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INTRODUCTION:

Prostate cancer is diagnosed by biopsy and evaluated (staged) to determine extent of
disease (local, regional, or distant metastatic). To apply the most appropriate treatment
option, which may include active surveillance, radical prostatectomy or radiation therapy,
an initial multidisciplinary interaction may include the participation of an urologist,
radiation oncologist, and medical oncologist. Together these disciplines agree on
stratification of patients into risk categories. Treatment options exist within each risk
category and the specific course of treatment is based on disease extent and prognosis,
acceptance of risks and benefits, as well as consideration of possible changes in quality of
life.

Radiation therapy is used to treat prostate cancers that are organ-confined or extend into
tissues adjacent to the prostate. Such cancers are treated aggressively (for cure) with
tolerance doses of radiation to achieve control of localized cancers yielding 5- and 10-
year disease-free survival results that are comparable to those obtained by surgical
options.

GOAL OF THE GUIDELINE:

This guideline outlines several methods suitable for delivering prostate radiation therapy.
These include the use of external radiation (teletherapy) and internal radiation
(brachytherapy). Advances in the treatment of prostate cancer with radiation have been
the direct result of improved diagnostic accuracy and integration of imaging with precise
treatment delivery. Improvements in technology result in more favorable distributions of
radiation doses, and by extension should result in enhanced tumor control due to dose
escalation or altered fractionation, and decreased complications by limiting dose to
normal tissues. Fortunately, these complex improvements offer a myriad of regimens;
the goal of this program is to guide diagnosis and treatment to the most efficient,
comparatively effective treatment pathway.

GENERAL CONSIDERATIONS:

e Patients with very low/low risk disease should not receive androgen deprivation
therapy (ADT) unless it is used to reduce the prostate size prior to implant or the
receipt of pelvic node irradiation.

e Combined treatment (3D-CRT/IMRT) + implants) is not considered standard for
very low/low risk patients.
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Patients with history of recent transurethral resection of the prostate (TURP),
elevated international symptom score (IPSS), bladder outlet obstruction, or
enlarged gland (even after short course of Lutenizing hormone-releasing hormone
[LHRH] agonist) may not be ideal candidates for implant due to increased risk of
side effects.

Patients with intermediate risk disease may be considered for short course (4-6
months) of neoadjuvant/concomitant/adjuvant ADT.

Daily prostate localization can be accomplished with imaging modalities, e.g.,
ultrasound images, computed tomography (CT) images, or implanted fiducial
markers, incorporated into an image guided radiation therapy (IGRT) system.
Patients with high risk disease may be considered for pelvic lymph node
irradiation and 2-3 years of neoadjuvant/adjuvant ADT.

3D-CRT/intensity modulated radiation therapy (3D-CRT/IMRT) techniques
should be employed.

Patients with adverse pathologic factors following prostatectomy, without
evidence of metastatic disease, should be offered salvage irradiation.

MEDICALLY NECESSARY INDICATIONS FOR RADIATION THERAPY AND
TREATMENT OPTIONS:

Very Low Recurrence Risk (Primary Tumor Stage [T] is T1c, PSA <10
ng/ml, and Gleason score < 6, PSA density <0.15ng/nl per g, < 3biopsy cores
positive with < 50% cancer in each)
o Active surveillance
0 External Beam Radiation Therapy

= 3D-CRT) - Doses 72 -75 Gy

= |IMRT with or without IGRT — Doses 75.6 -79 Gy

= Image guidance with ultrasound, (k\) match, or cone beam CT
o0 Brachytherapy

= Low-dose-rate (LDR) lodine (I)-125

= Palladium-103

Low Recurrence Risk (Primary Tumor Stage [T] is T1-T2a, PSA <10 ng/ml,
and Gleason score < 6)
o0 Active surveillance
0 External Beam Radiation Therapy
= 3D-CRT - Doses 72 -75 Gy
= |IMRT with or without IGRT — Doses 75.6 -79 Gy
= Image guidance with ultrasound, kV match, or cone beam CT
0 Brachytherapy
= LDRI-125
= Palladium-1
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e Intermediate Recurrence Risk (Primary Tumor Stage [T] T2b-T2c or PSA
10-20 ng/ml or Gleason score 7)
o0 External Beam Radiation Therapy
= 3D-CRT -Doses 75 - 79 Gy
= |IMRT with IGRT - Doses 78 - 81 Gy
= 3D -CRT with IMRT Boost —Doses 78 - 81 Gy
= |GRT with ultrasound, KV match, or cone beam CT is required if
dose >78 Gy
o Brachytherapy boost (combined with EBRT after 40 -50 Gy)
= LDR I-125 or Palladium-103
= High-dose-rate (HDR) Iridium (Ir)-192

