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IMPACT
Interactive Modules for Problem based Assessment and Case based Teaching
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Case history

• 60 year male not on any medication
• Presented with 

– Frequency
– Urgency
– Nocturia
– PSA-12mg/dl
– DRE- Nodularity per rectal exam both lobes 
– MRI/PSMA PET – Localized disease
– cT2c-T2c – Tumor involves both sides

– BIOPSY- GS (4+3)

• Localized disease
• Intermediate risk favorable [NCCN]
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Q-1
How to quantify and qualify the urinary symptoms?

Dr. Aakriti Bhardwaj
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IPSS
International Prostate Symptom Score 
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IPSS calculator

All patients should be evaluated with IPSS score may be 
using online calculators 

The only problem is patient interpretation and local language
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Q-2
All raised PSA are indicative of malignancy?

Dr. Rabia Suzanne Angiras
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What ESMO says?

Many infective conditions and urethral manipulations 
increase PSA should be reassess after one week with a 

course of antibiotics
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5-alpha reductase inhibitors and PSA
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Q-3
How to take care of obstructive symptoms?

Dr. Akella Sai Srividya
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Options for obstructive symptoms

• Hormonal therapy

• Medications 

• Catheterization

• TURP
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Aim is to avoid TURP?
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Decision making for obstructive symptoms

Pre void and post void difference

More than 50% Less than 50%

Catheterization
+

Medication
+

Hormonal 

Medication
+

Hormonal 

Usually improves

Dose not improve after 1 month

TURP

Aim should be avoid TURP as it increases post RT 
complications  and it should be tried last
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Q-4
Which type of biopsy you will prefer?

Dr. M Bhargava Krishna
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IDEAL BIOPSY

1. Now 12 core is usually performed

2. No absolute prostate biopsy guidelines

3. Cores from all major regions of the prostate

4. Cores from the regions that felt suspicious on TRUS/MRI
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Trasperineal and transrectal
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Trasperineal vs. Transrectal

Aspect Transperineal Biopsy Transrectal Biopsy

Procedure Access Through the perineal skin Through the rectum

Detection Rate Higher detection of clinically 
significant cancer

Standard detection rate; higher 
detection of insignificant cases

Infection Risk Lower risk due to sterile approach Higher risk due to fecal 
contamination

Adverse Events Fewer adverse events More frequent adverse events

Accuracy in Anterior Prostate Higher (better access to anterior 
zones)

Lower (limited access to anterior 
zones)

Anesthesia Requirement Often requires general or local 
anesthesia

Usually performed under local 
anesthesia

Pain/Discomfort More discomfort due to access point Generally less discomfort

Compatibility with MRI Fusion Good compatibility with MRI-
targeted fusion

Also compatible with MRI-targeted 
fusion

Recovery Time Slightly longer recovery Generally shorter recovery

Preferred in High-Risk Patients Yes, due to lower infection risk Less ideal for high infection risk 
cases

Recommendation Preferred approach as per ESMO 
guidelines

Less preferred when mpMRI
guidance is available

LESS INFECTION AND MORE EXPERTISE IN TRANSPERINEAL
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Trasperineal and Transrectal
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Each biopsy site should be reported individually

Including
• Location

• GS

• ISUP grade group

• Extent

• Lymphovascular invasion  

• Intraductal carcinoma and invasive cribriform pattern

Kweldam CF. Disease-specific survival of patients with invasive cribriform and intraductal prostate cancer at diagnostic biopsy. Mod Pathol 2016;29:630–6.

Saeter Tel. Intraductal carcinoma of the prostate on diagnostic needle biopsy predicts prostate cancer mortality: a population-based study. Prostate 2017;77:859–65.
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ISUP (International Society of Urological Pathology) Grade

2014 ISUP Consensus Guidelines; updated in minor modifications in 2020 
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Q-5
Diagnostic evaluation [biopsy first or MRI first?]

MRI requirements and PSMA PET?

Dr. Megha Monani
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The “hemorrhage exclusion” sign

T1-weighted imaging, a sufficiently large tumor can be seen as a
relatively hypointense lesion outlined by hyperintense residual blood
products, producing the “hemorrhage exclusion” sign

1. Multiparametric MR prostate exam of a 59-year-old 
male with biopsy proven adenocarcinoma involving 
the left mid-gland peripheral zone, Gleason score of 
4+3.

