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Abstract

Background: The standard treatment modalities for prostate cancer include surgery, chemo-
therapy, hormonal therapy and radiation therapy or any combination depending on the
stage of the tumour. Radiation therapy is a common and effective treatment modality for
low-intermediate-risk patients with localised prostate cancer, to treat the intact prostate and
seminal vesicles or prostate bed post prostatectomy. However, for high-risk patients with lymph
node involvement, treatment with radiation will usually include treatment of the whole pelvis to
cover the prostate and seminal vesicles or prostate bed and the pelvic lymph nodes followed by a
boost delivery dose to the prostate and seminal vesicles or prostate bed.
Materials andMethods:We retrospectively analysed the treatment plans for 179 prostate cancer
patients treated at the cancer centre with the volumetric-modulated arc therapy (VMAT)
technique via RapidArc using 6 MV photon beam. Patients were either treated with a total
prescription dose of 78 Gy in 39 fractions for patients with intact prostate or 66 Gy in
33 fractions for post prostatectomy patients.
Results: There were 114 (64%) patients treated with 78 Gy/39 and 65 (36%) treated with
66 Gy/34. The mean homogeneity index (HI), conformity index (CI) and uniformity index
(UI) for the PTV-primary of patients treated with 78 Gy are 0.06 ± 0.01, 1.04 ± 0.01 and
0.99 ± 0.01, respectively, and the corresponding mean values for patients treated with 66 Gy
are 0.06 ± 0.02, 1.05 ± 0.01 and 0.99 ± 0.01, respectively. The mean PTV-primary V95%,
V100% and V105% are 99.5 ± 0.5%, 78.8 ± 12.2% and 0.1 ± 0.5%, respectively, for patients treated
with 78 Gy and 99.3 ± 0.9%, 78.1 ± 10.6% and 0.1 ± 0.4%, respectively, for patients treated with
66 Gy. The rectal V50Gy, V65Gy, V66.6Gy, V70Gy, V75Gy and V80Gy are 26.8 ± 9.1%, 14.2 ± 5.3%,
13.1 ± 5.0%, 10.8 ± 4.3%, 6.9 ± 3.1% and 0.1 ± 0.1%, respectively, for patients treated with 78 Gy
and 33.7 ± 8.4%, 14.1 ± 4.5%, 6.7 ± 4.5%, 0.0 ± 0.2%, 0.0% and 0.0%, respectively, for patients
treated with 66 Gy.
Conclusion: The use of VMAT technique for radiation therapy of high-risk prostate cancer
patients is an efficient and reliable method for achieving superior dose conformity, uniformity
and homogeneity to the PTV and minimal doses to the organs at risk. Results from this study
provide the basis for the development and implementation of consistent treatment criteria
in radiotherapy programs, have the potential to establish an evaluation process to define a con-
sistent, standardised and transparent treatment path for all patients that reduces significant
variations in the acceptability of treatment plans and potentially improve patient standard
of care.

Introduction

Prostate cancer is the most frequent malignancy among men and accounts for approximately
20% of all new cancer cases and 10% of all cancer mortalities in Canadianmen and ranks second
in cancer-related deaths in the United States.1–4 In 2020, it is projected that 191,930 new cases
will be diagnosed and 33,330 prostate cancer mortalities will occur in the United States.4 In
Canada, it is estimated that 23,300 new cases and 4,200 prostate cancer deaths will occur in
2020.1,2 The standard treatment modalities for prostate cancer include surgery, radiation
therapy, hormonal therapy and chemotherapy or any combination depending on the stage
of the tumour. Radiation therapy is a common and effective treatment modality for low-
and intermediate-risk patients with localised prostate cancer to treat the intact prostate.5–17

However, for high-risk patients with increased risk of nodal involvement, treatment with radi-
ation will usually include treatment of the whole pelvis to cover the prostate and seminal vesicles
and the pelvic lymph nodes followed by a boost delivery dose to the prostate. This usually
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involves a two-phase approach: Phase 1 will involve whole-pelvis
radiation therapy (WPRT) to cover the prostate and seminal
vesicles or prostate bed post prostatectomy and the pelvic lymph
nodes followed by a phase 2 which delivers a boost dose to the pros-
tate and seminal vesicles or prostate bed.15,16,18–37 Radiation
therapy is also an effective salvage therapy for biochemical recur-
rence following prostatectomy.

Intensity-modulated radiotherapy (IMRT) has been used for
dose escalation to the intact prostate and prostate bed with pro-
phylactic whole pelvis radiotherapy and is capable of providing
a highly conformal dose distribution that conforms tightly to
the target volume with minimal dose to the organs at risks
(OARs).6,11,15,20,21,23,24,26,29,30,38,39 In recent years, volumetric-
modulated arc therapy (VMAT), which employs continuous
dynamic modulation of dose rate, field aperture and gantry
speed, has also been used to deliver radiotherapy due to its rel-
atively short treatment delivery time, higher dose conformity
and homogeneity.11,21,28,29,33,40 Several studies have reported
that VMAT is capable of achieving equal or better target volume
coverage and normal tissue sparing compared to IMRT.11,27,33,40

Hardcastle et al.11 compared the VMAT technique with IMRT
and reported reduced rectal doses with the VMAT, significant
reductions in delivery time and monitor units, even though tar-
get coverage was equivalent to the IMRT. According to Lawton
et al.,22 whole-pelvis radiotherapy provides significant benefit to
patients with regard to progression-free survival when delivered
with neoadjuvant and concurrent hormonal therapy. Several
other studies10,18,32,35,36 have also demonstrated the benefit of
whole pelvis radiotherapy in terms of biochemical-free survival.
Aizer et al.16 conducted a study on whole-pelvis radiotherapy
versus prostate-only radiotherapy in the management of locally
advanced or aggressive prostate adenocarcinoma. They reported
that patients treated with whole-pelvis radiotherapy had an
improved biochemical-free survival rate of 86.3% compared to
patients treated with prostate-only radiotherapy with a biochemi-
cal-free survival of 69.4% and concluded that whole-pelvis radiation
therapy potentially improves biochemical-free survival in patients
with aggressive prostate cancer.

One of the challenges in treatment planning is the lack of con-
sistency among different institutions and individuals with regard
to what is considered an acceptable treatment plan in terms of tar-
get coverage and doses to the OAR. In clinical trials,7,22,37,41 this
issue is usually resolved because there are usually well-defined cri-
teria provided for treatment plan’s acceptability within the trial
and any plan fulfilling the criteria is considered acceptable, whereas
any plan not fulfilling the criteria may be considered unacceptable.
This provision potentially lessens the stress on dosimetrists, as they
can present treatment plans to radiation oncologists, which are less
likely to be rejected. Furthermore, it improves confidence in dosi-
metrists, reduces variation in treatment plans and improves work-
flow and patient care.5 Despite these benefits, several institutions
are yet to develop local institutional criteria for treatment plan’s
acceptability based on local resources. Therefore, there is a growing
need for the development of local site-specific treatment plan
acceptability criteria in order to standardise and minimise varia-
tions in patients’ treatment plans. In order to develop institutional
criteria for volume-based WPRT treatment plans acceptability
based on our current experiences and resources, we conducted a
comprehensive retrospective dosimetric analysis of WPRT plans
for prostate cancer patients. This study reports on the dosimetric
evaluation of VMAT technique for 2-phase WPRT for high-risk
prostate cancer with lymph node metastasis patients treated at

our cancer centre over a period of 3 years and suggest criteria
for treatment plans acceptability. Implementation of such criteria
would establish an evaluation process to define a consistent, stand-
ardised and transparent treatment path for all patients that reduces
significant variations in the acceptability of treatment plans and
potentially improve patient standard of care.

Materials and Methods

The retrospective analysis was performed on the basis of treat-
ment plans for 179 prostate cancer patients treated over a period
of 3 years at the cancer centre with the VMAT technique via
RapidArc (Varian Medical Systems, Palo Alto, CA, USA) using
6 MV photon beam. The patients were stratified into two
cohorts: WPRT plus a boost dose to the prostate andWPRT plus
a boost dose to prostate bed. The first cohort composed of
114 patients treated with a total prescription dose of 78 Gy in
39 fractions (78 Gy/39): 46 Gy in 23 fractions was delivered
to the whole pelvis, and a boost dose of 32 Gy in 16 fractions
was delivered to the prostate. The second cohort consisted of
65 patients treated with a total prescription dose of 66 Gy in
34 fractions (66Gy/33): 46 Gy in 23 fractions was delivered to
the whole pelvis, and a boost dose of 22 Gy in 11 fractions
was delivered to the prostate bed.

