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Abstract

:

This study aimed to first elucidate prostate-specific antigen (PSA) kinetics in prostate cancer patients treated with carbon ion radiotherapy (CIRT). From 2010 to 2015, 131 patients with prostate adenocarcinoma treated with CIRT (57.6 Gy relative biological effectiveness (RBE) in 16 fractions) alone were recruited. PSA was measured at 1, 2, 3, 6, 9, 12, 15, 18, 21, 24, 30, 36, 42, 48, 54, and 60 months post-CIRT. PSA bounce was defined as PSA increase over a cutoff followed by spontaneous decrease to or below the pre-bounce nadir. PSA failure was determined using the Phoenix criteria (nadir + 2.0 ng/mL). As a result, non-failure-associated temporary increase in PSA exhibited two distinct patterns, namely a classical bounce and a surge at one month. PSA bounce of ≥0.2 ng/mL was observed in 55.7% of the patients. Bounce amplitude was <2.0 ng/mL in 97.6% of cases. Bounce occurred significantly earlier than PSA failure. Younger age was a significant predictor of bounce occurrence. Bounce positivity was a significant predictor of favorable 5-year PSA failure-free survival. Meanwhile, a PSA surge of ≥0.2 ng/mL was observed in 67.9% of patients. Surge amplitude was significantly larger than bounce amplitude. Larger prostate volume was a significant predictor of PSA surge occurrence. PSA surge positivity did not significantly predict PSA failure. In summary, PSA bounce was distinguishable from PSA failure with regard to timing of occurrence and amplitude (earlier and lower for bounce, respectively). These data are useful for post-CIRT surveillance of prostate cancer patients.
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1. Introduction


Radiotherapy plays a pivotal role in the management of prostate cancer [1]. Carbon ion radiotherapy (CIRT) has potential as a definitive radiotherapy modality for localized prostate cancer [2]. Prostate-specific antigen (PSA) is the gold standard biomarker for post-treatment surveillance of prostate cancer patients [3,4]. In curative cases, PSA levels decrease gradually over >5 years post-radiotherapy and eventually reach a nadir [5,6]. Nevertheless, PSA levels fluctuate and temporarily increase in some patients, a phenomenon called the PSA bounce [7]. This bounce causes severe anxiety for prostate cancer patients and clinicians [8], and may even lead to unnecessary salvage treatment in cases that meet the definition of PSA failure [9]. The bounce has been extensively studied in the context of external beam radiotherapy (EBRT) using photons [10], stereotactic body radiotherapy (SBRT) [11], and high- and low-dose-rate brachytherapy [6,12]. However, PSA bounce after CIRT has not been examined. Hence, we analyzed post-treatment PSA kinetics in prostate cancer patients treated with CIRT without androgen deprivation therapy (ADT).




2. Results


The study included 131 patients (Table 1). Median follow-up was 60 months (range, 39–60 months). PSA data were obtained at 98.7% and 93.6% of planned time points within 3 and 5 years post-CIRT, respectively, indicating high follow-up compliance.



Post-CIRT PSA kinetics for all patients are summarized in Figure 1A,B. Eight patients experienced PSA failure (Figure 1A). In PSA failure-free patients (Figure 1B), the patterns of temporary increase in PSA could be classified into two distinct groups in terms of the timing of occurrence and amplitude, namely one that is classically known as the PSA bounce (Figure 1C,E) and the other being a sharp rise in PSA at one month post-CIRT (Figure 1D,E). The latter phenomenon has not been reported previously; therefore, we refer to this hereafter as the PSA surge.



Using a commonly employed cutoff of 0.2 ng/mL [9,11,12,13,14], a PSA bounce was observed in 55.7% (73/131) of patients. The PSA bounce occurred significantly earlier than increases associated with PSA failure (15.0 ± 11.4 vs. 51.0 ± 7.6 months, p < 0.0001) (Figure 2). Bounce amplitude was within 2.0 ng/mL in 97.6% of cases (Figure 2). Univariate and multivariate analysis revealed that younger age was associated with a higher likelihood of bounce (Table 2).



PSA surge of ≥0.2 ng/mL was observed in 67.9% (89/131) of patients. In all cases, the surge peaked out quickly and recovered to or below the pre-surge level within 2 months (Figure 1A and Figure 2). Interestingly, the amplitude of PSA surge compared with that for PSA bounce (3.39 ± 2.78 ng/mL vs. 0.79 ± 1.02 ng/mL, p < 0.0001). Univariate and multivariate analysis showed that greater prostate volume was the predictor for higher likelihood for surge (Table 2).



