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Abstract

Background: Radiation-induced rectal toxicities remain as a major risk during prostate radiotherapy. One approach to the reduction
of rectal radiation dose is to physically increase the distance between the rectal wall and prostate. Therefore, the aim of this study was
to evaluate whether the application of the rectal retractor (RR) can reduce rectal dose and toxicity in prostate cancer 3-dimensional
conformal radiotherapy (3D-CRT).

Methods: Overall, 36 patients with localized prostate cancer were randomized into the 2 groups, 18 patients with RR in-place and 18
without RR. All patients underwent planning computed tomography (CT). Patients were treated with 70 Gy in 35 fractions of 3D-CRT.
In the RR group, RR was used during cone-down 20 treatment fractions. Acute and late gastrointestinal (GI) toxicities were assessed
using EORTC/RTOG scoring system weekly during radiotherapy, 3, and 12 months after treatment. Device-related events were
recorded according to CTCAE version 4.0. Patient characteristics, cancer differences, and dosimetric data for the RR and non-RR
groups were compared using a Man-Whitney U test for continuous variables, and Fisher exact test for categorical data. The
EORTC/RTOG scores for the 2 groups were compared using Fisher exact test. A P value <0.05 was considered statistically significant.

Results: A RR significantly reduced mean dose (Dmean) to the rectum as well as rectal volume receiving 50% to 95% (V50-95%) of
prescribed dose. The absolute reduction of rectal Dmean was 10.3 Gy. There was no statistically significant difference in acute GI
toxicity between groups during treatment or at 3 months. At 12 months, 2 patients in the RR group and 9 in the control group
experienced late grade > 1 GI toxicity (p=0.027). No patients in the RR group reported late grade > 2 GI toxicity, whereas 3 patients in
the control group experienced late grade 2 GI toxicity. In the RR group, 6 patients reported grade 1 rectal discomfort and pain
according to CTCAE version 4.0.

Conclusion: The application of the RR showed a significant rectum sparing effect, resulting in substantially reducing late GI
toxicity.
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Introduction

Radiotherapy has a well-established role for managing
localized prostate cancer, but the implementation of dose-
escalated prostate radiotherapy is limited due to rectal
toxicity (1, 2). Even with improv ed prostate radiotherapy
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techniques such as 3-dimensional conformal radiotherapy
(3D-CRT) and intensity modulated radiotherapy (IMRT),
radiation-induced rectal toxicities remain as a major risk
owing to the close proximity of the rectum and prostate

1What is “already known” in this topic:

Radiation-induced rectal toxicities limit dose-escalated prostate
radiotherapy due to the close proximity of the rectum and
prostate. To date, several studies showed that using a rectal
retractor (RR) can significantly reduce rectal wall dose during
prostate radiotherapy.

— What this article adds:
The present study is the first to evaluate the effect of the RR on

rectal toxicity. The results indicated that the application of RR
can significantly reduce late grade > 1 rectal toxicity.
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gland (2, 3).

One approach to the reduction of rectal radiation dose is
to physically increase the distance between the rectal wall
and prostate, thereby displacing the rectum from the high
dose regions. This can be achieved with insertion of the
rectal retractor (RR) into the rectum to displace rectal
walls from the prostate (4-9). The RR system can retract
the rectum dorsally, resulting in a significant reduction of
rectal high dose irradiation volume (4, 6, 7). In the previ-
ous study, it has been reported that the RR is well tolerat-
ed by patients (7). The published studies on the RR appli-
cation during prostate radiotherapy focus on the impact of
this device on the rectal dosimetry and the reduction of
prostate motion (4-7, 10, 11). The application of the RR
can provide a great opportunity to reduce intrafractional
prostate motion (10, 11), allowing for a tight planning
target volume (PTV) margin. Although previous studies
have demonstrated that using a RR can significantly re-
duce the rectal wall doses (6, 7), data on clinical outcomes
of this method is scarce. Therefore, the purpose of this
study was to report the clinical outcomes of prostate radio-
therapy with a fractionation schedule of 70 Gy in 35 frac-
tions over 7 weeks, when a RR was employed. Our end-
points were the comparison of rectal radiation doses
achieved, acute gastrointestinal (GI) toxicity both during
treatment and 3 months after treatment, and late GI toxici-

ty.

