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Abstract
Background: The impact of local tumor ablative therapy in oligometastasized prostate cancer (PC) is still under
debate. To gain data for this approach, we evaluated oligometastasized PC patients receiving stereotactic body
radiotherapy (SBRT) to bone metastases.
Methods: In this retrospective study, 15 oligometastasized PC patients with a total of 20 bone metastases were
evaluated regarding biochemical progression-free survival (PSA-PFS), time to initiation of ADT, and local control rate
(LCR). Three patients received concomitant androgen deprivation therapy (ADT).
Results: The median follow-up after RT was 22.5 months (range 7.0–53.7 months). The median PSA-PFS was 6.
9 months (range 1.1–28.4 months). All patients showing a decrease of PSA level after RT of at least factor 10 reveal a
PSA-PFS of >12 months. Median PSA-PFS of this sub-group was 23.1 months (range 12.1–28.4 months). Local PFS
(LPFS) after 2 years was 100%. One patient developed a local failure after 28.4 months. Median distant PFS (DPFS) was
7.36 months (range 1.74–54.34 months). The time to initiation of ADT in patients treated without ADT was 9.3 months
(range 2.6–36.1 months). In all patients, the time to intensification of systemic therapy or the time to initiation of ADT
increased from 9.3 to 12.3 months (range 2.6–36.1 months). Gleason-Score, ADT or the localization of metastasis had
no impact on PFS or time to intensification of systemic therapy. No SBRT related acute or late toxicities were observed.
Conclusion: Our study shows that SBRT of bone metastases is a highly effective therapy with an excellent risk-benefit
profile. However, PFS was limited due to a high distant failure rate implying the difficulty for patient selection for this
oligometastatic concept. SBRT offers high local cancer control rates in bone oligometastases of PC and should be
evaluated with the aim of curation or to delay modification of systemic treatment.
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Background
Therapy concepts in prostate cancer (PC) exist for local, advanced locoregional and metastatic diseases, but the situation for non-symptomatic oligometastatic disease remains
unclear [1]. A specific subgroup of patients presents with
few lesions, whereas others develop rapid progression in
multiple sites. For the first group, the term “oligometastases”
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is used to define five or less metastatic lesions per population. Therapeutically recommended are either a surveillance
strategy in the absence of symptoms and slow rise of PSA
level, or palliative androgen suppression in case of rapid
PSA level rise with a doubling of PSA in less than 3 months
or when symptomatic metastasis occur [2]. Because androgen deprivation therapy (ADT) is associated with a marked
reduction in quality of life, current NCCN guidelines version 3.2016 suggest a surveillance strategy in case of asymptomatic metastases. Furthermore, randomized trials for
metastatic PC have shown a superiority of early docetaxelbased chemotherapy combined with ADT androgen
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suppression [3, 4]. However, a not negligible number of
grade 3–4 toxicities developed in patients undergoing this
aggressive combined regimen. As various retrospective studies suggest that the occurrence of isolated metastases could
potentially identify a subgroup of patients with a better
prognosis despite systemic spread, this subgroup of patients
might present a population that could benefit from a regional treatment [5]. The distinction between manifest polymetastases and oligometastases has been a central part of
the oncological treatment strategy for years, for example in
breast cancer, melanomas, sarcomas, renal cell and colorectal carcinomas [6–9]. The local treatment of liver metastases
in oligometastatic colorectal cancer, for instance, leads to a
significant life-prolongation, as does the local treatment of
sarcoma metastases deriving from different localizations [9].
Retrospective studies discussing the treatment of solitary
or few metastases in patients with PC suggest an improvement of biochemical and clinical relapse-free survival, especially in lymph node and bone metastases [10].
The boundary between oligometastatic and polymetastatic disease varies from three to five metastases
[1, 5, 11, 12]. The published data on local metastasisdirected therapy describe a progression-free survival
(PFS) between 12 and 24 months [1]. The key to successful local treatment of oligometastasized patients is
precise imaging. For prostate cancer, almost all published studies thus far used 11C–choline PET for staging [1]. Particularly for the detection of very small
lymph nodes, this technique has a low sensitivity of
<10% [13, 14]. Hence, the probability of under-staging
is enormous. In addition, a PSA level of at least 1–
2 ng/ml is currently recommended in order to have a
good chance of detecting tumor affected regions.
68
Ga-Prostate specific membrane antigen (PSMA)PET seems to be significantly more sensitive and specific [15, 16]. Here, significant findings are possible
with a PSA level starting as low as 0.2 ng/ml. AfsharOromieh et al. published sensitivity levels of 76.6%
and very high specificity levels of up to 100% [17].
Only recently, we have shown a highly significant
benefit of 68Ga-PSMA for staging prior to radiation
therapy [18]. Currently, there are no prospective data
for the treatment of oligometastatic PC using PSMA
PET for staging. However, a retrospective case collection of Demirkol et al. describes significant therapy
changes due to the high diagnostic value of 68GaPSMA-PET [19].
Since there are currently no evident treatment recommendations for the subgroup of oligometastasized PC
patients due to limited knowledge about the importance
of aggressive local treatments, different therapeutic strategies are currently in use, including continuous ADT,
intermittent ADT, high-dose radiotherapy (RT) with or
without ADT, surgery and surveillance strategies. This
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retrospective study investigates PC patients treated for
oligometastatic disease with high-dose RT to the metastatic lesions analyzing biochemical PFS (PSA-PFS), the
time to initiation of ADT, the local control rate (LCR)
and distant PFS (DPFS).

