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Abstract
Advances in conformal radiotherapy techniques such as IG-IMRT have
improved local tumor control and survival rates while decreasing GI and GU
toxicities compared to 3D-CRT. However, the question remains if further dose
escalation could improve the PSA relapse-free survival rate beyond 70% for highrisk patients? Treatment of high-risk patients using IG-IMRT remains challenging
as these patients may present with occult distant disease. The potential benefits
of high-dose rate (HDR) brachytherapy (BT) for localized prostate cancer are
two folds: dose escalation to the target with possible boosting of the regions
known to contain disease; and dose sparing to the urethra, bladder, rectum,
and neuro-vascular bundles. Available clinical data for the use of HDR BT a
boost or monotherapy confirm that HDR BT is capable of delivering a conformal,
radiobiologically effective, very high radiation dose to the targeted tumor region
without compromising gastrointestinal and genitourinary dose constraints.
MRI-guided HDR BT potentially allows clinicians to deliver adaptive radiation
to high-risk tumor subvolumes including the dominant intraprostatic legion, or
even areas of recurrence. In addition, MRI-guided HDR offers a therapeutic
advantage for those patients with visualized extra-capsular disease extension,
as extra-capsular disease may be included in the radiation target volume.
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Introduction
Prostate cancer is the second leading cause of cancer death in
men [1]. Approximately 60% to 70% of men with newly diagnosed
adenocarcinoma of the prostate present with organ-confined
disease. For locoregional prostate cancer, relapses mostly happen
at the original tumor location within the planning target volume
(PTV) [2,3]. Furthermore, several investigators have demonstrated
that local relapse is associated with a significant increase in the risk
of metastatic disease [4,5], and have suggested a cause-and-effect
relationship between these phenomena [5,6]. Firm clinical evidence
exists supporting the contention that local tumor control can be
enhanced through radiation dose escalation for localized prostate
cancer [7,8]. However, bladder and rectum dose constraints are
limiting factors due to dose escalation. Therefore, techniques allowing
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increased conformality of radiation delivery to the prostate have been
investigated [9].
It is worthwhile to revisit the risk classifications for prostate cancer
[9]. The definition of low risk most often includes those patients with
a Gleason score of 6 or less, a prostate-specific antigen (PSA) of 10
or less, and patients with stage T2a or less disease. Intermediate risk
patients generally have up to Gleason score 7 disease with a PSA
up to 20 and palpable tumor though stage T2b. High risk patients
generally either have a Gleason score of 8 or above, a PSA above 20,
or advanced disease beyond T2b.
The potential benefits of high-dose rate (HDR) brachytherapy
(BT) for localized prostate cancer are two folds: dose escalation to the
PTV with possible boosting of the regions known to contain disease;
and dose sparing to the urethra, bladder, rectum, and neuro-vascular
bundles. The intermediate risk subgroup of localized prostate cancer
patients are expected to benefit the most from HDR BT. While dose
escalation may increase local control for patients with high-risk
disease, these patients likewise have a greater tendency to have occult
regional or distant metastatic disease ultimately leading to treatment
failure.
Limitations of image-guided intensity modulated radiation
therapy alone
