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Sehr verehrte Frau Kolleginl
Sehr geehrter Herr Kollege!

Nach langjähriger Kliniktätigkeit in der Chirurgie des Kranken-
hauses München-Schwabing und in der Urologie des Klinikums
Rechts der lsar habe ich arn' 2. April 1973 eine

Urologische Fachpraxis
eröffnet,
Operative Belegarzttätigkeit - Röntgen-Labor - Urologisch-cyto-
logisches Einsendelabor - Saug- und Stanz-Bispsien -Andrologie
(Spermiograrnme)

Sprechzeiten:
Montag, Dienstag, Donnerstag
Mittwoch, Freitag:
Alle Kassen

9-1 2 und 14-1 6 Uhr
9-11
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16-19 Uhr
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25J. Kontinenzzentrum für Mann & Frau 
Operative Verfahren Frau

n Botoxinjektion (ambulant) in den Detrusormuskel
n Minimal invasives TVT Band (tension-free-vaginal-

tape) exact
n Modifizierte Kolposuspension n. Burch 
n Autologe, gestielte Faszienzügelplastik
n Rekonstruktion des kleinen Beckens mit 

abdominoperinealer Sakrokolpopexie mit Prolene-
Mesh
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Operative Verfahren Mann

n Botoxinjektion (ambulant) in den 
Detrusormuskel

n Minimal invasive ProAct Ballons
(adjustierbares System)

25J. Kontinenzzentrum für Mann & Frau 
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Andrologie
Fruchtbarkeitsabkärung des Mannes

LOH (Late onset hypogonadism)
Pro-Aging
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AI Spermiogrammdiagnostik
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Die Lage der Prostata



Prostataanatomie
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Wichtige Parameter:

n Prostata spezifisches Antigen (PSA): Blutwert, 
empfindlichster Parameter in der Diagnostik des 
Prostatakarzinoms, Ziel: Erhöhung der 
Lebenserwartung durch Früherkennung

n T-Klassifikation: T1, klein, nicht palpabel, T2 innerhalb 
Prostatakapsel, T3 ausserhalb Prostatakapsel

n Gleason-Score: Prognosefaktor anhand der 
feingeweblichen Untersuchung der Gewebeprobe (1-10)
(je höher desto aggressiver!)



PSA (Hybritech)
n Prostata spezifisches Antigen (PSA): Blutwert, 

empfindlichster Parameter in der Diagnostik des 
Prostatakarzinoms 

n Ziel: Erhöhung der Lebenserwartung durch 
Früherkennung
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Fakten zum PSA Wert

n Europa: Ein PSA-Screening senkt die 
Mortalität durch Prostatakrebs um 20% 
(ERSPC) 16 Jahre Verlaufsbeobachtung von 180 000 Teilnehmer

n USA: Verzicht auf den PSA-Wert 
(USPSTF) führte zu einer Zunahme an 
metastasiertem Prostatakarzinom von 
2004-2018 um 40%. 

n US Preventive Services Task Force (USPSTF) hatte sich 2008 gegen das PSA 
Screening für Männer älter 75J. und dann 2012 sich komplett gegen ein generelles 
PSA Screening ausgesprochen.
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Wahrscheinlichkeit und Aggressivität des 
Prostatakarzinoms bei einem PSA Wert <4,0ng/ml

Thompson, Anderst, Chi, Goodman, Tangen et al.: Assessing prostate cancer risk: Results from the
Prostate Cancer Prevention Trial. J of National Cancer Institute 2006 Apr 19; (8): 529-535 
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Zusatzbeurteilungsmöglichkeit 
bei erhöhtem PSA Wert
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66j. Mann, Vorsorge, DRE neg., TRUS 
30/10g neg.

PSA Verlauf

FMD

1,31µg/l 1,45µg/l 

14,62µg/l 
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Die transrektale  Prostatabiopsie in der 
Kombination von 

Kognitiver MRT gesteuerter und 
randomisierter 16-fach Biopsie



Die perineale Prostatabiopsie in der Kombination von 
Kognitiver MRT gesteuerter und 
randomisierter 16-fach Biopsie
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Gleason Score
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ordnung der Prostatadrüsen beurteilt. Die Befunde 
werden in fünf Muster eingeteilt. 

Die von Epstein und Kollegen 2016 (2) publizierte 
Zeichnung, die die einzelnen Gleason-Muster be-
schreibt, ist in Grafik 2 dargestellt. 

Die Gleason-Muster 1 und 2 kommen in Karzino-
men kaum vor und sollten heute nicht mehr diagnos-
tiziert werden. 

Aus praktischer Sicht bildet ein Prostatakarzinom 
also maximal drei verschiedenen Gleason-Muster 
aus, nämlich die Muster 3, 4 und 5. 

Bestimmung durch den Pathologen
Bei der Gleason-Gradierung mustert der Pathologe 
das gesamte Tumorgewebe durch, beurteilt jede ein-
zelne Drüsenstruktur und ordnet ihr ein Gleason-
Muster zu (Grafik 1). Für jedes einzelne Areal (mi-
kroskopisches Gesichtsfeld) schätzt er ab, wie viel 
Prozent der Tumormasse Gleason 3, Gleason 4 und 
Gleason 5 sind. Am Ende werden die Ergebnisse al-
ler beurteilten Areale „geschätzt“ zusammengeführt. 
Die Rohdaten der Befundung sind die prozentua-
len Anteile Gleason 3, 4 und 5 eines Tumors. Ba-
sierend darauf wird dann der Gleason-Score gebildet. 

Unterschiedliches Regelwerk für 
Prostatektomien und Biopsien
Generell besteht der Gleason-Score aus (mindestens) 
zwei Gleason-Mustern (primäres und sekundäres). 
Das primäre Muster ist das in einem Tumor häu-
figste Gleason-Muster. Die Definition des sekundä-
ren Musters unterscheidet sich bei Stanzbiopsien 
und anderen Präparaten. 

Bei der Stanzbiopsie ist das sekundäre Muster der 
schlimmste Gleason-Grad (aber nur, wenn das 
schlimmste Gleason-Muster schlimmer ist als das 
primäre Muster). Bei Prostatektomien und transure-
thralen Resektaten ist das sekundäre Muster das 
zweithäufigste Muster. 

Falls zusätzlich kleinere Anteile eines dritten 
(noch schlimmeren) Gleason-Musters vorliegen, 
wird in diesen Präparaten ein sogenannter tertiärer 
Gleason-Grad vergeben. 

Kommt nur ein Gleason-Muster im Präparat 
vor, wird dieses zweimal verwendet, zum Beispiel 
3+3=6 oder Gleason 4+4=8. Die möglichen Diagno-
sen bei einer Prostatastanze sind: 3+3, 3+4, 4+3, 4+4, 
4+5, 5+4, 5+5, aber auch 3+5 oder 5+3. 

An möglichen Diagnosen kommen beim Prosta -
tektomiepräparat zusätzlich 3+4, Tertiärgrad 5, und 
4+3, Tertiärgrad 5, hinzu. Die prognostische Bedeu-
tung dieser Gruppen an Prostatektomiepräparaten ist 
in Grafik 4a dargestellt. 

Da zwischen den Gruppen 4+5, 5+4 und 5+5 kei-
ne prognostischen Unterschiede bestehen, werden 
diese zusammengefasst.

Interobserverschwankung
Die deutschen Leitlinien zum Prostatakarzinom se-
hen vor, dass eine Low-Dose-Radiation-Brachy-

therapie (SEEDs) nur bei einem Gleason-Score 
von maximal 3+3 und eine „Active Surveillance“ 
nur bei Gleason ≤3+3 oder im Rahmen von Studi-
en ausnahmsweise bei Gleason 3+4 möglich ist. 

Weiterhin fallen Patienten mit einem Gleason-
Score von 8 und höher automatisch in die schlech-
teste „High-risk“-Prognosegruppe und werden da-
her oft nur noch mit palliativer Intention behan-
delt. 

Der Pathologe trifft also mit der Vergabe eines 
Gleason-Scores eine schicksalhafte Entscheidung 
für den Patienten. Die Reproduzierbarkeit der 
Gleason-Scores ist allerdings erschreckend ge-
ring. 

Sie zeigt, dass die Klassifizierung von Tumoren 
durch zwei verschiedene Pathologen in beinahe 
40 % zu einer unterschiedlichen Beurteilung 
führt. In einer neueren Arbeit wurde eindrucksvoll 
gezeigt, dass dies nicht nur für „periphere Patholo-
gen“ gilt, sondern genauso für Experten-Panels 
(3). Insgesamt zeigen derartige Studien, dass die 
Gleason-Gradierung wohl nirgends mit leitlinien-
gerechter Präzision durchführbar ist. 

Kürzlich wurde von der International Society of 
Urological Pathology (ISUP) (2) vorgeschlagen, 
die Gleason-Nomenklatur zu verändern mit dem 

GRAFIK 2

 Gleason-Muster des Prostatakarzinoms
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BEURTEILUNG DES PROSTATAKARZINOMS 

Gleason-Score: Status 2016
Ein neues quantitatives Gradierungssystem macht Pathologen untereinander vergleichbarer 
und erlaubt eine genauere prognostische Aussage als die herkömmliche fünfstufige Einteilung. 