Methods
In the framework of the STEREOTAKTUM, we offer
stereotactic body radiotherapy (SBRT) and other highlyadvanced treatments in tight interdisciplinary connection with all neighboring oncology disciplines including
radiology and nuclear medicine imaging. For oligometastasized PC patients, SBRT was offered to patients with a
maximum of two bone metastases based on PSA-values
in connection with MRI and PET-imaging. Out of 205
patients with bone metastases of PC who received radiotherapy between March 2012 and April 2016. Only 15
patients with a total of 20 bone metastases cases underwent tumor ablative SBRT with curative intention, all
others were treated with a palliative dose. The study was
approved by the local ethics committee at the Medical
Faculty of the Technische Universität München (TUM),
vote number 257/16 S.
Patients’ characteristics

All but one patient received primary surgery between 1994
and 2012. One patient received primary hormone-chemotherapy and surgery followed in 2016. The median time between primary diagnosis and SBRT was 55.4 months (range
6.7–208.3 months). Eleven patients had single metastases,
two patients had two synchronous metastases, one patient
had two metachronous metastases in a one-year interval
and another patient had three metachronous metastases in
a two-year interval between metastasis one and two, and
10 months between metastasis two and three. All patients
were staged with PET-CT, 13 metastases (65%) were found
and staged with 68Ga-PSMA-PET, four metastases (20%)
with 11C–choline PET imaging, and three (15%) metastases
were seen and staged with both, respectively. Patient characteristics and localization of bone metastases are shown in
Table 1. Median age at start of RT was 69 years (range 55–
76 years). The median PSA level before RT was 1.99 ng/ml
(range 0.44–11.7 ng/ml). Primary tumors were classified according to Gleason Score as well as the novel prognostic
Gleason grade grouping of the 2014 Chicago grading meeting [20, 21]. According to the D’Amico criteria, all patients
were scored as high-risk due to PSA level or T-stage.
The median time between diagnosis of PC and diagnosis
of the oligometastatic disease was 4.6 years (range 0–
12 years). One patient had a synchronous bone metastasis
at primary staging explaining the value zero at the range
level. All other patients had metachronous metastases.
The median time between diagnosis of oligometastases
and start of RT was 2.1 months (range 0.7–6.9 months).

Habl et al. BMC Cancer (2017) 17:361

Page 3 of 10

Table 1 Patients’ characteristics and localization of treated
oligometastases
Age (years)

72 (range 56–78)

Concomitant ADT yes/no

3/12

PSA before SBRT

1.99 (range 0.44–11.7)
a

Initial Gleason Score
6 (group1)

1

7a (group 2)

5

7b (group 3)

0

8 (group 4)

4

9 (group 5)

4

Initial PSA (ng/ml) before primary treatment

17.0 (range 4.3–57.2)

Initial N0/N1

9/6

volume (GTV) of 35 or 40 Gy (corresponding to the
60% (95%) isodose). Correspondent EQD2 doses are specified in Table 2. For TomoTherapy plans, the dose was
normalized so that the 60% isodose covers 100% of the
PTV. Pelvic bone metastases were treated unequally
with 25, 30 and 35 Gy in 5 fractions or with the SIB concept mentioned above with 30 Gy to a larger volume
and a SIB to the GTV of 40 Gy in 5 fractions (prescribed
to the 60% isodose). Rib metastases were treated with
total doses between 27 and 35 Gy in 5 fractions (prescribed to the 60% isodose). The bone metastasis of the
scapula was treated with 30 Gy to a larger volume and
40 Gy to the GTV (prescribed to the 60% isodose). All
information concerning the radiation treatment can be
found in Table 2.

