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♦   LOOKING AHEAD    ♦ 

 
Our May 2011 issue advised readers of the merger of the Walter Reed Army Medical  
Center and the National Naval Medical Center, Bethesda, scheduled to occur this September.   
The merger was directed by the Base Realignment and Closure Commission in September 2005.  
The board of directors of WRAMC Us TOO Prostate Cancer Support Group met on May 4, 2011, to 
consider courses of action to accommodate the potential impact that the merger would have on our 
activities.  Subject to any unanticipated developments arising from the merger, we decided to re-
tain our traditional schedule of informal monthly meetings, as well as the quarterly meetings with 
invited speakers. 
 
WRAMC Us TOO Prostate Cancer Support Group has been sponsored by WRAMC for eleven 
years and we expect that the sponsorship will continue under the emerging organization.  The 
support group receives considerable support and encouragement from the WRAMC staff, but its 
all-volunteer leadership is responsible for obtaining the funding for its activities. Our major expense 
is the production and distribution of the quarterly newsletter.  The newsletter began as an eight-
page publication distributed to about ninety readers who had received prostate cancer therapy at 
WRAMC.  It is now produced in 2,100 copies and distributed nationwide on request and without 
charge to any interested persons at an annual cost of approximately $13,300.  
 
Given the expense and effort now required to produce and distribute the newsletter, our board of 
directors decided to cease the conventional printing and mailing processes in favor of a "virtual 
newsletter" available on line at the web site of the WRAMC Center for Prostate Disease Research.  
This will result in a practically "no cost" and less labor-intensive publication.  Accordingly, this is the 
last issue produced and distributed by conventional means.  We realize that some readers may not 
have access to the Internet, but this action will sustain our ability to continue publication of the 
newsletter. 
 
We are working with the CPDR staff to develop a notification system to alert readers when each 
newsletter is available on-line.  If you want to be included in this notification system, send an email 
to Jane Hudak at jane.hudak@amedd.army.mil.  Please do so no later than August 15, 2011. If 
you now receive Jane Hudak's "CPDR e-News," you will be automatically included in the notifica-
tion process.  If you do not have email access, consider arranging with a friend or family member 
to accept it for you.  In that case, arrange to send that person's email address as noted above. The 
first on-line quarterly newsletter will be our November issue. 
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♦   FROM THE EDITOR’S DESK   ♦ 
 

This newsletter marks the end of an era.  After eleven years this is 
the last issue of the WRAMC Prostate Cancer Newsletter distrib-
uted in hard copy via the US Postal Service.  Starting in Novem-
ber 2011, the newsletter will go "electronic," by being posted quar-
terly to the web site of the WRAMC Center for Prostate Disease 
Research.  We realize that some readers may not have access to 
the Internet, but the realities of production and mailing expenses 
and reliance on an all-volunteer effort necessitate  movement to 
what is, relatively speaking, a no-cost operation.   And the immi-
nent merger of the Walter Reed Army Medical Center and the Na-
tional Naval Medical Center, Bethesda, is a timely event to make 
the change. 

 
♦   MAY SPEAKER’S REMARKS  ♦ 

 
Our May program featured Dr. Stephen Brassell, Associate Direc-
tor, Center for Prostate Disease Research, WRAMC.  His topic 
was "To Treat or Not to Treat?  That is the Question."   A summary 
of Dr. Brassell's  presentation begins on page 6.	   

 
 

♦   MEETING SCHEDULE FOR AUGUST 3, 2011   ♦   

We know that improved nutrition reduces risk of heart disease, 
diabetes and obesity, and improves overall quality of life.  
Additionally, a healthy diet helps to increase energy levels, 
facilitate recovery and enhance the immune system.  But what 
about the relationship between nutrition and prostate cancer? 
Differences in diet and lifestyle may account for the variability of 
prostate cancer rates in different countries. Good nutrition also 
may reduce the incidence of prostate cancer and help reduce the 
risk of prostate cancer progression. There are many studies 
currently being conducted to understand how diet and prostate 
cancer are related. 
You can learn more about this important subject by joining us at 
7:00 pm, Wednesday, August 3, 2011, at Joel Auditorium, 
WRAMC, when Dr. Stacey L. Koff, Department of Urology, Fort 
Belvoir Hospital, presents "Nutrition and Prostate Cancer: Can Diet 
and Lifestyle Improve Your Cancer Outcomes?"  Your family 
members and friends are always welcome.  Come join us. 