2. Images were acquired only 10 days following biopsy. 
a Axial T1 fat-suppressed image shows hyperintense 
residual hemorrhage (curved white arrows) outlining.

3. a relative area of signal void (red straight arrow), 
illustrating the “hemorrhage exclusion” sign.

4. b Axial T2 image demonstrates a corresponding area 
of focal hypointensity (red arrow).

5. c Difusion-weighted image (high b-value of 
1500 s/mm2 ) demonstrates marked hyperintensity in 
this region (red arrow) with associated ADC map 
showing marked hypointensity’

6. d consistent with restricted difusion corresponding to 
the tumor (red arrow

T2

DWI ADC

T1
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Diagnostic work up
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Multiparametric Mp-MRI
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The ‘‘erased charcoal’’ sign

The erased charcoal sign describes the typical appearance of focal prostate cancer in the transition zone 
characterized as homogeneous hypo intensity on T2WI with ill-defined borders, akin to a charcoal pencil 

drawing smudged with an eraser, often with a lenticular or water drop-like shape. 33



INTERPRETATION OF SEMINAL VESCICLE INVOLVEMENT
The spoiled grape sign

Signs of tumor extension to the seminal vesicles on
T2weighted images, identified by arrowheads. The
key is to find hypointense areas replacing the usual
hyperintense seminal vesicle, promoting wall
thickening and obliterating their lumina, with either
a diffuse (A) or focal (B) appearance. 34



Interpretation of MRS prostate
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T stage based on mpMRI PELVIS

• TX – Primary tumor cannot be assessed

• T0 – No evidence of primary tumor

• T1 – Clinically apparent tumor that is not palpable

• T1a – Tumor incidental histologic finding in 5% or less of tissue resected

• T1b – Tumor incidental histologic finding in more than 5% of tissue resected

• T1c – Tumor identified by needle biopsy found in one or both sides, but not palpable

• T2 – Tumor palpable and confined within the prostate

• T2a – Tumor involves one-half of one side or less

• T2b – Tumor involve smore than one-half of one side but not both sides

• T2c – Tumor involves both sides

• T3 – Extraprostatic tumor that is not fixed or does not invade adjacent structures

• T3a – Extraprostatic extension (unilateral or bilateral)

• T3b – Tumor invades seminal vesicles

• T4 – Tumor is fixed or invades adjacent structures other than seminal vesicles such as 

external sphincter, rectum, bladder, elevators muscles, and/or pelvic wall

Multiparametric MRI is the standard and should be asked 
before biopsy
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Q-6
ROLE OF PSMA PET /BONE SCAN

Dr. Ram Vinayak
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Do we really need PSMA PET ?

• What evidence says?

EAU-EANM-ESTRO-ESUR-ISUP-SIOG Guidelines on Prostate Cancer—2024 Update. Part I: Screening, Diagnosis, and Local Treatment with Curative Intent

1. SOFT TISSUE
2. NODE

PET CT better than CT + Bone Scan combined
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BONE SCAN VS PSMA

Klaassen Z, et al. (2021). "Comparison of 
PSMA PET/CT with conventional imaging 

modalities in prostate cancer: A 
systematic review and meta-analysis." 

Journal of Nuclear Medicine.
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Rib lesion in PSMA

40

Multiparametric MRI is the standard, if monetary and 
availability issue consider bone scan over PSMA

I prefer PSMA over bone scan



Q-7
Risk stratification?

Dr. Aakriti Bhardwaj
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Risk Stratification - GPS SCORE

• G- GLEASON GARDE
• P- PSA VALUE
• S- STAGE
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D'Amico risk classification
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Risk Stratification- NCCN

D’Amaico is still preferable over NCCN but more stratification
We need NCCN
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Q-8
Estimating the nodal involvement?

Dr. Rabia Suzanne Angiras
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• (GS-5) [PSA/3+1.5T]
• (7-5)[12/3+1.5X2]=14%
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Q-9
Estimating the extra capsular involvement?

Dr. Akella Sai Srividya

47



SEMINAL VESCICLE INVOLVEMENT
• PSA+([GS-6]X10)
• 12+([7-6]X10)=22%

LYMPHNODAL INVOLVEMENT
• 2/3PSA+([GS-6]X10)
• 4X12+([7-6]X10)=13%

ECE INVOLVEMENT
• 1.5PSA+([GS-3]X10)
• 1.5X12+([7-3]X10)=58%

Theese estimations prevent unnecessary surgeries and dual 
treatment

48



Q-10
Treatment options?

