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Simple Summary: Malignant pleural mesothelioma (MPM) is a rare cancer arising from the cells of
the thoracic pleura of the lungs. It has a poor prognosis and is often fatal, with a reported 5-year
survival rate of less than 5%. Post-surgery radiotherapy is recommended for patients with resectable
disease to improve local control. However, radiation treatment planning for MPM is extremely
challenging due to the anatomic complexity, large surface area, unique concave shape, location,
and large size of the pleura planning target volume. The aims of this work are: (1) To examine the
achieved dosimetric endpoints for a retrospective cohort of MPM patients and to assess associations
of these variables with corresponding overall survival (OS) using machine learning methods; (2) To
identify key predictors that influence OS via interpretable machine learning algorithms for left- and
right-sided mesothelioma patients separately, and to develop and validate predictive models based
on identified clinical and dosimetric parameters for predicting OS.

Abstract: Purpose/Objectives: Malignant pleural mesothelioma (MPM) is a rare but aggressive can-
cer arising from the cells of the thoracic pleura with a poor prognosis. We aimed to develop a model,
via interpretable machine learning (ML) methods, predicting overall survival for MPM following
radiotherapy based on dosimetric metrics as well as patient characteristics. Materials/Methods:
Sixty MPM (37 right, 23 left) patients treated on a Tomotherapy unit between 2013 and 2018 were
retrospectively analyzed. All patients received 45 Gy (25 fractions). The multivariable Cox regression
(Cox PH) model and Survival Support Vector Machine (sSVM) were applied to build predictive
models of overall survival (OS) based on clinical, dosimetric, and combined variables. Results:
Significant differences in dosimetric endpoints for critical structures, i.e., the lung, heart, liver, kidney,
and stomach, were observed according to target laterality. The OS was found to be insignificantly dif-
ferent (p = 0.18) between MPM patients who tested left- and right-sided, with 1-year OS of 77.3% and
75.0%, respectively. With Cox PH regression, considering dosimetric variables for right-sided patients
alone, an increase in PTV_Min, Total _Lung_PTV_Mean, Contra_Lung_Volume, Contra_Lung_ V20,
Esophagus_Mean, and Heart_Volume had a greater hazard to all-cause death, while an increase in
Total_Lung_PTV_V20, Contra_Lung_V5, and Esophagus_Max had a lower hazard to all-cause death.
Considering clinical variables alone, males and increases in N stage had greater hazard to all-cause
death; considering both clinical and dosimetric variables, increases in N stage, PTV_Mean, PTV_Min,
and esophagus_Mean had greater hazard to all-cause death, while increases in T stage and Heart_V30
had lower hazard to all-cause-death. In terms of C-index, the Cox PH model and sSVM performed
similarly and fairly well when considering clinical and dosimetric variables independently or jointly.
Conclusions: Clinical and dosimetric variables may predict the overall survival of mesothelioma
patients, which could guide personalized treatment planning towards a better treatment response.

Cancers 2023, 15, 3916. https:/ /doi.org/10.3390/ cancers15153916

https://www.mdpi.com/journal/cancers


https://doi.org/10.3390/cancers15153916
https://doi.org/10.3390/cancers15153916
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/cancers
https://www.mdpi.com
https://orcid.org/0000-0002-5455-758X
https://doi.org/10.3390/cancers15153916
https://www.mdpi.com/journal/cancers
https://www.mdpi.com/article/10.3390/cancers15153916?type=check_update&version=1

Cancers 2023, 15, 3916

2 of 14

The identified predictors and their impact on survival offered additional value for translational
application in clinical practice.

Keywords: mesothelioma; radiation therapy; overall survival; interpretable machine learning;
outcome prediction and assessment

1. Introduction

Malignant pleural mesothelioma (MPM) is a rare but aggressive cancer arising from
the cells of the thoracic pleura of the lungs. Approximately 3000 new mesothelioma cases
are diagnosed each year, accounting for 0.4% of all cancer deaths in the United States [1].
MPM is characterized by its poor prognosis and often fatal nature, with a reported 5-year
survival rate of less than 5% [2-4]. Mesothelioma is difficult to treat, in part due to its rarity
and lengthy latency period. Since it is so rare, it is very likely for mesothelioma to have
advanced to a stage that prevents a complete cure before it is diagnosed, as symptoms
are minimal.

Macroscopic, complete surgical resection is the cornerstone of management, followed
by adjuvant chemotherapy and radiotherapy. However, residual cancer cells are often left
behind, as has been demonstrated by the high rate of local post-operative progression [5].
Despite advances in therapy for MPM, the prognosis remains poor, and considerable
treatment-associated morbidity is generally expected [6].

Post-surgery radiotherapy (RT) is recommended by the National Cancer Control
Network for patients with resectable MPM to improve local control [6]. However, radiation
treatment planning for MPM is extremely challenging due to the anatomic complexity,
large surface area, unique concave shape, location, and large size of the pleura planning
target volume (PTV). The challenges are accentuated by the presence of an intact ipsilateral
lung after pleurectomy and decortication, as well as the abutment of multiple critical
organs-at-risk (OARs), such as the lungs, esophagus, heart, and spinal cord. As a result, the
optimal treatment plan quality may or may not be achieved due to normal tissue safety
concerns. Given the potential detriment to survival and/or quality of life whenever target
coverage requires overdosing normal structures, we aimed to investigate the associations
between patient/target characteristics and achievable plan quality with available clinical
endpoints via machine learning (ML) methods.

Artificial intelligence (AI) and Machine learning (ML) methods have demonstrated
a wide range of applications and success in building predictive models based on specific
datasets for clinical decision-making towards personalized treatment in RT [7-10]. A con-
volutional neural network-based classification model, MesoNet, was developed to predict
patient survival based on genetic expressions and pathological biopsy features [11]. In
a recent study from the European Prospective Investigation into Cancer and nutrition
(EPIC) cohort, the authors investigated and identified nine DNA methylation biomarkers
in blood preclinical samples. The proposed model shows better predictive value for the
identification of high-risk MPM [12]. Traditional ML algorithms, such as support vector
machines (SVM), can learn from existing data (with and without clinical labels) and un-
cover complicated underlying relationships between potential clinical variables and clinical
endpoints (such as overall survival, post-RT pneumonitis, etc.). The black box ML methods,
however, often do not provide insights into how a predictive model was created, which
hinders clinical adoption of such predictive models. Model interpretability, specifically how
predictive models make decisions, is paramount for clinical deployment and successful
implementation. As an example, the multivariable Cox Proportional Hazards regression
model (Cox PH model) is a well-recognized interpretable model for exploring the rela-
tionship between the survival of a patient and potential explanatory variables, such as
patient clinical characteristics, dosimetric variables, etc. These analyses enable us to further
investigate the specific relationship between how each selected predictor impacts overall
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patient survival [13]. We expect the explainable nature of predictive models to reveal the
descriptive impacts of the selected predictors on the clinical endpoints, which allows us to
gain a better understanding of the identified predictors and their influences on a specific
clinical endpoint, enabling a rapid translation to clinical implementation. Considering
that Cox PH regression and survival SVM (sSVM) are two of the most commonly used
approaches to evaluating survival data, we opt to focus on assessing both methods for the
purpose of validating each other.

