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Prostate Cancer

Part II — aetiology, presentation, diagnosis

' by Dr Pierre Vassallo
;. D, PHD FACA ARTZ FUR RADIOLOGIE

The first part of this article appeared in the August 2005 issue
and dealt with the aetiology, clinical presentation and investigations
of this condition. In this second part, Dr Vassallo discusses staging
and management of prostate cancer.

If prostatic cancer has been diagnosed,
further imaging procedures are required
to stage the extent of disease spread both
locally and to distant structures. Tumors
are staged based on size, cell differentiation
and the extent of metastasis. Two systems
commonly are used for staging prostate
cancer: the Jewett-Whitmore system and
the TNM (tumor, node, metastases)
system. The TNM classification is more
commonly used, with T1-4 staging the
size of the tumor and extent

capsular extension, NO-3 staging the
presence and size of enlarged lymph nodes,
and MO-1 the absence or presence of
distant metastases.

The preferred mode of distant spread of
prostatic cancer is via lymphatics to the pelvic
and retroperitonal lymph nodes and via the
haematogenous route to the bones.
Computed Tomography (CT scan) is used
to detect pelvic and retroperitoneal lymph
node metastases. Bone scans are used to
detect metastasis to bone.

Tumor Nodes Metastasis
TX | Tumor cannot be NX | Nodes cannot be MX | Metastasis cannot be
assessed assessed assessed
T0 | No evidence of primary NO | No regional node MO | No distant
tumor metastasis metastasis
T1 | Clinically not palpableor | NI | Singlenode M! Distant metastesis
visible by imaging metastasis <2cm
Tla | Incidental finding in <3% of | N2 | Single or multiple M1a Distant lymph
tissue nodes 2-Dem nodels) involved
T1b | Incidental finding in >3% of | N3 | Metastasis >3 cm in any node Mib | Bone(s) involved
tissue

Tlc | Identified by needle biopsy | Mlc| Othersite(s) involved
T2 | Tumor confined to prostate
T2a | Involving half a lobe

T2b | Involving a lobe

T2¢ | Involving both lobes

T3 | Extends through capsule
T3a | Extends through one lobe
T3b | Extends through both lobes
T3¢ | Involves seminal vesicles

T4 | Involves other stiuctures
Tda | Invades bladder neck,
external sphincter, or rectum
Tdb | Tnvades pelvic wall

continues on poge 2

Editor's Word

In this issue we are pleased to
introduce Ian Ellul as our Scientific
Editor for the magazine (page 8).
In each issue we plan to focus on
particular topics which are dealt
with from a multidisciplinary
approach by distinguished
members of the medical
professions. The first two issues
will focus on Cardiology. Heart
Health starts in childhood and
Childhood Obesity (page3) is
reaching epidemic proportions and
needs to be addressed now rather
than later. The beneficial effects of
Regular Exercise (page 14) can not
be underestimated. Mr Alex
Manche gives is an interesting
overview of The changing practice
of Cardiac Surgery over the last
couple of decades (page 6). The
management of cardiac failure has
also seen important changes in the
last two decades and so the article
on Evidence based management of
Chronic Heart Failure (page 4) is
relevant and timely. Cardiac
Rehabilitation (Page [1) and
Occupational Therapy (page 10)
are extremely important in the
maintenance of quality of life in
patients who suffer from cardiac
disease. Last but not least any
critical illness disrupts not only the
patient s health but also has great
financial implications. The article
on Critical illness: a cash cushion
to soften health blows (page 15)
certainly interests everyone. No

"| publication is nowadays complete

without an article on Pandemic
Influenza (page 12) — we will be
having regular updates in every
issue.

Of course we can not leave out the
regular radiology related article
which focuses on the Management
of Prostate Cancer and the network
news where we take this opportunity
to introduce TheSYNAPSE Gold
Membership for you.
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continued from page 1

Treatment for prostate cancer
depends on the stage of the disease
with the patient's age and overall
health.

Watchful waiting is a reasonable
course of action for patients who are
elderly, in poor health, or with early
stage cancer. Untreated prostate
cancer may take years to become
problematic. During this time, the
patient's condition is monitored for
any marked or sudden progression of
the disease, which may signal the
need for more aggressive treatment.