The advent of image-guided intensity-modulated radiation
therapy (IG-IMRT) allowed clinicians to escalate dose while
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minimizing normal tissue toxicity (9), in particular gastrointestinal
(GI) toxicity. Per one report, the 3-year actuarial rate of late grade
2-3 rectal bleeding was 3% for IG-IMRT (81 Gy) as compared to
17% for 3-dimensional conformal radiotherapy (3DCRT) (75.6
Gy) (p < 0.001). Acute and late genitourinary (GU) toxicities were
not significantly different between 3DCRT and IG-IMRT [10].
The actuarial PSA relapse-free survival was improved through all
prognostic groups, from 81% to 98% for low-risk patients; from 60%
to 87% for intermediate-risk; and from 42% to 70% for high-risk.
In an attempt to improve the high-risk group’s relapse-free survival
rate, dose escalation up to 86.4 Gy was subsequently performed.
Unfortunately, a significant increase (1% vs. 8% between 81 Gy
and 86.4 Gy) in the 3-year actuarial rate of late grade 2 to 3 rectal
toxicity was found (p = 0.008) [11]. For all 772 localized prostate
cancer patients who received 81 to 86.4 Gy by IG-IMRT, <1% grade
3 and 4 late GI and GU toxicities were observed, while 1.5 % and
9.5% grade 2 late toxicities were recorded for GI and GU, respectively.
Mohammed et al. recently reported a comparison of acute and late
toxicities observed among IG-IMRT, monotherapy low-dose rate
(LDR) prostate seed implant (PSI), and external beam radiotherapy
(EBRT) + HDR BT. Three-year rates of rectal bleeding of 0.9%, 20%,
and 6% (p < 0.001) for LDR PSI, IG-IMRT, and EBRT+HDR BT,
respectively, were seen.
In summary, advances in conformal radiotherapy techniques
such as IG-IMRT have improved local tumor control and survival
rates while decreasing GI and GU toxicities compared to 3D-CRT.
However, the question remains if further dose escalation could
improve the PSA relapse-free survival rate beyond 70% for highrisk patients? Treatment of high-risk patients remains challenging as
these patients may present with occult distant disease. Improvement
in imaging techniques such as C11-choline PET/CT may help to
identify those patients who would benefit from local dose escalation
[12].
HDR for localized Prostate Cancer: EBRT+HDR or HDR
monotherapy
HDR prostate brachytherapy (BT) is one of the techniques
used to deliver conformal, high dose radiation to the prostate while
sparing organs-at-risk (OAR) [13]. The majority of clinical data for
HDR prostate BT is related to its application as a radiotherapy boost
in combination with EBRT [14,15] for intermediate and high-risk
prostate cancer. Clinical data reported by Galalae et al. for HDR BT
are promising. A 2-year biochemical disease-free survival (bDFS)
of 89% and a bDFS of 63% at 5 years was reported for a series of
patients with a PSA >= 10, T stage >= T2b, and Gleason score >= 7
[16,17]. Notably, the 5-year biochemical control rate was 85% in the
group of patients who had 2–3 poor prognostic factors that received
a biologically equivalent dose (BED) of greater than 94 Gy1.2 [18]. The
authors found dose escalation was beneficial for patients with two and
three poor prognostic factors (p = 0.022 and < 0.001). Patients with
only one poor prognostic factor did not benefit from dose escalation
[18]. Given the often slow clinical progression of prostate cancer
and time to recurrence, Martinez et al. importantly confirmed that
a benefit to dose escalation persists out to 10 years [18,19]. Clinical
studies comparing very high-dose IMRT versus combination EBRT
and HDR BT have concluded that EBRT with HDR BT provides
improved tumor control over EBRT alone. At three years, the bDFS
Submit your Manuscript | www.austinpublishinggroup.com

