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Purpose: Current management for clinically localized prostate cancer in low- and middle-income countries (LMICs) includes surgery,
external beam radiation therapy (EBRT), and brachytherapy either alone or in combination, with plus or minus hormone therapy. The
toxicity profiles and oncological outcomes of these treatment modalities vary. This systematic review and meta-analysis aimed to
determine the prevalence of treatment-related outcomes and toxicities for men diagnosed with localized prostate cancer in LMICs.
Methods and Materials: The review was conducted based on the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses guidelines. Cochrane Library, Embase, and Medline were searched for eligible articles. Meta-analysis was performed with
Review Manager version 5.4.1 using a random effects model at a 95% confidence interval.
Results: A total of 2,820 patients were analyzed from 24 articles that met the inclusion criteria. Following 3-dimensional conformal
radiation therapy (3D-CRT), the most common clinician-reported toxicities were acute skin grade 1, acute genitourinary grade 1, acute
gastrointestinal grade 1, and late gastrointestinal grade 1, with 46%, 29%, 24%, and 18%, respectively. Acute and late genitourinary grade 3
and gastrointestinal grade 3 toxicities were below 3% with no grade 4 toxicities reported after 3D-CRT. In the brachytherapy group, the
prevalence of acute genitourinary grade 1 toxicity was 19%. Perioperative rectal injury was the least prevalent (2%) after retropubic radical
prostatectomy. Following 3D-CRT, the 5-year overall survival rate was 87%, and for the combined brachytherapy and EBRT group, it
increased to 96%. The prevalence of 5-year biochemical failure following EBRT and brachytherapy was 18% and 30%, respectively. The 4-
and 3-year biochemical failure after radical prostatectomy and combined EBRT with brachytherapy were 22% and 2%, respectively.
Conclusions: This systematic review and meta-analysis indicate that in LMICs, EBRT, brachytherapy, and radical prostatectomy,
either alone or in combination has an excellent potential for localized prostate cancer control with low toxicities and good oncological
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outcomes. Results of treatment-related toxicities and outcomes can support policymakers, patients, and clinicians on informed
decision-making to strengthen prostate cancer care in the region. However, efforts are required to improve early detection, treatment
accessibility, regular post-treatment follow-up care, consistent quality assurance practices, and staff continues development to help
minimize treatment toxicities and improve outcomes of localized prostate cancer in LMICs.
© 2024 The Author(s). Published by Elsevier Inc. on behalf of American Society for Radiation Oncology. This is an open access
article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction
The global burden of prostate cancer is increasing, with
most new cases and prostate cancer-related deaths occur-
ring in low- and middle-income countries (LMICs). In
2020, there were 650,195 new prostate cancer cases in
LMICs with 237,032 deaths.1 Globally, it is projected that
the number of men diagnosed with prostate cancer will
double from 1.4 million in 2020 to 2.9 million by 2040,
with LMICs estimated to record the highest number of
cases.2 In most LMICs, prostate cancer is often under-
detected or diagnosed at advanced stages because of bar-
riers such as lack of awareness, lack of targeted screening
programs, limited access to pathology services, and poor
follow-up data.2,3 Interventions to improve prostate can-
cer outcomes in LMICs need to involve all relevant stake-
holders to ensure early detection, accurate diagnosis,
timely treatment, and optimal follow up to improve the
experiences of men diagnosed with prostate cancer and
quality of life after treatment.2

Treatment options for localized prostate cancer in
most LMICs typically include radical retropubic pros-
tatectomy, external beam radiation therapy (EBRT),
brachytherapy, and hormone therapy, either alone or in
combination.4 Radiation therapy is critical for both cura-
tive and palliative care. Currently, most LMICs have
switched from 2-dimensional to 3-dimensional conformal
radiation therapy (3D-CRT), and high-precision techni-
ques such as intensity modulated radiation therapy, volu-
metric arch therapy, and stereotactic body radiation
therapy.5,6 Even though high dose-rate brachytherapy is
available, low dose-rate is most commonly used.7

Numerous cancer-related outcomes, such as overall
survival, metastasis, biochemical failure, and prostate can-
cer-specific death, have been considered in the planning
of prostate cancer treatments.8 Equally important are gas-
trointestinal, genitourinary, and skin toxicities because of
the location of the prostate.9,10 Systematic reviews of out-
comes and toxicities of localized prostate cancer treat-
ments have been extensively studied.9,11-17 However,
these studies did not distinguish between high-income
countries’ (HICs) data from LMICs data making it diffi-
cult to make policy judgments for LMICs. A systematic
review that focused on Africa alone indicated that men
diagnosed with localized prostate cancer survive longer;
however, the finding was not extensively explored because
of the lack of meta-analysis and outcomes stratified by
treatment.18 This systematic review and meta-analysis
aimed to determine the prevalence of treatment-related
outcomes and toxicities of men diagnosed with localized
prostate cancer in LMICs.
Method
This systematic review followed the Preferred Report-
ing Items for Systematic Reviews and Meta-Analyses
(PRISMA) guidelines.19 The protocol for this review was
registered with the International Prospective Register of
Systematic Reviews (PROSPERO) (CRD42024486632).
Eligibility criteria

The review was focused on men with clinically diag-
nosed localized prostate cancer. Localized prostate cancer
was defined as non-metastatic lesions, that is, tumors con-
fined to the prostate gland with or without extra-prostatic
invasion and without regional lymph node involvement
or distant metastasis. Studies from LMICs categorized by
the World Bank Group into low-income countries [those
with a gross national income (GNI) per capita of $1135 or
less], lower-middle-income countries (those with a GNI
between $1136 and $4465), and upper-middle-income
countries (those with GNI between $4466 and $13,845)
were considered.20 All definitive treatments for localized
prostate cancer were considered; however, non-English
publications were excluded.
Data source

Cochrane Library, Embase, and Medline were searched
for eligible articles. These electronic databases were used
because of their continuous update with new publications.
Hand searches of reference lists of included studies and
other systematic reviews were performed for additional
relevant articles.
Search strategy

An initial search strategy was developed in Cochrane
Library and adapted in Medline and Embase. Terms
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associated with the following phrases: “prostate neo-
plasm,” “prostate cancer treatment,” and “low- and mid-
dle-income countries” were used for the search. Boolean
operators “AND” and “OR” were used to combine search
terms in free text search, titles, abstract, and medical sub-
ject headings. Two reviews were used to create the search
terms.17,21 The searches were done on 2 February 2024
and rerun on 24 February 2024 (see Appendix E1).
Study selection

All citation hits obtained from the electronic database
searches were exported to EndNote Version 20 for man-
agement. After deduplication, titles and abstracts were
screened for relevant articles guided by the study’s eligibil-
ity criteria. The process was executed by 2 independent
reviewers (D.K-M. and K.A.K.) who reconciled the
screened results to obtain the full-text articles. Articles
that did not meet the inclusion criteria were excluded
with justification (see Fig. 1). Any differences that arose
between the 2 review authors were settled by dialog and
when a consensus was not reached A.D. and Y.A.W. were
consulted.
Data extraction

A data extraction form was generated in Excel with the
following themes: study characteristics (author, publica-
tion year, setting, study objective, study design, sample
Figure 1 PRISMA
size, age group, treatment type, assessment tool, follow-
ups, risk groups, staging, Gleason score), survival, mortal-
ity, metastasis, biochemical failure, acute and late genito-
urinary and gastrointestinal toxicities. For each study,
data were extracted by 2 reviewers (D.K-M. and A.D.).
Accuracy and consensus were checked by a third reviewer
(Y.A.A.).
Quality assessment

Two review authors (D.K-M. and A.D.) assessed the
quality of the included studies. Disagreements were
resolved through discussion. Critical Appraisal Skills Pro-
gram and the Joanna Briggs Institute-specific study design
checklist were used to appraise included studies.22-24

Quality assessment scores equal and below 60% were con-
sidered low quality and vice versa. All included studies
had high (greater than 74%) quality (see Appendix E2).
Data analysis