Localization of bone metastases (n = 20)
Pelvis

6

Follow-up and statistics

Spine

8

Rib

5

Scapula

1

All patients were included in a thorough clinical follow-up
including PSA-evaluations, clinical assessment as well as
MRI or PET-imaging. The first follow-up visit is scheduled
6 to 8 weeks after SBRT and every 6 months subsequently.
Biochemical recurrence was defined as (i) a rising PSA
level out of post-RT nadir to ≥0.2 ng/ml plus another
higher value, or (ii) a decreased serum PSA, but above
0.2 ng/mL and increased again, or (iii) a continually rising
post-RT PSA level, or (iv) clinical progression.
Distant PFS (DPFS) was defined as the absence of a new
metastatic lesion. Local PFS (LPFS) was defined as tumor
progression within the irradiated planning target volume.
Patient data is collected in a center-specific database
(MiRO-database) including all relevant information.
Statistical calculations were performed using SPSS Statistics v23 (IBM, USA). Survival analyses (PSA-PFS,
LPFS, DPFS and time to ADT) were based on the
Kaplan-Meier method. Calculations were done from the
end of SBRT. For analyses of different groups, we used
the log-rank test. A p-value ≤0.05 was considered as statistically significant.

a

in one patient no GS was available

Three patients received concomitant ADT. Since this is a
retrospective study, in these three patients, ADT was prescribed by their urologist prior to initial presentation at
our clinic. In one patient, ADT was started to bridge the
time to local therapy, in another, SBRT was indicated after
primary hormone-chemotherapy, and another patient
showed a PSA elevation during ADT indicating hormonal
resistance.
Radiotherapy treatment planning

High-dose RT was conducted in an SBRT-set-up. Radiation was applied as multi-field 3D–RT in six cases (five
rib metastases and one pubic metastasis), as volumetric
modulated arc therapy (VMAT) in seven cases and in
two cases as TomoTherapy. One patient received a combined VMAT/3D plan as seen in Table 2. Patients were
treated with a Varian Clinac Trilogy linear accelerator
equipped with a 120 HD MLC (Varian Medical Systems,
USA) or received TomoTherapy (Accuray, USA). CTV
included the whole vertebra without the transverse and
spinous process in cases with bone metastases to the
vertebra body or pedicle. CTV included the transverse
or spinous process if one of these structures were affected. CTV of bone metastases of the pelvis, ribs, and
scapula included the GTV plus a safety margin of 1–
2 cm depending on the localization and neighboring
structures. We often conducted 4D–CT in the planning
period to eliminate breathing disparities.
Delivered doses to spinal bone metastases were 25 or
30 Gy in 5 fractions for the whole vertebra with a simultaneously integrated boost (SIB) to the gross tumor

Results
Tolerability of SBRT

SBRT was well tolerated and could be completed as
planned in all patients. No specific acute or late toxicities
occurred. Of note, we did not observe any bone fractures
in patients treated for rib lesions or other osseous targets.
Progression-free survival and course of PSA-levels

The median follow-up after RT of oligometastases was
22.5 months (range 7.0–53.7 months). The median PSAPFS was 6.9 months (range 1.1–28.4 months), see Fig. 1a.
Imaging for detection of PSA-progression was conducted
in 13 patients: nine 68Ga-PSMA-PET imaging, two 11C–
Choline PET imaging, and two conventional CT scans.
Local PFS (LPFS) after 2 years was 100%, see Fig. 1b. One
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Time between
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Patient Gleason- Concomitant
Score
ADT

Table 2 Patients’ characteristics and treatment

Pubic bone
right

Thoracic
vertebra 7

5th rib left

2nd rib left

Pubis bone
right

Iliac bone left

10th rib right

Lumbar
vetrebra 4

Thoracic
vertebra 9,
transverse
process left

Cervical
vertebra 5

Iliac bone

Pubic bone

Scapula left

8th rib right

Lumbar
vertebra 2

Tumor site

5×6

5 × 5 (whole vertebra
without spinal canal) 5 × 8
(SIB)

5×6

5×6

5×7

5 × 6 PTV (GTV + asym.
Safety margin) 5 × 8 SIB
(GTV)

5 × 5.4

5 × 6 (whole vertebra
without spinal canal) 5 × 8
SIB (GTV + 5 mm)

5 × 5 (whole vertebra
without spinal canal) 5 × 8
SIB (GTV)

5 × 5 (whole vertebra
without spinal canal) 5 × 8
(SIB)

5 × 6 PTV
(GTV + 2 cm + 5 mm) 5 × 8
SIB (GTV + 5 mm) adapted
to the bone margin

5 × 6 PTV
(GTV + 2 cm + 5 mm) 5 × 8
SIB (GTV + 5 mm) adapted
to the bone margin

5 × 6 PTV (GTV + asym.
Safety margin) 5 × 8 SIB
(GTV + 5 mm)

