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Abstract 
Objective: To detennine the clinical features, tumor characteristics, and treatment out­

comes of Thai men with prostate cancer. 
Material and Method: We retrospectively evaluated the clinical features, tumor cha­

racteristics, and treatment outcomes of 95 patients who were registered in Siriraj Hospital from 
1993 to 1995. A survival end point in each stage was determined. 

Results: The mean age was 72.37. The distributions of stage were 7.5 per cent for stage 
A, 1.1 per cent for stage B, 67.7 per cent for stage C, and 23.7 per cent for stage D. The prognosis 
of a clinical localized disease appeared good. Most patients with a urinary symptom were highly 
associated with stage C or stage D disease and were treated by hormonal therapy. With a 
maximal follow-up of 60 months, the median survival of stage C and D patients was 45 and 12 
months, respectively. 

Conclusion: Most Thai patients with prostate cancer were older than the life expectancy 
of Thai men. They presented with urinary symptoms and had locally advanced or advanced 
disease. With hormonal treatment, their prognoses were not impressive. 
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Despite being the most common visceral 
malignancy among men in many Western coun­
tries, prostate cancer is the ninth most common 
malignancy in Thai menCl). The incidence of pros­
tate cancer is 3.8/lOO,OOOCl). This is very low 
compared to that of Western men(2). Because of 

cost effectiveness in a low incidence country. 
screening by prostatic specific antigen (PSA), digi­
tal rectal examination (DRE), or transrectal ultra­
sound for early detection of prostate cancer has not 
been widely used in Thailand. The majority of pros­
tate cancer patients registered in our hospital were 
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diagnosed with a urinary symptom. At present, 
there are only a few reports of prostate cancer from 
Southeast Asia. The data of prostate cancer in men 
from this region including Thailand are limited in 
the literature. To determine the clinical features, 
tumor characteristics, and treatment outcomes of 
prostate cancer in Thai men, we retrospectively 
evaluated 95 patients who were registered in our 
hospital from 1993 to 1995. 

MATERIAL AND METHOD 
A total of 95 patients with prostate cancer 

were diagnosed at Siriraj Hospital, Mahidol Univer­
sity, Thailand, from 1993 to 1995. We retrospec­
tively evaluated ages, histories, symptoms, physical 
examinations including DRE, blood chemistries 
including PSA, radiographic investigations includ­
ing chest X-ray, CT scan, or bone scan, histologi­
cal examinations, and treatment options by their in­
patient record forms. Diagnosis was made by 
histological specimens from either a prostatic biopsy 
or a transurethral resection prostatectomy (TURP). 
Staging was determined by the Jewett-Whitmore 
system(3,4) by use of the DRE, histological speci­
men of either prostate gland (from prostatic biopsy 
or transurethral resection) or pelvic lymphnode 
(from diagnostic lymphadenectomy), and radiolo­
gical investigations: chest X-ray, pelvic CT scan, 
or bone scan. The follow-up results were deter­
mined from the follow-up record forms and letters 
sent to the patients or their families to report the 
present condition of the patients or the date and 
cause of death if any patient died before the date of 
evaluation. The survival time in each patient was 
counted from the first date that the patients received 
their treatment to the date of evaluation or date 
of death. The maximal follow-up of these patients 
was 60 months. To evaluate the results of the treat­
ment, the survival end points in each stage cohort 
were determined. Kaplan-Meier method was used 
to calculate the survival end points(5). 

The majority of patients, who had locally 
advanced disease (stage C) or advanced disease 
(stage D) and could not be treated by definitive 
treatment, would receive either bilateral orchiec­
tomy monotherapy or bilateral orchiectomy plus 
antiandrogen therapy. The survival end points of the 
patients treated with bilateral orchiectomy mono­
therapy and those treated with bilateral orchiectomy 
plus antiandrogen therapy were calculated using 
the Kaplan-Meier method. The comparison of the 

Table 1. Clinical features and tumor characteris­
tics of 95 patients. 

'7c 

Age distribution 
40-49 3.2 

50-59 8.4 
60-69 27.4 
70-79 36.8 

> 80 24.3 
Presentation symptom 
Prostatism 57.5 
Urinary retention 17.9 

Hematuria 12.7 

Bone pain 9 
No symptom 8.9 
Clinical stage at the presentation 
A 7.5 
8 1.1 
c n7.7 
D 23.7 
Tumor differentiation 
well 2X 
moderate ·B 
poor 29 

survival plots was made with usmg the Logrank 
Test(5). 