A utopsiestudien und Studien an Zystektomie-
Präparaten männlicher Patienten haben ge-

zeigt, dass circa 50 % der 50-jährigen und über 80 % 
der 75-jährigen Männer in ihrer Prostata mindestens 
ein kleines Karzinom tragen. Die meisten Betroffe-
nen entdecken ihren Tumor allerdings nie. Männer 
mit diagnostiziertem Prostatakarzinom sterben in 
weniger als 20 % an dieser Tumorentität (1).

 Um Übertherapie zu verhindern, ist eine zuverläs-
sige Prognosebeurteilung zum Zeitpunkt der Diagno-
se wichtig. Die etablierten Prognosekriterien sind: 
● PSA-Wert, 
● Gleason-Score, 
● das Ausmaß des Tumorbefalls in Biopsien und 
● das klinische Stadium. 
● Von diesen Parametern ist die Bestimmung des 

Gleason-Scores am schwierigsten.

Der Gleason-Score
Prinzipiell verläuft die Gradierung bei allen Tumor -
arten gleich. Der Pathologe legt aufgrund seiner Er-

fahrung und von vorher festgelegten Kriterien fest, 
wie weit sich das Tumorgewebe morphologisch von 
seinem Ausgangsgewebe entfernt hat. Gleicht das 
Tumorgewebe dem Ausgangsgewebe, besteht eine 
geringe Entdifferenzierung und ein niedrigerer Mali-
gnitätsgrad. Hat sich das Gewebe morphologisch 
weit entdifferenziert und gleicht nur noch marginal 
oder überhaupt nicht mehr dem Ausgangsgewebe, 
besteht ein hoher Malignitätsgrad. 

Der Gleason-Score ist das weltweit etablierte Gra-
dierungssystem beim Prostatakarzinom. Es basiert 
ausschließlich auf architektonischen Parametern. Zy-
tologische Atypien der Tumorzellen werden komplett 
vernachlässigt. Stattdessen werden Form und An-

GRAFIK 1

Vorgehen des Pathologen bei der Bestimmung 
des Gleason-Scores: 
Die mikroskopischen Gesichtsfelder sind durch Zahlen im roten 
Kreis markiert.  
Die Gleason-Muster sind durch die Farben Grün (Gleason 3), 
Gelb (Gleason 4) und Rot (Gleason 5) symbolisiert. 
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Should we abstain from Gleason score 2-4 in the diagnosis of prostate cancer? Results 
of a German multicentre study. Brookman-May S, May M, Wieland WF, Lebentrau S, 
Gunia S, Koch S, Gilfrich C, Roigas J, Hoschke B, Burger M.World J Urol. 2010 Dec 30
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Klassi!zierung des Prostatakrebses

Die Behandlung des Prostatatumors hängt wesentlich davon ab, 
wie weit der Tumor bei seiner Entdeckung fortgeschritten ist. Je 
nach PSA, Gleason und Tastbefund liegt ein niedriges, mittleres 
oder hohes Risiko vor. Die Klassi!zierung beurteilt die Größe und 
die Ausdehnung des Tumors. Ist der Tumor als klinisch signi!kant 
einzustufen, empfehlen Ärzte die Durchführung einer geigneten 
Behandlung.*

Niedriges  
Risiko

Intermediäres  
Risiko

Hohes  
Risiko

• T1 - T2a 
und

• Gleason Score ≤ 6 
und

• PSA < 10 ng/mL

• T2b - T2c 

• Gleason Score 7 

• PSA < 20 ng/mL

• T3a OR
oder

• Gleason Score ≥ 8 
oder

• PSA > 20 ng/mL

Günstig-Intermediär Ungünstig-Intermediär

• 1 interm. Risikofaktor
und

• Gleason Score 7 (3+4)
und

• <50% positive Biopsien

• 2 - 3 interm. Risikofaktoren
und/oder

• Gleason Score 7 (4+3)
und/oder

• >50% positive Biopsien

5

Blase

Prostatakrebs T1 Prostatakrebs T2

Prostatakrebs T4Prostatakrebs T3

Prostata

Harnröhre

Harn- 
leiter
Samen- 
bläschen

*Quelle: Leitlinienprogramm Onkologie | S3-Leitlinie Prostatakarzinom | 
Version 6.0   | Mai 2021
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Prostatakarzinomstadien

7a 7b



5. Diagnostik und Stadieneinteilung 
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5.2. Primärdiagnose 
Unter “Primärdiagnostik“ werden im Folgenden alle Maßnahmen verstanden, die bis 
zum Vorliegen einer histologisch bestätigten Primärdiagnose außerhalb von Studien 

erfolgen.  

Nr. Empfehlungen/Statements EG LoE Quellen 

5.8. Bei Verdacht auf ein Prostatakarzinom soll eine digital-rektale 

Untersuchung durchgeführt werden. 

A 2++ [50 ,51] 

5.9. Die transrektale Ultraschalluntersuchung kann als 

ergänzende bildgebende Diagnostik eingesetzt werden, wenn 

sie den geltenden Qualitätsanforderungen genügt. 

0 1+ 

bis 3 

[52 –55] 

5.10. Die kontrastverstärkte Ultraschalluntersuchung sollte nicht 

zur Primärdiagnostik eingesetzt werden. 

B 1+ 

bis 3 

[56 –62] 

5.11. Die Ultraschall-Elastographie soll nicht zur Primärdiagnostik 

eingesetzt werden. 

A 1+ 

bis 3 

[63 –70] 

5.12. Der computergestützte Ultraschall (Histoscanning) soll nicht 

zur Primärdiagnostik eingesetzt werden. 

A 2- [71 ,72] 

5.13. Eine MRT der Prostata soll multiparametrisch (mpMRT) 

entsprechend den aktuellen Qualitätsstandards durchgeführt 

werden. 

(Zur Indikation siehe 5.1. bis 5.1.) 

A 2+ [73 –75] 

5.14. a. Die in der mpMRT beschriebenen Karzinom-suspekten 

Herde sollen gezielt biopsiert werden. 

 

b. Zusätzlich zur mpMRT-gezielten Biopsie sollte im 

Rahmen der Erstbiopsie eine systematische Biopsie 

erfolgen. 

A 

 

 

 

B 

2++ 

 

 

 

2++ 

bis 2- 

[76 –88 ,74 ,89] 

 

  

S3 Leitline 2021
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EG: Empfehlungsgrad
(A, B, O)

LoE: Level of evidence



6. Therapie des nichtmetastasierten Prostatakarzinoms 
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Nr. Empfehlungen/Statements EG LoE Quellen 

6.6. Komorbiditätsklassifikationen und dazugehörige 
Überlebensraten können zur Entscheidungsfindung im 
Hinblick auf Früherkennung, Diagnostik und Therapie des 
Prostatakarzinoms berücksichtigt werden. Hierzu können 
Charlson-Score und ASA-Klassifikation eingesetzt werden. 

0 4 EK 

6.2. Aktive Überwachung (Active Surveillance) 

Nr. Empfehlungen/Statements EG LoE Quellen 

6.7. Patienten mit einem lokal begrenzten Prostatakarzinom, für 
die eine kurativ intendierte Behandlung in Frage kommt, 
sollen nicht nur über Behandlungsverfahren wie radikale 
Prostatektomie und perkutane Strahlentherapie sowie 
Brachytherapie, sondern auch über Aktive Überwachung 
(Active Surveillance) informiert werden. (Kriterien für Aktive 
Überwachung siehe Empfehlung 6.1.) 

A 4 EK auf der 
Grundlage von 
[160] 

6.8. a. Voraussetzung für die Wahl einer Strategie der Aktiven 
Überwachung sollen folgende Parameter sein:  

• PSA-Wert ≤ 10 ng/ml; 

• Gleason-Score ≤ 6; 

• cT1 und cT2a; 

• Tumor in ≤ 2 Stanzen bei leitliniengerechter 

Entnahme von 10-12 Stanzen; 

• ≤ 50 % Tumor pro Stanze. 

b. Bei Gleason 3+4 (7a) sollte die Aktive Überwachung im 
Rahmen von Studien geprüft werden. 
 

c. Bei der Indikationsstellung sollen Alter und 
Komorbidität berücksichtigt werden. 

A 

 

 

 

 

 

 

 
B 

 

A 

4 EK auf der 
Grundlage von: 
[161 –163] 

6.9. a. Der Tumor soll in den ersten beiden Jahren durch PSA-
Bestimmung und DRU alle drei Monate kontrolliert 
werden. Bleibt der PSA-Wert stabil, ist danach 6-
monatlich zu untersuchen. Eine Rebiopsie soll erfolgen 
(siehe b. und Text). 

 

b. Patienten 

• mit initialem MRT und systematischer plus ggf. 

gezielter Biopsie vor Einschluss in die Aktive 
Überwachung sollten eine Re-Biopsie mit erneutem 
MRT plus systematischer Biopsie nach 12 Monaten 
erhalten. 