5 × 6.5

5 × 6 (PTV), 5 × 8 (SIB)

RT dose (Gy)

173; 150

100; 88

109; 96

100; 88

60%

Median

60%

60%

60%

30Gy-isodose
encloses 95% of PTV,
40 Gy-isodose
encloses SIB

60%

150; 130

100; 88

150; 130

150; 130

200; 171

124; 108

30Gy-isodose
100; 88
encloses 60% of PTV,
SIB median

30Gy-isodose
100; 88
encloses 70% of PTV,
SIB median

95%

30Gy-isodose
encloses PTV, SIB
median

30Gy-isodose
100; 88
encloses 85% of PTV,
SIB median

1.1

12.5

10.5

9.3

25.3

Time between
progress and
end of RT
(months)

1.7

N

6.6

6.9

6.9

6.2

VMAT

6.9

TomoTherapy 28.4

3D

3D

3D

3D

3D

VMAT

Tomotherapy 3.4

VMAT +3D

VMAT

VMAT

VMAT

3D

VMAT

EQD2
RT technique
(Gy) α/
β = 2; α/
β=3

30Gy-isodose
109; 96
encloses 95% of PTV,
SIB 95%

60%

Median

Prescribed dose in
percentage

0.9

2.7

2.0

1.2

2.2

4.7

4.7

0.9

11.7

2.9

0.5

0.4

1.9

2.3

2.3

PSA
before
RT (ng/
ml)

7.0

7.0

PSA in
progress
(ng/ml)

(y)

0.5

0.8

4.3

(y)

2.4

6.9

6.9

10.7

12

1.3 (x) 4.1

0.17

(z)

0.0

1.8

3.9

3.9

0.9

6.8

4.3 (x) 6.2

0.05

0.3

3.3 (x) 160

0.1

0.1

PSA
nadir
(ng/
ml)
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G3

9

14

15

9.1

11.2

12.0

No

No

17.2

0.0

No

No

Yes

Thoracic
vertebra 5

Thoracic
vertebra 4,
Spinous
process

Acetabulum
left

4th rib left

Lumbar
vertebra 4

5 × 7 Gy, GTV + 2 mm (due
to pre-RT)

5 × 5 (Spinous process)
5 × 7 (GTV)

5 × 6 (Acetabulum dorsal)
5 × 7 (GTV + asym. Safety
margin)

5×7

5 × 5 (whole vertebra
without spinal canal) 5 × 7
(SIB)

(x) = shows no nadir, PSA level increases directly after RT
(y) = no progress until now
(z) = ADT was started 4 weeks after RT, so nadir was not available
(w) = patient started concomitant hormone-chemotherapy, surgery of the primary follows

7

13

Table 2 Patients’ characteristics and treatment (Continued)

median

95%

95%

60%

95%

79; 70

86; 77

86; 77

86, 77

3D

VMAT

VMAT

3D

VMAT

2.1

3.6

23.1

12.1

N

0.8

0.9

3.9

1.5

15.0
(iPSA)

(z)

0.19

0.3

0.3

n.a.
(w)

n.a.

0.8

0.9

3.4

n.a.

Habl et al. BMC Cancer (2017) 17:361
Page 5 of 10

Habl et al. BMC Cancer (2017) 17:361

Page 6 of 10

Fig. 1 PSA-PFS (a), local PFS (b), distant PFS (c) and time to initiation of ADT or time to intensification of systemic therapy (d), after SBRT
of osseous oligometastases of PC patients

patient developed a local failure after 28.4 months. This patient sustained a local progression in the seventh thoracic
vertebra in 68Ga-PSMA-PET imaging. The simultaneous
staging by 68Ga-PSMA-PET showed the metastasis still to
be a solitary metastasis. Due to the prior radiation to the
spinal cord, no further RT was offered. ADT was initiated.
This patient received 25 Gy to the whole vertebra and
40 Gy to the GTV in 5 fractions, resulting in an EQD2 of
100 Gy for α/β = 2 applied with TomoTherapy. All other
patients with PSA progression and the aforementioned imaging showed distant failures (n = 12). Two patients with
PSA failure received immediate ADT from their urologists
without preceding imaging.
All patients showing a decrease in PSA level after RT
of at least factor 10 (n = 6) later revealed a PSA-PFS of
>12 months. Median PSA-PFS of this sub-group was
23.1 months (range 12.1–28.4 months).
Three patients are free from recurrence, one patient
presented with a synchronous osseous metastasized PC,
GS7, in the 4th lumbar vertebra after simultaneous

