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Why NOT treating prostate cancer 'is Prostate cancer survival rates very e

best for most men": Thousands with high regardless of treatment, study
slow-growing tumours are undergoing finds Realhefulride
unnecessary treatment

« Some slow-growing tumours will not spread and 'can never cause harm'

The
« Buttreatment can be debilitating and lead to depression and anxiety in patients l I NDA i OS I

+ Prostate cancer treatment can result in incontinence and loss of sex drive Dr Mark Porter: AggrESSive
treatment of prostate cancer
isn't necessarily best practice
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Prostate cancer - the low key Number of men dying from
killer that must be stopped. prostate cancer hits all-time high

Prostate cancer now Kills more in UK
than breast cancer

K By Ben Tinker, CNN
{0V O Updated 1815 GMT (0215 HKT) February 2, 2018 0 Q @
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ONS all male deaths 2023
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in the male

population? Only 4% of all male deaths

How lethal is prostate cancer




How lethal is prostate cancer?

What happens if you don’t treat i.e. natural history

Natural History of Early, Localized Prostate Cancer; A Final Report

from Three Decades of Follow-up
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85% men died of other causes

Only 14% died due to prostate cancer
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The ProtecT Trial

Prostate liesting for Cancer. and/ lireatment

CONCLUSIONS

Men with PSA-detected, localized prostate cancer who had
been randomly assigned to active monitoring, prostatectomy,
or radiotherapy had similarly low rates of death due to
prostate cancer during a median 15 years of follow-up.

Treatment Strategies for Prostate Cancer

Probability

Active Monitoring Prostatectomy Radiotherapy

N=545

N=553 N=545

Prostate Cancer-Specific Survival

— — Active monitoring ——— Prostatectomy Radiotherapy
1.0 — —
0.9 B
0.8+
0.7 Death from Prostate Cancer
0.6 No. of Patients (%) HR (95% Cl)
0.5 Active Monitoring 17 (3.1) Reference
0.4 Prostatectomy 12 (2.2) 0.66 (0.31-1.39)
0.3+ Radiotherapy 16 (2.9) 0.88 (0.44-1.74)
0.24 P=0.53 for the overall comparison among the groups
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Prostate cancer is a cancer that is all about benefits and
risks and personalized choice

BENEFIT
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CPG 1 CPG 2

N IC National Institute for § §
Health and Care Excellence : g o
Cambridge Prognostic Groups St I
Years from diagnosis Years from di; s
(CPG)
J CPG3 CPG 4
NICE stratifies prostate cancer into 5 groups § §
to link management to the risk of the £ £
disease causing death/mortality E | ‘ E ‘

Versus other causes of mortality T et 000 et

CPG 5

CPG1 and CPG2 - 40% of all new

Cumulative mortality

cancer diagnosis in the UK each year
(15-20,000 men)

1 o
Years from diagnosis



If not treatment then what
management ?

N Ic National Institute for
Health and Care Excellence

Active surveillance

A strategy to avoid over-
treatment of disease which
is unlikely to cause harm.

138 Forpeoplewith CPG 1 localised prostate cancer:

D o offer active surveillance

o consider radical prostatectomy or radical radiotherapy if active surveillance is not suitable or
acceptable tothe person. [2019, amended 2021

1.3.6{> For people with CPG 2 localised prostate cancer, offer a choice between active surveillance, radical
prostatectomy or radical radiotherapy f radical treatment is suitable. [2019, amended 2021]

1310 For people with CPG 3 localised prostate cancer:
o offer radical prostatectomy or radical radiotherapy and

[> o consider active surveillance (in line with recommendation 1.3.14) for people who choose not to have
immediate radical treatment,
2019, amended 2021]
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N I C National Institute for predict DDD

Health and Care Excellence prostate

predict

prostate
Home  About Predict Prostate~  Predict Prostate Tool ~ Contact  Legal~  Change Language~
Predict Prostate —
An individualised prognostic model for men newly diagnosed with non-

metastatic prostate cancer p red i Ct

Endorsed by the National Institute for Health and Care Excellence in the UK
prostate

Recommended by the European Association of Urology Prostate cancer guidelines

¥,
> Start Predict [eENYENITEI S prpeug,ﬁ‘:t

Did you mean to visit Predict Breast Cancer?

