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Abstract: Historically, patients with localized soft tissue sarcomas (STS) of the extremities would
undergo limb amputation. It was subsequently determined that the addition of radiation therapy
(RT) delivered prior to (neoadjuvant) or after (adjuvant) a limb-sparing surgical resection yielded
equivalent survival outcomes to amputation in appropriate patients. Generally, neoadjuvant radiation
offers decreased volume and dose of high-intensity radiation to normal tissue and increased chance of
achieving negative surgical margins—but also increases wound healing complications when compared
to adjuvant radiotherapy. This review elaborates on the current neoadjuvant/adjuvant RT approaches,
wound healing complications in STS, and the potential application of novel radioprotective agents to
minimize radiation-induced normal tissue toxicity.

Keywords: wound healing; soft tissue sarcoma; radiotherapy complications; radioprotective agents;
neoadjuvant radiotherapy; limb preservation

1. Introduction

Soft tissue sarcomas (STS) are a relatively rare group of malignancies with multiple histological
subtypes [1]. The majority of STS originate from the extremities (46% lower, 13% upper) [2–43], but may
arise in any region including the torso/trunk (18%) [21,35,39,44], retroperitoneum (13%) [45–50], or head
and neck (9%) [51,52]. Because STS commonly presents as a painless enlarging mass, diagnosis is often
delayed until tumors become large in volume, often abutting critical nerves and vessels [53].

STS can be locally infiltrative with microscopic tumor deposits extending up to 4 cm beyond the
primary tumor [28,54], limiting the ability of surgeons to preserve limbs without risking microscopic
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residual disease or positive margins. Amputation was therefore the primary treatment modality for
STS of the extremities until limb-sparing surgeries combined with radiotherapy (RT) showed similar
outcomes [55]. Randomized prospective trials and retrospective studies demonstrated similar local
control and overall survival rates between limb-sparing surgery combined with RT compared to
amputation [43,56], as well as the importance of including RT for successful limb-sparing resection [4,57].
The addition of RT is thought to eliminate microscopic residual tumor cells located around the gross
tumor. Any additional RT after resection is based on the patients risk for local recurrence.

Modern limb-sparing surgery aims to achieve similar local tumor control and survival outcomes
compared to amputation, while preserving as much long-term limb function as possible. While RT
improves survival and local control outcomes, it also increases the risks of acute sequelae including
acute wound complications and radiation dermatitis [30,36,51,58,59], as well as late toxicities of fibrosis,
necrosis, edema, pathologic fractures, and long term decrease in limb function [11,30,36,51,52,58,59].

RT in STS can be delivered pre-operatively (neoadjuvant), intraoperatively (IORT), or post-
operatively (adjuvant) via external beam RT (EBRT) or with brachytherapy (BT) using radioactive
isotopes. While the choice of neoadjuvant vs. adjuvant radiotherapy is always considered on an
individualized patient basis, most studies have demonstrated equivalent disease control, but significant
differences in toxicity profiles between these two approaches. In general, neoadjuvant RT is associated
with more acute wound complications [51,58] while adjuvant RT is associated with higher rates of
late toxicities and decreased limb function [52,58]. Current guidelines slightly favor neoadjuvant RT
because of reduced radiation dose and reduced radiation volumes thereby reducing the cumulative
exposure of normal tissues to RT.

Despite its benefits, neoadjuvant RT is known to impair wound healing and cause significant
long-term morbidity (Figure 1). Even with improved image guidance and modern RT delivery
techniques, approximately one-third of STS patients receiving neoadjuvant RT still experience wound
healing complications. Understanding the mechanisms of radiotherapy-related normal tissue toxicity
which lead to impaired wound healing may result in the identification of pathways and therapeutic
targets for mitigation of radiation-induced injury, to protect normal tissue. In this review, we will
discuss the application of radiotherapy in STS and associated problems with wound healing, cellular
and molecular events dysregulated by RT, and historical and novel radioprotective agents currently
under investigation for the prevention radiation-induced normal tissue toxicity.
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Figure 1. Clinical case of a patient treated with neoadjuvant radiotherapy in extremity soft tissue
sarcoma. Wound necrosis (red arrow) was observed in the radiated area.
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2. Radiotherapy in Soft Tissue Sarcoma (STS)

The discovery of similar local control and overall survival outcomes between amputation and
limb-sparing surgery combined with RT have led to this approach becoming the standard of care for STS
of the extremity [60]. Since the initial introduction of RT, there have been tremendous advancements
in image guidance, radiation delivery techniques/modalities, and clinical regimens for combining
radiation with surgery and/or chemotherapy. We will examine radiotherapy in STS by radiation
modality, clinical regimen (neoadjuvant vs. adjuvant), and anatomic disease site with associated
toxicity outcomes.

2.1. Radiotherapy Modalities

While 3D Conformal Radiation Therapy (3D-CRT) is the more traditional method of planning
External Beam Radiation Therapy (EBRT) treatments, for many tumors Intensity Modulated Radiation
Therapy (IMRT) provides the best dose conformity to the target area while reducing toxicity to normal
structures [30,36,45,48]. Brachytherapy (BT) utilizes radioactive isotopes to deliver RT from within the
target volume, while Intraoperative radiotherapy (IORT) refers to the delivery of dose at the time of
surgery (which can be achieved via either brachytherapy or linear accelerators).

2.1.1. External Beam Radiation Therapy (EBRT)

Target coverage and protection of normal tissues appear to be superior for IMRT compared with
3D-CRT in STS of the extremity [17,60] and the retroperitoneum [45,48]. Retrospective studies have
demonstrated that patients treated with IMRT have lower rates of local recurrence compared with
3D-CRT (7.6% IMRT vs. 15.1% 3D-CRT; p = 0.02) [19,36,61] or BT (8% IMRT vs. 19% BT; p = 0.04) [24].
Though there has never been a prospective trial randomizing patients to IMRT vs. either 3D-CRT or BT,
IMRT has been associated with lower rates of wound complications compared with historical 3D-CRT
results (30.5 vs. 43%, respectively) [11,30], but higher rates compared with BT (19% IMRT vs. 11%
BT) [24] though neither of these results were statistically significant. IMRT has some evidence of lower
rates of femoral fracture [62].

2.1.2. Brachytherapy (BT)

Brachytherapy can be used for Intraoperative Radiotherapy (IORT; discussed next section) [46,63,64]
or to deliver adjuvant radiation for low-risk/re-irradiation cases as a monotherapy [5,57], or as a
boost in combination with EBRT for high-risk cases, or in cases in which the target volume cannot
easily be covered by BT alone [5,65]. Brachytherapy can also shorten total treatment time for patients
(e.g., 4–5 days for 45 Gy via LDR brachytherapy vs. 5–6 weeks for IMRT) [66,67].

In one of the few prospective trials with randomization with respect to radiation, adjuvant BT
monotherapy improved 5-year local control for patients with high-grade STS of the extremities or
superficial trunk as compared with no BT (89% BT vs. 66% no BT) [57]. However, at least one analysis
of a prospective trial (not randomized with respect to radiation modalities), demonstrated an inferior
5-year local control for BT monotherapy as compared with IMRT (81% BT vs. 92% IMRT, p = 0.04), with a
non-significant difference in 5-year overall survival (73% BT vs. 62% IMRT, p = 0.1) [24]. Other retrospective
studies have shown mixed results when comparing EBRT vs. BT vs. EBRT + BT boost [5,6,68].

One retrospective study of adjuvant LDR BT monotherapy had lower rates of wound complications
compared with historical EBRT results with 5-year actuarial rates of wound complications requiring
reoperation, bone fracture, and grade ≥3 nerve damage of 12, 3, and 5%, respectively [6] with similar
findings in studies of HDR-BT [69]. One study evaluating HDR-BT monotherapy vs. EBRT vs. EBRT +

HDR-BT boost noted higher incidents of seroma/hematoma and deep infection in BT cohorts, whereas
EBRT cohorts had greater incidents of chronic edema, fibrosis, and radiation dermatitis [70].
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When BT is used as a boost to EBRT, one non-randomized study demonstrated National Cancer
Institute (NCI) grade 2–4 wound healing complications of 40 and 18% for LDR and HDR brachytherapy,
respectively (though this was not significant at p = 0.14). In this study, complications with LDR were
correlated with suboptimal implant geometry, while for HDR they were correlated with dose per
fraction, total dose, and total biological equivalent dose [65]. Other studies of HDR-BT combined
with EBRT have confirmed similar rates of acute and late toxicity [71], with the volume of tissue
receiving >150% of the prescription dose being a possible predictor of toxicity, especially in the
lower extremities [72].

2.1.3. Intraoperative Radiotherapy (IORT)

Intraoperative RT (IORT) delivered via brachytherapy [24,46,64] or via an electron beam using
specialized linear accelerators [15,34,41,73,74] is almost always combined with EBRT as a means of
boosting especially high-risk volumes in the extremity [15,16,33,34,41,73] or retroperitoneum [74–78].
IORT allows for moving at-risk tissues away from the radiation field or blocking off organs at risk
using lead shields. IORT requires smaller treatment volumes and a lower total dose (~10–20 Gy) but in
a higher dose per fraction.