primary hormone- and chemotherapy. Prostatectomy was
conducted 4 weeks ago, the postoperative PSA level is
lacking. The two other patients who are still free from recurrence show biochemical control >12 months, one with
and one without ADT. The patient without ADT had a
second SBRT in the iliac bone after the first SBRT in the
pubic bone led to a PSA recurrence after 10.5 months,
and is still free from PSA failure. Both patients have a PSA
level below the detection limit. Patients in whom the PSA
value has not even halved after RT (n = 5) showed only a
short PSA-PFS of <12 months. Median PSA-PFS of this
sub-group was 6.9 months (range 3.4–10.5 months). In
four patients, the PSA level did not decrease after RT and
systemic therapy were initiated or intensified.
Median Distant PFS (DPFS) was 7.36 months (range
1.74–54.34 months), see Fig. 1c. The time to initiation of
ADT in patients treated without ADT was 9.3 months
(range 2.6–36.1 months). In all patients, the time to intensification of systemic therapy or to initiation of ADT increased from 9.3 months to 12.3 months (range 2.6–
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36.1 months), see Fig. 1d. The three patients who benefitted most were the two patients with the metachronously
occurring metastases (27.5 and 36.1 months) and one patient with synchronous two metastases (25.3 months). GS,
ADT or the localization of the metastasis had no impact
on PFS, the time to initiation of ADT, or intensification of
systemic therapy.
Figures 2, 3 and 4 show some clinical examples of SBRT
strategies. Figure 2 shows a rapidarc plan of an SBRT of
the pubic bone, Fig. 3 illustrates a 3D planned SBRT of a
rib metastasis and Fig. 4 shows a helical IMRT of a bone
metastasis in a thoracic vertebra between the aorta and
the myelon.

Discussion
The aim of this study was to evaluate the impact of
SBRT in oligometastasized PC patients. We evaluated 15
patients with 20 bone metastases cases undergoing locally ablative RT with a curative intent. We showed a
high LCR with doses of EQD2 (equivalent dose in 2 Gy
fractions) of around 100 Gy. We could demonstrate a
beneficial risk-benefit profile with very low rates of side
effects and high local control of the irradiated lesions.
Since oligometastasized PC patients represent a special
subgroup of patients with long-term overall survival, locally ablative treatments seem justified especially to delay
ADT and to spare patients from ADT-related side effects.
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As SBRT of individual metastases has shown a very good
local control in several prospective and retrospective studies, Decaestecker et al. initiated a study comparing SBRT
of 11C–choline PET-CT positive metastases to an active
surveillance strategy [12]. The influence of the ablation of
macroscopic metastases concerning further disease
process will be investigated.
In the present evaluation, we found a median PSA-PFS
of 6.9 months. Only in six cases, PSA failure was observed
after 12 months, whilst in 14 cases PSA-failure was detected within the first 12 months. A single arm prospective study showed similar results, in which oligometastatic
PC patients with up to three metastases were treated by a
stereotactic RT [11]; after 2 years, only 18 out of 50 patients were tumor-free and seven other patients were
treated one to three additional times with a stereotactic
RT and then remained tumor-free until the end of the
study. The median PFS was reported at 19 months; LCR
was 100%. Given that distant metastasis occurred in 31
patients, it could reasonably be assumed that most patients were understaged, and thus that patients already
were already at least microscopically polymetastasized at
the beginning of RT.
We found that all patients showing a decrease of PSA
level after RT of at least factor 10 (n = 6) revealed a PSAPFS of >12 months. The sub-group of patients whose PSA
level dropped by more than a tenfold had a median PSA-

Fig. 2 Dose distribution and Dose Volume Histogram of an SBRT (rapidarc) of the right pubic bone with 30 Gy to the gross target volume
(GTV) + 2 cm (30 Gy-isodose encloses 85% of the PTV) and 40 Gy/median to the GTV as a simultaneously integrated boost (SIB) in 5 fractions
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Fig. 3 Dose distribution and Dose Volume Histogram of an SBRT (3D) of the second rib left with 30 Gy in 5 fractions (60%-isodose)

