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CONCLUSIONS
The diagnosis and management of
early prostate cancer continues to
generate much discussion and
controversy. Very recently several
studies have reported superior
outcomes for surgery compared with
either radiotherapy or watchful
waiting, 5,6 but every treatment option
carries the risk of side-effects, which
need to be carefully explained to the
patient and his partner. The recent
vogue for active surveillance, which
features very prominently in the
recently updated NICE guidelines, will
reduce the incidence of these and
should significantly reduce the
potential for overtreatment of low-risk
cancers that are destined never to
affect the patient within his lifespan.

Anxieties persist that our current
methods of initial diagnosis and
staging and subsequent identification
of disease progression are still
suboptimal. Use of genomic markers,
such as the Prolaris test which
identifies and quantifies markers of
cell cycle progression thereby
providing prognostic information, may
prove useful refinements in the future.7
Extensive current research seems
likely to identify other clinically helpful
biomarkers in the near future.8
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One in eight men in the UK will be diagnosed with prostate 
cancer during their lifetime. The risk of prostate cancer is
strongly age-related and is also linked with a Western
lifestyle. Other risk factors include Afro-Caribbean ethnic
origin and a positive family history. The more first-degree
relatives affected the greater the risk of developing the
disease. More than 70 familial prostate cancer susceptibility
genes, including the important breast cancer gene
BRCA2, have now been identified.

A suspicion of a diagnosis of prostate cancer is usually
based on either induration or nodularity of the prostate
on digital rectal examination or, more commonly, a rise in
serum prostate specific antigen (PSA) level. The usual
cut-off point for PSA is taken as 4 ng/ml, but in men
below 65 a value of more than 2.5 ng/ml should raise
suspicion. A progressive rise in PSA over time may also
indicate the possibility of the presence of a cancer within
the prostate. Delayed or missed diagnosis of cancer
constitutes one of the most common causes of complaints
or litigation against GPs.

When prostate cancer is suspected, increasingly urologists 
are requesting multiparametric magnetic resonance
imaging of the gland before deciding whether or not 
a biopsy is indicated. There is a current preference for
using the transperineal route as opposed to a transrectal
approach for prostate biopsies.

The Gleason grading of any cancer identified is an 
important part of the decision-making process concerning
the need for active treatment, as opposed to surveillance
alone. Gleason pattern 6 cancers are regarded as low risk,
Gleason 7 intermediate risk and 8-10 high risk. In patients
diagnosed with intermediate- or high-risk prostate
cancer further investigations are required to determine
the local extent of the disease and to exclude the
presence of metastases.

In low-risk cases (PSA < 10 ng/ml and Gleason score≤6)
the majority of men are now advised to undergo a period
of active surveillance to determine whether or not
intervention by surgery or radiotherapy is required.  
In intermediate-risk cases (PSA 10-20 ng/ml or Gleason
score 7), following an initial discussion about active
surveillance, most urologists advise definitive treatment.
In high-risk patients (PSA > 20 ng/ml or Gleason score 8-10)
active surveillance, is not advised. Instead, surgery, 
or alternatively radiotherapy plus hormone therapy, 
is recommended. With careful technique and an experienced
surgeon, the risk of more than temporary stress urinary
incontinence should be in the order of 2-5%. However, the
chances of erectile dysfunction are considerably greater.