Dr. M Bhargava Krishna
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Shared Decision Making

• URO ONCO

• MED ONCO

• RAD ONCO

• ONCO PATH

• RADIOLOGISTS

• NUCLEAR MEDICINE
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Algorithm 
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Management Options

1. EBRT + ADT

2. EBRT + brachytherapy + ADT

3. RP + ePLND

All treatment options should be discussed in MDT and with 
the patient and let the  patient take  the decision
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Q-11
Role Of Active Surveillance?

Dr. Megha Monani
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Active surveillance 

Aspect Active Surveillance Observation

Definition Regular monitoring with the intention to delay 
treatment until signs of progression.

Monitoring without immediate intent to treat 
unless symptoms develop.

Primary Candidates Men with low-risk prostate cancer (e.g., Gleason 
score ≤6, low PSA levels).

Men with limited life expectancy or those unlikely 
to benefit from intervention.

Goal To delay or avoid treatment side effects while still 
controlling cancer progression if needed.

To avoid treatment entirely unless symptomatic 
progression occurs.

Monitoring Methods PSA tests, digital rectal exams (DRE), prostate 
biopsies, and imaging (e.g., MRI).

Less frequent monitoring, typically focusing on 
symptom development.

Frequency of 
Monitoring

Every 3-6 months initially; frequency may decrease 
if stable.

Varies; often less intensive than active surveillance.

Trigger for Intervention Indications of progression, such as increase in PSA, 
worsening Gleason score, or imaging findings.

Symptoms or evidence of metastatic disease.

Common Treatments 
Upon Progression

Surgery, radiation, hormone therapy. Palliative care or symptom management.

Risk of Over-Treatment Lower than immediate treatment; moderate due to 
possible eventual need for intervention.

Low, as no treatment is provided unless symptoms 
arise.

Quality of Life Impact Generally high due to avoidance of immediate 
treatment side effects.

Generally high; avoids side effects of treatment 
entirely.

Suitability for Younger 
Patients

Often recommended for younger patients with low-
risk disease and long life expectancy.

Generally reserved for older patients or those with 
significant comorbidities. 54



Trails in active surveillance in IR 
prostate cancer
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EAU-EANM-ESTRO-ESUR-SIOG Guidelines 
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Evaluating life expectancy and health status

Even in intermediate risk favorable case active surveillance is 
an option and clearly to be discussed with the patients 

before taking decisions
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Scenario-1
Choosing  NAHT f/b Radiation
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Q-12
Choosing the surgical vs. medical hormone ablation?

Dr. Ram Vinayak

59



Surgical Castration vs. Medical Castration

Aspect Surgical Castration Medical Castration

Definition Removal of testes 
(orchiectomy) to reduce 

testosterone permanently

Use of medications (GnRH 
agonists/antagonists) to suppress 

testosterone

Procedure Surgery, often under local or 
general anesthesia

Regular injections or implants

Duration Permanent Reversible; testosterone returns 
after stopping treatment

Onset of Effect Immediate drop in 
testosterone

Takes several weeks to lower 
testosterone levels

Side Effects - Immediate Hot flashes, fatigue, 
decreased libido

Hot flashes, fatigue, decreased 
libido

Side Effects - Long-term Bone density loss, muscle 
loss, emotional changes 

(depression, anxiety)

Mood swings, weight gain, 
increased risk of diabetes and 

cardiovascular issues

Additional Risks Infection, bleeding, scarring 
at surgery site

Injection site reactions

Surgical castration should be reserved for poor and non 
responding and castration sensitive metatstatic issues 
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Q-13
Choosing antagonist vs. agonist  hormonal ablation?

