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 ♦   Palliative Care - What Everyone Should Know   ♦   
 

Most persons don't know about palliative care. They often associate it with brink-
of-death care which is not the case. Instead, it is administered simultaneously 
with the disease treatment. Palliative offers comfort and support, relieving pain 
and easing stress, for patients of all  ages who often are still receiving care from 
other doctors for their underlying disease or condition.  Palliative medicine is a 
relatively new medical specialty having been formally recognized as such in 
2008.  Some medical schools and residency training programs are now requiring 
palliative-care training in their curricula. Evidence from several studies suggests 
that delivery of palliative care combined with treatment for such illnesses as can-
cer, heart failure and stroke helps patients live longer than those who receive 
treatment only for the disease.  
 
Our WRNMMC Prostate Cancer Support Group has a timely presentation about 
palliative care on Thursday, November 6, 2014. Dr. Valencia Clay is a Palliative 
Care/Quality of Life physician at WRNMMC, working with patients and their fami-
lies dealing with advanced illness whose treatment goals emphasize quality of 
life. She is joined by Jerry Waddell PhD, Program Director of the Palliative Care 
Service at WRNMMC. He promotes the physical, psychological, social and spiri-
tual aspects of quality of life for non-curative cancer patients.   
 
Join us on November 6, 2014, to learn more about how palliative care can im-
prove the quality of life in your situation  See page 2 and the back-page for more 
details. 
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♦   FROM THE EDITOR   ♦ 
 
Help shape our quarterly speakers program by recommending 
topics or speakers  you would like to hear.  To do so, contact the 
editor with your suggestions.  We want your input. 
 
 

♦   SPEAKER’S REMARKS - AUGUST 7, 2014  ♦ 
 

Our  program featured a presentation by Albert Dobi, PhD,  Asso-
ciate Director, Basic Science Program, at our Center for Prostate 
Disease Research and Assistant Professor of Surgery, Uniformed 
Services University of the Health Sciences.  His topic was  "Recent 
Advancements in Prostate Cancer Detection, Prognosis and Ther-
apy."  A summary of the presentation begins on page 10.  
 
 

♦   MEETING SCHEDULE FOR NOVEMBER 6, 2014   ♦  
 
Palliative care is often solely associated with the control of pain 
during hospice, end-of-life situations.  But a new, broader concept 
of palliative care aims to enhance quality of life during treatment of 
the underlying disease. There is evidence that palliative care in 
conjunction with primary therapy not only controls pain, but can 
actually extend life.  Our speakers for November 6, 2014 are:  Va-
lencia Clay, MD, a Palliative Care/Quality of Life physician at 
WRMNNC and Jerry Waddell, PhD, director of the Palliative Care  
Service at WRNMMC.  He is a psychotherapist and a former U.S. 
Navy chaplain.  Their topic is: "Quality of Life in Disease Pro-
gression". 
 
Join us at 7 PM, Thursday, November 6, 2014.  Your family mem-
bers and friends are always welcome.  There is no charge and no 
registration is required. (The presentation also may be viewed via 
video teleconference at the Fort Belvoir Community Hospital.  Go 
to the Oaks Pavilion, 1st floor, Room 332 to participate.)  
 

SEE THE BACK PAGE OF THIS NEWSLETTER FOR 
IMPORTANT INFORMATION ABOUT THIS MEETING.  

 

DISCLAIMER:  The materials contained in this newsletter are solely the individual opin-
ions of the authors.  They do not represent the views of any Department of Defense 
agencies.  This newsletter is for informational purposes only, and should not be con-
strued as providing health care recommendations for the individual reader.  Consult with 
your physician before adopting any information contained herein for your personal 
health plan. 
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PROSTATE-SPECIFIC ISSUES 

Brachytherapy and Erectile Function.  Three-fifths of men receiving permanent seed brachytherapy 
(BT) for localized prostate cancer (PCa) have preserved erectile function (EF) 5 years after seed im-
plantation, according to researchers. 

Millar, et al. Monash University, Melbourne, Australia, conducted a single-center study of 366 patients 
who underwent BT. All patients completed the International Index of Erectile Function 5-item ques-
tionnaire before treatment and at regular follow-up post-treatment. Of the 366 patients, 277 (76%) re-
ported normal erectile function and 89 (24%) reported mild erectile dysfunction prior to treatment. 

 The patients were followed up for a median of 41 months. The 5-year actuarial rate of erectile func-
tion preservation was 59%, the investigators reported online ahead of print in Radiotherapy and On-
cology. 

