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Abstract

Background: Erectile dysfunction after prostate radiation therapy remains an ongoing challenge and critical quality
of life issue. Given the higher dose of radiation per fraction using stereotactic body radiation therapy (SBRT) there is
concern that post-SBRT impotency would be higher than conventional radiation therapy approaches. This study
sought to evaluate potency preservation and sexual function following SBRT for prostate cancer.

Methods: Between February 2008 and March 2011, 216 men with clinically localized prostate cancer were treated
definitively with SBRT monotherapy at Georgetown University Hospital. Potency was defined as the ability to have
an erection firm enough for intercourse with or without sexual aids while sexual activity was defined as the ability
to have an erection firm enough for masturbation and foreplay. Patients who received androgen deprivation therapy
(ADT) were excluded from this study. Ninety-seven hormone-naïve men were identified as being potent at the initiation
of therapy and were included in this review. All patients were treated to 35–36.25 Gy in 5 fractions delivered with the
CyberKnife Radiosurgical System (Accuray). Prostate specific antigen (PSA) and total testosterone levels were obtained
pre-treatment, every 3 months for the first year and every 6 months for the subsequent year. Sexual function was
assessed with the Sexual Health Inventory for Men (SHIM), the Expanded Prostate Index Composite (EPIC)-26 and
Utilization of Sexual Medication/Device questionnaires at baseline and all follow-up visits.

Results: Ninety-seven men (43 low-, 50 intermediate- and 4 high-risk) at a median age of 68 years (range, 48–82 years)
received SBRT. The median pre-treatment PSA was 5.9 ng/ml and the minimum follow-up was 24 months. The median
pre-treatment total serum testosterone level was 11.4 nmol/L (range, 4.4-27.9 nmol/L). The median baseline SHIM was
22 and 36% of patients utilized sexual aids prior to treatment. Although potency rates declined following treatment: 100%
(baseline); 68% (6 months); 62% (12 months); 57% (18 months) and 54.4% (24 months), 78% of previously potent patients
had erections sufficient for sexual activity at 24 months post-treatment. Overall sexual aid utilization increased from 36%
at baseline to 49% at 24 months. Average EPIC sexual scores showed a slow decline over the first two years following
treatment: 77.6 (baseline); 68.7 (6 months); 63.2 (12 months); 61.9 (18 months); 59.3 (24 months). All sexual functions
including orgasm declined with time. Prior to treatment, 13.4% of men felt their sexual function was a moderate to big
problem which increased to 26.7% two years post treatment. Post-treatment testosterone levels gradually decreased
with a median value at two year follow-up of 10.7 nmol/L. However, the average EPIC hormonal scores did not illustrate
a statistically significant difference two years post-treatment. Review of the radiation doses to the penile bulb in this
study, a potential marker of post-treatment sexual function, revealed that the dose was relatively low and at these low
doses the percentage of the penile bulb receiving 29.5 Gy did not correlate with the development of ED.
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Conclusions: Men undergoing SBRT monotherapy for prostate cancer report sexual outcomes comparable to those
reported for conventional radiation modalities within the first 24 months after treatment. Longer follow-up is required
to confirm the durability of these findings.
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Background
Post-treatment sexual function is a primary determin-
ant of satisfaction following prostate radiotherapy [1,2].
Erectile dysfunction (ED) occurs commonly following
external beam radiation therapy (EBRT) and/or brachy-
therapy [3]. The incidence of ED is dependent on the
potency definition [4,5] and on the manner of data col-
lection (i.e. patient or physician reported) [6]. Patients
with radiation-induced impotence report a decrease in
the quality and reliability of erection, ability to reach
orgasm and overall ability to function sexually [7]. ED
develops months to years after radiation therapy without
recovery [2]. Patient characteristics such as a history of
baseline ED [8], older age [9], obesity, comorbidities and
pretreatment sexual aid usage may increase an individual’s
risk of radiation induced ED [10]. In addition, utilization
of androgen deprivation therapy (ADT) [2] and radiation-
induced hypogonadism [11] can adversely affect sexual
outcomes while post-treatment utilization of sexual aids
may enhance them [12-14].
The etiology of radiation induced ED is currently

unclear but may involve damage to the neurovascular
bundles (NVBs) [15], crura [16,17] and/or penile bulb
(PB) [16,18]. Thus treatment-related factors such as
the radiation dose to these adjacent sexual structures
may contribute to the incidence and severity of ED.
The risk of ED may be related to the volume of the
crura/penile bulb in the high dose area [16]. To
minimize ED, it is currently recommended that the
median dose to the penile bulb be limited to < 50 Gy
with conventionally fractionated EBRT [19]. Studies
have shown that advanced radiation technologies such
as intensity modulated radiation therapy (IMRT) may
decrease the dose to the crura/penile bulb and poten-
tially decrease ED [20,21].
The optimal radiation schedule for the treatment of