 
 

DISCLAIMER:  The materials contained in this newsletter are solely the individual opinions of the 
authors.  They do not represent the views of any Department of Defense agencies.  This newslet-
ter is for informational purposes only, and should not be construed as providing health care rec-
ommendations for the individual reader.  Consult with your physician before adopting any infor-
mation contained herein for your personal health plan. 
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          PROSTATE-SPECIFIC ISSUES 

 
Discussing the sexual consequences of  
therapy during urology consultations with 
couples affected by prostate cancer. Men 
with prostate cancer are likely to experience a 
range of treatment-related side-effects includ-
ing deterioration in sexual functioning as a 
consequence of surgery, radiotherapy and 
hormone treatment. Despite the clear links 
between treatments and changes in sexual 
functioning, sexual concerns are infrequently 
discussed in clinic settings. Data indicate the 
need to use clinical consultations appropri-
ately to support both patient and partner in 
sexual recovery and rehabilitation, going be-
yond discussions of assistive technologies to 
offer psychosexual couple support.   
To explore the ways in which prostate cancer 
treatment-induced sexual changes are pre-
sented for discussion, researchers at  the 
University of Stirling, Stirling, UK, observed 
60 consultations between clinicians, patients 
and partners in prostate cancer urology clin-
ics. Sexual functioning was discussed infre-
quently in the clinic sessions. Despite the 
presence of partners in nearly half of consul-
tations, involvement of the partner tended to 
be minimal. Overall, discussions of wider 
psychosexual concerns were marginalized in 
consultations, and there were limited oppor-
tunities for couples to discuss the specific im-
pact of prostate cancer and its treatments on 
sexual functioning. Given the potential bur-
den of symptoms and side-effects, there is a 
need to include discussions of sexual recov-
ery and rehabilitation in consultations, and to 
provide opportunities to discuss the sexual 
consequences of treatment with men and 
their partners.  (Source: BJU Int. Jun 1, 2011) 
 
When is active surveillance the appropri-
ate treatment for prostate cancer?  The 
incidence of prostate cancer has increased 
dramatically worldwide during the past few 
decades in part because of increased testing 
for prostate specific antigen (PSA). The ag-
gressive use of this screening tool has resul-
ted in the identification of many localized 
prostate cancers, many of which are relatively 
low volume, low grade tumors. Older autopsy  

 
studies have documented that incidental 
prostate cancer is quite common especially in 
older men. The finasteride chemoprevention 
trial confirmed these findings. Many prostate 
cancers are not destined to progress to clini-
cally significant tumors. Several case series 
have documented the natural history of clini-
cally detected prostate cancer. The progres-
sion of disease identified by PSA testing is 
less certain. These studies uniformly show 
that many men with low grade tumors can 
survive for over two decades in the absence 
of treatment. Furthermore, randomized clini-
cal trials have shown only a modest ten year 
survival advantage for those men undergoing 
either surgery or radiation. 
As a consequence, men with low risk of dis-
ease progression may wish to consider active 
surveillance as a treatment option. To date, 
several case series have documented that 
men following an active surveillance protocol 
that includes regular PSA testing and periodic 
re-biopsy have an excellent outcome. The 
majority of these men have not demonstrated 
evidence of progression during the first de-
cade of follow-up and among those that have, 
the majority have undergone either surgery or 
radiation without compromise of their long-
term outcome. Unfortunately, until better bio-
markers become available, the outcome of 
any individual patient defies accurate predic-
tion. 
Men with newly diagnosed prostate cancer 
must weigh the risk of disease progression 
against the potential efficacy and safety of 
treatment when making a decision whether to 
consider active surveillance as an appropriate 
treatment.  (Source: University of Connecticut 
Health Center, Farmington, CT; Acta Oncol. 
2011 Jun;50 Suppl 1:120-6) 

Curative radiation therapy in prostate 
cancer.  Radiotherapy has experienced an 
extremely rapid development in recent years. 
Important improvements such as the intro-
duction of multileaf collimators and computed 
tomography (CT)-based treatment planning 
software have enabled three dimensional 
conformal external beam radiation therapy 
(3DCRT). The development of treatment 
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planning systems and technology for brachy-
therapy has been very rapid as well. 
Development of accelerators with integrated 
on-board imaging equipment and technology, 
for example, image-guided radiation therapy 
(IGRT), has further improved the precision 
with reduced margins to adjacent normal tis-
sues. This has, in turn, led to the possibility to 
administer even higher doses to the prostate 
than previously. Although radiotherapy and 
radical prostatectomy have been used for the 
last decades as curative treatment modalities,  
there still are no randomized trials published 
comparing these two options. Outcome data 
show that the two treatment modalities are 
highly comparable when used for low- and 
intermediate-risk prostate cancer. (Source: 
Depart of Oncology/Pathology, Karolinska 
University Hospital and Institutet, Stockholm, 
Sweden. Acta Oncol. June 2011; 50 Suppl 
1:98-103) 