The aims of this work are twofold: (1) To examine the achieved dosimetric endpoints
for a retrospective cohort consisting of both left- and right-sided MPM patients (LSM
and RSM, respectively), and to assess associations of these variables with corresponding
overall survival (OS) using machine learning methods; (2) To identify key predictors that
influence OS via interpretable ML algorithms for LSM and RSM separately, and to develop
and validate predictive models based on identified clinical and dosimetric parameters for
predicting OS. According to the laterality of the target, it is expected that for the relevant
OARs (i.e., heart, stomach, and liver), their geometric relationships to the target as well
as dosimetric endpoints for the OARs could be substantially different between LSM and
RSM. We therefore split and performed separate analyses for LSM and RSM in the study.
Additionally, we assessed whether the dosimetric differences may translate to clinical
endpoints for OARs; to this end, the Normal Tissue Complication Probability (NTCP) for
critical structures, such as the heart, lung, and stomach, was estimated. Our hypothesis
is that post-RT pneumonitis as well as complications of other OARs may impact OS in
MPM patients. Ultimately, our goal is to create an explainable predictive model to facilitate
clinical decision making for a personalized, optimal treatment strategy for MPM RT.

2. Methods and Materials
2.1. Patient Characteristics

We retrospectively analyzed a cohort of 60 MPM patients treated at the Department
of Radiation Oncology, University of California, Los Angeles (UCLA), between 2013
and 2018. All patients underwent post-operative radiation therapy following a pleurec-
tomy/decortication. Among all, 37 patients were treated for mesothelioma on the right side
(an average age of 69.3 £ 7.9 years old), and 23 patients were treated on the left side (an
average age of 66.0 = 10.4 years old). In terms of histological subtypes, 35 (58.3%) patients
were diagnosed with epithelioid MPM, and the remaining patients had biphasic or mixed
MPM. The detailed patient demographic and clinical characteristicsare tabulated in Table 1.

Table 1. Patient characteristics for the breakdown of left-sided (23) and right-sided (37) mesothelioma
cases included in the study.

Left-Sided Mesothelioma Right-Sided Mesothelioma

Variables (n=23) (n =37)
Mean + SD * Mean £+ SD *
Age (year) 65.96 + 10.4 69.25 + 7.87
Gender
Male 16 (69.6%) 32 (86.5%)
Female 7 (30.4%) 5 (13.5%)
Staging
T1 1 1
T2
T3 12 26
T4 4 5

NO 10 13




Cancers 2023, 15, 3916

4 of 14

Table 1. Cont.

Left-Sided Mesothelioma Right-Sided Mesothelioma

Variables (n =23) (n =37)
Mean + SD * Mean + SD *
N1 5 6
N2 8 18
MO 22 37
M1 1 0
Histologic subtype
Epithelioid 13 22
Sarcomatoid 0 0
Mixed histology 10 15
Surgery type
Pleurectomy and decortication 23 36 **

Abbreviation: SD *—Standard deviation. 36 **: 1 right-sided mesothelioma patient has missing record.

2.2. Radiation Treatment Planning and Delivery

All patients underwent post-operative radiation therapy on a Tomotherapy unit (Ac-
curay, Inc., Sunnyvale, CA, USA) using helical intensity modulated radiation therapy
(IMRT) with a prescription dose of 45 Gy in 25 fractions. The planning target volume (PTV)
was created by expanding the ipsilateral lung contour by 1 cm, and cropping it out of
lungs with a margin of 3-5 mm. In the longitudinal direction, the PTV routinely included
the surgical scar, drain sites, and any involved nodal regions. Figure 1la illustrates the
PTV outlined in a transverse view for a sample MPM patient. The treatment plans were
designed with a binary multi-leaf collimator (MLC), a jaw size of 2.5 cm for all cases, and
an averaged pitch of 0.33 (0.287, 0.49) with directional blocking of the contralateral lung.
Our institution’s dosimetric goals were: PTV V100% (percentage of PTV receiving 100% of
the prescription dose) > 95%, spinal cord maximum < 45 Gy, total lung V20Gy < 30%, total
lung mean dose < 18 Gy, ipsilateral lung V20Gy < 60%, contralateral lung V5Gy < 70%,
heart V22.5Gy < 50%, esophagus mean dose < 24 Gy, and stomach V45Gy < 50 cm? (or 5%).
Figure 1b—d shows sample dose distributions in (b) transverse, (c) sagittal, and (d) coro-
nal views planned with helical IMRT on a Tomotherapy unit for the sample case. Each
patient was immobilized with a Vac-Loc immobilization device for CT simulation and
each treatment delivery. A pre-treatment Megavoltage CT (MVCT) scan was acquired
to ensure proper patient alignment before each treatment fraction. Patient-specific vol-
umetric parameters for relevant targets and OARs were contoured on the planning CT.
The dosimetric endpoints, such as ipsilateral-, contralateral-, and total lung V20Gy and
V5Gy, were collected. The patient-specific volumetric parameters, as well as the achieved
dosimetric parameters, were assessed for left-sided and right-sided MPM cases separately.
The achieved dosimetric quantities for other OARs, such as the heart, spinal cord, kidneys,
and stomach for LSM and RSM, were also analyzed retrospectively.

2.3. Statistical Analysis

Descriptive statistics were reported for all metrics, and a Mann-Whitney U-test was
performed to evaluate whether the distributional difference of these metrics between the
LSM and RSM cohorts exists or not.
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Figure 1. (a) The PTV outlined in a transverse view for a sample mesothelioma patient. Sample dose
distribution in (b) transverse, (c) sagittal, and (d) coronal views is planned with helical IMRT on a
Tomotherapy unit.

2.4. Patient Overall Survival (OS) and Survival Prediction

Post-RT patient survival information was obtained from the electronic medical record
(EMR) at our institution, which has been in use since 2013. Among the cohort of 60 patients,
one patient was excluded from model building due to an unknown diagnosis and treatment
date (prior RT at another institution). For patients with records of death dates, the survival
time between the initial diagnosis of MPM and the death date was calculated. For patients
without a record of death (right-censored patients), the time interval between the initial
diagnosis of MPM and the last visit date was calculated. The survival data for each patient
contains two elements: the first boolean element indicates whether the event of death
happens for the patient, and the second element represents the calculated survival interval.
The primary endpoint, overall survival (OS), which corresponds with time from diagnosis
to death as a time-to-event variable, constructed in the aforementioned manner, will be
estimated by subgroups via the Kaplan-Meier (KM) method, and the difference in OS
between subgroups will be assessed via the log-rank test. As the common approach to
univariate analysis in survival analysis, the KM method, along with the log-rank test,
assesses the survival distribution of the interested endpoint between two groups without
accounting for the potential impact of other predictors.

