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will include the side effect profile of the
treatments in addition to the potential
benefits before making their treatment
decision.
Treatment options for localised
prostate cancer
Active surveillance
Patients undergoing active surveillance
will have ongoing tests, scans and
consultations with their specialist at
regular intervals to ensure that their
prostate cancer has not spread. 
If evidence of disease progression is
demonstrated while on active
surveillance treatment in the form of
radiotherapy or surgery can be offered.

The aim of active surveillance is to
enable men to avoid or delay the
potential side effects from prostate
cancer treatments safely which may
include incontinence, erectile
dysfunction and bowel problems. 
Active surveillance is recommended

for low-risk prostate cancer in men who
are candidates for active treatment.
Currently low-risk prostate cancer is
defined as PSA < 10 ng/ml and Gleason
score < 7 (ISUP grade 1) and cT1-2a.25 In
the UK National Prostate Cancer Audit
Report for 2015-2016 only 8% of men
with prostate cancer received
potentially unnecessary treatment for
low-risk disease indicating that clinicians
are practising in accordance with
national guidelines.17
Recent UK evidence suggests that

50% of men on active surveillance do
not require treatment within ten years of
their diagnosis.20

Radiotherapy 
External beam radiation has been
shown to be more effective when given
in combination with androgen
deprivation therapy (ADT). Patients
choosing this treatment option will be
started on ADT before radiotherapy and
will continue this for a period after
completing their radiotherapy course.
External beam radiation usually involves
4-6 weeks of daily outpatient treatment.21
Brachytherapy is an alternative way to

deliver radiation but from inside the
prostate. Very small radioactive seeds
are inserted into the prostate gland
under anaesthetic. The seeds release
radiation into the prostate slowly over a
6-12 month period. ADT is not routinely
given in combination with brachytherapy,
the nuances of this and whether
additional external beam radiation is
required would be discussed by the
specialist at a consultation. The side
effects of radiation include urinary
symptoms, bowel symptoms, erectile
dysfunction, fatigue and those
associated with ADT. Loss of libido,
erectile dysfunction, hot flushes, changes
in body composition including weight
gain and gynaecomastia are commonly
recognised side effects of ADT.

Radical prostatectomy
Radical prostatectomy is now most
commonly performed using a robot-
assisted minimally invasive keyhole
approach in the UK although
conventional laparoscopic or open
surgery is still carried out.17 If the patient
chooses to undergo surgery the
surgeon should discuss their surgical
approach and outcomes with them. 
It has been shown that the experience

of the surgeon rather than the surgical
modality is the most important factor in
oncological outcomes. There is no
significant difference in oncological
outcomes between the surgical
techniques. Men undergoing minimally
invasive surgery are more likely to have
a shorter postoperative stay in hospital
and less likely to receive a blood
transfusion after surgery. Surgeon
reported outcomes after radical
prostatectomy are now published on
line and patients can access this
information.22 The side effects of
surgery include incontinence and
erectile dysfunction.

Watchful waiting
Some men diagnosed with localised
prostate cancer may suffer from

key points
SELECTED BY

Dr Phillip Bland
Former GP, Dalton-in-Furness, UK

Prostate cancer is the most common cancer in men in 
the UK. Men have a 1 in 8 lifetime risk of being diagnosed
with the disease. GP referral is the route by which the
highest proportion of prostate cancer cases are
diagnosed at an early stage. In the UK, at least 4 in 10
prostate cancer cases are diagnosed at a late stage.
When prostate cancer cases are identified as an
emergency presentation, more than 70% have
advanced disease when treatment options may be
more limited. Factors associated with an increased risk
of the disease include age > 50 years, black ethnicity, a
first-degree relative with prostate cancer, and obesity.

Patients may present with erectile dysfunction or 
lower urinary tract symptoms (LUTS) such as frequency,
hesitancy, nocturia, or haematuria. However, LUTS may be
due to benign prostate enlargement. Asymptomatic men
may request an assessment of their prostate cancer risk
because of a family history or in response to awareness
campaigns. Asymptomatic men should be counselled
about the risks and benefits of undergoing a PSA test prior
to making a decision. 

Repeated PSA screening at one-, two- or four-year
intervals has been shown to reduce prostate cancer
mortality and metastatic disease whereas a single 
PSA screening intervention did not reduce mortality.
PSA testing should not be carried out in the presence 
of an active urinary tract infection, if ejaculation or
vigorous exercise has taken place in the past 48 hours,
or if a prostate biopsy has been performed in the
previous six weeks. Digital rectal examination should be
performed in all men presenting with concerns about
possible prostate cancer. The PSA test should be
repeated prior to referral to secondary care.

Untargeted systematic transrectal ultrasound (TRUS) 
guided prostate biopsies, which until recently accounted
for more than 90% of prostate biopsies performed in
the UK have been shown to miss around half of clinically
significant prostate cancers. Multiparametric magnetic
resonance imaging (MP-MRI) followed by targeted
prostate biopsies if abnormal lesions are identified has
been shown both to improve detection of clinically
significant prostate cancers and enable approximately
28% of men to avoid a prostate biopsy.

PSA is an excellent test for monitoring prostate cancer 
patients after active treatment to identify recurrent
disease at a stage where further treatment might be
effective. After radical prostatectomy, successful
treatment should result in a PSA which is either
undetectable or < 0.1 ng/ml. A PSA rise to > 0.2 ng/ml is
considered indicative of recurrent disease and should
trigger a referral for specialist review. After radiotherapy,
successful treatment should result in the PSA being very
low. The definition of biochemical evidence of disease
recurrence after treatment is a rise of  ≥ 2 ng/ml above
the lowest post-treatment PSA value. A rise above this
level should trigger a referral for specialist review.

‘It has been shown
that the experience
of the surgeon
rather than the
surgical modality is
the most important
factor in oncological
outcomes’

‘External beam
radiation has been
shown to be more
effective when
given in combination
with androgen
deprivation therapy’


