
SYMPOSIUMMEN’S HEALTH 
PROSTATE CANCER

patient’s anxiety is relieved during the
postoperative period. Given that
prostate cancer has a long natural
history, this is an important
consideration in terms of the patient’s
quality of life. Long-term studies have
shown normal life expectancies in
those with complete excision of
specimen-confined disease. Ten-year

survival for men
with clinically
localised disease
treated by radical
prostatectomy is
98%, 91% and 76%
for Gleason scores
2–4, 5–7 and 8–10,
respectively.
Moreover, the

procedure also offers definitive
treatment of concomitant BPH. 

The principal adverse events
associated with radical prostatectomy
are persistent stress urinary
incontinence (< 2–3%) and erectile
dysfunction (> 50%); the latter is age
related, tends to improve with time
and can be minimised by nerve-sparing
approaches. Moreover, erectile
dysfunction after surgery can now be
treated effectively. 

Radical prostatectomy, by
whichever means achieved, is believed
by many urologists to offer the best
opportunity for cure in patients with
localised prostate cancer. A
randomised study from Sweden
showed that at a median 8.2 years’
follow-up, radical prostatectomy
reduced prostate cancer related
mortality by 44% and overall death by
26%.4 Recently, laparoscopic radical
prostatectomy has been developed.
The minimally invasive approach
decreases blood loss and
postoperative pain. It can be facilitated
by robotic assistance with the da Vinci
device which provides 3D vision and
10 times magnification.5

External beam radiotherapy is
widely used in the treatment of
localised prostate cancer; it offers a
particular advantage in patients who
are unsuitable for surgery either
because of comorbidity or evidence of
extraprostatic extension of cancer. The
treatment generally involves a seven-
week course of radiotherapy. Ten-year
survival of patients undergoing
external beam radiation for clinically
localised, prostate cancer with
Gleason score 2–4, 5–7 and 8–10 is
reported to be approximately 89%,
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metastasis by MRI. The addition of MR
spectroscopy (evaluation of chemical
metabolites in a small volume of
interest by MR technology) has also
improved the accuracy of MR staging. 

Radionuclide bone scanning is
generally performed as a baseline
assessment at the time of the initial
diagnosis of prostate cancer. Bone

metastases usually show up as “hot
spots” affecting the vertebrae, pelvis
or long bones. If the PSA value is < 10
ng/ml and Gleason score is below 8, it
may be permissible to omit this test, as
it is rarely positive in such
circumstances. The use of this
technique in routine follow-up has
declined as PSA measurements have
been shown to be the most accurate
and cost-effective means of
monitoring bony metastases. 

TREATMENT
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). As men with
localised disease often do not
experience significant disease-related
morbidity for several years after
diagnosis, and curative treatment itself
may result in some morbidity, those
with a shorter life expectancy are likely
to benefit least from radical treatment.
Recent guidelines for the
management of localised prostate
cancer have been issued by NICE.3

Radical prostatectomy involves
surgically removing the entire
prostate, the seminal vesicles and a
variable amount of adjacent tissue. It is
most appropriate for cases where it is
believed the tumour can be removed
completely by surgery and in patients
with no comorbidity. The procedure is
most commonly performed via the
retropubic route, though the perineal
approach can also be used. 

The major advantage of radical
prostatectomy is that it excises all
prostatic tissue and provides precise
histological information and definitive
cure in patients in whom the tumour is
confined to the specimen. Thus, the

prostatic epithelial cells passed in the
urine immediately after a prostate
massage. Prostate cancer cells over-
express PCA3 by around 60 times
more than benign prostatic epithelial
cells.  A urine sample taken
immediately after a prostatic massage
is analysed. A value of greater than 35
indicates that there is an increased risk
that the prostate harbours
a malignancy. 

Furthermore, this new
marker may be useful in
differentiating men with
clinically significant
tumours from those with
low-risk cancers which
can be managed
conservatively.2

Transrectal ultrasonography (TRUS)
is the most commonly used modality
to image the prostate gland and also
to direct the prostate biopsy needle.
Antibiotic treatment, usually with a
quinolone, such as ciprofloxacin, is
given before and after the procedure
to reduce the risk of infection, which is
currently estimated at around 2%.
Usually 8–14 TRUS-guided biopsies are
taken from different regions of the
prostate with an 18-gauge needle. This
procedure is now routinely performed
on an outpatient basis, preferably after
infiltration with local anaesthesia. 

Histological analysis confirms the
presence or absence of cancer and
provides a Gleason score for each
core. Firm evidence exists to confirm
that the higher the Gleason score, the
greater the risk of prostate cancer
progression and metastasis (see 
table 1, below).  

TUMOUR STAGING
MRI is increasingly used to stage
prostate cancer locally and to
diagnose or exclude lymph node
metastases. Promising results have
been reported with the use of ultra-
small super-paramagnetic iron oxide
particles as an aid to evaluating nodal

Table 1 

Prediction of tumour risk7

•Low risk: PSA value equal to or
lower than 10 ng/ml, Gleason score
equal to or lower than six, and clinical
stage T1c or T2a.
•Intermediate risk: PSA > 10-
20ng/ml, Gleason score seven, or
clinical stage T2b.
•High risk: PSA > 20ng/ml, Gleason
score eight to 10, or clinical stage T2c.

‘In the USA, where PSA testing is
widely adopted, the death rate
from prostate cancer is falling
four times faster than in the UK’
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