2.5. Machine Learning Methods for Predicting Overall Survival

With the approach of multivariable analysis (MVA), ML models, including the mul-
tivariable Cox Proporational Hazards (Cox PH) regression model [13] and the survival
Support Vector Machine (sSVM) [14], were used to explore the relationship between the OS
of a patient and potential explanatory variables and to build predictive OS models from
relevant variables. The proportional hazard assumption was examined via the diagnostic
plot method. The Cox PH model is a linear regression model specifically for analyzing the
impact of clinical variables on OS, while the sSSVM is an extension of the standard SVM to
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right-censored time-to-event data to account for complex non-linear relationships between
potential clinical predictors and OS [13,14]. The sSVM treats the survival prediction as a
ranking problem based on the estimated risk score.

Clinical variables were taken into ML algorithms to predict OS. The clinical variables
were categorized into patient characteristics, including target laterality, age, TN staging (M
staging was not included due to limited data to represent the M0 stage in LSM and M stage
in RSM), gender, pneumonitis status, histological subtype, and 26 potential dosimetric
variables from patient-specific treatment dosimetric plans, e.g., PTV volume, volumes of
lung and critical OARs, pre-selected dose-volume metrics, such as mean dose, percent
volume receiving X prescription dose (Vx) for lung, and heart (Supplementary Table S1:
full list of potential predictors). For simplicity, TN staging was considered a continuous
variable in our analysis. A recursive feature elimination approach, as a backward selection
approach via stepwise method (see Supplementary Materials for detail) [15], was applied
to select the important features that the final model with clinical variables and dosimetric
variables by target laterality, independently and jointly, may reach. The correlation matrix
of the selected features to include in the final model, respectively, was obtained.

The performance of the obtained model was validated via k-fold cross-validation,
with k being 5 as a rule of thumb. For k-fold cross-validation, the original training cohort
was equally split into five subgroups until each sub-group was tested. The performance
measure, Harrell’s C-index [16], as the predominated metric to assess the predictive per-
formance for survival analysis, was recorded for each iteration, and the average of the
measure was reported to evaluate the fitted model. A C-index of 0.5 means the model
randomly predicts the survival ranking, and a C-index of 1 indicates the model correctly
predicts all the survival rankings. An estimated ranking based on the predicted risk score
will be compared with the real ranking of the survival data set by C-index, which will
measure the ranking performance of each model based on the following criteria: (1) For
two deceased patients, the patient who lives longer should have a lower risk score. (2) For
a deceased patient and a right-censored patient, if the right-censored patient has a longer
survival time, the right-censored patient should have a lower risk score.

The level of significance was set to be 0.05. All analyses were carried out via R
v4.1.2 [17] with packages ggplot2 [18], survival [19,20], survminer [21], mlr3 [22], mlr3learners [23],
mlr3extralearners [24], mlr3proba [25], mlr3fselect [26], mir3tuning [27], paradox [28], caret [29].

2.6. Normal Tissue Complication Probability (NTCP)

The potential complication rates, based on achievable treatment planning parameters,
for critical OARs were estimated using the Lyman-Kutcher-Burman (LKB) model using the
RADBIOMOD program [30]. The most relevant OARs are right- and left-lung, spinal cord,
esophagus, heart, liver, left kidney, right kidney, and stomach, as well as their corresponding
radiobiology parameters according to Burman et al [31].

3. Results
Achieved Dosimetric Endpoints and Overall Survival

The achieved dosimetric endpoints for target and the selected OARs stratified by target
laterality are tabulated in Table 2, and box plots are included in Figure S1. The variables that
were statistically different between the LSM and RSM patients are listed in bold numbers.
No difference in OS between LSM and RSM patients was identified (p = 0.18 by log-rank
test), with 1-year OS of 77.3% and 75.0%, respectively. Supplementary Figure S1 shows
boxplots of selected dosimetric parameters for critical OARs between LSM and RSM groups.
Among these parameters, there were no significant differences between PTV V100 and
PTV volume. The ipsilateral lung mean dose and V20Gy, the ipsilateral lung-PTV mean
dose and V20Gy, the heart mean dose, and V30Gy, the stomach mean dose, are higher for
LSM than those of RSM (p < 0.05). The ipsilateral lung-PTV volume, esophagus max dose,
contralateral kidney mean dose, liver mean dose, and V30Gy are higher for RSM than those
of LSM (p < 0.05).
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Table 2. Achieved dosimetric endpoints and overall survival for the cohort of 60 mesothelioma
patients treated on a Tomotherapy unit stratified by target laterality.

LSM * (n = 23) RSM * (n = 37) LSM vs. RSM
Dosimetric Variables Median IQR ** Median IQR ** p-Value
Target
PTV volume (cc) 2107 750 2193 574 0.82
V100% (%) 94.3 1.0 94.2 2.0 0.42
Lung
Ipsi lung mean dose (Gy) 38.9 4.5 37.1 3.5 0.02
Ipsi lung V20Gy (%) 92.0 6.9 86.1 9.3 0.001
Ipsilateral lung volume (cc) 989.5 322 1154.2 498.4 0.06
Ipsilateral lung-PTV volume (cc) 593.4 273.8 730.5 315.3 0.01
Ipsi lung-PTV mean dose (Gy) 34.0 4.5 31.8 44 0.002
Ipsi lung-PTV V20Gy (%) 86.7 10.6 77.2 15.3 <0.001
Contralateral lung volume (cc) 1727 515 1692.3 377.5 0.68
Contra lung V5Gy (%) 49.5 13.0 482 23.5 0.72
Contra lung mean dose (Gy) 6.4 1.5 6.8 1.7 0.58
Contra lung V20Gy (%) 1.6 3.4 1.6 3.4 0.63
Total lung volume (cc) 2756 658 2851 667 0.39
Total lung Mean Dose (Gy) 18.3 29 19.2 1.7 0.13
Total lung V20Gy (%) 35.0 7.2 36.4 4.3 0.13
Total lung-PTV mean dose (Gy) 13.2 1.8 14.1 2.6 0.03
Total lung-PTV V20Gy (%) 22.3 7.2 254 49 0.07
Estimated NTCP mean (%) 9.7 2.4 9.1 1.6 0.20
Kidney
Ipsi kidney Mean dose (Gy) 79 3.1 7.1 4.2 0.67
Ipsi kidney D2/3 (Gy) 34 1.3 4.0 34 0.31
Contra kidney Mean dose (Gy) 2.7 1.9 3.7 1.8 0.02
Contra kidney D2/3 14 1.1 2.2 2.1 0.11
Esophagus
Mean dose (Gy) 222 10.0 259 9.6 0.20
Max dose (Gy) 50.0 2.1 51.1 2.6 0.03
Estimated NTCP mean (%) 24 3.1 3.1 3.3 0.37
Heart
Mean dose (Gy) 25.6 4.4 19.5 5.8 <0.001
V30Gy (%) 30.8 11.9 19.5 14.1 <0.001
Spinal Cord
Max dose (Gy) 38.0 8.5 39.1 6.3 0.16
Estimated NTCP mean (%) 0.01 0.04 0.03 0.05 0.11
Liver
Mean dose (Gy) 10.8 3.9 234 5.2 <0.001
V30Gy (%) 0.8 4.2 28.8 14.7 <0.001
Stomach
Mean dose (Gy) 19.2 6.4 10.8 5.1 <0.001
V45Gy (%) 7.4 7.7 44 3.0 0.06
Estimated NTCP mean (%) 6.9 5.3 0.3 0.4 <0.001

