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Abstract
Background
Cerebral radiation necrosis (RN) is a chronic inflammatory process that may develop following radiotherapy
for a primary or metastatic brain tumor or arteriovenous malformation (AVM). A single infusion dose of
intra-arterial (IA) bevacizumab (BV) is a viable option. The aim of this study was to assess the safety and
efficacy of IA BV infusion in patients with steroid-refractory cerebral RN. 

Materials and methods
A total of 33 patients with imaging-confirmed brain RN underwent at least one IA BV infusion over a 9-year
duration. BV was administered as a single 2.5 mg/kg (n=24) or 5.0 mg/kg (n=9) infusion dose. 

Results
Diagnoses included brain metastasis (17 (51.5%)), AVM (10 (30.3%)), and primary brain tumors (six
(18%)). All patients experienced either complete relief or significant symptom improvement after the IA IV
infusion. The initial brain MRIs performed following the IA BV infusion revealed a decreased size of the RN
in all patients. Two patients had minimal side effects. Of the 16 (48.5%) patients who experienced an RN
recurrence, 10 underwent a repeat IA BV infusion. The mean duration between the first IA BV infusion and
last follow-up was 23.2 months (range: 0.1-85.2 months). Age (p = 0.00587), tumor pathology (p = 0.03509),
and BV dosage (p = 0.02420) were significant predictors of RN recurrence.

Conclusions
IA infusion of BV was well-tolerated by all patients, with substantial clinical and radiological
improvement. Further research is needed to explore additional factors that may impact the effectiveness of
BV treatment in RN patients.

Categories: Neurosurgery, Radiation Oncology, Oncology
Keywords: arteriovenous malformation, bevacizumab, brain, brain metastasis, intra-arterial, neurosurgery, radiation
necrosis

Introduction
While radiotherapy offers a promising treatment for primary brain tumors, brain metastatic lesions, and
arteriovenous malformations (AVMs) with a prolonged survival benefit, it is also associated with adverse
side effects such as radiation necrosis (RN), demyelination, and vascular damage [1, 2]. It has been reported
that between 10-50% of patients who undergo stereotactic radiosurgery (SRS) experience cerebral RN, which
depends on the total radiation dose, fractionation regimen, and volume of irradiated areas, as well as
chemotherapy exposure and anatomic location of the tumor/radiation [1-8]. Radiation causes endothelial
cell dysfunction, resulting in capillary permeability, tumor tissue hypoxia, and an increased release of
vascular endothelial growth factor (VEGF) [1-5, 7-11]. VEGF is a regulator of angiogenesis which leads to
increased vascular permeability, disruption of the blood-brain barrier (BBB), and cerebral edema. Patients
may experience neurologic deficits as a direct result of the RN and surrounding edema, or as an indirect
result of increased intracranial pressure [1]. 

Although no standard treatment exists for RN, medical management with high-dose corticosteroids,
antiplatelet agents, anticoagulants, hyperbaric oxygen therapy, laser interstitial thermal therapy (LITT),
high-dose vitamin E, and surgical resection of the necrotic brain tissue to reduce the mass effect are
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typically used to treat RN [1-5, 7, 9, 10, 12]. While high-dose corticosteroids are the mainstay of care for RN
to counteract vascular endothelial damage and relieve cerebral edema, they are often associated with
negative side effects (behavioral changes, altered sleep patterns, appetite changes) [1, 2, 9]. The humanized
monoclonal anti-VEGF antibody bevacizumab (BV) has been shown to be well-tolerated, safe, and
efficacious in treating cerebral RN [1, 3-6, 8, 11, 13, 14]. BV blocks VEGF from reaching its targets on the
endothelium, thereby reducing vascular permeability, diminishing BBB damage, mitigating cerebral edema,
and improving neurologic symptoms without a dependency on corticosteroids [3, 7, 11, 12, 15]. 

Although RN is a relatively straightforward diagnosis in patients treated for AVM, in tumor patients it is
often difficult to differentiate RN from tumor progression; in such cases, a brain biopsy is the diagnostic gold
standard [2, 3]. RN may appear as a contrast-enhancing mass with necrotic white matter changes and edema
within or adjacent to the site of the original tumor on brain MRI [2, 9]. BV is associated with numerous
serious systemic complications including severe hypertension, proteinuria, wound dehiscence,
gastrointestinal tract perforation, and vascular events such as intracranial hemorrhage, pulmonary embolus,
and sinus thrombosis [4, 5, 7]. 

We report 33 patients who were treated with intra-arterial (IA) BV for radiation-induced necrosis. The study
objectives were to assess both the (1) safety and (2) efficacy of IA BV infusion in patients with steroid-
refractory cerebral RN. The use of BV to treat primary and metastatic brain tumors and AVMs is
discussed. The value of utilizing the IA route in administering BV is also presented.

Materials And Methods
Participants
Under an Institutional Review Board-approved protocol and according to the Declaration of Helsinki, we
performed a retrospective review of all patients at our Institution who underwent a targeted IA BV infusion
over a 9-year duration (July 13, 2015 - July 19, 2024). All patients underwent salvage RN usual care protocols
at our institution. All patients underwent at least one IA BV infusion. Inclusion criteria included adults ≥ 18
years with a Karnofsky Performance Status (KPS) score ≥ 70, who underwent radiotherapy (whole brain
radiation therapy (WBRT) or SRS) of the brain, and had a life expectancy ≥ 3 months. The included patients
had evidence of increased postcontrast T-1-weighted enhancement with central hypointensity in the
irradiated area and confluent increased surrounding vasogenic edema on T2-weighted FLAIR MRI [5]. In
addition, RN in an AVM was determined by observing an enhancing lesion on the brain MRI, while a brain
biopsy confirmed RN in a brain tumor. To be included in this study, patients had to exhibit at least one
symptom of RN (severe headache, recurrent seizures, or neurological deficit) and had to have failed
corticosteroid treatment. The exclusion criteria consisted of patients who had a biopsy-proven active
malignant brain tumor, active bleeding, a medical condition with a high risk of bleeding, or were consuming
anticoagulants other than aspirin [5]. Patients were also excluded if they had an abdominal fistula, abscess,
or gastrointestinal tract perforation; undergone a major surgery within 4 weeks of the IA BV infusion; a
significant uncontrolled illness; or were pregnant. 

Several metrics were collected, including the patient’s age, gender, age, Body Mass Index (BMI), pathology
(AVM versus primary/metastatic brain tumor), angiography without BV prior to angiography with IA BV
infusion, radiation and/or IV BV prior to the IA BV infusion, and contraindications to IV BV. We also
documented the reasons for IA BV infusion, whether a patient experienced side effects of the IA BV or a
recurrence of cerebral RN, the number of IA BV infusions, whether a double dose (5.0 mg/kg) of BV was
administered, and the treatment after the initial IA BV infusion. 

Surgical technique of IA BV infusion 
A detailed description of the IA BV infusion procedure has been previously reported [5]. Briefly, patients
underwent catheterization of the ipsilateral internal carotid or vertebral artery in our neurointerventional
suite. After confirmatory angiography, osmotic blood-brain barrier disruption (BBBD) was conducted with
warmed (37°C) 25% mannitol infused at the optimal rate for 30 seconds. IA BV was infused over 10 minutes,
while the systolic arterial blood pressure was maintained above 120 mm Hg. Patients were treated with
either 2.5 mg/kg or 5.0 mg/kg IA BV. The traditional dose was 2.5 mg/kg, however, certain patients received
the 5.0 mg/kg dose if they experienced a recurrence of symptoms post-infusion and were retreated. Patients
remained in the transitional care unit on the night of the procedure and were discharged the next day.