Patient preparation

All patients underwent bladder and bowel preparation prior to
computer tomography (CT) simulation. Patients were asked to
empty their bladder and bowels if possible and then given
500 mL of water to drink followed by a wait period of about
30–60 minutes until the bladder was considered full.

CT simulation

All patients were positioned supine on a flat couch top with a
leg immobiliser as per institutional protocol for prostate cancer
patients CT scan. The head was positioned on a pillow and hands
were placed on the chest. Radio-opaque markers were placed on
the pelvis to define the tattoo localisation and patients scanned
with 3 mm slice thickness from L3 to below the ischial tuberosity
per institutional protocol. The bladder and rectal volumes were
checked for adherence to our institutional protocol, namely, that
the bladder dome pushes the small bowel superiorly and the rectal
diameter is less than 5 cm. If these criteria are notmet, the patient is
removed from the couch with further instruction about bladder
fullness or rectal emptying. In some cases, patients were asked
to take milk of magnesia for 3 days and return for another CT scan
if required. After CT scanning, tattoos were placed at the anterior,
right lateral and left lateral setup points. The scan datasets were
exported to the Eclipse treatment planning system (TPS) (Version
13.6: Varian Medical Systems, Palo Alto, CA, USA).

Target volumes and OAR

Contouring of all structures was standardised based on institu-
tional guidelines and included the primary clinical target volume
(CTV-primary) and CTV-nodes, primary planning target volume
(PTV-primary) and PTV-nodes, rectum, bladder, bowel, right and
left femurs. The CTV-primary was contoured to encompass the
prostate and seminal vesicles or for post prostatectomy patients,
the prostate bed. A radiation treatment planner usually contours
the normal OAR including the rectum, bladder and the femurs
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and the radiation oncologist contours the CTV-primary and CTV-
nodes. In some patients, T2-weighted magnetic resonance imaging
(MRI) scans were used as part of the planning process. In such
cases, the CT andMRI images were co-registered with one another
within the Eclipse TPS (Varian Medical Systems, Palo Alto, CA,
USA) and were used to better delineate the prostate volume.
Standard expansions were applied to the CTVs to generate the
PTV volumes; usually the PTV-primary expansion for the intact
prostate is 10 mm circumferentially except 7 mm posteriorly
and the PTV-primary expansion for the post prostatectomy pros-
tate bed is 10 mm circumferentially. The PTV-nodal expansion
was 5 mm circumferentially from the CTV-nodal volume.
Additional structures were created to aid the VMAT optimisation
process. The details of all structures contoured for prostate treat-
ment at our institution have been described by Darko et al.5

Radiation treatment planning

A detailed description of the planning process including a sum-
mary of the plan optimisation objectives and the normal tissue
objectives has been described by Darko et al.5 In summary, all plans

were generated using the Eclipse external beam TPS, version 13.6
(Varian Medical Systems, Palo Alto, CA). The beam geometry for
the VMAT plans consisted of two full arcs spanning 358° each with
gantry angles of 180·1 to 179·9 in clockwise and 179·9 to 180·1 in
counter-clockwise rotation to cover the PTV-primary and PTV-
nodal regions for the phase-I treatment planning. A second set
of arcs for phase-II boost planning covers the PTV-primary region.
Collimator angles for each plan were typically up to 15° and 345°.
VMAT plan optimisation was carried out by the progressive res-
olution optimiser, which considers the plan objectives for an
increasing number of beam angles. To account for the attenuation
properties of the couch-top used for treatment, the Varian Exact
IGRT couch top model available in the Eclipse TPS was adopted
and included in the dose optimisation and calculation. All treat-
ment plans used 6 MV photons and a dose calculation grid size
of 2·5 mm and incorporated heterogeneity corrections.

Daily treatment

Patients were instructed to arrive for daily radiation therapy with a
full bladder and empty rectum and were set-up for treatment as per

Figure 1. Digital reconstructed radiographs (DRR) showing the field placements when treating the whole pelvis for intact prostate (a) and post prostatectomy prostate bed
(b) patients and the boost field for the intact prostate (c) and prostate bed (d). CTV-primary (prostate or prostate bed) = red, CTV_Pel (primary plus nodes) = magenta,
PTV-primary (prostate plus margins) = green, PTV_Pel (prostate plus nodes plus margins) = dark green, bladder = orange, rectum = blue, femur heads = pink.
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institutional protocol using tattoos and laser alignment. Treatments
were delivered on either a Varian Clinac 2100iX Linac or Varian
TrueBeam Linac, both with 120-leaf multi-leaf collimator
(MLC). Daily cone-beam CT image guidance was used for setup
verification and target localisation for all patients, and the cone beam
computed tomography is matched to the pelvis bones for phase I
(checking the prostate for inclusion) and matched to the prostate
for phase II. If clips were present for postoperative prostate bed
cases, they were used for alignment for the phase II. Rectum
and bladder consistency was checked before treatment is delivered.

Indices for PTV

The plan quality in this study was quantitatively evaluated by calcu-
lating the HI, UI and the CI for each plan. The HI, CI and UI evalu-
ate the dose homogeneity, conformity and uniformity, respectively,
within the PTV-primary and are calculated as:

HI ¼ D2 � D98

DPD

UI ¼ D5

D95

CI ¼ VRI

TV

where D2, D5, D95 and D98 are the doses received by 2%, 5%,
95% and 98% of the PTV-primary, respectively. DPD is the

prescribed dose, VRI is the volume of PTV-primary covered by the
reference isodose line (in this case the 95% isodose line) and TV is
the target volume (in this case the PTV-primary). The values of CI
and UI close to unity indicate greater conformity and uniform-
ity, and values of HI close to zero indicate greater homogeneity.

Results

We have retrospectively performed a dosimetric analysis of
179 patients treated over a period of 3 years at our cancer centre.
Figure 1 shows digital reconstructed radiographs (DRR) show-
ing the field placements when treating the whole pelvis for intact
prostate and post prostatectomy prostate bed patients and the
boost field for the intact prostate and prostate bed. Figure 2
shows the dose-–volume histograms (DVHs) of the CTV-primary
and PTV-primary volumes for all patients treated with a prescrip-
tion dose of 78 Gy in 39 fractions (Figures 2a and 2b) and 66 Gy in
33 fractions (Figures 2c and 2d). The grey lines represent individ-
ual patients DVH and the blue lines in each plot are the mean
DVHs. Similar DVH plots for the OAR; right and left femur,
rectum, bladder and bowels are also shown in Figures 3-6, respec-
tively. A comparison of DVHs for the 2-phase whole pelvis radio-
therapy plus boost dose to the prostate/prostate bed treatment dose
analysis (this work) and a single phase prostate/prostate bed-only
radiotherapy plans5 for patients treated at 78 Gy in 39 fractions
(Figure 7a) and 66 Gy at 33 fractions (Figure 7b) is shown in
Figure 7. Table 1 shows the statistical summary of patient target
volumes (CTV-primary and PTV-primary) and OAR (rectum,

Figure 2. Dose–volume histograms (DVHs) of the CTV-primary and PTV-primary volumes for all patients treated with a prescription dose of 78 Gy in 39 fractions (Figures 2a
and 2b) and 66Gy in 33 fractions (Figures 1c and 1d). The grey lines represent individual patients DVH, and the blue lines in each plot are the mean DVHs.
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bladder, femurs heads and bowel) volumes for all patients treated
with a prescription of 78 Gy in 39 and 66 Gy in 33 fractions. The
patients were stratified into three groups based on the size of the
CTV-primary: small (< 50cc), medium (50 ≥ x ≤ 70cc) and large
(> 70cc). Plan quality was determined by evaluating the homo-
geneity, uniformity and conformity indexes for the PTV-primary
for all patients, and a statistical analysis of the indexes for the
PTV-primary at 78 Gy/39 and 66 Gy/33 is shown in Table 2.
The PTV-primary dose coverage was evaluated on the basis of the
PTV-primary volume receiving 95%, 100%and105%of the prescribed
dose of 78 Gy and 66 Gy (V95%, V100% and V105%) for each cohort of
patients and a summary of the statistical analysis of the normalised
V95%, V100% and V105% for the PTV-primary volume is shown in
Table 3. A summary of the statistical analysis of the dose–volume
points to the rectum, bladder, femur heads and bowels, which are
shown in Table 4 to Table 7, respectively. The rectum dosimetric
analysis included the maximum dose, V50Gy, V65Gy,V66.6Gy, V70Gy,
V75Gy and V80Gy, and for the bladder are the maximum dose,
V40Gy, V50Gy, V65Gy, V66.6Gy, V70Gy, V75Gy and V80Gy. Conversely,
for the left and right femurs, the doses at maximum, minimum and
mean doses, as well as the V50Gy, ‘were analysed, and the bowel dosi-
metric analysis included the maximum, minimum and mean doses.