Dr. Aakriti Bhardwaj
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MEDICAL HORMONAL ABLATION OPTIONS 

• GnRH ANALOGUE

– GnRH Agonists (e.g., Leuprolide)

• GnRH ANATAGONIST- INJECTABLE

– Degarelix

• GnRH ANATAGONIST- ORAL

– Relugolix (Oral GnRH Antagonist)
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Antagonist vs. agonist  hormonal ablation

Aspect Androgen Agonists Androgen Antagonists

Mechanism of Action Stimulates GnRH receptors, causing an 
initial testosterone surge, then 

suppresses testosterone due to receptor 
down regulation

Directly blocks GnRH receptors, leading to 
immediate testosterone suppression

Testosterone Flare Causes an initial surge ('flare') that can 
worsen symptoms initially

No testosterone flare, safer for high-risk 
patients

Onset of Action Takes a few weeks to fully suppress 
testosterone

Immediate suppression of testosterone

Examples Leuprolide, Goserelin Degarelix

Use in Advanced 
Disease

Used with anti-androgens initially to 
control flare if needed

Preferred due to lack of flare and faster 
action

Side Effects Hot flashes, fatigue, bone loss, 
metabolic changes

Similar side effects; may cause more 
injection-site reactions

Administration Long-acting depot injections every 1–6 
months

Typically requires more frequent dosing

Cost Considerations Often more affordable, especially for 
long-term treatment

Can be more expensive and vary by 
healthcare system

Antagonists preferred over agonists  for no tumor flare ,less 
cardiac morbidity and faster testosterone recovery but costly 

and needs frequent administration
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Antagonist vs. Agonist  
hormonal ablation A Metaanalysis
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Degarelix (GnRH Antagonist) VS. GnRH Agonists (e.g.Leuprolide)

Aspect Degarelix (GnRH Antagonist) GnRH Agonists (e.g., Leuprolide)

Testosterone Suppression Rapid suppression without initial surge, achieving 
castration levels within 28 days in 97% of cases

Slower suppression with initial surge, reaching 
castration levels in 45% of cases within 28 days

PSA Progression-Free Survival Higher rate of progression-free survival, especially in 
metastatic cases and patients with high baseline PSA

Lower rate of PSA progression-free survival, 
especially in high-risk groups

Overall Survival Slight improvement, with a 97.4% survival rate at 12 
months

95.1% survival rate at 12 months

Cardiovascular Safety Lower incidence of severe cardiovascular events (1.6%) Higher incidence of severe cardiovascular events 
(3.6%)

Injection-Site Reactions Higher incidence (49%), commonly mild to moderate Very low incidence (0.6%)

Lower Urinary Tract Symptoms (LUTS) Greater reduction in LUTS, showing significant 
improvement in IPSS scores

Less improvement in LUTS, with lower reduction 
in IPSS scores

Prostate Volume Reduction Similar to GnRH agonists, achieving around 38% 
reduction after 90 days

Similar to degarelix, with around 34% reduction 
after 90 days

Quality of Life (QoL) Improved quality of life, with faster initial PSA 
reduction; significant improvement in symptoms and 

QoL measures

Similar QoL improvement but at a slower rate in 
PSA reduction

Dropout Rate Due to Adverse Events Comparable and low dropout rate (5.5%) Comparable and low dropout rate (4.4%)

Primary Endpoints Evaluated Biochemical profiles like testosterone and PSA levels Similar endpoints, with some focus on 
testosterone and PSA levels

Use in High-Risk Groups Preferred in cases needing rapid suppression to avoid 
testosterone surge effects

Less suitable for patients at high risk of 
complications from initial testosterone surge65



Relugolix (Oral GnRH Antagonist)
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Relugolix (Oral GnRH Antagonist)

Aspect Relugolix (Oral GnRH Antagonist) Leuprolide (Injectable GnRH Agonist)

Primary Endpoint 96.7% of patients maintained castrate 
levels through 48 weeks

88.8% of patients maintained castrate levels 
through 48 weeks

Testosterone Suppression Onset Rapid; 56% of patients achieved castrate 
levels by day 4

Slower; 0% achieved castrate levels by day 4

Testosterone Recovery Faster recovery after treatment cessation Slower recovery after treatment cessation

Cardiovascular Risk Lower incidence of major cardiovascular 
events (2.9%)

Higher incidence of major cardiovascular 
events (6.2%)

Common Side Effects Hot flashes, mild-to-moderate diarrhea 
(higher rate than leuprolide)

Hot flashes, lower rate of diarrhea

Administration Oral, once daily Injection every 3 months

Overall Conclusion Superior in sustained testosterone 
suppression and cardiovascular safety

Effective but associated with higher 
cardiovascular risk

Very good option , less cost, less frequent hospital visit
Per oral and convinient
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Q-14
How many months of hormonal therapy?