IORT in combination with EBRT provides excellent local control in STS of the extremities [15,16,
33,34,41,56,73,79] and the retroperitoneum [46,74–78] with high rates of good functional outcomes and
limb preservation. As IORT is almost always paired with some form of EBRT it is difficult to assess
which toxicities can be attributed to IORT as opposed to EBRT. Moderate to severe acute toxicities
(mostly radiation dermatitis) have ranged from 1–24% [15,34,41] with acute wound complications,
including the need for revision surgery, ranging from 5–36% [34,78,80,81]. One study noted that the
rate of wound complications varied significantly based on whether IORT was paired with neoadjuvant
vs. adjuvant EBRT (36 vs. 15%, respectively) [80]. Late toxicities including fractures, neuropathy,
and fibrosis, ranged from 10–20% on long term follow up [15,34,41,78,81] with one study noting that a
rate of 12% for all grades of neuropathy, which increased to 25% in patients who had a major nerve
passing through the high dose IORT field [81].

2.2. Clinical Regimen-Neoadjuvant, Adjuvant, and Combined Modality Radiotherapy

2.2.1. Neoadjuvant Radiotherapy

A typical regimen of neoadjuvant RT in STS consists of 50 Gy delivered in 1.8–2.0 Gy once-daily
fractions over 5–6 weeks [82], providing a lower cumulative dose and smaller treatment fields, which are
achieved by better target delineation and image guidance [37]. Other aims of neoadjuvant RT include
sterilization of microscopic disease on the edge of the tumor and induction of a pseudocapsule around
the primary tumor to aid in obtaining negative margins during resection [83–85]. Pseudocapsule
generation may also allow for preservation of critical structures, improved post-operative functional
status, and decreased risk of seeding during resection.

Despite several advantages of neoadjuvant RT, a higher risk of postoperative wound complications
remains a substantial challenge. Several studies have reported higher rates of wound complications
in neoadjuvant radiotherapy [51,58,86,87], but lower rates of chronic side effects including edema,
fibrosis, fracture, and joint stiffness compared with adjuvant RT [11,52,58,88] (Table 1). One study
comparing neoadjuvant (50 Gy/25 fractions) to adjuvant RT (66 Gy/33 fractions) demonstrated higher
incidence of major wound complications (35 vs. 17% respectively) [58]. The time from completion
of neoadjuvant RT to surgery may also influence the rate of acute wound complications with one
study suggesting 3-6 weeks as optimal [38] while longer delays may lead to late radiation fibrosis and
increased surgical complications [82].
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Table 1. Comparison of neoadjuvant vs. adjuvant acute and late wound complication in soft tissue sarcoma.

Reference Disease Site RT Course
(# Patients)

Acute/ Late
Toxicity Measure Neoadjuvant (%) Adjuvant (%) Significance

Pollack et al.,
1998 [51]

MFH, synovial,
and liposarcoma

Neoadjuvant 50Gy/25fx
(n = 128), Adjuvant

60–66Gy/30–33fx (n = 165)

Acute Wound complications 25% 6% * p < 0.001

Late 5-, 10-, and 15-year
actuarial incidence

6, 7, and 7% respectively (Neoadjuvant
& Adjuvant) NS

O’Sullivan et al.,
2002 [58]

Upper & Lower
Extremities

Neoadjuvant 50Gy/25fx
(n = 88), Adjuvant
66Gy/33fx (n = 94)

Acute
Skin toxicity grade ≥2 36% 68% * p < 0.0001
Wound complications 35% 17% * p = 0.01

Late

MSTS (mean, scale 0–35) 21 25 * p = 0.01
TESS (mean, scale 0–100) 60 69 * p = 0.01
SF-36 bodily pain (mean,

scale 0–100) 58 67 * p = 0.03

Zagars et al.,
2003 [52]

Head & Neck,
Trunk, and
Extremities

Neoadjuvant 50Gy
(n = 271), Adjuvant 60Gy
(n = 246) (1.8–2.0Gy/fx)

Late

10-year actuarial
complication incidence 5% 9% * p = 0.03

Necrosis, fractures, edema,
or fibrosis 4% 8.9% NR

Davis et al.,
2005 [11]

Upper & Lower
Extremities

Neoadjuvant 50Gy/25fx
(n = 73), Adjuvant
66Gy/33fx (n = 56)

Late

Subcutaneous fibrosis 31.5% 48.2% NS
Joint stiffness 17.8% 23.2% NS

Edema 15.1% 23.2% NS
TESS (mean, scale 0–100) 85.1 81.3 NS
MSTS (mean, scale 0–35) 29.9 28.0 NS

O’Sullivan et al.,
2013 [30] Lower Extremities

Neoadjuvant 50Gy/25fx
(n = 59), Compared to

historical control of
neoadjuvant from

Davis et al., 2005 [11]

Acute

O’Sullivan 2013 Davis et al., 2005
Secondary operation 33% 43% NS

Seroma/hematoma drainage 8.4% NR
Infection requiring

debridement 5.0% NR

Dressing changes/deep
packing. 4 months

post-surgery
6.7% NR

Total wound complications 30.5% 43% NS

Late

Edema 11.1% 15.1% NR
Skin Toxicity 1.9% NR

Subcutaneous fibrosis 9.3% 31.5% NR
Fracture 0% NR

Joint Stiffness 5.6% 17.8% NR
TESS (mean, scale 0–100) 83.1 85.1 NR

MSTS-87 (mean, scale 0–35) 31.5 29.9 NR
MSTS-93 (mean,

scale 0–100) 89.3 NR
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Table 1. Cont.

Reference Disease Site RT Course
(# Patients)

Acute/ Late
Toxicity Measure Neoadjuvant (%) Adjuvant (%) Significance

Folkert et al.,
2014 [36]

Upper & Lower
Extremities

Neoadjuvant 50Gy median
(n = 39), Adjuvant 63Gy

median (n = 280)

Acute
Wound complications 17.5% 18.8% NS
Radiation dermatitis 48.7% 31.5% p = 0.002

Late

Fracture 9.1% 4.8% NS
Joint stiffness 11.0% 14.5% NS

Edema 14.9% 7.9% * p = 0.05
Nerve damage 1.6% 3.5% NS

Total 36.6% 30.7% NR

Muller et al.
2016 [59]

Upper & Lower
Extremities

Neoadjuvant 59Gy mean
(n = 89), Adjuvant 71Gy

mean (n = 365)

Acute Surgical revision 9.0% 4.4% NS

Late Wound necrosis, pathologic
fractures, etc. 11.2% 15.2% NS

Abbreviations: # = number, * = Significance at p < 0.05, fx = fractions, Gy = Gray, MFH = Malignant Fibrous Histiocytoma, MSTS = Musculoskeletal Tumor Society Rating Scale
(with updates -87 and -93), NR = Not Reported, NS = Not Significant, SF = Short Form, & TESS = Toronto Extremity Salvage Score.
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2.2.2. Adjuvant Radiotherapy

Adjuvant RT is typically delivered via EBRT to a total dose of 60–66 Gy in 1.8–2 Gy fractions
usually 2–4 months after surgical resection to eliminate microscopic residual disease [4,82] but can also
be delivered via brachytherapy as discussed in the above section [57]. Compared with neoadjuvant RT,
adjuvant radiation allows for better staging of tumor grade and appropriate surgical margins to be
achieved without any impact of prior RT on tumor [13]. Additionally, adjuvant RT has reduced the
incidence of acute wound complications which require additional surgical procedures [30,51,58,59].
Several studies have confirmed lower acute radiation toxicity in the adjuvant setting (Table 1). In a
prospective, randomized trial, Davis et al. showed a significantly higher incidence of fibrosis (48.2%
vs. 31.5%), edema (23.2% vs. 15.1%) and fracture (23.2% vs. 17.8%) in adjuvant RT compared with
neoadjuvant RT, respectively (all, p < 0.05) [11]. These late-stage complications may be related to
increased total radiation dose (50 Gy in neoadjuvant vs. 60–66 Gy adjuvant) and larger treatment
fields necessitated by surgical resection [52]. Most clinical studies regarding the timing of surgery
and RT in STS use local control and wound morbidity as primary endpoints, but few studies have
attempted to explain the mechanism of RT-induced normal tissue injury or wound complications
in STS [11,30,36,51,52,58,59].

2.2.3. Intraoperative and Adjuvant Boosts

Radiation field boosts in STS are generally delivered to smaller volumes consider to be at higher
risk for recurrence. Whether EBRT is delivered neoadjuvant or adjuvantly, the boost may be delivered
via IORT, adjuvant brachytherapy, or additional EBRT fractions. Recommended boost RT doses vary
following neoadjuvant RT, and are determined by RT modality and surgical margin status (16–18 Gy
for microscopically positive and 20–26 Gy for grossly positive margins when using an EBRT boost;
16–26 Gy LDR or 14–24 Gy HDR for brachytherapy boost; and typically 10–12.5 Gy for microscopically
positive, and ~15 Gy for grossly positive margins for an IORT boost) [16,66].

If there is an indication for RT boost prior to or during surgery, IORT may be delivered (~10–16 Gy)
or catheters placed for an adjuvant BT boost (~16–20 Gy LDR or HDR equivalent for positive margins).
If an IORT or BT boost were delivered, post-operative EBRT would usually be initiated 3–8 weeks after
surgery. An alternative to BT or IORT boost following neoadjuvant RT is to boost tissues via EBRT
(10–16 Gy delivered over 5 to 8 fractions) in the post-op setting. However, some studies demonstrated
no local control benefit of an adjuvant boost for positive surgical margins [89,90].

