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Dilemmas in treating early prostate cancer: the evidence
and a questionnaire survey of consultant urologists in the
United Kingdom
Jenny L Donovan, Stephen J Frankel, Alex Faulkner, Sara Selley, David Gillatt, Freddie C Hamdy

Evidence based medicine suggests that evidence of
effectiveness should accumulate, preferably from
randomised controlled trials, before treatments for any
condition become widely used. The case of localised
prostate cancer shows how difficult this can be in
practice. The suitability of population screening for
localised prostate cancer has been debated,1 2 with par-
ticular concerns about the comparative effectiveness of
the main treatments for the disease: radical prostatec-
tomy, radical radiotherapy, and conservative manage-
ment (also known as watchful waiting or surveil-
lance).3 4 Systematic reviews show that published
evidence is limited to two seriously flawed randomised
controlled trials and a range of observational studies
with biases relating to patient selection, variable
treatment techniques, outcome assessments, and
methods of data analysis.3 These studies show that 10
year survival is good and overlaps for the three
treatments, being 85-90% for radical prostatectomy,
65-90% for radical radiotherapy, and 70-90% for
conservative management.3 Although some studies
indicate a survival advantage of radical treatments in
some patients, this advantage is small and uncertain
given the particular study designs. Furthermore,
quality of life may be worse among those receiving
radical treatments because of resulting complications.5

For example, after radical prostatectomy up to 3% of
patients may be totally incontinent, with up to 60%
“dribbling” urine, and 20-80% impotent, while after
radical radiotherapy up to 36% may have damage to
adjacent organs, 10% incontinence, and 40% impo-
tence.3 Morbidity from conservative management
relates to symptoms (and hormonal treatment if
required) if the disease progresses.

Subjects, methods, and results
A postal questionnaire survey of practising consultant
urologists registered with the British Association of
Urological Surgeons was conducted exploring their

treatment preferences for various clinical case
vignettes. General surgeons, trainees, and those with
paediatric caseloads were excluded. A total of 244 con-
sultant urologists replied (response rate 60%). Urolo-
gists had a mean of 14.1 years’ experience (range 2-30
years), and 130 of them managed 100 patients or more
with prostate cancer. Expertise in performing radical
prostatectomy was restricted to comparatively few
urologists—98 reported having ever performed the
procedure and only 12 (14%) that they performed 20
or more operations per year. The table shows that radi-
cal treatments were the first choice treatment for all
hypothetical patients with apparently localised disease
under the age of 70 years (cases 1, 2, 3, and 5 in table),
irrespective of mode of presentation, prostate specific
antigen concentration, and grade of tumour. Radical
prostatectomy was preferred for the man of 55 (case 1),
radical radiotherapy for the man of 69 (case 3).
Conservative management was first choice for the
majority of urologists for the man of 75 (case 4). For
the youngest men (cases 1 and 5) only a few urologists
selected conservative management, rising to 27% for
the man aged 69.

Comment
Although reliable evidence supporting radical treat-
ments is scarce, British urologists seem to favour them
for all patients under 70. These findings may be open
to misinterpretation, representing what urologists say
they do rather than what they do, although hospital
episode statistics confirm that numbers of radical pros-
tatectomies have doubled nearly every year between
1990-1 and 1994-5 in the United Kingdom (hospital
episode statistics, 1989-90 to 1994-5).

Clearly, evidence is needed from randomised
controlled trials, but such studies have proved difficult
because of perceptions that patients are reluctant to
accept conservative management. New methodologi-
cal approaches are required urgently to investigate this
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issue and to bridge the gap between clinical practice
and the need to acquire evidence. Such approaches
need to retain the essential principle of randomisation
while incorporating more fully patients’ perspectives
and preferences. Without this, the increasing availabil-
ity of radical treatments, rising rate of detection of
localised prostate cancer in younger men, the concerns
of men about harbouring an untreated malignancy,
and the desire of clinicians to cure patients if at all pos-
sible will combine to ensure that the situation cannot
resolve spontaneously. Trials undoubtedly need to be
mounted, and until more evidence accumulates,
patients and urologists should use the information
available from recent systematic reviews3 4 to reach
shared decisions about treating localised prostate
cancer—information that highlights uncertainties
about the potential effects of such treatments on
survival and quality of life.

