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TUMOR ARISING WITHIN IRRADIATION FIELD 

 

Location    ......................................................................................................   

Histological type     MFH    o 

       Osteosarcoma  o 

       other           ................................... 

 

Grading  well o  moderate o  poor o 

 

Date of first diagnosis    ..................... 

Symptomatic o asymptomatic o screen-detected o 

Time interval between irradiation and tumor  .................................. 

 

Tumor material available for further analysis ?  yes o no  o      

paraffin embedded  o 

fresh-frozen   o 

    

 

Tumor location with regard to irradiated area 

 

 In-field      o 

partly in-field     o 

at the border of radiation field  o 

close to radiation field   o 
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TREATMENT OF SARCOMA WITHIN IRRADIATION FIELD 

 

Surgery (please specify)  ............................................................................. 

    Please classify : Local excision        o Wide excision       o 

                                Compartmental      o Extended              o 

                                (Myo-) cutaneous flap required     o 

                                Wound healing problems   o yes  o  no 

   Treatment result :  resection classified R0 o  R1 o     R2o 

 

Chemotherapy (please specify drugs and schedules)  

 .............................................................................. 

 .............................................................................. 

 .............................................................................. 

 

Treatment result :       PD  o       NC  o             PRo       CRo pCRo 
 

Duration of response (if achieved): 

 

Radiation therapy (if yes, please specify)   ........................................................... 

 

Isolated Limb Perfusion   (if yes, please specify) 

 

 

Duration of tumor control  ............................. months 

 free of recurrence (please tick)   o 

 free from progression (please tick)  o 

 

Distant metastases    o yes  o  no 

Location:   ........................................................................    
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C)  REASON FOR PRIOR RADIOTHERAPY 

 

Malignant disease (please specify)  ................................................................... 

Benign Disease (please specify)  ........................................................................ 

 

Type of irradiation (if known)  Electrons o 

      Cobalt o 

      Neutrons o 

       

Radiation dose    .........................  

Size of irrradiation field (if known)  .........................   

Fractionation (if known)   ......................... 

 

 

 

 

D) Case reported by : 

(please give your address incl. telephone number, fax, or e-mail): 

 

............................................................... 

............................................................... 

............................................................... 

............................................................... 

............................................................... 

............................................................... 

 

 
Please send form to: 

Peter Hohenberger, MD, PhD 
Division of  Surgery and Surgical Oncology, Robert-Rö ssle Hospital and Tumor Institute 

Charité, Humboldt University, D-13125 Berlin, Germany 
tel.: +49-30-9417-1406,  fax.:+49-30-9417-1439,    e-mail: hohenberger@rrk-berlin.de 


