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WHAT IS THE AIM OF THE EBRT? 

 Increased dose than 

either individually 

 Massage out cold 

spots 

 SV coverage 

 Nodal coverage  

 mpMRI and targeted 

biopsy  greater 

tumour identification 

 Peri-prostatic 

coverage helped by 

stranded seeds 

 150-200% dose to 

tumour – high BED 

EBRT LDR 



SOME LEVEL 1 EVIDENCE TO HELP US 



BACKGROUND 2003 

 

 

 

 Intermediate risk patients were treated by XRT 

alone or in combination with brachytherapy but 

not brachytherapy alone 

 

 Hypothesis is that patients treated by XRT + 

brachytherapy will have 10% improvement in 

FFP @ 5 years compared to brachytherapy alone 

 

 



ELIGIBILITY CRITERIA 

 T1-T2b  

 PS 0-1 

 One of the following 

 Gleason 2-6 and PSA ≥10 and <20 

 Gleason 7 and PSA <10 

 Prostate volume <60cc 

 No prior ADT < 2 or >6 months prior to 

randomisation 

 IPSS <16 

 No metastases or suspicious nodes 

 

 

 

 

 



RTOG 0232: STUDY SCHEMA 

 

89% 



RADIATION PLANNING AND DOSES 

 

 

 

 

 

 

 

•External Beam- Prostate & SV , nodes optional 

•PTV = CTV +0.5-1.0cm 

•Dose PTV>98%, 25# of 1.8Gy to 45Gy 

• 43% IMRT 

•Brachytherapy 2-4 weeks later 

•PTV defined by TRUS and PTV = CTV + 2-5mm 



RTOG 0232 ACCRUAL SUMMARY 

 

 



RESULTS -FREEDOM FROM PROGRESSION 

 

 

EBRT & Brachytherapy 85% @5yrs 

 

Brachytherapy alone 86% @5yrs 



ADVERSE EVENTS 

 

 

Late  grade 2 & 3 AE’s significantly greater with combination 

Especially increased GU toxicity 7% v 3% 



CONCLUSIONS- TRIAL COMMENTS 

 Among men with intermediate risk prostate cancer 
the addition of external beam to brachytherapy did 
not result in superior freedom from progression 
compared to brachytherapy alone at 5 years 

 Toxicity was limited for both groups however fewer 
late effects (mostly GU 3% v 7%) with 
brachytherapy alone 

 Implications for practice: men with intermediate 
risk may well be managed by brachytherapy 
alone 

 Sub set analysis required to assess if true for 
unfavourable intermediate risk patients 

 Longer FU required to make sure of durability of 
findings 

 



MY CONCLUSIONS 

 
EBRT & Brachytherapy for 

favourable intermediate risk 

disease 

Increased gas 

and rectal 

problems 
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MY CONCLUSIONS 

EBRT & Brachytherapy for favourable 

intermediate risk disease 

Increased gas 

and rectal 

problems 

Increased 

dysuria 

Can land you 

in trouble 



WHAT WE NEED IS BETTER PATIENT 

STRATIFICATION  



IMMORTAL DECLARATION- DECLARATION 

OF INDEPENDENCE - 1776 
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THEY ARE ALL SPIDERS BUT WHICH 

ONES CAN KILL YOU? 



RECENT PUBLICATION 



Study Cohort split 60:40 training v validation 

ISUP grade Grouping = 

prognostic score 



Creation of 5 risk groups 



Better PCSM discrimination than 

NICE 





Real world validation; simple stratification to use 

in UK unscreened population  



HOW TO IMPROVE IT FURTHER 

 Inclusion of mpMRI staging  (PSMA-PET) 

 Image guided biopsies 

 Improved staging/ cancer detection 

 Include all cause mortality not just PCSM via age 

and co-morbidity stratifications 

 Competing risk v benefits of treatment 

 Molecular signatures 

 gene signatures , 17, 22, 30, 40 etc 

 Commercially available (Decipher, Oncotype DX, 

Polaris)  

 Concordance Index very similar to above 0.75-0.79 

range 



‘MAKE PATIENT SELECTION GREAT AGAIN’ 


