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• Primary treatment - Generally treat unilateral GG2; favorable GG3; majority of GG1 
treated with active surveillance in our institution

• Salvage Treatment - Treat unilateral/focal recurrence - any Gleason score 

• Unilateral tumor - Only treat unilateral csPCa; contralateral small foci of GG1 acceptable 
for treatment of index lesion

• mpMRI - Predominantly only treat mpMRI visible disease; otherwise quadrant or 
hemiablation

• Definition of clin sign cancer – ≥GG2

• Location(s) - Can treat any segment of the prostate 

• Distance tumor to apex - place electrodes 3 mm from the apex 

INCLUSION CRITERIA



• Energy: Irreversible Electroporation – Non-
thermal ablation delivering high-voltage electric 
current between transperineal electrodes

• Template: Quadrant or Hemiablation - ”region-
ectomy” not “lesion-ectomy”

• 10 mm added to the edge of mpMRI-visible 
lesion 

• Catheter placed prior to treatment - removed 
between day 2 and 4 – depending on pre-
treatment LUTS

TREATMENT METHODS 
 
 

     
 
 
 
 
 

               
 
 
 
 
 

     

Quadrant Ablation – Index lesion with smaller 
significant lesion in the same quadrant 
 

Hemiablation – Index lesion with small ipsilateral 
significant lesion  

 

Wide Local Ablation – Index lesion with smaller 
significant posterior lesion  

 

Wide Local Ablation – Index lesion with smaller 
significant anterior lesion  

 

Anterior Ablation – Index lesion with smaller 
significant lesion both anterior  

 

Wide Local Ablation – Index lesion with 
contralateral insignificant lesion 

 



MONITORING 

• PSA – every 3 months for the first year 

• mpMRI – after 6 months 

• Per-protocol at 1 year : 

• Systematic transperineal biopsy +  targeted biopsy (4-6 cores) 



PATIENTS CHARACTERISTICS
Age median (IQR) 68 (61 – 73)
Baseline PSA median (IQR) 5.9 (4 – 8.2)

Grade Group 1 n (%)
Grade Group 2 n (%)
Grade Group ≥ 3 n (%)

18 (8.5%)
160 (76%)
32 (15.5%)

Clinically significant cancer n (%) 91.5%

Prostate volume (cc) median (IQR) 40 (30-60) cc
Visible tumor at MRI  n (%) 203 (97%)

Location Posterolateral PZ n (%)
Location Apex n (%)
Location Anterolateral PZ-TZ n (%)

85 (40%)
65 (31%)
60 (29%)

Median cores taken (IQR)
Median positive cores (IQR)

24 (21-34)
4 (2- 6)

Follow-up median (IQR) 44 months

210 patients included
(primary treatment)



TREATMENT COMPLICATIONS 

Clavien-
Dindo 

Classificati
on

Complication Incidence, 
n/N (%)

I Perineal pain, haematuria, 
dysuria, urgency, frequency, 

48/210 
(23%)

II Urinary tract infection, 
incontinence, acute urinary 
retention

19/210 
(9%)

III Nil Nil

IV Nil Nil

V Nil Nil • 93% retained potency

• 98.8% pad free at 12 months



ONCOLOGICAL OUTCOMES

RFS : recurrence free survival

PSA Nadir 3.3 (1.2 – 5.4)

Median (IQR) cores taken
Median (IQR) positive cores

25 (22-31)
1 (0-3)

In-field residual disease, n (%)
Out-field recurrent/residual 
disease, n (%)

13 (6%) 
29 (14%) 

Failure-free survival – defined as progression to whole-gland or systemic 
treatment, or metastasis/death.

Failure-free survival at 3 years 96.75%

24 patients – re-do IRE ablation



ONCOLOGICAL OUTCOMES
Salvage RARP post IRE 
ablation
• n = 16 

Nil biochemical recurrence 
(however only limited follow up 
at this stage).

Age (median) 66 years

PSA pre-RARP 6.1 [1.6 – 8.1]

In-field residual disease, n (%) 2 (12.5%)

Gleason grade group
• 3 + 4 = 7 (GG 2)
• 4 + 3 = 7 (GG 3)
• 4 + 4 = 8 (GG 4)
• 4 + 5 = 9 (GG 5)

6 (37.5%)
4 (25%)
2 (12.5%)
4 (25%)

Positive Margin, n (%) 1 (6.25%)

pT2
pT3a

9 (66%)
7 (44%)

Follow up (median) 14 mo [6-30]



PSMA Pet/CT &Fusion  MRI - ? The Future



Epigenetic Prediction of Failure
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IRE immune response
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