A PSA bounce was a significant predictor of favorable PSA failure-free survival when using a cutoff of 0.2 ng/mL, but not higher values (Table 3). With a cutoff of 0.2 ng/mL, the 5-year PSA failure-free survival rates for bounce-positive and -negative patients were 100% and 81.5%, respectively (p <0.001) (Figure 3A). By contrast, PSA surge did not have predictive significance for PSA failure, regardless of the cutoff value (≥0.2 to 2.0 ng/mL) (Table 3, Figure 3B).




3. Discussion


This was the first report of post-treatment PSA kinetics in prostate cancer patients treated with CIRT. Data quality was high, as indicated by the standardized treatment, high follow-up compliance, and the fact that PSA measurements were all made at a single institution. PSA bounce was distinguishable from PSA failure, in terms of the timing of occurrence and amplitude (earlier and lower, respectively, for the bounce). The data may provide a clinical insight on post-treatment surveillance of CIRT; PSA bounce should be carefully ruled out from failure especially within 36 months post-CIRT to prevent unnecessary salvage treatment even when the amplitude exceeds 2.0 ng/mL, whereas a continuous increase in PSA observed after 36 months is more probable for failure than bounce. We also discovered a novel PSA kinetics, that is, surge, that warrants further investigation.



The incidence of PSA bounce varies widely among studies, where the various cutoffs employed make inter-study comparison difficult. When focused on the studies that employed the same cutoff as in our study (i.e., ≥0.2 ng/mL), the incidence is approximately 25%, 35%, 40%, and 40% for EBRT, SBRT, and high- and low-dose-rate brachytherapy, respectively (Figures S1 and S2). In this study, the incidence of PSA bounce for CIRT was 55.7%, which was higher than that reported for other radiotherapy modalities, warranting future validation.



High prevalence of PSA bounce among younger patients was consistent with previous reports on SBRT [15,16] and brachytherapy [17]. The mechanisms underlying PSA bounce and its association with age have not been fully elucidated. However, Yamamoto et al. demonstrated an increase in tumor-infiltrative CD3 and cytotoxic CD8 cells in bounce-positive patients [18], seemingly explaining the higher incidence of PSA bounce in younger (i.e., more immunocompetent) patients.



Predictive significance of PSA bounce with a cutoff of 0.2 ng/mL on favorable PSA failure-free survival was consistent with previous reports on EBRT [19] and brachytherapy [17]. In our study, follow-up was limited to 5 years. Therefore, a longer follow-up will clarify this issue further.



PSA surge has not been reported previously for any radiotherapy modality. However, we cannot conclude at this stage that PSA surge is a CIRT-specific phenomenon because most previous studies analyzing PSA kinetics after non-CIRT radiotherapies lack the one-month post-treatment time point. Differences between PSA surge and bounce in predictive clinical factors and in predictive ability for PSA failure indicate that they are physiologically distinct. Predictive significance of greater prostate volume on higher incidence and no predictive significance on PSA failure indicate that PSA surge may derive from the normal prostate tissues irradiated with carbon ions. Further research is needed to elucidate this issue.




4. Materials and Methods


4.1. Patient Eligibility


This was a prospective observational study including patients with newly diagnosed, histologically confirmed prostate adenocarcinoma who met the following criteria: (i) treated with CIRT at Gunma University Heavy Ion Medical Center, between July 2010 and July 2015; (ii) staged as T1–T3N0M0 according to the International Union Against Cancer TNM classification (2002); (iii) no neoadjuvant, adjuvant, or concurrent ADT; and (iv) followed up at least 3 years post-CIRT. This study was approved by the institutional ethical review board (Ethical Review Committee of Gunma University Hospital. The approval code: #693. The date of approval: 26 May 2010). Written informed consent was obtained from all patients.