Methods

Setting and Patients

A single-institution, randomized, pilot study of the RR
application was approved by the ethic committee of Iran
University of Medical Sciences, Tehran, Iran. Informed
consent was obtained from all study participants.

Patients with biopsy-confirmed diagnosis of prostate
cancer, with stage T1 or T2, a Gleason score < 7, and a
prostate-specific antigen (PSA) level of < 20 ng/mL were
included in the present study to treat with 3D-CRT. Pa-
tients with metastatic disease, prior history of pelvic irra-
diation, prostatectomy, rectal or gastrointestinal surgery,
and anorectal diseases such as hemorrhoids, rectal fissure,
and fistula were excluded from the study.

Rectal Retractor

The instruction for placing RR has been described pre-
viously (4, 7). In brief, a RR system consists of 3 main
parts, including rectal rod, vertical locking column, and
carbon fiber baseplate, as shown in Figure 1. The plastic
rectal rod is inserted into rectum and extended beyond the
prostate and seminal vesicles. Then, this rod is connected
to the vertical locking column attached to the carbon fiber
baseplate. When the vertical docking column is displaced
toward the bottom, the rectal rod displaces the rectum
posteriorly. In our study, a physician inserted the rectal
rod into the rectum in both planning computed tomogra-
phy (CT) and daily treatment. For hygienic reasons, a rec-
tal rod was covered by a disposable condom in each frac-
tion and sterilized after each use of device. To facilitate
daily insertion of the rectal rod lubricant or lidocaine jelly
was used. The diameter of the rectal rod is 1.5 cm.
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Fig. 1. The rectal retractor systen; rectal rod (black arrow), verti-
cal locking column (red arrow), and carbon fiber baseplate (white
arrow).

Planning and Treatment

Prior to planning CT and daily treatment, all patients
were instructed to have a full bladder and empty rectum.
A comfortably full bladder was achieved by voiding blad-
der and then drinking 500 mL water, 30 to 40 minutes
before CT-planning, and each treatment session. Laxative
was prescribed before simulation. All patients underwent
CT-scan in the supine position with a slice thickness of 3
mm. For patients in the RR group, 2 planning CT scans
was performed, 1 at the beginning of treatment with the
RR and another after the 20™ treatment session without
RR (Fig. 2), as RR was employed in cone-down 20 treat-
ment fractions. In the current study, RR was used only in
20 fractions because the effect of the RR on anal sphincter
function has not been evaluated. Also, daily insertion of
the RR may lead to anal irritation and increase acute ano-
rectal toxicities.

All CT images were imported into the Core-PLAN (ver-
sion 3.5.0.5, Seoul C & J Co., Seoul, South Korea) 3D
treatment planning system for 3D-CRT treatment plan-
ning. The prostate gland and entire of seminal vesicles
were considered as the clinical target volume (CTV) and
contoured by responsible radiation oncologist. The PTV
was generated by adding an isotropic margin of 10 mm
around the CTV, except 8 mm in the posterior direction.
In addition, the rectum, bladder, and femoral heads were
contoured as organ at risks for all patients. The rectum
was contoured from the anal werge superiorly to the rec-
tosigmoid junction. All patients were treated with a linear
accelerator (Siemens ONCOR, Germany) and 3D-CRT
was delivered with a 15 MV photons of 5 static fields us-
ing multileaf collimators. A total dose of 70 Gy using dai-
ly fraction dose of 2 Gy was prescribed to the prostate and
the PTV. At least 95% of the PTV had to receive at least
95% of the prescription dose, with maximum dose <
107% of the prescription. Dose—volume constraints were
defined according to criteria proposed by the QUANTEC
study for the rectum, bladder, and femoral heads.
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Fig. 2. CT-scan with a rectal retractor in-place (a) and without a rectal retractor (b) for a representative patient. The

white arrow shows the rectal rod of the rectal retractor system.

