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Cancer Prostate – Heterogenous disease

• On the same day you can advise one patient for Watchful Waiting and 
discuss with another for Chemohormonal therapy!
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Incidence of Lymph Nodes -
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Any Particular Lymph Node Station Involved?

Weckerman et al. J Urol 2007
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• Randomized trial comparing prophylactic whole-pelvic nodal radiotherapy (WPRT) to prostate-only 
radiotherapy (PORT) in high-risk prostate cancer.



Methods

• This phase III, single center, randomized controlled trial enrolled eligible 
patients undergoing radical radiotherapy 
• Node-negative prostate adenocarcinoma

• Estimated nodal risk of 20%. 

• Randomization was 1:1 to PORT (68 Gy/25# to prostate) or whole-pelvic 
radiotherapy (WPRT, 68 Gy/25# to prostate, 50 Gy/25# to pelvic nodes, 
including common iliac) 

• computerized stratified block randomization
• Stratified by Gleason score

• Type of androgen deprivation

• PSA at diagnosis

• Prior transurethral resection of the prostate



Methods

• All patients received image-guided, intensity-modulated 
radiotherapy and minimum 2 years of androgen deprivation 
therapy. 

• The primary end point was 5-year biochemical failure-free 
survival (BFFS), and secondary end points were disease-free 
survival (DFS) and overall survival (OS).



Methods

• Magnetic resonance imaging for prostate, contrast-enhanced computed 
tomography (CT) scan of abdomen and pelvis, technetium-99 bone scan, or 
positronemission tomography (PET) CT with fluoride-18 or gallium- 68 prostate-
specific membrane antigen (PSMA) scans

• Key eligibility criterion was 
• the risk of pelvic node involvement of at least 20%, estimated using Roach formula
• clinical stage T1-T3a with Gleason 8-10 and any PSA
• Gleason 7 with PSA. 15 ng/mL
• Gleason 6 with PSA. 30 ng/mL
• Stage T3b-T4a with any GS and any PSA were eligible for inclusion.
• estimated life expectancy of at least 5 years 
• ability to receive long-term ADT or undergo surgical castration

• All patients signed informed consent before being enrolled in the trial.





Results

• After a study period of 9 years, only 36 events of biochemical failure were observed,



Results



Results - toxicity
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JCO 2003

1.WP RT  N & CHT

2.PO RT  N & CHT

3.WP RT  AHT

4.PO RT  AHT

Risk of LN involvement of more than 15%
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ASTRO 2013
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Imp

• Lack of optimal patient selection,

• radiotherapy technique

• volume and dose

• inadequate duration of ADT for high-risk disease



• In conclusion, prophylactic WPRT using a contemporary dose and 
technique along with long-term ADT for high-risk and very high-risk 
prostate cancer resulted in a large and significantly improved BFFS 
and DFS as compared with PORT,

• Did not impact OS. 

• Until the long-term outcomes of the ongoing trials are reported, 
prophylactic pelvic radiotherapy should be routinely considered for 
these patients





Methods

• CHHiP is a randomised, phase 3, non-inferiority trial 

• localised prostate cancer (pT1b–T3aN0M0)

• Patients were randomly assigned (1:1:1) to conventional (74 Gy delivered in 37 fractions over 7·4 weeks) or 
one of two hypofractionated schedules (60 Gy in 20 fractions over 4 weeks or 57 Gy in 19 fractions over 3·8 
weeks) 

• all intensity-modulated techniques

• Most patients were given radiotherapy with 3–6 months of neoadjuvant and concurrent androgen 
suppression. 

• The primary endpoint was time to biochemical or clinical failure; the critical hazard ratio (HR) for non-
inferiority was 1·208. 



•Eligibility
•PSA concentration of less than 40 ng/mL 
•Risk of lymph node involvement less than 30%
• risk of seminal vesicle involvement less than 30%

•Patients were ineligible 
• if they had both T3 tumours and a Gleason score of 

8 or higher
• life expectancy of less than 10 years.



• Pelvic lymph nodes were not included in the target volumes



Results



Toxicity



Conclusion

• Hypofractionated radiotherapy using 60 Gy in 20 fractions is non-inferior to conventional fractionation using 
74 Gy in 37 fractions and is recommended as a new standard of care for external-beam radiotherapy of 
localized prostate cancer.



• pre-planned analysis of 8 year outcomes.



• With BCF rates over 80%, long-term follow-up confirms that 
60Gy/20f is non-inferior to 74Gy/37f. Late side effects were very 
low across all groups. These results support the continued use 
of 60Gy/20f as standard of care for men with localised PCa



Trials Comparing Hypofractionated radiotherapy versus conventional radiotherapy
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Important

• 80 % BFS rate in CHHIP trial

• 95% BFS in POP-ART

• Are we undertreating in CHHIP?? The LN risk was less than 30%, POP-
ART had LN risk above 20%. 

• Previous issue about hypofractionation in high risk Cap answered well 
in POP-art

• Now you have a protocol for treating pelvis as well

• POP-Art technically not only endorses WPRT but also guides 
Hypofractionation for high risk



What do the guidelines say?
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Results: Moderate Hypofractionation
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