 The 5-year actuarial EF preservation rate was significantly higher in patients with a Gleason score 
below 7 than in those with a Gleason score of 7 (73% vs. 18%). The rate also was significantly higher 
among patients younger than 60 years than older patients (69% vs. 50%) and significantly lower in 
patients with medical comorbidities (47% vs. 64%). In addition, patients who received a biologically 
effective dose (BED) of radiation below 150 Gy had a significantly higher 5-year actuarial rate of EF 
preservation than those who had a BED of 150 Gy or greater (74% vs. 52%).  

Gleason score was the strongest predictor of EF preservation, with a score below 7 associated with a 
3.7 increased likelihood of EF preservation compared with a Gleason score of 7. A BED below 150 Gy 
was associated with a 60% increased likelihood of EF preservation compared with a BED of 150 Gy 
or higher. 

The study has 2 important take-home messages.  First, overall, the results are consistent with a large 
amount of previous work suggesting good rates of EF preservation with BT for PCa.  Second, the fol-
low-up in the current study was longer than in most previous studies of EF after PCa treatment, and 
the rates of long-term preservation of EF contrast with the widely-held belief that EF after BT rapidly 
and materially gets worse after 1 or 2 years, the researchers said. (Source: Renal and Urology News, 
September, 2014) 

Brachytherapy Decline.  Brachytherapy for low-risk prostate cancer (PCa) may be on the decline, 
according to study findings presented at the recent American Society of Clinical Oncology meeting.  In 
addition, a growing proportion of low-risk PCa cases is not being treated. 

Ahmed, et al., at the Moffitt Cancer Center & Research Institute, Tampa, Fl, analyzed recent trends in 
the management of clinically localized PCa. The study population consisted of 216,785 men with low-, 
intermediate-, and high-risk PCa. For patients with low-risk PCa, use of brachytherapy decreased by 
14.3% over the study period, whereas the use of no treatment increased by 15.7% and use of radical 
prostatectomy increased by 7.6%. 

Patients were more likely to receive no treatment if they were single, diagnosed in 2010 compared 
with earlier years, had low-risk disease versus high-risk disease, were African American versus white, 
and were older than 65 years compared with 65 or younger. 

A decline in the use of brachytherapy for localized PCa has been documented previously in a study of 
1.5 million patients treated for localized PCa from 1998 to 2010. Smaldone, et al., at Fox Chase Can-
cer Center in Philadelphia found that the proportion of patients undergoing brachytherapy peaked at 
16.8% in 2002 and then declined steadily to a low of 8% in 2010. Meanwhile, during the study period, 
the percentage of patients treated with radical prostatectomy increased from 46.1% in 1998 to 59.1% 
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in 2010. 

The change in clinical practice with the greatest impact on the use of brachytherapy during the study 
period is likely the substantial increase in the number of radical surgeries performed, possible due to 
the adoption of robot-assisted laparoscopic prostatectomy, according to the researchers. Increasing 
age and Medicare coverage were associated with a greater likelihood of receiving brachytherapy. Pa-
tients with intermediate- or high-risk PCa, Medicaid insurance coverage, increasing comorbidity bur-
den, and later year of diagnosis were less likely to receive brachytherapy. (Source: Renal and Urology 
News, June 2, 2014)    

Caffeine and Erectile Dysfunction.   Drinking caffeinated beverages may be associated with a lower 
likelihood of erectile dysfunction (ED), according to study findings presented at the American Urologi-
cal Association 2014 annual meeting. Lopez, et al., University of Texas Medical School, Houston, and 
colleagues analyzed data from 3,724 men aged 20 years and older who participated in the National 
Health and Nutrition Examination Survey (2001-2004), a cross-sectional survey of the general U.S. 
population. The researchers looked at 24-hour dietary recall to estimate intake of caffeine and caf-
feinated beverages.  Overall, men in the 3rd quintile of total caffeine intake (85-170 mg/day) and the 
4th quintile (171-303 mg/day) were less likely to report ED compared with men in the first (reference) 
quintile (0-7 mg/day). 

