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Should patients choose 
surgery or radiotherapy 
for the treatment of their 
prostate cancer? 
Quite rightly, patients will 
often turn to their GP for 
advice when making this 
decision. 
Given that 11-18% of 
men with prostate cancer 
demonstrate decisional 
regret over their treatment 
choice1 it is vitally important 

that men take the time they need to make the 
decision that is correct for them. So how should GPs 
advise them? 
In this opinion piece, I will briefly outline the way I 
view each option as it applies to patients who are fit 
for active treatment, have organ-confined disease, 
and are otherwise not suitable for active surveillance. 
Oncological outcomes
It is generally accepted that surgery and radiotherapy 
are equally efficacious, although this is a source of 
debate. 
A meta-analysis of 19 comparative studies found 
increased prostate cancer mortality for patients 
treated with radiotherapy compared to surgery.2 
However, the observational design of these studies 
are at risk of bias such as selection bias. 
In comparison, the ProtecT trial comparing 
radiotherapy, surgery, and active monitoring, found 
that there was no significant difference in 10-year 
mortality rates between the groups.3 However, this 
study is limited in that over 75% of men had Gleason 
6 disease and many would have been suitable for 
surveillance alone. 
Ultimately, it is safe to say that hearty debate 
regarding the effectiveness of each modality will 
continue to occupy ample podium time at scientific 
meetings for the foreseeable future. 
Surgery
Surgery is now most commonly performed robotically 
but can also be performed laparoscopically or open. 
Technique aside, the most important predictors of 
outcome are surgeon training and surgeon volume, 
with high volume fellowship-trained surgeons 
achieving generally better outcomes compared to 
low-volume and self-taught surgeons.4,5 

Surgery or radiotherapy for prostate cancer?

One particular advantage of surgery is that it provides 
excellent local control. 
By physically removing the malignant prostate, 
the patient will avoid future symptoms of local 
disease such as bladder outlet obstruction, ureteric 
obstruction, and haematuria. In addition, salvage 
radiotherapy remains an option in the case of disease 
recurrence. 
By comparison, salvage surgery after radiotherapy is 
difficult and not often performed because of the high 
risks of significant complications. 
Disadvantages of surgery include general operative 
risks, rectal injury, erectile dysfunction, and 
incontinence. 
General operative risks are low given that the 
patients undergoing definitive treatment for prostate 
cancer are healthy by definition, while rectal injury is 
very rare. 
Early erectile dysfunction is initially more prevalent 
following surgery compared to radiotherapy.6,7 
However, long-term outcomes are not significantly 
different.6 
Early continence is worse following surgery but 
improves over time, while radiation induces irritative 
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voiding symptoms such that long-term urinary bother 
scores are also not significantly different.6,7 The 
vast majority of men regain full urinary control after 
surgery. 
While approximately 10-20% of men have some mild 
leakage after surgery, severe incontinence requiring 
interventions such as a suburethral sling or an 
artificial sphincter are rarely required in only around 
1-2% of cases.
Radiotherapy
Radiotherapy is delivered as either external beam 
radiotherapy (EBRT) over several weeks (with or 
without high dose rate boost), or as low dose rate 
(LDR) brachytherapy seeds. 
LDR Medicare criteria are limited to men with clinical 
T1 or T2 disease, Gleason ≤7, and PSA ≤10. In 
addition, patients with prostates >50cc, large middle 
lobes, high volume disease, and significant urinary 
symptoms are not suitable. 
EBRT avoids the need for general anaesthesia 
completely while LDR is delivered under general 
anaesthesia but with lower operative risks than 
surgery. 
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As outlined above, erectile dysfunction also 
occurs with radiotherapy and while incontinence 
is significantly less, other urinary symptoms such 
as urgency, frequency and nocturia do occur, and 
pre-existing lower urinary tract symptoms are 
exacerbated. 
The concurrent use of androgen deprivation therapy 
(ADT) for 6-24 months with EBRT8 is a potential 
downside given the andropause side-effects of ADT 
such as decreased libido, hot flushes, osteoporosis, 
muscle wasting, weight gain, fatigue, gynaecomastia, 
and cognitive effects. 
Bowel symptoms also occur due to radiation 
proctitis7 and there is a 0.1-4.2% risk of second 
rectal, colorectal, and bladder malignancies following 
radiotherapy.9 
Long-term radiation cystitis and proctitis can rarely 
occur resulting in bleeding and chronic urinary and 
rectal urgency and frequency. 
These symptoms can arise many years after 
treatment and may require intense interventions such 
as hyperbaric oxygen therapy, multiple cystoscopic 
bladder washouts and bladder irrigations in hospital 
for several months, colorectal interventions for 
proctitis, and rarely cystectomy. 
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A new Day Program teaching social skills is assisting young people 
between the ages of 16-25 years with clinical presentations impacting 
on their social engagements to improve their social competency.  
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Asperger’s syndrome, depression and anxiety.
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using behavioural techniques where participants can engage in a 
process of change, building an understanding of social behaviours and 
ways of developing new and effective skills to independently engage in 
social activities.

The program provides a supportive environment for young people 
to maintain motivation for change and assist them to develop healthy 
functioning in multiple aspects of their lives.
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Salvage options after radiation are more limited 
than with surgery given that the recurrent cancer 
is present in what is now an irradiated pelvis with 
poor tissue healing. Consequentially, salvage local 
treatments are associated with not insignificant risk 
profiles. 
Even if salvage treatments are not contemplated, 
interventions such as channel transurethral resection 
(TURP) for local symptom control are also more 
challenging with higher rates of complications 
compared to standard TURP. 
Putting it all together
Overall an argument can be made in favour of each 
of these treatments and it is vital that men have an 
understanding of the pros and cons of each. 
It is important men seek second opinions and 
take advantage of the excellent resources that are 
available to them such as through the Prostate 
Cancer Foundation of Australia (www.prostate.org.
au) and the Cancer Council Queensland (www.
cancerqld.gov.au). 
In some men it is clear which modality they should 
choose. 
Surgery is absolutely suited to men who are young 
because of the risks of second malignancies 

following radiotherapy and the limited salvage options 
in the case of radiation failure. 
Men with large prostates and those with significant 
lower urinary tract symptoms are also generally 
better served with surgery. 
I also favour surgery in men who are on long-term 
anticoagulants because of the long-term bleeding 
risks of radiation cystitis and proctitis. 
Older men may consider either option while men 
who are particularly concerned about the risk of 
incontinence or who have significant co-morbidities 
may be better suited to a radiotherapeutic option. 
The most important thing is to support each man in 
his decision-making process and provide him with the 
time and information that he needs so that the risk of 
decisional regret is minimised. 
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