Meta-analysis was performed using a random effects
model at 95% confidence intervals (95%-CIs).25 Effect
sizes were generated from the pooled prevalence of the
individual studies. Standard errors were estimated based
on equation 1 where P is the sample proportion and n
represents the sample size.26

SE ¼
ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi
p x 1� pð Þð Þ=n

p
ð1Þ
flow diagram.
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Study heterogeneity was assessed using the I2 index and
categorized as follows: ‘‘no heterogeneity (0%)’’; ‘‘low hetero-
geneity (25%-50%)’’; ‘‘moderate heterogeneity (51%-75%)’’;
‘‘high heterogeneity (>75%).’’27 Heterogeneity was consid-
ered significant at probability value of 0.05. Forest plots and
tables were generated for the visualization of results. The
meta-analysis was performed in Review Manager (RevMan)
version 5.4.1.
Results
Study selection

Searches from electronic databases yielded 1882 refer-
ences. After eliminating 403 duplicates, 1479 references
remained for the title and abstract screening. Guided by
the eligibility criteria, 1378 articles were excluded. Eight
articles could not be retrieved; hence, 93 full-text articles
were assessed. Twenty-one articles were eligible with 3
additional papers from hand search. Finally, a total of 24
records reporting on outcomes and toxicities after treat-
ment of men diagnosed with localized prostate cancer
were included in this review (see Fig. 1).
Characteristics of included studies

The study designs of the included studies were as
follows: 2 clinical trials28,29; 20 cohort studies (15 retro-
spective30-44 and 5 prospective45-49); one cross-sectional
study50; and one case series.51 The cumulative sample
size of the included studies was 2820 which included:
1862,948, and 10 localized prostate cancer patients treated
with radiation therapy, radical prostatectomy, and cryother-
apy, respectively. Nine studies used 3D-CRT,29,32,36,37,40-
42,46,50 intensity modulated radiation therapy (IMRT) was
used in 2 studies,30,50 2 studies used stereotactic body radia-
tion therapy (SBRT),28,43 and 2-Dimensional radiation ther-
apy (2D-RT) was used in 2 studies.32,36 High-dose-rate
(HDR) brachytherapy was used in 3 studies29,35,36 and 2
studies used low-dose-rate (LDR) brachytherapy.31,48

Robotic-assisted radical prostatectomy (RARP) was used in
2 studies38,39 and 5 studies used retropubic radical prostatec-
tomy (RRP).35,44,45,47,49 Three studies combined EBRT with
brachytherapy.34,35,48 All studies provided 5%-97% of their
included participants with hormonal treatment except 5
studies that did not report on hormonal therapy38,44,48,49,51

(see Table 1). The included studies were conducted across
11 LMICs, namely: Brazil (n = 7)29,33,34,36,38,46,51; India
(n = 4)28,30,32,39; Ghana (n = 3)47,48,50,46; Pakistan
(n = 2)42,44; Serbia (n = 2)40,45; Iran (n = 1)37; Malaysia
(n = 1)43; Peru (n = 1)35; Puerto Rico (n = 1)31; Russia
(n = 1)49; and Indonesia (n = 1)41 (see Fig. 2).
Period of follow-ups

The average follow-up time was less than 5 years; how-
ever, 2 studies followed patients for 10 years and
above,32,36 while the other 2 studies followed patients for
just 12 and 15 months.45,51 Acute toxicity was measured
within 90 days from the start of treatment and late
toxicity beyond 90 days post-treatment in 9
studies.28,30,35,36,42,43,46,48,51 In one study, acute toxicity
was measured within 120 days from the start of treatment
and late toxicity beyond 120 days post-treatment.38

Another study measured acute toxicity within 180 days
from the start of the treatment and late toxicity beyond
180 days post-treatment31 (see Table 1).
Clinician-reported toxicity assessment tools

Three assessment tools were used to measure the clini-
cian-reported outcomes: 8 studies used Radiation Therapy
Oncology Group (RTOG)29,30,32,34,40,42,43,46; 4 studies
used the Common Terminology Criteria for Adverse
Events (CTCAE)/National Cancer Institute Common
Toxicity Criteria (NCI CTC) version 4.0.28,31,35,48 Only
2 studies used Clavien-Dindo classification38,51 (see
Table 1).
Patient-reported toxicity assessment tools

There were 5 patient-reported toxicity assessment tools
used. Four of the included studies used the International
Prostate Symptom Score (IPSS).28,29,46,48 Two studies
used the International Index of Erectile Function (IIEF-
15/16).47,48 The Expanded Prostate Cancer Index Com-
posite (EPIC) Questionnaire was also used in 2
studies.45,46 Only one study used the European Organiza-
tion for Research and Treatment of Cancer (EORTC)
Quality-of-Life Questionnaire (QLQ) C30.28 Medical
Outcome Study 8-item Short-form Health Survey (SF-8)
was also used in only one study45 (see Table 1).
Outcomes and toxicities following EBRT
Acute gastrointestinal toxicities
Four studies consisting of 340 patients who underwent

3D-CRT provided data on acute gastrointestinal
toxicity.32,40,42,46 The pooled prevalence of acute gastroin-
testinal grades 1-3 toxicities for patients that received 3D-
CRT was 24% (95% [CI, 8%-41%]; I2 = 94%, P < .00001),
17% (95% [CI, 3%-31%]; I2 = 95%, P < .00001), and 1%
(95% [CI, 0%-3%] I2 = 9%, P = .33), respectively (see
Table 2).



Table 1 Characteristics of Included Studies

(Authors, Year);
Country Objective(s) Study design Treatment

Sample
size

Hormonal
therapy (%)

Follow-up
mean/median
(SD or range)

Period of
toxicity (d) T stage (%)

PSA mean/median
(SD or range)

Gleason
score (%)

Risk
group (%)

Age mean/median
(SD or range) Tool Extracted outcome

(Stankovic et al.,
2016); Serbia

To estimate the incidence of acute
and late lower GI toxicity in
patients with localized PCa

Retrospective
cohort

EBRT
(3D-CRT)
(72 Gy,
2 Gy daily)

94 17 27 (6-54) Acute < 90
Late > 90

T1 (53.2)
T2 (46.8)

9.884 § 3.186 ≤6 (72.3)
7 (27.7)

L (56.4)
I (43.6)

71 (56-81) RTOG GI and GU toxicities

(Daniels et al.,
2023); Ghana

To assess the biochemical out-
comes of patients treated for
localized PCa

Cross-sectional EBRT
(3D-CRT)
≤72 Gy,
(IMRT)
74-78 Gy

122 76 31.3 (12-60) N/A T1 (14.8)
T2 (75.4)
T3 (9.8)

NR ≤6 (23.6)
7 (32.7)
8-10 (43.7)

L (8.0)
I (10.9)
H (81)

67.6 (6.2) N/A BF

(Pei Yuin et al.,
2023), Malaysia

To evaluate the correlations
between the biochemical effi-
cacy, and treatment toxicity in
SBRT for localized PCa

Retrospective
cohort

EBRT
(SBRT)
24-35 Gy

49 81.6 45.4 (23.2-71.0) Acute < 90
Late > 90

T1 (12.3)
T2 (71.4)
T3 (16.3)

11.2 (0.1-625.0) 6 (28.6)
7 (46.9)
≥8 (24.5)

L (10.2)
I (26.5)
H (63.3)

68 (48-85) RTOG BCR-FS, DMFS, OS
GU, GI toxicities

(De et al., 2010);
India

To assess the feasibility of dose
escalation to prostate and/or
seminal vesicles

Prospective
cohort

EBRT
(IMRT)
76 Gy

40 72.5 NR Acute < 90 T1 (12.5)
T2 (62.5)
T3 (25)

16.3 (11-19) ≤6 (30.0)
7 (40.0)
8-9 (30.0)

I (50)
H (50)

71 (51-80) RTOG Acute GI/GU toxicities

(Engineer et al.,
2010); India

To evaluate the changing trends of
treatment outcomes of PCa
patient

Retrospective
cohort

EBRT
(2D-RT,
3D-CRT)
45-70 Gy

174 69.5 25 (2-195) NR T1 (0.6)
T2 (28.7)
T3 (59.8)
T4 (10.9)

18 (0-450) 2-6 (19.5)
7 (23.0)
8-10 (15.5)

L (8.0)
I (10.9)
H (81.0)

65 (41-85) RTOG bDFS, DFS, OS, GU,
GI, skin toxicities

(Faustino et al.,
2022); Brazil

To evaluate the toxicity associated
with a short course dose esca-
lated HFRT in PCa patients.