Toxicity Assessment

Acute and late radiotherapy-induced GI toxicity were
recorded according to the European Organization for Re-
search and Treatment of Cancer/ Radiation Therapy On-
cology Group (EORTC/RTOG) criteria. Patients were
evaluated weekly during 3D-CRT, 1-, 3-, 9-, and 12-
month follow-up visits. Acute side effects were assessed
weekly within irradiation and up to 3 months after the end
of radiotherapy. Late GI toxicity was similarly evaluated
at visits 9 and 12 months after 3D-CRT completion. De-
vice-related events were recorded through the 12 months
follow-up visit using Common Terminology Criteria for
Adverse Events (CTCAE) version 4.0.

Statistical Analysis

Statistical analysis was performed using the SPSS 16.0
software (SPSS Inc). The normal distribution of each vari-
able was investigated using Shapiro-Wilk test. Patient
characteristics, cancer differences, and dosimetric data for
the RR and non-RR groups were compared using a Man-
Whitney U test for continuous variables, and Fisher exact
test for categorical data. The EORTC/RTOG scores for
the 2 groups were compared using the Fisher exact test. A
P value <0.05 was considered statistically significant.

Table 1. Patient and tumor characteristics (n = 36)

Results

Between November 2018 and October 2019, a total of
36 patients were included within this study, 18 in the RR
group and 18 in the control group. There were no statisti-
cally significant differences between groups in de-
mographics or baseline tumor characteristics, as summa-
rized in Table 1.

Using a RR significantly increased the perirectal dis-
tance (p<0.001). The mean distance between the CTV and
anterior rectal wall at the midgland level was 4.7+2.0 mm
in the RR group and 2.5£1.7 mm in the control group.
Table 2 shows the mean DVH values for the PTV and
rectum in the RR and control groups. There was no statis-
tically significant difference in the PTV coverage between
groups; and the mean values for mean dose (Dyeqy) to the
PTV for the RR and control groups were 70.7+0.8 Gy and
70.54£0.6 Gy, respectively (p=0.424). The application of
the RR significantly reduced rectal Dy, With an absolute
reduction of 10.3 Gy, as observable in Table 2. A signifi-
cant reduction to the rectal dose in the high-dose and in-
termediate-dose levels was seen with 3D-CRT after the
RR application (Table 2). The volume of rectum receiv-
ing 100% prescribed dose was comparable in all plans
(p=0.267).

Six out of 18 patients with a RR in-place experienced

Characteristics With RR Without RR p*
(n=18) (n=18)

Age (year)

mean (SD) 71.88 (5.09) 73.55(5.11) 0.334

BMI (kg/m?)

mean (SD) 25.15 (3.45) 25.64 (3.07) 0.654

Gleason score

mean (SD) 6.44 (0.51) 6.63 (0.61) 0.906

Pre-treatment PSA (ng/ml)

mean (SD) 12.97 (3.03) 12.54 (3.94) 0.716

ADT (n) 10 (55.6%) 10 (55.5%) 1.000

T score (n)

Tlc 0 (0.0%) 2 (11.1%) 0.486

T2a 8 (44.4%) 8 (44.4%) 1.000

T2b 4 (22.2%) 0(0.0%) 0.104

T2¢ 6 (33.3%) 8 (44.4%) 0.733

BMI: Body mass index; PSA: Prostate-specific antigen; ADT: Androgen deprivation therapy; RR: Rectal retractor

* P-value < 0.05 was considered statistically significant.
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Table 2. Comparison of mean + standard deviation dose values for target volumes and rectum