Outcomes
Patients were monitored for adverse events for up to 12 months post-infusion. MRI was performed with
standard brain-imaging protocol, precontrast and postcontrast sequence, and 1.5-T and 3-T magnets at
baseline and at 3- and 12-months post-infusion (Fig. 1A-1D). If patients experienced either worsening
clinical symptoms and/or evidence of significant surrounding vasogenic edema and associated mass-effect
and brain compression (all consistent with RN) on brain MRIs after the initial IA BV infusion, they were
considered for a repeat IA BV infusion or other procedure to treat the brain RN (Fig. 2A-2D). The
determination of symptom improvement was made by the treating neurosurgeon who evaluated the patient
prior to the IA BV infusion, performed the procedure, and assessed the patient post-procedure. Clinical
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improvement was dependent on a patient’s particular symptomatology, for example, improvement in either
pain or neurological deficit.

FIGURE 1: Pretreatment and Posttreatment MRI Scans of the Brain in a
Patient with a Hemangiopericytoma
(A) Pretreatment MRI scan of the brain.  Axial T1-weighted image obtained following IV gadolinium administration
revealing prominent nodular subependymal and parenchymal enhancement, manifest as T1 shortening centered
on the lateral and superior walls of the lateral ventricular bodies, right greater than left.  This is located at the site
of radiation therapy and represents radiation necrosis. (B) Posttreatment MRI scan of the brain.  Axial T1-weighted
image obtained following IV gadolinium administration revealing subtle residual nodular subependymal
enhancement, markedly improved compared with pretreatment scan. (C) Pretreatment MRI scan of the brain. 
Axial fluid-attenuated inversion recovery (FLAIR) image at the level of treatment, upper lateral ventricles,
revealing prominent confluent bilateral white matter edema, manifest as T2 prolongation centered on the upper
corona radiata and centrum semiovale, right greater than left.  This is located at the site of radiation therapy and
represents vasogenic edema secondary to radiation necrosis. (D) Posttreatment MRI scan of the brain.  Axial
FLAIR image revealing subtle residual T2 prolongation, moderately improved compared with pretreatment scan.

FIGURE 2: Pretreatment and Posttreatment MRI Scans of the Brain in a
Patient with an Arteriovenous Malformation
(A) Pretreatment MRI scan of the brain. Axial T1-weighted image obtained following IV gadolinium administration
revealing prominent nodular subependymal and parenchymal enhancement, manifest as T1 shortening at the site
of stereotactic radiosurgery for treatment of a left temporal lobe arteriovenous malformation (AVM). This image
demonstrates the characteristic "cut-green pepper" pattern of enhancement, with an outer edge of linear
enhancement within the field of radiotherapy outlining internal hazy striated enhancement. (B) Posttreatment MRI
scan of the brain. Axial T1-weighted image obtained following IV gadolinium administration revealing subtle
residual nodular subependymal enhancement, markedly improved compared with pretreatment scan. (C)
Pretreatment MRI scan of the brain. Axial Fluid-attenuated inversion recovery (FLAIR) image at the level of
treatment, trigone of the left lateral ventricle.  This image reveals prominent confluent left temporal white matter
edema, manifest as T2 prolongation. This is located at the site of radiation therapy and represents vasogenic
edema secondary to radiation necrosis. (D) Posttreatment MRI scan of the brain. Axial FLAIR image revealing
subtle residual T2 prolongation, markedly improved compared with pretreatment scan.

Statistical analysis
Several analyses were performed to evaluate the factors influencing RN recurrence and overall
survival. These analyses included comparisons between different dosing regimens, BMI groups, pathology
types, and RN recurrence status. The analyses were carried out using R software (version 4.3.1; R Foundation
for Statistical Computing, Vienna, Austria), employing the following packages: dplyr for data manipulation,
tableone for creating descriptive statistics tables, survival for survival analysis and Kaplan-Meier (KM) plots,
and kableExtra for table formatting.

Descriptive Statistics and Group Comparisons

 

2025 Shields et al. Cureus 17(3): e80522. DOI 10.7759/cureus.80522 3 of 14

https://assets.cureus.com/uploads/figure/file/1412896/lightbox_a9171a30efb411efb9de119a1726d0cb-Bevacizumab-Figure-1.png
https://assets.cureus.com/uploads/figure/file/1412898/lightbox_fa5682a0efb411ef8723712ee2fc79ff-Bevacizumab-Figure-2.png


Baseline characteristics of patients were summarized and compared across different subgroups using
descriptive statistics and Fisher's exact tests for categorical variables, and Wilcoxon rank-sum tests for
continuous variables. The subgroups analyzed included BV dosing regimen (standard vs. higher dose), BMI
groups (low vs. high), pathology types (tumor vs. AVM), and RN recurrence status.

Kaplan-Meier Survival Analysis

Kaplan-Meier (KM) survival curves were generated to compare the time to RN recurrence between
subgroups. Log-rank tests were used to assess the statistical significance of differences in survival
distributions.

Logistic Regression Analysis

A logistic regression model was fitted to identify predictors of RN recurrence. The model included age,
tumor pathology (tumor vs. AVM), and BV dosing regimen as covariates. The adjusted odds ratios (ORs) with
95% confidence intervals (CIs) and p-values were reported for each predictor.

Results
Clinical characteristics
A total of 33 patients received at least one IA BV infusion (Table 1). Thirty-one of these patients were
diagnosed with steroid-refractory RN. One patient did not have steroid-refractory RN, however, was
diagnosed with metastatic renal cell carcinoma and underwent IA BV infusion for brain tumor embolization
prior to tumor resection. Another patient also did not have steroid-refractory RN as he had not undergone
radiotherapy for his bilateral acoustic neuromas, neurofibromatosis, and vestibular schwannoma but had
responded positively to IV BV. The mean age was 51.4 years (range: 19-81 years), and the majority (21 (64%))
of patients were female. The BMI was 29.8 (range: 14.7-53.5). The two most common pathologies treated
with IA BV were brain metastasis (17 (51.5%) patients) and AVM (10 (30.3%) patients). The remaining six
(18.2%) patients were diagnosed with a primary brain tumor. Non-small cell lung cancer and breast cancer
were the most frequent metastatic brain tumors, comprising five patients each. Table 2 reveals significant
differences in age (p < 0.001), prior angiogram without BV (p < 0.001), alive status (p = 0.043), and time from
first BV to last contact (p = 0.001) between subgroups stratified by pathology. 
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Features Category Number of Patients (%), (n=33)

Age  Mean: 51.4 years (Range: 19-81 years)

Gender  
Male 12 (36%)

Female 21 (64%)

Body Mass Index, Kg/m2  29.8 (Range: 14.7-53.5)

Pathology       

Brain metastasis* 17 (51.5%)

AVM 10 (30.3%)

Meningioma 2 (6%)

Astrocytoma 1 (3%)

Hemangiopericytoma 1 (3%)

Mastoid and skull epithelial tumor 1 (3%)