Testosterone and prostate cancer: What 
are the risks for middle-aged men?   With 
increased recognition of the benefits of tes-
tosterone therapy for middle-aged men, there 
has been a concomitant re-examination of 
the historical fear that raising testosterone 
levels will result in more prostate cancer 
(PCa). Recent studies have failed to show 
increased risk of PCa in men with higher 
serum testosterone, and supraphysiologic 
testosterone fails to increase prostate volume 
or prostate-specific antigen in healthy men. 
This apparent paradox is explained by the 
Saturation Model, which posits a finite ca-
pacity of androgen to stimulate PCa growth. 
Some modern studies indicate no increased 
risk of PCa among men with serum testoster-
one in the therapeutic range.  (Source: Urol 
Clin North Am. 2011 May;38(2):119-24; via 
Uro Today, June 17, 2011) 

Recovery of erectile function after robotic 
prostatectomy. Several reported advantages 
of the robotic-assisted laparoscopic approach 
to the treatment of clinically localized prostate 
cancer include superior results for erectile 
function as one of the critical outcomes of 
radical prostate surgery. Researchers at the 
Department of Urology, University of Florida, 
provided a critical assessment of the evi-
dence that exists for erectile function out-
comes based on a systematic literature re-

view. They found that the low methodological 
and reporting quality of existing studies did 
not appear well-suited to guide clinical prac-
tice. A new framework of prospective investi-
gation using validated patient self-
assessment instruments would seem critical 
to the future advancement of this field.  
(Source: Urol Clin North Am. 2011 
May;38(2):95-103.;  via  Urology Today, June 
17, 2011) 

Effect of long-acting testosterone injec-
tions for treatment of hypogonadism after 
brachytherapy for prostate cancer.   Des-
pite historical concerns regarding testoster-
one replacement therapy (TRT) in any men 
with a history of prostate cancer, there is in-
creasing awareness that it is safe in selected 
patients. There has been greater acceptance 
for TRT in men following radical prostatec-
tomy than radiation therapy (RT), including 
brachytherapy (BT), since PSA monitoring is 
easier after surgery.  In a paper presented at 
the AUA 2011 conference, Morgentaler, et 
al., reported their experience using long-
lasting testosterone (T) undecanoate in 
symptomatic hypogonadal (low testosterone) 
men following BT for prostate cancer. A total 
of 116 patients were followed monthly with 
serum PSA and total T levels for the first 
three months, then every 3 months for the 
rest of the first year, every 6 months during 
the second year, and annually thereafter. 

Mean PSA at diagnosis was 6.6 ng/ml, with 
Gleason score ranging from 2+3 to 4+4. Fol-
lowing BT, baseline mean PSA was 0.65 
ng/ml and baseline mean T was 343 ng/dl. At 
a median follow-up of 9 months, all patients 
had clinical improvement in hypogonadism 
symptoms while PSA showed no significant 
variation (0.55 ng/ml). Many urologists are 
relatively hesitant to give TRT to patients with 
a history of prostate cancer treated with BT, 
especially with a relatively long-lasting T for-
mulation. Morgantaler and colleagues, how-
ever, did both for this cohort and did not have 
any patients with PSA progression at 9 
months. 

Although the indications for safe use of TRT 
in patients with a history of prostate cancer 
are expanding, it is important to communicate 
the theoretical risks with patients. The use of 



WRAMC Us TOO Newsletter                                  Page 5	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  August 2011 
 

a validated predictive nomogram for PSA re-
currence, based on a patient’s individual can-
cer characteristics, can be as useful tool for 
helping patients and physicians make in-
formed decisions together regarding TRT in 
this context.  (Source: Uro Today. June 13, 
2011) 

A large cohort study of long-term aceta-
minophen use and prostate cancer inci-
dence.   Use of aspirin and other nonster-
oidal anti-inflammatory drugs (NSAIDs), par-
ticularly long-term use, has been associated 
with modestly reduced risk of prostate cancer 
in previous epidemiologic studies. Aceta-
minophen, a commonly used pain-reliever, is 
not traditionally considered an NSAID but can 
have anti-inflammatory effects. Few studies 
have examined the association between 
long-term acetaminophen use and prostate 
cancer incidence. 

Researchers examined the association be-
tween acetaminophen use and prostate can-
cer incidence among 78,485 men in the Can-
cer Prevention Study II Nutrition Cohort. All 
models were adjusted for age, race, educa-
tion, body mass index, diabetes, NSAID use, 
and history of prostate-specific antigen (PSA) 
testing. 