A 

 

 

 

 

B 

 

 

 

4 EK 

S3-Leitlinie zum lokal begrenzten, nicht
metastasiertem Prostatakarzinom

Version 
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Aufnahme der LDR-Brachytherapie in den EBM 

Ab dem 1. Juli 2021 kann die Low-Dose-Rate-Brachytherapie zur 
Behandlung von Pati- enten mit lokal begrenztem 

Prostatakarzinom mit niedrigem Risikoprofil über Gebühren-
ordnungspositionen des EBM abgerechnet werden. Der 

Beschluss des Gemeinsamen Bundesausschusses (G-BA) zur 
Aufnahme der interstitiellen LDR-Brachytherapie bei lokal 

begrenztem Prostatakarzinom mit niedrigem Risikoprofil (LDR-
Brachytherapie mit permanenter Seed-Implantation) in die Anlage 

I „Anerkannte Untersuchungs- oder Be- handlungsmethoden“ 
der Richtlinie Methoden vertragsärztliche Versorgung trat am 8. 

Ja- nuar 2021 in Kraft. 
NEU: Interstitielle LDR-Brachytherapie mit permanenter Seed-

Implantation zur Behandlung von Patienten mit lokal begrenztem 
Prostatakarzinom gemäß Nr. 35 der Anlage I „Anerkannte 

Untersuchungs- oder Behandlungsmethoden“ der Richtlinie 
Methoden vertragsärztliche Versorgung des G-BA 

FMD



- Einmaliges, ambulantes Verfahren
- Oberflächliche Narkose
- Nur geringe akute Beeinträchtigung
- Keine Inkontinenz
- Höchste Wahrscheinlichkeit die 

Erektionsfähigkeit zu erhalten
- Möglichkeit des Erhalts der 

Ejakulationsfähigkeit
- Gute Prognose

LDR-Brachytherapie mit Jod-125

FMD



LDR-Brachytherapieteam
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‚If cure is necessary, is it
possible and if cure is

possible, is it necessary?‘
‚Wenn Heilung notwendig ist, ist sie möglich und 

wenn Heilung möglich ist, ist Sie (wirklich) 
notwendig?‘

Willet F. Whitmore, MD (1917-1995)
Professor of Urology, Memorial Sloan-Kettering 

Cancer Center, New York

FMD



LDR-Brachytherapie mit Jod-125 Seedketten
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What ist the best treatment for clinicalla localized prostate cancer: radical 
prostatatectomy, brachytherapy or external beam radiation therapy?
Kimberly A Roehl et al., J. Urol. 2008, Vol. 179, 1912-1916, May 2008

n 3565 Patienten, Follow-up 10 Jahre
n 2150 Patienten nach RPE, 150 Patienten nach 

LDR Brachythearpie, 346 Patienten nach Radiatio
n % 10 Jahre PSA anstiegsfreie Zeit (ASTRO)

80% vs 88% vs 59%.
n % 10 Jahres Überleben (Overall)

86% vs 79% vs 68%
n ‚radical prostatectomy and brachytherapy have had similar

overall progression rates, which were significantly
lower than external beam radiotherapy.‘

FMD

Welches ist die beste Therapieoption für das 
lokalisierte Prostatakarzinom: RPE, Brachytherapie 

oder externe Radiatio?



Prostate Brachytherapy-The M.D. Anderson Cancer Center Experience
Steven J. Frank et al. J. Urol. 2008, Vol. 179 Supplement, May 2008

n 330 Patienten, Follow-up 5 Jahre
n PSA Rezidivfreiheit: 96,4% unabhängig von 

‚low‘ - oder ‚intermediate risk‘
n Grad 1-4 Miktionskomplikationen: 9,8%, 6,5%, 1,7%, 0,5%.
n Grad 1-4 Rektalkomplikationen: 12,8%, 3,7%, 0,4%, 0%.
n ‚Excellent outcomes for appropriately selected patients‘ 

FMD

- Prostatakarzinombrachytherapie -
Die M.D. Anderson Cancer Center 

Experience



Sexuality after brachytherapy for localized prostate cancer: Long-term results
Joe Nohra et al. J. Urol. 2008, Vol. 179 Supplement, May 2008

n 406 Patienten, Follow-up 4 Jahre
n vor Therapie: 126 Patienten (41%) keine ED (IEFF 22-25), 

83 P. geringe ED (IEFF 17-21), 59P. milde bis
zunehmende ED (IEFF 12-16), 19P. zunehmende ED
(IEFF 8-11), 22 P. ausgeprägte ED (IEFF 1-7) 

n Der Anteil an Patienten ohne und mit geringer ED (68%)
fiel im Verlauf nach Brachy von 87% auf 55% ab.

n Vor der Therapie hatten  90% eine normal Ejakulation,
nach der Brachytherapie hatte noch 70% eine 
Ejakulation.

IEFF: International Index of Erectile Function

Sexualität nach Brachytherapie für das 
lokalisierte Prostatakarzinom: Langzeitergebnisse

FMD



Langzeitdaten zur 
LDR-Brachytherapie 

aus Seattle
n 215 Patienten, Follow-up 15Jahre
n Rezidivfreiheit: 80,4% aller Patienten
n entsprechend den D‘Amico Kriterien:

n niedrige Tumoraggressivität von 85,9%
n mittlere Tumoraggressivität von 79,9%
n hohe Tumoraggressivität von 62,2%

Sylvester JE et al: 15 J. Fifteen-Year Biochemical Relapse-Free 
Survival, Cause-Specific Survival, and Overall Survival 
following I(125) Prostate Brachytherapy in Clinically Localized 
Prostate Cancer: Seattle Experience. Int J Radiat Oncol Biol 
Phys. 2010 Sep 21. 
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Das lokal begrenzte ‚low risk‘ 
und ‚intermediate risk‘ 

Prostatakarzinom

LowDoseRate-
Brachytherapie

als ‚single‘ Therapie 
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Glesaon 6 Gleason 7a Gleason 7b Gleason 8 Gleason 9

Gleason 9 (7%)

Gleason 6  (43,4%) 

Gleason 7a (43,1%) 

Gleason 7b (3,5%)
Gleason 8 (2,9%)

Eigene Ergebnisse
LDR-Brachytherapie n. Gleasonscore

n= 311Patienten

FMD
Einzeltherapie mit 145Gy. LDR-Brachytherapie n=269

Kombitherapie mit 110Gy. LDR-Brachytherapie & 
perkutaner Strahlentherapie 45Gy. n=42



Eigene Ergebnisse 
LDR-Brachytherapie 145Gy –

low risk, Gleason 6
Gleason 6 55% 74 Patienten Altersgruppe 42-69 J.
Gesamt: 135 (bei Beginn der Therapie)

Durchschnittlicher Follow-up 14,7J.
Tumorrezidiv 0%
Lost of Follow-up 10 Patienten
verstorben: 6 Patienten (nicht am PC)
Erektionsstörung:  
Einnahme von Phosphodiesterasehemmern: 38,46%

45% 61Patienten Altersgruppe 70-81 J.
(bei Beginn der Therapie)
Durchschnittlicher Follow-up 13,7J.
Tumorrezidiv 0%
Lost of Follow-up 10 Patienten
verstorben: 16 Patienten (nicht am PC)

FMD
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Gleason 7a 46,4% 58 Patienten Altersgruppe 42-69 J. 
Gesamt: 134 (bei Beginn der Therapie)

Durchschnittlicher Follow-up 12,9J.
Tumorrezidiv 6 Patienten = 4,4%
Lost of Follow-up 2 Patienten
verstorben: 1 Patient (nicht am PC)
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IMPORTANCE Understanding adverse effects of contemporary treatment approaches for men with
favorable-risk and unfavorable-risk localized prostate cancer could inform treatment selection.

OBJECTIVE To compare functional outcomes associated with prostate cancer treatments over
5 years after treatment.

DESIGN, SETTING, AND PARTICIPANTS Prospective, population-based cohort study of 1386
men with favorable-risk (clinical stage cT1 to cT2bN0M0, prostate-specific antigen [PSA]
!20 ng/mL, and Grade Group 1-2) prostate cancer and 619 men with unfavorable-risk
(clinical stage cT2cN0M0, PSA of 20-50 ng/mL, or Grade Group 3-5) prostate cancer
diagnosed in 2011 through 2012, accrued from 5 Surveillance, Epidemiology and End Results
Program sites and a US prostate cancer registry, with surveys through September 2017.

EXPOSURES Treatment with active surveillance (n = 363), nerve-sparing prostatectomy
(n = 675), external beam radiation therapy (EBRT; n = 261), or low-dose-rate brachytherapy
(n = 87) for men with favorable-risk disease and treatment with prostatectomy (n = 402) or
EBRT with androgen deprivation therapy (n = 217) for men with unfavorable-risk disease.