Medical Treatment

Hormone therapy for prostate cancer
involves the use of LHRH (lutenising
hormone releasing hormone) analogs
and antiandrogens to block production
of testosterone, which stimulates
growth of prostate cancer cells. Drugs
used for hormone therapy include
leuprolid acetate (Viadur ®), goserelin
acetate implant (Zoladex ®),
bicalutamide (Casodex ®), and
flutamide (Eulexin ®).

ViadurR is a matchstick-sized
titanium pump inserted under the
skin on the upper arm that delivers
a constant rate of leuprolide acetate
for 1 year. This prostate cancer
treatment suppresses testosterone
production causing a reduction in
tumor size or arresting growth.
Zoladex is also used in the form of a
subcutaneous implant and works in
a similar fashion. Both these drugs
may be given by subcutaneous
injection. Side effects associated with
hormone therapy include
haematuria, depression,
gynecomastia, headaches, hot flushes
and lethargy.

Patients who begin hormone
therapy may also experience an
increase in prostate cancer symptoms
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for approximately 2 weeks, due to a
temporary increase in testosterone
levels. Patients with advanced disease
(e.g., large bone, bladder, or spinal
cord tumors) may be unable to
tolerate this increase in testosterone.
Studies have shown that abarelix
injection (Plenaxis ®), which does
not cause a surge in testosterone, can
be used in some of these patients to
relieve symptoms (e.g., bone pain,
urinary retention. Plenaxis may cause
life-threatening reactions in some
people, such hypotension,
bronchospasm and angioneurotic
oedema. Patients must be monitored
for at least 30 minutes after each
administration of the drug in case an
adverse reaction does occur.

In the case of bone metastases,
Zoledronic acid Zometa ™), a
bisphosphonate may be prescribed to
treat hypercalcaemia that may occur
with extensive skeletal involvement.
Patients with hypercalcaemia experience
dehydration, fatigue, nausea, vomiting,
confusion, and if untreated, may
progress to coma. Zoledronic acid also
increases bone density, decreases bone
loss, and reduces the risk for fractures.
Patients must have completed at least
one course of hormone therapy before
starting this treatment. Doses are given
intravenously for 15 minutes, every 3
to 4 weeks. A blood sample is taken
before each treatment to monitor kidney
function. Zoledronic acid is not
recommended for patients with evere
kidney disease and should be used with
caution in those with aspirin-sensitive
asthma and those taking loop diuretics
(e.g., hydrochlorothiazide).

Radiation Therapy

Two types of radiation therapy are
used to treat prostate cancer:
brachytherapy and external radiation

therapy (XRT).

Brachytherapy involves implanting
tiny, radioactive capsules (“seeds”) into
the cancerous prostate gland. Men with
small tumors confined to the prostate
(stage T1 or T2) are candidates for
brachytherapy. TRUS is used to create
a three-dimensional grid map of the
prostate, and a computer calculates
prostatic volume, the number of seeds
needed, and determines their placement.
The seeds contain a radioactive isotope
(usually palladium 103 or iodine 125)
that emits radiation for about 3 months
and then becomes inert. Recent studies
has shown that most brachytherapy
patients remain free of prostate cancer
5 years after treatment. Complications
are rare and more common in patients
over 70 years of age; these include
incontinence and impotence.

XRT is recommended when the
tumor has spread through the prostate
capsule to surrounding tissues. XRT
usually is given on an outpatient basis
for 7 to 8 weeks. Spiral CT scans are
used to obtain a 3 dimensional image
of the prostate. This image is then
used to accurately project high-energy
x-rays accurately onto prostatic tissue.
One study of 999 patients found 79%
of stage T'1, 66% of stage T2, 55%
of stage T3, and 22% of stage T4
prostate cancer patients survived 10
years after XRT. Impotence,
particularly in older men, dysuria,
urinary urgency, and diarrhea are
commonly experienced with XRT.

Part 11T in this series deals with surgical
management.

to be continued on next issue

Dr Pierre Vassallo can be
reached at the Medical [maging
Centre on 21 491 200 or by email
on pvassallo@mic.com.mt
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