Among overweight and obese men and those with hypertension, the researchers found a significantly 
decreased likelihood of reported ED among men in the 2nd, 3rd, 4th, and 5th quintiles compared with the 
reference quartile, after adjusting for multiple variables. The authors concluded that total caffeine in-
take equivalent to about 2-3 cups of coffee (250-375 mg/day) is associated with a significantly lower 
likelihood to report ED.  The team noted that their study is strengthened by the use of a large repre-
sentative sample of men in the U.S. and validated dietary recall methodology from NHANES.  As 
NHANES is a cross-sectional study, they cannot infer causality or suggest a clinical practice change, 
the researchers pointed out.  (Source:  August 2014 issue of Renal And Urology News ») 

FDA Doubts About HIFU.  A US Food and Drug Administration (FDA) advisory panel voted recently 
not to recommend approval of a high-focus ultrasound (HIFU) technology to treat low-risk prostate 
cancer with less erectile dysfunction. The technology, Ablatherm Integrated Imaging High Intensity 
Focused Ultrasound (HIFU), has been used in other countries in 40,000 patients for 15 years. It would 
be the first device of its kind to be approved in the United States. 

But members of the Gastroenterology and Urology Panel of the FDA's Medical Devices Advisory 
Committee voiced a range of concerns about lack of data available from the technology sponsor's re-
search results that were presented as part of its US premarket approval (PMA) application. HIFU is 
marketed in Europe by EDAP TMS, a French company operating in the United States as EDAP Tech-
nology. The company is seeking premarket approval for HIFU as indicated for primary treatment of 
individuals with low-risk, localized prostate cancer. In the end, a majority of panel members voted no 
to the question regarding a reasonable assurance that the treatment is safe. Panel members voted 
unanimously against reasonable assurance that it is effective. 

HIFU is a robotic technology that consists of a treatment module that connects a control console to an 
endorectal probe device. After a patient is anesthetized, a urologist robotically controls the probe for 
insertion into the rectum, and the device delivers ultrasonic energy to a focused portion of the pros-
tate. High-intensity waves from an ultrasound imaging transducer in the probe generates intensive 
heat (85° - 95° C) and causes ablation of cancerous tissue while preserving the apex, sphincter, and 
rectum, with a lower rate of erectile dysfunction. 

A rocky regulatory path developed almost from the start, however, for HIFU in the United States. A 
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nonrandomized trial intended to be a pivotal study that began in 2006 to test HIFU against cryother-
apy terminated in 2010 because of the company's inability to enroll enough patients, particularly for 
cryotherapy. EDAP then conducted a meta-analysis of HIFU and cryotherapy results in the medical 
literature, plus a review of comparisons of a European HIFU registry with surgery in the US Veterans 
Administration study Prostate Cancer Intervention vs Observation Trial (PIVOT). 

EDAP presenters at the hearing said the "body of evidence" supports the approval of HIFU in the 
United States. They said that the benefits of a noninvasive, localized therapy with precise energy de-
livery outweigh the risks for urinary obstructive morbidity and that side effects from HIFU treatment 
are "not dissimilar" to those of other prostate cancer treatments, including radiation therapy. 

FDA presenters, however, went through EDAP's submission documents point by point, citing defi-
ciencies, such as lack of information and potential safety concerns, including a 28% cumulative posi-
tive biopsy rate 2 years after HIFU treatment among individuals in the nonrandomized trial. 

The treatment does have its supporters who say that the treatment is safe and effective, that it pre-
serves erectile function in more than 90% of patients through nerve sparing, and that it is cost- effec-
tive.  Prostate cancer survivors who underwent HIFU also recommended approval during the public 
hearing.  One commentator said "It's about patient choice," pointing out that HIFU has a track record 
of 40,000 patients during a 15-year period and that it has never been suspended or taken off the mar-
ket. 

But the FDA officials maintained that the benefit of HIFU is unclear and that the risk is substantial, al-
though they acknowledged that EDAP's efforts had been constrained by practical difficulties associ-
ated with conducting trials for prostate cancer.  (Source: Medscape Medical News, July 31, 2014) 

Watchful Waiting and African Americans.  Watchful waiting may not be suitable for all men 
with early-stage prostate cancer, especially black patients, according to research published 
in Urologic Oncology.  The researchers analyzed the medical records of men who were confirmed to 
have low-grade prostate cancer and had surgery to remove part or all of the prostate. Among these 
patients, blacks were more likely than whites to have cancer progression and worse outcomes. Seven 
years after surgery, rates of disease control were 90 percent among whites and 79 percent among 
blacks. 

