
SYMPOSIUM MEN’S HEALTH
PROSTATE CANCER

symptoms, bowel symptoms, ED,
fatigue and those associated with ADT.
Loss of libido, ED, hot flushes, changes in
body composition including weight gain
and gynaecomastia are commonly
recognised side effects of ADT.

Surgery
Radical prostatectomy aims to cure
prostate cancer by removing the
prostate gland in its entirety. This is
usually carried out using a robot-
assisted approach in the UK;4 although
conventional laparoscopic and open
surgery are still sometimes performed. 

The surgeon will discuss the surgical
approach and their outcomes with the
patient. It has been shown that the
experience of the surgeon, rather than
the surgical modality, is the most
important factor in oncological
outcomes. Men undergoing minimally
invasive surgery are more likely to have a
shorter hospital stay and be less likely to
require a blood transfusion after surgery.
Centre reported outcomes after radical
prostatectomy are published online and
patients can access this information.26

The side effects of surgery include
incontinence and ED.

Watchful waiting
In watchful waiting treatment is not
started unless symptoms caused 
by prostate cancer develop. Close
monitoring is not carried out. 

Some patients with localised prostate
cancer may have significant comorbidity,
which is more likely to affect their life
expectancy. Others may not wish to
undergo treatment.

Other treatment approaches
High intensity focused ultrasound and
cryotherapy aim to eradicate prostate
cancer by heating or freezing the
prostate respectively. Currently there are
no long-term follow-up data for these
treatments and consequently they are
not recommended by NICE outside
clinical trials or centres which contribute
their outcome data to registries.3

FOLLOW-UP
The aims of follow-up after treatment of
localised prostate cancer are to detect
and treat side effects of therapy and to
monitor individuals’ response to
treatment. Follow-up 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
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conservative and radical treatment
strategies,22 (www.prostate.predict.nhs.uk).

Cancer nurse specialists act as a point
of contact for patients and support their
holistic needs.

LOCALISED PROSTATE CANCER
TREATMENTS
Active surveillance
Active surveillance is recommended for
men with CPG 1 risk disease, should be
offered as a management option to men
with CPG 2 and considered in men with
CPG 3 disease who choose to defer
radical treatment because of the
potential side effects. In clinical practice,
patients’ comorbidities are taken into
account in addition to their preferences. 

Patients on active surveillance have
regular tests, scans and consultations to
detect if their prostate cancer has
spread. If there is evidence of disease
progression either radiation or surgery
can be offered. Active surveillance aims
to enable men to avoid, or delay, the
potential side effects from prostate
cancer treatments such as incontinence,
ED and bowel problems. 

UK data from a randomised
controlled trial showed that 50% of men
on active surveillance (before the
addition of MRI to the diagnostic
pathway) did not require treatment
within ten years of diagnosis.23

Other long-term prospective series
have demonstrated the safety of this
approach within a 15-year timeframe.24

Recommended protocols are described
in the NICE guideline.3

Radiotherapy
External beam radiation is more
effective when given in combination
with androgen deprivation therapy
(ADT). Patients will be started on ADT
before radiation treatment and continue
this for a period after treatment. 
External beam radiation usually involves
4-6 weeks of daily outpatient treatment
during the week.25

In brachytherapy 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 should be discussed
by the specialist.

In high dose rate brachytherapy,
temporary hollow needles are inserted
into the prostate through which
radiation is passed. The source of
radiation is then removed. The side
effects of radiation include urinary
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Prostate cancer is the most common cancer in men in
the UK; each year around 52,254 men are diagnosed with
the condition. The following symptoms that lead men to
present to their GP should stimulate a discussion about
prostate cancer risk: 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. It is crucial to explore the patient’s
reasons for attending as well as his fears and understanding
of prostate cancer risk even if you suspect that any LUTS
reported are due to another cause. 

The risk of prostate cancer increases with age, most
patients are aged over 50 at diagnosis. Black men have a
lifetime risk of 1 in 4 compared with the estimated 1 in 8 risk
faced by the general population. 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. Overweight men are at increased risk
of being diagnosed with advanced prostate cancer.

An assessment of LUTS, relevant risk factors and past 
medical history are essential. NICE recommends performing
a DRE; this will give an impression of prostate size. If the
prostate feels malignant on DRE this should trigger a fast-
track referral to secondary care, via a suspected cancer
pathway referral even if the PSA is normal. A PSA test should
also be offered to men with LUTS or an abnormal DRE. 

Men who would be eligible for curative treatment will 
be offered an MP-MRI scan. This can identify abnormal
areas in the prostate, consistent with significant prostate
cancer which merit further investigation, better than
untargeted prostate biopsies alone. If MP-MRI is performed
first and abnormal lesions are identified, targeted biopsies
of these lesions improve the detection of clinically
significant prostate cancer.  Men investigated using this
pathway who are at low risk of having a significant prostate
cancer will receive counselling and be discharged back 
to 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 or velocity. A tissue diagnosis is usually
mandated for curative treatment options to be considered. 

Radical prostatectomy aims to cure prostate cancer 
by removing the prostate gland in its entirety. 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. Following radiotherapy, successful treatment
should result in the PSA being very low. Biochemical
evidence of disease recurrence after treatment is defined
as 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. 