2.3. Anatomic Disease Site

STS are classified into different staging groups by the American Joint Committee on Cancer
(AJCC) 8th edition into categories of “Head and Neck”, “Trunk and Extremities”, “Abdomen and
Thoracic Visceral Organs”, and “Retroperitoneum”, while the National Comprehensive Cancer Network
(NCCN) guidelines split STS anatomically into groups of ‘Extremity/Body wall/Head and Neck’ and
“Retroperitoneal/Intraabdominal”, with Rhabdomyosarcoma, Desmoid, and Gastrointestinal Stromal
Tumors being treated as separate entities.

2.3.1. Extremity, Head and Neck, and Superficial Trunk

In AJCC stage IA-IB, low-grade disease-RT is typically reserved for cases in which appropriate
margins were not achieved during surgery, though re-resection (if feasible) or observation (for IA) are
also management options. In patients with resectable, stage II-III disease, which would be likely to
have acceptable functional outcomes after surgery-RT can be delivered neoadjuvantly or adjuvantly,
possibly with chemotherapy for stage III disease. Chemotherapy is not the standard of care in STS.
There is currently no Category 1 evidence to suggest an overall survival benefit by treating STS patients
with chemotherapy alone or in combination with RT in the non-metastatic, locally advanced setting.
However, chemotherapy has been employed in select patients and can be considered in unresectable
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stage II-III disease or cases in which acceptable functional outcomes would not be expected after
surgery. Management options in these cases include RT, chemotherapy, chemoradiation, or amputation
(extremity). Once the patient receives RT and/or chemotherapy, they can then be re-evaluated to assess
whether they have become a suitable candidate for surgery.

In general, there are studies that are specific to STS of the extremities [40–43], but most that
include STS of the Head and Neck or Trunk/Torso/Body wall are combined with extremity STS
cases [51,52,91–93]. There are indications that extremity STS (especially lower extremities) have higher
rates of wound complications as well as unique considerations/options involving amputation vs. limb
preservation. Additionally, certain RT modalities are used more or less frequently based on anatomic
location (e.g., the use of IORT is relatively common in the retroperitoneum, whereas adjuvant BT in the
upper abdomen is not recommended) [66].

2.3.2. Retroperitoneal/Intra-Abdominal

For retroperitoneal STS, adjuvant RT is typically not administered for patients that have negative
or microscopically positive margins unless local recurrence would cause significant morbidity [50]. If a
patient underwent neoadjuvant RT and ultimately had microscopically positive margins, a 10–16 Gy
boost may be considered per current NCCN guidelines [94]. Studies typically separate retroperitoneal
STS from those of the Superficial Trunk/Head and Neck/Extremities, with or without “Intra-abdominal”
or “Visceral Organ” STSs included.

3. Normal Physiology of Wound Healing

Wound healing involves four distinct but interconnected phases; early hemostasis, inflammation,
lateproliferation, andremodeling[95]. Impairedwoundhealingoccurswhenthereareextendedinflammatory
and proliferative phases resulting in pathological fibrosis, scarring, and non-healing ulcers [96,97].

3.1. Early Homeostasis and Inflammation

The initial response after the injury is mediated by platelets which release platelet-derived
growth factor (PDGF) and Transforming Growth Factors alpha and beta (TGF-α and TGF-β) to
recruit neutrophils, macrophages, and leucocytes which go on to remove wound debris, secrete
anti-microbial factors, pro-inflammatory cytokines (IL-1, IL-6, IL-8, and TNF-α), and growth factors
(PDGF, TGF-β, TGF-α, IGF-1, and FGF) which ultimately recruit fibroblasts and epithelial cells to the
site of the wound [98–100].

3.2. Late Proliferation

The late proliferative phase is characterized by the laying down of collagen fibers, proteoglycans,
and other matrix components orchestrated by fibroblasts, keratinocytes, and endothelial cells [99].
Fibroblasts activated by platelets and macrophages migrate into the wound and bind matrix components
via their integrin receptor, change morphology, and begin secreting matrix metalloproteinases
(MMPs) which clear a path for the fibroblasts movement from the extracellular matrix (ECM) into
the wound site [100]. Many MMPs are involved, most notably collagenase (MMP-1), gelatinases
(MMP-2 and MMP-9), and stromelysin (MMP-3) [101]. After migration through the collagen matrix,
fibroblasts begin to proliferate and synthesize granulation tissue components including collagen, elastin,
and proteoglycans. PDGF and TGF-β secreted by platelets and other fibroblasts have been shown
to be key regulatory growth factors regulating fibroblast activity [100]. Angiogenesis accompanies
the granulation phase and is stimulated by soluble mediators (bFGF, TGF-β, and VEGF) secreted by
epithelial cells, fibroblasts, vascular endothelial cells, and macrophages [102].



Cancers 2020, 12, 2258 9 of 26

3.3. Remodeling

Formation of new blood vessels creates a favorable microenvironment for the migration,
proliferation, and differentiation of dermal and epidermal cells leading to wound re-epithelialization
and matrix deposition. Granulation tissue matures into scar tissue and the collagen matrix ultimately
is replaced by ECM in the remodeling phase. Wound contraction and matrix remodeling are mediated
mainly by fibroblast motility and simultaneous matrix reorganization. This is facilitated by α-smooth
muscle actin (SMA) secreted by fibroblasts which differentiate into myofibroblasts in response to
TGF-α [103]. The balance between protease secretion and inhibition is regulated by MMPs and serine
proteases, which are in turn regulated by Tissue Inhibitor of Metalloproteinases (TIMPs) for MMPs
and α1 protease inhibitor and α2 macroglobulin for serine proteases respectively [100]. It has been
demonstrated that apoptosis of fibroblasts and myofibroblasts at the end of the normal wound healing
is important for the prevention of pathologic scars and keloid formation [97,100].

4. Wound Pathology after Radiation Treatment

Wound complications from neoadjuvant RT as part of STS treatment may also depend on
surgery-related injuries from the surgical approach and patient demographics such as age, sex, diabetes,
and other chronic comorbidities. RT causes increased production of Reactive Oxygen Species (ROS)
by radiolysis of water, which damages cellular DNA, proteins, and lipid molecules resulting in the
injury of the stratum basale and ultimately delays wound healing [104,105]. ROS, including hydrogen
peroxide (H2O2) and superoxide (O2

•−), also serve as intracellular messengers that regulate key steps
of wound healing. Initially, high levels of ROS lead to vasoconstriction and thrombus formation,
platelet aggregation, inflammatory cell recruitment, and killing of microorganisms across the wound
area [106]. Persistent oxidative stress impairs wound healing by inducing apoptosis, senescence, and by
prolonging the inflammatory phase. Many of the cytokines involved in the formation/persistence of
a chronic wound (including PDGF, TNF, and ILs) also induce the production of ROS and Reactive
Nitrogen Species (RNS), having downstream effects on a wide range of processes including migration,
fibrosis, aging, and senescence [107–111].

Several molecular concepts have been derived from human and animal studies regarding the
mechanism of normal tissue injury following radiation exposure. One notable finding is that in general,
radiated cells have reduced mitogenic capacity. Unrepaired or partially repaired DNA damage caused
by ionizing radiation may result in mitotic or clonogenic cell death and apoptosis. In a murine model,
Franklin et al. showed that radiation slows down dermal filling, but maintains a normal rate of
re-epithelialization, suggesting irradiated cells have an impaired ability to proliferate, but maintain the
ability to migrate [105]. Several in vitro studies have demonstrated impaired DNA synthesis in chronic
wounds compared with acute wounds [112,113]. Other studies have found the associations between
radiation-induced inhibition of cellular proliferation, cell cycle arrest, and apoptosis, with delayed
granulation tissue formation [114].

Cells can also lose their proliferative capacity following radiation and the associated DNA damage
can lead to a permanent-growth arrest (senescence) without undergoing cell death. These senescent
cells have a secretory phenotype which may produce a large number of inflammatory cytokines,
chemokines, and growth factors. Senescent fibroblasts secret MMP-2, 3, and 9 which may delay
fibrosis [115]. Furthermore, senescent keratinocytes secrete mapsin, an anti-angiogenic factor that can
be detrimental to wound repair [116]. ROS-mediated senescence is also believed to induce fibroblast
proliferation and keloid formation [117].

Another major concept of RT-induced normal tissue injury is prolonged inflammation (Figure 2).
Although early inflammation is favorable for wound healing, prolonged inflammation can activate a
series of inflammatory cytokines, chemokines, and growth factors leading to fibrosis and excessive
scarring [118]. Within a few hours of radiation delivery, various pro-inflammatory cytokines (IL-1, IL-8,
IL-3, IL-6, TNF-α), chemokines (eotaxin, CCR receptor), and adhesive molecules (ICAM-1, V-CAM,
E-selectin) are released, leading to events that prolong inflammation, uncontrolled matrix accumulation,
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and fibrosis [119,120]. Major cytokines involved in chronic and acute inflammation are IL-1, IL-8,
IFN-γ, and TNF-α. Several animal models have found higher levels of IL-1, TNF-α, and IFN-γ in
irradiated wounds [120,121]. These cytokines may activate fibroblasts and keratinocytes, as well as
MMPs, which play a critical role in the late stages of wound healing. As MMPs are prerequisite
for fibroblast activation and migration, increased levels of MMPs in the remodeling phase leads
to enhanced migration of fibroblasts and elevated production of matrix components, resulting in
fibrosis [34]. Another important mediator produced by macrophages and fibroblasts is nitric oxide
(NO), which accelerates collagen formation, cell proliferation, and wound contraction [122]. It has
been shown that RT leads to decreased levels of NO in irradiated wounds [123].
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Figure 2. Chronic inflammation is the key feature in the radiogenic wound. In normal wound healing,
there is a balance between the production of pro-inflammatory and anti-inflammatory cytokines,
which is shifted towards a prolonged inflammatory phase in the radiogenic wound. Later, in the
remodeling phase, there is an imbalance in the synthesis of matrix metalloproteinases (MMPs) and
their tissue inhibitor (TIMP) in radiated skin.