MAIN OUTCOMES AND MEASURES Patient-reported function, based on the 26-item Expanded
Prostate Index Composite (range, 0-100), 5 years after treatment. Regression models were
adjusted for baseline function and patient and tumor characteristics. Minimum clinically
important difference was 10 to 12 for sexual function, 6 to 9 for urinary incontinence, 5 to 7
for urinary irritative symptoms, and 4 to 6 for bowel and hormonal function.

RESULTS A total of 2005 men met inclusion criteria and completed the baseline and at least 1
postbaseline survey (median [interquartile range] age, 64 [59-70] years; 1529 of 1993
participants [77%] were non-Hispanic white). For men with favorable-risk prostate cancer,
nerve-sparing prostatectomy was associated with worse urinary incontinence at 5 years
(adjusted mean difference, −10.9 [95% CI, −14.2 to −7.6]) and sexual function at 3 years (adjusted
mean difference, −15.2 [95% CI, −18.8 to −11.5]) compared with active surveillance.
Low-dose-rate brachytherapy was associated with worse urinary irritative (adjusted mean
difference, −7.0 [95% CI, −10.1 to −3.9]), sexual (adjusted mean difference, −10.1 [95% CI, −14.6 to
−5.7]), and bowel (adjusted mean difference, −5.0 [95% CI, −7.6 to −2.4]) function at 1 year
compared with active surveillance. EBRT was associated with urinary, sexual, and bowel function
changes not clinically different from active surveillance at any time point through 5 years. For
men with unfavorable-risk disease, EBRT with ADT was associated with lower hormonal function
at 6 months (adjusted mean difference, −5.3 [95% CI, −8.2 to −2.4]) and bowel function at 1 year
(adjusted mean difference, −4.1 [95% CI, −6.3 to −1.9]), but better sexual function at 5 years
(adjusted mean difference, 12.5 [95% CI, 6.2-18.7]) and incontinence at each time point through
5 years (adjusted mean difference, 23.2 [95% CI, 17.7-28.7]), than prostatectomy.

CONCLUSIONS AND RELEVANCE In this cohort of men with localized prostate cancer, most
functional differences associated with contemporary management options attenuated
by 5 years. However, men undergoing prostatectomy reported clinically meaningful worse
incontinence through 5 years compared with all other options, and men undergoing
prostatectomy for unfavorable-risk disease reported worse sexual function at 5 years
compared with men who underwent EBRT with ADT.
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At 5 years, compared with men who underwent active sur-
veillance, more men who underwent prostatectomy re-
ported erections insufficient for intercourse (57% vs 61%; ad-
justed OR, 1.9 [95% CI, 1.3-2.9]; P < .001) and a moderate or
big problem with sexual function (24% vs 35%; adjusted OR,

1.9 [95% CI, 1.3-2.8]; P < .001). Among men who reported erec-
tions sufficient for intercourse at baseline, 205 of 428 men
(48%) who received nerve-sparing prostatectomy, 53 of 109
(49%) who received EBRT, 25 of 46 (54%) who received LDR
brachytherapy, and 133 of 200 (66%) who underwent active

Figure 2. Unadjusted Disease-Specific Function for Men With Favorable-Risk Disease in a Study of the Association Between Treatments
for Localized Prostate Cancer Through 5 Years
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Domain scores are from the Expanded Prostate Cancer Index Composite (range,
0-100; higher scores indicate better function). Boxplots illustrate the
distribution of scores at 6 months, 3 years, and 5 years. The boxes indicate the
lower and upper quartiles and the lines inside the boxes indicate the median.

The whiskers extend to the furthest points from the lower and upper quartiles
that are still within 1.5 × the interquartile range (upper quartile − lower quartile).
All the points beyond 1.5 × interquartile ranges are shown as dots, the intensity
of which signifies the relative number of participants with that value.
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Domain scores are from the Expanded Prostate Cancer Index Composite (range,
0-100; higher scores indicate better function). Boxplots illustrate the
distribution of scores at 6 months, 3 years, and 5 years. The boxes indicate the
lower and upper quartiles and the lines inside the boxes indicate the median.

The whiskers extend to the furthest points from the lower and upper quartiles
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Domain scores are from the Expanded Prostate Cancer Index Composite (range,
0-100; higher scores indicate better function). Boxplots illustrate the
distribution of scores at 6 months, 3 years, and 5 years. The boxes indicate the
lower and upper quartiles and the lines inside the boxes indicate the median.

The whiskers extend to the furthest points from the lower and upper quartiles
that are still within 1.5 × the interquartile range (upper quartile − lower quartile).
All the points beyond 1.5 × interquartile ranges are shown as dots, the intensity
of which signifies the relative number of participants with that value.
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Das lokal begrenzte ‚high 
risk‘ Prostatakarzinom

Kombination der LowDoseRate-
Brachytherapie

mit der perkutanen 
Strahlentherapie und der 

bekannten ADT
(Antihormonellen Therapie)

FMD



Eigene Ergebnisse des ‚high risk‘ 
Prostatakarzinoms

LDR-Brachytherapie 110Gy als Kombitherapie mit 
perkutaner Strahlentherapie 45Gy und ADT 

(Antihormoneller Therapie über 2 Jahre)‘

Patienten mit mehr als 10J. Follow-up (n=13)
Gleason 7b-9

4 Patienten Altersgruppe bei Therapiebeginn: 52-65J.
Durchschnittlicher Follow-up 14,75J.
kein biochemisches Tumorrezidiv, kein
Todesfall
9 Patienten Altersgruppe bei Therapiebeginn: 71-80J.
Durchschnittlicher Follow-up 12,78J.
4 Todesfälle, 3 Alter beim Tod >90J., 1 Tod am PC

FMD



Kombitherapie mit 76J. (LDR-Brachytherapie 110Gy
& perkutane Radiatio mit 45Gy. & ADT 18.12.2006)
Prostataadenomkarzinom cT2c, G3, Gleason 9, 
initiales PSA: 7,27µg/l 

FMD

Risiko in Abhängigkeit vom Gleason 
Score ein biochemisches Rezidiv zu 
entwickeln
Gleason 
Score

Malignitäts
grad

Biochemische 
Progressionswahrscheinlichkeit

6 1 1,00 %
7a 2 2,60 %
7b 3 8,50 %
8 4 16,80 %
9-10 5 29,20 %

Antihormonelle Therapie
Leuproreline & Bicalutamid

28.07.2015  Moderne 
Androgentargeted Therapie
Arbiraterone, Prednisolon,
Leuprorelin

07.12.2015  85J. Moderne 
Androgentargeted Therapie
Enzalutamid & Leurprorelin



Kombitherapie mit 52J. (LDR-Brachytherapie 110Gy & 
perkutane Radiatio mit 45Gy. & ADT 03.03.2010)
Prostataadenomkarzinom cT2c, G3, Gleason 8, 
initiales PSA: 12,5µg/l 

FMD

Risiko in Abhängigkeit vom Gleason 
Score ein biochemisches Rezidiv zu 
entwickeln
Gleason 
Score

Malignitäts
grad

Biochemische 
Progressionswahrscheinlichkeit

6 1 1,00 %
7a 2 2,60 %
7b 3 8,50 %
8 4 16,80 %
9-10 5 29,20 %



Radical Prostatectomy, External Beam Radiotherapy,
or External Beam Radiotherapy With Brachytherapy Boost
and Disease Progression and Mortality in Patients
With Gleason Score 9-10 Prostate Cancer
Amar U. Kishan, MD; Ryan R. Cook, MSPH; Jay P. Ciezki, MD; Ashley E. Ross, MD, PhD; Mark M. Pomerantz, MD; Paul L. Nguyen, MD; Talha Shaikh, MD;
Phuoc T. Tran, MD, PhD; Kiri A. Sandler, MD; Richard G. Stock, MD; Gregory S. Merrick, MD; D. Jeffrey Demanes, MD; Daniel E. Spratt, MD;
Eyad I. Abu-Isa, MD; Trude B. Wedde, MD; Wolfgang Lilleby, MD, PhD; Daniel J. Krauss, MD; Grace K. Shaw, BA; Ridwan Alam, MPH;
Chandana A. Reddy, MS; Andrew J. Stephenson, MD; Eric A. Klein, MD; Daniel Y. Song, MD; Jeffrey J. Tosoian, MD; John V. Hegde, MD;
Sun Mi Yoo, MD, MPH; Ryan Fiano, MPH; Anthony V. D’Amico, MD, PhD; Nicholas G. Nickols, MD, PhD; William J. Aronson, MD; Ahmad Sadeghi, MD;
Stephen Greco, MD; Curtiland Deville, MD; Todd McNutt, PhD; Theodore L. DeWeese, MD; Robert E. Reiter, MD; Johnathan W. Said, MD;
Michael L. Steinberg, MD; Eric M. Horwitz, MD; Patrick A. Kupelian, MD; Christopher R. King, MD, PhD

IMPORTANCE The optimal treatment for Gleason score 9-10 prostate cancer is unknown.

OBJECTIVE To compare clinical outcomes of patients with Gleason score 9-10 prostate cancer
after definitive treatment.

