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 Active surveillance is defined as the 
postponement of immediate definitive therapy, 
with curative-intent treatment instituted if 
there is clinical evidence of disease 
progression. 



Standard treatment approaches include:

 active surveillance,

 external beam radiation therapy (RT), 

 Brachy therapy, 

 radical prostatectomy.



 The goal of active surveillance is to avoid 
treatment-related complications for men whose 
cancers are not likely to progress. 

 For many men, such disease either never 
requires treatment or treatment can be 
postponed for a prolonged period without 
significantly decreasing the chance of cure.



Active surveillance

versus

watchful waiting (observation)



 not a candidate for definitive therapy and to 
provide palliative treatment (typically 
androgen deprivation therapy [ADT]) if and 
when symptomatic progression requires 
therapy. 

 short life expectancy based on age and/or 
substantial comorbidity.









Where feasible, MRI of the prostate is often 

obtained in men with very low- and low-risk

disease who are  considering active surveillance 

to ensure that higher grade disease has not

been overlooked.

in our view, for regions where MRI is not widely 

available or  affordable, active  surveillance can be

performed safely without the inclusion of 

prostate MRI. 

 •



. 
Repeat prostate biopsy is generally recommended within the first year
or two to rule out  high-grade disease missed on the original biopsy.

in a man with grade group 1 disease and otherwise favorable 
parameters (low PSA density  and cancer core volume), a negative 
MRI (particularly a Prostate Imaging Reporting and Data 
System [PI-RADS] 1 or 2 lesion) may replace the initial confirmatory 
systematic biopsies with  reasonable safety. 

Patients with unfavorable clinical parameters (eg, extensive grade 
group 1 disease , high PSA  density, African American ethnicity, or a 
family history of early prostate cancer mortality) 
should have a confirmatory biopsy notwithstanding a negative MRI.



 The need for biopsy in the setting of low-risk disease if the MRI 
shows a PI-RADS 3 lesion is more controversial

 Subsequent MRI and/or repeat biopsies should be performed 
every two to five years. Even if the MRI is negative or stable, we 
believe that patients should have periodic repeat biopsies, albeit 
as infrequently as every five years. 

 For patients who cannot undergo MRI (eg, those with pacemakers 
or other hardware), we perform repeat systematic biopsies every 
two to four years depending on their risk parameters. 

 We perform assay of PSA no more often than every six months 
and repeat digital rectal examination (DRE) no more often than 
every 12 months unless clinically indicated.









Guidelines from the

NCCN

American Urological Association (AUA)/

American Society for Radiation Oncology 
(ASTRO)/

Society of Urologic Oncology (SUO), 

American Society of Clinical Oncology (ASCO), 



low-risk and very low-risk 
(≤T2a ),
grade group 1 disease , 
(PSA) ≤10 ng/mL.
absence of certain histologic features (areas of  cribriform or intraductal ), 
low-risk gene expression profiles, 
psychological comfort with active surveillance, 
no evidence of DNA  repair mutations.

Active surveillance is also an option for men with favorable intermediate-risk 
disease, but patients  should be informed that this comes with a 
higher risk of developing metastases compared with definitive treatment.



 An increased understanding of prostate cancer 
biology has led to the development of 
molecular tests that may provide some 
additional prognostic information, particularly 
when taken in conjunction with risk groups 
based on stage, Gleason score, and serum 
prostate-specific antigen .



AUA/ASTRO/SUO, ASCO, 

tissue-based genomic biomarkers have not 
shown a clear role in the selection of candidates 
for active surveillance, and they specifically 
recommend against this practice . 



 active surveillance in this group with low-risk 
disease only in the absence of certain high-risk 
histologic features (eg, areas of cribriform or 
intraductal cancer) and low-risk gene 
expression profiles.



 we reserve genomic testing for men who have low-
risk disease but have risk factors for more 
aggressive disease. 

- a high PSA density

- strong family history of aggressive prostate cancer 

- African American ethnicity, 

- very extensive grade group 1 disease , 

- highly suspicious magnetic resonance imaging 
(MRI) with a targeted biopsy showing no or only 
grade group 1 cancer



Guidelines from the NCCN and ASCO both 
support use of tissue-based genomic molecular 
assays to improve risk stratification in men

considering active surveillance  who have low-
risk or favorable intermediate- risk disease if 
the results of the assay might change clinical 
management. 



Germline and tumoral molecular testing 
 germline testing for alteration in homologous 

recombination DNA repair genes (eg, BRCA1, 
BRCA2, ATM, CHEK2)

 molecular and other types of biomarkers are 
emerging, specifically with an aim to better risk 
stratify both untreated and treated men with 
localized prostate cancer. Such tests may offer 
additional information to help select appropriate 
patients for active surveillance based on their 
genetic profile. Several of these tests (Oncotype
DX, Prolaris, Decipher) have been validated and 
are clinically available.



The criteria for progression during active surveillance 
are not well defined. 

 An increase in pathologic grade group,

 a significant rise in serum PSA, 

 a worsening abnormality on DRE,

 progression of disease on MRI 

should serve as the basis for more detailed 
evaluation. While the criteria for progression 
require clinician judgment, a change in risk group 
strongly implies clinically significant disease 
progression
