Acoustic neuroma, neurofibromatosis,
vestibular schwannoma

1 (3%)

Angiography without IA BV infusion prior to
angiography with IA BV infusion

Yes# 11 (33%)

No 22 (67%)

Radiation prior to IA BV infusion       

Yes 31 (94%)

SRS only 28

WBRT only 1

SRS and WBRT 2

No
2 (6%) (1: brain tumor embolization prior to
surgery; 1: previous IV bevacizumab)

IV BV prior to IA BV infusion
Yes 5 (15%)

No 28 (85%)

Contraindications to IV BV
Yes 11 (33%)

No@ 22 (67%)

TABLE 1: Demographics of Patients Who Underwent Intra-Arterial Bevacizumab Infusion.
IA: intra-arterial; BV: bevacizumab; AVM: arteriovenous malformation; IV: intravenous; SRS: stereotactic radiosurgery; WBRT: whole brain radiation
therapy

*Brain metastasis: non-small cell lung cancer (5), breast (5), renal cell (3), adenocarcinoma of lung (2), esophageal (1), papillary thyroid
(1). #Angiography without BV prior to angiography with IA BV: AVM (10) [8: once, 1: twice, 1: three times; embolization of metastatic renal cell carcinoma
(1). @Contraindications to IV BV: currently treated with anti-coagulants due to history of pulmonary embolism/atrial fibrillation/deep venous
thrombosis/tricuspid regurgitation (one of these patients also had current pharyngeal abscess) (6); history of atrial fibrillation/cerebrovascular accident, not
currently treated with anti-coagulants (2); hypotension with intravenous bevacizumab (1); history of chemotherapy-induced thrombocytopenia/anemia (1);
partially healed scalp flap (1).
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Characteristics
Overall
(n=33)

AVM (n=10)
Tumor
(n=23)

Statistical Test
P-
Value

Age, years (median (IQR))
52.0 (44.0,
64.0)

27.0 (21.2,
45.5)

62.0 (48.5,
67.0)

Wilcoxon, W=24 <0.001

Male (n (%)) 12 (36.4%) 4 (40.0%) 8 (34.8%)
Fisher’s Exact, OR=3.25 (0.76,
15.74)

1

Body Mass Index, Kg/m2 (median (IQR))
28.2 (24.3,
35.7)

26.4 (24.3,
35.1)

28.4 (23.9,
35.6)

Wilcoxon, W=110 0.845

Prior Angiogram w/o BV (n (%)) 11 (33.3%) 10 (100.0%) 1 (4.3%)
Fisher’s Exact, OR=5.13 (0.11,
2.29)

<0.001

Standard Dosage (n (%)) 24 (72.7%) 6 (60.0%) 18 (78.3%)
Fisher’s Exact, OR=1.44 (0.34,
6.41)

0.4

RN Recurrence (n (%)) 16 (48.5%) 6 (60.0%) 10 (43.5%)
Fisher’s Exact, OR=0.17 (0.02,
0.89)

0.465

Alive (n (%)) 21 (63.6%) 10 (100.0%) 11 (47.8%)
Fisher’s Exact, OR=1.54 (0.37,
6.75)

0.005

Time from 1st BV to Last Contact (months)
(median (IQR))

20.6 (4.9,
38.8)

49.0 (32.9,
68.9)

10.0 (3.8,
24.2)

Wilcoxon, W=213 <0.001

Time between 1st/2nd BV (weeks) (median
(IQR))

8.4 (5.8,
19.6)

16.1 (6.1,
59.1)

7.3 (4.1, 9.6) Wilcoxon, W=18 0.251

Time between 2nd/3rd BV (weeks) (median
(IQR))

9.0 (5.7,
14.9)

20.9 (17.9,
23.8)

5.7 (3.0, 7.4) Wilcoxon, W=6 0.083

TABLE 2: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology
This table presents patient characteristics stratified by pathology type (AVM vs. Tumor) in a cohort of individuals who underwent intra-arterial
bevacizumab infusion. Continuous variables, including age, body mass index, and time-related measures, were analyzed using the Wilcoxon rank-sum
test. In contrast, categorical variables such as gender, prior angiogram without bevacizumab, standard dosage, radiation necrosis recurrence, and survival
status were analyzed using Fisher’s Exact test, with odds ratios (OR) reported where applicable.

Significant findings included a lower median age for patients with AVM (27.0 years) compared to those with tumors (62.0 years, p < 0.001). Patients with
AVM were significantly more likely to have had a prior angiogram without bevacizumab (100% vs. 4.3%, p < 0.001). The AVM group's survival rate was
significantly higher (100% vs. 47.8%, p = 0.005). Time from the first bevacizumab infusion to the last contact was substantially longer in AVM patients
(49.0 months vs. 10.0 months, p < 0.001).

AVM: Arteriovenous Malformation, BV: Bevacizumab, RN: Radiation Necrosis

Treatment prior to IA BV infusion
Eleven (33.3%) patients underwent angiography without BV prior to angiography with IA BV infusion, 10 of
whom had an AVM (Table 1). A total of 31 (94%) patients were treated with radiotherapy before the IA BV
infusion, 30 of whom underwent SRS. Five (15%) patients received IV BV prior to the IA BV infusion. Eleven
(33.3%) patients had a contraindication to IV BV; six of these patients were currently treated with
anticoagulants due to a history of pulmonary embolism, atrial fibrillation, deep venous thrombosis, and/or
tricuspid regurgitation. One patient was treated with LITT prior to the IA BV infusion. 

IA BV infusion
Patients reported a wide array of symptoms that necessitated the IA BV infusion: headaches were most
common (15 (45%) patients), followed by weakness/paresthesia/numbness/pain of the extremities (14 (42%)
patients), seizures (11 (33%)), and aphasia/worsening memory/cognitive
change/confusion/forgetfulness/steroid psychosis (10 (30%)) (Table 3). At the first neurosurgical
appointment within 6 weeks of the first IA BV infusion, all patients experienced either a complete relief or
significant improvement of symptoms. Additionally, the first brain MRIs performed following the initial IA
BV infusion revealed a decrease in size of the RN in all patients. Only two patients had side effects following
the IA BV infusion, specifically, one who reported transient increased somnolence and incontinence and
another who experienced headaches for several days after the procedure. 
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Features Category Number of Patients (%), (n=33)

Reason for initial IA BV infusion
      

Headaches 15 (45%)

Weakness/paresthesia/numbness/pain of
extremities

14 (42%)  

Seizures 11 (33%)

Aphasia/worsening memory/cognitive
change/      confusion/forgetfulness/steroid
psychosis

10 (30%)  

Balance problems 2 (6%)

Dizziness 1 (3%)

Hearing abnormalities/tinnitus 1 (3%)

Fatigue 1 (3%)

Lip quivering 1 (3%)

Assess for radiation necrosis versus recurrent
tumor

1 (3%)  

Brain tumor embolization 1 (3%)

Number of IA BV procedures  

1 33 (100%)

2 10 (30%)

3 5 (15%)

RN recurrence after initial IA BV
infusion

Yes* 16 (48.5%)

No 17 (51.5%)

Side effects of intra-arterial
bevacizumab       

No 31 (94%)

Yes
2 (6%) (1: increased somnolence/incontinence; 1:
headaches for several days after procedure)

Double dose (5 mg/kg) of IA BV
      

No 24 (73%)