Discussion

Patient characteristics

We evaluated the dosimetric data of 179 prostate cancer patients
treated over a period of 3 years at our cancer centre. For each

patient, we determined the volumes of the prostate or prostate
bed (CTV-primary), PTV-primary, rectum, bladder, right and left
femur heads and bowels. There were 114 (64%) patients treated
with a prescription of 78 Gy in 39 fractions and 65 (36%) treated
with a prescription of 66 Gy in 33 fractions. When patients were
stratified into three groups by the volume of the CTV-primary,
there was a significant difference in the target (CTV-primary
and PTV-primary) volume between patients treated with intact
prostate (78 Gy) and postoperative prostate bed (66 Gy). Themean
CTV-primary volumes for patients treated with 78 Gy and 66 Gy
were 60.3 ± 26.9cc and 70.8 ± 24.4cc, respectively, and the corre-
sponding mean PTV-primary volumes for patients treated at the
same prescribed doses are 185.3 ± 56.0cc and 275.2 ± 60.6cc,
respectively (Table 1). The mean bladder, rectum, left femur, right
femur and bowel volumes for patients treated with 78 Gy are
286.3 ± 137.4, 95.1 ± 46.6, 186.0 ± 33.6, 189.8 ± 31.4 and
519.6 ± 257.4, respectively, and for patients treated with 66 Gy,
the mean values are 286.6 ± 142.9, 82.1 ± 26.9, 188.5 ± 29.0,
187.5 ± 31.3 and 436.7 ± 225.0 for the bladder, rectum, left femur,
right femur and bowel volumes, respectively (Table 1).

Plan quality evaluation

We quantitatively assessed the quality of the treatment plans by
calculating the HI, UI and the CI for the PTV-primary for all
patients. The mean HI, CI and UI for the PTV-primary of patients
treated with intact prostate are 0.06 ± 0.01, 1.04 ± 0.01 and
0.99 ± 0.01, respectively, and the corresponding mean values for

Figure 3. Dose–volume histograms (DVHs) of the right and left femur volumes for all patients treated with a prescription dose of 78 Gy in 39 fractions (Figures 2a and 2b) and
66 Gy in 33 fractions (Figures 2c and 2d). The grey lines represent individual patients DVH, and the blue lines in each plot are themean DVHs. The red data point is the planning dose
objective of maximum dose < 52 Gy.
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postoperative prostate bed patients are 0.06 ± 0.02, 1.05 ± 0.01 and
0.99 ± 0.01, respectively (Table 2). Yoo et al.39 reported HI and CI
for PTV-primary of 1.09 and 1.20 for double arc VMAT treatment
plans, 1.10 and 1.25 for single arc VMAT treatment plans and 1.09
and 1.19 for IMRT treatment plans. When values of CI and UI are
close to unity, it indicate greater conformity and uniformity, and
when values of HI are close to zero, it indicate greater homogeneity;
therefore, our data show superior dose conformity, uniformity and
homogeneous to the PTV-primary for prostate VMAT plans irre-
spective of the size of the prostate, prostate bed or the prescription
(Table 2).

Treatment plans dose evaluation

The DVH plots (Figures 2-6) extracted from patients treatment
plans are used to quantitatively assess the acceptability of each
treatment plan by examining the extent to which each plan
achieved the target coverage and OAR dosimetric constraints.
For target coverage, a plan is considered acceptable when at least
95% of the PTV-primary received at least 95% of the prescribed
dose (Figure 2), and for the OARs, acceptability is determined
based on the organ dose-–volume constraints (Figures 3-6).

The dose–volume constraints used for the rectum are V50Gy < 50%,
V60Gy < 35%, V65Gy < 25%, V70Gy < 20% and V75Gy < 15%; bladder
dose constraints are V65Gy < 50%, V70Gy < 35%, V75Gy < 25% and
V80Gy < 15% and for the femur heads is maximum dose< 52 Gy.

PTV dose analysis

The DVH plots in Figure 2 and data in Table 3 show that adequate
target coverage was achieved for all patients which is the main
objective of radiation therapy without compromising excessive
dose to OAR in order to minimise toxicity. Our data show that
for patients with intact prostate treated with a prescription of
78 Gy/39, the mean V95%, V100% and V105% are 99.5 ± 0.5%,
78.8 ± 12.2% and 0.1 ± 0.5%, respectively (Table 3). Similarly
for postoperative patients treated with 66 Gy/34, the mean
V95%, V100% and V105% are 99.3 ± 0.9%, 78.1 ± 10.6% and
0.1 ± 0.4%, respectively (Table 3). When patients were stratified
into three cohorts based on the CTV-primary volume, that is, small:
CTV<50cc, medium: 50≥CTV≤ 75cc and large: CTV>75cc, the
target coverage was still found to be very adequate for all groups.
Adequate target coverage is associated with tumour control
which leads to improved biochemical relapse-free survival,

Figure 4. Dose–volume histograms (DVHs) of the rectum
volume for all patients treated with a prescription dose of
78 Gy in 39 fractions (Figures 3a) and 66 Gy in 33 fractions
(Figures 3b). The grey lines represent individual patients DVH, and
the blue lines in each plot are the mean DVHs. The red data points
are the planning dose objectives of V50 Gy < 50%, V60 Gy < 35%,
V65 Gy < 25%, V70 Gy < 20% and V75 Gy < 15%.
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cancer progression-free survival and cancer-specific survival.
A study by Song et al investigated biochemical relapse-free
survival in patients receiving whole-pelvis radiation therapy
and reported a biochemical-free survival rate of 65.9% and con-
cluded that patients undergoing radiation therapy after prosta-
tectomy with whole-pelvis radiation therapy will have better
biochemical relapse-free survival rates compared to prostate
bed-only radiation therapy.35 Poelaert et al.18 studied the out-
come of whole-pelvis radiation therapy in patients with positive
pelvic lymph nodes and reported an estimated biochemical
relapse-free survival of 67%, a cancer progression-free survival
of 71% and a cancer-specific survival of 96%. Furthermore, they
reported that patients treated with whole-pelvis radiation therapy,
along with androgen deprivation therapy, show a promising
cancer-specific survival.18

OAR dose evaluation

In radiation therapy, the dose to the OAR is usually the dose-limit-
ing factor for the target dose, and in the radiotherapy of prostate
cancer, the rectum is the primary dose-limiting organ and there-
fore significantly influences the treatment prescribed dose and the

plan quality. It has been reported that the V60Gy (i.e. the volume
receiving ≥ 60Gy) of rectal volume is related to the risk of
Grade ≥ 2 rectal toxicity or rectal bleeding.42 Moreover, late rectal
injuries are also clinically expressed within 3–4 years after radio-
therapy and may include stricture, diminished rectal compliance
and decreased storage capacity. These morbidities can be severe
and can significantly impact the quality of life of prostate cancer
patients.5,42 According to Michalski et al.,42 the normal tissue
complication probability model predicts that following a conven-
tional DVH constraint for rectum of V50Gy < 50%, V60Gy < 35%,
V65Gy< 25%, V70Gy< 20% andV75Gy< 15%would limit Grade≥ 2
late rectal toxicity to< 15% and the probability of Grade ≥ 3 late
rectal toxicity to< 10% for prescriptions up to 79·2 Gy with stan-
dard 1·8–2 Gy fractions. Furthermore, constraints for bladder
of V65Gy < 50%, V70Gy < 35%, V75Gy < 25% and V80Gy < 15% are
reported to limit Grade ≥ 3 bladder toxicity.41,43,44 Michalecki
et al.45 reported that the probability of radiation induced
changes in bone (osteitis, fracture) depends on many factors,
including the dose per fraction, total dose, dose intensity and
irradiated volume. Tolerance doses such as TD5/5, TD50/5, which
represent the dose of radiation that could cause no more than
5% and 50% severe complication rate within 5 years after

Figure 5. Dose–volume histograms (DVHs) of the bladder
volume for all patients treated with a prescription dose of
78 Gy in 39 fractions (Figures 4a) and 66 Gy in 33 fractions
(Figures 4b). The grey lines represent individual patients
DVH, and the blue lines in each plot are the mean DVHs. The
red data points are the planning dose objectives of V65 Gy < 50%,
V70 Gy < 35%, V75 Gy < 25% and V80 Gy < 15%.
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irradiation, range from 20 to 30 Gy and 65 to 70 Gy for single
and fractionated dose, respectively. Moreover, as the volume of
irradiated bone or cartilage decreases, the dose to produce 5% or
50% complications increases.45