Dr. Rabia Suzanne Angiras
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OPTIMAL DURATION OF HORMONAL THERAPY

Including pre radiotherapy NAHT and adjuvant 6month to 
one year  
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Dr. Akella Sai Srividya

Q-16
Choice of radiation?
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At least IGRT

1. Conventional
2. Hypofractionation
3. SBRT
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Can we hypofractionate?

Study cases Eligibility HR% Study design Oncological Outcomes Side effects

Pollack et al
2013

303 Any risk 33 76 Gy/38 vs 70.2Gy/26
All received ADT

Superiority design

5 yr BCDF outcomes 21.4 
vs 23.3% (p-0.745)

No significant toxicity

Hoffmann et 
al 2018

222 Any risk 1 75.6 Gy/42 vs 72 Gy/30#, 
1/4th received ADT, 
Superiority design

8-yr Failure Rates 15.4 vs 
10.5% (p-0.39)

No significant difference 
in Grd /3 GI/GU Late 

Toxicity

HYPRO 2016 8s20 IR/HR 74 78 Gy/39 vs 64.6 Gy/19#, 
1/4th received ADT, 
Superiority design

7 yr RFS was 67.6 vs 71.7 
% (p-0.36)

Worse grade >2 GI 
toxicity in HF arm

CHHiP 2019 3216 Any risk 12 74 Gy/37 vs 60/20 vs 57/19, 
All pts had 3-6 months ADT 

except LR, 
Non-inferiority design

5 yr BCFS 88.3 VS 90.6 VS 
85.9%, 60/20 was non-

inferior to 74/37

No significant diff. in 
cumulative incidence of 

toxicities and PROMs

Arcagneli et 
al 2019

168 HR 100 80 Gy/40 vs 62 Gy/20#, 
all patients had 9 months 

ADT,
Superiority design

10 yr BCFS was 65% vs 
72% (p-0.148)

No significant differences 
in clinically assessed late 

grade 2 GI/GU tox

The NCCN and joint guidelines suggest moderate hypofractionated

radiotherapy as a standard of care in patients with all risk categories
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Radiotherapy- EBRT 
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POP RT TRIAL

Any form either conventional/hypofractionation /SBRT
If high risk add nodal RT
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Q-16
INTEGRATION OF BRACHYTHERAPY?

Dr. M Bhargava Krishna
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Brachytherapy boost-ASCENDE-RT
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NCCN Recommendations

Please consider brachy boost if expertise and resource is available 
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Q-17
Expected complications in radiotherapy?

Dr. Megha Monani
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Toxicity evaluation

• Sexual

• Urinary

• Bowel 

82



Discuss the adverse events

Please discuss the acute and chronic complications in detail 
with the patients about radiotherapy and brachytherapy
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Q-18
IMAGE FUSION

Dr. Ram Vinayak
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IMAGING 
PROTOCOL

SUPINE WITH KNEE REST

DESIRABLE FULL  COMFORTABLE BLADDER

EMPTY RECTUM

AXIAL CECT [Arterial and delayed phase-10 min]

T2 MRI 3 PLANE [A/C/S]

2-3 mm slice

UPPER BORDER OF KIDNEY TO MID THIGH

ANAL VERGE MARKER
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DELINEATION OF ISCHIOPUBIS FOR FUSION

FUSE AROUND ONLY PROSTATE AREA
86



CT MR FUSION

Though CT based guidelines are available try to fuse with 
MRI mostly by contouring the pubic symphysis area  
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Q-19
Target delineation?

Dr. Aakriti Bhardwaj
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ESTRO ACROP Guidelines 
OAR & TARGET
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TARGET DELINEATION

• CTV P: according to ESTRO ACROP guidelines

• CTV N: 
– Contoured by giving a radial margin of 5 to 7mm around 

the common iliac, external iliac, internal iliac, presacral and 
the obturator vessels and editing from muscles and bones

– Cranial extent of CTV nodes: at the level of L5–S1 vertebra

– Caudal extent: at the level obturator nodes

• Seminal vesicle: 1.5cm when no involvement; entire SV 
if involved

• PTV P & PTV N:
– 5mm to the CTV P (including SV) and CTV N.
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OAR DELINEATION

