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High-Fidelity (HF) planning in Ethos 2.0 provided limited overall dosimetric benefit for

prostate SBRT but may be advantageous in cases where reduction of distal dose is
prioritized. Its clinical use should be balanced against increased optimization time and the

REFERENCES potential impact on doses to nearby organs at risk within the adaptive workflow.
Kishan AU, King CR. Stereotactic body radiotherapy for low- and intermediate-risk prostate cancer. Semin Radiat Oncol. 2017;27(3):268-78.
2. King CR, Freeman D, Kaplan I, et al. Stereotactic body radiotherapy for localized prostate cancer: pooled analysis from a multi-institutional consortium of prospective phase Il trials. Radiother The Acuros iCBCT reconstruction a|gorithm demonstrated Clinically acceptable accuracy

Oncol. 2013;109(2):217-21. for direct HyperSight CBCT—based dose calculation, supporting its feasibility for adaptive

3. Widmark A, Gunnlaugsson A, et al. Ultra-hypofractionated versus conventionally fractionated radiotherapy for prostate cancer: 5-year outcomes of the HYPO-RT-PC randomised, non-inferiority, _ _ _
phase 3 trial. Lancet. 2019;394:385-95. radiotherapy workflows. This approach may reduce dependence on synthetic CT
4. Ponsky LE, Fuller DB, Meier RM, Ma CM, editors. Robotic radiosurgery treating prostate cancer and related genitourinary applications. Berlin Heidelberg: Springer-Verlag; 2012. generatign; however, further studies are needed to determine whether it offers
5. Ma CM. Physics and dosimetric principles of SRS and SBRT. Mathews J Cancer Sci. 2019;4(2):22. - _ :
6. Yan D, Vicini F, Wong J, Martinez A. Adaptive radiation therapy. Phys Med Biol. 1997:42(1):123-32. advantages over current synthetic CT-based dose calculation methods.
7. Sonke JJ, Aznar M, Rasch C. Adaptive radiotherapy for anatomical changes. Semin Radiat Oncol. 2019;29(3):245-57.
8. Ma CM. Adaptive radiation therapy for prostate cancer. In: Li XA, editor. Adaptive radiation therapy. New York: CRC Press; 2011. p. 331-50.
9. Panetta JV, Eldib A, Meyer J, Galloway T, Price RA, Ma CM. Experience and uncertainty analysis of CT-based adaptive radiotherapy for abdominal treatments. Phys Med. 2025;131:104946. CONTACT robab.hashemi@fccc.edu




	Slide 1

