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For some patients, stereotactic body radiation therapy may provide an enhanced 
quality of life, better efficacy, and reduced adverse effects. 
Prostate cancer is one of the leading types of cancer seen in men in the 
United States and is the second-leading cause of cancer-related deaths, 
according to the CDC. Data show that in 2015, 183,000 new cases of prostate 
cancer were reported and 29,000 men died from the disease in the United 
States alone. 
This equates to about 99 new case reports and 19 deaths due to prostate 
cancer per 100,000 men in the United States every year.1 Investigators are 
constantly looking for new treatments that afford better safety and efficacy 
than the available options, such as brachytherapy, chemotherapy, hormonal 
therapy, immunotherapy, and surgery. Recently, a new treatment modality for 
those with a prostate cancer diagnosis, stereotactic body radiation therapy 
(SBRT), joined the treatment algorithm and is thought to provide improved 
patient outcomes with reduced adverse effects (AEs). 
Prostate cancer tends to affect older men. Although it can be diagnosed at a 
fairly young age, about 60% of diagnoses are in those 65 years or 
older.2 Reported cases of prostate cancer show that most men with the 
cancer are African American, followed by Caucasian and Latino men (figure 
1).1 
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NEW ON THE HORIZON 
Depending on the aggressiveness, risk stratification, and severity of the tumor, 
treatment may involve one of several modalities, ranging from close 
monitoring with active surveillance to radiotherapy with androgen 
deprivation.3 The standard of care in patients with intermediate- or low-risk 
localized prostate cancer is external beam radiation therapy (EBRT) with 
conventional fractionation, which delivers 180 to 200 cGy per fraction and 
may require as many as 5 treatments per week for up to 8 weeks.4 Since its 
debut, radiation therapy has evolved, leading to therapeutic alternatives in the 
form of moderate hypofractionation and ultra-hypofractionation, delivering 
240 to 340 cGy and ≥500 cGy per fraction, respectively.4 Using image-guided 
radiation therapy, moderate and ultra-hypofractionation administer high-
precision radiation at larger doses per fraction, thus reducing the duration of 
therapy, the number of treatments per week, and patient burden.4 Introduced 



in the 2018 American Society of Clinical Oncology, American Society for 
Radiation Oncology, and American Urological Association guidelines for 
hypofractionated radiation therapy for localized prostate cancer, ultra-
hypofractionation with SBRT may serve as a potential therapeutic option for 
patients with intermediate- or low-risk localized prostate cancer.5 However, 
with only moderate quality evidence, this recommendation remains 
conditional, and clinicians should use the therapy after complete a risk—
benefit analysis, including the patient as part of the discussion.4 
EFFECTIVENESS AND SAFETY 
Treatments can cause AEs that some patients find unacceptable. The most 
common with radiation treatments among men with prostate cancer have 
been acute and late gastrointestinal (GI) toxicity and/or acute and late 
genitourinary toxicity. 
Acute toxicities occur during or shortly after therapy begins, whereas late 
toxicities occur 3 months after therapy ends. The 10-year cumulative 
incidence of genitourinary toxicity has been reported at 20.1% to 27.8% and 
included erectile dysfunction, hematuria, symptomatic radiation urethritis, and 
urinary incontinence.6 GI toxicities have been reported in 2% to 16% of 
patients, depending on the type of EBRT received7 and include increased 
urinary frequency and urgency, loose stools, and rectal bleeding.8 Most of 
these complications dissipate over time, but high numbers of patients report a 
diminished quality of life because of the persistent AEs after EBRT. SBRT may 
be a viable option to limit these AEs, as evidence from a recent review of 
ongoing studies using SBRT showed a decreased incidence of both late GI 
and genitourinary toxicities, ranging from 0.6% to 7.0% for GI toxicity and up to 
6.0% for genitourinary toxicity (figure 2).9 

 



 
This same review produced evidence of a biochemical relapse-free survival 
rate greater than 80%, depending on the amount of follow-up completed by 
each study at the time of the review.9 Biochemical relapse-free survival 
indicates that patients have not had any serum prostate-specific antigen 
elevations since treatment. Although these rates are promising, no head-to-
head comparisons between radiation therapies have been completed to show 
superiority of SBRT over other options. More research is needed to effectively 
compare its efficacy with current practices. 
CONCLUSION 
Evidence supporting the use of SBRT in intermediate- and low-risk localized 
prostate cancer is limited because of a lack of follow-up and the absence of 
randomized controlled trials involving men with prostate cancer.3 Although 
investigators are making progress with new treatment algorithms for prostate 
cancer, clinicians must continue to critically evaluate the treatment options 
available and participate in shared decision making with their patients when 
developing a therapeutic plan. For some patients, SBRT has the potential to 
provide an enhanced quality of life, improved efficacy, and reduced AEs. 
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