Rectal dose analysis

We evaluated the rectal V50Gy, V65Gy, V66.6Gy, V70Gy, V75Gy and
V80Gy (rectal volume receiving the indicated dose) and the esti-
mated mean values are 26.8 ± 9.1%, 14.2 ± 5.3%, 13.1 ± 5.0%,
10.8 ± 4.3%, 6.9 ± 3.1% and 0.1 ± 0.1%, respectively, for patients
with intact prostate treated with 78 Gy and 33.7 ± 8.4%,
14.1 ± 4.5%, 6.7 ± 4.5%, 0.0 ± 0.2%, 0.0% and 0.0%, respectively,
for postoperative prostate bed patients treated with 66 Gy
(Table 4). Several studies26,27,39,46 have reported similar rectal
doses for high-risk prostate cancer patients (involving whole
pelvis treatment plus boost dose to the intact prostate or pros-
tate bed) or low-intermediate-risk patients (involving treatment
of the prostate or prostate bed only) using either three-dimen-
sional (3D) conformal, IMRT or VMAT techniques. Ishii et al.27

compared the dosimetric parameters between whole-pelvis and
prostate-only radiotherapy VMAT plans in 224 patients with

localised prostate cancer treated to 78 Gy in 39 fractions and
reported V50Gy, and V70Gy of 26.5 ± 5.5% and 11.5 ± 3.9%,
respectively. In another study, Ishii et al.26 evaluated the dosimetric
quality of whole-pelvis radiotherapy plans in 100 high-risk pros-
tate cancer patients treated with VMAT and reported the V50Gy

and V70Gy of 26.3 ± 4.9% and 11.3 ± 3.5%, respectively. Yoo et al.39

compared the dosimetric parameters of VMAT treatment plans
and conventional IMRT plans for high-risk prostate cancer
patients and reported V70Gy of 9.7%, 12.0% and 10.5% for
IMRT, single arc VMAT and double arc VMAT plans, respectively.
Deville et al.46 assessed whole-pelvis and prostate-only IMRT plans
and reported V65Gy and V70Gy of 14.8 ± 7.3% and 9.3 ± 5.4%,
respectively, for whole-pelvis radiotherapy and V65Gy and V70Gy

of 17.5 ± 5.1% and 12.4 ± 4.5%, respectively, for prostate-only
radiotherapy. Darko et al.5 evaluated the dosimetric implemen-
tation of VMAT technique for treatment of low-risk prostate
cancer patients and reported V50Gy, V60Gy, V65Gy, V70Gy and
V75Gy of 26.0 ± 8.2%, 19.8 ± 6.3%, 16.7 ± 5.5%, 13.3 ± 4.6%
and 8.6 ± 0.8%, respectively, for patients with intact prostate
treated with 78 Gy/39 and V50Gy, V60Gy and V65Gy of 34.4 ± 9.1%,
24.1 ± 7.6% and 12.8 ± 6.6% for postoperative prostate bed-only
patients treated with 66 Gy/33.

Figure 6. Dose–volume histograms (DVHs) of the bowel volume
for all patients treated with a prescription dose of 78 Gy in 39 frac-
tions (Figures 5a) and 66 Gy in 33 fractions (Figures 5b). The grey
lines represent individual patients DVH, and the blue lines in each
plot are the mean DVHs.
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Bladder dose analysis

We estimated the mean V40Gy, V50Gy, V65Gy, V66.6Gy, V70Gy, V75Gy

and V80Gy for the bladder volume as 59.8.1 ± 17.5%, 34.9 ± 15.3%,
19.6 ± 10.0%, 18.5 ± 9.6%, 16.0 ± 8.7%, 12.1 ± 7.1% and 0.4 ± 1.0%,
respectively, for patients with intact prostate treated with 78 Gy
(Table 5). For post prostatectomy patients treated with 66 Gy,
the estimated mean V40Gy, V50Gy, V65Gy and V66.6Gy are 67.9 ±
19.1%, 44.8 ± 18.5%, 22.3 ± 10.3% and 11.0 ± 6.9%, respectively
(Table 5). We compared our data with other studies5,15,26,27,39,46

who have reported bladder volume doses from radiotherapy of
the prostate for either low-intermediate or high-risk patients
and using various treatment techniques. Ashman et al.15 investi-
gated the dosimetric parameters for whole-pelvis radiotherapy
for prostate cancer using either 3D conformal radiotherapy
(3D-CRT) or IMRT and reported V40Gy of 39.8 ± 18.9% and
63.8 ± 16.8% for IMRT and 3D-CRT treatment plans, respec-
tively. Ishii et al.27 also reported V50Gy of 27.4 ± 10.8% and
V70Gy of 11.1 ± 5.5% for VMAT treatment plans, whereas
Yoo et al.39 reported V65Gy of 17.1%, 18.9% and 17.3% for
IMRT, single arc VMAT and double arc VMAT, respectively.
In a study by Deville et al.,46 they reported bladder V40Gy, V65Gy

and V70Gy of 60.6 ± 13.9%, 22.1 ± 9.6% and 15.7 ± 8.9%, respectively,
for whole-pelvis radiotherapy and 45.8 ± 17.9%, 21.2 ± 9.0% and
16.6 ± 7.6%, respectively, for prostate-only radiotherapy treatment
plans. Darko et al.5 also have reported bladder V40Gy, V50Gy, V60Gy,
V65Gy, V70Gy and V75Gy of 28.2. ± 14.5%, 21.6 ± 11.4%,
16.7 ± 8.9%, 14.6 ± 7.9%, 12.5 ± 6.9% and 10.0 ± 5.8%, respec-
tively, for low-risk patients with intact prostate treated with
78 Gy/39 and V40Gy, V50Gy, V60Gy, V65Gy of 47.6. ± 20.1%,
37.2 ± 16.6%, 28.8 ± 13.9%, 22.4 ± 12.2%, respectively, for post
prostatectomy patients treated with 66 Gy/33 to the prostate
bed only.

Femur heads dose analysis

The maximum, minimum and mean doses and the V50Gy of the
left and right femur heads were extracted from each patient treat-
ment plan and the estimated mean of the maximum dose and the
V50Gy for the femur heads (right and left femur) for patients treated
with 78 Gy are 45.1.0 ± 6.2 Gy and 0.1 ± 0.5%, respectively, and
the corresponding mean for patients treated with 66 Gy are
44.3 ± 6.1 Gy and 0.1 ± 0.5%, respectively (Table 6). In a study
by Darko et al.5 who evaluated the femur volume doses of

Figure 7. Comparison of dose–volume histograms (DVHs) for
2-phase whole pelvis radiotherapy plus boost to the prostate/
prostate bed (this work) and single-phase prostate/prostate
bed-only (PO) radiotherapy plans5 for patients treated at 78 Gy
in 39 fractions (Figure 6a) and 66 Gy at 34 fractions (Figure 6b).
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Table 1. Statistical analysis of patient targets (CTV-primary, PTV-primary) and organs at risk (bladder, rectum, left and right femur and bowel) volumes for patients
treated with intact prostate at 78 Gy in 39 fractions and postoperative prostate bed at 66 Gy in 33 fractions

CTV-primary
volume (cc)

PTV-primary
volume (cc)

Bladder
volume (cc)

Rectum
volume (cc)

Left femur head
volume (cc)

Right femur head
volume (cc)

Bowel
volume (cc)

78 Gy in 39 Fractions

Small < 50cc (n = 48)

Mean 38.5 138.2 269.2 93.2 185.3 186.9 483.7

Standard deviation 6.8 22.3 132.6 37.4 27.1 27.9 234.6

Minimum 18.8 82.5 65.7 33.7 105.0 100.2 78.1

Maximum 49.1 186.7 566.2 193.3 229.8 231.5 1156.0

Medium 50–75cc (n = 41)

Mean 60.9 190.9 317.6 88.7 177.5 183.0 549.8

Standard deviation 6.1 16.1 148.7 42.7 35.4 26.1 257.4

Minimum 50.5 160.8 68.7 38.8 67.9 128.7 153.2

Maximum 73.1 228.6 736.7 249.7 240.5 239.5 1233.2

Large > 75cc (n = 25)

