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cancer often involves both radical prostatectomy and

external beam radiotherapy; a multidisciplinary man-
agement approach is encouraged. Various researchers have
published on disease eradication or control, progression-free
survival and overall survival. In the adjuvant setting, there is
Level 1 evidence now from three randomized trials, and sup-
portive evidence from a multitude of non-randomized case
series. The evidence shows therapeutic benefit to radiother-
apy following radical prostatectomy in high-risk patients.'-3
In the salvage setting, there is also retrospective evidence,
albeit lower-level, from individual centres, as well as pooled
data showing good results in appropriate patients.*

Urologists are obviously very cognizant of morbidities
related to radical prostatectomy. Potential surgical candi-
dates are counselled on the risk of postoperative urinary incon-
tinence, erectile dysfunction, bladder neck contractures and
strictures, perioperative concerns and rare intra-operative
injuries. There have been widespread efforts in the urologic
community to make radical prostatectomy a safe, “routine”
procedure, and to further improve on the morbidity profile
with meticulous “anatomic” dissection, nerve-sparing tech-
niques, anti-incontinence procedures, postoperative bladder
re-training and penile rehabilitation.””

Postoperatively, if the patient is a candidate for adju-
vant or salvage radiotherapy, referral is made to our radia-
tion oncology colleagues. Urologists may acknowledge and
often regard post-prostatectomy radiotherapy-related com-
plications as generally well-tolerated and transient, often
deferring such discussions to our radiation oncology col-
leagues. For instance, in the urologic literature there is a
randomized study on 100 patients with adjuvant radiother-
apy (60 Gy) or surveillance after radical prostatectomy report-
ing no difference at 24 months in those achieving com-
plete continence (77 vs. 83%).8 The Southwest Oncology
Group (SWOQG) 8794/ National Cancer Institute of Canada
(NCIC) PR-2 study involving 431 pT3 patients randomized

T reatment of locally advanced or locally recurrent prostate

to either early adjuvant radiotherapy or delayed treatment
at relapse reported “well tolerated” short-term toxicity. At
5 years, “statistically insignificant” late toxicity included
tenesmus 11% versus 19% (p = 0.16), 18% versus 23% for
urinary frequency (p = 0.55) and 78% versus 88% for erec-
tile dysfunction (p = 0.14). However, other specific adverse
effects were more common with radiotherapy, including
urethral strictures (17.8% vs. 9.5%) and total urinary incon-
tinence (6.5% vs. 2.8%)." Thus, the true bother and nega-
tive effects on quality of life with sequential therapy may
be under-appreciated by urologists.

Radiation oncologists have been equally (if not more)
diligent in searching ways to minimize radiation-related tox-
icities. Technical advances, such as computed tomography
simulation and computerized beam shaping devices (multi-
leaf collimators), have enabled more sophisticated “dose
painting” using three-dimensional conformal or intensity
modulated radiotherapy techniques. Better imaging and
pathology correlates with patterns of recurrence post-prosta-
tectomy have led to consensus recommendations for adju-
vant and salvage treatment volumes.? In addition, refine-
ment in patient selection and timing of treatment (i.e., delaying
start of radiotherapy until continence has returned post-
prostatectomy), and pharmacologic advances have all con-
tributed to improving the therapeutic index.'? In the sal-
vage setting, an example of ongoing efforts to decrease
morbidity is a prospective study of intensity modulation com-
pared to three-dimensional conformal radiotherapy with
promising early results in terms of acute gastrointestinal and
genitourinary toxicity.!! These improvements may be expected
to lower toxicity rates compared to those reported in the lit-
erature (which generally reflect, older, non-conformal treat-
ment techniques). However, in spite of the improved toxic-
ity profile from these technical improvements, urologists
may still need to attend to troublesome radiation-induced
hematuria, exacerbation of urethral strictures (10%), as well
as erectile dysfunction (up to 80% to 90%) that can occur
with combined treatment. Likewise, colorectal surgeons and
endoscopists may need to deal with persistent rectal bleed-
ing problems, although this toxicity may be less problem-
atic given the somewhat lower doses used in the adjuvant/sal-
vage setting compared to the primary radiotherapy setting.
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Thus, in spite of proven benefit of sequential multidisci-
plinary treatment for many locally advanced and locally
recurrent prostate cancers, and parallel efforts by urologists
and radiation oncologists to improve patient acceptance for
their respective treatment, our perspectives on treatment-
related toxicities tend to be somewhat specialty-specific and
“siloed” and we under-appreciate the combined toxicities
experienced by our patients. Accordingly, our counselling
to patients may be inadequate. The retrospective study by
Sia and colleagues highlights symptom-related bother and
toxicities from postoperative radiotherapy for prostate can-
cer.'? Urologists and radiation oncologists need to share
the responsibility for pre-treatment counselling, ameliora-
tion and management of the combined, sometimes com-
pounded, treatment-related toxicities for our patients in a
collaborative manner. Both specialties also have a respon-
sibility for promoting and encouraging enrollment of patients
in trials of adjuvant and salvage radiotherapy (i.e., PR-
13/Radicals; RTOG [Radiation Therapy Oncology Groupl
0534/SPPORT [Short-term androgen deprivation with pelvic
lymph node or prostate bed only radiotherapyl) that will
help delineate the cost-benefit ratio of combined modality
therapy for patients treated with the benefit of the newer
surgical and radiotherapeutic technologies.
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