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SUBJECT:  Training letter on rating prostate disease





Enclosed is additional training material providing rating guidance for benign prostatic hypertrophy and prostate cancer.  It incorporates suggestions for requests to the examiners based on the information in the letter concerning treatments and their side effects.  It also provides a glossary of terms that apply to cancer treatment.





If you have any questions about the content of this letter, please check the appropriate Calendar pages at: http://vbaw.vba.va.gov/bl/21/calendar/calendar.htm.
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	Robert J. Epley, Director
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Prostate Disease Rating and Examination Requests








What are the possible treatments for BPH?


Transurethral resection of the prostate (TURP) is the standard treatment.  Complications may include:


- urinary incontinence. 


- urinary retention due to bladder neck contracture. 


- partial or total erectile impotence. 


- complete or incomplete retrograde ejaculation ("dry climax") - in 


     which semen travels backward into the bladder during an orgasm, 


     instead of passing out through the urethra.  


TUIP (transurethral incision of the prostate) - no tissue removed.


Open prostatectomy (via an incision in the lower abdomen).  For massively enlarged prostate or with complicating factors like bladder stones.  


Observation - if symptoms are mild.


Balloon dilation of the prostate.  By a catheter with a balloon inserted through the urethra to relieve obstruction. 


Alpha adrenergic blockers (prazosin (Minipres), terazosin (Hytrin), doxazosin (Cardura), or tamulosin hydrochloride (Flowmax)) are muscle relaxants that can improve urination.  Side effects may include low blood pressure, dizziness, or weakness. 


Finasteride (Proscar):  a drug used to induce involution (shrinkage) of the prostate.  Occasionally causes impotence. 





Newer therapies not in standard use but that might be used:


Laser therapy 


TULIP (transurethral ultrasound-guided laser incision of the prostate) - 


similar to TUIP except that the cuts are made with a laser. 


Insterstitial Laser Coagulation - laser vaporizes prostate tissue. 


Vaportrode  - transurethral vaporization of the prostate (TUVP) uses direct application of high heat to the prostate.


Thermotherapy - heating the gland using focused-ultrasound, high-energy radiofrequency, laser, or microwaves.  Procedures include transurethral microwave thermotherapy (TUMT) using the prostatron, TUNA, (transurethral needle ablation of the prostate), and TargisTM therapy. 


Intraurethral prostatic stent - spring-like device inserted into the urethra to widen it and increase urine flow. 


Phytotherapy - herbal preparations, e.g., saw palmetto. 


Hormone treatments - seldom used.


�
How is BPH (benign prostatic hypertrophy) rated?


Under DC 7527 as voiding dysfunction or urinary tract infection, but can be rated as renal dysfunction, obstructed voiding, etc., when applicable.





SMC “k” may be warranted if there is impotence (erectile dysfunction) or retrograde ejaculation as a result of treatment, or if hormone therapy is used (results in medical castration). 





Frequency of retrograde ejaculation after TURP is 30-96%, average = 73%.  


Frequency of retrograde ejaculation after TUIP = 6-55%, average = 25%.  


Frequency of retrograde ejaculation after alpha blocker therapy is about 7%.





Whether SMC is warranted needs to be determined on a case-by-case basis.  Comments on the examination request form should ask the examiner whether there is impotence or retrograde ejaculation resulting from the surgery, and whether hormonal therapy is being used.  The current genitourinary worksheet is not as specific as you might need.





BPH itself can cause incontinence, as can alpha blocker drugs, finasteride, or balloon dilation.  Consider additional rating for incontinence, based on its extent.








What are the symptoms of prostate cancer?


Cancer of the prostate typically begins far from the urethra, so most men have few or no symptoms unless the cancer has spread outside the prostate.  If there are symptoms, they may be similar to those of benign prostatic disease:  


inability to urinate


weak or halting urinary stream


difficulty starting or stopping urination


frequency of urination, especially at night


pain or burning on urination.


With advanced disease, there may be:


hematuria (blood in the urine)


chronic pain in the low back, pelvis, or upper thighs


weight loss, malaise, fatigue, constipation


With metastatic spread to the vertebrae and spinal nerve root compression


paresthesias


weakness or paralysis of extremities








How is prostate cancer diagnosed?