4.2. Carbon Ion Radiotherapy


CIRT was performed as described previously [20]. Briefly, the patients’ feet were set in a customized cradle (Moldcare; Alocare, Tokyo, Japan), and the pelvis was immobilized using a low-temperature thermoplastic sheet (Shellfitter; Kuraray, Co., Ltd., Osaka, Japan). Sterilized saline (100 mL) was inserted into the bladder, and the rectum was emptied using an enema. Computed tomography (CT) images were obtained at 2 mm thickness. Treatment planning was performed using Xio-N software (Elekta, Stockholm, Sweden and Mitsubishi Electric, Tokyo, Japan) on the CT images fused with magnetic resonance images. Clinical target volume (CTV) included the prostate and the proximal seminal vesicles (SVs). Planning target volume (PTV)1 was created by adding the anterior and lateral margins of 10 mm, cranial and caudal margins of 6 mm, and a posterior margin of 5 mm to the CTV, with lateral margins to the SVs of 3 mm. PTV2 was created by modifying PTV1, where the posterior edge was set in front of the anterior wall of the rectum. Each field was designed using spread-out Bragg peak, multi-leaf collimators, and custom-made compensation bolus. Carbon ion irradiation consisted of 57.6 Gy (relative biological effectiveness (RBE)) in 16 fractions (4 fractions per week). The first nine sessions targeted PTV1, followed by seven sessions that targeted PTV2. One irradiation field was used for each session; one anterior field and lateral opposing fields for PTV1, and lateral opposing fields for PTV2. Sterilized saline (100 mL) was inserted into the bladder for the session using the anterior field. Patient positioning was three-dimensionally corrected using bone-matching systems.




4.3. PSA Assessment


CIRT was initiated on day 0. PSA was measured at 1, 2, 3, 6, 9, 12, 15, 18, 21, 24, 30, 36, 42, 48, 54, and 60 months post-CIRT at Gunma University Hospital. PSA bounce was defined as an increase in PSA over a cutoff followed by a spontaneous decrease to or below the pre-bounce nadir [17]. PSA failure was determined based on the Phoenix criteria (nadir + 2.0 ng/mL) [21]. A temporary PSA increase of ≥2.0 ng/mL was not classified as failure [22].




4.4. Statistical Analysis


Association of clinical variables with PSA kinetics was assessed by logistic regression [17]. Association of PSA kinetics with PSA failure-free survival was assessed by the Kaplan–Meier method with log-rank comparison [17,19]. Differences in continuous variables between the two groups were evaluated using the Mann–Whitney U test. Statistical analyses were performed using Stata/MP 13 (Stata Corp, College Station, TX, USA) or Prism8 (GraphPad Software, San Diego, CA, USA). p < 0.05 was considered statistically significant.





5. Conclusions


We demonstrated the post-treatment PSA kinetics in prostate cancer patients treated with CIRT for the first time in a single-institution prospective observational study. PSA bounce can be distinguished from PSA failure in terms of timing of occurrence and amplitude, which will be useful information in the post-treatment surveillance of CIRT.








Supplementary Materials


The following are available online at https://www.mdpi.com/2072-6694/12/3/589/s1, Figure S1: Proportion of patients experiencing PSA bounce after radiotherapy, Figure S2: PRISMA flow chart for the systematic literature review on the previous studies that report PSA bounce after radiotherapy in androgen deprivation therapy-free prostate cancer patients using the cutoff of 0.2 ng/mL.





Author Contributions


Conceptualization, T.O. (Takahiro Oike); formal analysis, N.D.M.D. and T.O. (Takahiro Oike); investigation, N.D.M.D., H.K. (Hidemasa Kawamura), M.K., N.K., H.S., Y.M. (Yuhei Miyasaka), H.K. (Hiroyuki Katoh), H.I., H.M., and Y.M. (Yoshiyuki Miyazawa); data curation, N.D.M.D. and T.O. (Takahiro Oike); writing—original draft preparation, N.D.M.D.; writing—review and editing, T.O. (Takahiro Oike); supervision, T.O. (Tatsuya Ohno), T.N., S.G., K.S., and K.I. All authors have read and agreed to the published version of the manuscript.




