
Treatment of Localised Prostate Cancer

Introduction
To understand this handout, you must  already understand that  the diagnosis of prostate cancer has 
been made, and that the additional studies and scans suggest that no spread of the cancer from the 
prostate has occurred. A bone scan and CT scan, if performed, can rule out gross spread of the 
prostate cancer to other parts of the body, but can miss microscopic spread beyond the capsule of 
the prostate (local extension) or to distant areas of the body (metastasis). 

We can make estimates of the likelihood of microscopic local extension or metastasis by 
combining your PSA level, the appearance of the cancer in the biopsies (grade) and by what the 
prostate feels like (stage), and looking up figures in a table. This can thereby give an indication of 
likely outcome. Basically, the higher the PSA, grade and stage, the lower the likelihood of 
complete cure.

As prostate cancer may grow more slowly than other cancers, a longer period of time after 
treatment is required before cure can be guaranteed. This is why the patient must have at least a 10  
- 15 year life expectancy and be in good health before curative treatment is considered. Also, it is 
important that the potential benefit of treatment is greater than the possibility  of side effects, and 
that quality of life is maintained.

Treatment Options 

 1) Active surveillance

This option involves a decision to carefully  monitor the progress of the cancer with regular PSA 
blood tests and physical examinations, along with prostate biopsies every 3 years in some patients. 
If there are signs of cancer progression, active treatment may then be considered. This treatment 
approach is becoming more acceptable, especially  in the older man with a small, non-aggressive 
cancer which may take some years to cause symptoms or progress to a life threatening situation. 
Indeed, in some cases, the patient may live out their natural lifespan with no problems from the 
cancer. As all treatments for prostate cancer may cause side effects which can decrease quality of 
life, it may be desirable in some cases to defer, or even avoid all together, having to undergo 
treatment.

Studies do show that as long as regular close follow-up is performed with both your GP and 
Urologist, the risk of the cancer progressing to a non-curable stage is very  low. Remember that not 
all cancers are suitable for this approach. If the cancer is felt  to be advanced or aggressive in 
nature, we generally would not suggest this option.
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 2) Radical Prostatectomy

Surgical removal of the prostate is felt by some to be standard therapy for localized prostate cancer. 
Simply, the entire prostate along with the seminal vesicle is removed and the bladder is 
reconnected to the urethra (channel through the penis). Removal of part of the prostate or just the 
cancer is not recommended. Too many prostate cancers have multiple areas of involvement within 
the gland that are undetected, making partial removal a poor choice. Also, partial prostatectomy is 
not technically feasible. 

Surgery is usually performed through a transverse incision just  above the pubic bone (radical 
retropubic prostatectomy). The lymph glands on either side of the prostate may be sampled first to 
make sure they  are free of cancer. The operation takes around 2-3 hours, and you can expect 3-4 
days in hospital. You will have a urinary catheter in place for 1-2 weeks after the procedure.  You 
may have difficulty with urinary control at first  and may require pads for a variable length of time. 
You will be taught to perform pelvic floor exercises to hasten recovery. It  will take you up to 2 -3 
months to fully  resume all activities.  The major advantage of total prostate removal is the simple 
fact that if the cancer is localized to the prostate, then removal of the prostate has a high chance of 
curing the cancer. Also, the pathologist is able to analyse the prostate, and give us a better idea of 
what to expect in the future, and whether any further treatment may be needed. A further advantage 
of surgery is that if treatment is subsequently needed for recurrent cancer, radiation therapy may be 
safely given in selected cases.

Surgery can also be performed by  a laparoscopic or keyhole approach (LRP) and a robotically 
assisted laparoscopic approach (RALP). These approaches potentially  offer a slightly quicker 
return to normal activities, and lower blood loss but there are still some concerns over long term 
cancer control, and they are not proven to be superior yet in terms of erectile preservation or 
continence preservation. Studies are continuing. At the moment, these techniques are not widely 
available, and may involve considerable out of pocket expense.

Potential side effects include:

1) Incontinence - around 2% of men will have permanent problems with urinary control and 
will require some form of protection (pads). In those rare cases, a surgical appliance can be 
implanted to control incontinence if it does remain a problem. A further 10-15% of men 
may have very occasional urinary leakage with heavy  exertion but do not routinely  require 
pads. 

2) Impotence - The nerves that stimulate erections run adjacent to the prostate on their way to 
the penis. If all of these nerves are removed during total prostatectomy, impotence (inability 
to achieve an adequate erection) will result. In certain circumstances, some of the nerves 
that create erections can be spared with a success rate between 30-60%. Not every male is a 
good candidate for nerve sparing because of the extent of disease. Patients who develop 
impotence, and even those whose erections were not adequate before the surgery can be 
treated with a variety of modalities. It is also important to understand that ejaculation is 
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usually  absent after the operation, and that the feeling of orgasm may be altered and 
sometimes can be uncomfortable. Younger patients with good erectile ability, and where 
nerve-sparing surgery can be performed, have the best chance of maintaining erectile 
ability.

3) Blood loss - Radical prostatectomy carries with it  an average blood loss of between 400 and 
1000 ml. On occasion, the blood loss can be greater and transfusion is required. About 
10-20%  of patients require blood transfusion. 

4) Damage to other organs – the rectum and ureters are particularly close to the site of surgery. 
There is a 1% chance of rectal damage, and a 0.5% chance of ureteric injury. 

5) Bladder neck stricture  - scarring of the new connection between the bladder and urethra 
occurs in 2-4% of patients. which might require stretching, in the office or in day surgery. 