The diagnosis is made ONLY on the basis of a prostate biopsy, usually performed under ultrasound guidance (transurethral ultrasound or TRUS).  An elevated PSA alone is not diagnostic of cancer.


�
How is prostate cancer treated?


The management of prostate cancer is complex, controversial, and under constant revision.  





For early stage prostate cancer, basic treatment options include 


radical prostatectomy


external radiation therapy


watchful waiting (used in about 20%)


experimental treatment (neoadjuvant hormonal therapy, cryotherapy, brachytherapy).





With locally advanced prostate cancer, treatment possibilities become complex and include various combinations of radical prostatectomy, radiation therapy (external or brachytherapy or both), hormone therapy, and cryotherapy. 





With advanced disease, the following are not curative, but are palliative treatments, although some people live 10 years or more with advanced disease.


watchful waiting


orchiectomy, estrogen therapy


LHRH agonist monotherapy


antiandrogen monotherapy


maximal androgen deprivation (MAD)


combined hormonal therapy (CHT)


chemotherapy combined with hormone therapy


monoclonal antibody therapy


a prostate cancer vaccine (immunotherapy) - being tested.  





For metastatic cancer:


Androgen deprivation is the main treatment, resulting in some improvement or stability in about 80%.  Options include:


orchiectomy


medical castration by estrogens or LHRH treatment


anti-androgens


combined androgen blockade





What exactly are these treatments?


Watchful waiting (conservative or expectant management, observation, surveillance) is a type of treatment during which patients do not undergo any immediate specific therapy, but the patient is closely monitored.  The rationale is that prostate cancers grow slowly and may not progress during the patient's lifetime, especially if there is a short life expectancy due to age or other illness.





Surgery - Radical prostatectomy, which includes removal of the prostate gland and seminal vesicles, is the most common treatment for localized cancer (cancer confined to the prostate).  Can be curative.  A unilateral or bilateral "nerve sparing" procedure may be done to improve the chances that the patient will retain normal erectile function.





Cryotherapy (or cryosurgery or cryoablation) - The prostate and nearby tissues are frozen with liquid nitrogen via probes in the perineum.  Still investigational.





Radiation Therapy - Can be curative if cancer is confined to the prostate and surrounding tissues and PSA is 15 ng/ml or less, but can also be used as palliative therapy to relieve symptoms of advanced cancer, such as bone pain due to metastases (e.g., by IV injection of Strontium 89, external radiation, or both). 





Radiation treatment is delivered either by high energy external radiation for 6-8 weeks (often by a linear accelerator) or by interstitial brachytherapy.  





What is brachytherapy (internal radiation therapy)?


Brachytherapy means the use of temporary or permanent implants of radioactive pellets or seeds (iodine 125, palladium 103, or gold 198 for permanent implants, and iridium 182 for temporary implants) into the prostate gland. 





May be used in both early and advanced cancer. 





In high dose brachytherapy (HDR), the seeds are implanted for less than a day and then removed.  Radiation is present only while the seeds are in place.





In low dose rate brachytherapy (LDR), radioactive seeds are permanently implanted and give off radiation for weeks to months, depending on the radioisotope used.  





Hormone Therapy - primarily for palliation of prostate cancer not confined to the prostate.  If testosterone, the source of DHT (dihydrotestosterone), which affects the growth of prostate and prostate cancer cells, is removed, over 90% of prostate cancers will undergo a remission.  Hormone therapy to accomplish this includes:


Orchiectomy (surgical castration) - removal of testes to prevent testosterone production.


Luteinizing hormone releasing hormones agonists (LHRH analogs) (Lupron (leuprolide), Zoladex (gosrelin), or buserelin (by injection)).  Can lower the testosterone as effectively as orchiectomy.


Estrogens or estrogen-like drugs - lower the level of testosterone.  Diethylstilbestrol now largely replaced by LHRH and anti-androgens because of its side effects.


“Second-line” hormonal drugs - may be used if “first line” hormonal therapy fails.  (Megace (megestrol acetate), DepoProvera (medroxyprogesterone), Nizoral (ketoconizole), and Cytadren (aminoglutethamide)).