LSM *—left-sided mesothelioma; RSM *—right-sided mesothelioma; SD **—Standard deviation; IQR **—
interquartile range; VXGy (%)—percentage of volume receiving X Gy; V100% (%)—percentage of PTV receiving
100% of the prescription dose; D2/3—dose delivered to 2/3 of volume; NTCP—Normal Tissue Complication
Probability. The bold face indicates identified difference between LSM and RSM with p value < 0.05 level.
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The estimated NTCP for the stomach was higher for LSM than for RSM (p < 0.001).
There were no statistical differences in the estimated NTCP for total lung, spinal cord, and
esophagus between LSM and RSM. The heart, liver, and left and right kidneys each have
minimal doses, resulting in an approximated NTCP of 0.

Figure 2 illustrates Kaplan-Meier survival curves when patients were stratified ac-
cording to (a) target laterality; (b) age; (c) histology; (d) sexuality of the MPM patients;
and (e) post-RT radiation pneumonitis. No significant difference in OS for each of these
categories, including pneumonitis, was found except sexuality.

(a) (b)

Overall Survival
(=]
«a
(=]
Overall Survival
(=]
a
(=]

0.25 0.25
p=0.18 p = 0.65
0.00 0.00
o 0.5 1 15 2 25 3 o 0.5 1 1.5 2 25 3
Time from diagnosis (Years) Time from diagnosis (Years)
Number at risk Number at risk
23 23 16 15 9 8 4 27 26 19 18 12 10 5
Right-sided Mesothelioma 36 35 26 22 15 11 7 age>68 32 32 23 19 12 9 6
©) 1.00 @ 1.00

Overall Survival
o
@
o
Overall Survival

o

@

-]

0.25

p =061 0.25
p =0.02
0.00
0.00
o 0.5 1 1.5 2 25 3
Time from diagnosis (Years) 0 0.5 1 1.6 2 25 3
X Time from diagnosis (Years)
Number at risk
Number at risk
36 35 25 23 15 13 8
Mixed type patient 23 23 17 14 9 6 3 12 12 10 10 6 6 3
Male 47 46 32 27 18 13 8
c
© 1.00
0.76
% 0.50
0.25
p=0.86
0.00
[ 05 1 15 2 25 3
Time from diagnosis (Years)
Number at risk
19 18 15 13 7 6 3
w/o Pneumonitis/unknown 40 40 -y 4 24 17 13 8

Figure 2. Kaplan—-Meier survival curves when patients were stratified according to (a) target laterality,
(b) age, (c) histology, (d) sexuality, and (e) patients with and without pneumonitis in the cohort of
MPM patients. A difference (p = 0.02) in OS was found between male and female MPM patients as
the result of univariate analysis. The mean age of the patient cohort is 68 years old, which is selected
to be the cut-off for stratification in (b).
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For ML models based on clinical and dosimetric variables, independently or jointly,
the Cox multivariable regression model achieved similar performance as the sSVM model.
Specifically, with clinical variables, the Cox PH and sSVM models achieved c-indexes in
5-fold cross validation of 0.70 and 0.65, respectively (Supplementary Table S2).

With Cox PH regression, the model considers dosimetric variables alone on the
right side. An increase in PTV_Min, Total Lung PTV Mean, Contra Lung Volume, Con-
tra_Lung_V20, Esophagus_Mean, and Heart_Volume had a greater hazard to all-cause
death, while an increase in Total _Lung PTV_V20, Contra_Lung_V5, and Esophagus_Max
had a lower hazard to all-cause death (Table 3) and no stable fit may be attained for the
model considering dosimetric variables on the left side, likely due to the insufficient infor-
mation in the limited data for this sub-cohort; for the model considering clinical variables
alone, male and increase in N stage had greater hazard to all-cause death (Table 3); for the
model considering both clinical and dosimetric variables, increase in N stage, PTV_Mean,
PTV_Min, and esophagus_Mean had greater hazard to all-cause death, while increase
in T stage and Heart_V30 had lower hazard to all-cause death (Table 3). On the other
hand, histology, gender, Pneumonitis, age, side, PTV_max, Total_Lung_PTV_Volume,
Ipsi_Lung_PTV_Mean, Esophagus_Volume, Esophagus_Max, Heart_Volume, and Spinal
Cord Volume were not found to be predictors that affected all-cause death significantly.

Table 3. Results of Cox PH regression based on dosimetric (right), clinical, and combined variables.

HR Lower CI Upper CI p-Value

Cox PH regression with dosimetric variables on the right side

PTV_V100 0.77 0.42 1.42 0.4
PTV_Max 1.1 091 1.34 0.33
PTV_Min 1.28 1.11 1.48 <0.001
Total_Lung PTV_Mean 7.48 1.77 31.53 <0.01
Total_Lung PTV_V20 0.53 0.33 0.85 <0.01
Ipsi_Lung_PTV_Mean 0.85 0.63 1.14 0.28
Contra_Lung_Volume 1 1 1 <0.01
Contra_Lung_V5 0.86 0.78 0.95 <0.01
Contra_Lung_V20 1.71 1.17 2.5 <0.01
Esophagus_Max 0.75 0.57 0.98 0.04
Esophagus_Mean 1.14 1.01 1.29 0.03
Heart_Volume 1.01 1 1.01 <0.01
Heart_V5 1.88 0.96 3.68 0.06

(No stable fit with dosimetric variables on the left side was attained.)
Cox PH regression with clinical variables

gender_male 4.23 1.22 14.63 0.02
T Stage 0.66 0.41 1.07 0.09

N Stage 1.60 1.07 2.38 0.02
age 1.02 0.98 1.06 0.38

Cox PH regression with dosimetric and clinical variables

Histology in Number (Epithelioid: 0;

Mixed: 1) 1.25 0.49 3.22 0.64
gender_male 4.54 0.78 26.37 0.09
T Stage 0.31 0.14 0.70 <0.01
N Stage 2.46 1.38 4.36 <0.01
age 1.01 0.97 1.06 0.56

Pneumonitis 0.93 0.35 2.49 0.89
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Table 3. Cont.

