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Multiparametric magnetic resonance imaging may identify one-quarter 
of men who might safely avoid unnecessary biopsy

In the current diagnostic pathway for prostate cancer, men 
with an elevated prostate-specific antigen (PSA) or other 
risk factors typically undergo transrectal ultrasound (TRUS)-
guided biopsy. However, there are several potential draw-
backs — clinically indolent cancers may be identified by 
chance, clinically significant lesions may be missed, and 
important cancers may be incorrectly classified as unimport-
ant. In many cases, men may unnecessarily undergo rad-
ical treatment to the prostate, resulting in side effects such 
as erectile dysfunction and incontinence. Multiparametric 
magnetic resonance imaging (MP-MRI) holds promise as a 
triage test for men with elevated PSA levels to determine 
the need for TRUS biopsy. The 11-centre UK Prostate MRI 
Imaging Study (PROMIS) compared MP-MRI and TRUS 
biopsy with an accurate reference test (template prostate 
mapping biopsy with sampling of the prostate every 5 mm) 
in 576 men with an elevated PSA (up to 15 ng/mL) and 
no prior biopsy.1 Results presented at ASCO 2016 revealed 
MP-MRI to be significantly more sensitive than TRUS biopsy 
(93% vs. 48%; p<0.0001), with a higher negative predictive 
value (89% vs. 74%; p<0.0001), but lower positive predict-
ive value (51% vs. 90%; p<0.0001) and specificity (96% vs. 
41%; p<0.0001). Clinically significant disease — defined as 
a Gleason score of 4 or higher or a high burden of low-grade 
disease — was missed in 119 cases by TRUS biopsy, includ-
ing 13 Gleason 4 + 3 or higher cancers. MP-MRI missed only 
17 cases of clinically significant disease and no Gleason 4 + 
3 or higher cancers. While TRUS-biopsy performs poorly in 
both detecting and ruling out clinically significant prostate 
cancer, MP-MRI shows promise as a triage test, with the 
ability to identify up to one-quarter of men who might safely 
avoid unnecessary biopsy, without impairing the detection 
of clinically significant cancer. This research adds to the 

growing body of evidence highlighting the role of prostate 
MRI in clarifying prostate cancer diagnosis.

Shorter radiation fractionation regimen is not inferior to conventional 
radiotherapy for intermediate-risk, localized prostate cancer

Localized prostate cancer is often treated with high-dose 
radiation therapy over the course of 7.5–8.5 weeks. However, 
the dose-response of prostate tumours and normal tissues to 
fractionated radiation therapy, described by the α-β ratio, is 
relatively low, lending to the hypothesis that hypo-fraction 
radiation therapy may be more effective in prostate can-
cer. At ASCO 2016, Dr. Charles Catton from the Princess 
Margaret Cancer Centre in Toronto presented results from 
the randomized, controlled, non-inferiority PROFIT study, 
which explored whether an eight-week course of escalated-
dose conformal radiation therapy can be safely compressed 
into a four-week course, with similar efficacy, in men with 
intermediate-risk prostate cancer.2 Over a period of four 
years, 1206 men from 27 centres in Canada, Australia, and 
France were treated with either hypofractionated (n=608) 
or conventional radiation therapy (n=598). At the time of 
reporting, 166 patients receiving hypofractionated radiation 
therapy had experienced a biochemical clinical failure (BCF) 
event compared with 175 in the conventional radiation ther-
apy group, corresponding to a BCF event rate of 21% at 
five years in both arms (hazard ratio [HR] 0.96; 90% confi-
dence interval [CI] 0.80–1.15). There were no differences in 
overall survival (OS) or acute toxicity of Grade 3 or higher 
between the two groups. However, for gastrointestinal toxicity 
of Grade 2 or higher, those who underwent hypofraction-
ated radiation therapy had significantly more acute events 
(p=0.003) and significantly fewer late events (p=0.006) than 
those who received conventional radiation therapy. Quality 
of life (QOL) measures over four years were similar between 
the two groups. Given the potential for cost-savings and 
greater convenience to the patient, these results may very 
well define a new standard of care for men with intermediate 
disease treated with external beam radiation therapy (EBRT).
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The addition of short-term androgen depletion to high-dose 
radiotherapy improves PSA or clinical relapse-free survival in men 
with localized intermediate-risk prostate cancer