Antiandrogens – block the ability of the body to use androgens.  (Eulexin (flutamide), Casodex (bicalutamide), and Nilandron (nilutamide)).  


Combined hormone therapy - an anti-androgen combined with an orchiectomy or an LHRH analog.  Called total androgen blockade (TAB), maximal androgen deprivation (MAD), combined hormonal therapy (CHT), or combined androgen blockade (CAB).  





Chemotherapy is palliative treatment, mainly for patients with metastases who are resistant to other treatment.  Regression rates of 15-50% have been reported.





What are common side effects of treatment?


After radical surgery


Radical prostatectomy without nerve sparing


impotence - 70 to 100% 


incontinence - 3% to 7% or more, ranging from occasional urinary dribbling to the need to wear pads.  


The nerves can regenerate, but that can take up to two years.


Radical prostatectomy with nerve sparing


impotence - 25-50%


incontinence - 3-7%. 


Radical prostatectomy with unilateral nerve-sparing


impotence - about 60%.


After external beam irradiation 


impotence - 35% to 40%


incontinence - 5 to 20%.


After brachytherapy


impotence - 10-30% average (rare < age 60, 35 to 70% > age 70).


incontinence - no data


bowel problems (rectal ulcer), urethral complications - may require corrective surgery.


After cryotherapy (cryosurgery)


impotence - 80%


incontinence - 3%, but 20-30% if follows failed radiation. 


urethral scarring


rarely, rectourethral fistula. 


After orchiectomy


impotence - 90% 


Antiandrogen therapy side effects


usually not common or serious, but may include gastrointestinal upset, breast tenderness, gynecomastia, decreased libido and sometimes impotence, hot flashes.


LHRH analogs side effects


impotence, hot flashes, gynecomastia.





Side effects of hormone therapy:  Medical or surgical castration from hormone therapy results in impotence and loss of the sexual drive.  Orchiectomy results in sterility.  There also may be hot flashes, osteoporosis, and loss of muscle mass.








What are general rating considerations for prostate cancer?


The prostate gland is not directly related to fertility, and a man may sometimes father a child after having a prostatectomy.  Therefore, prostate removal, radiation treatment, etc., does not by itself result in loss or loss of use of a creative organ.





However, loss of use of a creative organ is a possibility following many types of treatment for prostate cancer because impotence or retrograde ejaculation may develop.  





Loss of a creative organ is present when orchiectomy is the treatment.  





Incontinence also may result from some prostate disease treatments.  A separate evaluation may be warranted based on its extent.





100% is the proper rating as long as cancer is present or as long as the patient is undergoing antineoplastic treatment.  In prostate cancer, this means 100% will be the rating in all cases except those that have been cured by radical surgery, radiation, or a combination of treatments.  





Hormonal therapy alone is ordinarily used only in advanced cancer and warrants 100% as long as it continues, sometimes for 10 years or more.  Some studies are under way using hormones as adjuvant therapy.  In those cases, the hormones are used only for a defined period, and the 100% evaluation will continue only for the duration of treatment and for 6 months after, depending on exam results, as with other cancer treatments.





Chemotherapy is used for palliation, and current chemotherapeutic agents will not eradicate prostate cancer.  Therefore, the rating will ordinarily remain 100% after chemotherapy is completed.  


�



As with ratings for BPH, whether SMC is warranted needs to be determined on a case-by-case basis.  For prostate cancer examinations, you may need to ask the examiner to indicate whether there is impotence, retrograde ejaculation, sterility, whether hormonal therapy is being used, etc.  





You may need to ask the examiner to clarify whether certain treatments are palliative, antineoplastic, adjuvant, etc., so you can rate properly.  The difference can be between a temporary and permanent 100% and can determine the need for a follow up exam.  You may also need to ask whether cancer is still present if that is not clear.





You should look for an indication of whether incontinence is present, especially when it is a known side effect of treatment.  If positive or negative information about incontinence is not provided, you may need to go back to the examiner for that assessment. 





When metastases are present, consider separate evaluations for problems such as neurologic complications due to spinal cord involvement.





Rating after radical surgery:


Rate under DC 7527 based on voiding dysfunction or urinary tract dysfunction after application of 100% provisions during and for 6 months after treatment.