Irradiation may induce microvascular damage and local tissue hypoxia. Ionizing radiation
thickens the basement membrane and increases the permeability of blood vessels generating edema in
the surrounding tissue. This impairment of metabolic and gas exchange leads to hypoxia. Although
transient hypoxia is beneficial due to its activation of the initial inflammatory response, prolonged
hypoxia resulting from progressive endothelial thickening may be detrimental. Hypoxia generates
ROS, activates pro-fibrotic cytokines (TGF-β), and promotes collagen formation [124–126]. Moreover,
damage to the vasculature and concomitant release of vasoactive cytokines (IL-1, IL-6, and TNF-α),
growth factors (PDGF), and downregulation of NO synthase and thrombomodulin can activate a
series of events leading to fibrosis [127,128]. Thus, the toxicities following tissue irradiation can be
characterized by persistent and uncontrolled inflammation, elevated levels of proteases including
MMPs, and inflammatory cells. A combination of these factors ultimately results in the inhibition of
cellular proliferation and migration, impaired matrix remodeling, imbalance in pro-inflammatory and
anti-inflammatory cycles, and accumulation of necrotic tissue due to tissue hypoxia.

5. Musculoskeletal Injury from STS Radiotherapy

The treatment of STS with RT often results in dose to articular joints and other musculoskeletal
tissues that exhibit specific injuries and related wound healing responses as a result of radiation
therapy. A retrospective study of 145 patients receiving radiation with and without chemotherapy for
extremity STS showed that after more than one year following treatment 6% suffered bone fracture,
20% developed joint contracture, 19% suffered edema, 20% experienced muscle weakness and 57%
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developed an accumulation of fibrotic tissue in and around the wound site [2]. These secondary
musculoskeletal effects from radiation therapy can have a substantial impact on patients’ quality of life.

Basic research into joint contracture after radiation therapy has concentrated on the characterization
of incidence rates after specific doses. Initial work in murine models demonstrated a dose-dependent
joint contracture with a single dose of radiation between 20–80 Gy on the hind limb, with skin
contracture playing a dominant role in fibrosis from 20–30 Gy, while above this range, deeper tissues
were responsible for contracture [129]. When fractionated doses were delivered to mice, removal
of skin and muscle did not completely account for the total contracture shown [130]. When these
models included a fibrosarcoma in conjunction with the radiation treatment, joint contracture was
greater in these mice relative to controls, suggesting that tumors have a detrimental effect on wound
healing and normal tissue injury [131]. Radiation therapy has also been combined with hyperthermia
treatment to examine the effects of this combination on normal tissue injury in the same murine model.
This combination demonstrated significant exacerbation of limb contracture when compared with
radiation alone at temperatures ranging from 43.0–43.5◦ Celsius [132].

An additional mid- to long-term complication that can substantially impact the quality-of-life of
sarcoma survivors is a radiation-associated fracture. The most recent estimates place the risk of femur
fracture at 7%, after treatment with 50–66 Gy, with a median time to fracture of 2 years [62]. Radiation
treatment can alter the mechanical strength of the bone [133], making it more prone to fracture after a
subclinical force or progress to a complete fracture after the development of a stress reaction. Not only
does radiation make the bone more brittle, but it also decreases its capacity to heal. Resection of a deep
soft tissue sarcoma often requires removal of the surrounding periosteum to ensure a negative margin.
This compromises the external osseous blood supply, further limiting regenerative capacity after a
bone injury. Even with operative fixation, the rate of non-union is reported to be over 80% [134] and
many cases must be definitively managed with resection of the nonunion bone and implantation of a
metallic endoprosthesis or amputation.

6. Radioprotective Agents

The acute toxicities of RT are mostly due to radiogenic cell killing, whereas late RT associated
toxicities are due to prolonged inflammation and dysregulation of growth factors involved in wound
healing [119]. One approach to decrease acute and chronic RT induced toxicity are radioprotective
agents to counterbalance the radiation damage (Figure 3). However, if the radioprotective agent
does not exploit a unique biological feature which differentiates normal and malignant cells, it runs
the risk of protecting tumor cells from radiation as well as healthy tissue. This could potentially
still open a therapeutic window so long as the agent is a more potent radioprotector of healthy
tissues than malignant cells but would lead to the additional complication of determining the new
optimal radiation dose to be delivered alongside the radioprotective agent. Fortunately, some agents
discussed below demonstrate simultaneous radioprotection in normal tissue and radiosensitization
of cancer cells. With a better understanding of the critical steps of wound healing impaired by
radiotherapy, the development of radiation protectors and mitigators may help decrease these toxicities
and improve outcomes.

6.1. Amifostine

Amifostine is an antioxidant and radioprotector that works by scavenging hydroxyl radicals
(HO•) [135]. In a phase III clinical trial of squamous head and neck cancer patients, amifostine was
found to have protective effects on acute and delayed xerostomia but not severe oral mucositis [136]
and has been studied broadly in clinical trials with RT with or without concurrent chemotherapy [137].
Based on these findings, amifostine is currently recommended by the American Society of Clinical
Oncology (ASCO) for the prevention of xerostomia during fractionated radiotherapy [138]. In a
study by Margulies et al., amifostine was shown to protect normal chondrocytes and osteoblasts
from radiation damage but failed to protect bone marrow during the treatment of Ewing’s sarcoma
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or rhabdomyosarcoma [139]. Amifostine has even shown evidence of increasing the efficacy of RT
in the context of a rhabdomyosarcoma rat model [140]. Several recent clinical trials have been/are
currently being conducted to investigate the ability of amifostine to reduce RT side effects in the rectum
as part of prostate cancer treatment (NCT00040365) [141], reduce head and neck side effects in the
treatment of lymphoma (NCT00136474) [142], or for reducing neuropathy from paclitaxel in a variety
of settings (NCT00078845) [143]. The results of these studies may suggest whether amifostine should
be investigated further as a radioprotective agent in STS treatment.Cancers 2020, 12, x  12 of 29 
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6.2. Nitroxides

Nitroxides are stable free radical compounds that protect against ROS-mediated cellular injury
by direct scavenging of free radicals and inhibiting Fenton reactions. Nitroxides are a low molecular
weight compound that can act as superoxide dismutase mimics and play a role in the inhibition of
lipid peroxidation [144]. Due to its ROS scavenging properties, nitroxides have been investigated as a
radioprotector in chemotherapy and RT-associated oral mucositis, nephrotoxicity, and ototoxicity [145–148].
In addition to nitroxides protection against RT damage in normal tissue, high concentrations of
nitroxides can enhance radiation-induced oxidative damage in cancer cells through the release of iron
and activation of the Fenton reaction [149]. Nitroxides may have tissue selectivity depending on the
different oxygenation states in normal vs. tumor tissue. In the oxidized state, the nitroxide radical
acts as a free radical, a SOD mimic, and a radioprotector. In the reduced state, the hydroxylamine
is a non-radical compound with antioxidant properties that does not act as a radioprotector [150].
For example, tempol remains in its oxidized state due to normal tissue being well oxygenated
but reduced in hypoxic tumor tissue [151]. In a preclinical study in vivo, tempol was found to
protect bone marrow from lethal radiation doses (36.7 Gy) without affecting tumor control [152].
Additional studies established tempol’s protective effects against lethal total body radiation in a murine
model [148,153]. In another mouse model combining fractionated RT with a mitochondrial-targeted
tempol (GS-nitroxide, JP4-039), JP4-039 was able to protect bones from injury [147]. Long-term side
effects of sarcoma treatment include bone fracture from both neoadjuvant and adjuvant RT and
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provide a greater rationale for further investigations of the application of nitroxides to mitigate
radiation-associated toxicity in sarcoma treatment.

6.3. Pharmacological Ascorbate

Intravenous pharmacological ascorbate (intravenous infusions of vitamin C resulting in plasma
ascorbate concentrations ≥20 mM; P-AscH-) has been shown to act as a radiosensitizer in cancer
cells and as a radioprotector in normal cells [154–156]. Due to fundamental differences in H2O2 and
redox-active iron metabolism, pharmacological ascorbate acts as an antioxidant in normal tissues and
pro-oxidant in cancer cells [155]. In an in vitro model of fibrosarcoma (HT-1080) and liposarcoma
(SW872), pharmacological ascorbate sensitized sarcoma cells to both chemotherapy and radiation
through an intracellular labile iron-dependent mechanism and H2O2. These results were recapitulated
in vivo using an orthotopic sarcoma model in nude athymic mice [157]. In an in vivo model of
radiogenic wound healing, pharmacological ascorbate was found to induce a significant acceleration
in healing of radiogenic ulcers in mice treated with 10, 16, and 20 Gy of radiation. Following RT,
mice received a full-thickness skin wound by biopsy puncture. Earlier wound closure and increased
synthesis of collagen were observed in mice treated with ascorbic acid as compared with the control
group [158]. A phase Ib/II clinical trial is currently underway combining pharmacological ascorbate with
neoadjuvant RT in the treatment of locally advanced, resectable, high-grade STS (NCT03508726) [159].
Thus, pharmacological ascorbate poses a clinically relevant advancement for the treatment of sarcoma
patients to sensitize cancer cells to radiation while simultaneously protecting normal cells from
radiation damage.