During follow-up from 1992 through 2007, 
8,092 incident prostate cancer cases were 
identified. Current regular use of acetamino-
phen (≥30 pills per month) for ≥5 years was 
associated with lower risk of overall prostate 
cancer. Current regular use of less than 5 
years duration was not associated with pros-
tate cancer risk. These results suggest that 
long-term regular acetaminophen use may be 
associated with lower prostate cancer risk. If 
the association between acetaminophen use 
and lower risk of prostate cancer is con-
firmed, it could provide clues about biological 
mechanisms that are important in prostate 
carcinogenesis. (Source: Epidemiology Re-
search Program, American Cancer Society,  
Atlanta, GA; via Uro Today, June 7, 2011) 

Trends in PSA, age and prostate cancer 
detection among black and white men 
from 1990-2006 at a tertiary care center.  
Prostate cancer is the most frequently diag-
nosed malignancy in men in the United 

States, with even higher prevalence and 
death rates among black men. A recent study 
sought to compare trends in prostate-specific 
antigen (PSA), age, and prostate-cancer de-
tection among black and white men in one 
region during a 16-year period.  

This retrospective study of patient archives 
between 1990 through 2006.  Data collection 
produced 5570 patients, of whom 911 were 
black, whose records were analyzed statisti-
cally. 

During this 16-year period, mean age at the 
time of initial diagnostic prostate biopsy did 
not change in either group, despite what we 
had believed about the effects of patient edu-
cation and screening campaigns. However, 
prostate-cancer detection rates did decrease 
during the time period studied. Over time, the 
authors also observed significant decreases 
in the sensitivity and specificity of PSA as a 
screening tool. In fact, analysis of more re-
cent cases demonstrated a positive predictive 
value comparable to a coin toss. While Glea-
son scores remained relatively stable over 
time, reporting of prostate intraepithelial neo-
plasia (PIN) and inflammation increased.  

Using lower PSA thresholds, promoting 
younger screening age, and increasing ef-
forts to educate the public have not seemed 
to influence age at time of diagnostic testing, 
which may reflect other factors such as use-
fulness of screening, physician referral pat-
terns, patient compliance, and other socio-
demographic issues. The usefulness of PSA 
as a screening tool appears to be diminish-
ing.  (Source: Cancer  May 17, 2010, via Euro 
Today, July 17, 2011) 

 

 

THIS NEWSLETTER IS MADE 
POSSIBLE BY A GRANT FROM 
FERRING PHARMACEUTICALS 
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♦   TO TREAT OR NOT TO TREAT? THAT IS THE QUESTION   ♦ 
by 

DR. STEPHEN BRASSELL, MD 
Associate Director of the Center for Prostate Disease Research, WRAMC 

 
(A summary of a presentation to the WRAMC Prostate Cancer Support Group on May 4, 2011) 

 

                          INTRODUCTION 

Thanks so much for that gracious introduction and 
for having me here this evening.  Our goal tonight is 
to review some of the recent literature, especially 
regarding  some of the controversies affecting pros-
tate cancer.  In the process I trust it will help you 
make more informed treatment decisions 

.       THE PSA 

In order to understand the state of the art in prostate 
cancer therapy we must be aware of history, and 
what is prostate cancer history without knowing 
about PSA?  PSA is actually an enzyme called ser-
ine protease that acts to liquefy the semen to en-
hance sperm  motility.  It also works to dissolve the 
cervical mucus cap, thereby allowing the sperm to 
enter the uterus to facilitate fertilization. It was dis-
covered in the 1970’s but it really wasn’t used for 
prostate cancer screening until much later.  PSA is 
found not only in prostate tissue, but in other tissues 
and fluids of the body and that is important when we 
consider specificity of PSA testing.  It was approved 
by the FDA in the mid-1980’s for prostate cancer 
screening and for the evaluation of people after 
treatment with prostate cancer.  But a lingering issue 
is that the PSA test is highly sensitive, but with low 
specificity, i.e., the PSA test will detect all those in 
the tested population who have a problem, but at the 
same time, it produces a lot of false positives.  So 
clinicians have tried to improve the specificity of PSA 
by looking at PSA derivatives such as free PSA  and 
complexed PSA. These are not easy concepts to 
explain.  Suffice to say that  PSA derivatives are not 
ready for prime time, but I wanted to mention them 
because you will be hearing and reading about them 
in the future. 

BACK TO BASICS 

Let’s review some basic facts. We know that pros-
tate cancer is very common.  As you can see on this 
graph, it ranks as the leading cause of cancer in 
men. In fact, its prevalence matches that of lung and 
colon cancer combined.  Despite its prevalence, 
prostate cancer is not the leading cause of cancer 
death in men.  Lung cancer is.  Prostate cancer 
ranks second, tied with colon and rectal cancer as 

the most common causes of cancer death in men.  
Why is this the case?   