Prospective
cohort

EBRT
(3D-CRT)
60-66 Gy

111 81 46 (6-61) Acute < 90
Late > 90

T1 (26.1)
T2 (38.7)
T3 (35.1)

13 (2-94) ≤6 (18.9)
7 (67.0)
8-9 (12.7)

L (12)
I (32)
H (56)

69 (59-76) RTOG
IPSS
EPIC

OS, BF, GU, GI toxic-
ities, QoL (urinary
function)

(Mallick et al.,
2020); India

To determine the rates of acute GI
and GU according to (NCI
CTC) v4 & biochemical control

Clinical Trial EBRT
(SBRT,
VMAT)
35-50 Gy

30 96.7 41.5 (28-55) Acute < 90 T2 (40)
T3 (60)

17.05 (7.52-60.00) 6 (26.7)
7 (50.0)
8-10 (23.3)

L (3.3)
I (30.0)
H (66.7)

70 (52-79) IPSS
NCICTC
EORTC
QLQ C30
PR25

BF, Late & Acute
toxicity QoL
(urinary function)

(Rakhsha et al.,
2015); Iran

To identify the 5-year bPFS and
related prognostic and predic-
tive factors of localized PCa

Retrospective
cohort

EBRT
(2D,
3D-CRT)

192 79.7 31 (14-81) N/A T2 (100) 22.8 (1.8-455) 2-7 (64.6)
8-10 (35.4)

L (3.6)
I (27.1)
H (69.3)

67 (48-87) N/A BFS

(Supit et al., 2013);
Indonesia

To describe the survival outcome
and prognostic factors for local-
ized PCa

Retrospective
cohort

EBRT
(3D-CRT
+ IMRT)
60-79 Gy

96 91.6 61 (24-169) N/A T1 (50.0)
T2(34.3)
T3 (15.6)

24.5 (1.4-732) 2-6 (10.4)
7 (52.1)
8-10 (35.4)

L (3.1)
I (26.0)
H (70.8)

69 (50-82) N/A BFS, OS

(Zamir et al.,
2017): Pakistan

To evaluate local toxicity and bio-
chemical disease-free survival
(bDFS) in PCa

Retrospective
cohort

EBRT
(3D-CRT)
74 Gy

53 96.2 NR (3-24) Acute < 90
Late > 90

T2 (26.4)
T3(28.3)
T4 (45.3)

NR (NR-50) ≤6 (5.7)
7 (28.3)
8-10 (66.0)

L (3.8)
I (9.4)
H (86.8)

NR (45-70) RTOG BF, GU, GI, Skin
toxicities

(Pellizzon et al.,
2011)

To assess toxicity and preliminary
biochemical outcome of unfa-
vorable risk PCa patients.

Prospective
Observational

EBRT (3D-CRT)
45 + BT (HDR)
30

39 38.5 42.5 (22-69) Acute < 90
Late > 90

T1 (66.7)
T2 (33.3)

12.0 (1.9-48.7) ≤6 (7.7)
7 (71.8)
≥8 (20.5)

I (41.0)
H (59.0)

69 (58-80) IPSS
RTOG/
EORTC

BF, OS, DSS,
urinary function
GU toxicity

(Pellizzon et al.,
2008); Brazil

To evaluate the prognostic factors
for patients with local or locally
advanced PCa

Retrospective
cohort

EBRT
(2D, 3D-CRT)
40 Gy+ BT (HDR)
18 Gy

209 48.3 62.9 (24-120) N/A T1 (45.5)
T2(43.5)
T3 (11.0)

10.5(4-175) ≤6 (70.8)
7 (19.6)
≥8 (9.6)

L (36.8)
I (31.2)
H (32.2)

68.0 (47-83) N/A OS, Death

(continued on next page)
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Table 1 (Continued)

(Authors, Year);
Country Objective(s) Study design Treatment

Sample
size

Hormonal
therapy (%)

Follow-up
mean/median
(SD or range)

Period of
toxicity (d) T stage (%)

PSA mean/median
(SD or range)

Gleason
score (%)

Risk
group (%)

Age mean/median
(SD or range) Tool Extracted outcome

(Franca et al.,
2007); Brazil

To report the result of brachyther-
apy with Iodine-125 seeds, used
in combination with EBRT in
localized PCa

Retrospective
cohort

EBRT + BT
110 Gy
BT
144 Gy

90 50 70 (25-108) 120 T1 (14.5)
T2 (85.5)

13.65 (3.2-70) 2-6 (80.0)
>6 (20.0)

L (37.0)
I (38.0)
H (25.0)

68 (46-90) RTOG BFS, Death, GU,
GI toxicity

(Mensah et al.,
2016); Ghana

To report clinical outcomes and
complications identified in the
first 90 patients treated with BT

Prospective
cohort

BT
(LDR)
160 GY
EBRT + BT
110 Gy

90 NR 58 (18-74) Acute < 90 T1 (31.1)
T2 (63.3)
T3 (5.5)

13 (2.1-133) 2-6 (63.3)
7 (28.8)
8-10 (7.8)

L (24.4)
I (48.8)
H (26.7)

58 (18-74) CTCAE
IIEF-15
IPSS

BF, GU,
GI toxicity, Death,

(Echevarria et al.,
2017); Puerto
Rico

To investigate LDR-BT for the
treatment of PCa in a low-
resource setting

Retrospective
cohort

BT
(LDR)
145 Gy

191 86 26 (1-64) Acute < 180 T1 (79)
T2 (21)

5 (0.6-21.8) ≤6 (93.7)
7 (5.8)
8 (0.5)

L (70.0)
I (24.0)
H (1.0)

66 (46-84) CTCAE BFS, GU,
GI toxicity,

(Galdos-Bejar et
al., 2022); Peru

To compare BF and toxicity asso-
ciated with surgical treatment
and EBRT

Retrospective
cohort

EBRT+ BT(HDR)
265-290 Gy
vs
RRP

130
419

73.9
29.4

33.81 (§20.3)
40.01 (§23.13)

Acute < 90 T2 (51.5)
T3 (48.5)
T2 (55.6)
T3 (44.4)

NR ≤6 (5.4)
7 (56.2)
≥8 (38.4)
≤6 (2.9)
7 (65.6)
≥8 (31.5)

I (46.9)
H (53.1)
I (54.2)
H (45.8)

NR CTCv5 BF, toxicity

(Dragi�cevi�c, 2010);
Serbia

To evaluate the health-related
quality of life (HRQOL)

Prospective
cohort

RRP
vs
BT
145 Gy

96
88

3.1
14.8

NR (1-12) N/A T1 (61.5)
T2 (32.3)
T3 (6.3)
T1 (70.5)
T2 (27.3)

9.0 (1.30-60.0)
6.3 (2.0-22.3)

≤6 (18.8)
7 (35.4)
≥8 (45.8)
≤6 (46.6)
7 (48.9)
≥8 (0.1)

NR 66 (51-79)
69 (52-84)

EPIC
SF-8

HRQOL

(Ferreira et al.,
2015); Brazil

To analyze the survival of PCa Retrospective
cohort

RP
vs
BT
144 Gy

65
64

1.5
17.0

26.6 (NR)
56.1 (NR)

N/A T1 (32.4)
T2 (59.9)
T3 (6.1)
T1 (40.6)
T2 (54.8)
T3 (4.6)