As Predict's usage grows, we have moved to a new URL. Please adjust your bookmarks.

What is Predict Prostate for? How do | use Predict Prostate? What will Predict Prostate tell
Predict Prostate is a tool where the outcomes from Enter the details about yourself and your prostate cancer, and me?
conservative management (or monitoring) are compared with then select conservative management or radical treatment to

The Predict Prostate tool shows you how different initial

radical treatment (surgery or radiotherapy). see estimates of survival with each. management strategies affect the percentage of men that
We recommend patients read the About Predict section survive ten and fifteen years after diagnosis. Non-
before using the tool. Predict Prostate is only intended for use individualised data is also shown on the potential harms of
amongst men for whom both conservative management and each treatment type. This short video may help explain how
radical treatment could both be appropriate options Predict Prostate works.

Predict Prostate is a UK developed personalised prognostic tool to balance the risk from
prostate cancer versus other competing risks to inform the need for treatment

Developed and validated in >350,000 men

Multiple ethnicities and age groups
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This table shows the percentage of men who survive at least 10 15 years after

diagnosis, based on the information you have provided.

Treatment Additional Benefit Overall Survival %
Initial conservative management - 42%
Radical treatment 44%

If deaths from prostate cancer were excltided 45% would survive 10 years.

This display shows the outcomes for 100 men. These results are based on the inputs
and treatments you selected 10 15 years after diagnosis

OOO OOOOOOO O 55 deaths due to other
0]0/0/0.0.0/0.0.0.0 causes
0000000000

O O O O OO OO OO deat; prostate cancer related
OOOOOOOOQQ

OOOOO .. . 2 extra survivors due to
0000000000

radical treatment

0000000000 P—
0000000000
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Thereisa h UEE variations in NHS treatment rates

Significant over-treatment depending on where/by whom a man is seen
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CANGER Radical Treatment by CPG 2024 audit — 10 hospitals

120
East of England
Cancer Alliances
> 100
&
E 6% median (range 1-27%) 40% median (range 10-82%)
g 80 A critical
c determinant of
E 60 whether a man with
= early cancer gets
8 a0 —_— advised to have
o treatement is where
£ 20 and by whom they
Q
S have been seen — not
& L] .
. __._____ ___..- their disease type

CPG 1 CPG 2
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There is no UK standard for how men are counselled for prostate

cancer and what tools are used
Despite NICE guidance on using CPG and Predict - Large variability in uptake

POSTCODE LOTTERY

Do you use prognostic tools in your counselling? What information do you give your patients?

Gleason Score
- _ G

Sreae Growp _

Clinical
No and/or MRI...

PSA at
presentation

Composite NICE

Sometimes Cambridge...
EAU/D’Amico

risk group

Predict

Don't know of Prostate...

any

Other (please
specify)

0% 0% 20% 30% 40% 50% 60% 70% East of England 0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Cancer Alliances
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Using CPG and Predict prognostic tools
BIC —— is proven to

BRIEF COMMUNICATION

Reduce variations in clinician likelihood
of recommending over-treatment

Understanding of prognosis in non-metastatic prostate cancer:
a randomised comparative study of clinician estimates
measured against the PREDICT prostate prognostic model

The range of opinions from clinicians on how likely the
disease would result in prostate cancer mortality

gl

‘ The actual mortality risk from prostate cancer

0 20 40 60 80 100
Case AL: 64yrs, PSA 23, GG4, T3, 3/12bx, CCI=0 — I —
Case A2: 72yrs, PSA 8.2, GG1, T2, 3/14bx, CCl=1 H_ @ [}
Case A3: 54yrs, PSA 14.0, GG3, T2, 2/12bx, CCI=0 — T — .
Case Ad: 68yrs, PSA 13.4, GG3, T2, 8/16bx, CCI=0 —] [ I I —] f
Case AS: 60yrs, PSA 6.4, GG2, T1, 2/12Bx, CCI=0 —0—{:: . ‘
4 )
Case AG: 83yrs, PSA 24, GG2, T1, 1/12Bx,CCl=1 — @} LT

| The reduction impact in clinicians
Case B1:75y1s, A 51,662, T3, 2/420n -0 | — ] changing their recommendations to
Con BTy P 12,063, T2 12 00 | have treatment after using the Predict
Case B3: 71yrs, PSA 9.0, GG1, T2, 3/12bx, CCl=0 H | p——— .