Funding


This research was supported by Gunma University Heavy Ion Medical Center.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Sanda, M.G.; Cadeddu, J.A.; Kirkby, E.; Chen, R.C.; Crispino, T.; Fontanarosa, J.; Freedland, S.J.; Greene, K.; Klotz, L.H.; Makarov, D.V.; et al. Clinically localized prostate cancer: AUA/ASTRO/SUO guideline. part I: Risk stratification, shared decision making, and care options. J. Urol. 2018, 199, 683–690. [Google Scholar] [CrossRef]

	



Nomiya, T.; Tsuji, H.; Kawamura, H.; Ohno, T.; Toyama, S.; Shioyama, Y.; Nakayama, Y.; Nemoto, K.; Tsujii, H.; Kamada, T. A multi-institutional analysis of prospective studies of carbon ion radiotherapy for prostate cancer: A report from the Japan Carbon Ion Radiation Oncology Study Group (J-CROS). Radiother. Oncol. 2016, 121, 288–293. [Google Scholar] [CrossRef]

	



Parker, C.; Gillessen, S.; Heidenreich, A.; Horwich, A. Cancer of the prostate: ESMO clinical practice guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2015, 26, v69–v77. [Google Scholar] [CrossRef]

	



Mohler, J.L.; Antonarakis, E.S.; Armstrong, A.J.; D’Amico, A.V.; Davis, B.J.; Dorff, T.; Eastham, J.A.; Enke, C.A.; Farrington, T.A.; Higano, C.S.; et al. Prostate cancer, version 2.2019, NCCN clinical practice guidelines in oncology. J. Natl. Compr. Canc. Netw. 2019, 17, 479–505. [Google Scholar] [CrossRef]

	



Jiang, N.Y.; Dang, A.T.; Yuan, Y.; Chu, F.I.; Shabsovich, D.; King, C.R.; Collins, S.P.; Aghdam, N.; Suy, S.; Mantz, C.A.; et al. Multi-institutional analysis of prostate-specific antigen kinetics after stereotactic body radiation therapy. Int. J. Radiat. Oncol. 2019, 105, 628–636. [Google Scholar] [CrossRef]

	



Mazeron, R.; Bajard, A.; Montbarbon, X.; Gassa, F.; Malet, C.; Clippe, S.; Bringeon, G.; Desmetre, O.; Pommier, P. Permanent 125i seed prostate brachytherapy: Early PSA value as a predictor of PSA bounce occurrence. Radiat. Oncol. 2012, 7, 46. [Google Scholar] [CrossRef] [PubMed]

	



Wallner, K.; Blasko, J.; Dattolli, M. Prostate Brachytherapy Made Complicated; SmartMedicine Press: Seattle, CA, USA, 1997; pp. 14.11–14.15. [Google Scholar]

	



Caloglu, M.; Ciezki, J. Prostate-specific antigen bounce after prostate brachytherapy: Review of a confusing phenomenon. Urology 2009, 74, 1183–1190. [Google Scholar] [CrossRef] [PubMed]

	



Crook, J.; Gillian, C.; Yeung, I.; Austen, L.; Mclean, M. PSA kinetics and PSA bounce following permanent seed prostate brachytherapy. Int. J. Radiat. Oncol. Biol. Phys. 2007, 69, 426–433. [Google Scholar] [CrossRef] [PubMed]

	



Zietman, A.L.; Christodouleas, J.P.; Shipley, W.U. PSA bounces after neoadjuvant androgen deprivation and external beam radiation: Impact on definitions of failure. Int. J. Radiat. Oncol. Biol. Phys. 2005, 62, 714–718. [Google Scholar] [CrossRef]

	



King, C.R.; Freeman, D.; Kaplan, I.; Fuller, D.; Bolzicco, G.; Collins, S.; Meier, R.; Wang, J.; Kupelian, P.; Steinberg, M.; et al. Stereotactic body radiotherapy for localized prostate cancer: Pooled analysis from a multi-institutional consortium of prospective phase II trials. Radiother. Oncol. 2013, 109, 217–221. [Google Scholar] [CrossRef]

	



Mehta, N.H.; Kamrava, M.; Wang, P.C.; Steinberg, M.; Demanes, J. Prostate-specific antigen bounce after high-dose-rate monotherapy for prostate cancer. Int. J. Radiat. Oncol. Biol. Phys. 2013, 86, 729–733. [Google Scholar] [CrossRef] [PubMed]

	



Mitchell, D.M.; Swindell, R.; Elliott, T.; Wylie, J.P.; Taylor, C.M.; Logue, J.P. Analysis of prostate-specific antigen bounce after I125 permanent seed implant for localised prostate cancer. Radiother. Oncol. 2008, 88, 102–107. [Google Scholar] [CrossRef] [PubMed]

	