6) Lymphocoele – if the lymph nodes have been sampled there is a 5% risk of a collection of 
lymphatic fluid occurring which may need to be drained.

7) General complications - pain, infection, anaesthetic problems, pneumonia, blood clots 
(DVT and/or pulmonary embolus) and heart problems can occur with any major operation.

 3)    External Beam Radiation Therapy 

External beam radiation therapy (EBRT) involves treating the prostate and surrounding tissues with 
X-rays. Over a six to seven week period, the patient will receive a radiation treatment lasting about 
60 minutes, 5 days a week. The radiation is aimed at  the prostate from many different angles in an 
attempt to reduce the dosage to the surrounding tissues while maximizing the dosage to the 
prostate and the cancer. The most modern EBRT techniques are known as IMRT (Intensity 
Modulated Radiation Therapy) which means a larger dose of radiation can be supplied to the 
prostate.

The main advantage of EBRT is that  it is less invasive than surgery and there is generally a shorter 
recovery period. Disadvantages include possibly a slighter lower long term cure rate than surgery 
(not proven beyond doubt) and that surgery is generally not feasible after EBRT if the cancer recurs 
due to changes in the tissue surrounding the prostate.

During treatment, diarrhea and urinary urgency and frequency are quite common and rarely  so 
severe that  the treatments need to be temporarily halted. These symptoms usually  resolve two to 
three weeks after the radiation treatments have ceased. 

Potential side effects include:

1) Permanent radiation injury to the bladder (chronic radiation cystitis) – occurs in a 
severe form in 2-3%, with severe irritative symptoms, poor bladder capacity, pain 
and bleeding.

2) Permanent radiation injury to the rectum (chronic radiation proctitis) - occurs in a 
severe form in 2-3% of  patients creating chronic pain, diarrhoea and/or bleeding.
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3) Difficulty with erections (impotence) occurs in up  to 60% of patients who were 
having no problems pretreatment. 

4) Urethral stricture (scar tissue narrowing of the water passage) in 1-2%.

5) Swelling of the lower limbs (lymphoedema) in 1%

4) High Dose Rate Brachytherapy

This option involves a combination of external beam radiation therapy as described above with a 
high dose of radiation delivered directly in to the prostate via temporary wires placed through the 
perineum under anaesthetic. The advantage is a higher dose of radiation can be delivered to the 
prostate, and evidence is gathering that this approach may offer an advantage over standard 
radiation therapy in some cancers. The wires are usually in place for 24-36 hours, followed by a 
course of external beam radiation therapy lasting around 1 week. This treatment may be suitable 
for locally advanced cancers. 

Potential side effects are similar to those described above for EBRT with possibly a slightly higher 
chance of urethral stricture.

 5)Low Dose Rate (Seed) Brachytherapy

This treatment involves the implantation of radioactive seeds directly into the prostate (low dose 
rate brachytherapy) as a form of radiation therapy. The implants are placed using ultrasound 
guidance under general anaesthesia after extensive planning involving CT scans and cystoscopy. 
The operation lasts from 1 - 2 hours and hospitalization lasts from 1-2 days. Some implants are 
permanently left in place (Iodine, Palladium, Gold) and some are temporary (Iridium).

Brachytherapy  allows for higher doses to the prostate while sparing the surrounding tissues, 
compared to external beam radiation treatment. Recent data suggests an equivalent long term cure 
rate compared to standard EBRT. There is limited availability  of this treatment in the public sector 
and treatment has to be performed in Sydney. 

LDR brachytherapy is not felt to be appropriate treatment in men with high PSA > 10, high 
Gleason Score > 7 and in men with grossly enlarged prostates or previous TURP.

Potential side effects include:
1) Temporary bladder and bowel irritability, permanent bladder and rectal damage is rare, 

< 1-2% of cases
2) Urethral stricture in 1-2 %
3) Erectile dysfunction in around 50%
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Follow up to Treatment
After your treatment is completed, regardless of which treatment is undertaken, we will be 
following your progress very  closely. If surgery  or observation is chosen, the follow-up will be 
through our office. If radiation or brachytherapy  is chosen, the follow-up will usually be with the 
radiation oncologists.

Rectal examination and measurement of the PSA level can be used as a marker for the 
effectiveness of treatment. If the prostate gland is removed (Radical Prostatectomy) we expect the 
PSA level to be unmeasurable (less than 0.01). If any PSA is measured after Radical Prostatectomy, 
then the presence of prostate cancer cells somewhere in the body has to be suspected. Prostate 
cancer cells that have spread to other areas also leak PSA. Even if we cannot find the areas of 
spread with scans or other tests, the presence of PSA means that the cancer is present. IF the 
treatment of the cancer was with external beam radiation therapy or brachytherapy, the PSA level 
will not necessarily  become unmeasurable. The normal prostate cells may not be destroyed and 
may still leak normal amounts of PSA. However, the PSA level should be stable if the treatment is 
working. That means a rising PSA level suggests growth of the cancer. 

Summary
All the treatments discussed above may be appropriate and acceptable in different patients. In the 
first 5-10 years, results of the above treatments appear to be similar in many cancers. It is felt that 
radical prostatectomy may offer the best chance of eradication of the cancer in the long term (10 
years or longer), but there is no direct comparative data to irrefutably  support this. All the 
treatments have side effects, and these need to be understood and accepted. Further discussion will 
probably  be necessary, and it  can be arranged for you to see a second urologist or a radiation 
oncologist for another point of view. 