Yes
9 (27%) (2 patients had double doses during two
separate IA BV infusion procedures)

Treatment after initial IA BV
infusion

None 16 (49%)

2nd IA BV procedure 10 (30%)

Other 7 (21%)#

Time duration between initial IA
BV infusion and last follow-up

 Mean: 23.2 months (Range: 0.1-85.3 months)

Time duration between initial IA

BV infusion and 2nd IA BV
infusion

 
Mean: 21.0 months (0.1-81.3 months) (0.1 month
represented bilateral procedures within 3 days)

Time duration between 2nd IA BV

infusion and 3rd IA BV infusion
 

Mean: 11.3 months (0.2-26.8 months) (0.2 months
represented bilateral procedures within 5 days)

TABLE 3: Treatment and Follow-Up of Patients Who Underwent Intra-Arterial Bevacizumab
Infusion
IA: intra-arterial; BV: bevacizumab; RN: radiation necrosis

*Recurrence of radiation necrosis after the first IA BV infusion: brain MRI showed increasing vasogenic edema (12 patients); clinical symptoms with
negative findings on MRI or no MRI performed (3 patients); brain biopsy (1 patient). #Other: craniotomy to remove necrotic tissue (2 patients); two
subsequent craniotomies for tumor resection (1 patient); temporal lobectomy/amygdalohippocampectomy for intractable epilepsy (1 patient); angiogram
without bevacizumab (1 patient); laser ablation of brain lesion (1 patient); stereotactic radiosurgery (1 patient).
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All patients underwent at least one IA BV infusion; 10 (30%) patients underwent two procedures, while five
(15%) patients had three procedures. Nine patients were treated with a double dose (5.0 mg/kg) of BV; two of
these patients had a double dose in two separate IA BV infusions. There was no statistically significant
difference between the standard dose and higher dose groups.

Follow-up after the initial IA BV infusion
A total of 16 (48.5%) patients experienced a recurrence of RN after the initial IA BV infusion; 12 had
evidence of increasing vasogenic edema on brain MRI, three had clinical symptoms of RN (two had no RN on
brain MRI; one did not have a brain MRI), and one had RN detected by a brain biopsy. Of these 16 patients,
10 were treated by a second IA BV infusion, one underwent an angiography without BV, one had a
craniotomy to remove the RN, another underwent a laser ablation of the metastatic lesion in the cerebellum,
and one underwent two subsequent craniotomies for resection of brain metastasis. Three of the 16 patients
did not pursue additional treatment; two of them died within 2 months of the initial IA BV infusion. The
mean duration between the first IA BV infusion and last follow-up was 23.2 months (range: 0.1-85.2
months). The mean duration between the first and second IA IV infusions was 21.0 months (range: 0.1-81.3
months); the mean duration between the second and third IA BV infusions was 11.3 months (range: 0.2-26.8
months). At last follow-up, 10 (30%) patients had died (eight with brain metastasis and two with a
meningioma). 

Significant differences were observed in age and time from the first BV to last contact between patients with
and without RN recurrence (Table 4). Additionally, significant differences were observed in age, prior
angiogram without BV, alive status, and time from first BV to last contact between the groups stratified by
pathology and BV dosing regimen (Table 5). Table 6 depicts significant differences were observed in age,
prior angiogram without BV, alive status, and time from first BV to last contact between the groups stratified
by pathology and RN recurrence status. These findings reflect that younger patients and those with AVMs
have longer survival times and lower RN recurrence rates compared to older patients and those with tumors. 
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 Characteristics
Overall
(n=33)

No RN
(n=17)

RN (n=16) Statistical Test
P-
Value

Age, years (median (IQR))
52.0 (44.0,
64.0)

63.0 (59.0,
68.0)

46.5 (33.0,
50.0)

Wilcoxon, W=216.5 0.004

Male (n (%)) 12 (36.4%) 4 (23.5%) 8 (50.0%)
Fisher’s Exact, OR=3.25 (0.76,
15.74)

0.157

Body Mass Index, Kg/m2 (median (IQR))
28.2 (24.3,
35.7)

28.2 (24.5,
35.7)

28.3 (24.0,
35.9)

Wilcoxon, W=133.0 0.914

Tumor Pathology (n (%)) 23 (69.7%) 13 (76.5%) 10 (62.5%)
Fisher’s Exact, OR=5.13 (0.11,
2.29)

0.465

Prior Angiogram w/o BV (n (%)) 11 (33.3%) 5 (29.4%) 6 (37.5%)
Fisher’s Exact, OR=1.44 (0.34,
6.41)

0.721

Standard Dosage (n (%)) 24 (72.7%) 15 (88.2%) 9 (56.2%)
Fisher’s Exact, OR=0.17 (0.02,
0.89)

0.057

Alive (n (%)) 21 (63.6%) 10 (58.8%) 11 (68.8%)
Fisher’s Exact, OR=1.54 (0.37,
6.75)

0.721

Time from 1st BV to Last Contact (months) 
(median (IQR))

20.6 (4.9,
38.8)

10.0 (2.7,
26.7)

31.3 (15.2,
48.6)

Wilcoxon, W=73.0 0.023

Time between 1st/2nd BV (weeks)  (median
(IQR))

8.4 (5.8,
19.6)

6.1 (6.1, 6.1)
9.6 (5.8,
20.7)

Wilcoxon, W=3.0 0.602

Time between 2nd/3rd BV (weeks)  (median
(IQR))

9.0 (5.7,
14.9)

26.8 (26.8,
26.8)

7.4 (4.3,
10.5)

Wilcoxon, W=4.0 0.157

TABLE 4: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Radiation
Necrosis Recurrence
This table compares patient characteristics between those with and without radiation necrosis (RN) recurrence after intra-arterial bevacizumab infusion.
Wilcoxon rank-sum tests were used for continuous variables such as age, body mass index, and time-related measures. In contrast, Fisher’s Exact test
was used for categorical variables, including gender, tumor pathology, prior angiogram without bevacizumab, standard dosage, and survival status.

Significant findings included a lower median age in patients with RN recurrence (46.5 years) than those without recurrence (63.0 years, p = 0.004).
Patients with RN recurrence had a significantly longer median time from the first bevacizumab infusion to the last contact (31.3 months) than those without
recurrence (10.0 months, p = 0.023). No significant differences were observed in gender distribution, body mass index, tumor pathology, prior angiogram,
standard dosage, or survival rate.