0.01 (NR)
0.14 (NR)

2-6 (73.8)
7 (21.6)
8-9 (4.6)
2-6 (75.0)
7 (20.4)
8-9 (1.5)

L ((63.1)
I (26.2)
H (10.7)
L (64.1)
I (29.6)
H (6.3)

62.5 (48-74)
73 (54-85)

N/A Survival,
BF, Death

(Kyei et al., 2013);
Ghana

To ascertain early outcomes of the
initial 20 consecutive localized
PCa patients

Prospective
cohort

RRP 20 5 19.5 (7-36). NR T1 (60.0)
T2 (40.0)

16.12 (2.45-62.20) NR NR 62.7 (51-72) IIEF > 16 Survival, Death,
Peri/post-operative
complications

(Rocha et al.,
2022); Brazil

To report the intraoperative, func-
tional, and oncological out-
comes of patients who
underwent RARP

Retrospective
cohort

RARP 58 NR 40 (22-47) NR T1 (57.4)
T2 (42.6)

5.87 (1.29-17.70) 6 (43.6)
7 (49.1)
8-9(7.3)

L (50.9)
I (40.0)
H (9.1)

62.5 (42-80) Clavien-
Dindo

BF, peri and
Peri/post-operative
complications

(Singh et al.,
2020); India

To analyze the outcomes of local-
ized PCa after RARP

Retrospective
cohort

RARP 46 0 17 (1-60) NR T1 (86.9)
T2 (13.0)

16.12 (2.45-62.20) 6 (41.3)
7 (6.5)
8 (2.2)

L (100.0) 60.8 § 6.8 NA BF

(Nazim et al.,
2016); Pakistan

To describe the outcome of RRP
for clinically localized PCa

Retrospective
cohort

RRP 192 NR 41 (NR) NR T1 (27.0)
T2 (72.0)
T3 (1.0)

11§2.1 (1-121) ≤6 (50.0)
7 (37.3)
≥8 (3.7)

L (42.0)
I (26.0)
H (31.0)

63.6 § 6 (43-77) NR Survival, BF, Death,
Peri/post-operative
complications

(Vorobev et al.,
2021); Russia

To analyze the development of
complications after RRP.

Prospective
cohort

RRP 52 NR 48 (36-60) NR T1 (15.3)
T2 (59.6)
T3 (24.9)

NR ≤6 (48.0)
7 (34.6)
≥8 (17.3)

NR 64.2 § 5.5 NR Peri/post-operative
complications

(continued on next page)
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Late gastrointestinal toxicities
Four studies provided data on late gastrointestinal tox-

icity for patients who underwent 3D-CRT.32,40,42,46 The
pooled prevalence of late gastrointestinal grades 1-3 toxic-
ities for patients that received 3D-CRT was 18% (95% [CI,
5%-32%]; I2 = 95%, P < .00001), 3% (95% [CI, 0%-6%];
I2 = 64%, P = .04), and 2% (95% [CI, 0%-3%]; I2 = 0%,
P = .62), respectively (see Table 2). It was not possible to
perform a meta-analysis on the acute and late gastrointes-
tinal toxicities for the single studies that evaluated 2D-
RT,32 IMRT,30 and SBRT43 (see Table 2).
Acute genitourinary toxicities
Three studies consisting of 246 patients who under-

went 3D-CRT provided data on acute genitourinary
toxicity.32,42,46 The pooled prevalence of acute genitouri-
nary grades 1-3 toxicities for patients that received 3D-
CRT was 29% (95% [CI, 12%-47%]; I2 = 91%, P <
.00001), 16% (95% [CI, 1%-31%]; I2 = 93%, P < .00001),
and 3% (95% [CI, 0%-5%]; I2 = 41%, P = .18), respectively
(see Table 2).
Late genitourinary toxicities
Three studies consisting of 246 patients who under-

went 3D-CRT provided data on late genitourinary
toxicity.32,42,46 The pooled prevalence of late genitouri-
nary grades 1-3 toxicities for patients that received 3D-
CRT was 13% (95% [CI, 1%-24%]; I2 = 91%, P < .00001),
2% (95% [CI, 0%-3%]; I2 = 0%, P = .32) and 2% (95% [CI,
0%-4%]; I2 = 0%, P = 1), respectively (see Table 2). It was
not possible to perform a meta-analysis on the acute and
late genitourinary toxicity for the single studies that evalu-
ated 2D-RT,32 IMRT,30 and SBRT.43
Acute skin toxicities
Two studies consisting of 135 patients who underwent

3D-CRT provided data on acute skin toxicity.42,46 The
pooled prevalence of acute skin grades 1-3 toxicities for
patients that received 3D-CRT was 46% (95% [CI, 7%-
85%]; I2 = 96%, P < .00001), 14% (95% [CI, 0%-30%];
I2 = 84%, P = .01), and 1% (95% [CI, 0%-3%]; I2 = 0%,
P = .65), respectively (see Fig. 3). It was not possible to
perform a meta-analysis on the acute skin toxicity for the
single study that evaluated 2D-RT.32 The reported preva-
lence of acute skin grades 1-3 toxicities for the 2D-RT
study group were 45% (95% CI, 35%-55%), 21% (95% CI,
13%-29%), and 10% (95% CI, 4%-16%), respectively.32
Late skin toxicities
Meta-analysis was not performed on late skin toxicity

following EBRT because only one study provided infor-
mation.42 The grades 1 and 2 late skin toxicities after 3D-
CRT were 64% (95% CI, 51%-77%) and 16% (95% CI,
5%-25%), respectively.



Figure 2 Geographic distribution of included studies.
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Two-year biochemical failure
Two studies provided data on the 2-year biochemical

failure of 271 participants who underwent 3D-CRT.42,50

The pooled prevalence was 17% (95% [CI, 0%-47%];
I2 = 96%, P < .00001) (see Fig. 4). It was not possible to
perform a meta-analysis on 3-year biochemical failure for
the single study that evaluated SBRT28 and 3D-CRT.50

The prevalence of 3-year biochemical failure for patients
who underwent SBRT and 3D-CRT was 3% (95% CI, 0%-
9%) and 4% (95% CI, 0%-8%), respectively.

Five-year biochemical failure
Three studies consisting of 488 patients treated with

EBRT provided data on biochemical failure.32,37,50 The
pooled prevalence of 5-year biochemical failure for
patients that received 3D-CRT and 2D-RT were 18%
(95% [CI, 0%-40%]; I2 = 97%, P < .00001) and 34% (95%
[CI, 28%-41%]: I2 = 23%, P = .25), respectively (see Fig. 4).

Five-year overall survival
Three studies consisting of 289 patients who underwent

3D-CRT provided data on 5-year overall survival.32,41,46

The pooled prevalence of 5-year overall survival following
3D-CRT was 87% (95% [CI, 84%-94%]; I2 = 88%,
P = .0002) (see Fig. 5). However, it was not possible to per-
form meta-analysis on the single study that evaluated the
5-year overall survival following 2D-RT32 and SBRT.28

Prostate cancer-specific death
The prevalence of prostate cancer-specific death fol-

lowing EBRT as reported by a single study was 13% (95%
CI, 8%-18%).32
Cause of death other than prostate cancer
Two studies consisting of 285 patients who underwent

EBRT provided data on the cause of death other than
prostate cancer.32,46 The pooled prevalence of mortality
other than prostate cancer was 7% (95% [CI, 3%-11%];
I2 = 42%, P = .19) (see Fig. 6).
Outcomes and toxicities following
brachytherapy

Acute gastrointestinal toxicities
The acute gastrointestinal grades 1 and 2 toxicities of

90 patients treated with brachytherapy alone as reported
by a single study were 25% (95% CI, 16%-24%) and 1%
(95% CI, 0%-3%), respectively34 (see Table 2).