• Bladder

• Rectum

• Bowel bag

• Penile bulb

• Head of femur
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EXCLUDE ABCDEF FROM PROSTATE

A

• ANI-LEVATOR ANI

B

• BULB-PENILE BULB, 

• BLADDER BASE

C

• CANAL-ANO RECTAL 
CANAL

D

• DIAPHRAGM-
GENITOURINARY 
DIAPHRAGM

• DEFERENT DUCT

E-EXTRA 
STRUCTURES LIKE 

• NEUROVASCULAR 
BUNDLE

• URETHRA

• VENOUS PLEXUS 
OF SANTORINI 

F-FIBROMUSCULAR

STROMA

• Fibromuscular 
stroma
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Exclude from Levator Ani
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Exclude from Bladder base

94



Exclude from anal canal
Contouring help-structure- Boolean
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Exclude from diaphragm
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Exclude 
venous plexus of Santorini

ARTERIAL 
PHASE

Exclude from 
VENOUS PLEXUS OF SANTORINI 
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Exclude 
venous plexus of Santorini

Exclude from 
FIBROMUSCULAR STROMA 

Target delineation of prostate is quite easy but you have to 
exclude the target form ABCDEF
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Q-20
How to counter the surgeon?

99



TO BE DISCUSSED

• Cost

• Complication 

• Continuation of treatment

• Casualness of treatment

• Conflict mental
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Surgery VS Radiotherapy

Aspect Radiotherapy Surgery

Procedure Type Non-invasive, external (e.g., EBRT, brachytherapy) Invasive, prostatectomy (removal of prostate gland)

Eligibility Suitable for various stages, especially localized and advanced 
cases

Usually preferred for localized prostate cancer

Treatment Duration Several weeks (EBRT), single or multiple sessions 
(brachytherapy)

Single surgical procedure with recovery period

Hospital Stay Often outpatient or short stay (if brachytherapy) Typically requires hospitalization

Recovery Time Minimal downtime, gradual recovery Several weeks for full recovery

Side Effects Fatigue, urinary symptoms, bowel issues, erectile dysfunction 
(varies by type)

Urinary incontinence, erectile dysfunction, potential for 
infection

Impact on Sexual Function Moderate risk of erectile dysfunction Higher risk, especially with nerve damage

Effectiveness in Local Control High efficacy in localized cancer, lower recurrence Effective for local control, low recurrence in early stages

Suitability for Older Patients Often preferred for older patients due to non-invasiveness Less preferred for older patients due to surgical risks

Risk of Secondary Cancer Small risk with radiation exposure No radiation risk, but surgical risks involved

Post-Treatment Monitoring Regular PSA tests and imaging as needed Regular PSA tests and potential imaging

Combination with Hormone 
Therapy

Often combined with hormone therapy for advanced cases Sometimes combined but less common

Pros Non-invasive, outpatient, good control for localized and 
advanced cases

Definitive treatment for localized cancer, rapid PSA reduction

Cons Requires several sessions, possible late side effects Invasive with recovery time, surgical risks 101
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Recommendations of the EAU regarding the indication of radical 
RADIOTHERAPY  in the different risk groups (source : EAU guidelines 2020)
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Recommendations of the EAU regarding the indication of radical 
prostatectomy in the different risk groups (source : EAU guidelines 2020)
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Metanalysis – Sx vs RT
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Diaper cost for urinary symptoms

Cost of SBRT- 99000

SBRT- 5 days treatment

PAC EVALUATION- 5 days

Duration, cost, complications are more with surgery 
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Scenario -2- SURGEON DID THE SURGERY
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Surgery principles

• Achieve complete removal of the prostate gland along
with the cancerous tissue.

• Ensure no residual cancer cells are left at the surgical
margins. clips

• Seminal vesicles.
• Lymphadenectomy
• Precise dissection to avoid damage to the urethra and

surrounding structures that contribute to urinary
continence.

• Preserve the neurovascular bundles (cavernous nerves)
responsible for erectile function if cancer has not
invaded these structures.
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Q-21
What are the expected complications of surgery

Dr. Akella Sai Srividya
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Discuss the adverse events

Urinary and sexual problems are more with surgery
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Q-22
WHAT ARE THE EXPECTED LINES IN PATHOLOGICAL REPORT?