DVH parameter With RR Without RR p*
(n=18) (n=18)
PTV
Dinean (Gy) 70.7+0.8 70.5+£0.6 0.424
Vs (%) 98.09+1.33 98.02 +1.42 0.874
Rectum
Dinean (Gy) 33.91+£2.89 44.21+£3.90 <0.001
Dinax (Gy) 69.92 +0.95 70.03 £0.96 0.735
Duin (Gy) 2.23+0.63 2.11+0.52 0.538
D30y (Gy) 41.58 £4.81 5331+4.54 <0.001
Dso (Gy) 26.82+10.63 38.88+£2.73 <0.001
Vsou (%) 4326+ 5.64 56.07 +£3.28 <0.001
Viow (%) 3418 +£5.25 46.51 £3.44 <0.001
V0w (%) 26.96 £ 5.90 37.07+4.95 <0.001
Viow (%0) 20.19+4.95 32.23+6.27 <0.001
Voo (%) 1437 +4.17 2523+442 <0.001
Vs (%) 10.10 + 3.64 19.02 +£3.28 <0.001
V0w (%) 0.88 + 0.88 1.21 +0.88 0.267

CTV: Clinical target volume; PTV: Planning target volume; Dmean: Mean dose to the rectum (or target volume);
Dmax: Maximum dose to the rectum; Dmin: Minimum dose to the rectum; Dx% dose to x% of the rectal wall
volume, Vx%: Volume of the rectum (or target volume) receiving x% of prescribed dose); RR: Rectal retractor.

* P-value < 0.05 was considered statistically significant.

Table 3. Comparison of gastrointestinal toxicity in patients treated with and without rectal retractor

using the RTOG/EORTC scoring criteria

Grade > 1
Follow-up period With RR Without RR p*
(n=18) (n=18)
Acute During RT 10 (55.5%) 8 (44.4%) 0.740
1-3 months after RT 6 (33.3%) 10 (55.5) 0.315
Late 9-12 months after RT 2 (11.1%) 9 (50.0%) 0.027

RT: Radiotherapy; RR: Rectal retractor
* P-value < 0.05 was considered statistically significant.

grade 1 rectal discomfort and pain as device-related events
according to the CTCAE v.4.0. All of these events were
self-limited and resolved with no additional treatment
during cone-up 15 fractions without the RR in-place.
These events occurred approximately after the 15™ treat-
ment fraction with a RR.

The radiation-induced GI toxicity data are outlined in
Table 3. During the radiotherapy period and the following
3 months, there was no statistically significant difference
in acute grade > 1 GI toxicity between the RR and control
groups, as observable in Table 3. Acute grade 2 GI toxici-
ty was reported in the 8 patients during treatment, 4 in the
RR group, and 4 in the control group. No significant dif-
ference was found in acute grade 2 GI toxicity between
groups (2 patients in the RR group and 4 patients in the
control group (p=0.658)). Overall, the rate of acute grade
1-2 toxicity was similar between the 2 groups. Acute GI
toxicities mostly were in the form of increased stool fre-
quency, diarrhea, and rectal mucous discharge. The in-
creased stool frequency was resolved without the use of
medication. Loperamide was used to resolve diarrhea and
rectal mucous discharge. No acute grade 3 GI toxicity was
reported in either arm.

As shown in Table 3, at 12 months, 2 patients in the RR
group and 9 patients in the control group experienced late
grade > 1 GI toxicity (p=0.027). No late grade > 2 GI tox-
icity was reported in the RR group. In the control group,
late grade 2 GI toxicity was reported in the 3 patients,
with no patients experiencing late grade 3 GI toxicity.
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Discussion

Our data indicate that using a RR significantly reduces
rectal dose volume parameters and consistently results in
reducing late grade > 1 GI toxicity. No significant differ-
ence was found in acute GI toxicity between patients in
the RR and control groups.