Late gastrointestinal toxicities
Two studies consisting of 180 patients who underwent

brachytherapy alone provided data on late gastrointestinal
toxicities.34,48 However, meta-analysis could not be per-
formed because different toxicity assessment tools were
used in each study. The late gastrointestinal grades 1-3
toxicities assessed with RTOG after brachytherapy were
1% (95% CI, 0%-3%), 6% (95% CI, 1%-11%), and 2%
(95% CI, 0%-5%), respectively34 (see Table 2). The late
gastrointestinal grades 1 and 2 toxicities assessed with
CTCAE after brachytherapy were 3% (95% CI, 0%-7%)
and 1% (95% CI, 0%-3%), respectively.48

Acute genitourinary toxicities. Two studies consisting
of 281 patients who underwent brachytherapy provided
data on acute genitourinary grade 1 toxicity using CTCAE
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as the assessment tool.31,48 The pooled prevalence of acute
genitourinary grade 1 toxicity for patients who received
brachytherapy was 19% (95% [CI, 0%-50%]; I2 = 96%, P
< .00001) (see Fig. 7). It was not possible to perform a
meta-analysis for studies that evaluated acute genitouri-
nary toxicities after brachytherapy using different assess-
ment tools.31,34 The acute genitourinary grades 1-4
toxicities assessed with RTOG after brachytherapy were
58% (95% CI, 48%-68%), 10% (95% CI, 14%-16%), 7%
(95% CI, 2%-12%), and 5% (95% CI, 0%-10%), respec-
tively34 (see Table 2). The acute genitourinary grades 2,
and 3 toxicities assessed with CTCAE after brachytherapy
were 11% (95% CI, 6%-16%) and 2% (95% CI, 0%-4%),
respectively.31

Late genitourinary toxicities
Two studies consisting of 281 patients who underwent

brachytherapy provided data on late genitourinary
toxicities.34,48 However, a meta-analysis could not be per-
formed because different toxicity assessment tools were
used. The late genitourinary grades 1-4 toxicities assessed
with RTOG after brachytherapy were 13% (95% CI, 6%-
20%), 3% (95% CI, 0%-7%), 3% (95% CI, 0%-7%), and
2% (95% CI, 0%-5%), respectively34 (see Table 2). The
late genitourinary grades 1-3 toxicities assessed with
CTCAE after brachytherapy were 12% (95% CI, 7%-
17%), 3% (95% CI, 1%-5%), and 1% (95% CI, 0%-2%),
respectively.31

Three-year biochemical failure
The prevalence of the 3-year biochemical failure as

reported by a single study following brachytherapy was
4% (95% CI, 1%-7%).31

Five-year biochemical failure
Three studies comprising 244 patients who underwent

brachytherapy alone provided information for biochemi-
cal failure analysis.33,34,48 The pooled prevalence for the
5-year biochemical failure following brachytherapy was
30% (95% [CI, 3%-58%]; I2 = 97%, P < .00001) (see
Fig. 4).

Prostate cancer-specific death
The prevalence of prostate cancer-specific death fol-

lowing brachytherapy as reported by a single study was
1% (95% CI, 0%-3%).48
Outcomes and toxicities following combined
brachytherapy and EBRT

Gastrointestinal toxicities
The prevalence of grades 1-4 gastrointestinal toxic-

ities as reported by a single study of 130 patients fol-
lowing combined brachytherapy and EBRT were 26%
(95% CI, 19%-33%), 40% (95% CI, 32%-48%), 20%



Figure 3 Forest plot for the prevalence of acute skin toxicity after 3-dimensional conformal radiation therapy.
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(95% CI, 13%-27%), and 14% (95% CI, 8%-20%), res-
pectively.35 The toxicity was not categorized whether
acute or late; however, assessment was done using
CTCv5.
Genitourinary toxicities
The prevalence of grades 1-4 acute genitourinary

toxicities as reported by a single study of 130 patients
following combined brachytherapy and EBRT were
19% (95% CI, 12% -26%), 41% (95% CI, 33%-49%),
34% (95% CI, 26%-42%), and 6% (95% CI, 2%-10%),
respectively.35 The toxicity was not categorized
whether acute or late however assessment was done
using CTCv5.
Acute genitourinary toxicities
The prevalence of grades 1-3 acute genitourinary toxicities

following combined brachytherapy and EBRT in 39 patients
were 15% (95% CI, 4% -26%), 18% (95% CI, 6%-30%), and
5% (95% CI, 0%-12%), respectively29 (see Table 2).
Late genitourinary toxicities
The prevalence of grades 1-3 late genitourinary toxicities

following combined brachytherapy and EBRT of 39 patients
were 15% (95% CI, 4% -26%), 5% (95% CI, 0%-12%), and
3% (95% CI, 0%-8%), respectively29 (see Table 2).
Three-year biochemical failure
Three studies provided data on biochemical failure fol-

lowing combined brachytherapy and EBRT.29,35,36 The
pooled prevalence of 3-year biochemical failure following
combined brachytherapy and EBRT was 16% (95% [CI,
4%-27%]; I2 = 87%, P = .0004) (see Fig. 4).
Five-year overall survival
Two studies consisting of 248 patients who underwent

combined treatment of brachytherapy and EBRT pro-
vided data on 5-year overall survival.29,36 The pooled
prevalence of 5-year overall survival was 96% (95% [CI,
93%-98%]; I2 = 0%, P = .38) (see Fig. 5).
Prostate cancer-specific death
The prevalence of prostate cancer-specific death fol-

lowing combined brachytherapy and EBRT as reported
by a single study was 2% (95% CI, 0%-4%).36
Cause of death other than prostate cancer
Two studies consisting of 299 patients who underwent

combined treatment of EBRT and brachytherapy pro-
vided data on causes of death other than prostate
cancer.34,36 The pooled prevalence of mortality other than
prostate cancer was 7% (95% [CI, 2%-17%]; I2 = 86%,
P = .007) (see Fig. 6).
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Figure 5 Forest plot for the prevalence of 5-year overall survival following radiation therapy.

Figure 6 Forest plot for the prevalence of cause of death other than prostate cancer following radiation therapy.
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Outcomes and toxicities following radical
prostatectomy
Gastrointestinal toxicities
Only one study comprising 419 patients treated with

RRP evaluated gastrointestinal toxicities.35 The prevalence
of grades 1-4 gastrointestinal toxicities following RRP was
Figure 7 Forest plot for prevalence of acute gen
31% (95% CI, 26%-36%), 29% (95% CI, 25%-33%), 23%
(95% CI, 28%-38%), and 6% (95% CI, 4%-8%), respec-
tively. The toxicity was not categorized whether acute or
late; however, assessment was done using CTCv5.

Genitourinary toxicities
Only one study comprising 419 patients treated with

RRP evaluated genitourinary toxicities.35 The prevalence
itourinary toxicity following brachytherapy.
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of grades 1-4 genitourinary toxicities following RRP was
23% (95% CI, 19% -27%), 52% (95% CI, 44%-60%), 21%
(95% CI, 17%-25%), and 4% (95% CI, 2%-6%), respec-
tively. The toxicity was not categorized whether acute or
late; however, assessment was done using CTCv5.

Perioperative rectal injury
Two studies with 242 patients treated with RRP pro-

vided data on perioperative rectal injury.47 The prevalence
of perioperative rectal injury among patients who received
RRP was 2% (95% [CI, 0%-5%]; I2 = 37%, P = .21) (see
Appendix E4).

Positive surgical margins
Two studies consisting of 242 patients who underwent

RRP provided data on positive surgical margins.44,47 The
pooled prevalence of positive surgical margins for patients
that received RRP was 13% (95% [CI, 9%-18%]; I2 = 0%,
P = .72) (see Appendix E4).

Postoperative urethral stricture
Two studies consisting of 244 patients who underwent

RRP provided data on postoperative urethral stricture.44,49

The pooled prevalence of postoperative urethral stricture for
patients who received RRP was 8% (95% [CI, 5%-12%];
I2 = 0%, P < .67) (see Appendix E4).