PFS of 23.1 months. In contrast, patients whose PSA level
had not even halved after RT showed a median PSA-PFS
of only 6.7 months. Post-RT PSA levels either dropped by
more than a tenfold, dropped to less than half, or continued to increase directly after treatment. This suggests a
correlation between the diminution of PSA levels after
SBRT and prolonged recurrence-free survival. Given the
small study cohort, these considerations should be observed with caution.
Three of our 15 patients had concomitant ADT. Due to
the fact that the start of ADT was not consistent within
the patient cohort, the PSA-PFS data should be interpreted
with caution. The combination of a locally ablative RT to
the visible lesions with concomitant ADT was studied in a
prospective single-arm Spanish-Swiss study [22]; in 50 patients, a PFS of 54%, a clinical PFS of 58% and an OS of
92% after a median time period of 30 months was
achieved. ADT was not standardized and was given for a
median time of 12 months (range 3–34 months). The ideal
duration of ADT is frequently debated, in primary as well
as in an adjuvant RT setting. One cannot directly compare
the indication for ADT between the primary and oligometastasized situation. However, if we believe in the concept
of an oligometastasized stage, an approach analog the primary treatment situation appears to be justified given the
fact that there is a local problem with one known separate
accumulation of tumor cells. Jones et al. have demonstrated an absolute survival benefit of 4% at 10 years for
the combination of a four-month ADT and RT of the prostate compared with RT alone [23]. Importantly, distant metastases occurred significantly less frequently in the ADT
group. A short-term ADT is apparently sufficient for the
treatment of subclinical metastasis in patients with
intermediate-risk PC. In contrast, in the high- and very
high-risk situation, long-term ADT of least 24 months
seems to be superior to short-term ADT [24]. Not only is
the effectiveness of RT with or without ADT proven, but

also the importance of local ablative therapy with sustained
ADT. Widmark et al. and later Warde et al. described a
significant OS benefit for the combination of RT and lifelong ADT compared to ADT alone [25, 26]. They concluded that local therapy improves the efficacy of androgen
suppression significantly. Whether this conclusion applies
to the oligometastatic situation has not yet been evaluated
prospectively. We found no difference between the groups
with and without ADT-related to PSA-PFS and the time to
initiation of ADT or intensification of systemic therapy,
however, our patient cohort is small.
Biologically, oligometastases are defined as a state in
which the patient shows distant relapse in only a limited
number of regions. In this case, the patient may benefit
from a local tumoricidal treatment of all noticeable lesions. However, many patients with an initial oligometastasized stage develop more metastases and progress
to a polymetastasized stage. To improve the patient selection for the local therapy in oligometastasized patients vs. systemic therapy in polymetastasized patients,
biological predictors of progression are needed.
The limited effectiveness of treatments of oligometastases may be due to inability to recognize all present
metastatic lesions and the situation might be staged as
oligometastatic when in reality it is already widespread
cancer [27]. There is a second group of oligometastasized patients in addition to the aforementioned patient
group as ADT or other systemic therapies become more
widely applicable. These are patients who had widespread metastases that were mostly eradicated by systemic agents. Systemic therapy can fail to destroy tumor
cells, for example, due to the presence of drug-resistant
cells or due to the tumor site. Thus, effective chemotherapy may fail to be curative because of only a few metastases. This example highlights the importance of
markers specifically related to where the malignant cells
are located. Oligometastasized and poly-metastasized
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small and the study has a retrospective nature. Therefore, publication of all treatment concepts with an SBRT
approach seem appreciated to give treating physicians as
much information as possible to treat these patients adequately. Additionally, cases should be encompassed in a
multi-institutional pooled analysis to confirm our results
based on larger patient numbers.

Conclusion
We could show that SBRT of bone metastases is a highly
effective therapy with an excellent risk-benefit profile.
However, PFS was limited due to a high distant failure
rate, implying the difficulty for patient selection for this
oligometastatic concept. Research on biomarkers besides
PSA identifying purely oligometastasized patients would
be of great benefit. SBRT offers high local cancer control
rates in bone oligometastases of PC and should be evaluated with the aim of curation or to delay modification of
systemic treatment.
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tumors require different therapy schemes. New techniques of RT may allow curative treatment of such oligometastases either alone or in combination with
systemic therapy. Their effectiveness will be critically
dependent on the specificity and sensitivity of tumor
imaging.
Conclusions should be drawn with caution because
the presented study has some limitations. The analyzed
patient group was very small, the follow-up is rather

Authors’ contributions
GH, KS and SC performed patient treatment, follow-up and data acquisition
and drafted the manuscript. CS and MD performed treatment and follow-up.
MO performed treatment planning. ME and MS performed PET imaging for
treatment planning and interpreted recurrence data. HK and JG performed
patient recruitment, helped with interpretation of data. KK was responsible
for data management. All authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
All patients gave written informed consent. The study was approved by the
local ethics committee at the Medical Faculty of the Technische Universität
München (TUM), vote number 257/16 S.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Habl et al. BMC Cancer (2017) 17:361

