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Prostate cancer units:
it’s about options
and quality
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➜ Peter McIntyre

Men diagnosed with prostate cancer have a wealth of options on how to proceed, but they can
pay a high price if the quality of treatment is substandard. Could delivering all prostate care through
specialist multiprofessional units be the answer to safeguarding both standards and choice?

T

he most common cancer in men
has seen a rapid increase in cases
and treatments over the past two
decades. About 382,000 men in Europe
are diagnosed with prostate cancer each
year, and there are 89,000 deaths. However, there has been a lack of clarity over
the best way to match the right treatment to the right patient.
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There are at least three treatments, each
about as good as the other in skilled
hands: surgery (radical prostatectomy),
radiotherapy and brachytherapy, in some
cases combined with hormonal therapy. After a rapid increase in the number
of surgical cases in the 1990s and early
years of this century there has been a
pull back from aggressive treatment

in early or indolent cancers.
The after-effects of treatment, particularly impotence or incontinence,
scare a lot of men and there is increasing recognition that quality of life is of
great concern, alongside a desire to be
rid of the cancer.
Patients who are newly diagnosed
with prostate cancer have choices to
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make. Do they opt for immediate treatment or for active surveillance? If they opt
for treatment, which is best for them?
There is a third choice, of which
patients may not be sufficiently aware,
and that concerns the kind of centre
where their treatment and care will
take place.
It is widely accepted that cancer is
best treated in a multidisciplinary setting
by specialists with expertise in the particular disease, backed by a multiprofessional team. While this is becoming
the norm for breast cancer, it is not
widely practised for prostate cancer.
Last year the European Journal of
Cancer published a discussion paper from
the European School of Oncology (ESO)
promoting specialist prostate cancer units
and setting out proposals for what that
might mean in terms of professional staff
and experience (see box, p 62). The paper
was reminiscent of proposals for breast
cancer specialist centres published in the
1990s as part of a European movement to
improve treatment and prevent overtreatment. It meant in effect that unless a
surgeon or radiotherapist was going to
specialise in this disease, they had no
business dabbling in it.
The same thing may happen, eventually, for prostate cancer, but the
movement is slow to gather momentum. The Deutsche Krebsgesellschaft
(German Cancer Society) has taken
the lead by setting up a network of
certified prostate cancer units. The
UK National Institute for Health and
Clinical Excellence (NICE) has set
minimum standards, under which, for
example, specialist urology teams
should undertake a minimum of 50
radical operations per year.

SPEAKING THE SAME LANGUAGE
Riccardo Valdagni is director of the
Prostate Cancer Programme at the
Istituto Nazionale Tumori, in Milan,
coordinator of ESO’s Prostate Cancer
Programme and lead author of the ESO
paper. He says that moving to a multidisciplinary approach is a challenge.
“Urologists, radiation oncologists and
medical oncologists have different
approaches to the disease and speak different languages. The most ambitious –
though necessary – step when the
Prostate Cancer Programme was established was to share evidence-based as
well as institution-adapted guidelines for
the diagnosis, therapy, observation, and
follow-up of prostate cancer patients.
“The general worldwide approach is
that the patient has a biopsy, he receives
a prostate cancer diagnosis from the urologist, and then the urologist generally
makes the first proposal of therapy. We
prefer to have a urologist, radiation oncologist and psychologist (with a medical
oncologist on demand) meet with the
patient, discuss the therapeutic and observational options, and offer support for
decision making. International guidelines
all over the world say we have three
equally effective therapies, so we cannot
decide, as doctors, which is the best.”
Patients are then encouraged to
choose the treatment, weighting their
values and priorities, says Valdagni. Is
erectile dysfunction a major issue for
them? What about urinary incontinence?
“One patient may say, ‘yes, very important’.
Another may say, ‘I don’t mind about sideeffects, I want the cancer out of my body
as soon as possible.’”
In Valdagni’s centre, few patients ask
the clinician what he would do in their