The dosimetric advantage and sparing the rectum from
high-dose areas have been clearly demonstrated in the
current study and in prior studies evaluating a RR applica-
tion (4-7). From our data, it can be seen that the applica-
tion of the RR significantly improves rectum dosimetry.
As shown in Figure 2, when the rectum is retracted by RR,
its shape changes, resulting in reducing rectal wall volume
in THE high-dose region. As observable in Table 2, using
a RR significantly reduces rectal Dy, and Vsg.os0,. These
data are in good agreement with previous study that
showed the application of a RR resulted in an absolute
reduction of 13.6 Gy in rectal wall Dy, as well as a rela-
tive reduction more than 50% in rectal wall Vso.75 gy dur-
ing image-guided dose-escalated prostate 3D-CRT, with a
total dose of 80 Gy in 40 fractions (7). In the present
study, the maximum dose to the rectum (D,.x) was re-
duced in the RR group but was not statistically significant.
However, a study by Mahdavi et al showed that the RR
application results in a significant decrease of rectal wall
Diax (7). A possible cause of this discrepancy can be at-
tributed to the size of the CTV-PTV margins in 2 studies.
Mahdavi et al added an isotropic margin of 5 mm around
the CTV, because they used gold fiducial marker-based
image-guided radiotherapy technique (7), whereas we
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applied a margin of 10 mm around the CTV, except poste-
riorly which was 8 mm. In the prostate radiotherapy, it has
been demonstrated that daily pretreatment imaging using
implanted fiducial markers into the prostate can signifi-
cantly reduce the PTV margins, allowing for greater spar-
ing of the rectum or bladder (12).

In the present study, it was found that the rate of acute
grade > 1 GI toxicity is similar between the groups. A
possible cause that can elucidate this issue is toxicity sec-
ondary to unintended irradiation to small bowel or sig-
moid colon. Recent evidence suggests that acute bowel
toxicity can be associated with radiation doses between 20
Gy and 40 Gy to these tissues (13, 14). Although the RR
displaces the rectum from high-dose levels, small bowel
or sigmoid colon receives these above-mentioned low
dose levels. Besides, daily physical insertion of the RR
along with daily irradiation can increase sensitivity of
rectal mucous, resulting in anal and rectal irritation and
proctitis. In fact, some acute rectal toxicity in the RR
group may not be from radiotherapy, but from the RR
itself. With long follow-up time, it has been shown that GI
toxicity in the RR group was found to be less than that in
the control group, as observable in Table 3. These results
could be largely associated with the RR application. Our
data indicate that device-related events are slight and lim-
ited to grade 1 rectal discomfort and pain. We did not find
severe procedure-related toxicities such as rectal bleeding,
perforation, et cetera. The patients reported that the
placement of the RR was discomfort, but easily tolerable.

Several other researchers used the endorectal balloons
(ERBs) and hydrogel spacer for increasing space between
the prostate and rectal wall, thereby decreasing rectal radi-
ation doses (15-22). Table 4 summarizes studies evaluat-
ing the impact of different rectal displacement devices

(RDDs) on rectal toxicity during prostate external beam
radiotherapy (EBRT). As displayed in Table 4, the rate of
acute GI toxicity remains to be relatively high, when
RDDs are employed. In contrast, the rate of late rectal
toxicity, especially late grade > 2 toxicity remarkably re-
duces with the application of the RDDs. Of note, the im-
plantation of hydrogel spacer compared to ERBs or RR
appears to be more effective in reducing late rectal toxici-
ty (19-21). In a prospective multicenter randomized phase
IIT trial, Hamstra et al have reported that the rate of late
grade > 1 rectal toxicity was 2% in the patients with hy-
drogel spacer in situ (21). From a radiobiological point of
view, the rectum is a late responding normal tissue (23);
therefore, long-term follow-up duration is required to clar-
ify the effect of the RR on reducing rectal toxicity.