prostate cancer is under active clinical investigation.
Recent data suggest that large radiation fraction sizes
are radiobiologically favorable over lower fraction sizes
in prostate cancer [22,23]. The α/β for prostate cancer
may be as low as 1.5 Gy [22]. If the α/β for prostate
cancer is less than 3 Gy, which is generally the value
accepted for late sexual complications, the linear-quadratic
model predicts that delivering large radiation fraction
sizes will result in improved local control with a similar
rate of sexual function complications.
SBRT is a safe and effective treatment for clinically
localized prostate cancer [24-26]. The use of large fraction
sizes in SBRT offers the potential radiobiological bene-
fits of hypofractionation and potentially may minimize
radiation-associated ED by reducing the volume of critical
structures receiving high radiation doses. The CyberKnife
robotic radiosurgical system uses image guidance to track
implanted fiducials to account for intrafraction prostatic
motion [27,28]. This reduces the uncertainty of the lo-
cation of the prostate and allows treatment to be delivered
with a smaller treatment volume expansion, which may
reduce the doses delivered to the adjacent sexual structures.
Initial reports suggest that the incidence of ED following
SBRT is comparable to other radiotherapy modalities
[29]. The goal of this study is to report the sexual outcomes
following SBRT for clinically localized prostate cancer
in previously potent men.

Methods
Patient selection
Patients eligible for this study were those who had
histologically-confirmed prostate cancer and were potent
(patient-reported response of “firm enough for intercourse”
on Question 9 of the baseline EPIC-26) with or without
sexual aids prior to treatment. Patients who received ADT
were excluded from this study. Institutional IRB approval
was obtained for retrospective review of data that was
prospectively collected in our institutional database.

SBRT treatment planning and delivery
SBRT treatment planning and delivery were conducted
as previously described [30]. Briefly, gold fiducials were
placed into the prostate. Fused CT and MR images were
used for treatment planning. The clinical target volume
(CTV) included the prostate and the proximal seminal
vesicles. The planning target volume (PTV) equaled the
CTV expanded 3 mm posteriorly and 5 mm in all other
dimensions. The prescription dose was 35–36.25 Gy to
the PTV delivered in five fractions of 7–7.25 Gy over
one to two weeks. The PB (proximal portion of the cor-
pus spongiosum) was contoured [31] and evaluated with
dose-volume histogram analysis during treatment planning
using Multiplan (Accuray Inc., Sunnyvale, CA) inverse
treatment planning. The dose-volume histogram (DVH)
goal was for < 50% PB volume receiving 29.5 Gy. Assuming
an α/β of 3 Gy for late sexual complications, this is



Table 1 Baseline patient characteristics and treatment

Patients (n = 97)

Age (years) Age ≤ 60 14 (14.4%)

60 < Age ≤ 70 55 (56.7%)

Age > 70 28 (28.9%)

Race

White 47 (48.5%)

Black 46 (47.4%)

Other 4 (4.1%)

Median Pre-Tx PSA
(ng/mL) Median

5.9 (1.8-32.5)ng/mL

Median Pre-Tx
testosterone (nmol/L)

11.4 (4.4-27.9)
nmol/L

Partner status

Partnered 73 (75.3%)

Not partnered 24 (24.7%)

Charlson comorbidity
index (CCI)

0 78 (80.4%)

1 13 (13.4%)

2 5 (5.2%)

3 1 (1%)

Body mass index (BMI)

<25 24 (24.7%)

25-29.99 46 (47.4%)

30-34.99 23 (23.7%)

≥ 35 4 (4.1%)

Risk group (D’ Amico’s)

Low risk 43 (44.3%)

Intermediate risk 50 (51.5%)

High risk 4 (4.1%)

Work status

Working 57 (58.8%)

Non-working 40 ((41.2%)

Pre-treatment SHIM score

22-25 (No ED) 49 (50.5%)

17-21 (Mild ED) 32 (33.0%)

12-16 (Mild
Moderate ED)

10 (10.3%)

8-11 (Moderate ED) 2 (2.1%)

< 8 (Severe ED) *(No Sexual Activity) 4
(4.1%)

Sexual aid

None 62 (63.9%)

Oral 35 (36.1%)

Vacuum 1 (1.0%)

Suppository/
injection

0 (0%)

Table 1 Baseline patient characteristics and treatment
(Continued)

Dose (Gy)

36.25 87 (89.7%)

35 9 (9.3%)

Other 1 (1.0%)
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biologically equivalent to approximately 50 Gy adminis-
tered in 2 Gy fractions [32]. To minimize the risk of local
recurrence, the dose to the NVBs was not restrained.
Target position was verified during treatment using
paired, orthogonal x-ray images.

Follow-up and statistical analysis
Prostate-specific antigen (PSA) and total testosterone
levels were obtained before treatment and during routine
follow-up visits every 3 months for the first year and
every six months for the second year. Sexual function was
assessed with the Expanded Prostate Index Composite
(EPIC)-26 [7] and Utilization of Sexual Medication/Device
questionnaires at baseline and at all follow-ups. The EPIC-
26 sexual function domain includes five questions related
to sexual function and one question related to sexual
bother (degree of interference or annoyance caused by
limitations in sexual function) [33]. The sexual functions
assessed included quality of erection (potency), ability
to have erection, reliability of erections, ability to reach
orgasm and overall ability to function sexually. The def-
inition of potency and sexual activity were based on the
patient-reported response to Question 9 on the EPIC-26.
Potency was defined as the ability to have an erection
firm enough for intercourse [34] while sexual activity
was defined as the ability to have an erection firm
enough for masturbation and foreplay [4].
Student’s t-test and chi-square analysis were used to