e High Recurrence Risk (Primary Tumor Stage [T] T3a or PSA >20 ng/nl or
Gleason score >8 or more than two intermediate risk factors)
o0 External Beam Radiation Therapy with ADT (long-term 2-3 years)
3D-CRT 75-79 Gy
IMRT with IGRT - Doses 78 - 81 Gy
3D —CRT with IMRT Boost —Doses 78 - 81Gy
IGRT with ultrasound, kV match, or cone beam CT is required if
dose >78 Gy
0 Brachytherapy boost (combined with EBRT after 40-50 Gy)
= LDR I-125 or Palladium-103
= High-dose-rate (HDR) Iridium (Ir)-192

e Very High Recurrence Risk (Primary Tumor Stage [T] T3b-T4) without
Metastasis
o0 External Beam Radiation Therapy with ADT (long term 2-3 years)
= 3D-CRT 75-79 Gy
= |MRT with IGRT - Doses 78 -81 Gy
= |GRT with ultrasound, kV match, or cone beam CT is required if
dose > 78 Gy
o0 Brachytherapy boost (combined with EBRT after 40-50 Gy)
= LDR I-125 or Palladium-103
= High-dose-rate (HDR) Iridium (Ir)-192

e Radiation Therapy for Patients with Locally Advanced or Metastatic
Prostate (T3b — T4, or any T and N1 disease)
0 External Beam Radiation Therapy
= 3D-CRT 75-79 Gy
= |IMRT - Doses 78-81 Gy
= |GRT with ultrasound, kV match, or cone beam CT is required if
dose > 78 Gy
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Post-Prostatectomy (detectable PSA or initially undetectable PSA, but with
recent detectable and rising values on 2 or more measurements with no
evidence of metastatic disease)
o0 External Beam Radiation Therapy

= 3D-CRT - Doses 64 — 70 Gy

= IMRT with or without IGRT —-Doses 64-70 Gy

= Image guidance with ultrasound, kV match, or cone beam CT

Unless otherwise indicated standard radiation fractionation
consists of 1.8 Gy to 2.0 Gy per day

TREATMENT OPTIONS REQUIRING ADDITIONAL CLINICAL REVIEW:

Proton beam is not an approved treatment option for localized prostate cancer.
Studies comparing proton beam therapy alone to 3-D conformal radiation or
IMRT are limited. Overall, studies have not shown clinical outcomes to be
superior to conventional radiation therapy. A request for proton beam therapy will
require a peer review. For peer review purposes supporting documentation from
the radiation oncologist is required and should include the clinical rationale for
performing proton beam rather than 3-D conformal or IMRT.

HDR Brachytherapy as monotherapy for localized prostate cancer is not
considered standard of care and will require a peer review for medical necessity
determination.

Real-time intra-fraction target tracking during radiation therapy to adjust radiation
doses or monitor target movement during individual radiation therapy treatment
sessions is not considered standard of care. A request for intra-fraction tracking
will require a peer review for medical necessity determination. Documentation
from the provider must include the clinical rationale for using intra-fraction
tracking rather than the placement of interstitial devices (e.g. fiducial markers)
and standard image guidance such as CT guidance, stereoscopic x-ray or
ultrasonic guidance.

Stereotactic Body Radiation Therapy (SBRT) is not considered a standard form of
treatment for prostate cancer. Overall, studies have not shown clinical outcomes
to be superior to conventional radiation therapy. A request for SBRT will require
a peer review to make a medical necessity determination. Documentation from the
radiation oncologist must include the clinical rationale for performing SBRT
rather than 3-D conformal or IMRT.
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MITIGATING CIRCUMSTANCES FOR TREATMENT PLANNING:

e History of inflammatory bowel disease such as Crohn’s disease or ulcerative
colitis, or a history of prior pelvic radiotherapy

e History of recent TURP and/or unusual sized prostate (either very large or very
small)

e History of bladder obstruction with high IPSS symptom score

REFERENCES:

American College of Radiology. ACR appropriates guideline-radiation oncology:
prostate. Retrieved online at www.acr.org/ac.

Anscher MS, Clough R, Dodge R. Radiotherapy for a rising prostate-specific antigen
after radical prostatectomy: the first 10 years. Int J Radiat Oncol Biol Phys 2000;
48(2): 369-75.