DESIGN, SETTING, AND PARTICIPANTS Retrospective cohort study in 12 tertiary centers
(11 in the United States, 1 in Norway), with 1809 patients treated between 2000 and 2013.

EXPOSURES Radical prostatectomy (RP), external beam radiotherapy (EBRT) with
androgen deprivation therapy, or EBRT plus brachytherapy boost (EBRT+BT)
with androgen deprivation therapy.

MAIN OUTCOMES AND MEASURES The primary outcome was prostate cancer–specific
mortality; distant metastasis-free survival and overall survival were secondary outcomes.

RESULTS Of 1809 men, 639 underwent RP, 734 EBRT, and 436 EBRT+BT. Median ages were 61,
67.7, and 67.5 years; median follow-up was 4.2, 5.1, and 6.3 years, respectively. By 10 years, 91 RP,
186 EBRT, and 90 EBRT+BT patients had died. Adjusted 5-year prostate cancer–specific mortality
rates were RP, 12% (95% CI, 8%-17%); EBRT, 13% (95% CI, 8%-19%); and EBRT+BT, 3% (95% CI,
1%-5%). EBRT+BT was associated with significantly lower prostate cancer–specific mortality than
either RP or EBRT (cause-specific HRs of 0.38 [95% CI, 0.21-0.68] and 0.41 [95% CI, 0.24-0.71]).
Adjusted 5-year incidence rates of distant metastasis were RP, 24% (95% CI, 19%-30%); EBRT,
24% (95% CI, 20%-28%); and EBRT+BT, 8% (95% CI, 5%-11%). EBRT+BT was associated with
a significantly lower rate of distant metastasis (propensity-score-adjusted cause-specific HRs
of 0.27 [95% CI, 0.17-0.43] for RP and 0.30 [95% CI, 0.19-0.47] for EBRT). Adjusted 7.5-year
all-cause mortality rates were RP, 17% (95% CI, 11%-23%); EBRT, 18% (95% CI, 14%-24%); and
EBRT+BT, 10% (95% CI, 7%-13%). Within the first 7.5 years of follow-up, EBRT+BT was associated
with significantly lower all-cause mortality (cause-specific HRs of 0.66 [95% CI, 0.46-0.96] for
RP and 0.61 [95% CI, 0.45-0.84] for EBRT). After the first 7.5 years, the corresponding HRs were
1.16 (95% CI, 0.70-1.92) and 0.87 (95% CI, 0.57-1.32). No significant differences in prostate
cancer–specific mortality, distant metastasis, or all-cause mortality (!7.5 and >7.5 years) were
found between men treated with EBRT or RP (cause-specific HRs of 0.92 [95% CI, 0.67-1.26],
0.90 [95% CI, 0.70-1.14], 1.07 [95% CI, 0.80-1.44], and 1.34 [95% CI, 0.85-2.11]).

CONCLUSIONS AND RELEVANCE Among patients with Gleason score 9-10 prostate cancer,
treatment with EBRT+BT with androgen deprivation therapy was associated with significantly
better prostate cancer–specific mortality and longer time to distant metastasis compared
with EBRT with androgen deprivation therapy or with RP.
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Related article page 883

Supplemental content

Author Affiliations: Author
affiliations are listed at the end of this
article.

Corresponding Author: Amar U.
Kishan, MD, Department of Radiation
Oncology, University of California,
Los Angeles, 200 Medical Plaza,
Ste B265, Los Angeles, CA 90095
(aukishan@mednet.ucla.edu).

Research

JAMA | Original Investigation

896 (Reprinted) jama.com

© 2018 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by Florian Deindl, M.D. on 02/21/2023

Radical Prostatectomy, External Beam Radiotherapy,
or External Beam Radiotherapy With Brachytherapy Boost
and Disease Progression and Mortality in Patients
With Gleason Score 9-10 Prostate Cancer
Amar U. Kishan, MD; Ryan R. Cook, MSPH; Jay P. Ciezki, MD; Ashley E. Ross, MD, PhD; Mark M. Pomerantz, MD; Paul L. Nguyen, MD; Talha Shaikh, MD;
Phuoc T. Tran, MD, PhD; Kiri A. Sandler, MD; Richard G. Stock, MD; Gregory S. Merrick, MD; D. Jeffrey Demanes, MD; Daniel E. Spratt, MD;
Eyad I. Abu-Isa, MD; Trude B. Wedde, MD; Wolfgang Lilleby, MD, PhD; Daniel J. Krauss, MD; Grace K. Shaw, BA; Ridwan Alam, MPH;
Chandana A. Reddy, MS; Andrew J. Stephenson, MD; Eric A. Klein, MD; Daniel Y. Song, MD; Jeffrey J. Tosoian, MD; John V. Hegde, MD;
Sun Mi Yoo, MD, MPH; Ryan Fiano, MPH; Anthony V. D’Amico, MD, PhD; Nicholas G. Nickols, MD, PhD; William J. Aronson, MD; Ahmad Sadeghi, MD;
Stephen Greco, MD; Curtiland Deville, MD; Todd McNutt, PhD; Theodore L. DeWeese, MD; Robert E. Reiter, MD; Johnathan W. Said, MD;
Michael L. Steinberg, MD; Eric M. Horwitz, MD; Patrick A. Kupelian, MD; Christopher R. King, MD, PhD

IMPORTANCE The optimal treatment for Gleason score 9-10 prostate cancer is unknown.

OBJECTIVE To compare clinical outcomes of patients with Gleason score 9-10 prostate cancer
after definitive treatment.

DESIGN, SETTING, AND PARTICIPANTS Retrospective cohort study in 12 tertiary centers
(11 in the United States, 1 in Norway), with 1809 patients treated between 2000 and 2013.

EXPOSURES Radical prostatectomy (RP), external beam radiotherapy (EBRT) with
androgen deprivation therapy, or EBRT plus brachytherapy boost (EBRT+BT)
with androgen deprivation therapy.

MAIN OUTCOMES AND MEASURES The primary outcome was prostate cancer–specific
mortality; distant metastasis-free survival and overall survival were secondary outcomes.

RESULTS Of 1809 men, 639 underwent RP, 734 EBRT, and 436 EBRT+BT. Median ages were 61,
67.7, and 67.5 years; median follow-up was 4.2, 5.1, and 6.3 years, respectively. By 10 years, 91 RP,
186 EBRT, and 90 EBRT+BT patients had died. Adjusted 5-year prostate cancer–specific mortality
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with significantly lower all-cause mortality (cause-specific HRs of 0.66 [95% CI, 0.46-0.96] for
RP and 0.61 [95% CI, 0.45-0.84] for EBRT). After the first 7.5 years, the corresponding HRs were
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Association of Radiotherapy Dose With Outcomes
Because these results suggested an association of extreme dose
escalation with improved outcomes, we sought to determine
whether a similar dose-response association could be identi-
fied within the EBRT cohort by defining 3 dose strata (eTable
6 in the Supplement). Patients receiving less than 70 Gy had
a significantly higher rate of prostate cancer–specific mortal-
ity than those receiving greater than or equal to 78 Gy (cause-
specific hazard ratio, 2.70 [95% CI, 1.01-7.24]; P < .05). How-
ever, there was no significant association between distant
metastasis and dose (cause-specific hazard ratio, 1.55 [95% CI,
0.64-3.38] for <70 Gy vs ≥78 Gy; P = .34 for all).

Additional subset analyses (eTables 7-8 in the Supple-
ment) revealed that the EBRT patient subset receiving greater

than or equal to 78 Gy and greater than or equal to 24 months
of androgen deprivation therapy (composing 11.4% of the EBRT
cohort) was associated with superior prostate cancer–specific
mortality and distant metastasis outcomes compared with radi-
cal prostatectomy (cause-specific hazard ratios of 0.45 [95% CI,
0.24-0.83] and 0.31 [95% CI, 0.12-0.86], respectively; P < .05).
EBRT+BT was still associated with lower rates of distant me-
tastasis outcomes than this “optimal” regimen (cause-specific
hazard ratio, 0.53 [95% CI, 0.28-1.00]; P = .05), but prostate
cancer–specific mortality outcomes were not significantly dif-
ferent (cause-specific hazard ratio, 1.24 [95% CI, 0.45-3.40];
P > .75). Comparison of outcomes between patients treated with
low- and high-dose-rate brachytherapy revealed no differ-
ences in outcomes (eTable 9 in the Supplement).