Dr. M Bhargava Krishna
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PATHOLOGICAL REPORT

• Location in both lobes

• Capsular involvement

• Gleason score all sites

• Nodal involvement

• Seminal vascular involvement

• Margin
– Vas

– Urethral

• Histology type
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Q-23
Is there any need of post op radiotherapy?

Dr. Megha Monani
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EAU-EANM-ESTRO-ESUR-SIOG 
Guidelines 
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Decipher score

Aspect Details

Purpose Predicts the risk of metastasis and disease progression after radical 
prostatectomy.

Technology Genomic test analyzing the activity of 22 prostate cancer-related genes.

Score Range 0 to 1

Risk Categories - Low Risk: < 0.45
- Intermediate Risk: 0.45–0.6
- High Risk: > 0.6

Clinical Applications - Guides post-operative treatment decisions.
- Helps identify patients who may benefit from additional treatments, such as 
radiation or hormone therapy.

Low-Risk Implications Suggests low risk of metastasis, potentially avoiding aggressive treatments.

High-Risk Implications Indicates high risk of progression; may recommend salvage radiotherapy 
and/or hormone therapy.

Validation Proven in clinical studies, including JAMA Oncology, to predict metastasis and 
cancer-specific mortality.

Guideline Recommendations Included in NCCN guidelines for post-prostatectomy management.
- High-risk scores (>0.6) may warrant early or salvage radiation and hormone 
therapy. 119



Risk predictor biomarker tests
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ARTISTIC METAANLYSIS

Yes there is a indication with all adverse pathological pictures 
but in high risk scores
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Dr. Ram Vinayak

Q-24
When to start post op RT?
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Timing of post OP RT

Please wait after surgery till urinary problems to resolve and 
early salvage is better than adjuvant RT
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Deciding SRT after radical prostatectomy

• Following RP, patients should have their serum PSA
level monitored

• With salvage RT recommended in the event of PSA
failure.

• Adjuvant postoperative RT after RP is not routinely
recommended

• Salvage RT should start early (e.g. PSA <0.5 ng/ml)
• Concomitant ADT for 6 months or bicalutamide 150 mg

daily for 2 years may be offered to men having salvage
RT

• Men having SRT to the prostate bed may be offered
pelvic nodal RT .
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Dr. Aakriti Bhardwaj

Q-25
TARGET DELINEATION IN post op RT?
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Target delineation post op
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Pics for your reference

Encourage the surgeon to put clips and please take care of 
the post op  bed and treat with conventional fractionation 
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Q-26
Definition of biochemical failure?

130
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Q-27
IS DRE needed to do during follow up?

Dr. Akella Sai Srividya
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Dr. M Bhargava Krishna

Q-28
Following up?
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Follow up after radiotherapy

Follow-Up 
Aspect Details

PSA Monitoring 1. Frequency: Every 3–6 months (first few years), then annually if stable.
2. Interpretation: Gradual PSA decline expected; steady rise may indicate recurrence.
3. PSA Nadir: Lowest PSA achieved post-treatment; recurrence may be indicated by nadir + 2 ng/mL.

Clinical 
Evaluation

1. Physical Exams: Periodic exams, including digital rectal exams (DRE), to monitor local changes.
2. Symptom Assessment: Patients report new symptoms, especially urinary or bowel changes, pain.

Imaging Studies 1. Routine Imaging: Not typically required unless PSA levels rise or signs of recurrence are present.
2. Types of Imaging: MRI, CT, bone scan, or PET if metastasis suspected.

Management of 
Side Effects

1. Acute vs. Late Effects: Acute within 90 days; late effects may appear months or years later.
2. Urinary Symptoms: Incontinence, urgency; managed with medications or pelvic floor exercises.
3. Gastrointestinal Symptoms: Rectal bleeding, urgency; managed with diet, medications, or medical 

intervention.
4. Sexual Dysfunction: ED common post-radiotherapy; treated with medications, counseling, or devices.

Psychosocial 
Support

Mental Health: Addressing emotional wellbeing, as treatment impacts mental health.
Support Services: Support groups, counseling, or lifestyle interventions for quality of life.
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Follow up after radical prostatectomy

Follow-Up Aspect Details

PSA Monitoring 1. Frequency: Every 3–6 months (first 1–2 years), then annually if undetectable.
2. Interpretation: PSA levels should be undetectable; a detectable or rising PSA may 

indicate recurrence.