HR Lower CI Upper CI p-Value

PTV_Max 0.87 0.71 1.08 0.21

PTV_Mean 1.67 1.01 2.76 <0.05
PTV_Min 1.12 1.01 1.24 0.04
PTV_Side..L 5.32 0.87 32.57 0.07
Total Lung PTV_Volume 1.00 1.00 1.00 0.51
Ipsi_Lung PTV_Mean 0.93 0.78 1.11 0.42
Esophagus_Volume 1.01 0.97 1.06 0.59
Esophagus_Max 0.98 0.87 1.12 0.79
Esophagus_Mean 1.14 1.03 1.27 0.01
Heart_Volume 1.00 1.00 1.00 091

Heart_V30 0.89 0.82 0.97 <0.01
Spinal_Cord_Volume 1.02 0.99 1.04 0.23

The bold face indicates identified difference between LSM and RSM with p value < 0.05 level.

4. Discussion

Malignant pleural mesothelioma is an extremely rare but aggressive and fatal cancer. A
previous study demonstrated that helical IMRT, compared with conventional 3D-conformal
RT, was associated with improved target coverage, which translated into improved local
control for MPM [32]. It is known that IMRT optimization is an inverse planning process
that generally requires IMRT planning guidelines via trial-and-error approaches because
the dosimetric plan quality varies with patient-specific anatomy, planners’ experience,
and many other factors. To our knowledge, the planning guidelines for MPM are not
well established according to target laterality. We thus performed this study using a
relatively large retrospective MPM patient population. Due to its complex concave shape
and unique location and geometry (the PTV wraps around and abuts the ipsilateral lung),
optimal dosimetry may not always be achieved for MPM cases. For example, general lung
constraints of V20Gy < 35% are often not met for MPM plans. Additionally, significant
differences in achievable dosimetric endpoints for critical organs were observed given
target laterality. Specifically, higher mean doses are expected for the heart and stomach for
left-sided cases, while higher liver mean doses are expected for right-sided MPM cases.
Given different target laterality, different dose constraints of these normal structures need
to be considered during IMRT plan optimization and generation. Additionally, we may
need to further reduce doses for certain OARs for patients who have certain risks.

A comparison of OS did not reveal any statistical differences between the LSM and
RSM subgroups, nor did age, histology subtypes, or post-RT radiation pneumonitis status.
However, a difference in OS was found between male and female patients (p = 0.02) as a
result of univariate analysis. A similar finding has been reported by Taioli et al. based on a
cohort of 14,228 MPM patients from 1973 to 2009: longer survival results were found for
female MPM patients [33]. As suggested by Wolf et al., the interaction between high levels
of circulating estrogen and estrogen receptors on the tumor may provide protective effects
for female MPM patients, which resulted in a longer survival time [34]. As univariate
analysis does not account for the impact of other predictors, multivariable analysis, with
adjustment for other predictors, is needed to address the research question appropriately.
As a result of multivariable analysis with Cox PH regression with dosimetric and clinical
variables (Table 3), this gender difference went away, likely because the impact of other
predictors on survival has been taken into account.

It is commonly known that there are three distinct histologic subtypes of MPM.: ep-
ithelioid MPM, sarcomatoid MPM, and biphasic or mixed MPM [35]. Epithelioid MPM is
the most common subtype and is associated with the most favorable prognosis [36]. The
sarcomatoid subtype has been associated with a worse prognosis and can mimic sarcomas
in appearance and behavior [37]. In the current patient cohort, 35/60 (58.3%) of the patients
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were diagnosed to have epithelioid-type histology, which is generally associated with better
outcomes [38—40]. There was no patient diagnosed with sarcomatoid subtype histology in
the population. The remaining patients had a mixed subtype consisting of epithelioid and
sarcomatoid components ranging from 1% to 99%. This study indicated no difference in
OS (p = 0.61) between the epithelioid and mixed subtypes of mesothelioma cases. A larger
sample size is likely needed to further validate the finding.

A previous publication by Allen et al. [41], based on a small cohort of thirteen mesothe-
lioma patients, reported fatal pneumonitis resulting from the sliding window IMRT tech-
nique in 6/13 (46.2%) patients. The median time from completion of RT to the onset of
radiation pneumonitis was 30 days (range 5-57 days); 4/13 (30.8%) patients developed
acute Grade 3 nausea and vomiting [41]. In the current study, we searched our Electronic
Health Record (EHR) system for RT-related pneumonitis. Among 60 patients in this study,
14 patients (23.3%) were reported to have definitive radiation pneumonitis after IMRT:
2 patients with grade 2, 1 patient with grade 3, and 11 patients with an unknown level
of pneumonitis. Additionally, four patients were reported with possible radiation pneu-
monitis. The remaining 42 patients reported no or unknown pneumonitis in the EHR.
The occurrence of known pneumonitis is significantly lower than the data reported by
Allen et al. (84.6%) [41]. We found that no difference in OS for patients with and without
pneumonitis exists (p = 0.86).

Interpreting the Cox model involves examining the coefficients for each explanatory
variable. A positive regression coefficient of an explanatory variable means that the hazard
is higher, and a negative regression coefficient implies a better prognosis for patients with
higher values of that variable.

Patient characteristics alone were unlikely to be good predictors (c-index = 0.70) to
differentiate patient treatment in terms of OS. We hypothesized that the achieved dosimetric
endpoints, in addition to patient characteristics, may also potentially affect patient OS.
The predictive models, built on patient characteristics alone and combined parameters,
resulted in good predictive performance. It is generally considered a big hurdle to translate
a black-box predictive model into actual clinical practice due to its lack of interpretability.
This study attempted to shed additional light on potential predictors and their explicit
relationships with OS. For example, PTV volume is considered to not be impactful enough
to OS compared to other variables selected into our final model for the purpose of estimating
its impact (Table 3). Among the selected variables, patients with higher values of N stage
(for model with clinical variables alone), PTV_Mean, PTV_Min, and esophagus_Mean (for
model with dosimetric and clinical variables combined) most likely result in a prediction of
higher risk scores and therefore shorter OS, while higher values of Total _Lung PTV_V20,
Contra_Lung_V5, and Esophagus_Max (for model with dosimetric variables alone) may
likely result in lower risk scores and thus longer OS for right-sided patients. It is worthwhile
to point out that the presence of other confounders, which we did not include in the current
study, may play a role in the interest relation, leading the true relationship between these
prognostic factors and OS to be concealed. From a clinical aspect, there are studies reporting
preclinical models based on genetic expression, with specific point mutations of tumor
suppressor genes BAP1, CDKN2A, and NF2, denoting a higher risk of MPM [42,43]. Other
genetic expressions that are common in MPM patients include mutations or alterations to
PD-L1, VEGFE, WT-1, mesothelin, etc., which were identified as prognostic and predictive
biomarkers to inform treatment decisions in malignant MPM patients [44]. Further research
may help us gain more perspective based on a larger patient sample.