Figure. Adjusted Survival Curves for Prostate Cancer–Specific Survival, Distant Metastasis–Free Survival, and Overall Survival by Treatment Group,
Weighted by the Inverse Probability of Treatment
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EBRT indicates external beam radiotherapy; and EBRT+BT, external beam
radiotherapy with a brachytherapy boost. Median follow-up for each treatment
cohort was as follows: EBRT, 5.1 years (interquartile range, 2.9-7.7 years);
EBRT+BT, 6.3 years (interquartile range, 3.9-9.4 years); and surgery, 4.2 years
(interquartile range, 2.5-7.0 years). Adjusted curves were generated with
Kaplan-Meier methods with inverse probability of treatment weights,

calculated with propensity scores that were determined by using multinomial
logistic regression with treatment cohort as the outcome and age, ln(initial
prostate-specific antigen level), clinical T stage, and Gleason score as
pretreatment, prognostic covariates. Numbers at baseline differ for A from both
B and C because not all patients had known cause-of-death information to
compute prostate cancer–specific survival.
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whether a similar dose-response association could be identi-
fied within the EBRT cohort by defining 3 dose strata (eTable
6 in the Supplement). Patients receiving less than 70 Gy had
a significantly higher rate of prostate cancer–specific mortal-
ity than those receiving greater than or equal to 78 Gy (cause-
specific hazard ratio, 2.70 [95% CI, 1.01-7.24]; P < .05). How-
ever, there was no significant association between distant
metastasis and dose (cause-specific hazard ratio, 1.55 [95% CI,
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EBRT indicates external beam radiotherapy; and EBRT+BT, external beam
radiotherapy with a brachytherapy boost. Median follow-up for each treatment
cohort was as follows: EBRT, 5.1 years (interquartile range, 2.9-7.7 years);
EBRT+BT, 6.3 years (interquartile range, 3.9-9.4 years); and surgery, 4.2 years
(interquartile range, 2.5-7.0 years). Adjusted curves were generated with
Kaplan-Meier methods with inverse probability of treatment weights,

calculated with propensity scores that were determined by using multinomial
logistic regression with treatment cohort as the outcome and age, ln(initial
prostate-specific antigen level), clinical T stage, and Gleason score as
pretreatment, prognostic covariates. Numbers at baseline differ for A from both
B and C because not all patients had known cause-of-death information to
compute prostate cancer–specific survival.
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cohort was as follows: EBRT, 5.1 years (interquartile range, 2.9-7.7 years);
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(interquartile range, 2.5-7.0 years). Adjusted curves were generated with
Kaplan-Meier methods with inverse probability of treatment weights,

calculated with propensity scores that were determined by using multinomial
logistic regression with treatment cohort as the outcome and age, ln(initial
prostate-specific antigen level), clinical T stage, and Gleason score as
pretreatment, prognostic covariates. Numbers at baseline differ for A from both
B and C because not all patients had known cause-of-death information to
compute prostate cancer–specific survival.
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UroToday Home Conference Highlights EAU Annual Congress 2023 EAU 2023 Prostate Cancer

EAU 2023: 15-year Update ProtecT Trial - Part I: Oncology

(UroToday.com) The 2023 European Association of Urology (EAU) annual congress held in Milan, Italy between
March 10  and 13 , 2023 was host to a plenary session addressing the “right management” of prostate cancer
patients in the early detection and active surveillance settings.

Dr. Freddie Hamdy presented the updated 15-year oncologic outcomes of the PROstate TEsting for Cancer and
Treatment (ProtecT) trial, which were concurrently published in The New England Journal of Medicine on the
midnight of this EAU presentation.

The PROstate TEsting for Cancer and Treatment (ProtecT) trial evaluated 82,429 men who underwent PSA
testing between 1999 and 2009. Of these, 82,429 screened men, 2,965 were diagnosed with prostate cancer, of
whom 1,643 were randomly assigned to:

Active monitoring: 545
Radical prostatectomy: 553
Radical radiotherapy: 545

In this updated report, the percentage of patients undergoing radical intervention in the active monitoring group
continued to increase, with 61% of patients initially randomized to active monitoring undergoing radical treatment
within a median of 15 years. Conversely, 90% and 92% of patients in the prostatectomy and radiotherapy received
radical therapy within the same time frame.

Similar to the findings from the 10-year report, prostate cancer-specific survival remained equally impressive
across the three arms: 

There were similarly no differences in all-cause survival between the three arms:

 

While the incidence of metastases, long-term ADT use, and disease progression rates were all significantly worse
in the active monitoring group, these outcomes did not correspond to worse prostate cancer survival outcomes as
previously seen in the above figures: 

 

Dr. Hamdi next addressed common misconceptions pertaining to the ProtecT trial:

ProtecT is not “just” a low-risk cohort of men with prostate cancer
34% were classified as intermediate risk using contemporary risk stratification
One-third of ProtecT men receiving radical prostatectomy within 12 months of diagnosis had pT3
prostate cancer
ProtecT is not disputing the need for aggressive treatment in high-risk prostate cancer
Active monitoring as used in ProtecT is not “outdated”

Despite its lower intensity compared to contemporary active surveillance, cancer-specific survival
showed no difference compared with radical treatments

“Modern technologies and innovations” such as mpMRI, PSMA-PET/CT, genetic testing, and other
biomarkers are reportedly reliable in the post-diagnostic space to decide on treatments

Where is the evidence that outcomes and cancer-specific survival outcomes improve?

As demonstrated in the table below, 34% of men had D’Amico intermediate or high-risk disease.

A deeper analysis of the patients who had a radical prostatectomy and died of prostate cancer, demonstrated that
100% were upstaged and 77% upgraded at time of surgery:

While the incidence of metastases was higher in the active monitoring group, this did not correspond to worse
cancer survival outcomes. As such, in this updated report, Dr. Hamdy and colleagues evaluated survival outcomes
in patients who developed metastases, by randomization group:

Dr. Hamdy concluded his presentation of the 15-year outcomes with the following key messages:

Survival from clinically localized prostate cancer remains very high over a median of 15 years (96-97%),
irrespective of treatment allocation
Men with metastases do not necessarily die of prostate cancer
Men who die of prostate cancer have lethality features, yet to be identifiable and are not easily impacted by
multimodality treatment approaches
Current risk-stratification methods are unreliable and new tools are needed
The indications for active monitoring/surveillance can be safely expanded to intermediate-risk disease
The long survival of screen-detected prostate cancer men in ProtecT with or without treatment, with or
without metastases does not support the introduction of population testing for early detection
Treatment decisions need to balance “trade-offs” between the reduction of metastases, long-term hormones,
and local progression with radical treatments against their short-, medium-, and long-term impacts on sexual,
urinary, and bowel function

Presented by: Freddie Hamdy, MD, FRCS(Urol), FMedSci, Nuffield Professor of Surgery and Urology at the
University of Oxford, Oxford, England

Written by: Rashid K. Sayyid, MD, MSc – Society of Urologic Oncology (SUO) Clinical Fellow at The University of
Toronto, @rksayyid on Twitter during the 2023 European Association of Urology (EAU) Annual Meeting, Milan, IT,
Fri, Mar 10 – Mon, Mar 13, 2023.

Reference:
1. Hamdy et al. Fifteen-Year Outcomes after Monitoring, Surgery, or Radiotherapy for Prostate Cancer. New

England Journal of Medicine 2023. DOI: 10.1056/NEJMoa2214122

Related Content: EAU 2023: 15-year update ProtecT trial - Part II: Quality of Life
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EAU 2023: 15-year Update ProtecT Trial - Part I: Oncology

(UroToday.com) The 2023 European Association of Urology (EAU) annual congress held in Milan, Italy between
March 10  and 13 , 2023 was host to a plenary session addressing the “right management” of prostate cancer
patients in the early detection and active surveillance settings.

Dr. Freddie Hamdy presented the updated 15-year oncologic outcomes of the PROstate TEsting for Cancer and
Treatment (ProtecT) trial, which were concurrently published in The New England Journal of Medicine on the
midnight of this EAU presentation.

The PROstate TEsting for Cancer and Treatment (ProtecT) trial evaluated 82,429 men who underwent PSA
testing between 1999 and 2009. Of these, 82,429 screened men, 2,965 were diagnosed with prostate cancer, of
whom 1,643 were randomly assigned to:

Active monitoring: 545
Radical prostatectomy: 553
Radical radiotherapy: 545

In this updated report, the percentage of patients undergoing radical intervention in the active monitoring group
continued to increase, with 61% of patients initially randomized to active monitoring undergoing radical treatment
within a median of 15 years. Conversely, 90% and 92% of patients in the prostatectomy and radiotherapy received
radical therapy within the same time frame.

Similar to the findings from the 10-year report, prostate cancer-specific survival remained equally impressive
across the three arms: 

There were similarly no differences in all-cause survival between the three arms:

 

While the incidence of metastases, long-term ADT use, and disease progression rates were all significantly worse
in the active monitoring group, these outcomes did not correspond to worse prostate cancer survival outcomes as
previously seen in the above figures: 

 

Dr. Hamdi next addressed common misconceptions pertaining to the ProtecT trial:

ProtecT is not “just” a low-risk cohort of men with prostate cancer
34% were classified as intermediate risk using contemporary risk stratification
One-third of ProtecT men receiving radical prostatectomy within 12 months of diagnosis had pT3
prostate cancer
ProtecT is not disputing the need for aggressive treatment in high-risk prostate cancer
Active monitoring as used in ProtecT is not “outdated”

Despite its lower intensity compared to contemporary active surveillance, cancer-specific survival
showed no difference compared with radical treatments

“Modern technologies and innovations” such as mpMRI, PSMA-PET/CT, genetic testing, and other
biomarkers are reportedly reliable in the post-diagnostic space to decide on treatments

Where is the evidence that outcomes and cancer-specific survival outcomes improve?

