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74% and 52%, respectively. The
principal side-effects are caused by
damage to the bladder, urethra and
rectum from the radiation scatter.
Urinary frequency and urgency are
common. In its severe form, urinary
bleeding and pain may occur in 2–3%
of patients. Rectal side-effects consist
of urgency, frequency and tenesmus. If
severe, rectal bleeding, pain or fistula
may very occasionally require a
colostomy. Erectile dysfunction
resulting from damage to the
neurovascular supply to the corpora
cavernosa can also occur, typically
over a 6–18-month period. 

Low-dose seed brachytherapy
involves placing either iodine125 or
palladium103 seeds into the prostate via
the transperineal route, using a
template and TRUS guidance. The
results of seed brachytherapy in low-
risk men (PSA < 10 ng/ml, Gleason
score < 7 and ≤ cT2b) is equivalent to
radical prostatectomy at 10 years, but
they are highly dependent on the
quality of seed placement. The results
in patients with intermediate risk are
worse, however, with freedom from
recurrence approximately 66% at 
10 years. 

The method is popular, particularly
in the USA, because of its low
morbidity – the side-effects include
lower urinary tract symptoms which
are a direct result of the seeds. Rectal
symptoms and incontinence are
unusual, but erectile dysfunction may
develop over time and disease
recurrence may occur.

Active surveillance
This is usually reserved for men with
small volume and low-to-moderate
grade prostate cancer, who have a low
risk of death from the disease. These
men would be eligible for curative
therapy, but this option is deferred
until objective signs of progression are
observed.6 This approach means the

majority of men are spared the side-
effects of curative therapy when they
do not require it. 

During active surveillance, men are
followed closely with repeated PSA
measurements and DREs, and repeat
prostate biopsies. A PSA test can be
taken immediately after a DRE. (A
gentle  DRE will not result in a PSA rise.
However, a more thorough massage,
as for a PCA test will). 

If the cancer appears to progress
significantly, curative therapy is
initiated before the cancer becomes
incurable. The cancer-specific survival
in men who fit the criteria for active
surveillance is 99% at 8 years’ follow
up.7 While men who undergo active
surveillance avoid the physical side-
effects of cancer treatment, they have
to live with the psychological effects of
having an untreated cancer which may
progress.

Metastatic disease
Although there is a marked trend
towards earlier detection of prostate
cancer, many patients still present with
metastatic disease. In contrast to
localised or locally advanced disease,
metastatic prostate cancer is
associated with high mortality –
approximately 70% within five years. 

Androgen deprivation can be
achieved by orchidectomy, treatment
with a luteinising hormone releasing
hormone (LHRH) analogue or an
antiandrogen. In most cases,
advanced prostate cancers treated
with any form of androgen deprivation
eventually begin to progress, a
phenomenon known as ‘hormone-
refractory’ or ‘androgen-independent’
disease. 

Chemotherapy with docetaxel has
recently been tested in a randomised
trial against mitoxantrone and
prednisone in men with androgen-
independent prostate cancer. The
results of this study (TAX-327) showed
that docetaxel, given in a 3-week
schedule, was superior to
mitoxantrone and prednisone in terms
of decreasing disease progression,
PSA response and improving pain.8 In
addition, docetaxel significantly
improved survival from a median of
16.4 months for mitoxantrone and
prednisone to 18.9 months for 3-
weekly docetaxol, which correlates to
a 24% relative reduction in mortality.
The side-effects associated with
docetaxel include neutropenia, skin
reactions and gastrointestinal
problems.
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Prostate cancer is the most common cancer in men
with more than 35,000 new cases diagnosed annually
and almost 10, 000 deaths from the disease. In general,
the earlier prostate cancer is detected, the better the
outlook for the patient in terms of cure or arresting cancer
progression.

PSA measurement is currently the most effective single
screening test for early detection of prostate cancer.
Approximately 25% of men with PSA levels above the
normal range (≥4 ng/ml) have prostate cancer, and the
risk increases to more than 60% in men with PSA levels
above 10 ng/ml.

The PCA3 is an adjunct to the PSA measurement. 
A PCA3 value of greater than 35 indicates an increased
risk that the prostate harbours a malignancy. This marker
may also be useful in differentiating men with clinically
significant tumours from those with low-risk cancers
which can be managed conservatively.

Transrectal ultrasonography is used to image
the prostate gland and direct the biopsy needle.  A total
of 8-14 biopsies are taken from different regions under
local anaesthesia and with antibiotic cover.  Histological
analysis provides a Gleason score for each core.  The
higher the Gleason score, the greater the risk of prostate
cancer progression and metastasis.   

MRI is widely used to stage prostate cancer locally
and to diagnose or exclude lymph node metastases.
Radionuclide bone scanning is usually performed as a
baseline assessment at the time of the initial diagnosis of
prostate cancer with bone metastases showing up as “hot
spots” affecting the vertebrae, pelvis or long bones.

The aim of active treatment in patients with localised
prostate cancer is usually cure – whether eliminating the
tumour or preventing death from prostate cancer (as
opposed to death with prostate cancer).  

Radical prostatectomy is most appropriate for cases
where it is believed the tumour can be removed
completely by surgery and in patients with no
comorbidity.  Long-term studies have shown normal life
expectancy in those with complete excision of specimen-
confined disease. Radiotherapy offers a particular
advantage in patients who are unsuitable for surgery
because of comorbidity or evidence of extraprostatic
extension of cancer.

Active surveillance is usually reserved for men with small
volume and low-to-moderate grade prostate cancer, who
have a low risk of death from the disease. Careful follow-
up and repeat biopsy is essential to assess possible
progression of cancer.

‘Erectile
dysfunction
after surgery can
now be treated
effectively’