Yamoah, et al., Thomas Jefferson University, Philadelphia, said in a university news release that it is 
known that African-American men have more aggressive prostate cancer than Caucasian men; the 
study shows that African-American men who are diagnosed with a low-grade cancer at first -- the 
cancers that are sometimes watched rather than treated -- are more likely to develop aggressive dis-
ease sooner than Caucasian men.  (Source: Renal&Urology News, September 15, 2014) 

Androgen-Deprivation Therapy (ADT)  and Adverse Effects.    Androgen-deprivation therapy 
(ADT) is a key component of treatment for aggressive and advanced prostate cancer, but it has also 
been associated with adverse effects  on bone, metabolic, cardiovascular, sexual, and cognitive 
health as well as body composition.  A recent study reviewed the current literature on the adverse ef-
fects of ADT and strategies for ameliorating harm from ADT. 

The Medline database was searched from inception to August 1, 2013, for studies documenting the 
side effects of ADT and for randomized and prospective trials of interventions to mitigate those side 
effects.   Adverse effects of ADT include decreases in bone mineral density; metabolic changes such 
as weight gain, decreased muscle mass, and increased insulin resistance; decreased libido and sex-
ual dysfunction; hot flashes; gynecomastia; reduced testicle size; anemia; and fatigue. Several obser-
vational studies suggest an increased risk of diabetes and cardiovascular events, although most pub-
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lished studies report that ADT is not linked to greater cardiovascular mortality. Randomized trials have 
found value in treatments for some adverse effects including bone loss (bisphosphonates, deno-
sumab, selective estrogen receptor modulators), markers of metabolic syndrome (exercise, diet, met-
formin), gynecomastia (tamoxifen, prophylactic radiation), muscle loss (resistance and aerobic exer-
cise), and hot flashes (venlafaxine, medroxyprogesterone, cyproterone acetate, gabapentin).  

The study concluded that ADT is often a necessary component and critical component of the man-
agement of aggressive and advanced prostate cancer, but it causes adverse effects including bone 
loss, metabolic changes, gynecomastia, muscle loss, hot flashes, and possibly increased cardiovas-
cular events. Clinicians should be aware of interventions that can help mitigate these adverse effects. 
(Source: URO Today, September 11, 2014)  

New Guidelines for Treating Advanced Prostate Cancer.  Men newly diagnosed with prostate can-
cer often turn first to testosterone-depleting therapies, since male hormones help prostate tumors 
grow. But those therapies almost always fail over time as the tumor develops resistance.  Now there 
are updated guidelines to help patients in this situation decide what to do next. 

The guidelines, issued jointly by the American Society of Clinical Oncology (ASCO) and Cancer Care 
Ontario (CCO) in Canada, highlight recent advances in treating this more advanced form of prostate 
cancer.  A joint news release notes the  unprecedented progress against advanced prostate cancer 
recently, with six new treatments approved in the last couple of years.  The new guidelines are based 
on a review of 56 randomized clinical trials published since 1979, the panel experts said. 

After a prostate tumor becomes resistant to hormonal treatment, other therapies may come into use. 
But the ASCO/CCO team  took men's quality of life into consideration as well when they drew up their 
guidelines.  Including quality of life data in the guideline helps people understand how the different 
treatments will make them feel, according to the joint news release.  

The new guidelines for hormone therapy-resistant tumors that have metastasized include the follow-
ing recommendations: 

• Continue hormone-deprivation therapy indefinitely, either in drug or surgical form; 
• Offer patients one of three treatment options -- abiraterone/prednisone, enzalutamide, or ra-

dium-223 (if cancer has spread to the bones) -- in addition to hormone deprivation, "as all 
three treatments are associated with improved survival, quality of life, and favorable balance 
of benefits and harms"; 

• When considering chemotherapy, docetaxel/prednisone should be an option but side effects 
must be discussed; 

• Offer cabazitaxel to men whose disease worsens even if docetaxel has been tried, but again, 
discuss side effects; 

• Offer sipuleucel-T to men with no symptoms or minimal symptoms of cancer; 
• Offer mitoxantrone, but include a discussion of the drug's "limited clinical benefit and side ef-

fect risk"; 
• Offer ketoconazole or the anti-androgen therapies bicalutamide, flutamide or nilutamide but 

discuss the limited clinical benefit for these three medications; 
• Do not offer the drugs bevacizumab (Avastin), estramustine, or sunitinib; 
• Begin discussion of palliative care early on while discussing treatment options. 
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The experts on the panel said the optimum sequence in which various treatment should be given re-
mains unclear, but ongoing clinical trials are exploring this question, as well as potential benefits of 
combining various treatments. (Source:  News release, American Society of Clinical Oncology and 
Cancer Care, Ontario, September 8, 2014, via  HealthDay News. September 14, 2014) 

Hot Flashes and Prostate Cancer.   Approximately 70 percent of women are prone to post-
menopausal hot flashes when their estrogen levels decrease at menopause.  As with women, hor-
mones are the culprit in men’s hot flashes. However, men don’t experience a sharp decrease in 
their testosterone as they age. Their hormone levels decline only by about one percentage point after 
age 40. Therefore, the majority of men maintain an adequate store of testosterone and never experi-
ence hot flashes. 
 