Bolla M, Collette L, Blank L, et al. Long-term results with immediate androgen
suppression and external irradiation in patients with locally advanced prostate cancer
(an EORTC study): a phase Il randomized trial. Lancet 2002; 360:103-108.

Bolla M, de Reijke TM, Van Tienhoven G, et al. Duration of androgen suppression in
the treatment of prostate cancer. N Engl J Med 2009; 360:2516-2527.

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; 337:295-300.

Bolla M, Van Poppel H, Collette L, et al. Postoperative radiotherapy after radical
prostatectomy: a randomized controlled trial (EORTC trial 22911). Lancet 2005;
366(9485):572-578.

Brundage M, Lukka H, Crook J, et al. The use of conformal radiotherapy and the
selection of radiation dose in T1 or T2 low or intermediate risk prostate cancer — a
systematic review. Radiother Oncol 2002; 64(3): 239-50.

Carey B, Swift S. The current role of imaging for prostate brachytherapy. Cancer
Imaging 2007; 7:27-33.

Choo R, Hruby G, Hong J, et al. Positive resection margin and/or pathologic T3
adenocarcinoma of prostate with undetectable postoperative prostate-specific antigen
after radical prostatectomy: to irradiate or not? Int J Radiat Oncol Phys 2002; 52(3):
674-80.

Prostate 7/2011 Proprietary and Confidential Page 5 of 11


http://www.acr.org/ac�

Ciezki JP, Klein EA, Angermeier K, et al. A retrospective comparison of androgen
deprivation (AD) vs. no AD among low-risk and intermediate-risk prostate cancer
patients treated with brachytherapy, external beam radiotherapy, or radical
prostatectomy. Int J Radiat Oncol Biol Phys 2004; 60(5): p1347-50.

Copp H, Bissonette EA, Theodorescu D. Tumor control outcomes of patients treated with
trimodality therapy for locally advanced prostate cancer. Urology 2005; 65(6):1146-
1151.

D’Amico AV, Chen MH, Renshaw AA, et al. Androgen suppression and radiation vs.
radiation alone for prostate cancer: a randomized trial. JAMA 2008; 299:289-295.

D’Amico AV, Chen MH, Roehl KA, et al. Preoperative PSA velocity and the risk of
death from prostate cancer after radical prostatectomy. N Engl J Med 2004; 351:125-
135.

D’Amico AV, Cote K, Loffredo M, Renshaw AA, Schultz D. Determinants of prostate
cancer-specific survival after radiation therapy for patients with clinically localized
prostate cancer. J Clin Oncol 2002; 20:4567-4573

D’Amico AV et al. J Clin Oncol 2002; 20(23):4567-4573.

D’Amico AV, Manola J. Loffredo M, Renshaw AA, DellaCroce A, Kantoff PW. 6-
month androgen suppression plus radiation therapy vs. radiation therapy alone for
patients with clinically localized prostate cancer: a randomized controlled trial.
JAMA 2004; 292:821-827.

D’Amico AV, Moul JW, Carroll PR, et al. Surrogate end point for prostate cancer-
specific mortality after radical prostatectomy or radiation therapy. J Natl Cancer Inst
2003; 95:1376-1383.

D’Amico AV, Whittington R, Malkowicz SB, et al. Biochemical outcome after radical
prostatectomy, external beam radiation therapy, or interstitial radiation therapy for
clinically localized prostate cancer. JAMA 1998; 280(11):969-974.

Dearnaley DP, Khoo VS, Norman AR, et al. Comparison of radiation side effects of
conformal and conventional radiotherapy in prostate cancer: a randomized trial.
Lancet 1999; 353:267-272.

Demanes DJ, Rodriguez RR, Schour L, et al. High dose rate intensity modulated
brachytherapy with external beam radiotherapy for prostate cancer: California
endocurietherapy’s 10-year results. Int J Radiat Oncol Biol Phys 2005; 61(5):1306-
1316.

Denham JW, Steigler A, Lamb DS, et al. Short-term androgen deprivation and
radiotherapy for locally advanced prostate cancer: results from the Trans-Tasman

Prostate 7/2011 Proprietary and Confidential Page 6 of 11



Radiation Oncology Group 96.01 randomized controlled trial. Lancet Oncol 2005;
6:841-850.

Dicker AP, Lin CC, Leeper DB, et al. Isotope selection for permanent prostate implants?
An evaluation of 103Pd versus 1251 based on radiobiological effectiveness and
dosimetry. Semin Urol Oncol 2000; 18(2): 152-9.

