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Avoid Over Treatment 



Rider JR et al Euro Urol 2013; 63(1): 88-96
5

You need to live >10 years to gain any benefit from 
treating low risk prostate cancer

Risk of dying from Ca P at 10 yrs 4.5% (3.8-5.2%) other causes 29% (27.5-30.5%)
at 15 yrs 8.9% (7.4-10.5) and other causes 49.5(46.5-52.4)



JNCI 2003; 95(12): 868-78

For a screening programme with a 4-year screening interval from age 55-67 the estimated mean lead time was 11.2 years



Overall Survival in men who did not receive secondary therapy

N=9,131

Walz J et al J Clin Oncol 2007; 25:3576-81

Between 1989 and 2000, 9,131 men were treated 

with either RP (n 5,955) or EBRT (n 3,176), 

without any secondary therapy and all deaths 

were considered unrelated to PCa

Median age was 66 years, median CCI was 1, 

median follow-up was 5.9 years and median 

actuarial survival was 13.8 years. Advanced age 

(P .001), elevated CCI score (P .001) and 

treatment type (EBRT v RP, P .001) were 

independent predictors of poor 10 year LE 



www.nice.org.uk/guidance/ipg132

http://www.nice.org.uk/guidance/ipg132


www.nice.org.uk/guidance/ng131

http://www.nice.org.uk/guidance/ng131


Radiotherapy and Oncology 2022; 167: 244-51

Prostate brachytherapy is a highly effective treatment for localised prostate cancer in patients who have no evidence of 
metastases. It is indicated: 

Alone as sole modality for low and selected intermediate risk prostate cancer. 



Eastham JA et al J Urol 2022; 208(1): 26-33

In patients with low- or favorable intermediate-risk prostate cancer electing 
radiation therapy, clinicians should offer dose-escalated hypofractionated EBRT 
(moderate or ultra), permanent low-dose rate (LDR) seed implant, or temporary 
high-dose rate (HDR) prostate implant as equivalent forms of treatment. (Strong 
Recommendation; Evidence Level: Grade B)



Avoid Over Treatment 

Low-risk : PSA <10 ng/ml, and ISUP 1 and cT1-T2a



Brachytherapy

Offer low-dose rate (LDR) brachytherapy monotherapy to patients 
with good urinary function and NCCN favourable intermediate-risk 
disease.

Strong
Recommendations Strength rating

IPSS <12 and Qmax >15 ml/sec 

Martens C et al Brachytherapy 2006; 5(1): 9-13



Hamdy FC et al NEJM 2023;338:1547-58

Of the 488 men who had RP within 12 months 138 (28.5%) had pT3 or T4 disease; 155 
(32%) had an increase in tumour grade and 245 (50.5%) had a Gleason score of 7 or higher)



Urinary Leakage The ability to have erections
102 66



Ten-Year Treatment Outcomes of Radical Prostatectomy Vs 
External Beam Radiation Therapy Vs Brachytherapy for 
1503 Patients with Intermediate-risk Prostate Cancer

Urology 2020; 136: 180-9

RP RT BT



Oncological Outcomes

Goy BW et al Urology 2020; 136: 180-9



A history of transurethral resection of the 
prostate should not be a contra-indication for 
low-dose-rate 125I prostate brachytherapy: results 
of a prospective Uro-GEC phase-II trial Salembier C et al J Contemp Brachytherapy 2020; 12(1): 1-5

Patients having had a previous TURP can undergo BT without an increase in risk of urinary toxicity with 
due attention to dose distribution. A minimal channel TURP is recommended, leaving at least 1 cm rim of 
prostate tissue around the post-TURP urethral defect at the postero-lateral sides of the prostate and 
there should be at least a 3-month interval between TURP and BT to allow for adequate healing 



Brachytherapy

Offer LDR or high-dose rate (HDR) brachytherapy boost combined 
with IMRT/VMAT plus IGRT to patients with good urinary function 
and NCCN unfavourable intermediate-risk or high-risk disease 
and/or locally-advanced disease.

