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INTRODUCTION
Prostate cancer is the most frequently diagnosed male cancer
in developed countries [1]. With a total of 89,319 deaths in
2008, it represents the third leading cause of male cancer
deaths in Europe, after lung and colorectal cancer [2]. It is the
second leading cause of male cancer death in the U.S. [3]. Pros-
tate cancer affects predominantly senior adults (i.e., men aged
75 years or older) [4]. According to the Surveillance Epidemi-
ology and End Results Medicare database, median age at di-
agnosis in the U.S. is 67 years, and about two out of three
deaths due to prostate cancer occur at the age of 75 years or
older [4].

Life expectancy in the population as a whole is increasing
[5], and we are seeing exponential aging worldwide. The num-
ber of people aged 80 years or older increased from 13.8 mil-
lion in 1950 to 69.2 million in 2000, and a further increase to
379.0 million is forecast for 2050 [6]. Given this growth in the
elderly population, the burden of prostate cancer is expected to
worsen dramatically in the future. For example, it is antici-
pated that prostate cancer incidence in the U.S. will rise by
55% between 2010 and 2030, mainly driven by cancer diagno-
sis in older men, which is estimated to rise by 70% during the
same period (Fig. 1) [7].

The management of senior adults with prostate cancer is
not optimal. Only a minority of men over the age of 75 years
with intermediate-risk or high-risk localized prostate cancer
receive curative therapy (i.e., radical prostatectomy, radiation
therapy, or brachytherapy), either in the U.S. (Fig. 2) [8] or in
Europe [9].

The low rate of curative therapy in senior adults is attrib-
uted to the assumption that these older men will die from other

causes, not from prostate cancer. However, there is increasing
evidence that men over the age of 70 years are more likely to
have higher-risk prostate cancer—with higher clinical stage,
Gleason score, and tumor volume—than younger men [10].
Without curative treatment, these aggressive tumors may lead
to prostate cancer death in a significant number of men [11],
which helps to explain the high rate of prostate cancer death at
an advanced age. In a 20-year follow-up of a population-based
cohort with localized prostate cancer between 1971 and 1984,
men diagnosed after the age of 70 years of age with Gleason
score 8–10 and managed conservatively (watchful waiting or
androgen-deprivation therapy) had a 64% chance of dying of
prostate cancer (Table 1) [12]. However, at an advanced stage
of the disease, many oncologists are reluctant to give chemo-
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Figure 1. Projected new cases of prostate cancer per year in the
U.S. (2010–2030) [7].
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therapy to prolong survival and improve patient’s quality of
life because of concerns over the tolerability.

The challenge for the physician is to accurately evaluate
the life expectancy of a given patient and balance the risk of
dying due to prostate cancer (which depends on the Gleason
score and tumor stage) with the risk of dying due to other
causes. Life-expectancy estimates provided by Social Security
Administration (SSA) tables apply only to populations, not to
individuals. Life expectancy is highly variable from one indi-
vidual to another, and this variability reflects differences in
health status. For example, median life expectancy of a 70-year
old man in the SSA tables is 12.4 years, but healthy individuals
are expected to live for at least 18 years (upper quartile),
whereas those with comorbid conditions will live for only 6.7
years (Fig. 3) [13].

Health status in senior adults mainly depends on the num-
ber and severity of comorbidities, and this relationship has
been clearly established in localized prostate cancer [14]. The
Charlson index, which rates exclusively potentially lethal co-
morbid conditions [15], has been identified as a much more
powerful predictor of nonprostate cancer death than chrono-
logical age [16]. Complications of curative therapies such as
radical prostatectomy [11, 17] and brachytherapy [18] are also
more related to Charlson index than age. Nevertheless, both
the functional and the nutritional status of the patient are also
important parameters to consider in health status evaluation
because the degree of dependence in daily living activities and
malnutrition have been shown to significantly influence sur-
vival [19, 20].

The International Society of Geriatric Oncology (SIOG)
created a multidisciplinary Prostate Cancer Working Group to
perform a systematic review of existing literature and establish

recommendations for the management of senior adults with
prostate cancer. The consensus of this task force is that senior
men with prostate cancer should be managed according to their
individual health status, which is mainly driven by the severity
of associated comorbid conditions, not according to chrono-
logical age [14, 21]. Existing international recommendations
[22–25] as well as national guidelines [26] form the backbone
for the treatment of localized and advanced prostate cancer.
However, it is important to supplement these recommenda-
tions with knowledge about the individual patient to determine
which treatment strategy is most appropriate for that individ-
ual.

Best supportive care measures are also of primary impor-
tance to reduce the side effects of therapies and to optimize
treatment outcomes, especially in senior adults who may be
more affected by treatment complications compared with
younger patients [21]. Quality of life is a key driver of treat-
ment success at an advanced age, and it can be significantly
improved by early detection and management of treatment side
effects [14]. Therefore, active monitoring for any complica-
tions should be encouraged.

We can never stress enough the importance of multidisci-
plinary teams when deciding which treatment options to offer
an individual patient. By bringing together surgeons, urolo-
gists, radiologists, social workers, and nurses, all of the avail-
able expertise can be combined, and varied aspects of
individual patient care can be discussed in an evidence-based
manner.

This supplement addresses all of these issues. The use of
curative therapies—who should receive them and which treat-
ment—is discussed by Heather Payne and Marcus Graefen.
Matti Aapro details the emerging treatment opportunities for

Figure 2. The age-specific percentage distribution of initial therapy by risk group [8].
Abbreviations: EBRT, external-beam radiotherapy; brachy, brachytherapy; RP, radical prostatectomy.

Table 1. Mortality due to prostate cancer or other causes in men aged 70–74 years with Gleason score 8–10 at diagnosis
and managed conservatively [12]

Gleason score

20-year follow-up 2–4 5 6 7 8–10

Mortality due to prostate cancer (%) 12 14 28 41 64

Mortality due to other cause (%) 76 81 70 56 36

Missing data (%) 8 2 2 2 0
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the management of advanced disease, and Florian Scotté pres-
ents his expertise in best supportive care to optimize the effi-
cacy of therapies for senior adults with prostate cancer. The
final article provides an overview of the SIOG recommenda-
tions for optimal management of prostate cancer in senior
adults, which we hope will be useful in your daily practice.

This call to action aims to increase awareness of the grow-
ing burden of prostate cancer in senior adults and how im-
provements can be made to the way we currently treat many of
these individuals. It is also a call to every country to systemat-
ically integrate training dedicated to senior adults in urology

and oncology fellowship programs. Lastly, it is of primary im-
portance that existing prostate cancer guidelines systemati-
cally integrate specific recommendations for the management
of senior adults to optimize quality of care in this growing seg-
ment of the population.
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Figure 3. Life expectancy and health status in older men [13]. Adapted from Walter LC, Covinsky KE. Cancer screening in elderly
patients: A framework for individualized decision making. JAMA 2001;285:2750–2756, with permission.
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