Well, something has been going on over the years.  
During the period 1975-1977, the five-year survival 
rate for a man with diagnosed prostate cancer was 
about 69 percent.  By the mid-1980’s the five-year 
survival rate had increased to 76 percent, and during 
1996-2004, the rate further improved to 99 percent. 
Nowadays, it is exceedingly rare for someone to be 
diagnosed with prostate cancer and die from it within 
five years of therapy.  In addition to the five-year 
survival rate, over the past decade we have seen a 
stage migration of prostate cancer to clinical stage 
T1C as opposed to the earlier clinical stages of T2 
or T3 prostate cancer.  Furthermore, more men are 
presenting with localized disease that is nonmetas-
tatic.  For example, the incidences of metastatic dis-
ease at the time of diagnosis has decreased from 17 
percent to 4 percent, a fourfold decrease since we 
have been tracking it, and the incidence of finding 
disease outside of the capsule has decreased by 
almost fifty percent. 

MAKING PROGRESS 

What has been going on here?  These improved 
outcomes could be due to the natural biological pro-
gression of the disease.  Or they could be due to the 
increased screening for the disease, improvements 
in technology and technique, or the better overall 
health of our patients.   A study done 2005 in Swe-
den sought to address the matter.  It was published 
in the New England Journal of Medicine in 2005.   It 
looked at  700 patients who were  randomized after 
diagnosis to either surgery or watchful waiting. It 
found that the patients who underwent surgery had a 
much lower risk of death due to prostate cancer than 
those that underwent watchful waiting. They also 
found that the surgery patients had a much lower 
death rate due to other causes than those who un-
derwent watchful waiting.  We surgeons felt pretty 
good about ourselves because we were making a 
clinical impact. Furthermore, the study showed that 
the risk of having distant metastatic disease over 
eight years was almost tenfold less and local pro-
gression also was markedly less.  So this was en-
couraging.  The Europeans emphasized that this 
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was a treatment study. The patients had already 
been diagnosed with prostate cancer and the 
searchers were looking at treatment options, and 
surgery seemed to be a good treatment.  

 SCREENING 

But how about screening?  Should we really be 
screening patients for prostate cancer and is our 
screening helping overall outcomes?  These ques-
tions led to the design of the European Randomized 
Study of Screening for Prostate Cancer or ERSPC 
trial.  The trial enrolled almost  200,000 patients in 
the age group between 50 years old and their mid 
70’s in seven European countries.  The study was 
flawed in several respects, many of them associated 
with the varying procedures within the participating 
nations.  Nevertheless, it was a good effort. It found 
that those patients in the screened arm of the trial 
had a higher incidence of cancer being diagnosed; 
they had a lower incidence of higher-stage cancer; a 
lower incidence of aggressive Gleason scores; as 
well as a 41 percent reduction in positive bone 
scans by the end of the trial.  In short, it appears that 
patients were being diagnosed earlier with more 
treatable disease or organ-confined disease.  The 
actual end point of the study was  prostate cancer-
specific deaths.  It found that at seven years the pa-
tients in the control arm had more deaths from pros-
tate cancer than the patients in the screening group, 
and the risk of dying from prostate cancer was de-
creased about 20 percent by undergoing screening.  

Regarding death from any cause, the study also 
found there wasn’t any change.  So prostate cancer-
specific death was affected by PSA  screening, but 
death from any cause was not.   This outcome trans-
lates into some interesting data.  To prevent one 
prostate cancer death, over 1,000 patients were 
screened in order to treat 48 patients. Some experts 
question whether this is a proper use of healthcare 
dollars and is it worth the risk in order to prevent one 
prostate cancer-specific death.  On the other hand, 
this screening effort  is equivalent to mammography 
screening for breast cancer and fecal occult blood 
testing for colon cancer.  Overall, the ERSPC is con-
sidered to be positive evidence that PSA screening 
does help reduce prostate cancer-specific deaths.  
There is always more to the story and one study 
does not a rule make.   

Here in the United States the Prostate, 
Lung, Colorectal, Ovarian Cancer Screening Trial 
(PLCO) was a similar study. It looked at PSA 
screening and the digital rectal exam to see the ef-
fect on prostate cancer-specific death.  There were 
some substantial differences between the ERSPC 
and the PLCO.  For example, patient enrolment was 

substantially less; there was a difference in the em-
ployed PSA cut-off value; the follow-up periods dif-
fered; and the prevalence of screening here in the 
United States complicated the comparative findings.  
The PLCO found that overall there were few pros-
tate cancer-specific deaths--only 174 out of the 
70,000 enrolled men. Unfortunately, the researchers 
relied on death certificates to judge the cause of 
death.  Death certificates often rely on generic terms 
that can mask the precise cause of death. Yet de-
spite these warts, the trial found that PSA screening 
for prostate cancer increased the incidence of detec-
tion.  It also revealed that the higher stages of pros-
tate cancer were found more in the control group 
than in the screened group, and that PSA screening 
led to less high-grade disease. The medical com-
munity felt good about that, but when it looked 
closely at the number of prostate cancer-specific 
deaths in the screening arm compared to the control 
arm, there was no difference between the two-- the 
screening and non-screened patients had similar 
rates of prostate cancer-specific deaths.  Similarly, 
when it look at deaths from any cause, it found that 
there was no difference between the two groups.  
Again, the question arose as to whether PSA 
screening is the best use of healthcare dollars.  And, 
of course, there are the attendant risks of screening-
related complications such as dizziness, bruising 
and hematoma, as well as the potential treatment-
related complications of surgery, radiation, and hor-
monal therapy.  At any rate, the PLCO will have ad-
ditional follow-up at 13 years to ascertain whether 
there will be different results.  