Austin Publishing Group

rate was 93% (EBRT with HDR BT) vs. 67% (EBRT alone) for highrisk patients [20]. Multi-institutional studies such RTOG 0321 have
since investigated HDR BT in combination with EBRT for patients
with intermediate and high-risk prostate cancer in order to determine
the long-term role, morbidity, and efficacy of combination treatments.
As a monotherapy for localized prostate cancer, reported clinical
outcomes for HDR BT [21,22] are confined to a limited number
of institutions with no multi-institutional or phase II/III studies
available. Yoshioka et al. showed favorable 3-year PSA failurefree rates for intermediate- and high-risk groups of 89% and 77%,
respectively [21]. However, the 5-year PSA failure-free rate for the
high risk group was 70%, leading to open questions of whether these
patients would benefit from treatment of the regional nodes and the
role of androgen deprivation in combination with the brachytherapy
modality. The patients reported in the data of Demanes et al. [22]
were mainly low-risk or low-intermediate-risk (99.98%: 293 patients
and 298 patients, respectively). There were only 4 patients with highintermediate risk disease and 1 patient with high-risk disease, and
highly favorable 8-year biochemical control rates of 97% were seen. It
is noted that the feasibility and clinical benefits of monotherapy HDR
have not been validated for the high risk group [21].
Available clinical data for the use of HDR BT a boost or
monotherapy confirm that HDR BT is capable of delivering a
conformal, radiobiologically effective, very high radiation dose to
the targeted tumor region without compromising GI and GU dose
constraints. Wilder et al. found no significant difference in toxicities
between the two treatment groups of EBRT plus HDR BT vs. EBRT
alone [20]. Low Grade 3 or higher toxicities have been reported.
Wilder et al. reported 1% GU toxicities and 0% GI toxicities [20].
Vargas et al. reported 5.1% Grade 3 and 1.5% Grade 4 combined
GU and GI toxicities [23]. Other series report between 7% and 12%
Grade 3 GU toxicities [24-26]. However, Grades 1 and 2 toxicities are
significant, especially for GU cancers. A range of between 20% and
72% Grade 1 and 2 GU side effects were reported with an observed
7% of GI side effects [20,24,26,27]. Mohammed et al. reported a
significant increase in acute Grade 2 GI or GU toxicities for patients
receiving a combination of EBRT and HDR BT. Toxicities were 35%,
49%, and 55% for LDR PSI, IG-IMRT, and combined EBRT and HDR
BT, respectively (p < 0.001) [28]. Late GU toxicities Grade 2 or higher
were present in 22%, 21%, and 28% for patients receiving LDR PSI,
IG-IMRT, and EBRT with HDR BT (p = 0.01). Patients receiving
combination therapy were more likely to experience urethral
strictures and urinary retention, while patients who received LDR PSI
commonly experienced dysuria.
Firm clinical evidence exists showing that radiation dose
reduction to normal tissue is linked with a reduction in acute and
late toxicities [24,26,29,30]. An HDR BT boost, combined with EBRT,
has shown promising clinical outcomes emphasizing brachytherapy’s
intrinsic benefit of providing localized, conformal dose escalation.
HDR BT has a potential radiobiologic advantage over LDR PSI or
EBRT (e.g. IG-IMRT) owing to prostate cancer’s low α/β ratios
(the currently accepted values are 1.2–1.5 [31]). However, patients
who receive HDR brachytherapy do experience increased low-tomoderate urinary frequency or urgency [23].
The use of magnetic resonance imaging (MRI) in combination
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with HDR BT provides physiological and functional information
that surpasses the anatomical data obtained from computerized
tomography (CT) [32-36]. MRI-guided prostate BT was first described
in the late 1990s [36] in which an LDR PSI was performed in a very low
magnetic field (0.5 Tesla) MRI scanner. The early experience of MRIguided BT enabled maximizing dosimetric coverage to the dominant
intraprostatic legion (DIL) with the goal of decreasing acute urinary
morbidity and long-term side effects such as erectile dysfunction and
proctitis [13]. MRI-guided HDR implantation for localized prostate
cancer is gaining interest due to advances in MR, including highresolution and functional imaging. MRI-guided HDR brachytherapy
potentially allows clinicians to deliver adaptive radiation to high-risk
tumor subvolumes including the DIL, or even areas of recurrence
[32-35]. The location of the DIL may be obtained from MRI using
techniques such as magnetic resonance spectroscopic imaging
(MRSI) or dynamic-contrast enhanced MRI [32-35]. In addition,
MRI-guided HDR offers a therapeutic advantage for those patients
with visualized extra-capsular disease extension, as extra-capsular
disease may be included in the radiation target volume [32]. Also, the
urethra and distal urethral muscles are more easily identified on MRI
than on ultrasound (US) [32], allowing for dosimetry to minimize
radiation to these structures. The significant reduction of interobserver and even intra-observer variability in prostate delineation
is an additional reported benefit of MRI-guided HDR over CT-based
HDR [37]. The avoidance of neurovascular and erectile tissue that has
been performed with EBRT using co-registered MRI-based anatomic
delineation [38,39] is expected to be feasible using MRI-guided HDR.
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The rationale for low-dose rate prostate seed implants for
small tumors and high-risk tumors
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5: 23.

The clinical outcomes for intermediate and high-risk disease
when LDR PSI is performed using palladium-103 (Pd-103) [25] or
iodine-125 (I-125) have been examined [40]. Using Pd-130, fiveyear PSA control rates of 82% and 65% were seen for intermediate
and high-risk groups [25], respectively. Similarly using I-125 [40],
a control rate of 70% was found for the intermediate risk group
(Gleason score of 7 and PSA < 10). Contraindications to LDR PSI
as a monotherapy include 1) metastatic disease, including lymph
node involvement; 2) gross seminal vesicle involvement; or 3) large
T2 disease that cannot be adequately implanted due to geometrical
impediments to adequate tumor mass implantation [41]. The
increased risk of extracapsular spread of disease being present in
intermediate-risk disease has been one of the reasons that LDR PSI
as a monotherapy is primarily recommended for patients with lowrisk disease [27,41]. LDR PSI is often not recommend for patients
with larger prostates as the anterolateral portion of the gland may be
difficult to implant due to pubic arch interference, and these patients
often experience increased GU morbidity [15].
References
1. American-Cancer-Society. Cancer Facts & Figures 2010. 2010.