6.4. Superoxide Dismutase Mimetics

Exogenous superoxide dismutase (SOD) mimetics are a class of compounds that can act as
radiosensitizers in cancer cells and radioprotectors in normal cells [160]. CuZnSOD and Mn-SOD are two
forms of SOD that can reverse radiation-induced fibrosis [160]. Several studies have found that CuZnSOD
results in repression of TGFβ1, phenotypic reversion of myofibroblasts, and increased collagen degradation
due to reduced TIMP activity [161–163]. GC4419 (previously known as M40419) is a small molecular weight
mitochondria-specific SOD mimetic with a dismutation of superoxide rate constant of 1 × 107/mol/s;
this compares favorably with the native MnSOD enzyme at 1.2 × 109/mol/s [164,165]. Previous research
showed that older fibroblasts have less migration ability compared with younger dermal fibroblasts,
and GC4419 can restore the migration ability of the older dermal fibroblasts [160]. In a phase Ib/IIa
clinical trial in patients with head and neck cancer treated with ≥60 Gy of radiation with concurrent
cisplatin, GC4419 was found to have protective effects against oral mucositis [166]. With regards
to radiation dermatitis, Doctrow et al. showed that synthetic SOD/catalase mimetic, EUK-207,
could mitigate radiation dermatitis, decrease expression of oxidative stress markers, and enhance
wound healing [167]. These studies indicate that exogenous SOD mimetics may be an effective therapy
to minimize radiation-induced STS wound healing.

6.5. Other Radioprotectors

Additional antioxidants including glutathione, lipoic acid, and vitamins A and E have been
studied in preclinical and clinical models. Although many of these antioxidants were tested for
the treatment of different RT-induce side effects, including xerostomia [168], oral mucositis [169],
and pulmonary fibrosis [170], a major concern of these radioprotectants is the non-selective scavenging
of free radicals. Radioprotection of tumor cells has been observed clinically, highlighting the need for
simultaneous investigation of tumor efficacy and radioprotection of normal tissues for all agents prior
to clinical implementation.
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6.5.1. Vitamin E

The vitamin E family of antioxidants consisting of tocopherols and tocotrienols. Multiple studies
have reported normal tissue radioprotection and antitumor activity with the use of both tocopherols
and tocotrienols [171]. Although studies regarding the use of vitamin E in diabetic wound healing and
other chronic wounds have been reported, preclinical and clinical studies on the effect of RT induced
changes in wound healing are sparse [172,173]. However, the mechanism of vitamin E indicates
that it could be used to treat wounds following RT, including those seen in the treatment of STS.
For example, tocotrienols scavenge or catalytically inactivate free radicals through the expression of
antioxidant enzymes, including SOD and glutathione peroxidase [174,175]. Additionally, tocotrienols
contain anti-inflammatory effects mediated by the expression of anti-inflammatory molecules and
suppression of proinflammatory cytokines through NF-κB signaling [176,177]. Thus, vitamin E has
the potential as an antioxidant to initiate wound healing due to sarcoma treatment. Vitamin E may
also have protective effects on tumor tissue, mitigating the benefits of normal tissue protection. In a
randomized trial, α-tocopherol was found to produce poor tumor control when used during the
radiotherapy course [169,178].

6.5.2. Melatonin

Melatonin, although not an antioxidant, can increase the expression of antioxidant enzymes
such as SOD and glutathione peroxidase [179]. Several in vivo studies have established melatonin
as a potent radioprotector [180–182]. Melatonin has also shown anti-tumor effects in in vivo models
leading to tumor sensitization to RT [150,183]. In a phase II trial, melatonin was used to protect
normal cells and sensitize tumor cells to RT [184]. Although melatonin was well tolerated, there was
no improvement in long-term survival or neurologic function compared to controls [184]. Recently,
Jin et al. showed melatonin induces wound healing in diabetic mice, suggesting a possible role in
RT-associated impairment of wound healing [185].

6.5.3. Growth Factors

Several growth factors are involved in normal tissue wound repair and are dysregulated after RT.
Although these compounds are not typically considered radioprotectors, they can be thought of as
radiation mitigators. Growth factors including TGF-β, VEGF, and PDGF appear to be important for
mitigation of radiation-induced damage. VEGF was found to possess inhibitory effects on apoptotic
cell death caused by ionizing radiation [186]. The topical application of PDGF has been shown to
cure long-standing radiation-induced ulcers in vivo models [111,187]. TGF-β is considered crucial
for cytokine involvement in the promotion of fibrosis by the deposition of excess collagen following
radiotherapy [100]. RT causes the upregulation of TGF-β, as well as its receptor, TGF-βRII [188].
Inhibition of the effects of TGF-β by blocking its receptor has been found to reduce radiation fibrosis
dramatically with fewer toxic effects [189]. Antisense TGF-β oligonucleotides showed an anti-scarring
effect in an in vivo model of wound healing and scarring [190].

7. Conclusions

Neoadjuvant or adjuvant RT combined with surgical resection is a common standard of care
treatment for STS, especially those that arise in the extremities; this combination allows for limb
preservation and increased local control. Given the current rationale for RT in STS, the significant
radiation dose to normal tissues is inevitable–regardless of RT modality or technique. Surgery in
previously irradiated areas leads to more acute wound complications, whereas RT after surgery results
in more late wound complications. Increasing the therapeutic window for any treatment modality
requires simultaneously evaluating its effect on efficacy and toxicity. Ionizing radiation is an incredibly
potent therapy for the malignant disease but is ultimately limited by the RT tolerances of normal tissues.
Radioprotective agents ameliorate this issue but must be rigorously evaluated to ensure that they are



Cancers 2020, 12, 2258 15 of 26

not simultaneously decreasing the effectiveness of radiotherapy in malignant cells. Understanding
wound physiology and identification of the cellular and molecular pathways affected by RT can lead to
the development of novel therapeutics capable of both protecting normal tissues while enhancing the
efficacy of radiotherapy in malignant cells-increasing the therapeutic index of radiotherapy from both
sides of the equation. This provides a possible avenue for increasing local control while simultaneously
decreasing acute and chronic toxicities and improving the quality of life in STS patients.
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117. Manestar-Blažić, T.; Brajac, I. Defective induction of senescence during wound healing is a possible mechanism
of keloid formation. Med. Hypotheses 2006, 66, 649–652. [CrossRef]

118. Landén, N.X.; Li, D.; Ståhle, M. Transition from inflammation to proliferation: A critical step during wound
healing. Cell. Mol. Life Sci. 2016, 73, 3861–3885. [CrossRef]

119. Dormand, E.-L.; E Banwell, P.; Goodacre, T.E. Radiotherapy and wound healing. Int. Wound J. 2005, 2,
112–127. [CrossRef]

120. Herskind, C.; Bamberg, M.; Rodemann, H.P. The role of cytokines in the development of normal-tissue
reactions after radiotherapy. Strahlenther. und Onkol. 1998, 174, 12–15.

121. Schaue, D.; Micewicz, E.D.; Ratikan, J.A.; Xie, M.W.; Cheng, G.; McBride, W.H. Radiation and inflammation.
Semin. Radiat. Oncol. 2015, 25, 4–10. [CrossRef]

122. Shi, H.P.; Most, D.; Efron, D.T.; Tantry, U.; Fischel, M.; Barbul, A. The role of iNOS in wound healing. Surgry
2001, 130, 225–229. [CrossRef] [PubMed]

123. Schäffer, M.; Weimer, W.; Wider, S.; Stülten, C.; Bongartz, M.; Budach, W.; Becker, H.D. Differential expression
of inflammatory mediators in radiation-impaired wound healing. J. Surg. Res. 2002, 107, 93–100.

124. Haroon, Z.A.; Raleigh, J.A.; Greenberg, C.S.; Dewhirst, M. Early wound healing exhibits cytokine surge
without evidence of hypoxia. Ann. Surg. 2000, 231, 137–147. [CrossRef] [PubMed]

125. Zhong, Z.; Arteel, G.E.; Connor, H.D.; Yin, M.; Frankenberg, M.V.; Stachlewitz, R.F.; A Raleigh, J.; Mason, R.P.;
Thurman, R.G. Cyclosporin A increases hypoxia and free radical production in rat kidneys: Prevention by
dietary glycine. Am. J. Physiol. Content 1998, 275, F595–F604. [CrossRef]

126. Shweiki, D.; Itin, A.; Soffer, V.; Keshet, E. Vascular endothelial growth factor induced by hypoxia may mediate
hypoxia-initiated angiogenesis. Nature 1992, 359, 843–845. [CrossRef]

127. Denham, J.W.; Hauer-Jensen, M. The radiotherapeutic injury—A complex ‘wound’. Radiother. Oncol. 2002,
63, 129–145. [CrossRef]

128. Wang, J.; Zheng, H.; Ou, X.; Fink, L.M.; Hauer-Jensen, M. Deficiency of microvascular thrombomodulin and
up-regulation of protease-activated receptor-1 in irradiated rat intestine. Am. J. Pathol. 2002, 160, 2063–2072.
[CrossRef]

129. Stone, H.B. Leg contracture in mice: An assay of normal tissue response. Int. J. Radiat. Oncol. 1984, 10, 1053–1061.
[CrossRef]

