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Treatment of prostate cancer

This summary is an overview of the treatment options in patients with prostate cancer. It is usually impossible to state that one therapy is superior to another as there is a profound lack of randomized controlled trials in this field. However, a few recommendations can be made based on the available literature and they are summarized below, divided by stage at diagnosis. 

STAGE
TRAITEMENT
COMMENT

T1a
Watchful 

waiting
Standard treatment for well and moderately differentited tumours and a <10-year life expectancy. In patients with >10-year life expectancy, a restaging with TRUS and biopsy is advised. 


Radical

Prostatectomy 
Optional in young patients with a long life expectancy, especially, for poorly differentiated tumours.


Radiotherapy 
Optional in younger patients with a long life expectancy, especially for poorly differentiated tumours. Higher complication risks after TURP, especially with interstitial radiation .


Hormonal 
Not an option


Combination 
Not an option 

T1b

T2b
Watchful

Waiting
Asymptomatic patients with well and moderately differentiated tumours and a life expectancy < 10 years. Patients who do not accept treatment-related complications


Radical

Prostatectomy
Standard treatment for patients with life expectancy   <10 years who accept treatment-related complications. 


Radiotherapy 
Patients with a life expectancy > 10 years who accept treatment –related complications. Patients with contra-indications for surgery. Unfit patients with a 5-10 year life expectancy and poorly differentiated tumours (combinaison therapy is recommended, see below). 


Hormonal
Symptomatic patients unfit for curative treatment 


Combination 
NHT* + radical prostatectomy : no proven benefit

NHT + radiotherapy : better local control. No proven survival benefit. 

Hormonal (3 years) + radiotherapy : better than radiotherapy in poorly differentiated tumours

T3

T4
Watchful 

Waiting
Option in asymptomatic patients with T3, well and moderately differentiated tumours and a life expectancy < 10 years


Radical

Prostatectomy
Optional for selected patients with small T3, PSA < 20ng/ml, Gleason score < 8 and a life expectancy > 10 years




Radiotherapy
T3 (NO) with > 5-10 years of life expectancy

Dose escalation > 70 Gy seems to be of some benefit. 

If this is not available, a combination with hormonal therapy could be recommended (see below) 


Hormonal 
Symptomatic patients, extensive T3-T4 high prostate – specific antigen level (>25 ng/ml), unfit patients.


Combination 
Radiotherapy + hormonal seems better than radiotherapy alone. 

NHT + radical prostatectomy : no proven benefit. 

*NHT : Neo adjuvant hormonal therapy

Follow-up of prostate cancer patients

The determinations of serum PSA, together with a disease specific history and supplemented by DRE, are the corner-stones in the follow-up of prostate cancer patients. Routine imaging procedures in stable patients are not recommended and should only be conducted in specific situations.

GUIDELINES FOR FOLLOW-UP AFTER TREATMENT WITH CURATIVE INTENT

1. In asymptomatic patients, a disease-specific history and a serum PSA measurement supplemented by DRE are the recommended tests for routine follow-up. These should be performed at 3,6 and 12 months after treatment, then every 6 months until 3 years and then annually. 

2. After radical prostatectomy a serum PSA level of more than 0,2ng/mL is mostly associated with residual or recurrent disease. 

3. After radiation therapy a rising PSA level, rather than a specific threshold value, is the most reliable sign of persistent or recurrent disease.

4. Both a palpable nodule and a rising serum PSA level can be signs of local disease recurrence.

5. Detection of local recurrence by TRUS and biopsy is only recommended if it will affect the plan of treatment. In most cases this is not necessary.

6. Metastasis may be detected by pelvic CT/MRI or bone scan. In asymptomatic patents, these examinations may be omitted if the serum PSA levels is less than 30ng/ml but data on this subject is sparse.

7. Routine bone scans and other imaging studies are not recommended in asymptomatic patients. If the patient has bone pain, a bone scan should be considered irrespective of the serum PSA level. 
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