Still, you may find yourself “flashing” if you receive a treatment for prostate cancer called androgen 
deprivation therapy. Testosterone stimulates prostate cell growth—so therapies that reduce testoster-
one levels can help treat prostate cancer. However, when testosterone drops, hot flashes become 
more common. 
 
It is estimated that as many as 80 percent of men who are treated with androgen deprivation therapy 
may have hot flashes.. The Journal of Supportive Oncology reports that men who have been cas-
trated due to prostate cancer may experience hot flashes as commonly as women do after meno-
pause. 
 
Symptoms in men.  While the triggers of hormone decrease differ for men and women, the symptoms 
of hot flashes are identical in both genders. That is, a sensation of warmth and flushing comes on 
suddenly—most intensely in the head and trunk areas. Heavy sweating and a reddening of the skin 
may accompany these symptoms.  Such symptoms may pass quickly, averaging about four minutes, 
and end in a cold sweat. Some men and women will experience these symptoms infrequently, while 
others may suffer from them up to 10 times a day.  Most men stop having flashes within three to four 
months of finishing their androgen deprivation treatment, but  men who stay on the therapy may con-
tinue to suffer from symptoms. 

Treating hot flashes.  According to the National Cancer Institute (NCI), three drugs can effectively 
treat hot flashes in men who have prostate cancer: 
 

• venlafaxine (Effexor LP), an antidepressant 
• medroxyprogesterone acetate (Gestoral), a progestin hormone therapy 
• cyproterone acetate (Androcur) an antiandrogen hormone therapy (NCI, 2010) 

 
In a 2010 study published in Lancet Oncology, all three of these medicines decreased the number of 
hot flashes and the level of their intensity. The hormonal therapies were found to be about twice as 
effective as the antidepressant at symptom treatment.  Men with hot flashes may receive some relief 
from taking female hormones as well. HMS reports on research that found 83 percent of men experi-
enced relief from taking estradiol, and 80 to 90 percent reported reductions using megestrol and me-
droxyprogesterone. The antiseizure medicine gabapentin has also been found to reduce hot flashes 
in men.  In addition, the NCI notes that hot flashes in men are not always serious enough to require 
treatment—so if in doubt, wait it out.  While being male doesn’t make you immune to hot flashes, you 
can take comfort in knowing that the symptom is highly treatable.  (Source:  Healthline: Men's Health, 
February 13, 2013) 
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♦  Long-term Care Guidelines for Prostate Cancer Survivors  ♦ 
 

An estimated 2.8 million men in the United States are living with prostate cancer or have had it at one 
time, and that number is growing. Prostate cancer is the most common cancer in American men after 
skin cancer – and long-term survival is common. But even long after diagnosis and treatment, survi-
vors have continuing needs for follow-up care to manage treatment side effects, test to see if the can-
cer has come back, and treat other health conditions. To help primary care doctors and prostate can-
cer survivors better manage prostate survivors’ long-term care, the American Cancer Society has re-
leased its first ever Prostate Cancer Survivorship Care Guidelines, published June 10, 2014 in CA: A 
Cancer Journal for Clinicians. These newly developed guidelines provide detailed recommendations 
around nutrition and physical activity, cancer testing, management of side effects, and coordination of 
care among primary care doctors and specialists. 

“We are hopeful that the hard work that went into the development of these much-needed guidelines 
will pay off in improved care for the approximately 240,000 men diagnosed with prostate cancer every 
year,” said Rebecca Cowens-Alvarado, MPH, a co-author of the report. “The adoption of these guide-
lines will be a critical step forward to improve the delivery of prostate cancer survivorship care,” she 
added. The Society is developing survivorship care guidelines for other cancer types as well, based 
on the number of survivors and the severity of health problems survivors face.   