130. Masuda, K.; Hunter, N.; Stone, H.B.; Withers, H. Leg contracture in mice after single and multifractionated
137Cs exposure. Int. J. Radiat. Oncol. 1987, 13, 1209–1215. [CrossRef]

131. Stone, H.B.; Milas, L. Enhancement of radiation-induced normal tissue damage by a fibrosarcoma. Int. J.
Radiat. Oncol. 1987, 13, 1721–1724. [CrossRef]

http://dx.doi.org/10.1111/liv.12691
http://dx.doi.org/10.1016/j.bbrc.2018.03.170
http://dx.doi.org/10.1371/journal.pone.0175657
http://dx.doi.org/10.1046/j.1524-475X.1993.10308.x
http://www.ncbi.nlm.nih.gov/pubmed/17163887
http://dx.doi.org/10.1111/j.1600-0625.1995.tb00058.x
http://www.ncbi.nlm.nih.gov/pubmed/8608341
http://dx.doi.org/10.1038/ncb2070
http://dx.doi.org/10.1158/0008-5472.CAN-03-2388
http://dx.doi.org/10.1016/j.mehy.2005.09.033
http://dx.doi.org/10.1007/s00018-016-2268-0
http://dx.doi.org/10.1111/j.1742-4801.2005.00079.x
http://dx.doi.org/10.1016/j.semradonc.2014.07.007
http://dx.doi.org/10.1067/msy.2001.115837
http://www.ncbi.nlm.nih.gov/pubmed/11490353
http://dx.doi.org/10.1097/00000658-200001000-00020
http://www.ncbi.nlm.nih.gov/pubmed/10636114
http://dx.doi.org/10.1152/ajprenal.1998.275.4.F595
http://dx.doi.org/10.1038/359843a0
http://dx.doi.org/10.1016/S0167-8140(02)00060-9
http://dx.doi.org/10.1016/S0002-9440(10)61156-X
http://dx.doi.org/10.1016/0360-3016(84)90177-9
http://dx.doi.org/10.1016/0360-3016(87)90196-9
http://dx.doi.org/10.1016/0360-3016(87)90169-6


Cancers 2020, 12, 2258 23 of 26

132. Stone, H.B. Thermal enhancement of radiation-induced leg contracture. Int. J. Radiat. Oncol. 1990, 18,
595–602. [CrossRef]

133. Rahman, N.; Khan, R.; Badshah, S. Effect of x-rays and gamma radiations on the bone mechanical properties:
Literature review. Cell Tissue Bank. 2018, 19, 457–472. [CrossRef] [PubMed]

134. Sternheim, A.; Saidi, K.; Lochab, J.; O’Donnell, P.W.; Eward, W.C.; Griffin, A.; Wunder, J.S.; Ferguson, P.
Internal fixation of radiation-induced pathological fractures of the femur has a high rate of failure. Bone Jt. J.
2013, 95, 1144–1148. [CrossRef] [PubMed]

135. Cook, J.A.; Naz, S.; Anver, M.R.; Sowers, A.L.; Fabre, K.; Krishna, M.C.; Mitchell, J.B. Cancer incidence
in C3H mice protected from lethal total-body radiation after amifostine. Radiat. Res. 2018, 189, 490–496.
[CrossRef] [PubMed]

136. Brizel, D.M.; Wasserman, T.H.; Henke, M.; Strnad, V.; Rudat, V.; Monnier, A.; Eschwege, F.; Zhang, J.;
Russell, L.; Oster, W.; et al. Phase III Randomized trial of Amifostine as a Radioprotector in head and neck
cancer. J. Clin. Oncol. 2000, 18, 3339–3345. [CrossRef] [PubMed]

137. Kouvaris, J.R.; Kouloulias, V.; Vlahos, L.J. Amifostine: The first selective-target and broad-spectrum
radioprotector. Oncol. 2007, 12, 738–747. [CrossRef]

138. Schuchter, L.M.; Hensley, M.L.; Meropol, N.J.; Winer, E.P. 2002 Update of recommendations for the use of
chemotherapy and radiotherapy protectants: Clinical practice guidelines of the american society of clinical
oncology. J. Clin. Oncol. 2002, 20, 2895–2903. [CrossRef]

139. Margulies, B.S.; Damron, T.A.; Allen, M.J. The differential effects of the radioprotectant drugs amifostine
and sodium selenite treatment in combination with radiation therapy on constituent bone cells, ewing’s
sarcoma of bone tumor cells, and rhabdomyosarcoma tumor cells in vitro. J. Orthop. Res. 2008, 26, 1512–1519.
[CrossRef]

140. Sagowski, C.; Tesche, S.; Zywietz, F.; Wenzel, S.; Metternich, F. The radioprotectors amifostine and sodium
selenite do not modify the radiosensitivity of rat rhabdomyosarcomas. Oncol. Res. Treat. 2004, 27, 54–57.
[CrossRef]

141. Camphausen, K.A. NCT00040365. 2002. Available online: https://clinicaltrials.gov/ct2/show/NCT00040365
(accessed on 6 May 2020).

142. Ng, A.K. NCT00136474, Dana-Farber Cancer Institute/Brigham and Women’s Hospital: Clinicaltrials.gov.
2005. Available online: https://clinicaltrials.gov/ct2/show/NCT00136474 (accessed on 20 May 2020).

143. Forman, A. NCT00078845. 2004. Available online: https://clinicaltrials.gov/ct2/show/NCT00078845 (accessed
on 15 May 2020).

144. Samuni, A.; Krishna, C.; Riesz, P.; Finkelstein, E.; Russo, A. Superoxide reaction with nitroxide spin-adducts.
Free. Radic. Boil. Med. 1989, 6, 141–148. [CrossRef]

145. Shinde, A.; Berhane, H.; Rhieu, B.H.; Kalash, R.; Xu, K.; Goff, J.; Shields, D. Intraoral mitochondrial-targeted
GS-Nitroxide, JP4-039, radioprotects normal tissue in tumor-bearing radiosensitive Fancd2(-/-) (C57BL/6)
Mice. Radiat. Res. 2016, 185, 134–150. [CrossRef] [PubMed]

146. Raza, M.H.; Siraj, S.; Arshad, A.; Waheed, U.; Aldakheel, F.; Alduraywish, S.A.; Arshad, M. ROS-modulated
therapeutic approaches in cancer treatment. J. Cancer Res. Clin. Oncol. 2017, 143, 1789–1809. [CrossRef]
[PubMed]

147. Gokhale, A.; Rwigema, J.-C.; Epperly, M.W.; Glowacki, J.; Wang, H.; Wipf, P.; Goff, J.P.; Dixon, T.; Patrene, K.;
Greenberger, J.S. Small molecule GS-nitroxide ameliorates ionizing irradiation-induced delay in bone wound
healing in a novel murine model. Vivo 2010, 24, 377–385. [CrossRef]

148. Hahn, S.M.; Krishna, C.M.; Samuni, A.; DeGraff, W.; O Cuscela, D.; Johnstone, P.; Mitchell, J.B. Potential use
of nitroxides in radiation oncology. Cancer Res. 1994, 54, 2006–2010.

149. Gariboldi, M.B.; Rimoldi, V.; Supino, R.; Favini, E.; Monti, E. The nitroxide tempol induces oxidative stress,
p21(WAF1/CIP1), and cell death in HL60 cells. Free. Radic. Boil. Med. 2000, 29, 633–641. [CrossRef]

150. Citrin, D.; Cotrim, A.P.; Hyodo, F.; Baum, B.J.; Krishna, M.C.; Mitchell, J.B. Radioprotectors and mitigators of
radiation-induced normal tissue injury. Oncol. 2010, 15, 360–371. [CrossRef] [PubMed]

151. Hyodo, F.; Davis, R.M.; Hyodo, E.; Matsumoto, S.; Krishna, M.C.; Mitchell, J.B. The relationship between
tissue oxygenation and redox status using magnetic resonance imaging. Int. J. Oncol. 2012, 41, 2103–2108.
[CrossRef]

http://dx.doi.org/10.1016/0360-3016(90)90066-S
http://dx.doi.org/10.1007/s10561-018-9736-8
http://www.ncbi.nlm.nih.gov/pubmed/30426337
http://dx.doi.org/10.1302/0301-620X.95B8.31832
http://www.ncbi.nlm.nih.gov/pubmed/23908434
http://dx.doi.org/10.1667/RR14987.1
http://www.ncbi.nlm.nih.gov/pubmed/29528769
http://dx.doi.org/10.1200/JCO.2000.18.19.3339
http://www.ncbi.nlm.nih.gov/pubmed/11013273
http://dx.doi.org/10.1634/theoncologist.12-6-738
http://dx.doi.org/10.1200/JCO.2002.04.178
http://dx.doi.org/10.1002/jor.20679
http://dx.doi.org/10.1159/000075605
https://clinicaltrials.gov/ct2/show/NCT00040365
https://clinicaltrials.gov/ct2/show/NCT00136474
https://clinicaltrials.gov/ct2/show/NCT00078845
http://dx.doi.org/10.1016/0891-5849(89)90111-1
http://dx.doi.org/10.1667/RR14035.1
http://www.ncbi.nlm.nih.gov/pubmed/26789701
http://dx.doi.org/10.1007/s00432-017-2464-9
http://www.ncbi.nlm.nih.gov/pubmed/28647857
http://dx.doi.org/10.1016/j.ijrobp.2009.07.1259
http://dx.doi.org/10.1016/S0891-5849(00)00347-6
http://dx.doi.org/10.1634/theoncologist.2009-S104
http://www.ncbi.nlm.nih.gov/pubmed/20413641
http://dx.doi.org/10.3892/ijo.2012.1638


Cancers 2020, 12, 2258 24 of 26

152. Hahn, S.M.; Sullivan, F.J.; DeLuca, A.M.; Krishna, C.; Wersto, N.; Venzon, D.; Russo, A.; Mitchell, J.B.
Evaluation of tempol radioprotection in a murine tumor model. Free. Radic. Boil. Med. 1997, 22, 1211–1216.
[CrossRef]

153. Hahn, S.M.; Tochner, Z.; Krishna, C.M.; Glass, J.; Wilson, L.; Samuni, A.; Sprague, M.; Venzon, D.; Glatstein, E.;
Mitchell, J.B. Tempol, a stable free radical, is a novel murine radiation protector. Cancer Res. 1992, 52,
1750–1753.