5. Zagars GK, von Eschenbach AC, Ayala AG, Schultheiss TE, Sherman NE.
The influence of local control on metastatic dissemination of prostate cancer
treated by external beam megavoltage radiation therapy. Cancer. 1991; 68:
2370-2377.
6. Leibel SA, Scott CB, Mohiuddin M, Marcial VA, Coia LR, Davis LW, et al.
The effect of local-regional control on distant metastatic dissemination in
carcinoma of the head and neck: results of an analysis from the RTOG head
and neck database. Int J Radiat Oncol Biol Phys. 1991; 21: 549-556.
7. Hanks GE, Hanlon AL, Schultheiss TE, Pinover WH, Movsas B, Epstein
BE, et al. Dose escalation with 3D conformal treatment: five year outcomes,
treatment optimization, and future directions. Int J Radiat Oncol Biol Phys.
1998; 41: 501-510.
8. Zelefsky MJ, Leibel SA, Gaudin PB, Kutcher GJ, Fleshner NE, Venkatramen
ES, et al. Dose escalation with three-dimensional conformal radiation therapy
affects the outcome in prostate cancer. Int J Radiat Oncol Biol Phys. 1998;
41: 491-500.
9. Burman CM, Zelefsky MJ, Leibel SA. Treatment Planning, Dose Delivery, and
Outcome of IMRT for Localized Prostate Cancer. In: Fuks Z, Leibel SA, Ling
CC, editors. A Practical Guided To Intensity-Modulated Radiation Therapy.
New York: Medical Physics Publishing. 2003.
10. Zelefsky MJ, Fuks Z, Happersett L, Lee HJ, Ling CC, Burman CM, et al.
Clinical experience with intensity modulated radiation therapy (IMRT) in
prostate cancer. Radiother Oncol. 2000; 55: 241-249.
11. Leibel SA, Fuks Z, Zelefsky MJ, Hunt M, Burman CM, Mageras GS, et al.
Technological advances in external-beam radiation therapy for the treatment
of localized prostate cancer. Semin Oncol. 2003; 30: 596-615.

13. Holloway CL, Hsu I-CJ, Albert M, Martin AG, Suh WW. Prostate
Brachytherapy. In: Devlin PM, editor. Brachytherapy Applications and
Techniques. Philadelphia: Lippincott Williams & Wilkins. 2007.
14. Elkin EB, Hudis C, Begg CB, Schrag D. The effect of changes in tumor size
on breast carcinoma survival in the U.S.: 1975-1999. Cancer. 2005; 104:
1149-1157.
15. Chen A, Park C, Bevan A, Margolis LW. Breast Cancer. In: Hansen EK,
Roach M, editors. Handbook of Evidence-based Radiation Oncology. New
York: Springer. 2007.
16. Stromberg J, Martinez A, Gonzalez J, Edmundson G, Ohanian N, Vicini F,
et al. Ultrasound-guided high dose rate conformal brachytherapy boost in
prostate cancer: treatment description and preliminary results of a phase I/II
clinical trial. Int J Radiat Oncol Biol Phys. 1995; 33: 161-171.
17. Martinez A, Gonzalez J, Stromberg J, Edmundson G, Plunkett M, Gustafson
G, et al. Conformal prostate brachytherapy: initial experience of a phase I/
II dose-escalating trial. Int J Radiat Oncol Biol Phys. 1995; 33: 1019-1027.
18. Galalae RM, Martinez A, Nuernberg N, Edmundson G, Gustafson G, Gonzalez
J, et al. Hypofractionated conformal HDR brachytherapy in hormone naïve
men with localized prostate cancer. Is escalation to very high biologically
equivalent dose beneficial in all prognostic risk groups? Strahlenther Onkol.
2006; 182: 135-141.

