Integrated Outline of 

Lecture 21 (03-05 PP; Walsh) - Disease of the Prostate
Lecture 18 (03-04 PA; Epstein) - Prostate Tumors

Overview of prostate gland

Transition (periurethral) zone is where most BPH occurs

Peripheral zone is where most prostate cancer arises


Normal function: seminal fluid secretions, defense against ascending infections

Normal prostate growth is regulated by DHT (via conversion of T) and growth factors
PROSTATE CANCER  (most common cancer in men and 2nd most common cause of CA death)
Risk factors


Older age


Family history


Race: black > white > asian


Environmental factors: possibly dietary fat and antioxidants


Hormones: normal prostate growth is androgen-dependent

Diagnosis and evaluation

- Sx: none early, urinary obstruction and bone pain in locally advanced disease

- Physical exam: Hard induration on DRE and high PSA (“>4”)

- PSA is a nonspecific and nonsensitive test, so variations have emerged


- PSA density: designed to account for benign prostate; PSAD = PSA / prostate weight; higher PSAD is worse


- PSA velocity: based on 3 measurements over 1.5-2 yr interval; PSAV > .75 ng/ml/yr is worrisome


- Age-specific PSA cutoffs: designed to account for prostate growth with age; cutoffs are 2.5, 3.5, 4.5, 6.5 for 40’s, 50’s, 60’s, 70’s, respectively


- Free PSA: total minus ACT bound PSA, below 10% is worrisome

- Biopsy: see Pathology below

- Imaging for metastases in advanced cases
Treatment


Localized disease (T1 nonpalpable or T2 palpable localized)


- Watchful waiting: for very small tumors or life expectancy < 10 yrs


- Radical prostatectomy: for curable dz and 20 yr life span, with complications of incontinence and impotence


- Radiation therapy: for locally advanced disease, with complications of rectal injury and impotence

Locally advanced disease (T3)


- Radiation therapy and hormones


Metastatic disease


- Antiandrogen (flutamide) followed by LHRH superagonist, with side effects of ( libido, impotence, hot flashes, weight gain, loss of bone and mm mass

Prognosis: based on Gleason grade, TNM stage, and metastases; consider also remaining life span
Pathology

Histology: small crowded glands, absent basal cells, cytologic atypia, perineural invasion


Metastases typically to local area, lymph nodes, and bone (blastic pathology)

Gleason grade



- A score based on morphology and not cytology, and is correlated w/ prognosis



- Score is sum of the most and 2nd most common patterns; total score from 2-10



- If Gleason grade is 7 or more should consider more aggressive therapy

BENIGN PROSTATIC HYPERPLASIA  (most common benign growth in men)
Risk factors


Older age


Family history, autosomal dominant

Pathophysiology

- BPH produces obstructive lobes made of stroma, smooth mm, and epithelium (this component predominates in larger prostates)


- Location of lobes affects detectability on DRE and severity of sx


- Complications of bladder thickening and ( contractility leading to bladder hernia and hydronephrosis
Diagnosis and evaluation


- Sx: obstruction (hesitancy, decreased force, intermittency, difficulty emptying), bladder hypertrophy (( freq, urgency, nocturia)

- DRE shows normal or enlarged prostate

- DDx includes bladder cancer, neurogenic bladder, ( renal function, prostate cancer, stricture, etc

Treatment

Alpha blockers (terazosin, doxazosin) in small prostates


Type 2 5(-reductase inhibitors (finasteride) in large prostates


Combination alpha blockers and finasteride

Surgery: transurethral resection of prostate (gold standard), open prostatectomy

Pathology

Histology: is nonspecific, stromal and/or glandular nodules
PROSTATITIS  (most common cause of UTI in men)
- Acute bacterial prostatitis: sx of fever, chills, perineal/back pain, urinary irritation; Rx abx 
- Chronic bacterial prostatitis: same sx as above, but chronic
- Chronic prostatitis/chronic pelvic pain syndrome: sx same as above, but nonbacterial; Rx reassurance, alpha blockers, anti-inflammatories
- Asymptomatic inflammatory prostatitis: incidental WBC in prostatic fluid
