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We read with great interest the article by Singh 
et  al. entitled “Low‑risk prostate cancer in 
India: Is active surveillance a valid treatment 
option?”[1] We congratulate the authors 

for generating evidence regarding upstaging and 
upgrading of low‑risk carcinoma prostate following 
radical prostatectomy (RP). We wish to highlight few 
points worth consideration regarding interpretation 
of the data in this study.

The authors have followed NCCN guidelines for 
active surveillance (AS) in low‑risk carcinoma prostate 
(T1‑T2a, Gleason score GS ≤6, prostate‑specific antigen 
PSA  <10 ng/ml). However, the majority of centers 
and the European Association of Urology guidelines 
follow a restrictive approach, offering AS to patients 
who fulfill the Epstein criteria (GS ≤6, with no more 
than 2 positive cores and no core having more than 
50% of tumor).[2,3] The mean biopsy core positivity in 
the current study is 3.2 (1–8) with 50% of enrolled 
patients had  ≥3 positive cores. The prostate biopsy 
cores taken were also variable raging 5–16 cores and 
there was no mention about percentage positivity of 
individual cores. Thus, it may be prudent to say that 
majority of patients enrolled in the current study were 
already not the preferred candidates for offering AS as 
per the restrictive approach. The authors themselves 
considering RP over AS in this subset of patients 
is in itself reflective of the same. Furthermore, the 
authors performed pelvic lymph node dissection in 
16/46 (34%) patients of which 7/16 (43%) underwent 
extended pelvic lymph node dissection. It would be 
interesting to know the rationale behind performing 
lymph node dissection in these patients. In the 
current study, biopsy upgrading after RP occurred in 
23 patients (50%). The upgrading has been reported 
in contemporary studies to the tune of 38%–72%.[4] 
Stackhouse et al. have reported that GS sum of <7 is 
itself an independent predictor of under grading of 
prostate biopsy.[5]

Furthermore, there is no mention about whether these 
enrolled patients were screen detected prostate cancer 
patients or not. The authors themselves state that 

“delayed diagnosis of the disease in our part of the world, 
attributable to the absence of a routine screening practice, 
or a more aggressive disease profile could be the possible 
reason. This emphasizes the need to practice caution while 
adopting Western standards for AS in Indian men.” Rather 
than stating “adoption of western standards and a different 
tumour biology” as reason for upgrading, the study results 
serve as reminder to strengthen PSA screening program in 
our country.

The authors acknowledge that this is a single center 
retrospective study with limited number of patients (n = 46) 
and with no central pathology biopsy review. A better 
study design to answer the query raised by the title would 
be a prospective longitudinal study on patients undergoing 
AS or on patients who underwent RP among cohort who 
are already undergoing AS. Hence, the title of the article 
and its extrapolation to entire population of India is not 
valid as the authors themselves acknowledged that their 
patient cohort may not represent prostate cancer at the 
population level and the results must be interpreted with 
extreme caution.
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We appreciate the authors for generating indigenous data 
of low‑risk prostate cancer patients. The current guidelines 
recommend active surveillance  (AS) as the management 
modality of choice in low‑risk prostate cancer patients.[1] 
This study by Singh S et al. reported a 50% risk of upgrading 
or upstaging in Indian males with low‑risk prostate cancer 
undergoing radical prostatectomy, who were eligible for AS.

The staging was done using multi‑parametric magnetic 
resonance imaging (mpMRI) or digital rectal examination 
(DRE), but the number of patients who underwent mpMRI 
was not mentioned. It would be interesting to note the rate 
of upstaging in patients initially staged using mpMRI. The 
use of DRE for staging may be the cause of a relatively higher 
rate of stage misattribution, as seen in this study.

In addition, the subset of patients with very low‑risk 
disease (Epstein criteria, defined as one to two positive core, 
no core with a >50% involvement, and prostate‑specific 
antigen density  [PSAD] of <0.15) was not defined. Most 
contemporary guidelines make a distinction between 
low risk and very low risk. High‑volume Gleason grade 
Group  1 prostate cancer, as reflected by higher PSAD, 
a higher number of cores involved, and an increased 
percentage of core involvement is associated with an 
increased risk of coexistent occult higher‑grade cancer 
and grade misattribution.[2] Higher PSAD was significantly 
associated with both upgrading and upstaging in this study, 
further suggesting stage and grade misattributions in these 
patients. mpMRI and targeted biopsy substantially decrease 

the risk of under grading and would have been useful in 
this setting.[3]

In our opinion, low literacy, preconceptions about the 
meaning of cancer and poor compliance with follow‑up 
regimes are the primary barriers to AS in low‑risk patients 
in India, leading to a lack of indigenous data in this regard. 
Long‑term follow‑up with robust data on oncologic outcomes 
should be sought before recommending deviations from the 
current guidelines.

It was also interesting to note that although a single surgeon 
performed the surgeries, the manuscript mentions two 
separate surgical centers. The relative contribution of these 
centers toward the number of surgeries was not mentioned. 
Besides, which center reviewed the histopathology was also 
not clarified. This needs clarification.
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