Several studies have been published about the effect of
RDDs on prostate motion (10, 11, 24-26). Several groups
of researchers evaluated the impact of the ERBs and RR
on reducing intrafractional prostate motion using Calypso
4D real-time tracking system, kilovoltage intrafraction
monitoring, and cine-magnetic resonance imaging (MRI)
and showed that the ERBs and RR can significantly de-
crease the intrafractional prostate motion (10, 11, 25, 26),
but clinical outcomes of this prostate motion reduction are
unclear. It should be noted that the aim of managing pros-
tate movement is the rectal toxicity reduction; therefore,
there is a need for further research. Although the injection
of hydrogel spacer does not reduce prostate motion (24,
27, 28), the results of clinical trials have demonstrated that
this method can significantly reduce radiotherapy in-
duced-rectal injuries, leading to long-term improvements
in patient’s quality of life (20, 21, 29).

The RR offers several advantages compared to the ERB.
First, the RR does not push the anterior rectal wall to-

Table 4. The comparison of gastrointestinal toxicity in patients treated with various types of rectal displacement devices

[ Downloaded from mjiri.iums.ac.ir on 2024-09-24 ]

Study RT technique No.of  RDDs Rectal dose Follow up/ Acute toxicity Late toxicity
patients metric scoring criteria G>1 G>2 G>1 G>2
Teh et al./ 2001 [15] 70 Gy in 35 F/ IMRT 100 ERB Dinean (Gy): 35.3 10.1 months / 17% 6% NR NR
RTOG
Goldner et al./ 2006 [16] 70 Gy in 35 F or 74 429 ERB NR Acute only/ 485% 17.5% NR NR
Gy in 37 F/ 3DCRT EORTC/RTOG
Goldner et al./ 2007 [17] 70 Gy in 35 F or 74 166 ERB NR 40 months/ NR NR 42% 31%
Gy in 37 F/ 3DCRT EORTC/RTOG
Cho et al./ 2009 [18] 70.2 Gy in 39 F/ 35 ERB Dinean (Gy): 43.5 Acute only/ 57% 17% NR NR
3DCRT RTOG
Uhl et al./ 2013 [19] 78 Gy in 39 F/ IMRT 52 HS NR 12 months/ 52% 12% 7% 0%
RTOG/EORTC
Whalley et al./ 2016 [20] 80 Gy in 40 F/ 30 HS Dinean (Gy): 28 28 months/ 43% 0% 19.9% 3.3%
IG-IMRT or VMAT Vaoay (%): 3.7 RTOG
Hamstra et al./ 2017 [21] 79.2 Gy in 44 F/ 1G- 149 HS Vaosy (%): 2 37 months/ NR NR 2% 0%
IMRT CTCAE v.4.0.
Current study 70 Gy in 35 F/ 18 RR Dinean (Gy): 33.9 12 months/ 33.3% 222% 11.1% 0%
3DCRT Vioow (%): 0.9 EORTC/RTOG

[ DOI: 10.47176/mijiri.35.69 ]

F: Fraction; IMRT: Intensity modulated radiotherapy; 3DCRT: Three-dimensional conformal radiotherapy; VMAT: Volumetric modulated arc radiotherapy; RDD: Rectal dis-
placement device; ERB: Endorectal balloon; HS: Hydrogel spacer; RR: Rectal retractor; NR: Not reported; RTOG: Radiation Therapy Oncology Group; EORTC; European Organ-
ization for Research and Treatment of Cancer; CTCAE: Common Terminology Criteria for Adverse Event; G: Grade
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wards the prostate (4, 7), whereas studies have reported
that using an ERB can result in increasing radiation dose
to the anterior rectal wall (30). Unlike ERB, previous
studies showed that using a RR can significantly reduce
radiation dose to the anterior rectal wall (7, 31). Second,
the daily positional reproducibility of the RR is high (6)
because the rectal rod is connected into vertical locking
column; therefore, the depth of the insertion of the rectal
rod is identical during simulation and daily treatment. In
contrast, there are variations in daily ERB placement,
mostly due to error in the insertion depth (32). As a con-
sequence, daily verification of the ERB position is neces-
sary. Of note, using a RR does not change the shape of the
prostate gland, as observable in Figure 2. Third, the appli-
cation of a RR can increase interfractional rectum position
(6); thereby reducing interfractional prostate motion,
whereas studies have demonstrated the ERB cannot de-
crease interfractional prostate displacement (25).

