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Seed implant brachytherapy
for prostate cancer

udos to Juanita Crook and col-

leagues for attempting to wrestle
some scientific sense into recommenda-
tions for seed implant brachytherapy
for prostate cancer.!

Unfortunately, there are no data
from randomized trials on which to base
a comparison of brachytherapy with
prostatectomy and external beam radio-
therapy for early-stage prostate cancer.
The literature in the era of prostate-
specific antigen (PSA) screening is too
immature to allow one to accurately
comment on disease-specific survival,
with most studies having a follow-up
period of 3—4 years after surgery, radio-
therapy or brachytherapy.

Although results are promising for
brachytherapy as monotherapy for pa-
tients at low risk (T'1 or T2a tumour,
Gleason score of 6 or lower and serum
PSA level of 10 pg/L or less), we should
remain skeptical about the durability of
these results, just as we should be skep-
tical about the results of surgical and
external radiotherapy series in the era
of PSA screening.

It is even more difficult to make a
recommendation concerning brachy-
therapy for patients at intermediate
risk (T2b tumour, Gleason score of 7
or lower and serum PSA level of
10-20 pg/L). Very few such patients
are included in the studies quoted by
Crook and colleagues, and continu-
ing evolution of the seed implanta-
tion technique is likely to affect out-
comes for patients at intermediate
risk even more dramatically than for
those at low risk. In addition, be-
cause the intermediate-risk group
encompasses a broad range of pa-
tients, any recommendation for the
entire group is likely to be an over-
simplification. A recent study
showed that some patients with one
intermediate risk factor do as well

with brachytherapy alone as patients
in the low-risk group described by
Crook and colleagues.’

In my opinion, the authors’ state-
ment that “brachytherapy should be of-
fered only to selected patients with
favourable disease (T'1c or T2a tumour,
Gleason score of 6 or lower and serum
PSA of 10 pg/L or less)” is too strongly
worded for the evidence upon which it
is based. It would be more appropriate
if the word “only” were left out.

Ross Halperin

Assistant Professor

Department of Radiation Oncology
Cross Cancer Institute

Edmonton, Alta.
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uanita Crook and colleagues have

provided a timely review of the use
of brachytherapy in men with prostate
cancer.! We agree that permanent in-
terstitial implants as monotherapy
should be reserved for those with early-
stage, localized prostate cancer. How-
ever, commentator Curtis Nickel was
skeptical about the use of brachyther-
apy in such patients.” We challenge the
assertion that these patients represent a
“small minority” of men found to have
prostate cancer. In fact, with the advent
of prostate-specific antigen screening,
men are being diagnosed at a younger
age with disease at an earlier stage than
previously.** On the basis of the avail-
able 10-year data, brachytherapy is an
effective intervention for early-stage
prostate cancer and is no longer consid-
ered experimental therapy.

It is unclear why Nickel characterizes
the rates of side effects as “disturbing.”
The most common one, irritative uri-
nary symptoms, is generally self-
limited. Impotence rates compare
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