Potential predictors can be identified and validated for other clinical endpoints, in-
cluding disease-free survival, progression-free survival, loco-regional disease control, etc.
We expect the identified predictors could further differentiate individuals and guide future
IMRT treatment planning to yield optimal treatment planning quality and achieve optimal
clinical endpoints for mesothelioma patients.

Given that the small scale and clinical data are in use for this study, and the litera-
ture [45,46] suggests that a C-index around or larger than 0.6 is considered an acceptable
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or fair prediction, we consider that the predictive performance of the suggested model is
fair to arrive at our conclusion. A larger sample size may be needed to further validate our
current findings.

5. Conclusions

Significant differences in achievable planning dosimetric endpoints for critical struc-
tures including the lung(s), heart, liver, kidney, and stomach were observed for mesothe-
lioma patients according to target laterality. We observed no difference in OS between
patients with and without pneumonitis. Patient-specific dosimetric quantities along with
clinical variables could predict the overall survival of mesothelioma patients (c-index = 0.62
for Cox PH and 0.64 for sSVM). The identified predictors and their impact on survival,
revealed by an explainable ML model, offered additional value for translational application
towards personalized radiation treatment.

Supplementary Materials: The following supporting information can be downloaded at:
https:/ /www.mdpi.com/article/10.3390/cancers15153916/s1, Figure S1: Box plots of the selected
dosimetric metrics between LSM and RSM groups. The dosimetric metrics include (a) PTV V100%,
(b) PTV volume, (c) ipsilateral lung mean dose, (d) ipsilateral lung V20Gy, (e) ipsilateral lung - PTV
mean dose, (f) contralateral kidney mean dose, (g) heart mean dose, (h) liver mean dose, (i) liver
V30Gy, and (j) stomach mean dose; Table S1: potential dosimetric and clinical variables to be selected
from; Table S2: summary of model performance for different settings. References [15,25,27,47,48] are
cited in Supplementary file.

Author Contributions: Conceptualization, X.S.Q.; methodology, Z.W., E-1.C. and X.5.Q.; validation,
ZW., E-1.C. and X.S.Q.; investigation, Z.W., V.R.L. and E-I1.C.; data curation, Z.W., VR.L. and V.Y.;
writing—original draft preparation, Z.W., E-1.C., VR.L. and X.5.Q.; writing—review and editing, A.L.,
PL., D.M. and D.L. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.
Institutional Review Board Statement: The UCLA IRB (IRB # 23-000575) waived.
Informed Consent Statement: Patient consent was waived under the UCLA IRB.

Data Availability Statement: The data presented in this study are available upon request from the
corresponding authors.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Gariazzo, C.; Gasparrini, A.; Marinaccio, A. Asbestos Consumption and Malignant Mesothelioma Mortality Trends in the Major
User Countries. Ann. Glob. Health 2023, 89, 11. [CrossRef] [PubMed]

2. Ree, O.D,; Stella, G.M. Malignant pleural mesothelioma: History, controversy and future of a manmade epidemic. Eur. Respir.
Rev. 2015, 24, 115-131. [CrossRef] [PubMed]

3. Shavelle, R.; Vavra-Musser, K.; Lee, J.; Brooks, J. Life Expectancy in Pleural and Peritoneal Mesothelioma. Lung Cancer Int. 2017,
2017, 2782590. [CrossRef]

4. Opitz, I; Lardinois, D.; Arni, S.; Hillinger, S.; Vogt, P.; Odermatt, B.; Rousson, V.; Weder, W. Local recurrence model of malignant
pleural mesothelioma for investigation of intrapleural treatment. Eur. J. Cardio-Thorac. Surg. 2007, 31, 772-778. [CrossRef]
[PubMed]

5.  Mott, EE. Mesothelioma: A review. Ochsner J. 2012, 12, 70-79.

6.  National Comprehensive Cancer Network. Mesothelioma: Pleural (Version 1.2023). Available online: https://www.nccn.org/
professionals/physician_gls/pdf/meso_pleural.pdf (accessed on 15 June 2023).

7. Pan, X.; Levin-Epstein, R.; Huang, J.; Ruan, D.; King, C.R.; Kishan, A.U.; Steinberg, M.L.; Qi, X.S. Dosimetric predictors of
patient-reported toxicity after prostate stereotactic body radiotherapy: Analysis of full range of the dose—volume histogram using
ensemble machine learning. Radiother. Oncol. 2020, 148, 181-188. [CrossRef] [PubMed]

8.  Pan, X;; Zhang, T,; Yang, Q.; Yang, D.; Rwigema, ].-C.; Qi, X.S. Survival prediction for oral tongue cancer patients via probabilistic
genetic algorithm optimized neural network models. Br. J. Radiol. 2020, 93, 20190825. [CrossRef]

9. Fu,J; Zhong, X,; Li, N.; Van Dams, R.; Lewis, ].H.; Sung, K.; Raldow, A.C; Jin, ].; Qi, X.S. Deep learning-based radiomic features

for improving neoadjuvant chemoradiation response prediction in locally advanced rectal cancer. Phys. Med. Biol. 2020, 65, 075001.
[CrossRef]


https://www.mdpi.com/article/10.3390/cancers15153916/s1
https://doi.org/10.5334/aogh.4012
https://www.ncbi.nlm.nih.gov/pubmed/36819965
https://doi.org/10.1183/09059180.00007014
https://www.ncbi.nlm.nih.gov/pubmed/25726562
https://doi.org/10.1155/2017/2782590
https://doi.org/10.1016/j.ejcts.2007.01.047
https://www.ncbi.nlm.nih.gov/pubmed/17350855
https://www.nccn.org/professionals/physician_gls/pdf/meso_pleural.pdf
https://www.nccn.org/professionals/physician_gls/pdf/meso_pleural.pdf
https://doi.org/10.1016/j.radonc.2020.04.013
https://www.ncbi.nlm.nih.gov/pubmed/32388444
https://doi.org/10.1259/bjr.20190825
https://doi.org/10.1088/1361-6560/ab7970

Cancers 2023, 15,3916 13 of 14

10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Pan, X.; Liu, C; Feng, T.; Qi, X.S. A multi-objective based radiomics feature selection method for response prediction following
radiotherapy. Phys. Med. Biol. 2023, 68, 055018. [CrossRef]

Courtiol, P.; Maussion, C.; Moarii, M.; Pronier, E.; Pilcer, S.; Sefta, M.; Manceron, P; Toldo, S.; Zaslavskiy, M.; Le Stang, N.; et al.
Deep learning-based classification of mesothelioma improves prediction of patient outcome. Nat. Med. 2019, 25, 1519-1525.
[CrossRef]

Allione, A.; Viberti, C.; Cotellessa, I.; Catalano, C.; Casalone, E.; Cugliari, G.; Russo, A.; Guarrera, S.; Mirabelli, D.;
Sacerdote, C.; et al. Blood cell DNA methylation biomarkers in preclinical malignant pleural mesothelioma: The EPIC prospective
cohort. Int. . Cancer 2022, 152, 725-737. [CrossRef] [PubMed]

Cox, D.R. Regression models and life-tables. ]. R. Stat. Soc. Ser. B Methodol. 1972, 34, 187-202. [CrossRef]

Polsterl, S.; Navab, N.; Katouzian, A. Fast training of support vector machines for survival analysis. In Joint European Conference
on Machine Learning and Knowledge Discovery in Databases; Springer: Cham, Switzerland, 2015; pp. 243-259.