Healthy Behaviors 

The new prostate cancer survivorship guidelines recommend that primary care doctors talk to prostate 
cancer survivors about their lifestyle habits and give them advice on how to make changes. Increas-
ingly, studies show that healthy eating and maintaining an active lifestyle after a prostate cancer diag-
nosis can lower the chances of the cancer coming back. Healthy behaviors include: 

 

 Achieving and maintaining a healthy weight by limiting high-calorie foods and beverages, and 
getting more physical activity. 

 Regardless of current weight, getting at least 150 minutes of physical activity every week, with 
a doctor’s approval. 

 Eating a diet rich in vegetables, fruits, and whole grains, and low in saturated fats, with ade-
quate calcium and vitamin D. Men facing challenges to good nutrition should talk to their doc-
tor or ask for a referral to a registered dietician. 

 Limiting alcohol consumption to no more than 2 drinks per day. 

 Avoiding tobacco. 

Testing for prostate cancer 

Depending on their treatment, survivors must have regular follow-up tests to check whether their pros-
tate cancer has come back or worsened, and must also follow testing guidelines to check for any new 
cancer. 
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 Men who’ve had radiation therapy may be at slightly higher risk for bladder or colon cancer, and may 
need different screening than people at average risk. Most prostate cancer survivors should have 
a PSA test every 6 to 12 months for the first 5 years after active treatment ends, then every year after 
that. They should also have a digital rectal exam every year. Survivors on active surveillance may 
have a different schedule of tests. 

Men should report any new symptoms, including blood in the urine, rectal bleeding, or pain to their 
doctor. 

Side effects from treatment 

Surgery, radiation, chemotherapy, and hormone treatments for prostate cancer can cause urinary, 
bowel, and sexual side effects. In addition, hormone therapy can cause anemia and hot flashes, and 
raise men’s risk for heart problems and bone fractures. It is important to discuss these side effects 
with a doctor so they can be evaluated and if possible, treated. 

It is not unusual for people who’ve had cancer to experience anxiety or depression. Feelings of sad-
ness or distress should be discussed with a doctor, who can evaluate whether they are signs of clini-
cal depression. Clinical depression can lower quality of life, and also make people less able to take 
care of their own health. There are many ways to treat clinical depression, including medicine, coun-
seling, or a combination of both. 

Coordinating care 

When active cancer treatment ends, patients should ask their oncologist for a written follow-up care 
plan that they can share with their primary care doctor. It should include an explanation of which pro-
vider – oncologist, primary care doctor, or other specialist – should be in charge of cancer-related and 
other medical care. 

A study from the National Cancer Institute found that primary care doctors who received a written plan 
from the patient’s oncologist were 9 times more likely to discuss recommendations for survivorship 
with the patient than primary care doctors who received no written plan. 

Beginning next year, the American College of Surgeons Commission on Cancer will require that every 
cancer patient receive a survivorship care plan from their oncologist when treatment ends, that in-
cludes written guidelines for monitoring and maintaining their health. (Source: American Cancer Soci-
ety: Prostate Cancer Survivorship Care Guidelines. Published June 10, 2014)  

 

*************************************************************************************************** 
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♦  RECENT ADVANCEMENTS IN PROSTATE CANCER DETECTION, PROGNOSIS AND 
THERAPY  ♦ 

 
by 

 
Albert Dobi, PhD 

 
 Associate Director, Basic Science Program, Center for Prostate Disease Research and Assis-
tant Professor of Surgery, Uniformed Services University of the Health Sciences 
 

( A summary of a presentation to the WRNMMC Prostate Cancer Support Group,, August 7, 2014) 
 

INTRODUCTION 

Thank you for the invitation to be with you this evening.  I want to review with you the latest develop-
ments in the treatment of prostate cancer, and the role of the Center for Prostate Disease (CPDR) in 
those developments.  The CPDR is committed to understanding the biology, genetics and clinical fea-
tures of prostate cancer with the ultimate goal of benefiting patients.  It meets this commitment 
through several programs: a basic science research program in prostate cancer biology; a national 
data base for molecular epidemiology; a joint center for genitourinary pathology; and a  clinical re-
search program involving clinical trials.  

CPDR ACHIEVEMENTS 

Since its establishment in 1991, the CPDR has provided the highest level of care for prostate cancer 
patients; participated in 10+ clinical trials annually; established and maintained a biospeciman bank 
with a 27,000-patient database with a 15-year follow-up; produced 400+ publications; patented 12 
inventions; provided specialty training and research opportunities for more than 100 students and 
post-doctoral training to 70 MDs and PhDs; and made several landmark discoveries. 