CHALLENGES TO PRACTICES   

The two studies cited above present certain chal-
lenges to current medical practices.  There is the 
difficulty in designing and implementing an ideal  
trial; there is the conflicting data in the research lit-
erature; physicians' attitudes have shifted from medi-
cal paternalism where the physician tells the patient 
what to do to peer to peer counseling where physi-
cians counsel patients about risks and benefits, then 
let the patients decide; legal implications may arise 
(for instance, when a physician recommends against 
PSA screening and the patient actually has prostate 
cancer); and time constraints to office visits may limit 
the physician's ability to adequately address the 
issues with the patient. Even the recommendations 
of authoritative organizations contribute to the 
confusion about PSA screening. The US Pre-
ventative Task Force states that there is insufficient 
evidence in men under 75 to assess the benefits or 
the risks of PSA screening; and certainly for patients 
over 75 they should not be screened.  In contrast, 
the American Urological Association and the Na-
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tional Comprehensive Cancer Network recommend 
PSA testing and digital rectal exams starting at age 
40.  The American Cancer Society took the middle 
ground, recommending that physicians have risk-
benefit discussions with patients starting at age 50, 
and even 45 for higher-risk men, such as men with a 
family history of prostate cancer and for African 

Americans. Currently, only about half the men over 
55 in the US are being screened.  Perhaps the on-
going PROTECT study in the UK will provide more 
definitive PSA screening guidelines. 

 

     PREVENTIVE MEASURES 

Now let's talk about efforts to prevent prostate can-
cer. WRAMC participated in the so-called SELECT 
trial and no doubt some of you were involved in it. It 
evaluated the roles of selenium and vitamin E in 
preventing prostate cancer.  The trial enrolled more 
than 35,000 men who were about 50 years old or 
older and who had a negative DRE and a PSA of 
less than 4.0.   We found that those patients in the 
vitamin E group actually an had an increased risk of 
prostate cancer. Those patients in the selenium 
group and those in the combined vitamin E/selenium 
group essentially were found to be about equivalent 
to no treatment.  So this was a negative study.  Se-
lenium and vitamin E do not prevent prostate cancer 
despite the claims of some that they promote "pros-
tate health." In fact, excessive reliance on selenium 
may result in a higher risk of type II diabetes. 

A more positive study was the  more recent 
REDUCE Trial that looked at dutasteride (Proscar) in 
reducing the risk of prostate cancer.  The trial en-
rolled over 8,000 men whose PSAs ranged between 
2.5 and 10.  They all had negative biopsies prior to 
getting into the study and they were either placed on 
dutasteride or a placebo for four years.  They un-
derwent biopsies at 24 and 48 months. There was a 
23 percent risk reduction for prostate cancer in the 
dutasteride arm that was seen as early as 24 
months.  This was a very exciting news.  We finally 
had something to help prevent prostate cancer!  
There was no increase in high grade cancer and 
dutasteride improved the diagnostic potential of 
PSA.  It also decreased a lot of the voiding symp-
toms that men have as they age. On the other hand, 
there were some minimal side effects to these 
drugs, such as erectile dysfunction, decreased 
ejaculate, and gynecomastia (breast enlargement). 

NOVEL TREATMENTS 

Here at the Center for Prostate Disease Research, 
we view prostate disease and prostate cancer as a 
continuum starting at benign prostatic hyperplasia 
(BPH) and progressing all the way to hormone-
refractory metastatic disease.  We seek to engage in 
clinical trials that can lead to treating patients at any 
stage of this process.  One of the trials that we are 
very excited about is Genprobe, a urine test that 

may provide more specificity and prognostic value 
than the PSA.   Earlier tonight, I mentioned that 
while the PSA was very  sensitive, it was not as spe-
cific as we would like.  Well, we found that this urine 
test can increase the specificity of PSA testing by 
testing for molecular markers in the urine.  It works 
like this: a patient would come in, have a digital 
rectal exam and  a prostate massage, then patient 
would provide a urine sample for analysis.  Gen-
probe can not only  improve the detection of prostate 
cancer, but it can also be used to predict adverse 
pathologic features in the prostate cancers such as 
tumor volume and extracapsular extension.  There is 
still work to be done, but we are optimistic that the 
Genprobe process will be available in the next year 
or so. 