Mean 101.3 267.0 269.4 109.0 200.8 206.1 540.1

Standard deviation 23.2 42.8 117.4 62.8 36.6 38.9 289.0

Minimum 76.8 210.5 59.9 45.1 137.5 139.4 119.7

Maximum 160.6 359.7 564.3 377.4 264.9 276.8 1290.6

All patients treated with 78 Gy/33 (n = 114)

Mean 60.3 185.3 286.3 95.1 186.0 189.8 519.6

Standard deviation 26.9 56.0 137.4 46.6 33.6 31.4 257.4

Minimum 18.8 82.5 59.9 33.7 67.9 100.2 78.1

Maximum 160.6 359.7 736.7 377.4 264.9 276.8 1290.6

66 Gy in 33 Fractions

Small < 50cc (n = 7)

Mean 38.6 193.4 364.3 74.0 183.9 183.5 441.3

Standard deviation 7.4 39.7 167.5 25.2 15.5 22.5 209.5

Minimum 27.1 124.0 86.4 37.6 162.2 155.5 152.0

Maximum 46.7 238.9 583.1 118.8 209.2 221.0 760.1

Medium 50–75cc (n = 33)

Mean 60.2 249.5 260.6 79.4 186.8 183.4 398.9

Standard deviation 7.0 27.6 113.5 24.1 31.4 35.2 186.0

Minimum 50.7 148.1 81.8 35.1 143.0 67.3 88.6

Maximum 73.6 300.8 541.9 140.6 282.2 265.4 750.3

Large > 75cc (n = 25)

Mean 93.9 332.0 299.1 88.0 192.0 194.0 485.5

Standard deviation 22.3 46.2 159.7 29.7 28.3 25.8 263.5

Minimum 75.4 278.2 88.9 45.2 121.2 124.9 152.9

Maximum 179.3 497.3 641.2 149.0 242.6 235.8 1255.1

All patients treated with 66 Gy/33 (n = 65)

Mean 70.8 275.2 286.6 82.1 188.5 187.5 436.7

Standard deviation 24.4 60.6 142.9 26.9 29.0 31.1 225.0

Minimum 27.1 124.0 81.8 35.1 121.2 67.3 88.6

Maximum 179.3 497.3 641.2 149.0 282.2 265.4 1255.1
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Table 2. A summary of the statistical analysis of the homogeneity index, conformity index and uniformity index for the PTV-
primary for prescription doses of 78 Gy in 39 and 66 Gy in 33 fractions and stratified by CTV-primary volume

Homogeneity index Conformity index Uniformity index

78 Gy in 39 Fractions

Small < 50cc (n = 48)

Mean 0.06 1.04 0.99

Standard deviation 0.01 0.01 0.01

Minimum 0.03 1.02 0.97

Maximum 0.10 1.07 1.00

Medium 50–75cc (n = 41)

Mean 0.06 1.04 0.99

Standard deviation 0.01 0.01 0.01

Minimum 0.04 1.03 0.98

Maximum 0.09 1.07 1.00

Large > 75cc (n = 25)

Mean 0.06 1.05 0.99

Standard deviation 0.01 0.01 0.00

Minimum 0.04 1.03 0.98

Maximum 0.08 1.07 1.00

All patients treated with 78 Gy in 39 fractions (114)

Mean 0.06 1.04 0.99

Standard deviation 0.01 0.01 0.01

Minimum 0.03 1.02 0.97

Maximum 0.10 1.07 1.00

66 Gy in 33 Fractions

Small < 50cc (n = 7)

Mean 0.06 1.04 1.00

Standard deviation 0.02 0.01 0.01

Minimum 0.04 1.03 0.98

Maximum 0.09 1.07 1.00

Medium 50–75cc (n = 33)

Mean 0.06 1.05 0.99

Standard deviation 0.02 0.02 0.01

Minimum 0.04 1.03 0.93

Maximum 0.15 1.11 1.00

Large > 75cc (n = 25)

Mean 0.07 1.05 0.99

Standard deviation 0.01 0.01 0.01

Minimum 0.05 1.03 0.98

Maximum 0.10 1.07 1.00

All patients treated with 66 Gy in 33 fractions (n = 65)

Mean 0.06 1.05 0.99

Standard deviation 0.02 0.01 0.01

Minimum 0.04 1.03 0.93

Maximum 0.15 1.11 1.00
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low-risk prostate cancer patients, they reported mean of maxi-
mum femur doses of 40.1 ± 7.6 Gy and 40.5 ± 7.2 Gy for patients
with intact prostate treated with 78 Gy and post prostatectomy
prostate bed patients’ treatment with 66 Gy, respectively.

Bowel dose analysis

We also estimated that the mean of the maximum bowel doses for
patients treated with 78 Gy and 66 Gy doses are 52.2 ± 7.1 Gy and

51.8 ± 6.5 Gy, respectively (Table 7), and the corresponding mean
of minimum doses are 1.7 ± 1.9 Gy and 1.6 ± 0.5 Gy for 78 Gy and
66 Gy prescription doses, respectively. The mean of the mean
bowel dose are 17.7 ± 4.7 Gy and 18.8 ± 4.1 Gy for 78 Gy and
66 Gy prescription doses, respectively. Similar values have been
reported by other studies15,39,46 who investigated patients doses
from prostate cancer radiotherapy. Ashman et al.15 reported maxi-
mum and mean bowel doses of 47.0 ± 3.4 Gy and 27.0 ± 4.6 Gy for
IMRT plans and 48.6 ± 3.1 Gy and 27.1 ± 5.9 Gy for 3D-CRT

Table 3. A summary of the statistical analysis of the normalised PTV-primary volume receiving 95%, 100% and 105% of the prescribed dose of 78 Gy in 38 fractions and
66 Gy in 33 fractions

PTV-primary dose parameters

V95% (%) V100%`(%) V105% (%) V95% (%) V100% (%) V105% (%)

78 Gy in 39 Fractions 66 Gy in 33 Fractions

Small < 50cc (n = 48) Small < 50cc (n = 7)

Mean 99.5 79.3 0.1 99.5 75.7 0.0

Standard deviation 0.5 11.5 0.6 0.6 15.3 0.1

Minimum 97.5 45.1 0.0 98.3 41.5 0.0

Maximum 100.0 94.1 3.8 100.0 90.6 0.3

Medium 50–75cc (n = 41) Medium 50–75cc (n = 33)

Mean 99.4 77.4 0.1 99.3 77.8 0.0

Standard deviation 0.5 11.9 0.6 1.2 9.4 0.1

Minimum 97.9 40.1 0.0 93.3 45.8 0.0

Maximum 100.0 94.8 3.5 100.0 90.9 0.6

Large > 75cc (n = 25) Large > 75cc (n = 25)

Mean 99.4 81.4 0.0 99.2 79.0 0.2

Standard deviation 0.5 5.2 0.0 0.6 10.3 0.6

Minimum 98.0 70.8 0.0 99.4 48.8 0.0

Maximum 100.0 92.5 0.1 100.0 92.4 2.8

All patients (n = 114) All patients (n = 65)

Mean 99.5 78.8 0.1 99.3 78.1 0.1

Standard deviation 0.5 12.2 0.5 0.9 10.6 0.4

Minimum 97.5 40.1 0.0 93.3 41.5 0.0

Maximum 100.0 94.8 3.8 100.0 92.4 2.8

Table 4. A summary of the statistical analysis of the normalised rectum volumes volume receiving 50 Gy, 65 Gy, 66.6 Gy, 70 Gy, 75 Gy and 80 Gy

Rectum volume (cc) Maximum dose (cGy) V50Gy (%) V65Gy (%) V66.6Gy (%) V70Gy (%) V75Gy (%) V80Gy (%)

78 Gy in 39 Fractions

Mean 95.1 7987.7 26.8 14.2 13.1 10.8 6.9 0.1

Standard deviation 46.6 67.8 9.1 5.3 5.0 4.3 3.1 0.1

Minimum 33.7 7786.3 11.1 2.6 2.2 1.4 0.4 0.0

Maximum 377.4 8148.5 49.4 24.9 23.2 20.0 14.8 0.7

66 Gy in 33 Fractions

Mean 82.1 6825.7 33.7 14.1 6.7 0.0 0.0 0.0

Standard deviation 26.9 80.0 8.4 4.5 4.5 0.2 0.0 0.0

Minimum 35.1 6689.4 15.2 4.2 0.1 0.0 0.0 0.0

Maximum 149.0 7153.8 58.1 24.5 19.1 1.3 0.0 0.0
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treatment plans, respectively. In a study by Deville et al.,46 they
reported a mean of mean bowel dose of 27.2 ± 6.0 Gy for whole
pelvis IMRT treatment plans and mean of minimum dose of
4.4 ± 2.4 Gy, and Yoo et al.39 also reported mean bowel doses of
17.8 Gy, 19.8 Gy and 19.2 Gy for IMRT, single arc VMAT and dou-
ble arc VMAT treatment plans, respectively.