Case B4: 58yrs, PSA 15.3, GG3, T2, 7/14bx, CCI=0 »—I|: PrOState estimates

Case B5: 61yrs, PSA 6.1, GG2, T3, 2/12bx, CCI=0 | H— T 1

Case B6: 81yrs, PSA 6.1, GG2, T1,1/12Bx CCl=1 {T__ @
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To reduce over-treatment and national variations

We need

About us Feedback Contact us

Adherence a nq com plla nce with NICE Prostate cancer: Knowing your options i\
re CO m m e n d at I O n S a n d to O IS A guide to the National Institute of Health and Care Excellence

recommendations for managing prostate cancer

3

This website is for patients with a Please enter the diagnostic criteria
new diagnosis of Prostate Cancer from your healthcare professional

that has not spread. below:
A H h M It gives clear information about treatments and the risks and Enter Grade Group
S a n a r I Z e l I l e O O p ro V I e benefits of each option. It should be used in consultation with a -
healthcare professional ( Ad

i n fo r m a t i O n a n d C O u n S e I I i n Your healthcare professional may talk to you about the results EnterES Sk
g from three tests that together indicate for you a particular :|
“group” when considering your treatment options. The three
results will be your Grade Group (from the biopsy), your Prostate Enter Staging
Specific Androgen (PSA) test (from a blood test) and the stage of —
your cancer (from the MRI or clinical examination). (

The group you are assigned is called your Cambridge
Prognostic Group (CPG).
. . e e
A n at I O n a I p ro g ra m Of C I I n I C I a n re - The options given are based on guidelines issued by National This link will explain the three diagnostic criteria in more detail

Institute for Health and Care Excellence (NICE).

education

How to add this website as a quick link on your mobile phone screen

Patient empowerment to access
National Guidance without the arbitrary

knowledge base of who they may see s Vs Eat of England £
ancer Alliances
and where

We welcome your feedback on this site - let us know what you think!
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The solution of every problem is
another problem

~Johann Wolfgang von Goethe

AZ QUOTES

If we dont need to offer radical treatment then we need
to have something else just as good to monitor men
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BUT......Active Surveillance

the Wild West of prostate cancer management

East Lancashire Hospitals

TRUST WIDE/DIVISIONAL DOCUMENT

GMC,

oy in Greater Manchester

Greater Manchester
Urology Pathway Board

Northern Cancer Alliance

Prostals cancer palents o enter porsonalised stratfied
follow-up pathways

“Unless PSA threshold for re-referral has been
stated by the urologist. I PSA rising, refer. hagk
o oncology

Maximum focus 2mm or less

GS <3+4 on template biopsy (>1 focus
permissible, maximum focus Smm)

Benign DRE

Multiparametric (Mp) MRI no dominant lesion
or small lesion (<5mm) matching biopsy
location sutable for monitoring

Surveillance

Stable PSA

Year 1-2: PSA every 3 months.
Year 3 onwards: PSA every 6 months

«  Annual MRI
+  Annual HNA
“Health MOT with every PSA

PSA velocity Ing/ml per year or doubling
time less than 4 months or 3 consecutive

« Change in MR findings.

« Symptomatic: Troublesome LUTS, visible
haematuria, weight loss, bone pain lasting
>6 weeks

«  Patient request

Detective Study (EAU-EAUNM-ESTRO-ESUR-S10G)

number of

management

AS

Low ik Grovn Intermedite Rk Group

P Psace (12 67 (/2)
moh 12722 mo/bp MR 12/12

monh 24712 o/ by MR 1812166, 12/1211 67

] E—— N —
Follow up guidelines for
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e 24 2019/2020

s o s
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AUTHOR(S) Note - urveiance | Jremy Oaie, iaryns ewiniNosi Crke, Vincan Tang, Masrica
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names. I T Group| Northern Cancer Alliance Urology
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10 the Pers d Care agenda ~