Do LV, Do TM, Smith R, et al. Postoperative radiotherapy for carcinoma of the prostate:
impact on both local control and distant disease-free survival. Am J Clin Oncol 2002;
25(1): 1-8.

Galalae RM, Martinez A, Mate T, et al. Long-term outcome by risk factors using
conformal high-dose-rate brachytherapy (HDRBT) boost with or without neoadjuvant
androgen suppression for localized prostate cancer. Int J Radiat Oncol Biol Phys
2004; 58(4):1048-1055.

Hanks, GE, Pajak TF, Porter A, et al. Phase Il trial of long term adjuvant androgen
deprivation after neoadjuvant hormonal cytoreduction and radiotherapy in locally
advanced carcinoma of the prostate: The ROTC group protocol 92-02. J Clin Oncol
2003; 21:3972-3978.

Horwitz EM, Bae K, Hanks GE, et al. Ten-year follow up of radiation therapy oncology
group protocol 92-02: a phase I11 trial of the duration of elective androgen deprivation
in locally advanced prostate cancer. J Clin Oncol 2008; 26:2497-2504.

Kalapurakal JA, Huang CF, Neriamparampil MM, et al. Biochemical disease-free
survival following adjuvant and salvage irradiation after radical prostatectomy. IntJ
Radiat Oncol Biol Phys 2002; 54(4): 1047-54.

Katz MS, Zelefsky MJ, Venkatraman ES, et al. Predictors of biochemical outcome with
salvage conformal radiotherapy after radical prostatectomy for prostate cancer. J Clin
Oncol 2003; 21(3): 483-9.

Khoo VS. Radiotherapeutic techniques for prostate cancer, dose escalation and
brachytherapy. Clin Oncol (R Coll Radiol) 2005; 17:560-571.

Koukourakis G, Kelekis N, Armonis V, et al. Brachytherapy for prostate cancer: a
systematic review. Adv Urol 2009:327945, Epub 2009 Sept 1.

Kuban D, Pollack A, Huang E, et al. Hazards of dose escalation in prostate cancer
radiotherapy. Int J Radiat Oncol Biol Phys 2003; 57(5): 1260-8.

Kuban DA, Tucker SL, Dong L, et al. Long-term results of the M. D. Anderson

randomized dose-escalation trial for prostate cancer. Int J Radiat Oncol Biol Phys
2008; 70:67-74.

Prostate 7/2011 Proprietary and Confidential Page 7 of 11



Lukka H, Warde P, Pickles T, et al. Controversies in prostate cancer radiotherapy:
consensus development. Can J. Urol 2001; 8(4): 1314-22.

Martinez A, Gonzalez J, Spencer W, et al. Conformal high dose rate brachytherapy
improves biochemical control and cause specific survival in patients with prostate
cancer and poor prognostic factors. J Urol 2003; 169(3):974-979.

Mayer R, Pummer K, Quehenberger F, et al. Post-prostatectomy radiotherapy for high-
risk prostate cancer. Urology 2002; 59(5): 732-9.

Meier R et al, Cancer 2006; 70(7):1960-66.

Merrick GS, Butler WM, Galbreath RW, et al. Relationship between percent positive
biopsies and biochemical outcome after permanent interstitial brachytherapy for
clinically organ-confined carcinoma of the prostate gland. IntJ Radiat Oncol Biol
Phys 2002; 52(3): 664-73.

Merrick GS, Butler WM, Wallner KE, et al. Permanent interstitial brachytherapy in
younger patients with clinically organ-confined prostate cancer. Urology 2004;
64:754-759.

Merrick GS, Wallner KE, Butler WM. Minimizing prostate brachytherapy-related
morbidity. Urology 2003; 62(5):786-792.

Merrick GS, Wallner KE, Butler WM. Permanent interstitial brachytherapy in the
management of carcinoma of the prostate gland. J Urol 2003; 169(5):1643-1652.

Michalski JM, Bae K, Roach M, et al. Long-Term Toxicity Following 3D Conformal
Radiation Therapy for Prostate Cancer from the RTOG 9406 Phase I/1l Dose
Escalation Study. IntJ Radiat Oncol Biol Phys 2010; 76(1):14-22.

Nag S, Bice W, DeWyngaert K, et al. The American Brachytherapy Society
recommendations for permanent prostate brachytherapy postimplant dosimetric
analysis. Int J. Radiat Oncol Biol Phys 2000; 46:221-230.