Mean DVHs evaluation

The estimated mean DVHs for the OAR (bladder, rectum and
femur heads) and the PTV-primary were compared with data in
other studies5,26,27 who investigated the dosimetric parameters
whole pelvis radiotherapy and a boost to the prostate/prostate

Table 5. A summary of the statistical analysis of the normalised bladder volume receiving 40 Gy, 50 Gy, 65 Gy, 66.6 Gy, 70 Gy, 75 Gy and 80 Gy

Bladder
volume (cc)

Maximum
dose (cGy) V40Gy (%) V50Gy (%) V65Gy (%) V66.6Gy (%) V70Gy (%) V75Gy (%) V80Gy (%)

78 Gy in 39 Fractions

Mean 286.3 8030.4 59.8 34.9 19.6 18.5 16.0 12.1 0.4

Standard deviation 137.4 68.8 17.5 15.3 10.0 9.6 8.7 7.1 1.0

Minimum 59.9 7836.1 25.6 11.1 5.6 5.2 4.4 3.1 0.0

Maximum 736.7 8202.5 99.2 79.1 55.4 54.0 50.8 44.6 5.4

66 Gy in 33 Fractions

Mean 286.6 6855.2 67.9 44.8 22.3 11.0 0.0 0.0 0.0

Standard deviation 142.9 79.4 19.1 18.5 10.3 6.9 0.2 0.0 0.0

Minimum 81.8 6687.3 37.3 18.0 7.5 0.2 0.0 0.0 0.0

Maximum 641.2 7164.2 100 95.6 49.4 26.6 1.2 0.0 0.0

Table 6. A summary of statistical analysis of the volumetric doses for the left and right femur heads at prescription dose of 78 Gy and 66 Gy

Femur head volume (cc) V50Gy (%) Maximum dose (Gy) Minimum dose (Gy) Mean dose (Gy)

Left femur head

78 Gy in 39 fractions

Mean 186.0 0.1 4507.0 147.3 1861.1

Standard deviation 33.6 0.5 623.9 66.4 287.8

Minimum 67.9 0.0 3270.0 45.7 1071.6

Maximum 264.9 4.8 6478.3 512.5 2881.7

66 Gy in 33 Fractions

Mean 188.5 0.1 4550.9 151.9 1698.4

Standard deviation 29.0 0.3 681.9 74.9 214.1

Minimum 121.2 0.0 2745.4 34.8 1209.6

Maximum 282.2 1.2 6639.2 387.4 2219.5

Right femur head

78 Gy in 39 Fractions

Mean 189.8 0.1 4430.9 144.6 1862.8

Standard deviation 31.4 0.5 610.3 62.0 316.8

Minimum 100.2 0.0 3302.1 50.3 905.4

Maximum 276.8 4.1 6341.4 472.9 3045.9

66 Gy in 33 Fractions

Mean 187.5 0.09 4540.4 144.5 1742.2

Standard deviation 31.1 0.37 636.2 65.7 241.7

Minimum 67.3 0.0 2917.1 27.5 1357.5

Maximum 265.4 2.66 6473.8 335.8 2408.9
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bed or prostate-only radiotherapy to doses of either 78 Gy or 66Gy.
Darko et al.5 retrospectively evaluated the treatment plans of 300
VMAT plans for low-risk prostate cancer patients and reported
mean DVHs for PTV-primary, bladder, rectum and femur head
for all patients. We compared the mean DVHs in this study for
high-risk prostate cancer patients with 2-phase (whole pelvis plus
boost to the prostate/prostate bed) treatment to the mean DVHs
from Darko et al.5 study for single phase (prostate/prostate bed)
only treatment (Figure 7). We observed similar DVH plots for
the PTV-primary and the right and left femur heads; however,
there were significant difference in the mean DVHs for the bladder
and rectum at the low-dose region but relatively similar at the high-
dose region (Figure 7). The rectal and bladder volumes receiving
low doses were significantly increased in the whole pelvis radio-
therapy treatment plans; however, the volumes in the high-dose
areas did not differ significantly between the two treatment plans.
The bladder volume in the high-dose region was slightly lower for
the whole pelvis radiotherapy plans but was similar for the rectum
for the 78; however, they were both similar in the 66 Gy treatment
plans. These observations were similar to the findings reported by
Ishii et al.,26 and Ishii et al.27 who conducted similar studies.

Conclusion

The use of VMAT technique for 2-phase (i.e. whole pelvis treat-
ment plus boost to the prostate/prostate bed) radiation therapy
of high-risk prostate cancer patients is an efficient and reliable
method for achieving superior dose conformity, uniformity and
homogeneity to the PTV-primary and minimal doses to the
OAR. The results of this study will help with the development
of local criteria for treatment plans acceptability based on our
resources and technology. The development and implementation
of consistent treatment criteria in radiotherapy programs would
establish an evaluation process to define a consistent, standardised
and transparent treatment path for all patients that would reduce
significant variations in the acceptability of treatment plans and
potentially improve patient standard of care. Predefined dose–
volume constraints and objectives can be achieved, resulting in
improved dose optimisation and coverage of target volume, reduc-
tion in OAR volume receiving high doses and therefore with the

potential to reduce the rate of toxicity, decrease pain and improve
quality of life of prostate cancer patients. The results yielded from
the dosimetric analysis of these VMAT treatment plans will prove
helpful in evaluating the effectiveness of our current practices and
consider changes necessary for optimal radiation treatment plans.

Acknowledgements.The authors would like to acknowledge withmuch grati-
tude the financial support from the Kitchener-Waterloo Chapter of the TELUS
Ride For Dad and the Prostate Cancer Fight Foundation for this study. The
authors would also like to acknowledge with much gratitude the support from
Abraham Park who developed the code for extracting the patient’s data and all
the staff in the oncology program.

Conflict of Interest. The authors declare that the research was conducted in
the absence of any commercial or financial relationships that could be construed
as a potential conflict of interest.

References

1. Brenner DR, Weir HK, Demers AA et al. Projected estimates of cancer in
Canada in 2020. CMAJ 2020; 192(9): E199–E205. doi: 10.1503/cmaj.191292.

2. Canadian Cancer Society. Prostate Cancer Statistics. https://www.cancer.
ca/en/cancer-information/cancer-type/prostate/statistics/?region=on.
Accessed on 17th April 2020.

3. Rawla P. Epidemiology of prostate cancer. World J Oncol 2019; 10(2):
63–89. doi: 10.14740/wjon1191.

4. Siegel RL, Miller KD., Jemal A. Cancer statistics, 2019. Cancer J Clini 2019;
69(1): 7–34. doi: 10.3322/caac.21551.

5. Darko J, Osei E, Fleck A, Rachakonda R. Retrospective dosimetric evalu-
ation of VMAT plans for prostate cancer treatment. J Radiother Pract
2018; 18(02): 155–164. doi: 10.1017/s1460396918000596.

6. Yang Y, Li T, Yuan L et al. Quantitative comparison of automatic and
manual IMRT optimization for prostate cancer: the benefits of DVH
prediction. J Appl Clin Med Phys 2015; 16(2): 5204. doi: 10.1120/
jacmp.v16i2.5204.

7. Peeters ST, Heemsbergen WD, Koper PC et al. Dose-response in radio-
therapy for localized prostate cancer: results of the Dutch multicenter
randomized phase III trial comparing 68 Gy of radiotherapy with 78 Gy.
J Clin Oncol 2006; 24(13): 1990–1996. doi: 10.1200/jco.2005.05.2530.

8. Patel RR, Orton N, Tomé WA et al. Rectal dose sparing with a balloon
catheter and ultrasound localization in conformal radiation therapy
for prostate cancer. Radiother Oncol 2003; 67(3): 285–294. doi: 10.1016/
s0167-8140(03)00056-2.

9. Pang EPP, Knight K, Hussain A et al. Reduction of intra-fraction prostate
motion – determining optimal bladder volume and filling for prostate
radiotherapy using daily 4D TPUS and CBCT. Tech Innov Patient Support
Radiat Oncol 2018; 5: 9–15. doi: 10.1016/j.tipsro.2018.01.003.

10. Matta R, Chapple CR, Fisch M et al. Pelvic complications after prostate
cancer radiation therapy and their management: an international collabo-
rative narrative review. Eur Urol 2019; 75(3): 464–476. doi: 10.1016/j.
eururo.2018.12.003.