Four-year biochemical failure
Two studies consisting of 611 patients who were treated

with radical prostatectomy provided data on 4-year bio-
chemical failure.35,44 The pooled prevalence of the 4-year
biochemical failure following RRP was 22% (95% [CI, 0%-
51%]; I2 = 99%, P = .0004) (see Appendix E4).
Postoperative complications following
cryotherapy

Only one study with 10 patients treated with cryother-
apy provided evidence of postoperative complications.51

The study used the Clavein-Dindo Classification for the
assessment of complications. The prevalence of Clavein-
Dindo grade 1 complications of patients treated with
cryotherapy included: dysuria 10% (95% CI, 0%-29%);
hematuria 30% (95% CI, 25%-35%); perineal pain 10%
(95% CI, 0%-29%); scrotal hematoma 10% (95% CI, 0%-
29%); and urinary retention 20% (95% CI, 0%-45%).51
Discussion
Evidence on treatment-related outcomes and toxicities
is essential particularly to support clinical decision-mak-
ing given the plethora of treatments available for the man-
agement of cancer. In less-resourced countries such as
LMICs, such information is crucial to support policy-
makers in channeling resources to areas where assistance
are needed the most. This systematic review and meta-
analysis therefore sought to report the prevalence of treat-
ment-related outcomes and toxicities among men diag-
nosed with localized prostate cancer in LMICs.

Based on the pooled results, localized prostate cancer
in LMICs is managed with EBRT, radical prostatectomy,
and brachytherapy, either alone or combined. All treat-
ment regimens included androgen deprivation therapy
except for a few that did not report. Of the radiation ther-
apy option, 3D-CRT was commonly used indicating the
transition from 2D Cobalt 60 treatment. Patients treated
with surgery underwent mostly RRP. Only one study
reported on focal therapy (cryotherapy) indicating low
uptake of this modality. Advanced therapy such as IMRT,
SBRT, VMAT, high dose-rate brachytherapy, and robot-
assisted radical prostatectomy were limited. Notwith-
standing, basic localized prostate cancer treatment has
always been difficult to access in LMICs, be it surgery, or
radiation therapy because of cost, limited facilities, lack of
skilled personnel, and political instability. This systematic
review is therefore limited in reporting outcomes of poor
patients resorting to unconventional treatment regimens.
The most prevalent clinician-reported toxicities following
radiation therapy were acute skin grade 1, acute genitouri-
nary grade 1, acute gastrointestinal grade 1, and late gas-
trointestinal grade 1, with less prevalence of grade ≥ 2.
Perioperative rectal injury was the least prevalent toxicity
after RRP. The 5-year survival rate following 3D-CRT
was 87%, which increased to 96% for the combined
brachytherapy and EBRT group.

The pooled prevalence of severe clinician-reported
genitourinary and gastrointestinal toxicities was generally
low; however, there were some disparities. It is well estab-
lished that 3D-CRT offers more conformity against 2D; in
this review, the prevalence of severe toxicities was high
among those treated with 2D. However, compared with
an Italian study,52 prevalence of severe genitourinary and
gastrointestinal toxicity both acute and late grade ≥ 2 fol-
lowing 3D-CRT were lower than what was found in this
review. While their study was underpowered, the use of
image-guided cone beam computerized verification which
allows for more precise dose delivery to the target thereby
sparing most of the organ at risk53 might have influenced
their result. Evidence of a more recent publication of a
10-year follow up from the same country showed slightly
high severe late toxicities,54 which might be because of the
long follow up time allowing for more late effects to be
recorded.

Advances in technology and imaging are considerably
changing prostate cancer treatment, IMRT is currently
the standard of care in HICs with SBRT and VMAT being
used effectively. These techniques allow for dose escala-
tion while achieving safe dose-volume constraints for
organs at risk. The advantages of these techniques are



14 D. Kitson-Mills et al Advances in Radiation Oncology: January 2025
well established.55-57 These sophisticated treatments are
emerging in LMICs. In this review, while grade 2 and
worst toxicities were low or not experienced for IMRT
and SBRT, the prevalence of acute grade 1 genitourinary
was quite high. For efficient and safe use of these technol-
ogies, LMICs should be equipped with infrastructure,
trained staff, funding, robust quality assurance program,
and strategic framework for integrating these advanced
technologies into existing systems.

The results of the meta-analysis indicated that onco-
logical outcomes for men with localized prostate cancer in
LMICs were satisfactory however differences in follow-up
timing makes it challenging to compare across treatments.
The 5-year biochemical failure following combined treat-
ment of brachytherapy and EBRT was low compared to
the individual treatments, this is consistent with a recent
systematic review which found combined brachytherapy
and EBRT to be superior.14 Similarly, the 5-year survival
rate favored combined brachytherapy and EBRT as
against EBRT alone. The possibility of dose escalation
with the combined technique might have been an advan-
tage. The 4-year biochemical failure after radical prosta-
tectomy was slightly lower than that reported by
Daskivich et al58 at 5 years. The difference might be
because of the timing of biochemical failure. More long-
term follow up studies are needed to provide meaningful
evidence.

This systematic review and meta-analysis is the first to
provide pooled evidence on treatment-related outcomes
and toxicities for localized prostate cancer in LMICs. The
comprehensive search strategies, rigorous selection crite-
ria, and a thorough review process enhance the strength
of this study. However, the search strategy was restricted
to English publications; hence, it is likely some eligible
articles might have been missed. It was not possible to
perform a meta-analysis on emerging treatments, some
endpoints, and risk profiling because of limited studies
and the usage of variable assessment tools. The result may
be skewed to middle-income countries as publication
from low-income countries was limited.
Conclusions
The systematic review and meta-analysis indicated that
treatment for localized prostate cancer in LMICs has a
favorable toxicity profile and oncological outcomes. Acute
and late genitourinary and gastrointestinal toxicities were
well tolerated following localized prostate cancer treat-
ment. Rates of biochemical failure and overall survival
were satisfactory. However, early detection, treatment
accessibility, regular post-treatment follow-ups and care,
consistent quality assurance practices, and staff continues
development could help minimize treatment toxicities
and improve outcomes of localized prostate cancer in
LMICs.
Disclosures
None.
Supplementary materials
Supplementary material associated with this article can
be found in the online version at doi:10.1016/j.
adro.2024.101670.
References

1. Sung H, Ferlay J, Siegel RL, et al. Global cancer statistics 2020: GLO-
BOCAN estimates of incidence and mortality worldwide for 36 can-
cers in 185 countries. CA Cancer J Clin. 2021;71:209-249.

2. James ND, Tannock I, N’Dow J, et al. The Lancet Commission on
prostate cancer: Planning for the surge in cases. Lancet.
2024;403:1683-1722.

3. Hack B, Piddock K, Stanway S, et al. Cancer control in low-and middle-
income countries: Time for action. J R Soc Med. 2019;112:213-217.

4. Cassell A, Yunusa B, Jalloh M, et al. A review of localized prostate
cancer: An African perspective.World J Oncol. 2019;10:162-168.

5. Kavuma A, Kibudde S, Schmidt M, et al. Remote global radiation
oncology education and training: A pathway to increase access to
high-quality radiation therapy services in low-and middle-income
countries. Adv Radiat Oncol. 2023;8:101180.

6. Pathak RS, Tibdewal A, Kinhikar R, et al. Practice patterns and per-
spectives on stereotactic body radiation therapy for the metastatic
spine from lower-and middle-income countries. JCO Glob Oncol.
2022;8:e2200167.

7. International Atomic Energy Agency. Implementation of High Dose
Rate Brachytherapy in Limited Resource Settings: Iaea Human
Health Series No. 30. International Atomic Energy Agency; 2015.

8. Lee SJ, Earle CC, Weeks JC. Outcomes research in oncology: His-
tory, conceptual framework, and trends in the literature. J Natl Can-
cer Inst. 2000;92:195-204.

9. Carvalho �IT, Baccaglini W, Claros OR, et al. Genitourinary and gas-
trointestinal toxicity among patients with localized prostate cancer
treated with conventional versus moderately hypofractionated radia-
tion therapy: Systematic review and meta-analysis. Acta Oncol.
2018;57:1003-1010.

