
Clinical and Translational Radiation Oncology 24 (2020) 10
Contents lists available at ScienceDirect

Clinical and Translational Radiation Oncology

journal homepage: www.elsevier .com/locate /c t ro
Correspondence
Unexpected lower biochemical control of
high-dose-rate brachytherapy boost than
low-dose-rate brachytherapy boost for
clinically localized prostate cancer
https://doi.org/10.1016/j.ctro.2020.05.011
2405-6308/� 2020 The Author(s). Published by Elsevier B.V. on behalf of
This is an open access article under the CC BY-NC-ND license (http://creativ
To the Editor,
With great interest, we read the article by Slevin F et al. pub-

lished recently in the Clin Transl Radiat Oncol journal [1]. They
compared the outcome between LDR boost and HDR boost for
men with intermediate and high risk prostate cancer. It is surpris-
ing that they concluded that LDR–EBRT may provide more effective
PSA control at 5 years compared with HDR–EBRT. Generally, HDR
boost could appeal equivocal efficacy to LDR or superior in some
extent (dose distribution outside prostate), so that we have several
questions to explain the difference. At first, HDR schedule could be
a reason of poor outcome. Seventeen Gy in 2 fractions
(BED = 84.9 Gy, a/b = 2) + 35.75 Gy in 13 fractions EBRT
(BED = 95.6, total BED 174.2 Gy) have a lower BED than commonly
used fractionation (HDR boost: 9.5 to 11.5 Gy � 2 fractions – 5.5 to
7.5 Gy � 3 fractions – 4.0 to 6.0 Gy � 4 fractions etc.). Apparently,
they elevated intensity to 15 Gy/1fr (BED = 127 Gy) + 37.5 Gy/15fr
EBRT (84.4 Gy, total BED = 211.9 Gy) in 2010. There may be
improvement of bPFS by later schedule. Could you supply the data
separately according to schedule and risk category (high and inter-
mediate)? Joseph [2] and Yaxley [3] also reported insufficient out-
come for high risk group with low BED HDR schedule. Next, as T3b
category is a further important risk factor among T3 category. HDR
has a potential for significantly improved dose coverage for T3 dis-
ease, while LDR dose is commonly prescribed up to 3 mm outside
the capsule, coverage of gross extra capsule invasion and especially
extensive seminal vesicle invasion is limited due to potential
migration of seed placed outside prostate or in seminal vesicle
(T3b). Please let us know the number of T3a and T3b separately.
Additionally, 97 patients included in HDR group (Table 1 of Ref
1) but 94 patients are categorized as a high risk group (3 patients
categorized to where?). At last, follow-up periods (57 months for
HDR) is not enough to draw 5y-outcome.

We have made a transitional study from LDR to HDR in
1980–90s including a phase III trial between LDR and HDR in ton-
gue cancer treatment [4]. Then, we installed those HDR technique
for prostate cancer brachytherapy and LDR brachytherapy there-
after, which is reversed order of Western countries [5,6]. Along
with those experiences, we have an impression that HDR has a nar-
rower treatment window than LDR (a little higher dose elevates
toxicity and a little lower dose made poorer efficacy). In trend of
hypo fractionation, one to two fractionations, these data [1–3]
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are very important to draw optimal fractionation for localized
prostate cancer.

Declaration of Competing Interest

The authors declare that they have no known competing finan-
cial interests or personal relationships that could have appeared
to influence the work reported in this paper.

References

[1] Slevin F, Rodda SL, Bownes P, et al. A comparison of outcomes for patients with
intermediate and high risk prostate cancer treated with low dose rate and high
dose rate brachytherapy in combination with external beam radiotherapy. Clin
Transl Radiat Oncol. 2020;20:1–8.

[2] Joseph N, Taylor C, O’Hara C, et al. A combined single high-dose rate
brachytherapy boost with hypofractionated external beam radiotherapy
results in a high rate of biochemical disease free survival in localised
intermediate and high risk prostate cancer patients. Radiother Oncol.
2016;121(2):299–303.

[3] Yaxley JW, Lah K, Yaxley JP, et al. Long-term outcomes of high-dose-rate
brachytherapy for intermediate- and high-risk prostate cancer with a median
follow-up of 10 years. BJU Int 2017;120(1):56–60.

[4] Inoue T, Inoue T, Teshima T, et al. Phase III trial of high and low dose rate
interstitial radiotherapy for early oral tongue cancer. Int J Radiat Oncol Biol
Phys 1996;36(5):1201–4.

[5] Yoshioka Y, Nose T, Yoshida K, et al. High-dose-rate interstitial brachytherapy
as a monotherapy for localized prostate cancer: treatment description and
preliminary results of a phase I/II clinical trial. Int J Radiat Oncol Biol Phys 2000
Oct 1;48(3):675–81.

[6] Yamazaki H, Masui K, Suzuki G, et al. High-dose-rate brachytherapy
monotherapy versus low-dose-rate brachytherapy with or without external
beam radiotherapy for clinically localized prostate cancer. Radiother Oncol
2019;132:162–70.

Hideya Yamazaki a,⇑
Koji Masui a

Gen Suzuki a

Ken Yoshida b

aDepartment of Radiology, Graduate School of Medical Science, Kyoto
Prefectural University of Medicine, 465 Kajiicho Kawaramachi Hirokoji,

Kamigyo-ku, Kyoto 602-8566 Japan
bDepartment of Radiology, Kansai Medical University,

Hirakata 573-1010, Japan
⇑ Corresponding author.

E-mail address: hideya10@hotmail.com (H. Yamazaki)
Received 16 May 2020
Accepted 29 May 2020

Available online 5 June 2020
iety for Radiotherapy and Oncology.
/licenses/by-nc-nd/4.0/).

http://crossmark.crossref.org/dialog/?doi=10.1016/j.ctro.2020.05.011&domain=pdf
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0005
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0005
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0005
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0005
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0010
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0010
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0010
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0010
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0010
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0015
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0015
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0015
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0020
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0020
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0020
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0025
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0025
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0025
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0025
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0030
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0030
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0030
http://refhub.elsevier.com/S2405-6308(20)30046-X/h0030
mailto:hideya10@hotmail.com
https://doi.org/10.1016/j.ctro.2020.05.011
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.ctro.2020.05.011
http://www.sciencedirect.com/science/journal/24056308
http://www.elsevier.com/locate/ctro

	Unexpected lower biochemical control of high-dose-rate brachytherapy boost than low-dose-rate brachytherapy boost for clinically localized prostate cancer
	Declaration of Competing Interest
	References


