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primary care for follow-up with triggers
for re-referral. In general, men will be
advised to get their PSA checked at 
6 months and then annually with a
trigger based on either PSA density 
(a PSA value which leads to the PSA
density rising above 0.15 ng/ml/ml) or
velocity (a PSA rise which is greater than
0.75 ng/year).3 The PSA density is
calculated by dividing the serum PSA
level (ng/ml) by the volume of the
prostate (ml). The prostate volume is
normally measured from the MRI scan
or transrectal ultrasound scan image.
Both these parameters are indicative of
significant prostate cancer. 

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. Prostate
biopsy is generally carried out under
local anaesthetic using ultrasound
guidance via the transrectal or
transperineal route. 

After a prostate cancer diagnosis is
made, the International Society of
Urological Pathology (ISUP) prostate
cancer grading system21 is used to risk
stratify the disease (see box 2, below).

Imaging is carried out to determine
the extent of local and distant spread. 

If no evidence of spread outside the
prostate gland is shown the cancer is
defined as localised disease. All new
prostate cancer cases are discussed at
an MDT meeting with at least core
members (radiologists, oncologists,
surgeons and cancer nurse specialists)
present. Investigation results are
reviewed and checked and decisions
made regarding recommended
treatment options.

In December 2021, NICE updated the
risk stratification criteria for localised or
locally advanced prostate cancer.
Instead of low-, intermediate- and high-
risk stratification terms being used
alone, it is now recommended that risk
categorisation using the Cambridge
Prognostic Group criteria is used to
guide the treatment recommendations
made by urological cancer MDTs, see
table 2, left.  

Before making a decision about
treatment, men will have the
opportunity to discuss all their
treatment options with the specialist
MDT including the potential side effects
as well as benefits. 

Predict Prostate is an online
individualised prognostic modelling tool,
endorsed by NICE for men with newly
diagnosed non-metastatic prostate
cancer to help them decide between

Box 2 

The ISUP prostate cancer grading system21

Grade 
group

1

2

3

4

5

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

Table 2

Risk stratification and treatment recommendations for localised or locally
advanced prostate cancer3

Cambridge Prognostic 
Group (CPG)

1

2

3

4

5

Criteria

Gleason 6 (grade group 1) 
and
prostate specific antigen
(PSA) < 10 µg/L
and
stages T1-T2

Gleason score 3 + 4 = 7
(grade group 2) or
PSA 10-20  µg/L
and
stages T1-T2

Gleason score 3 + 4 = 7
(grade group 2) and
PSA 10-20  µg/L and
stages T1-T2
Or
Gleason 4 + 3 = 7 (grade
group 3) and stages T1-T2

One of: Gleason score 8
(grade group 4), 
PSA > 20  µg/L, stage T3

Two or more of: Gleason
score 8 (grade group 4),
PSA > 20  µg/L, stage T3
Or
Gleason score 9 to 10
(grade group 5)
Or 
stage T4

Treatment
recommendation

•Offer active surveillance
•Consider radical
prostatectomy or radical
radiotherapy if active
surveillance is not suitable
or acceptable to the person

•Offer a choice between
active surveillance, radical
prostatectomy or
radiotherapy if radical
treatment is suitable

•Offer radical
prostatectomy or radical
radiotherapy
•Consider active
surveillance for people who
choose not to have
immediate radical
treatment

•Offer radical
prostatectomy or radical
radiotherapy when it is likely
that the prostate cancer can
be controlled in the long
term
•Do not offer active
surveillance

•Offer radical
prostatectomy or radical
radiotherapy when it is likely
that the prostate cancer can
be controlled in the long
term
•Do not offer active
surveillance