10. Wallis CJ, Glaser A, Hu JC, et al. Survival and complications follow-
ing surgery and radiation for localized prostate cancer: An interna-
tional collaborative review. Eur Urol. 2018;73:11-20.

11. Greenberger BA, Zaorsky NG, Den RB. Comparison of radical prosta-
tectomy versus radiation and androgen deprivation therapy strategies
as primary treatment for high-risk localized prostate cancer: A sys-
tematic review and meta-analysis. Eur Urol Focus. 2020;6:404-418.

12. Lardas M, Liew M, van den Bergh RC, et al. Quality of life outcomes
after primary treatment for clinically localised prostate cancer: A
systematic review. Eur Urol. 2017;72:869-885.

13. Shelley M, Kumar S, Wilt T, Staffurth J, Coles B, Mason MD. A sys-
tematic review and meta-analysis of randomised trials of neo-adju-
vant hormone therapy for localised and locally advanced prostate
carcinoma. Cancer Treat Rev. 2009;35:9-17.

14. Slevin F, Zattoni F, Checcucci E, et al. A systematic review of the
efficacy and toxicity of brachytherapy boost combined with external
beam radiotherapy for nonmetastatic prostate cancer. Eur Urol
Oncol. 2024;7:677-696.

15. Whiting PF, Moore TH, Jameson CM, et al. Symptomatic and qual-
ity-of-life outcomes after treatment for clinically localised prostate
cancer: A systematic review. BJU Int. 2016;118:193-204.

https://doi.org/10.1016/j.adro.2024.101670
https://doi.org/10.1016/j.adro.2024.101670
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0001
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0001
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0001
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0002
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0002
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0002
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0003
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0003
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0004
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0004
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0005
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0005
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0005
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0005
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0006
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0006
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0006
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0006
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0007
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0007
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0007
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0008
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0008
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0008
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0009
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0010
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0010
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0010
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0011
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0011
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0011
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0011
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0012
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0012
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0012
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0013
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0013
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0013
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0013
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0014
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0014
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0014
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0014
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0015
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0015
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0015


Advances in Radiation Oncology: January 2025 Localised prostate cancer treatment outcomes 15
16. Wilt TJ, MacDonald R, Rutks I, Shamliyan TA, Taylor BC, Kane RL.
Systematic review: Comparative effectiveness and harms of treat-
ments for clinically localized prostate cancer. Ann Intern Med.
2008;148:435-448.

17. Wolff RF, Ryder S, Bossi A, et al. A systematic review of randomised
controlled trials of radiotherapy for localised prostate cancer. Eur J
Cancer. 2015;51:2345-2367.

18. Degu A, Mekonnen AN, Njogu PM. A systematic review of the
treatment outcomes among prostate cancer patients in Africa. Can-
cer Invest. 2022;40:722-732.

19. Page MJ, Moher D, Bossuyt PM, et al. PRISMA 2020 explanation
and elaboration: Updated guidance and exemplars for reporting sys-
tematic reviews. BMJ. 2021;372:n160.

20. World Bank.World Bank Country and Lending Groups. World Bank
Data Help Desk; 2023.

21. Avila M, Patel L, Lopez S, et al. Patient-reported outcomes after
treatment for clinically localized prostate cancer: A systematic
review and meta-analysis. Cancer Treat Rev. 2018;66:23-44.

22. CASP. CASP Case Control Study Checklist. 2018. Accessed 8th
March, 2024. https://casp-uk.net/checklists-archive/casp-case-con
trol-study-checklist.pdf.

23. Joanna Briggs Institute. The Joanna Briggs Institute Critical
Appraisal Tools for Use in JBI Systematic Reviews Checklist for Ana-
lytical Cross-Sectional Studies. Joanna Briggs Institute; 2020.

24. Munn Z, Barker TH, Moola S, et al. Methodological quality of case
series studies: An introduction to the JBI critical appraisal tool. JBI
Evid Synth. 2020;18:2127-2133.

25. Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ,
Welch VA (editors). A generic inverse-variance approach to meta-
analysis. Handbook for Systematic Reviews of Interventions. 2nd
Edition. Chichester (UK): John Wiley & Sons, 2019.

26. Collett D.Modelling Binary Data. CRC Press; 2002.
27. Higgins JP, Thompson SG. Quantifying heterogeneity in a meta-

analysis. Stat Med. 2002;21:1539-1558.
28. Mallick I, Arunsingh M, Chakraborty S, et al. A phase I/II study of

stereotactic hypofractionated once-weekly radiation therapy
(SHORT) for prostate cancer. Clin Oncol (R Coll Radiol). 2020;32:
e39-e45.

29. Pellizzon ACA, Fogaroli RC, Silva MLG, Castro DG, Maia MC,
Lopes A. High-dose-rate brachytherapy combined with hypofractio-
nated external beam radiotherapy for men with intermediate or
high risk prostate cancer: Analysis of short-and medium-term uri-
nary toxicity and biochemical control. Int J Clin Exp Med.
2011;4:43-52.

30. De S, Kannan V, Deshpande S, Anand V, Ghadi Y. High-dose inten-
sity-modulated radiotherapy as primary therapy for prostate cancer:
Report on dosimetry aspects and acute toxicity in the Indian sce-
nario. J Cancer Res Ther. 2010;6:58-64.

31. Echevarria MI, Naghavi AO, Abuodeh YA, et al. Low-dose-rate
brachytherapy for prostate cancer in low-resource settings. Int J
Radiat Oncol Biol Phys. 2017;99:378-382.

32. Engineer R, Bhutani R, Mahantshetty U, Murthy V, Shrivastava S.
From two-dimensional to three-dimensional conformal radiother-
apy in prostate cancer: An Indian experience. Indian J Cancer.
2010;47:332-338.

33. Ferreira ASS, Guerra MR, Lopes HE, Lima U-TM, Vasconcelos
YA, Teixeira MTB. Brachytherapy and radical prostatectomy in
patients with early prostate cancer. Rev Assoc Med Bras. 2015;61:
431-439.

34. Franca CA, Vieira SL, Bernabe AJ, Penna AB. The seven-year pre-
liminary results of brachytherapy with Iodine-125 seeds for localized
prostate cancer treated at a Brazilian single-center. Int Braz J Urol.
2007;33:752-763.

35. Galdos-Bejar M, Belanovic-Ramirez I, Alvarado GF, Del Castillo R.
Biochemical failure and toxicity in treatment with brachytherapy
and external beam radiotherapy compared with radical
prostatectomy in localized prostate cancer. Rep Pract Oncol Radio-
ther. 2022;27:644-654.

36. Pellizzon AC, Salvajoli J, Novaes P, Maia M, Fogaroli R. Updated
results of high-dose rate brachytherapy and external beam radiother-
apy for locally and locally advanced prostate cancer using the RTOG-
ASTRO Phoenix definition. Int Braz J Urol. 2008;34:293-301.

37. Rakhsha A, Kashi ASY, Mofid B, Houshyari M. Biochemical pro-
gression-free survival in localized prostate cancer patients treated
with definitive external beam radiotherapy. Electron Physician.
2015;7:1330-1335.

38. Rocha MFH, Picanço Neto JM, Filgueira PHdO, Coelho RF,
Moschovas MC, Patel V. Robotic-assisted radical prostatectomy
with preceptor’s assistance: The training experience and outcomes
in South America. J Robot Surg. 2022;16:207-213.

39. Singh S, Patil S, Tamhankar AS, Ahluwalia P, Gautam G. Low-risk
prostate cancer in India: Is active surveillance a valid treatment
option? Indian J Urol. 2020;36:184-190.

40. Stankovic V, Nikitovic M, Pekmezovic T, et al. Toxicity of the lower
gastrointestinal tract and its predictive factors after 72Gy conven-
tionally fractionated 3D conformal radiotherapy of localized pros-
tate cancer. J BUON. 2016;21:1224-1232.