11. Hardcastle N, Tomé WA, Foo K et al. Comparison of prostate IMRT and
VMAT biologically optimised treatment plans. Med Dosimet 2011; 36(3):
292–298. doi: 10.1016/j.meddos.2010.06.001.

12. Dearnaley DP, SydesMR, Graham JD et al. Escalated-dose versus standard-
dose conformal radiotherapy in prostate cancer: first results from the
MRC RT01 randomised controlled trial. Lancet Oncol 2007; 8(6): 475–487.
doi: 10.1016/s1470-2045(07)70143-2.

13. Chen Z, Yang Z, Wang J et al. Dosimetric impact of different bladder and
rectum filling during prostate cancer radiotherapy. Radiat Oncol 2016;
11(1): 103. doi: 10.1186/s13014-016-0681-z.

14. Bolla M, Gonzalez D, Warde P et al. Improved survival in patients with
locally advanced prostate cancer treated with radiotherapy and goserelin.
N Engl J Med 1997; 337(5): 295–300. doi: 10.1056/nejm199707313370502.

15. Ashman JB, Zelefsky MJ, Hunt MS, Leibel SA, Fuks Z. Whole pelvic radio-
therapy for prostate cancer using 3D conformal and intensity-modulated

Table 7. A summary of statistical analysis of the volumetric doses for the bowel
at prescription doses of 78 Gy and 66 Gy

Bowel
volume
(cc)

Mean
dose
(cGy)

Maximum
dose
(cGy)

Minimum
dose (cGy

78 Gy in 39 Fractions

Mean 519.6 1768.0 5223.2 167.8

Standard deviation 257.4 465.4 705.2 191.0

Minimum 78.1 666.3 3981.8 36.1

Maximum 1290.6 3879.8 7828.5 2077.1

66 Gy in 33 Fractions

Mean 436.7 1880.4 5178.8 161.1

Standard deviation 225.0 414.0 645.7 47.8

Minimum 88.6 645.1 3578.0 60.0

Maximum 1255.1 2851.5 6748.1 323.0

446 Ernest Osei et al.

https://doi.org/10.1017/S1460396920000461 Published online by Cambridge University Press

https://doi.org/10.1503/cmaj.191292
https://www.cancer.ca/en/cancer-information/cancer-type/prostate/statistics/?region%3don
https://www.cancer.ca/en/cancer-information/cancer-type/prostate/statistics/?region%3don
https://www.cancer.ca/en/cancer-information/cancer-type/prostate/statistics/?region%3don
https://doi.org/10.14740/wjon1191
https://doi.org/10.3322/caac.21551
https://doi.org/10.1017/s1460396918000596
https://doi.org/10.1120/jacmp.v16i2.5204
https://doi.org/10.1120/jacmp.v16i2.5204
https://doi.org/10.1200/jco.2005.05.2530
https://doi.org/10.1016/s0167-8140(03)00056-2
https://doi.org/10.1016/s0167-8140(03)00056-2
https://doi.org/10.1016/j.tipsro.2018.01.003
https://doi.org/10.1016/j.eururo.2018.12.003
https://doi.org/10.1016/j.eururo.2018.12.003
https://doi.org/10.1016/j.meddos.2010.06.001
https://doi.org/10.1016/s1470-2045(07)70143-2
https://doi.org/10.1186/s13014-016-0681-z
https://doi.org/10.1056/nejm199707313370502
https://doi.org/10.1017/S1460396920000461


radiotherapy. Int J RadiatOncol Biol Phys 2005; 63(3): 765–771. doi: 10.1016/j.
ijrobp.2005.02.050.

16. Aizer AA, Yu JB,McKeonAM,Decker RH, Colberg JW, Peschel RE.Whole
pelvic radiotherapy versus prostate only radiotherapy in the management
of locally advanced or aggressive prostate adenocarcinoma. Int J Radiat
Oncol Biol Phys 2009; 75(5): 1344–1349. doi: 10.1016/j.ijrobp.2008.12.082.

17. Al-Mamgani A, Putten WLV, Wielen GJVD, Levendag PC, Incrocci L.
Dose escalation and quality of life in patients with localized prostate cancer
treated with radiotherapy: long-term results of theDutch randomized dose-
escalation trial (CKTO 96-10 trial). Int J Radiat Oncol Biol Phys 2011;
79(4): 1004–1012. doi: 10.1016/j.ijrobp.2009.12.039.

18. Poelaert F, Fonteyne V, Ost P et al. Whole pelvis radiotherapy for patho-
logical node-positive prostate cancer. Strahlentherapie und Onkologie.
2017; 193(6): 444–451. doi: 10.1007/s00066-016-1094-5.

19. Pasquier D, Cavillon F, Lacornerie T, Touzeau C, Tresch E, Lartigau E.
A dosimetric comparison of tomotherapy and volumetric modulated arc
therapy in the treatment of high-risk prostate cancer with pelvic nodal
radiation therapy. Int J Radiat Oncol Biol Phys 2013; 85(2): 549–554.
doi: 10.1016/j.ijrobp.2012.03.046.

20. Myrehaug S, Chan G, Craig T et al. A treatment planning and acute toxicity
comparison of two pelvic nodal volume delineation techniques and delivery
comparison of intensity-modulated radiotherapy versus volumetric
modulated arc therapy for hypofractionated high-risk prostate cancer
radiotherapy. Int J Radiat Oncol Biol Phys 2012; 82(4): e657–e662.
doi: 10.1016/j.ijrobp.2011.09.006.

21. DavidsonMT, Blake SJ, Batchelar DL et al. Assessing the role of volumetric
modulated arc therapy (VMAT) relative to IMRT and helical tomotherapy
in the management of localized, locally advanced, and post-operative
prostate cancer. Int J Radiat Oncol Biol Phys 2011; 80(5): 1550–1558.
doi: 10.1016/j.ijrobp.2010.10.024.

22. Lawton CA, Desilvio M, Roach M et al. An update of the phase III trial
comparing whole pelvic to prostate only radiotherapy and neoadjuvant
to adjuvant total androgen suppression: updated analysis of RTOG
94-13, with emphasis on unexpected hormone/radiation interactions. Int
J Radiat Oncol Biol Phys 2007; 69(3): 646–655. doi: 10.1016/j.ijrobp.
2007.04.003.

23. Jorgo K, Polgar C, Major T et al. Acute and late toxicity after moderate
hypofractionation with simultaneous integrated boost (SIB) radiation therapy
for prostate cancer. A single institution, prospective study. Pathol Oncol Res.
2020;26(2): 905–912. doi: 10.1007/s12253-019-00623-2.

24. Joo JH, Kim YJ, Kim YS et al. Whole pelvic intensity-modulated radio-
therapy for high-risk prostate cancer: a preliminary report. Radiat Oncol
J. 2013; 31(4): 199–205. doi: 10.3857/roj.2013.31.4.199.

25. Jeong S, Lee JH, Chung MJ et al. Analysis of geometric shifts and proper
setup-margin in prostate cancer patients treated with pelvic intensity-
modulated radiotherapy using endorectal ballooning and daily enema
for prostate immobilization. Medicine 2016; 95(2): e2387. doi: 10.1097/md.
0000000000002387.

26. Ishii K, Ogino R, Hosokawa Y et al. Whole-pelvic volumetric-modulated
arc therapy for high-risk prostate cancer: treatment planning and acute tox-
icity. J Radiat Res 2014; 56(1): 141–150. doi: 10.1093/jrr/rru086.

27. Ishii K, Ogino R, Hosokawa Y et al. Comparison of dosimetric parameters
and acute toxicity after whole pelvic vs prostate-only volumetric-modu-
lated arc therapy with daily image guidance for prostate cancer. Br J
Radiol 2016; 89: 20150930.

28. HegazyMW,MahmoodRI, OtaibiMFA et al. Hypofractionated volumetric
modulated arc radiotherapy with simultaneous elective nodal irradiation is
feasible in prostate cancer patients: a single institution experience. J Egypt
Natl Cancer Inst 2016; 28(2): 101–110. doi: 10.1016/j.jnci.2016.04.001.

29. Hesselberg G, Fogarty G, Haydu L et al. Volumetric modulated arc
therapy of the pelvic lymph nodes to the aortic bifurcation in higher risk
prostate cancer: early toxicity outcomes. BioMed Res Int 2015; 2015: 1–8.
doi: 10.1155/2015/696439.