assess differences in ongoing PSA, testosterone and quality
of life scores in comparison to baseline. Sample medians
and ranges were used to describe continuous variables
including PSA and testosterone. For each EPIC question,
the responses were grouped into two to three clinically
relevant categories. To statistically compare changes
between time points, the levels of responses were assigned
a score and the significance of the mean changes in the
scores was assessed by paired t test. EPIC scores for the
sexual domain and its individual questions range from
0–100 with lower values representing worsening sexual
symptoms. The minimally important difference (MID) in
EPIC score was defined as a change of one-half standard
deviation (SD) from the baseline [35]. To limit the effect
of attrition bias, statistical analysis was limited to time
points in which ≥ 80% of the patient data were available.
The impact of baseline patient characteristics on potency

rates two years post-SBRT were evaluated by univariate



Table 2 Quality of erection following SBRT for prostate cancer (patient-reported responses to question 9 of
the EPIC-26)

Follow up (months) Start 3 6 9 12 18 24

Firm enough for intercourse 100.0% 73.7% 67.8% 66.7% 62.2% 57.0% 54.4%

Firm enough for masturbation and foreplay only 0.0% 9.5% 18.4% 17.2% 17.8% 26.6% 23.3%

Not firm for any sexual activity 0.0% 16.8% 13.8% 16.1% 20.0% 16.5% 22.2%

p <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001

Total patient 97 95 87 87 90 79 90

Table 3 Impact of baseline patient characteristics on
potency rates two years post-SBRT

Characteristics % Potent 2 years
after SBRT

p value

Age

≤ 65 y/o pre-RT 66.7% 0.580

>65 y/o pre-RT 47.4%

Race

White 51.2% 0.574

Non-white 57.4%

Partner status

Partnered 54.3% 0.297

Non-partnered 55.0%

Charlson comorbidity index (CCI)

0 58.9% 0.007*

≥1 35.3%

Body mass index (BMI)

< 30 60.9% 0.943

≥ 30 38.5%

Risk group (D’ Amico’s)

Low risk 54.8% 0.420

Intermediate-High Risk 54.2%

Work status

Working 54.7% 0.173

Non-working 54.1%

Pre-treatment SHIM

≥ 22 40.91% 0.127

< 22 67.39%

Sexual aid

None 43.8% 0.010*#

Yes 60.3%

SBRT Dose

36.25 Gy 50.0% 0.933

< 36.25 Gy 55.0%

*Significant in univariate analysis; # Significant multivariate analysis.
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and multivariate analyses. Univariate analysis of variance
(ANOVA) was used to detect significant relationship
between patient characteristics and potency at 2 years
post treatment. In multivariate analysis, stepwise ordinal
logistic regression modeling was used to determine in-
dependent factors predicting sexual function outcome.
The baseline patient characteristics that were included
as variables in the univariate and multivariant analyses
included age, race, partner status, comorbidity, body mass
index (BMI), risk group, work status, Sexual Health Inven-
tory for Men (SHIM) score, erectile function and sexual
aid usage. All tests were two-tailed, and a p value <0.05
was considered significant. IBMW SPSS version 21 and
MedCalcW version 12.6.1.0 were used to perform the
statistical analyses.

Results
From February 2008 to March 2011, 216 prostate cancer
patients were treated per our institutional SBRT mono-
therapy protocol. Ninety-seven men who were identified
as being potent at the initiation of therapy and had a
minimal follow up of two years post-treatment were
included in this review (Table 1). They were ethnically
diverse with a median age of 66.8 years (range, 48–
82 years). The median pre-treatment total serum testoster-
one level was 11.4 nmol/L (range, 4.4 - 27.9 nmol/L). 43
patients were low-, 50 intermediate-, and 4 high-risk.
49.5% patients had ED prior to treatment (baseline
SHIM ≤ 21) with a median baseline SHIM of 22 (range,
3–25). 36.1% of patients were utilizing sexual aids prior
to SBRT. Phosphodiesterase 5 (PDE5) inhibitors were
utilized most commonly (36%) followed by vacuum de-
vices (1%). No patients utilized transurethral suppositories
or penile injections prior to treatment.
Ninety percent of patients were treated with 36.25 Gy

in five 7.25 Gy fractions (Table 1). The median follow-up
was 2.7 years. The median pre-treatment PSA of 5.9 ng/
ml declined to a median two years post-treatment of
0.5 ng/ml. There was one biochemical failure, occurring in
an intermediate-risk patient. The overall two-year actuarial
biochemical relapse free survival was 99%. No patient
initiated ADT in the first two years following therapy.
Erections sufficient for intercourse declined follow-

