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Box 2

NICE referral criteria for men with
suspected prostate cancer (NG12)

•Refer men using a suspected cancer
pathway referral (for an appointment
within 2 weeks) for prostate cancer if
their prostate feels malignant on digital
rectal examination (DRE)

•Consider a prostate specific antigen
(PSA) test and DRE to assess for
prostate cancer in men with:
—Any lower urinary tract symptoms,
such as nocturia, urinary frequency,
hesitancy, urgency or retention or
—Erectile dysfunction or
—Visible haematuria

•Refer men using a suspected cancer
pathway referral (for an appointment
within 2 weeks) for prostate cancer 
if their PSA levels are above 
the age-specific reference range

www.nice.org.uk/guidance/ng12
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undergo a PSA test has been made
current evidence supports these men
being offered further PSA tests 
at regular intervals after the initial 
PSA test.9,10

EARLY DETECTION 
PSA alone is not enough to diagnose
prostate cancer, a tissue diagnosis from
a biopsy is mandatory for curative
prostate cancer treatment options to be
considered. A paradigm shift is currently
taking place in the management of
patients who are referred with suspected
prostate cancer to try to reduce
overdiagnosis and overtreatment of
clinically insignificant prostate cancer.
Although this evolution in practice is not
yet reflected in formal guidelines it is
now evident in widespread clinical
practice and several UK led studies
reported recently have driven this
change. 

Untargeted systematic transrectal
ultrasound (TRUS) guided prostate
biopsies, which up till recently
accounted for more than 90% of
prostate biopsies performed in the UK14

have been shown to miss around half of
clinically significant prostate cancers. 

Multiparametric magnetic resonance
imaging (MP-MRI) performed prior to
prostate biopsy has been shown to have
the potential to reduce the overdiagnosis
of clinically insignificant prostate cancer
without missing most clinically
significant cases.15 MP-MRI performed

first followed by targeted prostate
biopsies if abnormal lesions are
identified on the MP-MRI has since been
shown to improve detection of clinically
significant prostate cancers but enable
approximately 28% of men to avoid a
prostate biopsy when compared with
systematic biopsies alone.16

MP-MRI has also demonstrated
particular utility in detecting anterior or
apical tumours which are poorly
sampled by traditional systematic TRUS
biopsies, see figure 1, p11. The ability of
MP-MRI to identify anterior prostate
regions of interest is clinically relevant
because it influences biopsy strategy
thus enabling such areas to be better
targeted. Transperineal prostate
biopsies are considered better for
targeting anterior prostate lesions and
are associated with a lower infection risk
when compared with TRUS prostate
biopsies. The data indicate that use of
MP-MRI prior to biopsy does not appear
to be inferior to standard systematic
prostate biopsies and may be superior.16

Recent reports from the National
Prostate Cancer Audit illustrate that
approximately 70% of centres in the UK
have incorporated MP-MRI prior to
prostate biopsy as part of routine
practice.17

Although the evidence from recent
studies highlights the potential benefits
of pre-biopsy MP-MRI, for these to be
realised in routine clinical practice across
the NHS significant work needs to be
done to standardise the conduct and
reporting of scans to an equivalent
quality of those centres included in the
studies.18 Additionally, capacity planning
for diagnostic pathways and training of
radiologists is necessary, this work is in
progress. It has yet to be demonstrated
whether pre-biopsy MRI as an
intervention will translate into improved
overall prostate cancer survival.

Evolution in prostate cancer
diagnostic pathways in the future will
almost certainly incorporate genomics
and new biomarker blood tests to
improve stratification of prostate cancer
patients and guide treatment options. 

MANAGEMENT
After a prostate cancer diagnosis is
made, the secondary care uro-oncology
multidisciplinary team (MDT) has
several priorities:

•To risk stratify the disease 
— The pathologist allocates a grade to
indicate the likely risk of the disease
identified based on the morphological
appearance. The recently adopted ISUP
prostate cancer grading system, in

addition to the traditional Gleason
grade, is shown in table 2, below. 
The aim of the transition to this
classification system is to simplify and
improve risk stratification. 
— Imaging is also performed to
ascertain the extent of local and distant
spread. If no evidence of spread outside
the prostate gland is demonstrated the
prostate cancer is defined as localised
disease.

•To support the man diagnosed with
prostate cancer
Cancer nurse specialists play a vital role
in supporting men through their cancer
journey acting as a point of contact and
supporting their holistic needs. 

•To guide men through their treatment
options
All new prostate cancer cases are
discussed at an MDT meeting with at
least core members present (radiologists,
oncologists, surgeons and cancer nurse
specialists). The MDT makes decisions
regarding recommended treatment
options for individual patients.

Men will be given the opportunity to
discuss all their treatment options with
their specialist team and this discussion

Table 2 

Prostate cancer classification19

ISUP 
grade*

1

2

3

4

5

*ISUP = International Society of Urological Pathology

Gleason 
score

≤6

3 + 4 = 7

4 + 3 = 7

8

9-10

Morphological appearance

•Only individual discrete well
formed glands

•Predominantly well formed glands
with a lesser component of poorly
formed/fused/cribriform glands

•Predominantly poorly
formed/fused/cribriform glands
with a lesser component of well
formed glands

•Only poorly formed/
fused/cribriform glands or
•Predominantly well formed glands
with a lesser component lacking
glands or 
•Predominantly lacking glands with
a lesser component of well formed
glands

•Lacks gland formation (or with
necrosis) with or without poorly
formed/fused/cribriform glands