Wu, Y.-L.; Li, W.-F; Yang, K.-B.; Chen, L.; Shi, ].-R.; Chen, F-P; Huang, X.-D.; Lin, L.; Zhang, X.-M; Li, J.; et al. Long-Term
Evaluation and Normal Tissue Complication Probability (NTCP) Models for Predicting Radiation-Induced Optic Neuropathy
after Intensity-Modulated Radiation Therapy (IMRT) for Nasopharyngeal Carcinoma: A Large Retrospective Study in China.
J. Oncol. 2022, 2022, 3647462. [CrossRef] [PubMed]

Harrell, EE,, Jr.; Lee, K.L.; Mark, D.B. Multivariable prognostic models: Issues in developing models, evaluating assumptions and
adequacy, and measuring and reducing errors. Stat. Med. 1996, 15, 361-387. [CrossRef]

R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna,
Austria, 2021.

Wickham, H. ggplot2: Elegant Graphics for Data Analysis; Springer: New York, NY, USA, 2016.

Therneau, T. A Package for Survival Analysis in R. R Package Version 3.2-11. Available online: https://CRAN.R-project.org/
package=survival (accessed on 3 November 2022).

Therneau, T.M.; Grambsch, PM. Modeling Survival Data: Extending the Cox Model;, Springer: New York, NY, USA, 2000;
ISBN 0-387-98784-3.

Kassambara, A.; VKosinski, M.; Biecek, P. Survminer: Drawing Survival Curves Using ‘ggplot2’. R Package Version 0.4.9. 2021.
Available online: https://CRAN.R-project.org/package=survminer (accessed on 3 November 2022).

Lang, M.; Binder, M,; Richter, J.; Schratz, P; Pfisterer, F.; Coors, S.; Au, Q.; Casalicchio, G.; Kotthoff, L.; Bischl, B. mIr3: A modern
object-oriented machine learning framework in R. J. Open Source Softw. 2019, 4, 1903. [CrossRef]

Lang, M.; Au, Q.; Coors, S.; Schratz, P. mlr3learners: Recommended Learners for ‘mlr3’. R Package Version 0.5.5. 2022. Available
online: https://CRAN.R-project.org/package=mlr3learners (accessed on 9 November 2022).

Sonabend, R.; Schratz, P.; Fischer, S. mlr3extralearners: Extra Learners For mlr3; R Package Version 0.5.49. Available online:
https:/ /mlr3extralearners.mlr-org.com/ (accessed on 9 November 2022).

Sonabend, R.; Kiraly, FJ.; Bender, A.; Bischl, B.; Lang, M. mlr3proba: An R package for machine learning in survival analysis.
Bioinformatics 2021, 37, 2789-2791. [CrossRef]

Becker, M.; Schratz, P.; Lang, M.; Bischl, B. mlr3fselect: Feature Selection for ‘mlr3’. R Package Version 0.7.2. 2022. Available
online: https://CRAN.R-project.org/package=mlr3fselect (accessed on 9 November 2022).

Becker, M.; Lang, M.; Richter, J.; Bischl, B.; Schalk, D. mlr3tuning: Tuning for ‘mlr3’. R Package Version 0.15.0. 2022. Available
online: https://CRAN.R-project.org/package=mlr3tuning (accessed on 9 November 2022).

Lang, M.; Bischl, B.; Richter, J.; Sun, X.; Binder, M. Paradox: Define and Work with Parameter Spaces for Complex Algorithms. R
Package Version 0.10.0. 2022. Available online: https://CRAN.R-project.org/package=paradox (accessed on 9 November 2022).
Kuhn, M. Caret: Classification and Regression Training. R Package Version 6.0-93. 2022. Available online: https://CRAN.R-
project.org/package=caret (accessed on 9 November 2022).

Chang, J.H.; Gehrke, C.; Prabhakar, R.; Gill, S.; Wada, M.; Joon, D.L.; Khoo, V. RADBIOMOD: A simple program for utilising
biological modelling in radiotherapy plan evaluation. Phys. Medica 2015, 32, 248-254. [CrossRef]

Burman, C.; Kutcher, G.; Emami, B.; Goitein, M. Fitting of normal tissue tolerance data to an analytic function. Int. J. Radiat. Oncol.
1991, 21, 123-135. [CrossRef]

Kishan, A.U.; Cameron, R.B.; Wang, P.C.; Alexander, S.; Qi, S.X.; Low, D.A.; Kupelian, P.A.; Steinberg, M.L.; Lee, ].M,;
Selch, M.T; et al. Tomotherapy improves local control and changes failure patterns in locally advanced malignant pleural
mesothelioma. Pract. Radiat. Oncol. 2015, 5, 366-373. [CrossRef]

Taioli, E.; Wolf, A.S.; Camacho-Rivera, M.; Flores, R M. Women with Malignant Pleural Mesothelioma Have a Threefold Better
Survival Rate Than Men. Ann. Thorac. Surg. 2014, 98, 1020-1024. [CrossRef]

Wolf, A.S.; Richards, W.G.; Tilleman, T.R.; Chirieac, L.; Hurwitz, S.; Bueno, R.; Sugarbaker, D.]J. Characteristics of Malignant
Pleural Mesothelioma in Women. Ann. Thorac. Surg. 2010, 90, 949-956. [CrossRef] [PubMed]