ing treatment: 100% (baseline); 67.8% (6 months); 62.2%



Table 4 Sexual aid utilization following SBRT for prostate
cancer

Sexual aid: Oral Vacuum Suppository Injection

Follow-up

Start 36.1% 1.0% 0.0% 0.0%

3 mon 35.8% 1.1% 1.1% 0.0%

6 mon 37.9% 2.3% 0.0% 0.0%

9 mon 39.1% 2.3% 0.0% 1.1%

12 mon 40.0% 4.4% 1.1% 0.0%

18 mon 45.0% 3.80025 1.3% 1.3%

24 mon 48.9% 3.8% 2.2% 2.2%
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(12 months); 57% (18 months) and 54.4% (24 months)
(Table 2) which were statistically significant (p < 0.0001) at
all time points. The decline in potency at two years was
unlikely due solely to aging, as the average age of potent
patients (66.1 y/o) was not statistically different from
non-potent patients (68.0 y/o) (p = 0.17). However, at two
year post-SBRT, 77.8% of patients had erections that
were satisfactory for sexual activity including masturbation
and foreplay (Table 2). A Charlson Comorbidity Index
of ≥ 1 was significantly associated with a decreased prob-
ability of potency preservation at two years on univariate
(p = 0.007) , but was not significant on multivariate ana-
lysis (p = 0.246) (Table 3). Sexual aid usage prior to SBRT
was associated with an increased probability of potency
preservation two years following treatment on both uni-
variant (p = 0.010) and multivariant analysis (p = 0.037)
(Table 3). No other baseline patient characteristics were
significantly associated potency at two years following
Figure 1 Average EPIC sexual domain scores at baseline and followin
changes in scores (½ standard deviation above and below the baseline) ar
values representing a more favorable health-related QOL.
SBRT. Two years post-treatment, overall sexual aid
utilization increased to 48.9%: oral medications (48.9%),
vacuum device (6.7%), urethral suppository (2.2%) and
penile injection (2.2%) (Table 4). No men utilized a
penile prosthesis.
Adequate sexual function involves more than just pos-

sessing adequate erections [36]. The EPIC sexual domain
allows for a more comprehensive and reliable assessment
of a patients overall sexual function [37]. Average EPIC
sexual scores showed a slow decline over the first two
years following treatment: 77.6 (baseline); 68.7 (6 months);
63.2 (12 months); 61.9 (18 months); 59.3 (24 months)
(Figure 1). At two year post-treatment, this change was
statistically (p < 0.001) and clinically significant (Figure 1).
All sexual functions including orgasm declined with time
in a similar manner (Figure 2a, d, Table 5).
Sexual bother may be more important to an individual

patient than sexual function. As for the overall EPIC
sexual domain scores, post-SBRT sexual bother scores
were significantly lower than pre-SBRT scores at all time
points (Figure 3, Table 6). The proportion of men feeling
that their sexual function was a moderate to big problem
increased from 13.4% to 30% at 18 months post-SBRT
(Figure 3, Table 6).
Pre-treatment total serum testosterone levels ranged

from 4.4 nmol/L to 27.9 nmol/L with a median value of
11.4 nmol/L. 24.7% of patients were hypogonadal (total
serum testosterone level below 8 nmol/L) prior to SBRT.
At two years the median serum testosterone value of
10.7 nmol/L (range, 2.5- 26.4 nmol/L) was not significantly
lower than the pre-treatment value (p = 0.07) (Figure 4a).
The median absolute reduction was small (0.7 nmol/L)
g SBRT for prostate cancer. Thresholds for clinically significant
e marked with dashed lines. EPIC scores range from 0–100 with higher
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and the median percent reduction was 5.8%. The pre-
treatment and 2-year post SBRT biochemical hypo-
gonadism rates were not significantly different (data
not shown). At one month post-treatment, the mean
EPIC hormone score declined to 93.5 from a baseline
of 95.6 (p = 0.04); it returned to baseline by 6 months
post-treatment (Figure 4b).
Similar to prior reports, the median PB volume in this

series was 11 cc [31]. The mean percentage of the PB
receiving 29.5 Gy was 7.0% (range: 0–32.7%), with the
potent and impotent groups receiving 6.3% (SD 6.5%)
and 7.2% (SD 8.6%), respectively. The four patients who
received 29.5 Gy to > 25% of the PB were impotent two
years following treatment.

Discussion
Erectile dysfunction following prostate radiation therapy
remains an ongoing challenge and critical quality of life
issue [1]. Currently, there is limited data on sexual out-
comes following SBRT for prostate cancer [29]. A better
Figure 2 Average individual EPIC sexual function scores at baseline a
erection-Question 8A of the EPIC-26; (b) ability to reach orgasm- Question
(d) ability to function sexually- Question 11 of the EPIC-26. Thresholds for c
below the baseline) are marked with dashed lines. EPIC scores range from
health-related QOL.
understanding of the sexual declines following SBRT
would enable clinicians to provide more realistic expec-
tations to patients as they weigh the complex treatment
options [10]. Our prior report on sexual function follow-
ing SBRT [30] utilized the SHIM questionnaire which
primarily focuses on erectile function and is an inad-
equate measure of overall sexual function [5,36]. In this
study, we utilized the EPIC-26 sexual function domain to
evaluate erectile function but also assess overall sexual
function including orgasmic function and sexual bother.
For this analysis, potency was rigorously defined as the

ability to have an erection firm enough for intercourse
[4]. Forty five percent of our patients were potent prior
to SBRT and these patients were included in this analysis.
Still, they were elderly with relatively low baseline
SHIM scores and high pretreatment sexual aid utili-
zation (Table 1). Even so, two years post-SBRT, 54% of
these patients remained potent and 78% maintained an
erection firm enough for masturbation and foreplay.
As seen previously, the greatest decline in potency
nd following SBRT for prostate cancer. (a) ability to have an
8B of the EPIC-26; (c) reliability of erection- Question 10 of the EPIC-26;
linically significant changes in scores (½ standard deviation above and
0–100 with higher values representing a more favorable