National Comprehensive Cancer Network. NCCN Clinical Practice Guideline in
Oncology: Prostate Cancer™. V.2.2009. Retrieved online at
http://www.nccn.org/index.asp.

Nelson CP, Rubin MA, Strawderman M, et al. Preoperative parameters for predicting
early prostate cancer recurrence after radical prostatectomy. Urology 2002; 59(5):
740-5; discussion 745-6.

Nguyen KH, Horwitz EM, Hanlon AL, et al. Does short-term androgen deprivation

substitute for radiation dose in the treatment of high-risk prostate cancer? IntJ
Radiat Oncol Biol Phys 2003; 57(2): 377-83.

Prostate 7/2011 Proprietary and Confidential Page 8 of 11


http://www.nccn.org/index.asp�

Pearson SD, Ladapo, Prosser L. Intensity modulated radiation therapy (IMRT) for
localized prostate cancer. Institute for Clinical and Economic Review 2007. Retrieved

from www.mgh-
ita.org/index.php?option=com_content&task=blogsection&id=15&Itemid=106.

Peeters ST, Heemsbergen WD, Koper PC, et al. Dose-response in radiotherapy for
localized prostate cancer: results of the Dutch multicenter randomized phase 111 trial
comparing 68 Gy of radiotherapy with 78 Gy. J. Clin Oncol 2006; 24:1990-1996.

Pollack A, Zagars GK, Starkschall G, et al. Prostate cancer radiation dose response:
results of the M. D. Anderson phase Il randomized trial. Int J Radiat Oncol Biol
Phys 2002; 53:1097-1105.

Potters L., Morgenstern C., Calugaru E, et al. 12-year outcomes following permanent
prostate brachytherapy in patients with clinically localized prostate cancer. J Urol
2008; 179:S29-24.

Roach M, 3" Hanks G, Thames H, Jr., et al. Defining biochemical failure following
radiotherapy with or without hormonal therapy in men with clinically localized
prostate cancer: recommendations of the RTOG-ASTRO Phoenix Consensus
Conference. Int J Radiat Oncol Biol Phys 2006; 65:965-974.

Sathya JR, Davis IR, Julian JA, et al. Randomized trial comparing iridium implant plus
external-beam radiation therapy with external-beam radiation therapy alone in node-
negative locally advanced cancer of the prostate. J Clin Oncol 2005; 23(6):1192-
1199.

Stephenson AJ, Scardino PT, Kattan MW, et al. Predicting the outcome of salvage
radiation therapy for recurrent prostate cancer after radical prostatectomy. J Clin
Oncol 2007; 25:2035-2041.

Stephenson AJ, Shariat SF, Zelefsky MJ, et al. Salvage radiotherapy for recurrent
prostate cancer after radical prostatectomy. JAMA 2004; 291(11):1325-32.

Stock RG, Cahlon O, Cesaretti JA, et al. Combined modality treatment in the
management of high-risk prostate cancer. Int J Radiat Oncol Biol Phys 2004;
59(5):1352-1359.

Swanson GP, Goldman B, Tangen CM, et al. The prognostic impact of seminal vesicle
involvement found at prostatectomy and the effects of adjuvant radiation: data from
Southwest Oncology Group 8794. J Urol 2008; 180:2453-2457; discussion 2458.

Teh BS; Mai WY; Augspurger ME; et al. Intensity modulated radiation therapy (IMRT)
following prostatectomy: more favorable acute genitourinary toxicity profile
compared to primary IMRT for prostate cancer. Int J Radiat Oncol Biol Phys 2001;
49(2):465-72.

Prostate 7/2011 Proprietary and Confidential Page 9 of 11


http://www.mgh-ita.org/index.php?option=com_content&task=blogsection&id=15&Itemid=106�
http://www.mgh-ita.org/index.php?option=com_content&task=blogsection&id=15&Itemid=106�

Thompson IM, Jr., Tangen CM Paradelo J, et al. Adjuvant radiotherapy for
pathologically advanced prostate cancer: a randomized clinical trial. JAMA 2006;
296:2329-2335.

Thompson IM, Jr., Tangen CM, Paradelo J, Lucia MS, Miller G, Troyer D et al.
Adjuvant radiotherapy for pathologically advanced prostate cancer: a randomized
clinical trial. JAMA 2006; 296(19):2329-2335.