As demonstrated in the table below, 34% of men had D’Amico intermediate or high-risk disease.

A deeper analysis of the patients who had a radical prostatectomy and died of prostate cancer, demonstrated that
100% were upstaged and 77% upgraded at time of surgery:

While the incidence of metastases was higher in the active monitoring group, this did not correspond to worse
cancer survival outcomes. As such, in this updated report, Dr. Hamdy and colleagues evaluated survival outcomes
in patients who developed metastases, by randomization group:

Dr. Hamdy concluded his presentation of the 15-year outcomes with the following key messages:

Survival from clinically localized prostate cancer remains very high over a median of 15 years (96-97%),
irrespective of treatment allocation
Men with metastases do not necessarily die of prostate cancer
Men who die of prostate cancer have lethality features, yet to be identifiable and are not easily impacted by
multimodality treatment approaches
Current risk-stratification methods are unreliable and new tools are needed
The indications for active monitoring/surveillance can be safely expanded to intermediate-risk disease
The long survival of screen-detected prostate cancer men in ProtecT with or without treatment, with or
without metastases does not support the introduction of population testing for early detection
Treatment decisions need to balance “trade-offs” between the reduction of metastases, long-term hormones,
and local progression with radical treatments against their short-, medium-, and long-term impacts on sexual,
urinary, and bowel function

Presented by: Freddie Hamdy, MD, FRCS(Urol), FMedSci, Nuffield Professor of Surgery and Urology at the
University of Oxford, Oxford, England

Written by: Rashid K. Sayyid, MD, MSc – Society of Urologic Oncology (SUO) Clinical Fellow at The University of
Toronto, @rksayyid on Twitter during the 2023 European Association of Urology (EAU) Annual Meeting, Milan, IT,
Fri, Mar 10 – Mon, Mar 13, 2023.

Reference:
1. Hamdy et al. Fifteen-Year Outcomes after Monitoring, Surgery, or Radiotherapy for Prostate Cancer. New

England Journal of Medicine 2023. DOI: 10.1056/NEJMoa2214122

Related Content: EAU 2023: 15-year update ProtecT trial - Part II: Quality of Life
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UroToday Home Conference Highlights EAU Annual Congress 2023 EAU 2023 Prostate Cancer

EAU 2023: 15-year Update ProtecT Trial - Part I: Oncology

(UroToday.com) The 2023 European Association of Urology (EAU) annual congress held in Milan, Italy between
March 10  and 13 , 2023 was host to a plenary session addressing the “right management” of prostate cancer
patients in the early detection and active surveillance settings.

Dr. Freddie Hamdy presented the updated 15-year oncologic outcomes of the PROstate TEsting for Cancer and
Treatment (ProtecT) trial, which were concurrently published in The New England Journal of Medicine on the
midnight of this EAU presentation.

The PROstate TEsting for Cancer and Treatment (ProtecT) trial evaluated 82,429 men who underwent PSA
testing between 1999 and 2009. Of these, 82,429 screened men, 2,965 were diagnosed with prostate cancer, of
whom 1,643 were randomly assigned to:

Active monitoring: 545
Radical prostatectomy: 553
Radical radiotherapy: 545

In this updated report, the percentage of patients undergoing radical intervention in the active monitoring group
continued to increase, with 61% of patients initially randomized to active monitoring undergoing radical treatment
within a median of 15 years. Conversely, 90% and 92% of patients in the prostatectomy and radiotherapy received
radical therapy within the same time frame.

Similar to the findings from the 10-year report, prostate cancer-specific survival remained equally impressive
across the three arms: 

There were similarly no differences in all-cause survival between the three arms:

 

While the incidence of metastases, long-term ADT use, and disease progression rates were all significantly worse
in the active monitoring group, these outcomes did not correspond to worse prostate cancer survival outcomes as
previously seen in the above figures: 

 

Dr. Hamdi next addressed common misconceptions pertaining to the ProtecT trial:

ProtecT is not “just” a low-risk cohort of men with prostate cancer
34% were classified as intermediate risk using contemporary risk stratification
One-third of ProtecT men receiving radical prostatectomy within 12 months of diagnosis had pT3
prostate cancer
ProtecT is not disputing the need for aggressive treatment in high-risk prostate cancer
Active monitoring as used in ProtecT is not “outdated”

Despite its lower intensity compared to contemporary active surveillance, cancer-specific survival
showed no difference compared with radical treatments

“Modern technologies and innovations” such as mpMRI, PSMA-PET/CT, genetic testing, and other
biomarkers are reportedly reliable in the post-diagnostic space to decide on treatments

Where is the evidence that outcomes and cancer-specific survival outcomes improve?

As demonstrated in the table below, 34% of men had D’Amico intermediate or high-risk disease.

A deeper analysis of the patients who had a radical prostatectomy and died of prostate cancer, demonstrated that
100% were upstaged and 77% upgraded at time of surgery:

While the incidence of metastases was higher in the active monitoring group, this did not correspond to worse
cancer survival outcomes. As such, in this updated report, Dr. Hamdy and colleagues evaluated survival outcomes
in patients who developed metastases, by randomization group:

Dr. Hamdy concluded his presentation of the 15-year outcomes with the following key messages:

Survival from clinically localized prostate cancer remains very high over a median of 15 years (96-97%),
irrespective of treatment allocation
Men with metastases do not necessarily die of prostate cancer
Men who die of prostate cancer have lethality features, yet to be identifiable and are not easily impacted by
multimodality treatment approaches
Current risk-stratification methods are unreliable and new tools are needed
The indications for active monitoring/surveillance can be safely expanded to intermediate-risk disease
The long survival of screen-detected prostate cancer men in ProtecT with or without treatment, with or
without metastases does not support the introduction of population testing for early detection
Treatment decisions need to balance “trade-offs” between the reduction of metastases, long-term hormones,
and local progression with radical treatments against their short-, medium-, and long-term impacts on sexual,
urinary, and bowel function

Presented by: Freddie Hamdy, MD, FRCS(Urol), FMedSci, Nuffield Professor of Surgery and Urology at the
University of Oxford, Oxford, England

Written by: Rashid K. Sayyid, MD, MSc – Society of Urologic Oncology (SUO) Clinical Fellow at The University of
Toronto, @rksayyid on Twitter during the 2023 European Association of Urology (EAU) Annual Meeting, Milan, IT,
Fri, Mar 10 – Mon, Mar 13, 2023.

Reference:
1. Hamdy et al. Fifteen-Year Outcomes after Monitoring, Surgery, or Radiotherapy for Prostate Cancer. New

England Journal of Medicine 2023. DOI: 10.1056/NEJMoa2214122

Related Content: EAU 2023: 15-year update ProtecT trial - Part II: Quality of Life

  



!

"

#

$

%

th th

1

TheProtecTtrial:1999-2009
(ProstatetestingforcancerandIreatment)

82,429menPSA-tested
2965prostatecancersdetected

1643Randomlyassigned

545

ActiveMonitoring
553

RadicalProstatectomy
545

RadicalRadiotherapy

Edinburgh

Newcastle

Birmingham

Leeds

Sheffield
Leicester

Cambridge
Cardiff

Bristol

Follow UroToday    
COPYRIGHT © 2002 - 2023 DIGITAL SCIENCE PRESS, LLC

About UroToday

Journals

Calendar

Editorial and Advertising Guidelines

Editors and Contributors

FAQs

Privacy Policy

Terms of Use

  

Search UroToday.com

Transformative Evidence ArticlesCenters of Excellence Videos Clinical Trials Conference Coverage PCF

This website uses cookies to ensure you get the best experience on our website. Privacy Policy I AGREE

FMD

European Association of Urology 2023 Milano



Contact Login Sign Up Free



UroToday Home Conference Highlights EAU Annual Congress 2023 EAU 2023 Prostate Cancer

EAU 2023: 15-year Update ProtecT trial - Part II: Quality of Life

(UroToday.com) The 2023 European Association of Urology (EAU) annual congress held in Milan, Italy between
March 10  and 13 , 2023 was host to a plenary session addressing the “right management” of prostate cancer
patients in the early detection and active surveillance settings. Professor Jenny Donovan presented the updated
15-year quality of life (QoL) outcomes of the PROstate TEsting for Cancer and Treatment (ProtecT) trial, which
were concurrently published at midnight in the open-access New England Journal of Medicine: Evidence.

In this updated 15-year report from the ProtecT trial, the investigators evaluated patient-reported outcomes
(PROMs) using validated measure of:

Urinary function and impact on quality of life: ICIQ, ICSmaleSF, EPIC-50
Sexual and bowel function and impact on quality of life: EPIC-50
Health-related quality of life: SF-12, EQ-5D, HADS, EORTC QLQ-C30 

Patients were assessed annually for 12 complete years, and response rates were over 80% for most measures
and timepoints across all arms. Professor Donovan addressed potential concerns regarding the applicability of
these results to modern practice, particularly with the emergence of robotic approaches to radical prostatectomy.
However, numerous reports over the past 5 years have demonstrated no significant differences in PROMs across
the various surgical and radiotherapy techniques, reassuring us that results from the ProtecT trial may be reliably
applied to contemporary practice.