The list of urological surgeons was kindly provided by the
British Association of Urological Surgeons. The views expressed
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First choice of treatment of consultant urologists for clinical vignettes. Values are numbers (percentages) of consultants

Case
No Presenting characteristics*

No of
consultants
responding

Radical
prostatectomy

Radical
radiotherapy Brachytherapy

Hormone
(medical)

Hormone
(surgical)

Surveillance
only

Surveillance
and hormone

1 Age 55, incidental, prostate specific antigen 7 ng/ml,
transrectal ultrasound and magnetic resonance
imaging results suggest localised tumour, Gleason
score 3

211 136 (64) 49 (23) 1 (0.5) 3 (1) 0 16 (8) 6 (3)

2 Age 62, bladder outlet obstruction, prostate specific
antigen 15 ng/ml, Gleason score 5 from chippings

202 80 (40) 82 (41) 0 7 (3) 3 (1) 10 (5) 20 (10)

3 Age 69, incidental, prostate specific antigen
16 ng/ml, transrectal ultrasound and magnetic
resonance imaging results suggest localised
tumour, Gleason score 3

206 50 (24) 85 (41) 2 (1) 13 (6) 0 27 (13) 29 (14)

4 Age 75, incidental, prostate specific antigen
20 ng/ml, transrectal ultrasound and magnetic
resonance imaging results suggest localised
tumour, Gleason score 3

218 0 51 (23) 0 22 (10) 1 (0.5) 52 (24) 92 (42)

5 Age 58, poorly differentiated localised tumour,
prostate specific antigen 17 ng/ml, Gleason score 8

202 67 (33) 102 (50) 2 (1) 23 (11) 1 (0.5) 1 (0.5) 6 (3)

*Normal values of prostate specific antigen are around 4 ng/ml. In Gleason grading system sections of tumour are graded from 1 (least aggressive) to 5 (most aggressive). The two highest grades
from each tumour are added to give a score ranging from 2-10. Scores of 7 and above indicate worse prognosis than lower scores.

Two memorable patients
What it’s all about

It is 3 am and rapid eye movement sleep is destroyed by the
phone. Momentarily I am confused. The apology starts . . . a
young woman’s voice. What time is it? Why me? In an Edinburgh
hotel? Sense returns. Scotland was yesterday. I am at home. She is
a senior house officer. I am Richard, on call consultant physician.
Hello Rachel, no don’t worry, I always sound like this.

Two (two?) patients need sectioning on the take ward. The
clinical details are clear. Just remind me, Rachel, about the Mental
Health Act. Thanks, right, section 5(2), right, 72 hours, right.
Rachel, about those clinical details, just remind me again Rachel.
Right, Rachel, about that act. Best to come in I think (best to
come in and think, I think).

3 30 am: the take ward is on the boil. My house physician
smiles, my senior house officer smiles, smiles and apologises; the
nurses smile (I am sure that staff nurse is on days: she is, it’s me
who does days, she does both). Two security officers smile, “Come
on son let’s have you back in your room for the doc,” they say, not
unkindly. Back in the room he goes.

Rachel is, of course, right. Patients are seen, rights explained,
psychiatrists consulted, and forms signed. Back to bed I go.

I drive home happily. This is my hospital. These are good
doctors, these are good nurses and good security guards, working
in a good NHS. At their best, as a team, at 3 30 in the morning.
This is why I am doing medicine. This is what it’s all about. I had
forgotten some time ago and now it comes back. Oh and doctor,
just before you go, why has it been so long since I last drove
home with a smile on my face?

Richard Harrison, consultant physician, Stockton on Tees

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to.
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