154. Schoenfeld, J.D.; Alexander, M.S.; Waldron, T.J.; Sibenaller, Z.A.; Spitz, U.R.; Buettner, G.R.; Allen, B.G.;
Cullen, J.J. Pharmacological ascorbate as a means of sensitizing cancer cells to radio-chemotherapy while
protecting normal tissue. Semin. Radiat. Oncol. 2019, 29, 25–32. [CrossRef]

155. Schoenfeld, J.D.; Sibenaller, Z.A.; Mapuskar, K.A.; Wagner, B.A.; Cramer-Morales, K.L.; Furqan, M.; Sandhu, S.;
Carlisle, T.L.; Smith, M.C.; Hejleh, T.A.; et al. O2(-) and H2O2-mediated disruption of Fe metabolism causes
the differential susceptibility of NSCLC and GBM cancer cells to Pharmacological Ascorbate. Cancer Cell
2017, 32, 268. [CrossRef] [PubMed]

156. Alexander, M.S.; Wilkes, J.G.; Schroeder, S.R.; Buettner, G.R.; A Wagner, B.; Du, J.; Gibson-Corley, K.N.;
O’Leary, B.R.; Spitz, U.R.; Buatti, J.M.; et al. Pharmacologic ascorbate reduces radiation-induced normal
tissue toxicity and enhances tumor radiosensitization in pancreatic cancer. Cancer Res. 2018, 78, 6838–6851.
[CrossRef] [PubMed]

157. Schoenfeld, J.D.; Sibenaller, Z.A.; Mapuskar, K.A.; Bradley, M.D.; Wagner, B.A.; Buettner, G.R.; Monga, V.;
Milhem, M.; Spitz, D.R.; Allen, B.G. Redox active metals and H2O2 mediate the increased efficacy of
pharmacological ascorbate in combination with gemcitabine or radiation in pre-clinical sarcoma models.
Redox Boil. 2018, 14, 417–422. [CrossRef]

158. Jagetia, G.C.; Rajanikant, G.; Rao, S.K. Evaluation of the Effect of Ascorbic Acid Treatment on Wound Healing
in Mice Exposed to Different Doses of Fractionated Gamma Radiation. Radiat. Res. 2003, 159, 371–380.
[CrossRef]

159. Monga, V. NCT03508726. 2018. Available online: https://clinicaltrials.gov/ct2/show/NCT03508726 (accessed
on 6 May 2020).

160. Mapuskar, K.A.; Anderson, C.M.; Spitz, U.R.; Batinic-Haberle, I.; Allen, B.G.; Oberley-Deegan, R.E. Utilizing
superoxide dismutase mimetics to enhance radiation therapy response while protecting normal tissues.
Semin. Radiat. Oncol. 2019, 29, 72–80. [CrossRef]

161. Vozenin-Brotons, M.C.; Sivan, V.; Gault, N.; Renard, C.; Geffrotin, C.; Delanian, S.; Lefaix, J.L.; Martin, M.
Antifibrotic action of Cu/Zn SOD is mediated by TGF-beta1 repression and phenotypic reversion of
myofibroblasts. Free. Radic. Boil. Med. 2001, 30, 30–42. [CrossRef]

162. Campana, F.; Zervoudis, S.; Perdereau, B.; Gez, E.; Fourquet, A.; Badiu, C.; Tsakiris, G.; Koulaloglou, S.
Topical superoxide dismutase reduces post-irradiation breast cancer fibrosis. J. Cell. Mol. Med. 2007, 8,
109–116. [CrossRef]

163. Delanian, S.; Martin, M.; Bravard, A.; Luccioni, C.; Lefaix, J.L. Cu/Zn superoxide dismutase modulates phenotypic
changes in cultured fibroblasts from human skin with chronic radiotherapy damage. Radiother. Oncol. 2001, 58,
325–331. [CrossRef]

164. Tuder, R.M.; Zhen, L.; Cho, C.Y.; Taraseviciene-Stewart, L.; Kasahara, Y.; Salvemini, D.; Voelkel, N.F.;
Flores, S.C. Oxidative stress and apoptosis interact and cause emphysema due to vascular endothelial growth
factor receptor blockade. Am. J. Respir. Cell Mol. Boil. 2003, 29, 88–97. [CrossRef]

165. Forman, H.J.; Fridovich, I. Superoxide dismutase: A comparison of rate constants. Arch. Biochem. Biophys.
1973, 158, 396–400. [CrossRef]

166. Anderson, C.M.; Sonis, S.T.; Lee, C.M.; Adkins, U.; Allen, B.G.; Sun, W.; Agarwala, S.S.; Venigalla, M.L.;
Chen, Y.; Zhen, W.; et al. Phase 1b/2a trial of the superoxide dismutase mimetic GC4419 to reduce
chemoradiotherapy-induced oral mucositis in patients with oral cavity or oropharyngeal carcinoma. Int. J.
Radiat. Oncol. 2018, 100, 427–435. [CrossRef] [PubMed]

167. Doctrow, S.R.; Lopez, A.; Schock, A.M.; Duncan, N.E.; Jourdan, M.M.; Olasz, E.B.; Moulder, J.E.; Fish, B.L.;
Mäder, M.; Lazar, J.; et al. A synthetic superoxide dismutase/catalase mimetic EUK-207 mitigates radiation
dermatitis and promotes wound healing in irradiated rat skin. J. Investig. Dermatol. 2012, 133, 1088–1096.
[CrossRef] [PubMed]

168. Chitra, S.; Devi, C.S. Effects of radiation and α-tocopherol on saliva flow rate, amylase activity, total protein
and electrolyte levels in oral cavity cancer. Indian J. Dent. Res. 2008, 19, 213. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S0891-5849(96)00556-4
http://dx.doi.org/10.1016/j.semradonc.2018.10.006
http://dx.doi.org/10.1016/j.ccell.2017.07.008
http://www.ncbi.nlm.nih.gov/pubmed/28810149
http://dx.doi.org/10.1158/0008-5472.CAN-18-1680
http://www.ncbi.nlm.nih.gov/pubmed/30254147
http://dx.doi.org/10.1016/j.redox.2017.09.012
http://dx.doi.org/10.1667/0033-7587(2003)159[0371:EOTEOA]2.0.CO;2
https://clinicaltrials.gov/ct2/show/NCT03508726
http://dx.doi.org/10.1016/j.semradonc.2018.10.005
http://dx.doi.org/10.1016/S0891-5849(00)00431-7
http://dx.doi.org/10.1111/j.1582-4934.2004.tb00265.x
http://dx.doi.org/10.1016/S0167-8140(00)00332-7
http://dx.doi.org/10.1165/rcmb.2002-0228OC
http://dx.doi.org/10.1016/0003-9861(73)90636-X
http://dx.doi.org/10.1016/j.ijrobp.2017.10.019
http://www.ncbi.nlm.nih.gov/pubmed/29174131
http://dx.doi.org/10.1038/jid.2012.410
http://www.ncbi.nlm.nih.gov/pubmed/23190879
http://dx.doi.org/10.4103/0970-9290.42953
http://www.ncbi.nlm.nih.gov/pubmed/18797097


Cancers 2020, 12, 2258 25 of 26

169. Bairati, I.; Meyer, F.; Gélinas, M.; Fortin, A.; Nabid, A.; Brochet, F.; Mercier, J.-P.; Têtu, B.; Harel, F.; Abdous, B.;
et al. Randomized trial of antioxidant vitamins to prevent acute adverse effects of radiation therapy in head
and neck cancer patients. J. Clin. Oncol. 2005, 23, 5805–5813. [CrossRef] [PubMed]

170. Misirlioglu, C.H.; Demirkasimoglu, T.; Kucukplakci, B.; Sanri, E.; Altundag, K. Pentoxifylline and
alpha-tocopherol in prevention of radiation-induced lung toxicity in patients with lung cancer. Med. Oncol.
2007, 24, 308–311. [CrossRef] [PubMed]

171. Aykin-Burns, N.; Pathak, R.; Boerma, M.; Kim, T.; Hauer-Jensen, M. Utilization of vitamin e analogs to
protect normal tissues while enhancing antitumor effects. Semin. Radiat. Oncol. 2019, 29, 55–61. [CrossRef]