Author details
1
Department of Radiation Oncology, Technical University of Munich (TUM),
Ismaninger Strasse 22, 81675 Munich, Germany. 2Zentrum für Stereotaxie
und personalisierte Hochpräzisionsstrahlentherapie (StereotakTUM),
Technische Universität München (TUM), Munich, Germany. 3Institute of
Innovative Radiotherapy (iRT), Department of Radiation Sciences (DRS),
Helmholtz Zentrum München, Neuherberg, Germany. 4Department of
Nuclear Medicine, Technical University Munich (TUM), Munich, Germany.
5
Department of Urology, Technical University Munich (TUM), Munich,
Germany. 6Department of Urology, University of Würzburg, Würzburg,
Germany.
Received: 27 October 2016 Accepted: 11 May 2017

References
1. Ost P, Bossi A, Decaestecker K, De Meerleer G, Giannarini G, Karnes RJ,
Roach M 3rd, Briganti A. Metastasis-directed therapy of regional and distant
recurrences after curative treatment of prostate cancer: a systematic review
of the literature. Eur Urol. 2015;67(5):852–63.
2. Heidenreich A, Bastian PJ, Bellmunt J, Bolla M, Joniau S, van der Kwast T,
Mason M, Matveev V, Wiegel T, Zattoni F, et al. EAU guidelines on prostate
cancer. Part 1: screening, diagnosis, and local treatment with curative
intent-update 2013. Eur Urol. 2014;65(1):124–37.
3. Sweeney CJ, Chen YH, Carducci M, Liu G, Jarrard DF, Eisenberger M, Wong YN,
Hahn N, Kohli M, Cooney MM, et al. Chemohormonal therapy in metastatic
hormone-sensitive prostate cancer. N Engl J Med. 2015;373(8):737–46.
4. Fizazi K, Faivre L, Lesaunier F, Delva R, Gravis G, Rolland F, Priou F, Ferrero
JM, Houede N, Mourey L, et al. Androgen deprivation therapy plus
docetaxel and estramustine versus androgen deprivation therapy alone for
high-risk localised prostate cancer (GETUG 12): a phase 3 randomised
controlled trial. Lancet Oncol. 2015;16(7):787–94.
5. Singh D, Yi WS, Brasacchio RA, Muhs AG, Smudzin T, Williams JP, Messing E,
Okunieff P. Is there a favorable subset of patients with prostate cancer who
develop oligometastases? Int J Radiat Oncol Biol Phys. 2004;58(1):3–10.
6. von Mehren M, Randall RL, Benjamin RS, Boles S, Bui MM, Casper ES, Conrad
EU 3rd, Delaney TF, Ganjoo KN, George S, et al. Soft tissue sarcoma, version
2.2014. J Natl Compr Cancer Netw. 2014;12(4):473–83.
7. Motzer RJ, Jonasch E, Agarwal N, Beard C, Bhayani S, Bolger GB, Chang SS,
Choueiri TK, Derweesh IH, Gupta S, et al. Kidney cancer, version 2.2014. J
Natl Compr Cancer Netw. 2014;12(2):175–82.
8. Benson AB 3rd, Venook AP, Bekaii-Saab T, Chan E, Chen YJ, Cooper HS,
Engstrom PF, Enzinger PC, Fenton MJ, Fuchs CS, et al. Colon Cancer, version
3.2014. J Natl Compr Cancer Netw. 2014;12(7):1028–59.
9. Rees M, Tekkis PP, Welsh FK, O'Rourke T, John TG. Evaluation of long-term
survival after hepatic resection for metastatic colorectal cancer: a
multifactorial model of 929 patients. Ann Surg. 2008;247(1):125–35.
10. Ost P, Decaestecker K, Lambert B, Fonteyne V, Delrue L, Lumen N, Ameye F,
De Meerleer G. Prognostic factors influencing prostate cancer-specific
survival in non-castrate patients with metastatic prostate cancer. Prostate.
2014;74(3):297–305.
11. Decaestecker K, De Meerleer G, Lambert B, Delrue L, Fonteyne V, Claeys T,
De Vos F, Huysse W, Hautekiet A, Maes G, et al. Repeated stereotactic body
radiotherapy for oligometastatic prostate cancer recurrence. Radiat Oncol.
2014;9:135.
12. Decaestecker K, De Meerleer G, Ameye F, Fonteyne V, Lambert B, Joniau S,
Delrue L, Billiet I, Duthoy W, Junius S, et al. Surveillance or metastasisdirected therapy for OligoMetastatic prostate cancer recurrence (STOMP):
study protocol for a randomized phase II trial. BMC Cancer. 2014;14:671.
13. Budiharto T, Joniau S, Lerut E, Van den Bergh L, Mottaghy F, Deroose CM,
Oyen R, Ameye F, Bogaerts K, Haustermans K, et al. Prospective evaluation
of 11C-choline positron emission tomography/computed tomography and
diffusion-weighted magnetic resonance imaging for the nodal staging of
prostate cancer with a high risk of lymph node metastases. Eur Urol. 2011;
60(1):125–30.
14. Krause BJ, Souvatzoglou M, Tuncel M, Herrmann K, Buck AK, Praus C,
Schuster T, Geinitz H, Treiber U, Schwaiger M. The detection rate of
[11C]choline-PET/CT depends on the serum PSA-value in patients with
biochemical recurrence of prostate cancer. Eur J Nucl Med Mol Imaging.
2008;35(1):18–23.