30. Franzese C, Fogliata A, D’Agostino GR et al. Moderate hypofractionated
radiotherapy with volumetric modulated arc therapy and simultaneous

integrated boost for pelvic irradiation in prostate cancer. J Cancer Res
Clin Oncol 2017; 143(7): 1301–1309. doi: 10.1007/s00432-017-2375-9.

31. Amini A, Kavanagh BD, Rusthoven CG. Improved survival with the
addition of radiotherapy to androgen deprivation: questions answered
and a review of current controversies in radiotherapy for non-metastatic
prostate cancer. Ann Transl Med 2016; 4(1): 14. doi: 10.3978/j.issn.2305-
5839.2015.10.13.

32. Amini A, Jones BL, Yeh N et al. Survival outcomes of whole-pelvic versus
prostate-only radiation therapy for high-risk prostate cancer patients with
use of the national cancer data base. Int J Radiat Oncol Biol Phys 2015;
93(5): 1052–1063. doi: 10.1016/j.ijrobp.2015.09.006.

33. Buschmann M, Sharfo AWM, Penninkhof J et al. Automated volumetric
modulated arc therapy planning for whole pelvic prostate radiotherapy.
Strahlenther Onkolog 2017; 194(4): 333–342. doi: 10.1007/s00066-017-
1246-2.

34. Praet CV, Ost P, Lumen N et al. Postoperative high-dose pelvic radio-
therapy for N prostate cancer: toxicity and matched case comparison with
postoperative prostate bed-only radiotherapy. Radiother Oncol 2013;
109(2): 222–228. doi: 10.1016/j.radonc.2013.08.021.

35. Song C, Byun SJ, Kim YS et al. Elective pelvic irradiation in prostate cancer
patients with biochemical failure following radical prostatectomy: a pro-
pensity score matching analysis. PLoS One 2019; 14(4): e0215057. doi:
10.1371/journal.pone.0215057.

36. Aizer AA, Anderson NS, Oh SC et al. The impact of pretreatment prostate
volume on severe acute genitourinary toxicity in prostate cancer patients
treated with intensity-modulated radiation therapy. Int J Radiat Oncol
Biol Phys 2011; 79(2): 379–384. doi: 10.1016/j.ijrobp.2009.11.023.

37. Pommier P, Chabaud S, Lagrange J et al. Is there a role for pelvic irradiation
in localized prostate adenocarcinoma: final results of the european groupe
dEtude des Tumeurs Uro-Génitales (GETUG-01) randomized study. Int J
Radiat Oncol Biol Phys 2015; 93(3). doi: 10.1016/j.ijrobp.2015.07.112.

38. Cahlon O, Hunt M, Zelefsky MJ. Intensity-modulated radiation therapy:
supportive data for prostate cancer. Seminars Radiat Oncol 2008; 18(1):
48–57. doi: 10.1016/j.semradonc.2007.09.007.

39. Yoo S,WuQJ, LeeWR et al. Radiotherapy treatment planswith rapidarc for
prostate cancer involving seminal vesicles and lymph nodes. Int J Radiat
Oncol Biol Phys 2010; 76(3): 935–942. doi: 10.1016/j.ijrobp.2009.07.1677.

40. White P, Yee CK, Shan LC et al. A comparison of two systems of
patient immobilization for prostate radiotherapy. Radiat Oncol 2014;
9(1). doi: 10.1186/1748-717x-9-29.

41. Roach III M, Hsu IC, Chung H et al. Radiation Therapy Oncology Group
RTOG 0924. Androgen deprivation therapy and high dose radiotherapy
with or without whole-pelvic radiotherapy in unfavorable intermediate
or favorable high risk prostate cancer: a phase III randomized trial. http://
scholar.googleusercontent.com/scholar?q=cache:LJVtR0cM23sJ:scholar.
google.com/&hl=en&as_sdt=0. Accessed April 2020.

42. Michalski J M, Gay H, Jackson A et al. Radiation dose volume effects
in radiation-induced rectal injury. Int J Radiat Oncol Biol Phys 2010;
76(3 Suppl): S123–S129.

43. Bentzen SM, Constine LS, Deasy JO et al. Quantitative analyses of normal
tissue effects in the clinic (QUANTEC): an introduction to the scientific
issues. Int J Radiat Oncol Biol Phys. 2010; 76(3 Suppl): S3–S9. doi: 10.
1016/j.ijrobp.2009.09.040. PMID: 20171515; PMCID: PMC3431964.

44. Viswanathan AN, Yorke ED,Marks LB et al. Radiation dose-volume effects
of the urinary bladder. Int J Radiat Oncol Biol Phys 2010; 76(3 Suppl):
S116–S122. doi: 10.1016/j.ijrobp.2009.02.090. PMID: 20171505; PMCID:
PMC3587780.

45. Michalecki L, GabryśD, Kulik R et al. Radiotherapy induced hip joint avas-
cular necrosis-two cases report. Rep Pract Oncol Radiother. 2011; 16(5):
198–201. doi: 10.1016/j.rpor.2011.04.004. PMID: 24376980; PMCID:
PMC3863280.

46. Deville C, Vapiwala N, Lin H, Hwang W, Tochner Z, Both S. Clinical tox-
icities and dosimetric parameters after whole-pelvis versus prostate bed-
only intensity modulated radiation therapy for prostate cancer. Int J
Radiat Oncol Biol Phys 2010; 78(3): 763–772. doi: 10.1016/j.ijrobp.2010.
07.859.

Journal of Radiotherapy in Practice 447

https://doi.org/10.1017/S1460396920000461 Published online by Cambridge University Press

https://doi.org/10.1016/j.ijrobp.2005.02.050
https://doi.org/10.1016/j.ijrobp.2005.02.050
https://doi.org/10.1016/j.ijrobp.2008.12.082
https://doi.org/10.1016/j.ijrobp.2009.12.039
https://doi.org/10.1007/s00066-016-1094-5
https://doi.org/10.1016/j.ijrobp.2012.03.046
https://doi.org/10.1016/j.ijrobp.2011.09.006
https://doi.org/10.1016/j.ijrobp.2010.10.024
https://doi.org/10.1016/j.ijrobp.2007.04.003
https://doi.org/10.1016/j.ijrobp.2007.04.003
https://doi.org/10.1007/s12253-019-00623-2
https://doi.org/10.3857/roj.2013.31.4.199
https://doi.org/10.1097/md.0000000000002387
https://doi.org/10.1097/md.0000000000002387
https://doi.org/10.1093/jrr/rru086
https://doi.org/10.1016/j.jnci.2016.04.001
https://doi.org/10.1155/2015/696439
https://doi.org/10.1007/s00432-017-2375-9
https://doi.org/10.3978/j.issn.2305-5839.2015.10.13
https://doi.org/10.3978/j.issn.2305-5839.2015.10.13
https://doi.org/10.1016/j.ijrobp.2015.09.006
https://doi.org/10.1007/s00066-017-1246-2
https://doi.org/10.1007/s00066-017-1246-2
https://doi.org/10.1016/j.radonc.2013.08.021
https://doi.org/10.1371/journal.pone.0215057
https://doi.org/10.1016/j.ijrobp.2009.11.023
https://doi.org/10.1016/j.ijrobp.2015.07.112
https://doi.org/10.1016/j.semradonc.2007.09.007
https://doi.org/10.1016/j.ijrobp.2009.07.1677
https://doi.org/10.1186/1748-717x-9-29
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
http://scholar.googleusercontent.com/scholar?q%3dcache:LJVtR0cM23sJ:scholar.google.com/&hl%3den&as_sdt%3d0
https://doi.org/10.1016/j.ijrobp.2009.09.040
https://doi.org/10.1016/j.ijrobp.2009.09.040
https://doi.org/10.1016/j.ijrobp.2009.02.090
https://doi.org/10.1016/j.rpor.2011.04.004
https://doi.org/10.1016/j.ijrobp.2010.07.859
https://doi.org/10.1016/j.ijrobp.2010.07.859
https://doi.org/10.1017/S1460396920000461

	Dosimetric evaluation of whole-pelvis radiation therapy of prostate cancers: clinical experience
	Introduction
	Materials and Methods
	Patient preparation
	CT simulation
	Target volumes and OAR
	Radiation treatment planning
	Daily treatment
	Indices for PTV

	Results
	Discussion
	Patient characteristics
	Plan quality evaluation
	Treatment plans dose evaluation
	PTV dose analysis
	OAR dose evaluation
	Rectal dose analysis
	Bladder dose analysis
	Femur heads dose analysis
	Bowel dose analysis
	Mean DVHs evaluation

	Conclusion
	References