2. De Meerleer G, Villeirs G, Bral S, Paelinck L, De Gersem W, Dekuyper P, et
al. The magnetic resonance detected intraprostatic lesion in prostate cancer:
planning and delivery of intensity-modulated radiotherapy. Radiother Oncol.
2005; 75: 325-333.

19. Martinez AA, Gonzalez J, Ye H, Ghilezan M, Shetty S, Kernen K. Dose
escalation improves cancer-related events at 10 years for intermediate- and
high-risk prostate cancer patients treated with hypofractionated high-doserate boost and external beam radiotherapy. Int J Radiat Oncol Biol Phys.
2011; 79: 363-370.

3. Cellini N, Morganti AG, Mattiucci GC, Valentini V, Leone M, Luzi S, et al.
Analysis of intraprostatic failures in patients treated with hormonal therapy
and radiotherapy: implications for conformal therapy planning. Int J Radiat
Oncol Biol Phys. 2002; 53: 595-599.

20. Wilder RB, Barme GA, Gilbert RF, Holevas RE, Kobashi LI, Reed RR, et
al. Preliminary results in prostate cancer patients treated with high-dose-rate
brachytherapy and intensity modulated radiation therapy (IMRT) vs. IMRT
alone. Brachytherapy. 2010; 9: 341-348.

Submit your Manuscript | www.austinpublishinggroup.com

Austin J Cancer Clin Res 2(2): id1027 (2015) - Page - 03

Kim Y

Austin Publishing Group

21. Yoshioka Y, Konishi K, Oh RJ, Sumida I, Yamazaki H, Nakamura S, et al.
High-dose-rate brachytherapy without external beam irradiation for locally
advanced prostate cancer. Radiother Oncol. 2006; 80: 62-68.
22. Demanes DJ, Martinez AA, Ghilezan M, Hill DR, Schour L, Brandt D, et al.
High-dose-rate monotherapy: safe and effective brachytherapy for patients
with localized prostate cancer. Int J Radiat Oncol Biol Phys. 2011; 81: 12861292.
23. Vargas CE, Martinez AA, Boike TP, Spencer W, Goldstein N, Gustafson
GS, et al. High-dose irradiation for prostate cancer via a high-dose-rate
brachytherapy boost: results of a phase I to II study. Int J Radiat Oncol Biol
Phys. 2006; 66: 416-423.
24. Akimoto T, Ito K, Saitoh J, Noda SE, Harashima K, Sakurai H, et al. Acute
genitourinary toxicity after high-dose-rate (HDR) brachytherapy combined
with hypofractionated external-beam radiation therapy for localized prostate
cancer: correlation between the urethral dose in HDR brachytherapy and the
severity of acute genitourinary toxicity. Int J Radiat Oncol Biol Phys. 2005;
63: 463-471.
25. Blasko JC, Grimm PD, Sylvester JE, Badiozamani KR, Hoak D, Cavanagh W,
et al. Palladium-103 brachytherapy for prostate carcinoma. Int J Radiat Oncol
Biol Phys. 2000; 46: 839-850.
26. Ishiyama H, Kitano M, Satoh T, Kotani S, Uemae M, Matsumoto K, et al.
Genitourinary toxicity after high-dose-rate (HDR) brachytherapy combined
with Hypofractionated External beam radiotherapy for localized prostate
cancer: an analysis to determine the correlation between dose-volume
histogram parameters in HDR brachytherapy and severity of toxicity. Int J
Radiat Oncol Biol Phys. 2009; 75: 23-28.
27. Critz FA, Tarlton RS, Holladay DA. Prostate specific antigen-monitored
combination radiotherapy for patients with prostate cancer. I-125 implant
followed by external-beam radiation. Cancer. 1995; 75: 2383-2391.
28. Mohammed N, Kestin L, Ghilezan M, Krauss D, Vicini F, Brabbins D.
Comparison of acute and late toxicities for three modern high-dose radiation
treatment techniques for localized prostate cancer. Int J Radiat Oncol Biol
Phys. 2012; 82: 204-212.
29. Akimoto T, Katoh H, Noda SE, Ito K, Yamamoto T, Kashiwagi B, et al. Acute
genitourinary toxicity after high dose rate (HDR) brachytherapy combined
with hypofractionated external-beam radiation therapy for localized prostate
cancer: Second analysis to determine the correlation between the urethral
dose in HDR brachytherapy and the severity of acute genitourinary toxicity.
Int J Radiat Oncol Biol Phys. 2005; 63: 472-478.