Page 10 of 10

15. Afshar-Oromieh A, Zechmann CM, Malcher A, Eder M, Eisenhut M, Linhart
HG, Holland-Letz T, Hadaschik BA, Giesel FL, Debus J, et al. Comparison of
PET imaging with a (68)Ga-labelled PSMA ligand and (18)F-choline-based
PET/CT for the diagnosis of recurrent prostate cancer. Eur J Nucl Med Mol
Imaging. 2014;41(1):11–20.
16. Eiber M, Maurer T, Souvatzoglou M, Beer AJ, Ruffani A, Haller B, Graner FP,
Kubler H, Haberhorn U, Eisenhut M, et al. Evaluation of hybrid (6)(8)GaPSMA Ligand PET/CT in 248 patients with biochemical recurrence after
radical prostatectomy. J Nucl Med. 2015;56(5):668–74.
17. Afshar-Oromieh A, Avtzi E, Giesel FL, Holland-Letz T, Linhart HG, Eder M,
Eisenhut M, Boxler S, Hadaschik BA, Kratochwil C, et al. The diagnostic value
of PET/CT imaging with the (68)Ga-labelled PSMA ligand HBED-CC in the
diagnosis of recurrent prostate cancer. Eur J Nucl Med Mol Imaging. 2015;
42(2):197–209.
18. Dewes S, Schiller K, Sauter K, Eiber M, Maurer T, Schwaiger M, Gschwend JE,
Combs SE, Habl G. Integration of (68)Ga-PSMA-PET imaging in planning of
primary definitive radiotherapy in prostate cancer: a retrospective study.
Radiat Oncol. 2016;11(1):73.
19. Demirkol MO, Acar O, Ucar B, Ramazanoglu SR, Saglican Y, Esen T. Prostatespecific membrane antigen-based imaging in prostate cancer: impact on
clinical decision making process. Prostate. 2015;75(7):748–57.
20. Kristiansen G, Egevad L, Amin M, Delahunt B, Srigley JR, Humphrey PA, Epstein
JI, Graduierungskommittee. The 2014 consensus conference of the ISUP on
Gleason grading of prostatic carcinoma. Pathologe. 2016;37(1):17–26.
21. Pierorazio PM, Walsh PC, Partin AW, Epstein JI. Prognostic Gleason grade
grouping: data based on the modified Gleason scoring system. BJU Int.
2013;111(5):753–60.
22. Schick U, Jorcano S, Nouet P, Rouzaud M, Vees H, Zilli T, Ratib O, Weber DC,
Miralbell R. Androgen deprivation and high-dose radiotherapy for oligometastatic
prostate cancer patients with less than five regional and/or distant metastases.
Acta Oncol. 2013;52(8):1622–8.
23. Jones CU, Hunt D, McGowan DG, Amin MB, Chetner MP, Bruner DW,
Leibenhaut MH, Husain SM, Rotman M, Souhami L, et al. Radiotherapy and
short-term androgen deprivation for localized prostate cancer. N Engl J
Med. 2011;365(2):107–18.
24. Bolla M, de Reijke TM, Van Tienhoven G, Van den Bergh AC, Oddens J,
Poortmans PM, Gez E, Kil P, Akdas A, Soete G, et al. Duration of androgen
suppression in the treatment of prostate cancer. N Engl J Med. 2009;360(24):
2516–27.
25. Widmark A, Klepp O, Solberg A, Damber JE, Angelsen A, Fransson P, Lund
JA, Tasdemir I, Hoyer M, Wiklund F, et al. Endocrine treatment, with or
without radiotherapy, in locally advanced prostate cancer (SPCG-7/SFUO-3):
an open randomised phase III trial. Lancet. 2009;373(9660):301–8.
26. Warde P, Mason M, Ding K, Kirkbride P, Brundage M, Cowan R, Gospodarowicz
M, Sanders K, Kostashuk E, Swanson G, et al. Combined androgen deprivation
therapy and radiation therapy for locally advanced prostate cancer: a
randomised, phase 3 trial. Lancet. 2011;378(9809):2104–11.
27. Hellman S, Weichselbaum RR. Oligometastases. J Clin Oncol. 1995;13(1):8–10.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