Kim, H.J.; Phak, J.H.; Kim, W.C. Prostate-specific antigen kinetics after stereotactic body radiotherapy as monotherapy or boost after whole pelvic radiotherapy for localized prostate cancer. Prostate Int. 2015, 3, 118–122. [Google Scholar] [CrossRef] [PubMed]

	



Vu, C.C.; Haas, J.A.; Katz, A.E.; Witten, M.R. Prostate-specific antigen bounce following stereotactic body radiation therapy for prostate cancer. Front. Oncol. 2014, 4, 1–4. [Google Scholar] [CrossRef] [PubMed]

	



Kishan, A.U.; Wang, P.; Upadhyaya, S.K.; Hauswald, H.; Demanes, D.J.; Nickols, N.G.; Kamrava, M.; Sadeghi, A.; Kupelian, P.A.; Steinberg, M.L.; et al. SBRT and HDR brachytherapy produce lower PSA nadirs and different PSA decay patterns than conventionally fractionated IMRT in patients with low- or intermediate-risk prostate cancer. Pract. Radiat. Oncol. 2016, 6, 268–275. [Google Scholar] [CrossRef] [PubMed]

	



Caloglu, M.; Ciezki, J.P.; Reddy, C.A.; Angermeier, K.; Ulchaker, J.; Chehade, N.; Altman, A.; Magi-Galuzzi, C.; Klein, E.A. PSA bounce and biochemical failure after brachytherapy for prostate cancer: A study of 820 patients with a minimum of 3 years of follow-up. Int. J. Radiat. Oncol. Biol. Phys. 2011, 80, 735–741. [Google Scholar] [CrossRef]

	



Yamamoto, Y.; Offord, C.P.; Kimura, G.; Kuribayashi, S.; Takeda, H.; Tsuchiya, S.; Shimojo, H.; Kanno, H.; Bozic, I.; Nowak, M.A.; et al. Tumour and immune cell dynamics explain the PSA bounce after prostate cancer brachytherapy. Br. J. Cancer 2016, 115, 195–202. [Google Scholar] [CrossRef]

	



Romesser, P.B.; Pei, X.; Shi, W.; Zhang, Z.; Kollmeier, M.; McBride, S.M.; Zelefsky, M.J. Prostate-specific antigen (PSA) bounce after dose-escalated external beam radiation therapy is an independent predictor of psa recurrence, metastasis, and survival in prostate adenocarcinoma patients. Int. J. Radiat. Oncol. Biol. Phys. 2018, 100, 59–67. [Google Scholar] [CrossRef]

	



Ishikawa, H.; Katoh, H.; Kaminuma, T.; Kawamura, H.; Ito, K.; Matsui, H.; Hirato, J.; Shimizu, N.; Takezawa, Y.; Tsuji, H.; et al. Carbon-ion radiotherapy for prostate cancer: Analysis of morbidities and change in health-related quality of life. Anticancer Res. 2015, 35, 5559–5566. [Google Scholar]

	



Roach, M., III; Hanks, G.; Thames, H., Jr.; Schellhammer, P. Defining biochemical failure following radiotherapy with or without hormonal therapy in men with clinically localized prostate cancer: Recommendations of the RTOG-ASTRO Phoenix consensus conference. Int. J. Radiat. Oncol. Biol. Phys. 2006, 65, 965–974. [Google Scholar] [CrossRef]

	



Åström, L.; Sandin, F.; Holmberg, L. Good prognosis following a PSA bounce after high dose rate brachytherapy and external radiotherapy in prostate cancer. Radiother. Oncol. 2018, 129, 561–566. [Google Scholar] [CrossRef] [PubMed]








[image: Cancers 12 00589 g001 550] 





Figure 1. Post carbon ion radiotherapy (CIRT: carbon ion radiotherapy) prostate-specific antigen (PSA) kinetics. (A) PSA failure-positive patients (n = 8). (B) PSA failure-negative patients (n = 123). (C–E) Representative patients experiencing (C) PSA bounce, (D) surge, or (E) both. Red and black arrows indicate bounce and surge, respectively. 
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Figure 2. Frequency distribution of PSA bounce, surge, and failure post-CIRT (n = 131). 
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Figure 3. Kaplan–Meier estimates of PSA failure-free survival. (A) PSA bounce-positive vs. -negative patients. (B) PSA surge-positive vs. -negative patients. Cutoff, 0.2 ng/mL. p-values were determined by log-rank test. 
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Table 1. Patient characteristics.
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	Characteristics
	All Patients (n = 131)





