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SYMPOSIUM MEN’S HEALTH
EARLY PROSTATE CANCER

there are no long-term follow-up data
for these treatments and thus they are
not recommended by NICE outside
clinical trials.2

FOLLOW-UP 
The primary aims of follow-up after
treatment of localised prostate cancer
are to identify and treat side effects of
therapy and to monitor individuals’
response to treatment. It should also
address men’s holistic needs whether
physical, emotional or psychological.
The care of patients beyond the
diagnosis and treatment phases of
cancer is termed survivorship and is
increasingly important as the number
of men living with, and beyond, a
prostate cancer diagnosis continues to
rise exponentially.25 The role GPs can
play in prostate cancer survivorship
programmes has been described in a
previous article in this journal.26

PSA is used to monitor patients after
active treatment. The aim of follow-up
is to identify recurrent disease at a
stage where further treatment might
be effective. Although conventional
follow-up was predominantly hospital
based updated NICE guidance now
recommends that after 6 months’
follow-up, a remote follow-up strategy
for men with a stable PSA should be
considered.2 In contemporary practice
patients should be empowered to self-
manage their own follow-up where
appropriate. When stable, prostate
cancer patients who have undergone
active treatment are discharged to
primary care for follow-up and a clear
management plan should be detailed
by the discharging team. 

Following 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 an urgent
referral for specialist review.27

The rationale behind assessment
and investigation in secondary care at
this point is to establish whether or not
any prostate cancer recurrence is
confined to the pelvis. If there is no
evidence of disease outside the pelvis
then men may be offered more
treatment with the intention of curing
their disease. Such treatments are
termed salvage treatments. After
surgery (a radical prostatectomy) the
most common salvage treatment is
radiotherapy. Patients who have
biochemical recurrence with no
evidence of visible disease detected
on imaging are counselled very
carefully before making their
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treatment decision. All additional
treatment carries a risk of side effects
and the chance it may ultimately not
cure their disease. Some men will have
a greater probability of dying from
other comorbidities or old age than
their prostate cancer even if it has
recurred. For these reasons many men
may opt initially for close observation
with PSA monitoring alone in
secondary care. 

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 or more above the lowest PSA
value after treatment. A rise above this
level should trigger an urgent referral
for specialist review so that salvage
treatments may be considered if
appropriate. Surgery in the form of a
salvage radical prostatectomy is the
most common treatment offered after
failed radiotherapy.28

CONCLUSION
During a patient’s prostate cancer
journey he may see numerous
members of the secondary care team
and receive a huge amount of
information to process. For most men
and their families their GP remains a
trusted person who knows them well
and as such can provide a valuable
source of clear information, guidance
and reassurance throughout the
pathway.

GPs play a pivotal role once patients
have made their treatment decision
and are in long-term follow-up. GPs
have expertise in managing patients
with coexisting chronic medical
conditions and supporting patients to
lead as healthy and active a life for as
long as possible. Prostate cancer
survivors value a holistic approach and
it is important for GPs to be aware of
individuals’ oncological, functional and
psychological needs and where to
signpost patients for additional
support locally if required. 

The American Cancer Society has
issued guidelines for primary care
physicians responsible for managing
men with prostate cancer in the
community. These provide a
comprehensive summary of the
evidence base for managing the wide
variety of long-term effects survivors
may present with.29
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In 2017, 48,600 men were diagnosed with prostate 
cancer in the UK and it remains the most common male
cancer. Men born after 1960 now have a 1 in 6 estimated
lifetime risk of being diagnosed with prostate cancer.
Common symptoms that lead men to present to their GP
which should stimulate a discussion about prostate cancer
risk are: problems with urination; blood in the urine or semen;
erectile dysfunction; pain in the hips, back, or bones; weakness
or numbness in the lower limbs or loss of bladder control. 

Factors known to be associated with an increased risk are: 
age; ethnicity; family history with a first-degree relative
affected; genetics such as BRCA2 mutations; and obesity.
Most men with prostate cancer are diagnosed over the age
of 50 years. Black African men have a lifetime risk of 1 in 4 of
developing the disease. Prostate cancer risk is 2.1-2.4 times
higher in men whose father has/had the disease and 2.9-3.3
times higher in men whose brother has/had the disease.
The risk of advanced prostate cancer increases by 9% for
every 5-unit increment in BMI.

NICE recommends that men over 50 years old who 
request a PSA should be fully counselled about the test
beforehand. The test should also be offered to men with
LUTS or an abnormal DRE. A prostate that feels malignant
on DRE should trigger a fast-track referral to secondary
care even if the PSA is normal. Men with PSA values above
the age-specific reference range should also be referred to
urology urgently, via a suspected cancer pathway referral.
Men referred to urology with suspected prostate cancer
who would be eligible for curative treatment will routinely
be offered a multiparametric magnetic resonance imaging
(MP-MRI) scan of their prostate. This technique is able to
identify abnormal areas in the prostate, consistent with
significant prostate cancer which merit further investigation,
better than untargeted prostate biopsies alone. PSA and
MRI abnormalities alone are not enough to confirm a
diagnosis of prostate cancer. A tissue diagnosis is usually
mandated for curative treatment options to be considered. 

Localised prostate cancer treatment options include: active 
surveillance, radiotherapy by external beam radiation
which is more effective when given in combination with
androgen deprivation therapy, brachytherapy, and radical
prostatectomy which is now most commonly carried out
using a robot-assisted approach in the UK.

The primary aims of follow-up are to identify and treat 
side effects of therapy and to monitor response to treatment.
PSA is used to monitor patients after active treatment.
Following 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 an
urgent referral. After radiotherapy, successful treatment
should result in the PSA being very low. A rise of 2 ng/ml 
or more above the lowest value after treatment should
trigger an urgent referral.