PROSTATE CANCER PREVALENCE 

During 2014, about 233,000 men in the United States will be diagnosed with prostate cancer.  But 
there is a large gap between prostate cancer prevalence and the risk of dying from the disease.  Au-
topsy studies of men who died from other causes reveal that 67% over 60 have prostate cancer.  In 
other words, they died with the disease, not from it. 

The lifetime risk of being diagnosed with prostate cancer is 15%, and in most cases the disease will 
not have spread to other parts of the body. Furthermore, the risk of dying from prostate cancer is less 
than 3%. 

Prostate cancer awareness is an important factor in dealing with the disease. The patient's family 
(spouse, daughters, sons, relatives, friends) are key to the fostering of informed awareness, as are 
physicians, nurses, patient educators, and friends.  Social media sources (e.g., Internet)  are less 
credible and should be used with caution. 

Three are some interesting prostate cancer metrics.  For example, for every 20 million annual check-
up, 19 million men will have no suspicion of prostate cancer. One million men will be tested by biopsy 
for the disease. Only about 250,000 will be diagnosed with prostate cancer, and about 28,000 men 
will actually die from the disease. 

SUCCESSES AND CHALLENGES 

There have been notable successes in dealing with prostate cancer.  PSA screening has led to much 
earlier detection of the disease, leading to a significant decline in the number of men presenting with 
metastatic disease. And there are more effective therapies available nowadays for localized prostate 
cancer, giving patients more treatment options.  

On the other hand, significant challenges remain.  They are: 
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SUCCESSES AND CHALLENGES 

There have been notable successes in dealing with prostate cancer.  PSA screening has led to much 
earlier detection of the disease, leading to a significant decline in the number of men presenting with 
metastatic disease. And there are more effective therapies available nowadays for localized prostate 
cancer, giving patients more treatment options.  

On the other hand, significant challenges remain.  They are: 

•  PSA is not prostate cancer specific: Improvements in diagnostic markers  

• Problem predicting clinical course for individual patient: New prognostic markers 

• Challenges in the treatment of advanced prostate cancer: New treatment strategies for metas-
tatic disease  

Priority areas for prostate cancer research are: 

• Test that is better than PSA or can complement PSA 

• Imaging technology (e.g. MRI-Ultrasound fusion imaging) 

• Markers to support recommendation for active surveillance 

• Markers differentiating indolent from aggressive disease  

• Better defense lines for controlling the treatment-resistant form of the disease  

*************************************************************************** 

(Dr. Dobi then showed a series of technical slides depicting CPDR's involvement in (1) research re-
lated to disease aggressiveness in men with low- and intermediate-risk prostate cancer; (2) a prog-
nostic marker that can aid in identifying men at reduced risk for recurrence of prostate cancer in the 
first 8 years after a prostatectomy; (3) to identify patients with less aggressive cancer who may be 
candidates for active surveillance; (4) to define patients who appear clinically low-risk but have a more 
aggressive disease that requires more aggressive treatment;   (5) to define patients who appear clini-
cally low-risk but have a more aggressive disease that requires more aggressive treatment.) (6) de-
picting the CPDR clinical trials portfolio on a continuum from BPH to hormone refractory cancer and 
chemotherapy; (7) and other technical issues.) 

Conclusion 

In closing, thanks again for the invitation to be with you tonight.  And special thanks to those of you 
who are participating in our ongoing clinical trials, and those of you who provide specimens to our da-
ta base.  Your continuing involvement is essential to our research success.. 
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♦    WRAMC US TOO COUNSELORS   ♦      (As of November 1, 2014) 
 

(THESE PERSONS ARE WILLING TO SHARE THEIR EXPERIENCES WITH YOU.   FEEL FREE TO CALL THEM.) 
 