DOCUMENT
PURPOSE: It inclucdos detis of the admiitrativeprocess 1 ensble

Cheshire &
Merseyside

Cancer Alliance

Protocol for Supported Self-Management in the follow

up of Breast, Colorectal and Prostate cancer

CLINICIANS GUIDE TO PROSTATE
CANCER PERSONALISED STRATIFIED
FOLLOW UP (PSFU) - SUPPORTED
SELF MANAGEMENT

26 months

Active Surveillance Follow-up Pathway

Patients sultable for Active Surveilance

Tanies

W ot he e iger e e S Comant o b v

ipameric MR/ biog ‘

Dartford AS protocol

Inclusion crteria

fter MOM discusion

+ Maxcorelength < 6mm
+ Numberof coresinvolved <33%

+ Ciicall T2 and M shows organ confined disease
+ Confirmation n MOM

olow up
At enrolment: TP systematic biopsy unless siready performed
i

o PSA every 3 month
+ ORE every 6 month

M t.12:18 month

Year 2 onwards:
+ PSA every 6 month
o DREevery 1year
o MRlevery 2.3 years

W ising PSA - consider repeat MR re biopsy
MR progressin - consder repeat B

Indicaion forintervention
+ Consistent PSA rise
+ MR progression
o Bxuparade
« Patentchoice

illance Protocol for Low and

=
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Active surveillance
does not have a quality benchmark

NO well evidenced standard
NO set protocol

NO quality control

NO measurable outcome

NO agreed budget/resources
NO investment

NOT a PRIORITY for cancer
targets

Any interventional Active surveillance

treatment for prostate
cancer

NO dedicated team/staff




To have good active
surveillance practice

CANCER

STRATCANS

Stratified
Active Surveillance for Early Prostate Cancer:
Recommended Risk stratified follow-up schedule

e refers to monitoring of early prostate cancer.
ent unless the
harm. In formal
good as immediate

A national standardized way to do active surveillance with clear
guidelines and outcome measures

PSA at diagnosis or level at the
point surveillance follow-up
intensity is changed

«
Care Excellence (NICE). To read about the NICE recommendations
and what CPG means, please access the East of England Cancer
Alliance website and NICE Guidance Information website - links
found on this page. MRI stage at diagnosis T T2 T

Grade Group Grade1 Grade2

MRI PIRADS/LIKERT SCORE at
diagnosis or if an updated
score is given during
surveillance

Nolesion 3 4 5

Empower men to be aware of their management and what to
look out for

as part of active surveillance. The evidence for this webtool and

recommendations come from the Department of Urology, Prostate Volume (mis)
Cambridge University Hospital and University of Ca

references for this work can be accessed below. STRAT

the intervals for PSA test, repeat MRI scans and need ft PSA Density

biopsies based on th of a cancer prog

where treatment is usually recommended. This is based on the NICE Cambridge Prognostic
NICE guidelines and defined as reaching a stage of Cambridge Group

Prognostic Group 3 or higher. It also assumes all diagnosis biopsies

were using MRI guidance to sample from targets as well as

systematic cores and that there is no disease reclassification from a STRATCANS schedule Reset form

re-biopsy within 1 year of diagnosis.

Have a clear evidence based protocol with end points and
triggers for better management

(* i the patient i on 5 Aha reductase nhibiors, use the corrected PSA as the guidel
Use of this STATC; o0l is entirely the responsibility of the (L 5 65

health care team involved and assumes full counselling and that all

Ensure men are supported while on AS and equally be aware
early of disease progression that needs treatment

E
CANCER UK

Patient
confidence

Personalised Risk Stratified Active Surveillance

Implementation toolkit for men with Cambridge Prognostic Group 1(CPG1) or CPG2 prostate cancer.




To reduce over-treatment of prostate cancer

We need both

NICE: Cambridge Prognostic Groups (CPG)

Gleason Score

Tumour Stage Tumour Stage Tumour Stage

T1 72 T3 T4 T1 72 T3 T4 T1 72 T3 T4

3+44 =

443 =

o NN O

9or10

PSA<10ng/mL 10 <PSA 220 ng/mL PSA>20 ng/mlL

Educated doctors and nurses to
understand prognosis and use
national endorsed guidance and

tools.

prsgﬁct

Predict Prostate
A nchiualsedpognostic et foren ey Gagnosed wih -

e for? How do | use Predict
Prostate?

What will Predict Prostate tell
me?

presnmirey

National Institute for
Health and Care Excellence

NIC

Active surveillance

Robust, standardized and well
resourced
Active Surveillance
programmes in the NHS

STANDARDS