Table 5 Sexual functions following SBRT for prostate cancer: patient-reported responses to EPIC-26 questions 8A
(ability to have an erection), 8B (ability to reach orgasm), 10 (reliability of erections) and 11 (ability to function sexually)

Start 3 6 9 12 18 24

Ability to have an erection

Very good-good 58.8% 51.6% 56.3% 43.7% 45.6% 41.8% 36.7%

Fair 34.0% 33.7% 26.4% 26.4% 25.6% 29.1% 31.1%

Poor, very poor and none 7.2% 14.7% 17.2% 29.9% 28.9% 29.1% 32.2%

p <0.04 <0.140 <0.001 <0.001 <0.001 <0.001

Ability to reach orgasm

Very good-good 74.2% 56.8% 63.2% 51.7% 53.3% 53.2% 46.7%

Fair 18.6% 27.4% 18.4% 24.1% 24.4% 22.8% 25.6%

Poor, very poor and none 7.2% 15.8% 18.4% 24.1% 22.2% 24.1% 27.8%

p <0.05 0.089 <0.003 <0.001 <0.001 <0.001

Reliability of erections

More than half-half the time 78.4% 66.3% 64.4% 55.2% 57.8% 54.4% 52.2%

Less than half the time 21.6% 33.7% 35.6% 44.8% 42.2% 45.6% 47.8%

p <0.004 <0.003 <0.001 <0.001 <0.001 <0.001

Function sexually (overall)

Very good-good 63.9% 53.7% 52.9% 47.1% 47.8% 43.0% 40.0%

Fair 33.0% 29.5% 28.7% 24.1% 25.6% 24.1% 30.0%

Poor-very poor 3.1% 14.7% 16.1% 28.7% 26.7% 32.9% 30.0%

p <0.003 <0.005 <0.001 <0.001 <0.001 <0.001

N= 97 95 87 87 90 79 90
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following radiation therapy occurred in the first year
with stabilization afterwards [38]. These results are
comparable to results with conventionally fractionated
EBRT or brachytherapy [2,10,29].
The etiology of this early decline in potency is unclear

but may involve exposure of the NVBs, crura or PB
Figure 3 EPIC sexual bother at baseline and following SBRT for prost
scores. Thresholds for clinically significant changes in scores (½ standard de
EPIC scores range from 0–100 with higher values representing a more favo
to excessive radiation. In this series, which included
patients with unfavorable cancers, there was no attempt
to spare the NVBs due to the concern that this may
cause an unacceptably high rate of local failures [39].
Post-treatment sexual dysfunction may be exacerbated
by high PB doses. With the aim of improving potency,
ate cancer- Question 12 of the EPIC-26. Average sexual bother
viation above and below the baseline) are marked with dashed lines.
rable health-related QOL.



Table 6 Sexual brother following SBRT for prostate cancer (patient-reported responses to question 12 of the EPIC-26)

Sexual brother Start 3 mon 6 mon 9 mon 12 mon 18 mon 24 mon

No problem 47.42% 40.86% 42.53% 37.93% 41.11% 41.25% 38.89%

Very small-small problem 39.18% 40.86% 34.48% 40.23% 36.67% 28.75% 34.44%

Moderate-big problem 13.40% 18.28% 22.99% 21.84% 22.22% 30.00% 26.67%
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we have modified our institutional protocol. To reduce
the PB dose, we have restricted the PB dose to < 25% of
the volume receiving 29.5 Gy. Utilizing SBRT, this was
easily achievable. PB doses below this did not correlate
with impotence. We believe that such modifications
have the potential to reduce the incidence and severity of
impotence without increasing the risk of local failure.
Declining potency following SBRT suggests a need for

approaches to improving long-term sexual outcomes. In
this study, pre-treatment sexual aid usage was associated
with increased potency two years following SBRT. Sexual
aid utilization increased from a baseline of 37% to 49%
at 24 months. Oral medication usage was common but
vacuum device, urethral suppository, penile injection and/
or penile prosthesis were rarely utilized. It is not clear
why post-treatment utilization of these potentially effective
therapies [10] was not higher. Possible explanations
include patient’s perception of potential discomfort, the
high cost of such treatments or partner availability.
Others have shown that while sexual function may be
improved by the use of sexual aids, sexual bother may
be enhanced [33].
Like other treatment modalities, this study shows that