RN: Radiation Necrosis, BV: Bevacizumab
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Characteristics
Overall
(n=33)  

AVM: Higher
Dose (n=4)

Tumor:
Higher Dose
(n=5)

AVM:
Standard
Dose (n=6)

Tumor:
Standard Dose
(n=18)

Statistical
Test

P-
Value

Age, years (median (IQR))
52.0
(44.0,
64.0)

44.0 (37.5,
50.0)

50.0 (47.0,
64.0)

21.5 (19.5,
25.8)

62.5 (50.5, 67.5)

Kruskal-

Wallis, χ2

=13.9

0.003

Male (n (%))
12
(36.4%)

2 (50.0%) 3 (60.0%) 2 (33.3%) 5 (27.8%)
Fisher’s
Exact

0.568

Body Mass Index, Kg/m2 
(median (IQR))

28.2
(24.3,
35.7)

24.5 (22.6,
26.7)

26.9 (25.8,
31.8)

32.0 (25.1,
38.4)

29.3 (23.4, 35.7)

Kruskal-
Wallis,

χ2=2.3

0.513

Prior Angiogram w/o BV (n (%))
11
(33.3%)

4 (100.0%) 0 (0.0%) 6 (100.0%) 1 (5.6%)
Fisher’s
Exact

<0.001

RN Recurrence (n (%))
16
(48.5%)

3 (75.0%) 4 (80.0%) 3 (50.0%) 6 (33.3%)
Fisher’s
Exact

0.205

Alive (n (%))
21
(63.6%)

4 (100.0%) 3 (60.0%) 6 (100.0%) 8 (44.4%)
Fisher’s
Exact

0.023

Time from 1st BV to Last
Contact (months)  (median
(IQR))

20.6
(4.9,
38.8)

47.8 (42.5,
54.5)

20.6 (16.1,
27.7)

53.0 (32.4,
80.7)

5.6 (3.8, 16.2)

Kruskal-
Wallis,

χ2=15.2

0.002

Time between 1st/2nd BV
(weeks) (median (IQR))

8.4 (5.8,
19.6)

11.1 (6.0,
26.9)

8.4 (5.5, 12.4)
81.3 (81.3,
81.3)

4.1 (4.1, 4.1)

Kruskal-
Wallis,

χ2=3.7

0.298

Time between 2nd/3rd BV
(weeks) (median (IQR))

9.0 (5.7,
14.9)

20.9 (17.9,
23.8)

5.7 (3.0, 7.4) NA (NA, NA) NA (NA, NA)

Kruskal-
Wallis,

χ2=3.0

0.083

TABLE 5: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology
and Dosage
This table examines patient characteristics based on pathology (AVM vs. tumor) and bevacizumab dosage (Higher Dose vs. Standard Dose). Kruskal-
Wallis tests were applied to continuous variables such as age, body mass index, and time-related measures. In contrast, Fisher’s Exact test was used for
categorical variables including gender, prior angiogram without bevacizumab, RN recurrence, and survival status.

Significant findings included differences in age across the groups (p = 0.003), with the median age being lowest in AVM patients receiving the standard
dose (21.5 years) and highest in tumor patients receiving the standard dose (62.5 years). Prior angiograms without bevacizumab were significantly more
common in AVM patients (100%) compared to tumor patients (5.6%, p < 0.001). Survival rates were considerably higher in AVM patients receiving the
standard dose (100%) and higher doses (100%) compared to tumor patients receiving the standard dose (44.4%, p = 0.023). Time from the first
bevacizumab infusion to the last contact also differed significantly across groups (p = 0.002), with AVM patients on the standard dose having the longest
median time (53.0 months). In comparison, tumor patients on the standard dose had the shortest (5.6 months).

AVM: Arteriovenous Malformation, BV: Bevacizumab, RN: Radiation Necrosis
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 Characteristics
Overall
(n=33)

No
RN:AVM
(n=4)

RN:AVM
   (n=6)

No RN:Tumor
(n=13)

RN:Tumor
(n=10)

Statistical Test
P-
Value

Age, years  (median (IQR))
52.0 (44.0,
64.0)

40.0 (25.0,
54.5)

24.5 (21.2,
37.5)

65.0 (62.0,
70.0)

48.5 (46.2,
51.5)

Kruskal-Wallis,

χ2 =18.7
<0.001

Male (n (%))
12
(36.4%)

1 (25.0%) 3 (50.0%) 3 (23.1%) 5 (50.0%) Fisher’s Exact 0.506

Body Mass Index, Kg/m2  (median
(IQR))

28.2 (24.3,
35.7)

32.4 (25.5,
40.9)

25.7 (23.5,
28.9)

28.2 (20.7,
31.9)

31.6 (25.0,
36.5)

Kruskal-Wallis,

χ2 =2.1
0.542

Prior Angiogram w/o BV (n (%))
11
(33.3%)

4 (100.0%) 6 (100.0%) 1 (7.7%) 0 (0.0%) Fisher’s Exact <0.001

Standard Dosage (n (%))
24
(72.7%)

3 (75.0%) 3 (50.0%) 12 (92.3%) 6 (60.0%) Fisher’s Exact 0.143

Alive (n (%))
21
(63.6%)

4 (100.0%) 6 (100.0%) 6 (46.2%) 5 (50.0%) Fisher’s Exact 0.043

Time from 1st BV to Last Contact
(months)  (median (IQR))

20.6 (4.9,
38.8)

37.0 (26.4,
49.5)

61.4 (48.6,
84.9)

4.9 (1.9, 15.1)
18.3 (7.0,
32.8)

Kruskal-Wallis,

χ2 =17.7
0.001

Time between 1st/2nd BV (weeks) 
(median (IQR))

8.4 (5.8,
19.6)

6.1 (6.1,
6.1)

37.6 (13.5,
64.7)

NA (NA, NA)
7.3 (4.1,
9.6)

Kruskal-Wallis,

χ2 =2.2
0.326

Time between 2nd/3rd BV (weeks) 
(median (IQR))

9.0 (5.7,
14.9)

26.8 (26.8,
26.8)

14.9 (14.9,
14.9)

NA (NA, NA)
5.7 (3.0,
7.4)

Kruskal-Wallis,

χ2 =3.2
0.202

TABLE 6: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology
and Radiation Necrosis Recurrence
This table explores patient differences based on pathology (AVM vs. Tumor) and radiation necrosis recurrence (RN vs. No RN). Kruskal-Wallis tests were
used for continuous variables, including age, body mass index, and time-related measures. In contrast, Fisher’s Exact test was applied to categorical
variables such as gender, prior angiogram without bevacizumab, standard dosage, and survival status.

Significant findings included a difference in age among groups (p < 0.001), with AVM patients with RN recurrence having the youngest median age (24.5
years) and tumor patients without RN recurrence having the oldest (65.0 years). Prior angiograms without bevacizumab were significantly more frequent
in AVM patients (100%) compared to tumor patients (0%, p < 0.001). Survival rates differed substantially across groups (p = 0.043), with AVM patients in
both RN and No RN groups having 100% survival, whereas survival was lower in tumor patients. Time from the first bevacizumab infusion to last contact
was also significantly different across groups (p = 0.001), with AVM patients with RN recurrence having the longest time (61.4 months) compared to tumor
patients without RN recurrence (4.9 months).

RN: Radiation Necrosis, AVM: Arteriovenous Malformation, BV: Bevacizumab

Age (OR = 0.84, 95% CI: 0.74 to 0.95, p = 0.00587), tumor pathology (OR = 138.65, 95% CI: 1.36 to 14108.16, p
= 0.03509), and BV dosage (OR = 0.011, 95% CI: 0.0001 to 0.58, p = 0.02420) were significant predictors of RN
recurrence. These findings reflect that older age is associated with a lower likelihood of RN recurrence,
patients with tumors have a substantially increased likelihood of RN recurrence, and the standard dose of
BV is more effective in reducing RN recurrence rates. Kaplan-Meier plots for overall survival did not
demonstrate increased survival probability by either BV dose (standard vs higher dose) (p = 0.93) or by BMI
(low vs high BMI with a median cutoff of 28.3) (p = 0.616).