31. Brenner DJ, Martinez AA, Edmundson GK, Mitchell C, Thames HD, Armour
EP, et al. Direct evidence that prostate tumors show high sensitivity to
fractionation (low alpha/beta ratio), similar to late-responding normal tissue.
Int J Radiat Oncol Biol Phys. 2002; 52: 6-13.
32. Kim Y, Hsu IC, Lessard E, Kurhanewicz J, Noworolski SM, Pouliot J, et
al. Class solution in inverse planned HDR prostate brachytherapy for dose
escalation of DIL defined by combined MRI/MRSI. Radiother Oncol. 2008;
88: 148-155.
33. Citrin D, Ning H, Guion P, Li G, Susil RC, Miller RW, et al. Inverse treatment
planning based on MRI for HDR prostate brachytherapy. Int J Radiat Oncol
Biol Phys. 2005; 61: 1267-1275.
34. Ménard C, Susil RC, Choyke P, Gustafson GS, Kammerer W, Ning H, et
al. MRI-guided HDR prostate brachytherapy in standard 1.5T scanner. Int J
Radiat Oncol Biol Phys. 2004; 59: 1414-1423.
35. Pouliot J, Kim Y, Lessard E, Hsu IC, Vigneron DB, Kurhanewicz J.
Inverse planning for HDR prostate brachytherapy used to boost dominant
intraprostatic lesions defined by magnetic resonance spectroscopy imaging.
Int J Radiat Oncol Biol Phys. 2004; 59: 1196-1207.
36. D’Amico AV, Cormack R, Tempany CM, Kumar S, Topulos G, Kooy HM, et
al. Real-time magnetic resonance image-guided interstitial brachytherapy in
the treatment of select patients with clinically localized prostate cancer. Int J
Radiat Oncol Biol Phys. 1998; 42: 507-515.
37. Han BH, Wallner K, Merrick G, Badiozamani K, Butler W. The effect of
interobserver differences in post-implant prostate CT image interpretation on
dosimetric parameters. Med Phys. 2003; 30: 1096-1102.
38. Buyyounouski MK, Horwitz EM, Price RA, Hanlon AL, Uzzo RG, Pollack
A. Intensity-modulated radiotherapy with MRI simulation to reduce doses
received by erectile tissue during prostate cancer treatment. Int J Radiat
Oncol Biol Phys. 2004; 58: 743-749.
39. Steenbakkers RJ, Deurloo KE, Nowak PJ, Lebesque JV, van Herk M, Rasch
CR, et al. Reduction of dose delivered to the rectum and bulb of the penis
using MRI delineation for radiotherapy of the prostate. Int J Radiat Oncol Biol
Phys. 2003; 57: 1269-1279.
40. Wallner K, Roy J, Harrison L. Tumor control and morbidity following
transperineal iodine 125 implantation for stage T1/T2 prostatic carcinoma. J
Clin Oncol. 1996; 14: 449-453.
41. Roach M, Wallner K. Cancer of the Prostate. In: Phillips L, editor. Textbook of
Radiation Oncology. Philadelphia: Saunders. 2004; 959-1029.

30. Fatyga M, Williamson JF, Dogan N, Todor D, Siebers JV, George R, et al. A
comparison of HDR brachytherapy and IMRT techniques for dose escalation
in prostate cancer: a radiobiological modeling study. Med Phys. 2009; 36:
3995-4006.

Austin J Cancer Clin Res - Volume 2 Issue 2 - 2015
ISSN : 2381-909X | www.austinpublishinggroup.com
Kim et al. © All rights are reserved

Submit your Manuscript | www.austinpublishinggroup.com

Citation: Kim Y and Rockey WM. High-Dose-Rate Brachytherapy for Localized Prostate Cancer: An Opportunity
for Improvement over Intensity-Modulated Radiotherapy. Austin J Cancer Clin Res 2015;2(2): 1027.

Austin J Cancer Clin Res 2(2): id1027 (2015) - Page - 04

