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How low can we go?
Update on SBRT for primary prostate cancer



Hypo-RT-PC phase III trial: 

3CT Karlsson, ESTRO 2025, Presentation Number E25-4981
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PACE B: onological results
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@5 years:

95% disease control

Van As N. NEJM 2024



PACE B toxicity
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PACE B urinary toxicity
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@ 5 years G2-3:

- SBRT: 7.3%

- CFRT: 4.5%

Cumulative G2-3

- SBRT: 43%

- CFRT: 30%



NRG GU 005
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Hypothesis: SBRT is superior to moderately hypofractionated IMRT with two co-

primary endpoints:

 - In terms of patient-reported GI and GU toxicity

 - In terms of Disease-free survival

ASTRO 2025



Disease-free survival
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SBRT is NOT superior

Biochemical failure at 3 yrs

- SBRT: 8%

- IMRT: 4%

p=0.037



Toxicity
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SBRT slightly better No difference

SBRT better at EPIC sexual domain and urinary inontinence



PACE B vs NRG GU005
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PACE B 

40Gy in 5

NRG 

36.25Gy in 5



Patient selection

Which factors predict GU Tox?

-higher baseline IPSS

-baseline urinary 
medication use 

-grade 2+ acute urinary 
toxicity 

12Ratnakumaran R. et al. Eur Urol 2025 (in press)



Should we treat high risk with SBRT?



PACE C: 2 year GI toxicity

15A. Tree, IJROBP 2025 - doi.org/10.1016/j.ijrobp.2025.08.034.



PACE C: 2 year GU toxicity

16A. Tree, IJROBP 2025 - doi.org/10.1016/j.ijrobp.2025.08.034.



Baseline IPSS and CTCAE: PACE B vs PACE C

17A. Tree, IJROBP 2025 - doi.org/10.1016/j.ijrobp.2025.08.034.



Should we treat the nodes?
Update on elective nodal RT for primary prostate cancer



Historical trials: unclear benefit of treating nodes

GETUG-01 RTOG 9413

No EFS benefit NHT+WPRT = 
PORT + AHT

LNI risk >35%: 24.5%



RTOG 0924

Biochemical failure

Small benefit

DMFS

No benefit

M Roach, ASTRO 2025 - https://doi.org/10.1016/j.ijrobp.2025.08.029

https://doi.org/10.1016/j.ijrobp.2025.08.029


Time to let WPRT go?

• Yes, for intermediate to favorable high risk

• High to very high risk? Let’s see.



POP-RT: the magical formula with PSMA PET?

LNI risk >35%: 55%
LNI risk >50%: 29%

Murthy et al. JCO 2021



Prevention or salvage?
STORM



Do we need to prevent recurrences? Salvage ENRT



Do we need to prevent recurrences? Salvage ENRT

• Advantage: 
• Less overtreatment

• Disadvantage
• More investigations
• More anxiety
• Might be too late?

Ost et al. Lancet Oncol 2025



How long should we use ADT?
Update on ADT duration.



Optimal duration of ADT in intermediate to high risk

27Zaorsky JAMA Oncol 2025
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Burdett Eur Urol 2025



Should all high risk patients get doublet?



ENZARAD

31PL Nguyen, Annals of Oncology, volume 36, S1743 - S1744



ENZARAD
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ENZARAD
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Conclusions

• SBRT is safe and has very good outcomes for low to interm risk PCa.
- Watch out for dose?

- Patient selection on baseline symptoms

• Pelvic radiotherapy: only in very selected cases

• Duration of ADT: don’t overtreat

• All high risk patients need ARTA: clearly not
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Future = patient selection

35

Q3 2026
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