RESULTS 
The distributions of the ages, presenting 

symptoms, tumor differentiations, and clinical stages 
are shown in Table I. The mean age was 72.37 
(sd = 10.84). The most common presentation symp­
tom was prostatism (57.5%) which was defined as 
urinary frequency, difficult to urinate, dysuria, hesi­
tancy, or the combination of these symptoms. The 
most common type of pathological tumor was 
moderate differentiation adenocarcinoma ( 43o/c). 

To evaluate the treatment results stage by 
stage, the survival end points were determined. Of 
95 patients, 2 were excluded from our analysis 
due to incomplete data. Of 7 patients with clinical 
stage A, 3 underwent radical prostatectomy. Only 
one patient had a pathological organ confined 
disease (33% organ confined rate). This patient is 
still alive after follow-up of 26 months after sur­
gery. The other 2 patients had a pathological stage 
C disease in their radical prostatectomy specimens. 
Both received adjuvant hormonal therapy imme­
diately after the operation. One patient is still alive 
after follow-up of 20 months. The other died 12 
months after surgery because of other conditions. 
Four patients with clinical stage A disease were 
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managed by watchful waiting due to their advanced 
ages (over 75) or complicated medical conditions. 
After follow-up of 15 months, all are still alive. 
Only one patient had clinical stage B disease. At 
the age of 85, this patient was treated by sympto­
matic TURP for prostatism. He is still alive after 
follow-up of 18 months. For the patients treated by 
watchful waiting, any patient whose diseases pro­
gresses will be considered to receive hormonal 
therapy. 

Most patients in our hospital presented 
with a stage beyond localized disease. Of 63 
patients with stage C disease, 59 were treated by 
immediate androgen ablation therapy, 2 were treated 
by radiation therapy, and other two were treated by 
watchful waiting with subsequent androgen ablation 
therapy if their disease had progressed. Fifty six 
patients who had prostatism or other urinary symp­
toms were palliatively managed by TURP. The 
overall survival graph for stage C patients is shown 
in Fig. I. The median survival was 45 months. 

For 22 patients with stage D disease, all 
were immediately treated by androgen ablation 
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therapy. Fifteen patients were symptomatically 
managed by TURP. The overall survival graph for 
stage D patients is shown in Fig. 2. The median sur­
vival was 12 months and no one survived beyond 
60 months. 

Several forms of androgen ablation 
therapy were used in patients with stage C and D 
diseases but the predominant methods were bilate­
ral orchiectomy and bilateral orchiectomy plus 
antiandrogen. Bilateral orchiectomy monotherapy 
was used in 31 patients. To improve survival. 
bilateral orchiectomy plus antiandrogen was used 
in the other 42 patients (33 with tlutamide and 9 
with cyproterone acetate). Kaplan-Meier graphs of 
the overall survival end points in each treatment 
cohort, bilateral orchiectomy monotherapy and 
bilateral orchiectomy plus antiandrogen, are shown 
in Fig. 3. The outcomes in the combined andro­
gen blockade cohort failed to demonstrate any sur­
vival benefit. With the use of the Logrank test in 
the comparison, no significant difference in the 
distribution of the overall survival was found (p > 
0.31). 

25 30 35 40 45 
Months after treatment 

Fig. 1. Kaplan-Meier plots for overall survival in the patients with stage C prostate cancer. 
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Kaplan-Meier plots for overall survival in the patients with stage D prostate cancer. 
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Fig. 3. Kaplan-Meier plots for overall survival in the stage C and D prostate cancer patients treated with 
bilateral orchiectomy monotherapy or bilateral orchiectomy plus antiandrogen. 
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DISCUSSION 
Prostate cancer incidence is low among 

Thai men(!). In several Western countries, the 
incidences have increased since the PSA eraC2). 
Even though PSA has been available in our hos­
pital since 1991, the majority of patients still present 
with locally advanced disease or advanced disease. 
Of 95 patients, 75 presented with prostatism or 
urinary retention and eighty per cent of them had 
clinical stage C or D. All of the patients who suf­
fered from bone pain had clinical stage D. Our 
data showed that the urinary symptom or bone 
pain is highly associated with locally advanced or 
advanced stage of disease. Only 8.9 per cent of the 
patients who registered in our hospital had no 
symptom and were diagnosed because of elevated 
PSA. In addition, only 8.6 per cent had clinical 
localized disease and 66 per cent of the patients 
who underwent radical prostatectomy had patholo­
gical stage C. Regarding age distribution, we found 
that only 39 per cent of the patients were younger 
than 70 years old and only 11.6 per cent of the 
patients were younger than 60 years old. This in­
dicated that most patients registered in our hospital 
not only presented at old age but also presented 
with a stage of disease that could not be cured by 
definitive treatment. 