There were no differences with regards to health-related quality of life as demonstrated below:

At 12-year follow-up, urinary leakage, defined as 1 or more pads per day, continued to be significantly worse in the
prostatectomy arm:

Radical prostatectomy: 24%
Active monitoring: 11%
Radiotherapy: 8%

With regards to sexual function, as previously reported, we observe a sharp decline in sexual function in the
immediate post-radical therapy setting. However, at 12 years, there were no significant differences between the
three arms:

Radical prostatectomy: 13%
Active monitoring: 17%
Radiotherapy: 15% 

Bowel function at 12 years was significantly worse in the radiotherapy arm at 12%, compared to 6% in the radical
prostatectomy and active monitoring arms.

Professor Donovan concluded her presentation with the following key messages:

Side effects of radical treatments (including new techniques) can continue to affect some men’s lives 12
years after treatment
Each treatment approach has a particular profile of effects long term
Men newly diagnosed with localized prostate cancer can now carefully assess the trade-offs between the
benefits and harms of treatment options

In the short, medium, and long-term
Using their own values and priorities
To make prudent and well-informed treatment decisions

Presented by: Jenny L Donovan, Liverpool, PhD, FMedSci, FFPH, NIHR SI, AcSS, OBE, Professor of Social
Medicine, Bristol Medical Scool, Bristol, England

Written by: Rashid K. Sayyid, MD, MSc – Society of Urologic Oncology (SUO) Clinical Fellow at The University of
Toronto, @rksayyid on Twitter during the 2023 European Association of Urology (EAU) Annual Meeting, Milan, IT,
Fri, Mar 10 – Mon, Mar 13, 2023.

Reference:

1. Donovan, et al. Patient-Reported Outcomes 12 Years after Localized Prostate Cancer Treatment. NEJM
Evidence, 2023. DOI:10.1056/EVIDoa2300018
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EAU 2023: 15-year Update ProtecT trial - Part II: Quality of Life

(UroToday.com) The 2023 European Association of Urology (EAU) annual congress held in Milan, Italy between
March 10  and 13 , 2023 was host to a plenary session addressing the “right management” of prostate cancer
patients in the early detection and active surveillance settings. Professor Jenny Donovan presented the updated
15-year quality of life (QoL) outcomes of the PROstate TEsting for Cancer and Treatment (ProtecT) trial, which
were concurrently published at midnight in the open-access New England Journal of Medicine: Evidence.

In this updated 15-year report from the ProtecT trial, the investigators evaluated patient-reported outcomes
(PROMs) using validated measure of:

Urinary function and impact on quality of life: ICIQ, ICSmaleSF, EPIC-50
Sexual and bowel function and impact on quality of life: EPIC-50
Health-related quality of life: SF-12, EQ-5D, HADS, EORTC QLQ-C30 

Patients were assessed annually for 12 complete years, and response rates were over 80% for most measures
and timepoints across all arms. Professor Donovan addressed potential concerns regarding the applicability of
these results to modern practice, particularly with the emergence of robotic approaches to radical prostatectomy.
However, numerous reports over the past 5 years have demonstrated no significant differences in PROMs across
the various surgical and radiotherapy techniques, reassuring us that results from the ProtecT trial may be reliably
applied to contemporary practice.

There were no differences with regards to health-related quality of life as demonstrated below:

At 12-year follow-up, urinary leakage, defined as 1 or more pads per day, continued to be significantly worse in the
prostatectomy arm:

Radical prostatectomy: 24%
Active monitoring: 11%
Radiotherapy: 8%

With regards to sexual function, as previously reported, we observe a sharp decline in sexual function in the
immediate post-radical therapy setting. However, at 12 years, there were no significant differences between the
three arms:

Radical prostatectomy: 13%
Active monitoring: 17%
Radiotherapy: 15% 

Bowel function at 12 years was significantly worse in the radiotherapy arm at 12%, compared to 6% in the radical
prostatectomy and active monitoring arms.

Professor Donovan concluded her presentation with the following key messages:

Side effects of radical treatments (including new techniques) can continue to affect some men’s lives 12
years after treatment
Each treatment approach has a particular profile of effects long term
Men newly diagnosed with localized prostate cancer can now carefully assess the trade-offs between the
benefits and harms of treatment options

In the short, medium, and long-term
Using their own values and priorities
To make prudent and well-informed treatment decisions

Presented by: Jenny L Donovan, Liverpool, PhD, FMedSci, FFPH, NIHR SI, AcSS, OBE, Professor of Social
Medicine, Bristol Medical Scool, Bristol, England

Written by: Rashid K. Sayyid, MD, MSc – Society of Urologic Oncology (SUO) Clinical Fellow at The University of
Toronto, @rksayyid on Twitter during the 2023 European Association of Urology (EAU) Annual Meeting, Milan, IT,
Fri, Mar 10 – Mon, Mar 13, 2023.
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6. Therapie des nichtmetastasierten Prostatakarzinoms 

© Leitlinienprogramm Onkologie | S3-Leitlinie Prostatakarzinom | Kurzversion 6.1 | Juli 2021 
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6.3.3. Brachytherapie 

6.3.3.1. LDR-Brachytherapie 

Nr. Empfehlungen/Statements EG LoE Quellen 

6.25. Die interstitielle LDR-Monotherapie ist eine primäre 
Therapieoption zur Therapie des lokal begrenzten 
Prostatakarzinoms mit niedrigem Risikoprofil. 

ST 1- [212 ,213] 

6.26. Patienten mit einem Prostatakarzinom hohen Risikos sollen 
keine LDR-Monotherapie erhalten. 

A 2+ [108 ,174 ,214 –
217] 

6.27. a. Beim lokal begrenzten Prostatakarzinom der 
intermediären bzw. hohen Risikogruppe kann eine 
primäre kombinierte perkutane Bestrahlung plus 
LDR/HDR-Brachytherapie-Boost in Verbindung mit einer 
Kurzzeit- bzw. Langzeit-Androgendeprivationstherapie 
(ADT) durchgeführt werden. 
 

b. Patienten sollen über die mit dieser Therapieform 
verbundene signifikante Erhöhung der Spättoxizität (≥ 
Grad 3) aufgeklärt werden. 
 

c. Eine Androgendeprivationstherapie (ADT) soll bei Einsatz 
der Brachytherapie analog zu den Empfehlungen bei der 
perkutanen Strahlentherapie eingesetzt werden. 

0 

 

 

 

 

A 

 

 

A 

1- bis 
2+ 

[218 –220] 

6.3.3.2. HDR-Brachytherapie 

Nr. Empfehlungen/Statements EG LoE Quellen 

6.28. Die HDR-Brachytherapie, kombiniert mit der perkutanen 
Strahlentherapie, ist eine primäre Therapieoption beim lokal 
begrenzten Prostatakarzinom. 

ST 1+ 
bis 3 

[221 ,222] 

6.29. a. Die HDR-Brachytherapie, kombiniert mit der perkutanen 
Strahlentherapie, ist eine primäre Therapieoption bei 
Patienten mit Tumoren des mittleren und hohen 
Risikoprofils.  
 

b. Der Stellenwert einer zusätzlichen hormonablativen 
Therapie ist nicht geklärt. 

ST 1+ 
bis 3 

[221 –228] 

6.30. Die HDR-Monotherapie bei Patienten mit Tumoren des 
niedrigen Risikoprofils soll ausschließlich im Rahmen von 
kontrollierten Studien eingesetzt werden. 

A 3 [229 –231] 



Das oligometastasierte 
Prostatakarzinom

Kombination der 
LowDoseRate-
Brachytherapie

mit der perkutanen 
Strahlentherapie unter der 

modernen medikamentösen 
Therapie
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Ausblick in die 
Zukunft

Fokale Therapie mit der 
LDR-Brachytherapie

Moderne medikamentöse 
Therapie

FMD



Fokale Therapie des 
Prostatakarzioms

FMD



Fokale Therapie 

FMD



Zusammenfassung

50 Jahre Deindl Urologie bedeutet 
Empathie, hohe Qualität, gute Zusammenarbeit, 

lange Betreuung und damit 
Sicherheit für die Patienten

Im Rahmen der aktuellen Studienlage zum 
Prostatakarzinom (zB. ProtecT Studie) werden minimal 

invasive Verfahren immer wichtiger werden und die LDR-
Brachytherapie gehört zu dem einzigen, sicheren 
Verfahren, das in der S3 Leitlinie verankert ist. 

Die Zukunft wird in der Frühdiagnose und 
damit in der fokalen Therapie liegen, die noch weniger 

Nebenwirkungen mit sich bringt 
und wir sind auf dem Weg nur noch mit medikamentöser Therapie 

bösartige Prostatakarzinome zu behandeln!

FMD