THE ROBOTIC PROSTATECTOMY 

Many of you are familiar with the robotic prostatec-
tomy.  We have been doing it here at WRAMC for 
several years. The procedure has been widely re-
ported in the popular press, and some medical cen-
ters actually market the procedure.  Practice makes 
perfect and we have reached the point where the 
robotic prostatectomy offers equivalent, perhaps 
even better outcomes than the traditional open 
prostatectomy.  (Dr. Brassell then showed several 
slides depicting the robotic equipment)  One of the 
downsides of the robot is that  the surgeon does not 
get the tactile feedback experienced in the traditional 
procedure, but it does offer improved visualization.  
With expertise, the surgeon has certain visual cues 
to compensate for the lack of tactile feedback. The 
robotic procedure is a 3D optical system, and this is 
an advantage over traditional laparoscopy which is 
just 2D and it has less magnification.    

    PROTON BEAM THERAPY 

This radiation therapy is based on a biological  
principal called the Bragg Peak.  Protons are a bit 
heavier, and when they enter the body and hit the 
targeted tissue, they immediately get absorbed by 
that targeted tissue and their energy drops off, theo-
retically limiting the radiation scatter to the rectum 
and adjacent tissue.  This permits an increased ra-
diation dosage to kill the cancer while lessening po-
tential side effects.   This would also potentially de-
crease secondary malignancy to other tissue.  One 
of the limits of proton beam is that you cannot apply 
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focal therapy, so conventional radiation or IMRT can 
also play a role as one of the treatment modalities.  
Prostate cancer is usually multifocal, but in 10 per-
cent of patients it can be unifocal, i.e., just on one 
side of the prostate.  Conventional IMRT may allow 
us to actually apply the radiation dose to the side of 
the prostate that is affected while applying a much 
more limited radiation dose to the other side, thereby 
limiting side effects.  Proton beam therapy's theo-
retical  advantage must be balanced with the cost of 
machine.  One of these machines costs about $100-
150 million.  The per patient cost is more than dou-
ble that of conventional IMRT-about $25,000 per 
patient for IMRT and $58,000 per patient for proton 
therapy.  Furthermore, the research to date does not 
indicate any proven efficacy for proton therapy com-
pared to IMRT. Also, proton beam therapy is only 
available at relatively few sites in the US, so it is not 
always conveniently available. In this day and age of 
concern about rising healthcare costs, the cited cost 
differential is hard to overlook without a better dem-
onstrated  efficacy of proton bean therapy. Never-
theless, proton beam therapy is an exciting technol-
ogy and holds promise for the future, but it remains 
an experimental mode.  

    HIGH INTENSITY FOCUSED ULTRASOUND 

High Intensity Ultrasound (HIFU) is a truly non-
invasive procedure to treat prostate cancer.  As yet, 
HIFU remains a non-FDA approved treatment, but it 
is in clinical trial here at Walter Reed and elsewhere.  
It works like this:  The patient lies on an operating 
table and a probe is placed in the rectum.  It is simi-
lar to the  probe that is used during a prostate bi-
opsy.  The ultrasound waves are passed from the 
probe to the prostate to apply energy to destroy tis-
sue.  The ultrasound wave propagates through tis-
sue causing increased and reduced pressure cycles, 
the technical name for that is compression and rari-
fication.  And when it does so, it can apply a focal 
point of extreme heat, 80-100 Celsius, at a specified 
location in the prostate.   Thermal delivery occurs 
very quickly, occurring within one second and the 
spread of this energy is minimal, only 2 millimeters.  
There are no incisions, the only thing that needs to 
be done postoperatively is to keep a Foley catheter 
in the urethra and then a suprapubic tube in the 
bladder to assist in urine drainage.  The HIFU pro-
cedure can be done under regional anesthesia, such 
as a spinal or epidural, and the procedure is repeat-
able. This is really exciting technology.  (Dr. Brassell 
then showed a series of slides illustrating the HIFU 
procedure).   

Unfortunately, HIFU is not for everyone.  The ultra-
sound beam can be affected by intervening tissue, 

i.e., any bone or calcification encountered during the 
procedure will block or even reflect the ultrasound 
wave.  Air encountered may attenuate or interfere 
with the imaging.    And, of course, there is also the 
possibility for such documented complications as  
urinary urgency; erectile dysfunction in at least 20 
percent of patients; urinary stricture rate in 20 per-
cent of patients (slightly high as compared to our 
other contemporary treatments); and very slight po-
tential for urinary retention and rectal fistula.  