Consider SMC “k” for loss of use of a creative organ based on impotence or retrograde ejaculation.  “k” will be almost universal in these cases, BUT qualifying condition should be medically indicated to be present and noted in the rating. 


Consider additional rating for incontinence, based on its extent.





Rating after orchiectomy: 


Assign SMC “k” due to loss of creative organ, since testicles are removed.  


Also assign 30% for removal of both testicles.


Veteran will usually be receiving 100% because of the presence of advanced cancer.





Rating after internal radiation (brachytherapy):


The effective radiation from LDR should be gone by one year, so a 100% rating for one year followed by an examination would be appropriate.  





With HDR, the radiation is present only for hours or days, so the usual 100% for 6 months following treatment, followed by an exam, would be appropriate.  Then rate on urinary tract symptoms, or continue at 100% if cancer remains.





Consider SMC “k” based on impotence.


Also, consider additional rating for incontinence, based on its extent. 





If radiation is used only as palliative therapy in advanced cancer, the 100% will continue because the cancer will remain.  





Rating with antiandrogen therapy:  


The veteran will ordinarily be receiving 100% because of ongoing treatment, and some people live 10 years or more with advanced cancer. 


An exception to the possibly permanent 100% is when hormonal therapy is used as adjuvant or neoadjuvant therapy, before or after other potentially curative treatment, and then discontinued.  





Rating with LHRH analogs:


Consider SMC “k” based on impotence .  


The veteran will usually be receiving 100% because of ongoing treatment.  


An exception to the possibly permanent 100% is when hormonal therapy is used as adjuvant or neoadjuvant therapy, before or after other potentially curative treatment, and then discontinued.





Rating after cryosurgery:  


Consider SMC “k” based on impotence.


Consider additional rating for incontinence, based on its extent.





Rating with diethylstibestrol:  


A medical castration.  Rate at 100% as long as treatment continues.  


Assign “k” since it results in loss of use of a creative organ.





Rating with chemotherapy:  


This is palliative treatment only and not curative, so the cancer will remain.  Rate at 100%.





Rating with “watchful waiting”:  


If the veteran does have cancer established by biopsy, rate at 100%, despite the lack of treatment and possible lack of symptoms.


�
Definitions of types of cancer treatment





adjuvant - therapy that assists the primary therapy.


adjuvant hormone therapy - hormone therapy that is given at the same time as, or following, but in association with, some other type of therapy.  


neoadjuvant hormone therapy - hormone therapy given to decrease the androgen level and shrink tumor before definitive therapy.





antineoplastic - treatment intended to eradicate malignant disease.





brachytherapy - internal radiation therapy via seeds of radioactive isotopes placed in or near a tumor site.  Low dose rate (LDR) brachytherapy means the permanent implant of radioactive materials.  High dose rate (HDR) brachytherapy means the short-term use of radioactive implants, sometimes implanted for as little as a day.  The amount of radiation from LDR seeds decreases over time until there is virtually no more radioactivity in the seeds (about 20 months for Iodine-125 and six months for Palladium-103).





cryotherapy - a method of destroying malignant tissue through the use of extreme cold by means of a metal probe filled with liquid nitrogen or carbon dioxide.





hormone or endocrine - administration of female or male hormones or hormone blockers to decrease malignant growth or prevent recurrence of malignancy.  In different situations, this type of treatment may be palliative, prophylactic, or antineoplastic. 





immunotherapy - palliative treatment that attempts to induce the body’s immune system to recognize and destroy cancer cells. 





palliative - treatment that does not cure cancer, but that may temporarily slow or stop the growth of a malignant tumor and relieve symptoms, prolong survival, and improve the quality of life.





prophylactic - preventive treatment intended to prevent the growth or recurrence of a neoplasm.





salvage treatment - treatment after failed initial course of treatment.





symptomatic - treatment of the symptoms.  May be the only treatment or may accompany any other kind of treatment.





“watchful waiting” - period of observation for certain malignant neoplasms that are very early, not aggressive in behavior, or not symptomatic, and for which antineoplastic treatment is not indicated.  Sometimes also used for advanced cancer that is not symptomatic.
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