Results from the final analysis of the GETUG 14 trial were 
presented in a poster session at ASCO 2016. This multi-
centre, randomized trial evaluated the addition of four-
month androgen-deprivation therapy (ADT) to high-dose 
radiotherapy in 377 men with intermediate-risk localized 
prostate cancer.3 Patients were randomly assigned to high-
dose conformal radiotherapy (80 Gy), either alone or in com-
bination with four months of ADT consisting of flutamide 
plus triptorelin. After a median followup of 84 months, 
the group that received both radiotherapy and ADT had 
a significantly higher rate of clinical/biochemical relapse-
free survival compared with those who received radiation 
therapy alone (84% vs. 76%; p=0.02), as well as a lower 
cumulative incidence of biochemical failure (10% vs. 21%; 
p<0.01). There was no difference in OS between the two 
groups (93% vs. 94%; p=0.54). Moderate liver toxicity was 
more frequent in the ADT group. 

Statin use is associated with improved biochemical recurrence-
free survival in men with prostate cancer who underwent radical 
prostatectomy for curative intent

In addition to their positive effects on hypercholesterolemia, 
cardiovascular events, and mortality, statins have recently 
received attention for their potential anticancer properties. 
Trapp and colleagues presented their poster at ASCO 2016, 
summarizing preliminary results of their study on the effects 
of statins on rates of biochemical recurrence-free (BCRF) sur-
vival in 3311 men with prostate cancer who underwent rad-
ical prostatectomy for curative intent at the Robert H. Lurie 
Comprehensive Cancer Center at Northwestern University, 
Chicago between 2002 and 2005.4 Patients were stratified 
according to their statin use within two years before or any 
time after undergoing radical prostatectomy. After a median 
followup of 49.0 months (range 1‒150 months), the five-year 
BCRF survival rate was significantly longer among the 1023 
statin users than among the 2288 non-statin users (58.2% vs. 
52.7%; log-rank p<0.01). All of the patients in both groups 
were still alive at five years. This abstract adds to the grow-
ing body of research illustrating the benefits of statin use in 
decreasing malignancy rates.

Radical prostatectomy is associated with higher early mortality, but 
better long-term survival than external beam radiation therapy in 
men with stage II prostate cancer

In a recent study comparing five-year progression-free 
probability in 13 803 men who underwent radical prosta-
tectomy, EBRT, or brachytherapy, prostate cancer-specific 
mortality was higher with EBRT than with radical prosta-
tectomy.5 However, a recent systematic review could not 
provide strong evidence to support one therapy over another 
for the treatment of localized prostate cancer.6 Using the 
United States National Cancer Database, Marsh and col-
leagues compared survival in 455 106 men with stage II 
prostate cancer treated with either EBRT (n=169 185) or 
radical prostatectomy (n=285 921).7 Patients who under-
went radical prostatectomy were on average younger than 
those who underwent EBRT (60.56 years vs. 69.42 years; 
p<0.05) and had a higher average PSA level (11.82 ng/mL 
vs. 7.67 ng/mL; p<0.05). White men were more likely to 
receive radical prostatectomy than non-White men (64.5% 
vs. 35.5%; p<0.05). Unadjusted mean survival was signifi-
cantly longer for men who underwent radical prostatec-
tomy than for those who underwent EBRT (124.5 months vs. 
106.5 months; p<0.05). Longer survival was also observed 
for men who were younger, White, had a lower Charlson/
Deyo score, and lower PSA levels. Although early mortality 
was higher among the men treated with radical prostatec-
tomy, this group had significantly better long-term survival. 
In multivariate analysis, OS was superior in the EBRT group 
at three years (HR 2.12; p<0.05); however, at 10 years, OS 
favoured radical prostatectomy (HR 0.11; p<0.05). 
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