shoes. He thinks this is because they
have enough time and information to
make a decision, with psychological support if necessary.
“In general, the problem of saying
‘Hey doctor, what would you do?’is related
to the psychological effect of being
diagnosed with cancer. Patients may
prefer at first to have someone take the
decision for them. Offering exhaustive
information on all his options and supporting him psychologically, we try to help
the patient find his way. The patient,
instead of being an object of physician
care, can become the subject of his care,
deciding what is best for his quality of life.”
At the Milan Prostate Cancer Programme, most patients with small or clinically indolent disease choose active
surveillance. Of those who drop out from
active surveillance and have treatment,
about 45% choose surgery, 50% radiotherapy and 5% brachytherapy.
The pattern in monospecialist centres
is quite different, and it seems that unless
they work together, specialists, perhaps
unconsciously, influence patients in favour
of their speciality. One paper suggests
that, if the patient sees only a urologist, 70–
80% opt for surgery. If they also see a radiation oncologist, 70% choose radiation.
Louis Denis speaks as a founding member of the European prostate cancer patient
group Europa Uomo, which advocates for
patient-centred care where quality of life is
as important as survival. He is also the
director of the Antwerp Oncology Centre,
and says that, while multidisciplinary care
is widely accepted in theory and is a legal
requirement in Belgium, it is not widely
implemented. “We still face the dilemma
between the traditional freedom of treatment choice for the individual specialist and

“We have three equally effective therapies,
so we cannot decide, as doctors, which is best”
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Making the choice
“IT WAS A PERSONAL DECISION TO DEFEND MY QUALITY OF LIFE”
Enrico Rambaldi is Professor of Philosophy at the
University of Milan, an
expert in bioethics and
editor of the Italian Journal
of History of Philosophy.
He found that his skills and
training had not prepared
him for making a decision
about his prostate cancer.
He was diagnosed in 2008,
at the age of 72. He not only had prostate cancer but also an
associated sepsis that nearly killed him. “For some days I was
between death and life,” he says.
When he recovered he visited some of the best specialists
in Milan to ask their advice. “I was just going from one to
another asking what they suggested. The choice which
was offered to me was between a surgical operation and
radiotherapy.
“My reaction was not very good. I was worried about the dangers in relation to sexual activity and incontinence. I was
really very, very unhappy.

the better outcomes of cancer treatment by
multidisciplinary management.
“There is known overtreatment for
patients with prostate cancer for a number
of reasons.Among these we should recognise lack of correct evaluation of the
patient’s health status, ignorance of the
clinical course of low-risk, low-volume
prostate cancer and the availability of
advanced technology that cannot rest idle.
The slogan of Europa Uomo remains:
‘First the Patient, then his Cancer’.”

“I was changing my mind from one day to another day. One
day I’d say, ‘I have to have radiotherapy,’ talking with my wife.
Then I decided to go for surgical intervention. I fixed the
date for my operation and every two or three days I changed
my mind.
“As a philosopher I don’t know anything about my body. I am
dependent on external information.”
In the end Rambaldi opted for active surveillance.
“I decided to start the active surveillance after several talks
with Valdagni. I thought that it would be unwise to put the
quality of my life in danger. It really was a personal decision to defend my quality of life. I didn’t want to get into
problems with incontinence or no sexual activity because
I was afraid. I feel well supported from the psychological
point of view.
“It was a very good decision. I don’t even take any medication.
I go for a PSA check every three or four months, a consultation
twice a year and one biopsy in the four years.”
Rambaldi says that the quality of his life has actually improved
since he was diagnosed. “I appreciate more than before the
pace of time. I am more careful not to waste my time and to
produce as much as I can in my philosophy.”