SBRT impacts all areas of sexual function including
erections, orgasm and overall satisfaction [40,41]. For
example, only 46.7% of men two years following SBRT
reported at least a good ability to reach orgasm com-
pared to 74% prior to treatment (Table 5). The etiology
of this decline in the ability to obtain orgasm is unclear
but could be related to hemospermia, reduced ejaculate
Figure 4 Pre- and post-treatment testosterone levels and EPIC hormo
p values were from χ2-analysis with baseline testosterone levels. (b) Averag
scores (½ standard deviation above and below the baseline) are marked w
representing a more favorable health-related QOL.
and/or painful ejaculation [42-45]. To better assess the
etiology of orgasmic dysfunction, our future studies will
employ an instrument to assess the effect of SBRT on
ejaculation [46].
Bother may be a better indicator than function on

how a treatment impacts an individual patient’s quality
of life [47]. Sexual bother is defined as the degree of
interference or annoyance caused by limitations in sexual
function and is dependent on an individual’s pre-treatment
erectile function, libido and partner status [33]. In general,
previously potent men report a higher rate of bother
following treatment than impotent men [48]. In this
series of potent men, sexual bother slowly increased
during the first two years following SBRT treatment
(Figure 3, Table 6). Similar to other radiation modalities,
this rate plateaued at 12–24 months following treatment
with 30-40% of men reporting sexual bother as a moderate
to big problem [2,49]. As in other series, sexual bother
scores were better than sexual function scores.
Our study has several limitations. The penile bulb may

not be the critical component of the erectile apparatus,
but may be a surrogate for the crura in conventional
radiation therapy treatment planning [16]. The utilization
of non-coplanar beams in SBRT treatment could yield
unexpectedly high doses to the crura [50]. Future studies
should determine the crura dose during SBRT treatment
and its impact on post-SBRT potency. In addition, the
pretreatment utilization of sexual aids in our patients
was high compared to previous reports [29]. The etiology
is unclear but may limit the generalizability of this study.
nal scores. (a) Box-and-Whisker plot of total testosterone levels. The
e EPIC hormonal scores. Thresholds for clinically significant changes in
ith dashed lines. EPIC scores range from 0–100 with higher values
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Conclusions
SBRT was well-tolerated for these patients with clinically
localized prostate cancer. Men with preserved potency
undergoing SBRT monotherapy for prostate cancer have
sexual outcomes comparable to those reported for alterna-
tive radiation modalities within the first 24 months after
treatment. Although most men retained sexual function,
declining potency following treatment suggest a need for
new approaches to improve long-term sexual outcomes.

Abbreviations
ADT: Androgen deprivation therapy; CTV: Clinical target volume; DVH:
Dose-volume histogram; GTV: Gross target volume; NVBs: Neurovascular
bundles; PB: Penile bulb; PTV: Planning target volume; QoL: Quality of life;
SHIM: Sexual health inventory for men; EBRT: External beam radiation
therapy; SBRT: Stereotactic body radiation therapy; EPIC: Expanded prostate
index composite.

Competing interests
SP Collins and BT Collins serve as clinical consultants to Accuray Inc. The
other authors declare that they have no competing interests.

Authors’ contributions
OO and LC are lead authors, who participated in data collection, data
analysis, manuscript drafting, table/figure creation and manuscript revision.
AB aided in the quality of life data collection and maintained the patient
database. HW aided in the quality of life data collection and statistical
analysis. SU aided in the quality of life data collection. JK aided in the quality
of life data collection and maintained the patient database, aided in data
collection, and participated in initial data interpretation. TY aided in the
quality of life data collection and clinical data collection. SL is the dosimetrist
who developed the majority of patients’ treatment plans, and contributed to
the dosimetric data analysis and interpretation. GB, JP, and KM aided in
clinical data collection. BC, KK, GB, and DK participated in the design and
coordination of the study. SS aided in statistical analysis, quality of life
analysis and manuscript revision. AD is a senior author who aided in drafting
the manuscript. JL is a senior author who aided in drafting the manuscript.
SC was the principal investigator who initially developed the concept of the
study and the design, aided in data collection, drafted and revised the
manuscript. All authors read and approved the final manuscript.

Acknowledgements
We acknowledge Daniel Hamstra, M.D., Ph.D. for helpful discussions.

Author details
1Department of Radiation Medicine, Georgetown University Hospital, 3800
Reservoir Road, NW, Washington, DC 20007, USA. 2Department of Urology,
Georgetown University Hospital, Washington, DC, USA. 3Department of
Biology, Cancer Research Laboratory, University of the District of Columbia,
Columbia, Washington, DC, USA.

Received: 1 August 2013 Accepted: 24 October 2013
Published: 1 November 2013

References
1. Hoffman RM, Hunt WC, Gilliland FD, Stephenson RA, Potosky AL: Patient

satisfaction with treatment decisions for clinically localized prostate
carcinoma. Results from the Prostate Cancer Outcomes Study. Cancer
2003, 97:1653–1662.

2. Sanda MG, Dunn RL, Michalski J, et al: Quality of life and satisfaction with
outcome among prostate-cancer survivors. N Engl J Med 2008, 358:1250–1261.

3. Robinson JW, Moritz S, Fung T: Meta-analysis of rates of erectile function
after treatment of localized prostate carcinoma. Int J Radiat Oncol Biol
Phys 2002, 54:1063–1068.