172. Hobson, R. Vitamin E and wound healing: An evidence-based review. Int. Wound J. 2014, 13, 331–335.
[CrossRef]

173. Afzali, H.; Kashi, A.H.J.; Momen-Heravi, M.; Razzaghi, R.; Amirani, E.; Bahmani, F.; Gilasi, H.R.; Asemi, Z.
The effects of magnesium and vitamin E co-supplementation on wound healing and metabolic status in
patients with diabetic foot ulcer: A randomized, double-blind, placebo-controlled trial. Wound Repair Regen.
2019, 27, 277–284. [CrossRef]

174. Adam, A.; Marzuki, A.; Ngah, W.Z.W.; Top, G.M. Nitrofurantoin-induced hepatic and pulmonary biochemical
changes in mice fed different vitamin E doses. Pharmacol. Toxicol. 1996, 79, 334–339. [CrossRef]

175. Lee, S.-P.; Mar, G.-Y.; Ng, L.-T.; Ng, L.T. Effects of tocotrienol-rich fraction on exercise endurance capacity and
oxidative stress in forced swimming rats. Graefe’s Arch. Clin. Exp. Ophthalmol. 2009, 107, 587–595. [CrossRef]

176. Kuhad, A.; Bishnoi, M.; Tiwari, V.; Chopra, K. Suppression of NF-kappabeta signaling pathway by tocotrienol
can prevent diabetes associated cognitive deficits. Pharm. Biochem. Behav. 2009, 92, 251–259. [CrossRef] [PubMed]

177. Norazlina, M.; Maizatul-Neza, J.; Azarina, A.; Nazrun, A.S.; Norliza, M.; Ima-Nirwana, S. Effects of vitamin
E on receptor activator of nuclear factor kappa B ligand (RANKL) and osteoprotegerin (OPG) in rats treated
with nicotine. Med J. Malays. 2010, 65, 14–17.

178. Meyer, F.; Bairati, I.; Fortin, A.; Gélinas, M.; Nabid, A.; Brochet, F.; Têtu, B. Interaction between antioxidant
vitamin supplementation and cigarette smoking during radiation therapy in relation to long-term effects on
recurrence and mortality: A randomized trial among head and neck cancer patients. Int. J. Cancer 2007, 122,
1679–1683. [CrossRef] [PubMed]

179. Kaya, H.; Delibas, N.; Serteser, M.; Ulukaya, E.; Özkaya, O. The effect of melatonin on lipid peroxidation
during radiotherapy in female rats. Strahlenther. und Onkol. 1999, 175, 285–288. [CrossRef]

180. Topkan, E.; Tufan, H.; Yavuz, A.A.; Bacanli, D.; Onal, C.; Kosdak, S.; Yavuz, M. Comparison of the protective
effects of melatonin and amifostine on radiation-induced epiphyseal injury. Int. J. Radiat. Boil. 2008, 84,
796–802. [CrossRef]

181. Manda, K.; Ueno, M.; Anzai, K. Cranial irradiation-induced inhibition of neurogenesis in hippocampal
dentate gyrus of adult mice: Attenuation by melatonin pretreatment. J. Pineal Res. 2009, 46, 71–78. [CrossRef]
[PubMed]

182. Hussein, M.R.; Abu-Dief, E.E.; Kamel, E.; Abouelghait, A.; Abdulwahed, S.R.; Ahmad, M.H. Melatonin and
roentgen irradiation-induced acute radiation enteritis in Albino rats: An animal model. Cell Boil. Int. 2008,
32, 1353–1361. [CrossRef]

183. Akagi,T.; Ushinohama, K.; Ikesue,S.; Yukawa,E.; Higuchi, S.; Hamase,K.; Zaitsu,K.; Ohdo, S.Chronopharmacology
of melatonin in mice to maximize the antitumor effect and minimize the rhythm disturbance effect. J. Pharmacol.
Exp. Ther. 2003, 308, 378–384. [CrossRef] [PubMed]

184. Berk, L.; Berkey, B.; Rich, T.; Hrushesky, W.; Blask, D.; Gallagher, M.; Kudrimoti, M.; McGarry, R.C.; Suh, J.;
Mehta, M.P. Randomized Phase II trial of high-dose melatonin and radiation therapy for RPA Class 2 patients
with brain metastases (RTOG 0119). Int. J. Radiat. Oncol. 2007, 68, 852–857. [CrossRef]

185. Jin, H.; Zhang, Z.; Wang, C.; Tang, Q.; Wang, J.; Bai, X.; Wang, Q.; Nisar, M.; Tian, N.; Wang, Q.; et al. Melatonin
protects endothelial progenitor cells against AGE-induced apoptosis via autophagy flux stimulation and
promotes wound healing in diabetic mice. Exp. Mol. Med. 2018, 50, 1–15. [CrossRef]

186. Katoh, O.; Tauchi, H.; Kawaishi, K.; Kimura, A.; Satow, Y. Expression of the vascular endothelial growth
factor (VEGF) receptor gene, KDR, in hematopoietic cells and inhibitory effect of VEGF on apoptotic cell
death caused by ionizing radiation. Cancer Res. 1995, 55, 5687–5692. [PubMed]

187. A Mustoe, T.; Purdy, J.; Gramates, P.; Deuel, T.F.; Thomason, A.; Pierce, G.F. Reversal of impaired wound
healing in irradiated rats by platelet-derived growth factor-BB. Am. J. Surg. 1989, 158, 345–350. [CrossRef]

http://dx.doi.org/10.1200/JCO.2005.05.514
http://www.ncbi.nlm.nih.gov/pubmed/16027437
http://dx.doi.org/10.1007/s12032-007-0006-z
http://www.ncbi.nlm.nih.gov/pubmed/17873306
http://dx.doi.org/10.1016/j.semradonc.2018.10.008
http://dx.doi.org/10.1111/iwj.12295
http://dx.doi.org/10.1111/wrr.12701
http://dx.doi.org/10.1111/j.1600-0773.1996.tb00019.x
http://dx.doi.org/10.1007/s00421-009-1159-6
http://dx.doi.org/10.1016/j.pbb.2008.12.012
http://www.ncbi.nlm.nih.gov/pubmed/19138703
http://dx.doi.org/10.1002/ijc.23200
http://www.ncbi.nlm.nih.gov/pubmed/18059031
http://dx.doi.org/10.1007/BF02743581
http://dx.doi.org/10.1080/09553000802389678
http://dx.doi.org/10.1111/j.1600-079X.2008.00632.x
http://www.ncbi.nlm.nih.gov/pubmed/18798786
http://dx.doi.org/10.1016/j.cellbi.2008.08.001
http://dx.doi.org/10.1124/jpet.103.055657
http://www.ncbi.nlm.nih.gov/pubmed/14563786
http://dx.doi.org/10.1016/j.ijrobp.2007.01.012
http://dx.doi.org/10.1038/s12276-018-0177-z
http://www.ncbi.nlm.nih.gov/pubmed/7585655
http://dx.doi.org/10.1016/0002-9610(89)90131-1


Cancers 2020, 12, 2258 26 of 26

188. Schultze-Mosgau, S.; Wehrhan, F.; Rödel, F.; Amann, K.; Radespiel-Tröger, M.; Grabenbauer, G.G.
Transforming growth factor-beta receptor-II up-regulation during wound healing in previously irradiated
graft beds in vivo. Wound Repair Regen. 2003, 11, 297–305. [CrossRef] [PubMed]

189. Xavier, S.; Piek, E.; Fujii, M.; Javelaud, D.; Mauviel, A.; Flanders, K.C.; Samuni, A.M.; Felici, A.; Reiss, M.;
Yarkoni, S.; et al. Amelioration of Radiation-induced Fibrosis. J. Boil. Chem. 2004, 279, 15167–15176.
[CrossRef] [PubMed]

190. Cordeiro, M.F.; Mead, A.; Ali, R.R.; Alexander, R.A.; Murray, S.; Chen, C.; York-Defalco, C.; Dean, N.M.;
Schultz, G.S.; Khaw, P.T. Novel antisense oligonucleotides targeting TGF-beta inhibit in vivo scarring and
improve surgical outcome. Gene. Ther. 2003, 10, 59–71. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1046/j.1524-475X.2003.11410.x
http://www.ncbi.nlm.nih.gov/pubmed/12846918
http://dx.doi.org/10.1074/jbc.M309798200
http://www.ncbi.nlm.nih.gov/pubmed/14732719
http://dx.doi.org/10.1038/sj.gt.3301865
http://www.ncbi.nlm.nih.gov/pubmed/12525838
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Radiotherapy in Soft Tissue Sarcoma (STS) 
	Radiotherapy Modalities 
	External Beam Radiation Therapy (EBRT) 
	Brachytherapy (BT) 
	Intraoperative Radiotherapy (IORT) 

	Clinical Regimen-Neoadjuvant, Adjuvant, and Combined Modality Radiotherapy 
	Neoadjuvant Radiotherapy 
	Adjuvant Radiotherapy 
	Intraoperative and Adjuvant Boosts 

	Anatomic Disease Site 
	Extremity, Head and Neck, and Superficial Trunk 
	Retroperitoneal/Intra-Abdominal 


	Normal Physiology of Wound Healing 
	Early Homeostasis and Inflammation 
	Late Proliferation 
	Remodeling 

	Wound Pathology after Radiation Treatment 
	Musculoskeletal Injury from STS Radiotherapy 
	Radioprotective Agents 
	Amifostine 
	Nitroxides 
	Pharmacological Ascorbate 
	Superoxide Dismutase Mimetics 
	Other Radioprotectors 
	Vitamin E 
	Melatonin 
	Growth Factors 


	Conclusions 
	References