SURGERY 
 
Tom Assenmacher Kinsvale, VA  (804) 472-3853 
Jack Beaver  Falls Church, VA  (703) 533-0274   1998   (Open RP) 
Rob Calhoun  Annapolis, MD  (410) 293-6635  2011   (Robotic Surgery) 
Gil Cohen  Baltimore, MD  (410) 367-9141 
Richard Dorwaldt  San Antonio, TX  (210) 310-3250  (Robotic Surgery) 
Michael Gelb  Hyattsville, MD  (240) 475-2825  (Robotic Surgery) 
Robert Gerard  Carlisle, PA  (717) 243-3331 
Tony Giancola  Washington, DC  (202) 723-1859  2013  (Radical Prostatectomy)  
Ray Glass  Rockville, MD  (301) 460-4208   
Monroe Hatch  Clifton, VA  (703) 323-1038 
Tom Hansen  Bellevue, WA  (425) 883-4808  1998  (Robotic Surgery) 
Bill Johnston  Berryville, VA  (540) 955-4169 
Dennis Kern  San Francisco, CA (415) 876-0524 
Sergio Nino  Dale City, VA  (703) 590-7452 
Ed Postell  Collegeville, PA  (610) 420-6765  (Robotic Surgery) 
George Savitske  Hellertown, PA  (703) 304-3081  2000  (Open RP) 
Artie Shelton, MD  Olney, MD  (301) 523-4312 
Jay Tisserand  Carlisle, PA  (717) 243-3950 
Don Williford  Laurel, MD  (301) 317-6212  2000  (Open RP)   
         
PROSTATE CANCER AND SEXUAL FUNCTION 
 
James Padgett  Silver Spring, MD  (301) 622-0869 
George Savitske  Hellertown, PA  (703) 304-3081 
 
RADIATION 
 
Leroy Beimel  Glen Burnie, MD  (410) 761-4476  1987  (External Beam Radiation) 
Bob Bubel  Grand Junction, CO (970) 263-4974  2010  (Proton Beam Radiation) 
Harvey Kramer  Silver Spring, MD  (301) 585-8080  1998  ((Brachytherapy) 
Joseph Rosenberg Kensington, MD  (301) 495-9821  2009  (Brachytherapy) 
Barry Walrath  McLean, VA  (571) 969-8269  2001  (Brachytherapy) 
 
 
 
       WATCHFUL WAITING 
 
Tom Baxter  Haymarket, VA  (703) 753-8583        Active Surveillance  
 
SPOUSE SUPPORT 
 
Renate Bubel  Fairfax, VA  (703) 280-5765 
Karen Collins  Mechanicsburg, PA (717-766-6464 
Betty Kramer  Silver Spring, MD  (301) 585-8080 
Ellen Rosenberg  Kensington, MD  (301) 495-9821 
Nancy Wallrath  McLean, VA  (703) 915-8108 
 
   
OTHER THERAPIES/MULTIPLE THERAPIES 
 
Howard Bubel  Fairfax, VA  (703) 280-5765       1995,1996 (Hormonal, Cryosurgery, Sexual 
         Func tion 
Arthur E. Clough  Kerryville, TX  (830) 896-8826       1993  (Surgery and Radiation)                       
Pete Collins  Mechanicsburg, PA (717) 766-6464        2007, 2009   (Surgery, Radiation, Hormonal)         

 
♦   MEETING ANNOUNCEMENT   ♦ 

 
THURSDAY, NOVEMBER 6, 2014 

7 - 8:30 PM 
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♦   MEETING ANNOUNCEMENT   ♦ 
 

THURSDAY, NOVEMBER 6, 2014 
7 - 8:30 PM 

 
   AMERICA BUILDING  (2D FLOOR) 

ROOM 2525 
(DIRECTLY ABOVE THE LAB/PHARMACY) 

WALTER REED NATIONAL MILITARY MEDICAL CENTER 
 

  ♦   SPEAKERS   ♦ 
 

 VALENCIS CLAY, MD 
PALLIATIVE CARE PHYSICIAN, WRNMMC 

and 
JERRY WADDELL, PhD 

FORMER CHAPLAIN AND PSYCHOTHERAPIST 
DIRECTOR, PALLIATIVE CARE SERVICE 

WRNMMC 
 

CENTER FOR PROSTATE DISEASE RESEARCH 

TOPIC 

QUALITY OF LIFE IN DISEASE PROGRESSION 
Gate/Parking: If you enter the base through South Gate (Gate 2) off  Rockville 
Pike/Wisconsin Ave, take the first right (Palmer Road South). On your left you will see the 
Emergency Room.  Continue to follow signs to the America Building and the America parking 
garage.   

Security:  A military ID is required to get on base.  Persons without a military-related ID card 
who are attending the meeting are required to register in advance in order to gain entry.  To 
register, contact the CPDR front desk at 301-319-2900 no later than  two business 
days prior to Thursday, November 6, 2014 to arrange for entry.  Have a photo ID card 
ready when arriving at the gate 
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