4. Krupski TL, Saigal CS, Litwin MS: Variation in continence and potency by
definition. J Urol 2003, 170:1291–1294.

5. Schroeck FR, Donatucci CF, Smathers EC, et al: Defining potency: a comparison
of the International Index of Erectile Function short version and the
Expanded Prostate Cancer Index Composite. Cancer 2008, 113:2687–2694.
6. Sonn GA, Sadetsky N, Presti JC, Litwin MS: Differing perceptions of quality
of life in patients with prostate cancer and their doctors. J Urol 2009,
182:2296–2302.

7. Szymanski KM, Wei JT, Dunn RL, Sanda MG: Development and validation
of an abbreviated version of the expanded prostate cancer index
composite instrument for measuring health-related quality of life among
prostate cancer survivors. Urology 2010, 76:1245–1250.

8. Chen RC, Clark JA, Talcott JA: Individualizing quality-of-life outcomes
reporting: how localized prostate cancer treatments affect patients with
different levels of baseline urinary, bowel, and sexual function. J Clin
Oncol 2009, 27:3916–3922.

9. Araujo AB, Mohr BA, McKinlay JB: Changes in sexual function in middle-
aged and older men: longitudinal data from the Massachusetts Male
Aging Study. J Am Geriatr Soc 2004, 52:1502–1509.

10. Alemozaffar M, Regan MM, Cooperberg MR, et al: Prediction of erectile
function following treatment for prostate cancer. Jama 2011, 306:1205–1214.

11. King CR, Maxim PG, Hsu A, Kapp DS: Incidental testicular irradiation from
prostate IMRT: it all adds up. Int J Radiat Oncol Biol Phys 2010, 77:484–489.

12. Watkins Bruner D, James JL, Bryan CJ, et al: Randomized, double-blinded,
placebo-controlled crossover trial of treating erectile dysfunction with
sildenafil after radiotherapy and short-term androgen deprivation ther-
apy: results of RTOG 0215. J Sex Med 2011, 8:1228–1238.

13. Raina R, Agarwal A, Goyal KK, et al: Long-term potency after iodine-125
radiotherapy for prostate cancer and role of sildenafil citrate. Urology
2003, 62:1103–1108.

14. Pinkawa M, Gagel B, Piroth MD, et al: Erectile dysfunction after external
beam radiotherapy for prostate cancer. Eur Urol 2009, 55:227–234.

15. DiBiase SJ, Wallner K, Tralins K, Sutlief S: Brachytherapy radiation doses to
the neurovascular bundles. Int J Radiat Oncol Biol Phys 2000, 46:1301–1307.

16. van der Wielen GJ, Mulhall JP, Incrocci L: Erectile dysfunction after
radiotherapy for prostate cancer and radiation dose to the penile
structures: a critical review. Radiother Oncol 2007, 84:107–113.

17. van der Wielen GJ, Van Putten WL, Incrocci L: Sexual function after three-
dimensional conformal radiotherapy for prostate cancer: results from a
dose-escalation trial. Int J Radiat Oncol Biol Phys 2007, 68:479–484.

18. Roach M 3rd, Nam J, Gagliardi G, El Naqa I, Deasy JO, Marks LB: Radiation
dose-volume effects and the penile bulb. Int J Radiat Oncol Biol Phys 2010,
76:S130–S134.

19. Mangar SA, Sydes MR, Tucker HL, et al: Evaluating the relationship between
erectile dysfunction and dose received by the penile bulb: using data from
a randomised controlled trial of conformal radiotherapy in prostate cancer
(MRC RT01, ISRCTN47772397). Radiother Oncol 2006, 80:355–362.

20. Sethi A, Mohideen N, Leybovich L, Mulhall J: Role of IMRT in reducing
penile doses in dose escalation for prostate cancer. Int J Radiat Oncol Biol
Phys 2003, 55:970–978.

21. 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.

22. Fowler JF: The radiobiology of prostate cancer including new aspects of
fractionated radiotherapy. Acta Oncol 2005, 44:265–276.

23. Miles EF, Lee WR: Hypofractionation for prostate cancer: a critical review.
Semin Radiat Oncol 2008, 18:41–47.

24. McBride SM, Wong DS, Dombrowski JJ, et al: Hypofractionated stereotactic
body radiotherapy in low-risk prostate adenocarcinoma: preliminary results
of a multi-institutional phase 1 feasibility trial. Cancer 2012, 118:3681–3690.

25. Freeman DE, King CR: Stereotactic body radiotherapy for low-risk prostate
cancer: five-year outcomes. Radiat Oncol 2011, 6:3.

26. Katz AJ, Santoro M, Diblasio F, Ashley R: Stereotactic body radiotherapy for
localized prostate cancer: disease control and quality of life at 6 years.
Radiat Oncol 2013, 8:118.

27. Hossain S, Xia P, Huang K, et al: Dose gradient near target-normal structure
interface for nonisocentric CyberKnife and isocentric intensity-modulated
body radiotherapy for prostate cancer. Int J Radiat Oncol Biol Phys 2010,
78:58–63.

28. Xie Y, Djajaputra D, King CR, Hossain S, Ma L, Xing L: Intrafractional motion
of the prostate during hypofractionated radiotherapy. Int J Radiat Oncol
Biol Phys 2008, 72:236–246.

29. Wiegner EA, King CR: Sexual function after stereotactic body radiotherapy
for prostate cancer: results of a prospective clinical trial. Int J Radiat Oncol
Biol Phys 2010, 78:442–448.