Discussion
Several studies have reported the use of IV BV in treating RN in primary and metastatic brain tumors [1, 3, 6,
7, 9-13, 15-22]. In 2007, Gonzalez and colleagues were the first to report utilizing IV BV in eight patients
with malignant brain tumors who developed RN [16]. All patients demonstrated a reduction in both MRI
FLAIR abnormalities and T1-weighted post-Gd-contrast abnormalities. There was also a decline in daily
dexamethasone consumption. In Khan and colleagues’ systematic review and meta-analysis of 89 patients
treated with IV BV for brain RN, 83 (93%) patients recorded a radiographic response to BV, while six (6.7%)
had progressive disease [12]. Seventy-three patients demonstrated mean volume reductions on gadolinium-
enhanced T2 and T2-weighted fluid-attenuated inversion recovery (FLAIR) MRIs. A total of 85 patients
presented with neurological symptoms due to RN (headaches, limb weaknesses, cognitive function, gait
problems). After IV BV, nine (10%) patients had stable symptoms, 39 (48%) had improved, and 34 (40%)
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patients had complete resolution of their symptoms. Dexamethasone was discontinued or reduced in 30
(97%) of 31 patients who had a recorded dosage before and after BV. Only one study in Khan and colleagues’
review reported a recurrence rate; 10 of 13 responders had an RN recurrence [12, 21]. Five studies (63
patients) reported adverse events after IV BV, with hypertension and mild allergy as the most common. The
most common dose of IV BV was 5-10 mg/kg, and the mean number of treatment cycles completed ranged
from 2-6 cycles. Follow-up ranged from 3.3 to 22.7 months. Khan and colleagues concluded that IV BV
provides a radiographic response and clinical improvement without any serious adverse events [12]. 

In Delishaj and colleagues’ systematic review of 125 patients in 21 studies treated with IV BV for brain RN,
low-dose IV BV was effective in improving both the clinical (114 [91.2%] patients) and radiographic (122
[97.6%] patients) response [2]. Similar to Khan et al., the most common adverse event of IV BV was
hypertension, and the majority (97%) of patients reduced their steroid use after IV BV. The most frequent IV
BV dose was 7.5 mg/kg for 2 weeks with a median of four cycles. The median follow-up was 8 months. In Liao
and colleagues’ systematic review of 236 patients in 12 studies who received IV BV for brain RN, clinical
outcomes and cognitive function were improved in most patients [13]. Neurocognitive improvement was
significantly better after 2 months of treatment in patients who received IV BV than in those given
corticosteroids. A total of 46 (34%) responding patients (34%) had a recurrence. 

While most studies in the extant literature treated patients with more than one cycle of IV BV for primary
and metastatic brain tumors with RN, Voss and colleagues reported one administration of IV BV in 11
patients (11: gliomas, one: breast cancer brain metastasis) [8]. Eight patients received 7.5 mg/kg; three
patients received 10 mg/kg. Nine of 10 patients who underwent a brain MRI had marked reduction of edema
at first follow-up. Dexamethasone was discontinued in six patients, while the other had a significant dose
reduction. One patient sustained a pulmonary artery embolism 2 months after being treated with IV BV. The
median time to treatment failure of any cause was 3 months. 

Approximately 20% of patients with an AVM cannot undergo safe and effective surgical intervention due to
the size, location, and characteristics of the AVM such as a large nidus, deep venous drainage, and eloquent
location [14]. Therefore, SRS is an attractive therapeutic option for these patients [23]. While high-radiation
doses are utilized to increase AVM obliteration rates, complications such as hemorrhage and RN may ensue
[24]. RN-induced side effects depend on the anatomic location of the AVM and include headaches, paralysis,
and ataxia [24]. A high expression of VEGF has been reported in brain AVMs [25]. Few studies have described
the use of IV BV in AVMs, either to treat the AVM itself [14, 25] or the cerebral necrosis induced by
radiotherapy of the AVM [24, 26-28]. Patients with an AVM treated with IV BV attained significant
improvement of symptoms and radiological findings without adverse events [14, 24, 26-28]. The RN
associated with post-SRS treated AVMs improves with concomitant symptomatic improvement. 

IA BV delivery has been used in the past in the management of glioblastoma multiforme (GBM) [29]. This
was performed via superselective delivery of the drug to the arteries supplying the tumor, resulting in a
narrow volume of distribution. In our opinion, this approach misses the mark. In a patient with GBM, it is
known that there are malignant tumor cells infiltrating well beyond the confines of the visible enhancing
mass. It stands to reason that performing a less selective delivery of BV to the entire hemisphere would be
more efficacious. This is the rationale for our approach involving administration of BV in a less selective
manner into the appropriate large artery (internal carotid or vertebral arteries or both). Our aim was the
delivery of BV to the RN and all of the surrounding brain containing vasogenic edema.

We have previously reported the IA delivery of BV for RN in patients with metastatic brain tumors and AVMs
[4, 5]. To minimize the systemic toxicity of IV BV, a single IA infusion of 2.5 mg/kg BV was administered. In
our case series with two pediatric patients with cerebral AVMs who developed RN after SRS, the patients had
significant and durable clinical radiographic response with a mean follow-up duration of 8.5 months. Both
patients attained resolution of their intractable headaches and were weaned off steroids. There was also a
greater than 70% reduction in cerebral edema. In our phase II trial (NCT02819479) of 10 patients (eight:
AVM, one: meningioma, one: metastatic non-small cell lung cancer (NSCLC)) with cerebral RN who were
treated with IA BV, RN volume decreased by 74%, edema volume decreased by 50%, and headaches
decreased by 84% among eight patients without RN recurrence at 12 months. No patients had been treated
with IV BV prior to the IA BV infusion. Two patients experienced RN recurrence and underwent further
medical or surgical treatment at 10 and 11 months, respectively, after BV infusion. There were no adverse
events attributed to BV alone. 

Strengths and limitations of the current study
Our present study with 33 patients treated with IA BV for cerebral RN is the largest, to our knowledge, in the
literature. All patients experienced significant clinical and radiological improvement following the initial IA
BV infusion. No patients reported serious adverse events, which is common with IV BV. However, this
positive attribute of IA BV had a trade-off: a high number of RN recurrences in approximately half of the
patients. Almost one-third of patients underwent a second IA BV infusion. IA BV is a valuable alternative for
patients who have a contraindication to IV BV, as one-third of patients in the current study were unable to
be treated with IV BV. Limitations of the present study include its retrospective nature, the small number of
patients, and the heterogeneity of the patients’ underlying brain lesion. Additional limitations are the case
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series level data, which was subject to bias.

Conclusions
Cerebral RN is an inflammatory process that may ensue after radiotherapy for a primary or metastatic brain
tumor or AVM. A single infusion dose of IA BV is a safe and efficacious option to treat cerebral RN. Our study
highlighted 33 patients with imaging-confirmed brain RN who underwent at least one IA BV infusion over a
9-year duration. IA infusion of BV was well-tolerated by all patients in our study, with significant clinical
and radiological improvement for a mean duration of 23 months. All patients experienced either complete
relief or significant symptom improvement after the IA IV infusion. Age, tumor pathology, and BV dosage
were significant predictors of RN recurrence. Prospective, randomized studies are warranted to evaluate the
efficacy of IA BV in treating cerebral RN in patients with primary and metastatic brain tumors and AVMs. 