Meyerhoff, R.R.; Yang, C.-E].; Speicher, PJ.; Gulack, B.C.; Hartwig, M.G.; D'Amico, T.A.; Harpole, D.H.; Berry, M.F. Impact of
mesothelioma histologic subtype on outcomes in the Surveillance, Epidemiology, and End Results database. J. Surg. Res. 2015,
196, 23-32. [CrossRef] [PubMed]


https://doi.org/10.1088/1361-6560/acbadf
https://doi.org/10.1038/s41591-019-0583-3
https://doi.org/10.1002/ijc.34339
https://www.ncbi.nlm.nih.gov/pubmed/36305648
https://doi.org/10.1111/j.2517-6161.1972.tb00899.x
https://doi.org/10.1155/2022/3647462
https://www.ncbi.nlm.nih.gov/pubmed/35251172
https://doi.org/10.1002/(SICI)1097-0258(19960229)15:4&lt;361::AID-SIM168&gt;3.0.CO;2-4
https://CRAN.R-project.org/package=survival
https://CRAN.R-project.org/package=survival
https://CRAN.R-project.org/package=survminer
https://doi.org/10.21105/joss.01903
https://CRAN.R-project.org/package=mlr3learners
https://mlr3extralearners.mlr-org.com/
https://doi.org/10.1093/bioinformatics/btab039
https://CRAN.R-project.org/package=mlr3fselect
https://CRAN.R-project.org/package=mlr3tuning
https://CRAN.R-project.org/package=paradox
https://CRAN.R-project.org/package=caret
https://CRAN.R-project.org/package=caret
https://doi.org/10.1016/j.ejmp.2015.10.091
https://doi.org/10.1016/0360-3016(91)90172-Z
https://doi.org/10.1016/j.prro.2015.07.010
https://doi.org/10.1016/j.athoracsur.2014.04.040
https://doi.org/10.1016/j.athoracsur.2010.04.110
https://www.ncbi.nlm.nih.gov/pubmed/20732523
https://doi.org/10.1016/j.jss.2015.01.043
https://www.ncbi.nlm.nih.gov/pubmed/25791825

Cancers 2023, 15,3916 14 of 14

36.

37.

38.

39.

40.

41.

42.

43.
44.

45.

46.

47.

48.

Le Stang, N.; Burke, L.; Blaizot, G.; Gibbs, A.R.; Lebailly, P.; Clin, B.; Girard, N.; Galateau-Sall¢, F.; Networks, FT.M.A.E.
Differential Diagnosis of Epithelioid Malignant Mesothelioma with Lung and Breast Pleural Metastasis: A Systematic Review
Compared with a Standardized Panel of Antibodies—A New Proposal That May Influence Pathologic Practice. Arch. Pathol. Lab.
Med. 2019, 144, 446-456. [CrossRef]

Galetta, D.; Catino, A.; Misino, A.; Logroscino, A.; Fico, M. Sarcomatoid Mesothelioma: Future Advances in Diagnosis,
Biomolecular Assessment, and Therapeutic Options in a Poor-Outcome Disease. Tumori J. 2015, 102, 127-130. [CrossRef]
Verma, V.; Ahern, C.A,; Berlind, C.G.; Lindsay, W.D.; Shabason, J.; Sharma, S.; Culligan, M.].; Grover, S.; Friedberg, J.S.;
Simone, C.B. Survival by Histologic Subtype of Malignant Pleural Mesothelioma and the Impact of Surgical Resection on Overall
Survival. Clin. Lung Cancer 2018, 19, e901-e912. [CrossRef] [PubMed]

Brosseau, S.; Danel, C.; Scherpereel, A.; Mazieres, J.; Lantuejoul, S.; Margery, J.; Greillier, L.; Audigier-Valette, C.; Gounant, V.;
Antoine, M.; et al. Shorter Survival in Malignant Pleural Mesothelioma Patients with High PD-L1 Expression Associated
with Sarcomatoid or Biphasic Histology Subtype: A Series of 214 Cases From the Bio-MAPS Cohort. Clin. Lung Cancer 2019,
20, e564—e575. [CrossRef]

Murphy, D.J.; Gill, R.R. Overview of treatment related complications in malignant pleural mesothelioma. Ann. Transl. Med. 2017,
5,235. [CrossRef]

Allen, AM.; Czerminska, M.; Janne, P.A.; Sugarbaker, D.]J.; Bueno, R.; Harris, ].R.; Court, L.; Baldini, E.H. Fatal pneumonitis
associated with intensity-modulated radiation therapy for mesothelioma. Int. J. Radiat. Oncol. 2006, 65, 640-645. [CrossRef]
Nabavi, N.; Wei, J.; Lin, D.; Collins, C.C.; Gout, PW.; Wang, Y. Pre-clinical models for malignant mesothelioma research: From
chemical-induced to patient-derived cancer xenografts. Front. Genet. 2018, 9, 232. [CrossRef]

Testa, J.R.; Berns, A. Preclinical Models of Malignant Mesothelioma. Front. Oncol. 2020, 10, 101. [CrossRef]

Feinstein, J.; Kittaneh, M. Biomarkers Progress and Therapeutic Implications in Malignant Mesothelioma. In Mesothelioma;
IntechOpen: London, UK, 2020; Available online: https://www.intechopen.com/chapters/73196 (accessed on 9 November 2022).
Zhang, Y.; Wong, G.; Mann, G.; Muller, S.; Yang, J.Y.H. SurvBenchmark: Comprehensive benchmarking study of survival analysis
methods using both omics data and clinical data. GigaScience 2022, 11, giac071. [CrossRef] [PubMed]

Buettner, S.; Galjart, B.; Van Vugt, J.L.A.; Bagante, F.; Alexandrescu, S.; Marques, H.P,; Lamelas, J.; Aldrighetti, L.; Gamblin, T.C.;
Maithel, S.K; et al. Performance of prognostic scores and staging systems in predicting long-term survival outcomes after surgery
for intrahepatic cholangiocarcinoma. J. Surg. Oncol. 2017, 116, 1085-1095. [CrossRef] [PubMed]

Escanilla, N.S.; Hellerstein, L.; Kleiman, R.; Kuang, Z.; Shull, ].D.; Page, D. Recursive Feature Elimination by Sensitivity Testing.
Proc. Int. Conf. Mach. Learn. Appl. 2018, 2018, 40-47.

Borboudakis, G.; Tsamardinos, I. Forward-backward selection with early dropping. J. Mach. Learn. Res. 2019, 20, 276-314.

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/10.5858/arpa.2018-0457-OA
https://doi.org/10.5301/tj.5000364
https://doi.org/10.1016/j.cllc.2018.08.007
https://www.ncbi.nlm.nih.gov/pubmed/30224273
https://doi.org/10.1016/j.cllc.2019.04.010
https://doi.org/10.21037/atm.2017.03.97
https://doi.org/10.1016/j.ijrobp.2006.03.012
https://doi.org/10.3389/fgene.2018.00232
https://doi.org/10.3389/fonc.2020.00101
https://www.intechopen.com/chapters/73196
https://doi.org/10.1093/gigascience/giac071
https://www.ncbi.nlm.nih.gov/pubmed/35906887
https://doi.org/10.1002/jso.24759
https://www.ncbi.nlm.nih.gov/pubmed/28703880

	Introduction 
	Methods and Materials 
	Patient Characteristics 
	Radiation Treatment Planning and Delivery 
	Statistical Analysis 
	Patient Overall Survival (OS) and Survival Prediction 
	Machine Learning Methods for Predicting Overall Survival 
	Normal Tissue Complication Probability (NTCP) 

	Results 
	Discussion 
	Conclusions 
	References