For patients with clinically localized 
disease at presentation, the prognosis appears to be 
good. Eighty seven per cent of the patients are still 
alive. Only one patient died because of other con­
ditions after 12-months follow-up. However, the 
survival expectation in localized disease is I 0 to 
15 years. The longest follow-up in our patients 
with localized disease was only 26 months. Thus, 
it is not sufficient to criticize their outcomes 
because the follow-up period is too short to deter­
mine. 

Whenever tumors extend beyond the pros­
tatic capsule and could not be totally excised, the 
patients would not be cured from prostate cancer. 
For locally advanced or advanced disease, more 
than 90 per cent of the patients in our hospital were 
treated by androgen ablation therapy. Hormonal 
therapy has been the palliative treatment for the 
past 50 years(6). Despite high response rates(7), 
tumors progress to the androgen independent 
stage(8). The survival outcome of our patients with 
stage C and D diseases was unsatisfactory. For stage 
C, the median survival was 45 months. For stage 
D, the survival results were extremely poor. The 
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median survival was only 12 months and none of 
them survived beyond 5 years. 

Importantly, while the mean age of the 
patients with prostate cancer was 72.37, the life 
expectancy of Thai men from 1990 to 1995 was 
only 65.85 year old(9). Considering the mean age 
and age distribution of our patients with prostate 
cancer, we found that most patients were older than 
the life expectancy of Thai men. These figures as 
well as the low incidence of the disease suggested 
that prostate cancer might not be a disease that 
significantly caused the mortality of Thai men in 
the general populati·on. Even though our data 
showed that the outcomes of the treatments in most 
patients who had locally advanced and advanced 
disease were not impressive, most of them would 
survive beyond the age of 76 in stage C and 73 in 
stage D. Extrapolating the data above, we suggest 
that the use of sereening may be less justified in 
Thailand where the incidence is low. However, it 
must be kept in mind that screening data in Thai­
land does not yet exist. 

In our hospital, bilateral orchiectomy is 
the standard method for androgen castration. 
Recently, we combined bilateral orchiectomy with 
antiandrogen to prolong the survival. As illustrated 
in Fig. 3, the outcome was disappointing. How­
ever, we can not conclude this comparison in our 
data because of several limitations. First, this was 
not a randomized study and the sample size was 
small. Secondly, two antiandrogen compounds were 
used for combined androgen blockade (CAB), There 
may be some efficacy bias between the two com­
pounds. At present, there is controversy of the sur­
vival benefit of CAB compared to the conventional 
methods among the randomized studies(IO). To 
improve survival in advanced disease, several inves­
tigators advocated CAB strategy for metastatic 
diseaseOI ). Some studies showed a significant 
survival benefit02, 13). On the other hand, others 
failed to demonstrate that result04, 15 ). Since con­
troversy of the survival benefit of CAB remains 
unsolved, the value of using CAB is still question­
able. The cost of using CAB is higher than using 
bilateral orchiectomyOO). For a developing coun­
try such as Thailand, regarding survival, cost effec­
tiveness, age distribution, and life expectancy in 
Thai men as discussed above, we suggest the .use of 
bilateral orchiectomy monotherapy should remain 
a good option for advanced stage of prostate cancer 
in Thailand. 
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SUMMARY 
The incidence of prostate cancer in Thai­

land is low. The majority of patients present aged 

over 70 and prostatism or urinary retention are 

highly associated with locally advanced disease or 

advanced disease. Prostate cancer in men who are 

younger than 60 years old is uncommon. For 

patients with clinically localized disease at presen­

tation, prognosis appears very good. For patients 

with locally advanced disease, the median survival 

is less than 4 years. For patients with metastatic 

disease, the prognosis is extremely poor. Seventy 

per cent died before two years and none survived 

beyond 5 years. Importantly, the majority of pros­

tate cancer patients presented at an age that is 

beyond the life expectancy of Thai men. Despite 

the poor outcomes of the treatment in locally 

advanced and advanced disease, prostate cancer 

may not significantly effect the mortality of Thai 

men in the general population. 

(Received for publication on August 19. 1999) 
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