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Lisa B. Shields, Robert J. Kadner, Mahan Ghiassi, Christopher T. Shelburne, Michael
W. Daniels, Shervin R. Dashti

Acquisition, analysis, or interpretation of data:  Lisa B. Shields, Robert J. Kadner, Mahan Ghiassi,
Christopher T. Shelburne, Michael W. Daniels, Shervin R. Dashti

Drafting of the manuscript:  Lisa B. Shields

Critical review of the manuscript for important intellectual content:  Lisa B. Shields, Robert J. Kadner,
Mahan Ghiassi, Christopher T. Shelburne, Michael W. Daniels, Shervin R. Dashti

Supervision:  Lisa B. Shields, Christopher T. Shelburne, Shervin R. Dashti

Disclosures
Human subjects: Consent for treatment and open access publication was obtained or waived by all
participants in this study. University of Louisville Institutional Review Board issued approval 23.0750. The
University of Louisville Institutional Review Board determined that this study was exempt according to 45
CFR 46.101(b). Animal subjects: All authors have confirmed that this study did not involve animal subjects
or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare
the following: Payment/services info: All authors have declared that no financial support was received
from any organization for the submitted work. Financial relationships: All authors have declared that they
have no financial relationships at present or within the previous three years with any organizations that
might have an interest in the submitted work. Other relationships: All authors have declared that there are
no other relationships or activities that could appear to have influenced the submitted work.

References
1. Boothe D, Young R, Yamada Y, Prager A, Chan T, Beal K: Bevacizumab as a treatment for radiation necrosis

of brain metastases post stereotactic radiosurgery. Neuro Oncol. 2013, 15:1257-63. 10.1093/neuonc/not085
2. Delishaj D, Ursino S, Pasqualetti F, Cristaudo A, Cosottini M, Fabrini MG, Paiar F: Bevacizumab for the

treatment of radiation-induced cerebral necrosis: a systematic review of the literature. J Clin Med Res. 2017,
9:273-80. 10.14740/jocmr2936e

3. Below JA, Khan A, Brahim A, Raez LE, Izquierdo P: Evaluation of outcomes in patients who received
bevacizumab for the treatment of brain radionecrosis. J Hematol Oncol Pharm. 2023, 13:72-6.

4. Dashti SR, Spalding A, Kadner RJ, Yao T, Kumar A, Sun DA, LaRocca R: Targeted intraarterial anti-VEGF
therapy for medically refractory radiation necrosis in the brain. J Neurosurg Pediatr. 2015, 15:20-5.
10.3171/2014.9.PEDS14198

5. Dashti SR, Kadner RJ, Folley BS, et al.: Single low-dose targeted bevacizumab infusion in adult patients with
steroid-refractory radiation necrosis of the brain: a phase II open-label prospective clinical trial. J
Neurosurg. 2022, 137:1676-86. 10.3171/2022.2.JNS212006

6. Li J, He J, Cai L, et al.: Bevacizumab as a treatment for radiation necrosis following stereotactic radiosurgery
for brain metastases: clinical and radiation dosimetric impacts. Ann Palliat Med. 2021, 10:2018-26.
10.21037/apm-20-2417

7. Patel U, Patel A, Cobb C, Benkers T, Vermeulen S: The management of brain necrosis as a result of SRS
treatment for intra-cranial tumors. Trans Cancer Res. 2014, 3:373-82. 10.3978/j.issn.2218-676X.2014.07.05

8. Voss M, Wenger KJ, Fokas E, Forster MT, Steinbach JP, Ronellenfitsch MW: Single-shot bevacizumab for
cerebral radiation injury. BMC Neurol. 2021, 21:77. 10.1186/s12883-021-02103-0

9. Lee SH, Choi JW, Kong DS, Seol HJ, Nam DH, Lee JI: Effect of bevacizumab treatment in cerebral radiation
necrosis : investigation of response predictors in a single-center experience. J Korean Neurosurg Soc. 2023,
66:562-72. 10.3340/jkns.2022.0229

 

2025 Shields et al. Cureus 17(3): e80522. DOI 10.7759/cureus.80522 13 of 14

https://dx.doi.org/10.1093/neuonc/not085
https://dx.doi.org/10.1093/neuonc/not085
https://dx.doi.org/10.14740/jocmr2936e
https://dx.doi.org/10.14740/jocmr2936e
https://openurl.ebsco.com/EPDB%3Agcd%3A8%3A26132344/detailv2?sid=ebsco%3Aplink%3Ascholar&id=ebsco%3Agcd%3A163779854&crl=c&link_origin=scholar.google.com
https://dx.doi.org/10.3171/2014.9.PEDS14198
https://dx.doi.org/10.3171/2014.9.PEDS14198
https://dx.doi.org/10.3171/2022.2.JNS212006
https://dx.doi.org/10.3171/2022.2.JNS212006
https://dx.doi.org/10.21037/apm-20-2417
https://dx.doi.org/10.21037/apm-20-2417
https://dx.doi.org/10.3978/j.issn.2218-676X.2014.07.05
https://dx.doi.org/10.3978/j.issn.2218-676X.2014.07.05
https://dx.doi.org/10.1186/s12883-021-02103-0
https://dx.doi.org/10.1186/s12883-021-02103-0
https://dx.doi.org/10.3340/jkns.2022.0229
https://dx.doi.org/10.3340/jkns.2022.0229


10. Levin VA, Bidaut L, Hou P, et al.: Randomized double-blind placebo-controlled trial of bevacizumab therapy
for radiation necrosis of the central nervous system. Int J Radiat Oncol Biol Phys. 2011, 79:1487-95.
10.1016/j.ijrobp.2009.12.061

11. Zhuang H, Shi S, Yuan Z, Chang JY: Bevacizumab treatment for radiation brain necrosis: mechanism,
efficacy and issues. Mol Cancer. 2019, 18:21. 10.1186/s12943-019-0950-1

12. Khan M, Zhao Z, Arooj S, Liao G: Bevacizumab for radiation necrosis following radiotherapy of brain
metastatic disease: a systematic review &amp; meta-analysis. BMC Cancer. 2021, 21:167. 10.1186/s12885-
021-07889-3

13. Liao G, Khan M, Zhao Z, Arooj S, Yan M, Li X: Bevacizumab treatment of radiation-induced brain necrosis: a
systematic review. Front Oncol. 2021, 11:593449. 10.3389/fonc.2021.593449

14. Muster R, Ko N, Smith W, et al.: Proof-of-concept single-arm trial of bevacizumab therapy for brain
arteriovenous malformation. BMJ Neurol Open. 2021, 3:e000114. 10.1136/bmjno-2020-000114

15. Vaios EJ, Batich KA, Buckley AF, et al.: Resolution of radiation necrosis with bevacizumab following
radiation therapy for primary CNS lymphoma. Oncotarget. 2022, 13:576-82. 10.18632/oncotarget.28222

16. Gonzalez J, Kumar AJ, Conrad CA, Levin VA: Effect of bevacizumab on radiation necrosis of the brain . Int J
Radiat Oncol Biol Phys. 2007, 67:323-6. 10.1016/j.ijrobp.2006.10.010

17. Moore A, Yust-Katz S, Icht O, et al.: Bevacizumab for stereotactic radiosurgery-induced radiation necrosis in
patients with non-small cell lung cancer treated with immune check-point inhibitors. J Neurol Sci. 2021,
427:117556. 10.1016/j.jns.2021.117556