Clinical Evaluation 1. Physical Exams: Regular exams to monitor recovery and detect health changes.
2. Symptom Assessment: Patients report new symptoms, particularly urinary or bowel 

changes.

Imaging Studies 1. Routine Imaging: Not typically needed unless PSA levels rise.
2. Types of Imaging: MRI, CT, bone scan, or PET if recurrence suspected.

Management of 
Side Effects

1. Urinary Incontinence: Managed with pelvic floor exercises, medications, or, if 
needed, surgery.

2. Erectile Dysfunction: Managed with medications, devices, or penile implants if 
necessary.

3. Other Complications: Possible lymphedema or hernia; managed based on severity.

Psychosocial 
Support

1. Mental Health: Support for psychological impacts of surgery and quality-of-life 
changes.

2. Support Services: Counseling, support groups, lifestyle modifications.
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Q-29
ROLE OF SCREENING AND GENETICALLY TESTING?

Dr. Megha Monani
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SCREENING PRINCIPLE

• Population-based PSA screening of men for prostate cancer
reduces prostate cancer mortality at the expense of over
diagnosis and overtreatment and is not recommended [I,
C].

• Early PSA testing (baseline PSA followed by risk-adapted
follow-up)
– Can be offered to men >50 years
– Men >45 years with a family history of prostate cancer,
– African- Americans >45 years
– BRCA1/2 carriers >40 years

• Testing for prostate cancer in asymptomatic men should
not be done in men with a life expectancy <10 years
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Recommendation from various groups
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Recommendation from various groups

COUNTRY/ORGANIZATION AGE TO START SCREENING 
DISCUSSIONS

HIGH-RISK GROUP 
(AGE TO START)

RECOMMENDATIONS

American Cancer Society 
(USA)

50 for men at average risk 
and life expectancy of 10+ 

years

45 for high-risk men 
(African American, 

family history)

Informed discussion on benefits and 
risks of screening recommended.

U.S. Preventive Services 
Task Force (USA)

55-69 years (individual 
decision)

N/A PSA-based screening is individual choice 
for 55-69 years; not recommended for 

men 70+.

NHS (United Kingdom) No national screening 
program; men over 50 can 

request PSA test

N/A Men can discuss PSA testing with GP; 
emphasis on informing about PSA test's 

limitations and risks.

NICE (United Kingdom) No routine screening for 
asymptomatic men

N/A Screening is not routinely 
recommended; men should be 

informed about risks and benefits 
before testing.

Urological Society of 
Australia and New 
Zealand (Australia)

50-69 years for average risk 
men

40-45 for high-risk men 
(family history of 
prostate cancer)

Encourages discussions on benefits and 
risks of PSA testing based on personal 

and family risk factors.

India No national screening 
program; generally 

recommended from age 50 or 
for those with risk factors

N/A Screening recommendations based on 
personal risk factors and healthcare 

provider discussions.
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Genetic testing recommendation

Criteria Details
High-Risk, Regional, or 

Metastatic Prostate 
Cancer

Recommended for men with advanced-stage prostate 
cancer to guide treatment strategies and assess 

prognosis.

Family History of Cancer Suggested for individuals with a family history of 
prostate, breast, ovarian, pancreatic, or other cancers 

to assess hereditary risks.

Ashkenazi Jewish 
Ancestry

Advised due to a higher prevalence of BRCA1 and 
BRCA2 mutations, increasing cancer risk.

Known Family Mutation Testing recommended if a pathogenic mutation (e.g., 
BRCA1, BRCA2, ATM) is identified in a family member 

to determine personal mutation status.

Genetic Counseling Essential for interpreting test results, understanding 
implications for treatment, and identifying risks for 

family members.
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Q-30
ANY ROLE OF SURGEONS IN HANDLING PROSTATE CANCER ?

Dr. Ram Vinayak
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Prohibited area for surgeon

• Biopsy

– Interventional radiologist

• TURP

– Usually not needed

• Radical prostatectomy

– It is a crime

• Recurrent after RT

– Focal RERT/SBRT/Proton
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Multidisciplinary approach- Preferred
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Welcome the new stars
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OSCE
“Observed Structured Clinical Examination.”
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JOIN OUR OSCE GROUP