Thompson IM, Tangen CM, Paradelo J, et al. Adjuvant radiotherapy for pathological
T3NOMO prostate cancer significantly reduces risk of metastases and improves
survival: long-term follow up of a randomized clinical trial. J Urol 2009; 181:956-
962.

Tiguert R; Rigaud J; Lacombe L; Laverdiere J; Fradet Y. Neoadjuvant hormone therapy
before salvage radiotherapy for an increasing post-radical prostatectomy serum
prostate specific antigen level. J Urol 2003; 170(2 Pt 1):447-50.

Valicenti RK, Hanlon AL, Pisansky HM et al. Abstract 38 at 2006 Multidisciplinary
Prostate Cancer Symposium - American Society of Clinical Oncology (ASCO).

Van der Kwast TH, Bolla M, Van Poppel H, et al. Identification of patients with prostate
cancer who benefit from immediate postoperative radiotherapy: EORTC 22911. J
Clin Oncol 2007; 25:4178-4186.

Van der Kwast, TH, Bolla M, Poppel H, et al. Identification of patients with prostate
cancer who benefit from immediate postoperative radiotherapy: EORTC 22911. J
Clin Oncol 2007; 25(27):4178-86.

Wilder RB, Hsiang JY, Ji M, et al. Preliminary results of three-dimensional conformal
radiotherapy as salvage treatment for a rising prostate-specific antigen level post-
prostatectomy. Am J Clin Oncol 2000; 23(2): 176-80.

Yang J, Abdel-Wahab M, Ribeiro A. EUS-guided fiducial placement before targeted
radiation therapy for prostate cancer. Gastrointestinal Endoscopy 2009; 70(3):579-
583.

Zaider M, Zelefsky MJ, Hanin LG, et al. A survival model for fractionated radiotherapy
with an application to prostate cancer. Phys Med Biol 2001; 46(10): 2745-58.

Zelefsky MJ, Kattan MW, Fearn P, et al. Pretreatment nomogram predicting ten-year

biochemical outcome of three-dimensional conformal radiotherapy and intensity-
modulated radiotherapy for prostate cancer. Urology 2007; 70:283-287.

Prostate 7/2011 Proprietary and Confidential Page 10 of 11



Zelefsky MJ, Marion C, Fuks Z, et al. Improved biochemical disease-free survival of
men younger than 60 years with prostate cancer treated with high dose conformal
external beam radiotherapy. J Urol 2003; 170(5): 1828-32.

Zietman AL, DeSilvio ML, Slater JD, et al. Comparison of conventional-dose vs. high-
dose conformal radiation therapy in clinically localized adenocarcinoma of the
prostate: a randomized controlled trial. JAMA 2005; 294:1233-1239.

American Joint Committee on Cancer. AJCC Cancer Staging Manual Seventh Edition.
2010.

Ao e Fand T
Eeviewredibpprowed by /007" g Michzel Pentecost, MDD, Assomate Chief Medical O ficer

Prostate 7/2011 Proprietary and Confidential Page 11 of 11



	INTRODUCTION:
	GOAL OF THE GUIDELINE:
	GENERAL CONSIDERATIONS:
	MEDICALLY NECESSARY INDICATIONS FOR RADIATION THERAPY AND TREATMENT OPTIONS:
	 Very Low Recurrence Risk (Primary Tumor Stage [T] is T1c, PSA <10 ng/ml, and Gleason score ≤ 6, PSA density <0.15ng/nl per g, < 3biopsy cores positive with < 50% cancer in each)
	 Low Recurrence Risk (Primary Tumor Stage [T] is T1-T2a, PSA <10 ng/ml, and Gleason score ≤ 6)
	 Intermediate Recurrence Risk (Primary Tumor Stage [T] T2b-T2c or PSA 10-20 ng/ml or Gleason score 7)
	 High Recurrence Risk (Primary Tumor Stage [T] T3a or PSA >20 ng/nl or Gleason score ≥8 or more than two intermediate risk factors)
	 Very High Recurrence Risk (Primary Tumor Stage [T] T3b-T4) without Metastasis
	TREATMENT OPTIONS REQUIRING ADDITIONAL CLINICAL REVIEW:
	 Stereotactic Body Radiation Therapy (SBRT) is not considered a standard form of treatment for prostate cancer. Overall, studies have not shown clinical outcomes to be superior to conventional radiation therapy. A request for SBRT will require a peer revi�
	MITIGATING CIRCUMSTANCES FOR TREATMENT PLANNING:
	 History of bladder obstruction with high IPSS symptom score
	REFERENCES:

