.33, p = 0.146; HR 5.39, p = 0.001; HR 2.1, p = 0.206 for OS, PFS and DOLC). There was a tendency for
higher T stages to have an unfavorable impact on OS in univariate analysis (HR 6.07 for T4 vs. T1, p = 0.051), which did not persist in
multivariate analysis.

Conservative therapy was associated with signi�cantly higher risk of local recurrence compared to radical surgery in univariate (HR 11.04,
p = 0.004) and multivariate (HR 98.34, p = 0.024) analysis. A similar effect was seen in terms of DOLC, which was signi�cant in
multivariate analysis (HR 3.72, p = 0.04). Similarly, palliative surgery was associated with a signi�cantly higher risk of death than radical
surgery (HR 6.04, p = 0.016) according to multivariate analysis. Interestingly, a palliative surgical procedure was associated with a higher
risk of local relapse or death than no surgery at all (multivariate analysis: HR 5.81, p = 0.019 vs. 3.72, p = 0.04).

Table 5 Cox proportional hazards model
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  Death
(OS)

  Progression/Death
(PFS)

Local recurrence/Death (DOLC) Local recurrence (LC)

  HR 95% CI p HR 95%
CI

p HR 95% CI p HR 95% CI p

Univariate                        

Rec. vs.
Prim.

1.7 0.57-
4.87

0.348 2.7 0.95-
7.54

0.063 2.87 1.05-
7.89

0.041 1.33 0.33-
5.33

0.691

N1 vs. N0 2.9 1.17-7 0.022 5.39 2.07-
14.04

0.001 3.29 1.32-
8.21

0.011 12.25 2.34-
64.05

0.003

T4 vs. T1 6.07 1-37.1 0.051 2.71 0.48-
15.42

0.262 5.38 0.88-
32.78

0.068 <0.0005 <0.0005-. 0.994

Inoperable
vs. Radical
surgery

1.48 0.66-
3.32

0.344 1.8 0.82-
3.93

0.143 2.22 0.97-
5.09

0.058 11.04 2.2-
55.32

0.004

Palliative
vs. Radical
surgery

2.92 0.87-
9.76

0.082 1.95 0.61-
6.22

0.26 3.01 0.9-10.1 0.075 <0.0005 <0.0005-. 0.99

SW IMRT
vs. Tomo

3.6 1.19-
10.66

0.023 4.01 1.32-
12.17

0.014 2.6 0.89-
7.58

0.082 4.85 0.41-
56.91

0.208

VMAT vs.
Tomo

S&S IMRT
vs. Tomo

3D CRT vs.
Tomo

2.9

2.13

4.41

0.98-
8.59

0.82-
5.53

0.53-
36.79

0.055

0.122

0.17

2.22

1.26

1.84

0.77-
6.39

0.5-
3.15

0.23-
14.6

0.138

0.629

0.564

2.83

1.67

0

0.95-8.5

0.65-
4.27

0-.

0.063

0.284

0.985

3.78

1.24

0

0.31-
45.77

0.14-
10.7

0-.

0.295

0.848

0.996

Multivariate                        

Rec. vs.
Prim.

4.96 1.27-
19.33

0.021 3.01 0.86-
10.47

0.457 7.26 1.91-
27.68

0.004 12.07 0.66-
219.37

0.092

N1 vs. N0 2.33 0.75-
7.27

0.146 5.39 2.07-
14.04

0.001 2.1 0.67-
6.65

0.206 0.88 0.06-
12.6

0.922

T4 vs. T1 1.48 0.07-
34.02

0.314 0.054 0.003-
1.08

0.46 0.58 0.03-
11.32

0.32  0.32 <0.0005-. 1

Inoperable
vs. Radical
surgery

1.98 0.55-
7.07

0.295 1.08 0.387-
3.01

0.603 3.72 1.06-
13.09

0.04 98.34 1.8-
5339.03

0.024

Palliative
vs. Radical
surgery

6.04 1.39-
26.24

0.016 2.18 0.57-
8.33

0.132 5.81 1.33-
25.38

0.019 <0.0005 <0.0005-. 0.985

SW IMRT
vs. Tomo

4.21 0.92-
19.29

0.064 4.28 1.11-
16.5

0.189 4.01 0.95-
17.12

0.059 87.9 1.03-
7505.07

0.049

VMAT vs.
Tomo

9.66 1.73-
53.87

0.01 3.79 0.96-
14.9

0.196 6.98 1.47-
33.13

0.015 13.46 0.16-
1153.12

0.252

S&S IMRT
vs. Tomo

5.81 1.45-
23.31

0.013 4.71 1.39-
16

0.748 5.84 1.46-
23.39

0.013 75.15 0.71-
7952.3

0.069

3D CRT vs.
Tomo

21.78 1.56-
303.66

0.022 4.43 0.42-
46.51

0.66 <0.0005 <0.0005-. 0.989 <0.0005 <0.0005-. 0.996

Median and 95% CI are given in months

Abbreviations: OS Overall survival; PFS Progression-free survival; DOLC Duration of local control; CI Con�dence interval; Prim. Primary
tumor; Rec. Recurrence; vs. Versus; N Nodal status; T Tumor size; 3D CRT Three-dimensional conformal radiation therapy; SW Sliding
window; S&S Step and shoot
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Tomotherapy appeared to be a favorable prognostic factor regarding OS, PFS, DOLC and LC both in univariate and multivariate analysis
(Table 5). In comparison with tomotherapy, the risk of death was signi�cantly higher after VMAT (HR 9.66, p = 0.01), S&S IMRT (HR 5.81, p 
= 0.013) and 3D CRT (HR 21.78, p = 0.022) in multivariate analysis. Furthermore, the risk of death or local recurrence after VMAT (HR 6.98,
p = 0.015) and S&S IMRT (HR 5.84, p = 0.013) was elevated compared to tomotherapy in multivariate analysis, similar to the risk of local
recurrence after SW IMRT (HR 87.9, p = 0.049).

Neither total radiation dose nor dose per fraction had a signi�cant impact on OS, PFS or DOLC in univariate Cox regression. Among those
treated with normofractionated RT, an increase in the cumulative radiation dose was associated with a reduced mortality risk, almost at the
level of statistical signi�cance (HR 0.938, p = 0.066). The corresponding Pearson (0.102) and Spearman (0.116) correlation coe�cients
indicated no linear or monotonic relationship.

Toxicities
Acute toxicities were predominantly fatigue (4x CTCAE grade I, 4x grade II), stomach pain (6x grade I, 2x grade II), heartburn (n = 3) and
nausea or emesis (10x grade I, 1x grade II). Three patients experienced intestinal colics. Moreover, fever indicating cholangitis, obstipation,
diarrhea grade I and loss of appetite were reported by 2 patients each. Acute or chronic dermatological symptoms were not reported.
Chronic side effects were rare and never exceeded CTCAE grade II during follow-up, with chronic fatigue being the most frequent (n = 7).

Nine patients had at least one acute side effect of grade III or IV. Altogether, 13 acute high-grade elevations (9x grade III, 4x grade IV) in liver
parameters such as bilirubin (n = 5), alkaline phosphatase (AP, n = 3), gamma-glutamyltransferase (γ-GT, n = 1), glutamic pyruvic
transaminase (GPT, n = 1) or glutamic oxaloacetic transaminase (GOT, n = 3) were registered. In addition, there was one case of leukopenia
grade III. Often, laboratory values were already elevated prior to RT, which prompted us to calculate the pre- and post-RT difference. An
acute increase by 3 CTCAE grades occurred only once, when elevated bilirubin worsened from grade I to grade IV. An increase by 2 grades
was identi�ed for GPT (n = 1), GOT (n = 4) and γ-GT (n = 3). When other laboratory values were affected, the CTCAE category always
worsened by one grade compared to the pre-RT �nding.

Higher-grade acute toxicities (grade III and IV) occurred in 11.1% of inoperable patients (n = 2). They were registered in 60% (n = 3) and
22.2% (n = 4) of patients after palliative and radical surgery, respectively. Nausea, the most common acute toxicity, was reported after 25%
of de�nitive RT series and 40% of both palliative and radical surgical procedures. Chemotherapy had no signi�cant impact on RT toxicity
spectrum and severity.

Three patients did not complete RT due to side effects. One of them received RT after radical surgery and developed hemorrhage (type
Forrest IIa) from an in�amed anastomosis. Another patient refused to continue de�nitive RT after experiencing cholangitis with fever grade
I, loss of appetite and laboratory values elevated to grade I or II. The third patient, undergoing RT after palliative surgery, also suffered from
grade I fever and loss of appetite. In addition, he had leukocytopenia grade III and elevated liver parameters, i.e. bilirubin (grade III), AP
(grade IV), GPT (grade III) and GOT (grade III).

According to Fisher’s exact test, termination of RT (n = 3/ 23.1% vs. n = 0, p = 0.012) as well as an increase in GOT (n = 4/ 57.1% vs. n = 7/
29.2%, p = 0.042) and GPT (n = 4/ 16% vs. n = 6/ 85.7%, p = 0.001) were proportionately more frequent after normofractionated RT than
hypofractionated RT. Similarly, signi�cantly fewer cases of increased GPT (n = 3/ 13.6% vs. n = 7/ 70%, p = 0.003) and heartburn (n = 3/
12.5% vs. n = 5/ 41.7%, p = 0.044) were registered following SBRT. There was also a tendency towards fewer high-grade side effects after
SBRT and hypofractionation, without reaching statistical signi�cance.

Discussion
The present study is one of the largest monocentric evaluations of RT for CCA. It identi�es radical surgery, absence of locoregional lymph
node metastasis, RT of a primary tumor and the use of tomotherapy as signi�cant favorable prognostic factors. Furthermore, it adds new
aspects to the current understanding of CCA treatment providing local control rates and a detailed survey of the toxicity spectrum which
seems to be favorable after stereotactic body radiation therapy and hypofractionation.

Median OS was 10.4 mo (95% CI 6.6–14.2) whereas the largest database analyses including 4,758 (6) and 2,842 (20) patients,
respectively, found median OS to vary between 9 mo (de�nitive RT) (6), 13.6 mo (de�nitive CRT) (20) and 16 mo (adjuvant RT) (6). Anyhow,
comparability is limited due to pre-selected patient collectives. For example, eligibility criteria for the NCDB inquiry were curative intention
of RT, absence of metastases and concomitant systemic therapy (20). Moreover, the recent Southwest Oncology Group (SWOG) S0809
trial, resulting in a median OS of 35 mo, only included patients with radical resection, no distant metastases and an Eastern Cooperative
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Oncology Group (ECOG) performance status of 0–1 allowing for sequential adjuvant chemotherapy followed by CRT (21). In that trial, 2-
year LC was 89% compared to 54.9% in our study, indicating a positive effect of radical surgical approaches and combined modality
treatment on local control. In the large database analyses mentioned above, LC rates were not calculated. Two review articles estimated a
pooled 1-year LC of 78.6% (4) and 83.4% (17), respectively, compared to 69.7% in our work. This difference may be attributable to the
higher rate of SBRT (100% (4, 17) vs. 67.9%), enabling dose escalation. There is evidence for a positive dose-response relationship
regarding RT for CCA (25, 26). In our study, SBRT prolonged median DOLC (8.9 mo vs. 5.6 mo), albeit not statistically signi�cant (p = 
0.645).

Despite the dismal prognosis, one patient in our cohort who underwent radical hemihepatectomy followed by adjuvant chemotherapy and
hypofractionated RT was still alive at the end of follow-up 6.6 years after initiation of RT, encouraging the use of combined modality
treatment. Radical surgery remains the cornerstone of local therapy and constitutes a favorable prognostic factor (1, 4, 6, 17).
Nevertheless, toxicities seem to occur more frequently after surgical intervention (see Results). Therefore, potential advantages and
disadvantages of surgery have to be carefully considered, especially as our investigation found palliative surgery to be associated with
poorer outcome in comparison with radical surgery and conservative treatment. A possible explanation may be an inadequate recovery
time before initiation of RT. However, the median duration from palliative surgery to start of RT (76 days) was longer than in the radical
surgery group (61 days), thus contradicting this hypothesis.

The apparent superiority of conservative treatment over palliative surgery may also be in�uenced by the more frequent use of
chemotherapy in the non-surgical group (n = 6, 37.5% vs. n = 1, 16.7%). As mentioned in the results above, the addition of chemotherapy
may prolong median OS (18.8 mo vs. 9.8 mo), although the difference was not statistically signi�cant (p = 0.257) and other studies found
a bene�t of adjuvant chemotherapy only for patients with positive resection margins or locoregional lymph node metastasis (5, 27). Data
regarding both nodal status and chemotherapy were available for 23 patients in our inquiry. In this sub-group, 20% of lymph-node positive
patients received chemotherapy compared to 30% of those without. Furthermore, among the 25 patients for whom information regarding
both nodal status and surgery was available, 45% of those with nodal involvement underwent radical surgery and 0% underwent a
palliative procedure, compared to 64.3% and 21.4% of those without nodal involvement. Therefore, surgery and the use of chemotherapy
might bias the prognostic impact of lymph node involvement.

Another potential bias may be an impaired performance status preventing the use of chemotherapy. Unfortunately, data concerning
performance status were sparse, preventing de�nitive conclusions.

Previous studies showed an association between deterioration of recurrence-free survival and macrovascular invasion as well as tumor
size ≥ 5 cm (28). A multivariate analysis based on data from the NCDB found advanced age (HR 1.01 per year, p < 0.001) and male gender
(HR 1.13, p = 0.006) to be predictors of a higher risk of death (20). Similar correlations were found in our study but did not reach statistical
signi�cance.

Helical tomotherapy might be superior to IMRT and 3D CRT regarding death and local recurrence (Table 5), due to its dose homogeneity
and conformity even for irregularly shaped carcinomas. These features are enabled by the large number of beamlets resulting from 51
different beam directions per gantry rotation (29, 30). However, randomized controlled trials are needed to con�rm potential advantages of
this RT technique.

Chronic toxicities like fatigue may be in�uenced by the malignant disease itself with only a minor impact of RT (s. Toxicities). In spite of
that, side effects after RT of CCA are common. According to a retrospective study including 96 patients undergoing SBRT, toxicities of
CTCAE grade III or higher occurred signi�cantly more often after treatment of CCA compared to hepatocellular carcinoma or hepatic
metastases – probably because in CCA patients, the biliary tract itself is located within the target volume causing in�ammation and
edema, thereby increasing the risk of biliary obstruction (31).

In contrast to CCA, obstructing only small intrahepatic bile ducts, hilar Klatskin tumors may be even more likely to cause relevant bile
stasis leading to high-grade biliary toxicities. According to a study in which 96.3% of the patients had a Klatskin tumor, 29.7% developed
hyperbilirubinemia and cholangitis after SBRT (32). In the same study, high-grade duodenal or pyloric ulcers and even perforations reached
22.2%, which may have been favored by the proximity of hilar tumors to the small intestine and stomach. Looking at our collective that
included 66.7% Klatskin tumors, duodenal or gastric ulcers were not found and high-grade toxicities occurred in 16.1%. The treatment of a
patient cohort with 26.2% hilar CCA (n = 11) was accompanied by an even more favorable toxicity pro�le of 12% grade III toxicities and no
grade IV toxicities in all RT series (33).
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Overall, SBRT is frequently associated with high-grade elevation of liver enzymes within the �rst 3 mo after initiation of RT (20%-55.5% (32,
34)). Correspondingly, 11.3% of our RT series and 8.3% of our SBRT treatments produced similar �ndings, with SBRT also featuring a lower
rate of other toxicities (see Results). This may be explained by the steep dose gradients and narrow safety margins in SBRT, which delivers
high doses to the tumor volume while sparing the surrounding tissue (35, 36). Tumor size may bias this �nding, since hypofractionated
doses and stereotactic approaches are usually applied for smaller tumors (36). In accordance, the median planning target volume (PTV) of
our RT series was 39.5 cm3 for SBRT compared to 225.5 cm3 without SBRT. Being a hypofractionation regimen, SBRT requires fewer
treatment days, which makes a combination with systemic therapies (e.g. SBRT between chemotherapy cycles) feasible and attractive.

Our study has limitations due to its monocentric and retrospective character. Together with the low incidence of CCA, this results in smaller
patient numbers compared with analyses of large databases. Furthermore, the cause of death was unknown in some cases, so that
several patients may not have died from their malignant disease. The duration of OS, PFS, DOLC and survival until the occurrence of local
relapse was calculated from the �rst day of RT in each case, a method prone to lead-time bias. Moreover, as this study was meant to
generate new hypotheses and not to prove a previously observed association, the signi�cance level α was not adjusted although the
in�uence of multiple variables was tested.

Ongoing and future clinical trials, like 2 prospective randomized phase III trials comparing adjuvant chemotherapy with CRT in extrahepatic
CCA or gall bladder cancer (NCT02798510) and de�nitive chemotherapy with de�nitive CRT for unresectable CCA (NCT02773485), will
hopefully shed more light on the role of RT for this malignancy.

Conclusion
RT has proven to be an effective therapy for CCA, providing good LC. Moreover, helical tomotherapy seems to be superior to other
irradiation techniques regarding OS, DOLC and LC. Outcome deteriorates for patients with locoregional lymph node metastasis, in the
recurrent treatment situation or with palliative surgery. Toxicities seem to be less likely after SBRT and are manageable but require close
clinical as well as laboratory surveillance. Randomized clinical trials are necessary to improve combination therapies for CCA, which is still
an orphan disease with poor prognosis.
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Figure 1

Kaplan-Meier plots for OS (a), PFS (b) and DOLC (c)
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Figure 2

Prognostic value of nodal status: Kaplan-Meier plots showing a signi�cant deterioration for lymph node positive patients (red) in
comparison with lymph node negative patients (blue) regarding OS (a), PFS (b) and DOLC (c)