UNDERSTANDING THE OPTIONS
Lawrence Drudge-Coates, clinical nurse
specialist in urological oncology at King’s
College Hospital, in London, agrees. His
is a specialist unit in all but name, with
260 new prostate cancer patients a year.
As one of two key workers for patients, he
runs his own clinics and encourages
patients to take their time in making an
informed decision.
“One of the key roles that the clinical
nurse specialist plays is to take patients

through the pros and cons in more detail in
laymen’s terms. I explain what we have
found from the biopsies and scans and
whether it is an aggressive tumour. I go
through the treatment options, but not in
too much detail. If a patient is being given
a diagnosis, their ability to take in information is very greatly reduced. You give a
bit of information and supplement it with
good literature, and I give the patient my
contact details as key worker, and the
opportunity to discuss issues further.

“Offering exhaustive information on all his options,
we try to help the patient find his way”
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FEELING CLEANSED BY SURGERY – AT A WORLD CLASS CENTRE
For Daniel Sencier, who
was diagnosed with prostate
cancer in the UK at the age
of 58, choosing surgery felt
like cleansing himself of
the cancer.
After some bad experiences
with lost notes and other
problems at his local hospital
in Cumbria, he opted to
travel to a specialist urology
centre at Addenbrooke’s in Cambridge, where he had a robotassisted laparoscopic prostatectomy in November 2010.
“I imagined having radiation and my prostate being fried inside of me
and ending up as this ball of dead junk you would be carrying around
inside you for the rest of your life. You could never be sure. Surgery
seemed very clinical to me. It meant somebody looking at something,
seeing that it was bad, cutting it out and throwing it in the bin. So
that when I had surgery my prostate was inAddenbrooke’s and I was
back in Penrith, a long way removed from it.”
In a blog, Sencier described the contrast between his local hospital and a specialist centre. “At [my local hospital] they are all lovely

“Not all cancers have to be treated and I
think this is still quite an alien concept for
most patients. If active surveillance is an
option I would explain why. It may be a
cancer that is not particularly aggressive. In
many cases we advise them to have further
biopsies. There is a contract between
myself and the patient.”
Drudge-Coates takes time to talk
about the major possible effects of treatment – erectile dysfunction and incontinence. “You have to be very upfront and

well-meaning people and they all want to do the best by you with
every bone in their bodies. They are just drowning and don't
have the quality people or the facilities to cope. My Urology
Nurse, Jill at [the district hospital], is not just the Urology Nurse.
She is a secretary, counsellor, cleaner, tea maker and multi tasked
nurse. I saw about 12 different people atAddenbrookes who all did
just a small part of Jill's job, but did it to perfection, because they
simply had the time to.”
Speaking to Cancer World, Sencier said, “At hospitals like Addenbrooke’s, where they have the robotic surgery machine, the surgeons
have all been out inAmerica for training.All the support staff go there
and they have a mentor who comes over from the States and works
with the teams until they have done about 50 operations. There is
a huge programme going on. While in a hospital like [the district hospital] where the guy does maybe 20 operations a year, he does his best
with the knowledge he has got. It is a lonely place for him I guess.
“It is not just the removal of the cancer that makes the difference at
the specialist hospitals, it is the continence and the erectile dysfunction. You are more or less guaranteed if you go to Addenbrooke’s that you are not going to be incontinent for more than a few
weeks afterwards, but I hear terrible stories in the chat rooms of guys
who are still incontinent several years afterwards.”

state that these are key issues in relation to
surgery and radiotherapy. I don’t call them
a side-effect because it belittles them.
However, many patients already have erectile dysfunction prior to treatment because
of prostate cancer or other medical issues,
which we always assess prior to treatment.
“You can treat erectile dysfunction,
and what we do here is actually begin
patients on PDE5 inhibitors such as
Viagra after the urethral catheter has been
removed following surgery. There is evi-

dence to suggest that the earlier you introduce treatment, the more effective it is
likely to be.”
The specialist nurse advises patients
that incontinence should gradually improve
over time if they undergo a course of pelvic
floor exercises. “A small number of patients
are never going to be completely continent, related to a number of issues, including the complexity of the surgery.”
Drudge-Coates advises patients to be
upfront in questioning surgeons about