18. Roberto K, Tyono I, Soliman H, Sahgal A, Perry J, Lim-Fat MJ: Bevacizumab for symptomatic radiation
necrosis in brain metastases: outcomes from a single-center retrospective analysis. Neurooncol Adv. 2023,
5:i5. 10.1093/noajnl/vdad071.018

19. Sadraei NH, Dahiya S, Chao ST, et al.: Treatment of cerebral radiation necrosis with bevacizumab: the
Cleveland clinic experience. Am J Clin Oncol. 2015, 38:304-10. 10.1097/COC.0b013e31829c3139

20. Wong ET, Huberman M, Lu XQ, Mahadevan A: Bevacizumab reverses cerebral radiation necrosis . J Clin
Oncol. 2008, 26:5649-50. 10.1200/JCO.2008.19.1866

21. Zhuang H, Yuan X, Zheng Y, et al.: A study on the evaluation method and recent clinical efficacy of
bevacizumab on the treatment of radiation cerebral necrosis. Sci Rep. 2016, 6:24364. 10.1038/srep24364

22. Zhuang H, Zhuang H, Shi S, Wang Y: Ultra-low-dose bevacizumab for cerebral radiation necrosis: a
prospective phase II clinical study. Onco Targets Ther. 2019, 12:8447-53. 10.2147/OTT.S223258

23. Turner RC, Lucke-Wold BP, Josiah D, Gonzalez J, Schmidt M, Tarabishy AR, Bhatia S: Stereotactic
radiosurgery planning based on time-resolved CTA for arteriovenous malformation: a case report and
review of the literature. Acta Neurochir (Wien). 2016, 158:1555-62. 10.1007/s00701-016-2874-5

24. Kwong F, Scarpelli DB, Barajas RF, Monaco D, Tanyi JA, McClelland S, Jaboin JJ: Resolution of radiation-
induced necrosis in arteriovenous malformation with bevacizumab: a case report and review of current
literature. Case Rep Neurol. 2021, 13:297-304. 10.1159/000513560

25. Cooke DL, Kim H, Smith W, et al.: Bevacizumab therapy for brain arteriovenous malformations . Stroke.
2017, 48:445. 10.1161/str.48.suppl_1.tp445

26. Preuss M, Hirsch W, Hoffmann KT, et al.: Effectiveness of bevacizumab for radiation-induced cerebral
necrosis in children. Pediatr Neurosurg. 2013, 49:81-5. 10.1159/000357447

27. Uysal E, Başkurt O, Avcı İ, Peker HO, Çelik SE: Late recovery of stereotactic radiosurgery induced
perilesional edema of an arteriovenous malformation after bevacizumab treatment. Br J Neurosurg. 2021,
35:22-6. 10.1080/02688697.2020.1742294

28. Williams BJ, Park DM, Sheehan JP: Bevacizumab used for the treatment of severe, refractory perilesional
edema due to an arteriovenous malformation treated with stereotactic radiosurgery. J Neurosurg. 2012,
116:972-7. 10.3171/2012.1.JNS111627

29. Ellis JA, Banu M, Hossain SS, Singh-Moon R, Lavine SD, Bruce JN, Joshi S: Reassessing the role of intra-
arterial drug delivery for glioblastoma multiforme treatment. J Drug Deliv. 2015, 2015:405735.
10.1155/2015/405735

 

2025 Shields et al. Cureus 17(3): e80522. DOI 10.7759/cureus.80522 14 of 14

https://dx.doi.org/10.1016/j.ijrobp.2009.12.061
https://dx.doi.org/10.1016/j.ijrobp.2009.12.061
https://dx.doi.org/10.1186/s12943-019-0950-1
https://dx.doi.org/10.1186/s12943-019-0950-1
https://dx.doi.org/10.1186/s12885-021-07889-3
https://dx.doi.org/10.1186/s12885-021-07889-3
https://dx.doi.org/10.3389/fonc.2021.593449
https://dx.doi.org/10.3389/fonc.2021.593449
https://dx.doi.org/10.1136/bmjno-2020-000114
https://dx.doi.org/10.1136/bmjno-2020-000114
https://dx.doi.org/10.18632/oncotarget.28222
https://dx.doi.org/10.18632/oncotarget.28222
https://dx.doi.org/10.1016/j.ijrobp.2006.10.010
https://dx.doi.org/10.1016/j.ijrobp.2006.10.010
https://dx.doi.org/10.1016/j.jns.2021.117556
https://dx.doi.org/10.1016/j.jns.2021.117556
https://dx.doi.org/10.1093/noajnl/vdad071.018
https://dx.doi.org/10.1093/noajnl/vdad071.018
https://dx.doi.org/10.1097/COC.0b013e31829c3139
https://dx.doi.org/10.1097/COC.0b013e31829c3139
https://dx.doi.org/10.1200/JCO.2008.19.1866
https://dx.doi.org/10.1200/JCO.2008.19.1866
https://dx.doi.org/10.1038/srep24364
https://dx.doi.org/10.1038/srep24364
https://dx.doi.org/10.2147/OTT.S223258
https://dx.doi.org/10.2147/OTT.S223258
https://dx.doi.org/10.1007/s00701-016-2874-5
https://dx.doi.org/10.1007/s00701-016-2874-5
https://dx.doi.org/10.1159/000513560
https://dx.doi.org/10.1159/000513560
https://dx.doi.org/10.1161/str.48.suppl_1.tp445
https://dx.doi.org/10.1161/str.48.suppl_1.tp445
https://dx.doi.org/10.1159/000357447
https://dx.doi.org/10.1159/000357447
https://dx.doi.org/10.1080/02688697.2020.1742294
https://dx.doi.org/10.1080/02688697.2020.1742294
https://dx.doi.org/10.3171/2012.1.JNS111627
https://dx.doi.org/10.3171/2012.1.JNS111627
https://dx.doi.org/10.1155/2015/405735
https://dx.doi.org/10.1155/2015/405735

	Intra-arterial Bevacizumab in Adult Patients With Steroid-Refractory Cerebral Radiation Necrosis: An Observational Study of Clinical Indications and Outcomes
	Abstract
	Background
	Materials and methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Participants
	Surgical technique of IA BV infusion
	Outcomes
	FIGURE 1: Pretreatment and Posttreatment MRI Scans of the Brain in a Patient with a Hemangiopericytoma
	FIGURE 2: Pretreatment and Posttreatment MRI Scans of the Brain in a Patient with an Arteriovenous Malformation

	Statistical analysis

	Results
	Clinical characteristics
	TABLE 1: Demographics of Patients Who Underwent Intra-Arterial Bevacizumab Infusion.
	TABLE 2: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology

	Treatment prior to IA BV infusion
	IA BV infusion
	TABLE 3: Treatment and Follow-Up of Patients Who Underwent Intra-Arterial Bevacizumab Infusion

	Follow-up after the initial IA BV infusion
	TABLE 4: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Radiation Necrosis Recurrence
	TABLE 5: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology and Dosage
	TABLE 6: Patients Who Underwent Intra-Arterial Bevacizumab Infusion Stratified by Pathology and Radiation Necrosis Recurrence


	Discussion
	Strengths and limitations of the current study

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


