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Detection



USA

AUA 2013

“Risks/benefits should be discussed with men 55-69”

Screening interval extended to 2 years

US Preventative Services Task Force 2012

“The USPSTF recommends against PSA-based screening 
for prostate cancer”



European guidelines

European Association of Urology

“Current published data are insufficient to recommend 
the adoption of population screening for prostate cancer 
as a public health policy because of the significant 
overtreatment that would result”



Australia/New Zealand

USANZ

“PSA…together with DRE should be offered to men 55-69 after 
providing information about the risks and benefits of such testing”

RCPA

“Men with PSA levels above age-adjusted median should be 
tested annually”

RACGP

“Routine screening using DRE, PSA or US not recommended”



• Screening recommended for men 50-69

• DRE not mandatory

• Men with life expectancy <7 years should not be tested

• Active surveillance to be offered to men with low risk 
disease



Changing patterns of care:

Transperineal biopsy



Changing patterns of care:

Multiparametric Prostate MRI



Changing patterns of care:

Multiparametric Prostate MRI



Treatment



Low volume

Early stage

Low grade (Gleason 3+3=6)

PSA <10

Age >60

Active surveillance

Not all prostate cancer is lethal!

Albertsen et al, JAMA 2005



Treatment options

• Surgery – radical 
prostatectomy

• Radiation therapy
– EBRT

– Seed brachytherapy

– HDR brachytherapy

• Focal therapy?

• Low risk disease
– Surveillance 

• More aggressive disease
– Surgery best local control

– Radiation best as 
adjuvant/salvage 
treatment?



Improving treatment – Evolution of surgery







Victorian patterns of care 2010-2013

Radical prostatectomy
Basto, Ryan, Heriot, Moon, Murphy et al 2014
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LRP
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MIP

p-value

4.82 3.57 1.67 <0.001 5.24 3.07 <0.001
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p-value

15% 6% 0% <0.001 17% 2% <0.001
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Changing patterns of care:

Older men



18

Changing patterns of care:

High risk disease



Staging/Re-staging



68Ga-PSMA PET imaging

• Small polypeptide 

PSMA ligand

– Not an antibody

– Rapid circulation and 

uptake

– Rapid blood pool 

clearance (low noise)
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– Ease of production
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68yo. RARP 2011. PSA 4. CT normal; Bone scan equivocal



67yo. CLL in remission (multiple nodes). 
PSA 13; cT3b; Gleason 4+4=8 



67yo. CLL in remission (multiple nodes). 
PSA 13; cT3b; Gleason 4+4=8 



67yo. ORP pT3a 4+3=7. Salvage EBRT. PSA 0.9
CT abdo pelvis & bone scan negative



67yo. ORP pT3a 4+3=7. Salvage EBRT. PSA 0.9
CT abdo pelvis & bone scan negative

VATS lobectomy  Gleason 4+4=8 prostate cancer



67yo. HDR/EBRT 2012. PSA rising, now 12.1 



67yo. HDR/EBRT 2012. PSA rising, now 12.1 

Salvage pelvic lymph node dissection
Gleason 4+4=8 in these two nodes (2 of 11)

PSA dropped to 0.08



Management of advanced disease



Multiple systemic options

• ADT remains first line treatment

Reduce morbidity by:
– Intermittent therapy

– Exercise regime

– Vitamin D/calcium supplementation

– Zoledronic acid, denosumab

– LHRH antagonist reduced cardiac risk?



Sequencing of newer agents

• Chemotherapy (docetaxel)
– Up front for men with high volume 

metastatic disease

• Abiratarone

• Enzalutamide

• Radium-223

Flamen et al, J Nucl Med. 2013; 54 (Suppl 2):647



Advances in prostate cancer care

• Evidence based screening guidelines

• Superior detection of significant disease

• Better surveillance for low risk disease

• Improved staging scans

• Reduced morbidity of treatment

• Multimodal treatment for high risk disease

• Multiple agents available for metastatic disease
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Management of post-

prostatectomy ED and 

incontinence



•Early penile rehabilitation post nerve-sparing

•Initial management – ‘goal directed’

•Modify risk factors (lifestyle/medication/psych)

•Least to most invasive treatment trial

–Oral medication

–Vacuum device

–Intracavernosal injections

First line management of ED





Inflatable implants



• Trans-obturator passage of 
polypropylene mesh 

Broad center allows fixation to corpus 
spongiosum and support of the bulbar 
urethra and perineal body

Male sling



• The sling is placed on the proximal urethral bulb

• Tensioning the sling elevates the dorsal aspect of 
the sphincteric urethra and supporting structures

Mechanism of action





Artificial urinary sphincter
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