Obayomi-Davies et al. Radiation Oncology 2013, 8:256 Page 10 of 10
http://www.ro-journal.com/content/8/1/256
30. Chen LN, Suy S, Uhm S, et al: Stereotactic body radiation therapy (SBRT)
for clinically localized prostate cancer: the Georgetown University
experience. Radiat Oncol 2013, 8:58.

31. Wallner KE, Merrick GS, Benson ML, Butler WM, Maki J, Tollenaar BG: Penile
bulb imaging. Int J Radiat Oncol Biol Phys 2002, 53:928–933.

32. Roach M, Winter K, Michalski JM, et al: Penile bulb dose and impotence
after three-dimensional conformal radiotherapy for prostate cancer on
RTOG 9406: findings from a prospective, multi-institutional, phase I/II
dose-escalation study. Int J Radiat Oncol Biol Phys 2004, 60:1351–1356.

33. Litwin MS, Flanders SC, Pasta DJ, Stoddard ML, Lubeck DP, Henning JM: Sexual
function and bother after radical prostatectomy or radiation for prostate
cancer: multivariate quality-of-life analysis from CaPSURE. Cancer of the
Prostate Strategic Urologic Research Endeavor. Urology 1999, 54:503–508.

34. NIH Consensus Conference. Impotence: NIH Consensus Development
Panel on Impotence. Jama 1993, 270:83–90.

35. Norman GR, Sloan JA, Wyrwich KW: Interpretation of changes in health-
related quality of life: the remarkable universality of half a standard devi-
ation. Med Care 2003, 41:582–592.

36. Levinson AW, Ward NT, Sanda MG, et al: Comparison of validated
instruments measuring sexual function in men. Urology 2010, 76:380–386.

37. Wei JT, Dunn RL, Litwin MS, Sandler HM, Sanda MG: Development and
validation of the expanded prostate cancer index composite (EPIC) for
comprehensive assessment of health-related quality of life in men with
prostate cancer. Urology 2000, 56:899–905.

38. Siglin J, Kubicek GJ, Leiby B, Valicenti RK: Time of decline in sexual function
after external beam radiotherapy for prostate cancer. Int J Radiat Oncol Biol
Phys 2010, 76:31–35.

39. Ju AW, Wang H, Oermann EK: Hypofractionated stereotactic body
radiation therapy as monotherapy for intermediate-risk prostate cancer.
Radiat Oncol 2013, 8:30.

40. Hollenbeck BK, Wei JT, Sanda MG, Dunn RL, Sandler HM: Neoadjuvant
hormonal therapy impairs sexual outcome among younger men who
undergo external beam radiotherapy for localized prostate cancer.
Urology 2004, 63:946–950.

41. Hollenbeck BK, Dunn RL, Wei JT, Montie JE, Sanda MG: Determinants of
long-term sexual health outcome after radical prostatectomy measured
by a validated instrument. J Urol 2003, 169:1453–1457.

42. Merrick GS, Wallner K, Butler WM, Lief JH, Sutlief S: Short-term sexual
function after prostate brachytherapy. Int J Cancer 2001, 96:313–319.

43. Finney G, Haynes AM, Cross P, Brenner P, Boyn A, Stricker P: Cross-sectional
analysis of sexual function after prostate brachytherapy. Urology 2005,
66:377–381.

44. Helgason AR, Fredrikson M, Adolfsson J, Steineck G: Decreased sexual
capacity after external radiation therapy for prostate cancer impairs
quality of life. Int J Radiat Oncol Biol Phys 1995, 32:33–39.

45. Huyghe E, Delannes M, Wagner F, et al: Ejaculatory function after permanent
125I prostate brachytherapy for localized prostate cancer. Int J Radiat Oncol
Biol Phys 2009, 74:126–132.

46. Rosen RC, Catania JA, Althof SE, et al: Development and validation of four-
item version of Male Sexual Health Questionnaire to assess ejaculatory
dysfunction. Urology 2007, 69:805–809.

47. Gore JL, Gollapudi K, Bergman J, Kwan L, Krupski TL, Litwin MS: Correlates of
bother following treatment for clinically localized prostate cancer. J Urol
2010, 184:1309–1315.

48. Cooperberg MR, Koppie TM, Lubeck DP, et al: How potent is potent?
Evaluation of sexual function and bother in men who report potency
after treatment for prostate cancer: data from CaPSURE. Urology 2003,
61:190–196.

49. Litwin MS, Gore JL, Kwan L, et al: Quality of life after surgery, external
beam irradiation, or brachytherapy for early-stage prostate cancer.
Cancer 2007, 109:2239–2247.

50. King CR, Lo A, Kapp DS: Testicular dose from prostate cyberknife: a cautionary
note. Int J Radiat Oncol Biol Phys 2009, 73:636–637. author reply 637.

doi:10.1186/1748-717X-8-256
Cite this article as: Obayomi-Davies et al.: Potency preservation
following stereotactic body radiation therapy for prostate cancer.
Radiation Oncology 2013 8:256.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patient selection
	SBRT treatment planning and delivery
	Follow-up and statistical analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