41. Supit W, Mochtar CA, Santoso RB, Umbas R. Outcomes and predic-
tors of localized or locally-advanced prostate cancer treated by
radiotherapy in Indonesia. Prostate Int. 2013;1:16-22.

42. Zamir A, Farooq A, Nisar H, et al. Studying the efficacy of escalated
dose conformal radiation therapy in prostate carcinoma−Pakistan
experience. J Chin Med Assoc. 2017;80:705-711.

43. Pei Yuin JL, Jia Shin JT, Jing CB, Mun TL, Balasubramaniam MA,
Ibrahim Wahid DM. Retrospective analysis of clinical outcomes of
stereotactic body radiation therapy for localized prostate cancer at
an Asian Cancer Specialist Centre. Asian Pac J Cancer Prev.
2023;24:545-550.

44. Nazim SM, Nadeem M, Farooqui N, Abbas F. Medium to long term
outcome of patients treated with radical retropubic prostatectomy
for clinically localized prostate cancer. J Ayub Med Coll Abbottabad.
2016;28:653-659.

45. Dragi�cevi�c S, Naumovi�c T, Soldatovi�c I, Mi�ci�c S, Tuli�c C,
Pekmezovi�c T. Evaluation of health-related quality of life in patients
with prostate cancer after treatment with radical retropubic prosta-
tectomy and permanent prostate brachytherapy. Urol Int.
2010;85:173-179.

46. FdLC Faustino, Altei WF, Canton HP, et al. Radiation therapy for
prostate cancer using hypofractionation directed by ultrasound
(RAPHYDUS): A Brazilian public health care system study. Pract
Radiat Oncol. 2022;12:e286-ee95.

47. Kyei MY, Mensah EJ, Gepi-Attee S, et al. Outcomes after radical
prostatectomy in Ghanaians: A surgeon0 s early experience. ISRN
Urol. 2013;2013:832496.

48. Mensah JE, Yarney J, Vanderpuye V, Akpakli E, Tagoe S, Sasu E.
Prostate brachytherapy in Ghana: Our initial experience. J Contemp
Brachytherapy. 2016;8:379-385.

49. Vorobev V, Beloborodov V, Luchkevich V, et al. Analysis of compli-
cations development predictors after radical prostatectomy. Open
Access Maced J Med Sci. 2021;9:1575-1579.

50. Daniels J, Kyei KA, Badejoko−Okunade KA, et al. Biochemical out-
come after curative treatment for localized prostate cancer with
external beam radiotherapy: A cross-sectional study. Ecancermedi-
calscience. 2023;17:1625.

51. Kim FJ, Cerqueira MA, Almeida JC, et al. Initial Brazilian experi-
ence in the treatment of localized prostate cancer using a new gen-
eration cryotechnology: Feasibility study. Int Braz J Urol. 2012;38:
620-626.

52. Tonetto F, Magli A, Moretti E, et al. Prostate cancer treatment-
related toxicity: Comparison between 3D-conformal radiation ther-
apy (3D-CRT) and volumetric modulated arc therapy (VMAT)
techniques. J Clin Med. 2022;11:6913.

http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0016
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0016
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0016
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0016
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0017
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0017
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0017
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0018
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0018
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0018
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0019
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0019
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0019
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0020
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0020
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0021
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0021
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0021
https://casp-uk.net/checklists-archive/casp-case-control-study-checklist.pdf
https://casp-uk.net/checklists-archive/casp-case-control-study-checklist.pdf
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0023
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0023
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0023
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0024
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0024
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0024
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0026
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0027
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0027
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0028
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0028
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0028
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0028
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0029
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0030
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0030
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0030
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0030
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0031
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0031
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0031
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0032
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0032
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0032
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0032
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0033
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0033
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0033
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0033
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0034
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0034
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0034
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0034
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0035
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0035
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0035
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0035
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0035
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0036
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0036
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0036
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0036
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0037
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0037
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0037
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0037
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0038
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0038
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0038
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0038
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0038
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0039
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0039
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0039
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0040
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0040
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0040
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0040
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0041
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0041
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0041
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0042
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0042
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0042
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0043
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0043
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0043
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0043
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0043
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0044
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0044
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0044
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0044
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0045
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0046
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0046
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0046
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0046
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0047
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0047
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0047
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0047
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0048
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0048
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0048
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0049
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0049
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0049
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0050
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0050
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0050
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0050
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0051
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0051
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0051
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0051
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0052
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0052
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0052
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0052


16 D. Kitson-Mills et al Advances in Radiation Oncology: January 2025
53. Wang S, Tang W, Luo H, Jin F, Wang Y. The role of image-guided
radiotherapy in prostate cancer: A systematic review and meta-anal-
ysis. Clin Transl Radiat Oncol. 2023;38:81-89.

54. Castelluccia A, Tramacere F, Colciago RR, et al. 10-yr results of
moderately hypofractionated postoperative radiotherapy for pros-
tate cancer focused on treatment related toxicity. Clin Genitourin
Cancer. 2024;22:102102.

55. Hanif S, Osmani AH, Mallick J. Treatment related acute toxicities
between treatment with 3D-CRT and IMRT in localised prostate
cancer. Age. 2024;39:100.
56. Tree AC, Ostler P, van der Voet H, et al. Intensity-modulated
radiotherapy versus stereotactic body radiotherapy for prostate
cancer (PACE-B): 2-year toxicity results from an open-label,
randomised, phase 3, non-inferiority trial. Lancet Oncol. 2022;23:
1308-1320.

57. Fischer-Valuck BW, Rao YJ, Michalski JM. Intensity-modulated
radiotherapy for prostate cancer. Transl Androl Urol. 2018;7:297-307.

58. Daskivich TJ, Howard LE, Amling CL, et al. Competing risks of
mortality among men with biochemical recurrence after radical
prostatectomy. J Urol. 2020;204:511-517.

http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0053
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0053
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0053
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0054
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0054
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0054
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0054
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0055
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0055
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0055
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0056
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0056
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0056
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0056
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0056
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0057
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0057
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0060
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0060
http://refhub.elsevier.com/S2452-1094(24)00233-1/sbref0060

	Outcomes and Toxicities After Treatment for Men Diagnosed With Localized Prostate Cancer in Low- and Middle-Income Countries: A Systematic Review and Meta-Analysis
	Introduction
	Method
	Eligibility criteria
	Data source
	Search strategy
	Study selection
	Data extraction
	Quality assessment
	Data analysis

	Results
	Study selection
	Characteristics of included studies
	Period of follow-ups
	Clinician-reported toxicity assessment tools
	Patient-reported toxicity assessment tools
	Outcomes and toxicities following EBRT
	Acute gastrointestinal toxicities
	Late gastrointestinal toxicities
	Acute genitourinary toxicities
	Late genitourinary toxicities
	Acute skin toxicities
	Late skin toxicities
	Two-year biochemical failure
	Five-year biochemical failure
	Five-year overall survival
	Prostate cancer-specific death
	Cause of death other than prostate cancer

	Outcomes and toxicities following brachytherapy
	Acute gastrointestinal toxicities
	Late gastrointestinal toxicities
	Acute genitourinary toxicities

	Late genitourinary toxicities
	Three-year biochemical failure
	Five-year biochemical failure
	Prostate cancer-specific death

	Outcomes and toxicities following combined brachytherapy and EBRT
	Gastrointestinal toxicities
	Genitourinary toxicities
	Acute genitourinary toxicities
	Late genitourinary toxicities
	Three-year biochemical failure
	Five-year overall survival
	Prostate cancer-specific death
	Cause of death other than prostate cancer

	Outcomes and toxicities following radical prostatectomy
	Gastrointestinal toxicities
	Genitourinary toxicities
	Perioperative rectal injury
	Positive surgical margins
	Postoperative urethral stricture
	Four-year biochemical failure

	Postoperative complications following cryotherapy

	Discussion
	Conclusions
	Disclosures
	Supplementary materials
	References