“Not all cancers have to be treated and I think this
is still quite an alien concept for most patients”
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incidence rates for incontinence and erectile dysfunction. “I openly tell patients
these are things you have got to be aware
of because these are life-changing events.
In the UK we are seeing patients cherrypicking where they go for surgery based on
the experience of the surgeon and based on
the outcome, which makes perfect sense.
“I think this will evolve as cancer centres publish their results. In my experience
patients are asking surgeons more direct
questions about complication rates and
incontinence. ‘How good are you as a surgeon?’ ‘How many of these procedures
have you done?’”
Just as urologists and radiotherapy
oncologists have to specialise in prostate
cancer, so too do nurses. Drudge-Coates is
on the board of the EuropeanAssociation
of Urology Nurses, which is in the process
of defining the core competencies of the
specialist nurse and their training needs.

WHAT OUTCOMES SHOULD A
CENTRE ACHIEVE?
The ESO discussion paper published
online in December 2010 did not attempt
to specify what outcomes specialist prostate
cancer centres should achieve, and may be
criticised for advocating something without
clear evidence of improved outcomes.
However, Valdagni is confident that the
evidence will come. “We know that caseload is strongly related to the quality of radical prostatectomy and we also know that
caseload in radiation therapy is related to
less use of secondary treatment. That
means that if the centre has a high caseload and works with a lot of prostate cancer patients, radiation will be better and
results will be better and secondary treatment for failure will be less.”

A NETWORK OF CERTIFIED UNITS ACROSS EUROPE
The ESO discussion paper, ‘The requirements of a specialist Prostate Cancer Unit’,1 argues
that prostate cancer units are the most suitable structures for organising specialist multidisciplinary care for patients at all stages of the disease, and that the multidisciplinary approach
offers patients the best chance of receiving high-quality medical procedures administered by
a team of specialists, which is able to tailor treatment and observational strategies to their
needs, and ensure access to specialist counselling, supportive care and rehabilitation. The
paper proposes general recommendations and mandatory requirements for prostate cancer
units, with a view to laying the basis for a network of certified units across Europe.
■ Prostate Cancer Units are best established in large or medium sized hospitals covering
populations of at least 300,000 people and seeing more than 100 newly diagnosed cases
of prostate cancer each year, and within a multiprofessional team, where supportive care
as well as clinical excellence can develop.
■ Units must have written protocols for diagnosis and the management record and on diagnosis pathology, treatment clinical outcomes and follow-up, including side-effects and complications. The data must be available for audit.
■ Uro-pathologists specialising in prostate disease should see at least 150 sets of prostate
biopsies a year and spend 50% of their time working in this field. Each centre should have
two or more urologists trained in prostate cancer, each carrying out at least 25 radical prostatectomies a year and spending 30% of their time on prostate disease. Radiation oncologists
should treat at least 25 prostate cancer patients a year or 15 prostate cancer brachytherapy procedures. Similar levels of caseload and time are set for medical oncologists.
■ In addition a centre should have one or more nurse specialists in prostate care, as well
as specialist radiologists, medical physicists, radiation therapy technicians, physiotherapists with special training, palliative care specialists, and professionals who can offer psychological support and counselling about changes in sexual function.
■ Members of the Prostate Cancer Unit core team must attend weekly multidisciplinary meetings where 90% of cases would be discussed for audit and for external verification.
■ The patients’ right to information and self-determination should be respected and men
offered clear and easy-to-understand written and oral information. Patient advocates
should be part of the network and every patient should be provided with a copy of his
treatment and follow-up plan.
■ Services may need to be reconfigured to staff specialist units. However, the paper says
that such changes can provide financial savings and avoid multiple consultations.
The paper concludes that European countries “should consider the certification of Prostate
Cancer Units as a necessary way forward to ensure that men with prostate cancer receive
optimal treatment and care.”
1. R Valdagni et al. (2011) The requirements of a specialist Prostate Cancer Unit: a discussion paper
from the European School of Oncology. Eur J Cancer 47:1–7

“We are seeing patients cherry-picking where they
go for surgery based on the experience of the surgeon”
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