	Age, mean (range)
	64 (48–80)



	T classification, n (%)
	



	T1c
	60 (45.8)



	T2a
	63 (48.1)



	T2b
	8 (6.1)



	Gleason score, n (%)
	



	6
	30 (22.9)



	7
	101 (77.1)



	Pretreatment PSA (ng/mL), median (range)
	5.43 (1.86–10.47)



	Prostate volume (mL), median (range)
	37.82 (21.31–117.11)







PSA, prostate-specific antigen.
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Table 2. Predictive factors for PSA bounce or surge.
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Variables

	
PSA Bounce (≥0.2 ng/mL)

	
PSA Surge (≥0.2 ng/mL)




	
Univariate

	
Multivariate

	
Univariate

	
Multivariate




	
OR

	
95% CI

	
p

	
OR

	
95% CI

	
p

	
OR

	
95% CI

	
p

	
OR

	
95% CI

	
p






	
Age

	
0.92

	
0.87–0.97

	
0.003

	
0.92

	
0.87–0.98

	
0.008

	
0.97

	
0.91–1.03

	
0.31

	
0.96

	
0.90–1.02

	
0.21




	
T2a–T2b *

	
0.49

	
0.24–1.00

	
0.05

	
0.65

	
0.31–1.39

	
0.27

	
0.79

	
0.35–1.76

	
0.56

	
1.03

	
0.42–2.54

	
0.95




	
GS 7 **

	
0.80

	
0.35–1.83

	
0.59

	
0.97

	
0.40–2.36

	
0.95

	
0.37

	
0.12–1.17

	
0.09

	
0.47

	
0.14–1.61

	
0.23




	
Pretreatment PSA

	
0.88

	
0.73–1.07

	
0.20

	
0.88

	
0.71–1.07

	
0.20

	
0.87

	
0.70–1.08

	
0.21

	
0.82

	
0.65–1.04

	
0.11




	
Prostate volume

	
1.00

	
0.98–1.02

	
0.96

	
1.00

	
0.98–1.03

	
0.71

	
1.07

	
1.02–1.13

	
0.003

	
1.08

	
1.03–1.14

	
0.002








Results of logistic regression are shown. PSA, prostate-specific antigen; OR, odds ratio; CI, confidence interval; GS, Gleason score. * T1c as reference. ** GS 6 as reference. Bold words: statistically significant values. Bold words: statistically significant values.
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Table 3. Predictive ability of PSA bounce or surge on PSA failure-free survival rate.
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Cutoff

(ng/mL)

	
PSA Bounce

	
PSA Surge




	
Bounce (+)

	
Bounce (−)

	

	
Surge (+)

	
Surge (−)

	




	
n at Risk

	
Rate

	
95% CI

	
n at Risk

	
Rate

	
95% CI

	
p

	
n at Risk

	
Rate

	
95% CI

	
n at Risk

	
Rate

	
95% CI

	
p






	
≥0.2

	
73

	
100

	
100–100

	
58

	
81.50

	
65.83–90.47

	
<0.001

	
89

	
95.79

	
87.36-98.64

	
33

	
84.76

	
64.04–94.05

	
0.08




	
≥0.6

	
33

	
100

	
100–100

	
98

	
89.57

	
80.01–94.70

	
0.09

	
82

	
95.37

	
86.16–98.51

	
40

	
87.49

	
69.69–95.18

	
0.19




	
≥1.0

	
17

	
100

	
100–100

	
114

	
91.03

	
82.66–95.46

	
0.27

	
75

	
94.94

	
84.94–98.36

	
47

	
89.21

	
73.45–95.86

	
0.34




	
≥1.4

	
9

	
100

	
100–100

	
122

	
91.57

	
83.68–95.75

	
0.43

	
64

	
94.25

	
83.04–98.13

	
58

	
91.05

	
77.58–96.60

	
0.61




	
≥2.0

	
3

	
100

	
100–100

	
128

	
91.93

	
84.34–95.93

	
0.62

	
54

	
95.57

	
83.09–98.90

	
68

	
90.64

	
78.76–96.03

	
0.45








Results of log-rank test are shown. PSA, prostate-specific antigen; CI, confidence interval. Bold words: statistically significant values.
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