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INTRODUCTION AND OBJECTIVES:  The purpose of our study was to 1) characterize 
the initial clinical, histologic, and biochemical parameters of patients failing 
radiotherapy, and to 2) assess the time interval (relative to PSA) in the diagnosis and 
treatment of patients failing radiation therapy. 
METHODS:  We did a contemporary review of 42 patients from 1995-1998 referred to a 
urologic clinic (CZ) for consultation following failure of external beam radiation therapy 
(RT).  These patients were stratified into three pre-RT risk groups: Group I, PSA <10 or 
Gleason score (GS) <6 (n = 6); Group II, PSA 10-20 or GS >7 (n = 14); and Group III, 
any PSA >20 (n = 22).  The mean GS for the three groups were 5.8, 6.7 and 6.9 
respectively.  The following PSA endpoints were recorded: PSA nadir following RT, 
PSA level at time of diagnosis of failure, and PSA at time of hormonal treatment.  The 
following intervals were recorded: I, represents delay in diagnosis (PSA failure to PSA 
nadir); and II, represents delay in treatment (PSA treatment to PSA failure). 
RESULTS:  

Group  PSA Nadir PSA Failure Interval I Treatment PSA Interval II 
I 0.9 ± 0.2 2.8 ± 0.7 18 ± 7.8 4 ± 0.7 16 ± 8.8 
II 1.7 ± 0.3 4.3 ± 0.6 11 ± 2.7 8.3 ± 0.8 13.5 ± 3.6 
III 5.9 ± 1.7 12.7 ± 2.9 9 ± 1.3 19.4 ± 4.3 7.4 ± 1.7 

The levels of PSA nadir, PSA at the time of RT failure and at the beginning of hormonal 
therapy were significantly different between the three groups (p < 0.05).  There was a 
significant difference in the PSA velocity (increase in PSA level/month) in the three 
groups at time interval I (0.06 ± 0.01, 0.22 ± 0.04, and 1.04 ± 0.5, p = 0.046), and at 
interval II (0.08 ± 0.02, 0.37 ± 0.09, and 1.32 ± 0.53, p = 0.02).  For the entire group, the 
PSA nadir was 2.85 ± 0.73; the PSA diagnosis failure was 6.61 ± 1.43; and the PSA at 
the time of treatment was 13.52 ± 2.45. 
CONCLUSIONS:  There are still considerable delays in the diagnosis and treatment of 
patients failing radiation therapy.  These delays invariably result in a higher incidence of 
occult or radiological metastatic disease at the time of hormonal therapy.  The role of the 
urologist is to recognize the importance of the nadir PSA following RT and to provide 
follow up to these patients. 