It is worthwhile to mention that hydrogel spacer is in-
jected into Denonvilliers' fascia, resulting in a clear space
between the anterior rectal wall and prostate, with a mean
separation of 10 mm (22, 33). Our data show that the RR
can increase the distance between the rectum and CTV.
We measured the shortest distance between the anterior
rectal wall and posterior border of the CTV at midgland
level on CT images. Of note, CT-scan cannot well distin-
guish the prostate-rectum separation due to low soft tissue
contrast. Therefore, the reliability of our results is low.
Further study with MRI will be required to elucidate
whether the retraction of the rectum can increase the dis-
tance between the anterior rectal wall and prostate. Hy-
drogel spacer compared to the ERB and RR has also been
utilized in prostate brachytherapy with promising results
(22, 33-35). A disadvantage of the ERB and RR compared
to hydrogel spacer is that daily insertion of these devices
is time-consuming, resulting in increasing in-room time
(7), whereas hydrogel spacer is injected prior to CT-
planning at the same time that fiducial markers are im-
planted (22). Patients with hemorrhoidal disease cannot
use RR and ERB because the insertion of rectal rod and
ERB into the rectum leads to burning and inflammation of
the anus. In these patients, hydrogel spacer is useful. With
regard to postprostatectomy radiotherapy, studies have
showed that using an ERB does not significantly reduce
anorectal wall doses because missing counterfort of the
prostate in the postoperative setting can lead to pushing
anterior rectal wall into the prostate bed (36). In contrast,
the RR and hydrogel spacer can be used in the well-
selected patients, resulting in a significant reduction of
rectal wall doses during postprostatectomy radiotherapy
(4, 37); however, further study will be required to deter-
mine whether this rectal dose reduction results in improv-
ing clinical outcomes.

It is important to consider the benefits of RDDs against
the possible risks of complications related to procedure of
these technologies. Our data show that RR is discomfort
and can result in rectal pain. This is also true for ERB.
The RR may be more discomfort compared to ERB, be-
cause the rectal rod is rigid, whereas rectal balloon is
made of latex; therefore, it is flexible. On the other hand,
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although the rectal rod is rigid, residual stool in the rectum
does not have any influence on the rectal rod, whereas
residual gas and stool in the rectum can significantly re-
duce daily reproducibility of the ERB position (38). With
regard to the implantation of hydrogel spacer, several cas-
es of rectal perforation, bacterial prostatitis, rectal ulcera-
tion, perineal abscess, and rectal discomfort and pain were
reported (22, 39); however, the rate of these complications
is very low.

The effectiveness of a RR that retracts rectal walls and
provides a reproducible rectal wall position has substantial
clinical implications for prostate cancer radiotherapy, in-
cluding hypofractionation, dose escalation, reirradiation,
and postprostatectomy radiotherapy. The most important
feature of RR in comparison to other techniques is its abil-
ity for doing real-time dosimetry to verify the absolute
delivered dose in place. In addition, the RR may result in
cost-saving for the healthcare system. Long-term clinical
outcomes are required to better evaluate a possible benefit
for patients undergoing prostate radiotherapy with a RR
in-place.

Conclusion

The application of RR was feasible. The retraction of
the rectum resulted in reducing rectal doses and the rates
of late rectal toxicities. RR can be an effective device,
especially with the advanced prostate radiotherapy tech-
niques. Further study with large sample size is required to
confirm clinical benefits from this device.
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