Weak

Recommendations Strength rating

ADT should be given as appropriate for the risk of disease



Eastham JA et al J Urol 2022; 208(1): 26-33

In patients with unfavorable intermediate- or high-risk prostate cancer electing 
radiation therapy, clinicians should offer dose-escalated hypofractionated EBRT or 
combined EBRT+brachytherapy (LDR, HDR) along with a risk-appropriate course 
of ADT. (Strong Recommendation; Evidence Level: Grade A/B)

Trials have demonstrated a benefit in clinical control for unfavorable intermediate- or high-risk prostate cancer patients 
who receive either dose-escalated moderately hypofractionated IMRT or EBRT plus a brachytherapy boost (HDR 
temporary prostate implant or LDR permanent prostate implant).1–6 Combining EBRT and brachytherapy has 
demonstrated improved biochemical control over EBRT plus ADT alone in randomized trials.1–4

https://www.auajournals.org/doi/10.1097/JU.0000000000002759#R41%20R42%20R43%20R44%20R45%20R46
https://www.auajournals.org/doi/10.1097/JU.0000000000002759#R41%20R42%20R43%20R44


Androgen Suppression Combined with Elective Nodal and Dose Escalated 
Radiation Therapy (the ASCENDE-RT Trial): An Analysis of Survival 
Endpoints for a Randomized Trial Comparing a Low-Dose-Rate 
Brachytherapy Boost to a Dose-Escalated External Beam Boost for High-
and Intermediate-risk Prostate Cancer Morris WJ et al Int J Radiat Oncol Biol Phys 2017; 98(2): 275-85. 



ASCENDE-RT: An Analysis of Treatment-Related Morbidity for a 
Randomized Trial Comparing a Low-Dose-Rate Brachytherapy Boost 
with a Dose-Escalated External Beam Boost for High- and Intermediate-
Risk Prostate Cancer Rodda S et al al Int J Radiat Oncol Biol Phys 2017; 98(2): 286-95. 



Randomised trial of external-beam radiotherapy alone or 
with high-dose-rate brachytherapy for prostate cancer: 
Mature 12-year results Hoskin PJ et al Radiotherapy and Oncology 2021; 154: 214-9

Improved relapsed free survival with no added toxicity but no obvious improvement in overall survival



Int J Rad Oncol Biol Physic 2020; 106(4): 693-702

18 months of AS together with EBRT plus HDR boost should be considered an effective option for men with locally 

advanced, high-risk PC

1051 patients were randomized to 6 or 
18 months of androgen suppression and 
were stratified at randomization between 
66, 70, or 74 Gy external beam radiation 
therapy (EBRT), or 46 Gy EBRT plus high-
dose-rate brachytherapy boost (HDRB). 

Primary endpoint distant progression



PIVOTALboost: A phase III 
randomised controlled trial of 
prostate and pelvis versus 
prostate alone radiotherapy with 
or without prostate boost 
(CRUK/16/018)

Syndikus I et al Clin Transl Radiat Oncol 2020; 25: 22-28



Radiotherapy and Oncology 2022; 167: 244-51

Prostate brachytherapy is a highly effective treatment for localised prostate cancer in patients who have no evidence of 
metastases. It is indicated in two settings: 

Alone as sole modality for low and selected intermediate risk prostate cancer. 

Combined to dose escalate with external beam radiotherapy for intermediate and high-risk prostate cancer

Brachytherapy boosts may be delivered before or after EBRT

ADT should be used in addition to brachytherapy in line with that used when delivering EBRT alone for 
unfavourable intermediate risk and high-risk patients 

Focal, focal boost and salvage brachytherapy are only recommended within the context of a clinical trial. 



Summary of the role of 
Brachytherapy in the 
management of 
Localised disease
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