Again, HIFU is not yet FDA-approved within the 
United States.  It is approved for use by nations in 
Europe, Latin America, the Caribbean, Canada and 
the Far East.  The on-going clinical trial in the United 
States is considering HIFU as both a primary ther-
apy and a salvage therapy. We at WRAMC have 
been offering it in both the primary and salvage 
treatment modes under the FDA trial, but of late we 
offer it almost exclusively as a salvage therapy be-
cause of FDA clinical trial considerations.  WRAMC 
is the highest patient accrual center in the United 
States, enrolling over 50 percent of the patients in 
the clinical trial.  As for our outcomes as a salvage 
therapy, we are seeing impressive drops in PSA at 
the outset, but at about eighteen months of follow- 
up, we are seeing  slight rises in PSA in some pa-
tients.  We are trying to sort this out, so HIFU may 
not be quite ready for prime time.  

One final comment on HIFU.  If HIFU becomes a 
leading prostate cancer therapy,  its use may limit 
the amount of tissue available for translational re-
search for vaccine therapy and genetic correlates, 
thereby limiting potential advances in prostate can-
cer management.  Furthermore,  HIFU does not 
permit definitive pathologic staging because the 
prostate is never removed, so our ability to advise 
patients about adjuvant therapies may be affected.  
Finally, HIFU may make the pelvis inoperable for 
other diseases, such as bladder cancer and rectal 
cancer.  

FUTURE TECHNOLOGY 

Tissue change monitoring (TCM) is associated with 
HIFU. During the HIFU procedure, TCM gives the 
physician enhanced feedback via a color-coded dis-
play showing the change in tissue at the point of 
HIFU delivery.  We are hopeful that TCM will refine 
the HIFU technique and improve our HIFU out-
comes.  

THE BOTTOM LINE 

 Let's look at our five-year biochemical recurrence-
free survival for the several therapies for prostate 
cancer: radical prostatectomy, external beam radia-
tion, brachytherapy, HIFU, and cryotherapy. For our 
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low risk patients, surgery seems to provide the best 
overall results with radiation (including brachyther-
apy)  being almost equivalent.  HIFU not quite there 
yet as a primary therapy.  For intermediate risk pa-
tients, we see a slightly different picture.  Our results 
with surgery are somewhat lower, as is the case with 
radiation. Our results with HIFU have stayed about 
the same. 

CLOSING 

Finally, I want to talk about dendreon (Provenge).  
This is one of the most exciting developments in 
prostate cancer management in the recent years.  
Dendreon is immunotherapy  for patients with me-
tastatic disease who are not responding to hor-
mones.  It did extend the median survival of such 
patients by four months. And remember, these pa-
tients had very advanced disease, so four additional 
months of survival is significant.   Dendreon is the 
first vaccine to prolong survival for any type of can-
cer.  We were part of that trial here at Walter Reed.  
In fact, we have the longest surviving patient in the 
trial.  I want to thank everyone for participating in the 
trial.  It really has led to advances in the treatment of 
hormone refractory metastatic prostate cancer. So 
we will end here on that positive note and open up 
the floor to any questions. 

QUESTION:  What is the PSA level that indicates 
recurrence? 

ANSWER:  Some years ago urologists started ex-
perimenting with something called supersensitive or 
ultrasensitive PSA which carried out the reported 
PSA to three decimal points, i.e., you could actually 
have a PSA of .001.  We soon found that due to the 
issues with PSA specificity that this was much too 
sensitive.  Patients were testing positive at that 
decimal point who did not have prostate cancer or 
recurrence   At some centers such as Walter Reed  
that are involved in research, PSA is taken to the 
hundredth level (.01).  But that is only for experimen-
tation to see if we can detect clinically significant 
rises in PSA before the PSA reaches our recurrence 
threshold value which is typically 0.2 after surgery.  
As a practical matter we consider  less than 0.2 to 
be undetectable. 

PSA is also produced by other tissues in the body, 
such as the male adrenal glands.  So after surgery, 
there may be some PSA "background noise," espe-
cially with the  supersensitive PSA tests. Patients 
must be cautioned not to seek adjuvant treatments 

such as radiation after surgery when they learn of 
these oscillations.  If a patient's PSA reaches 0.2  
after surgery, urologists likely will wait until it reaches 
0.3 or 0.4 before they recommend adjuvant therapy 
to make sure that the rise is not due to the "back-
ground noise" I mentioned above.  Patients who had 
radiation as a primary therapy still have prostate tis-
sue in place. In their case, the practice is to observe 
three consecutive rises in PSA before considering 
that there has been recurrence.  

QUESTION:  I am reading that in some cases only 
part of the prostate is being treated after prostate 
cancer has been diagnosed. 

ANSWER:  At present the approved treatments for 
prostate cancer are those that treat the whole gland.  
When we do surgery, we take out the whole pros-
tate.  When we do radiation, whether it be external 
beam, brachytherapy or proton beam, we treat the 
whole prostate.  When we do HIFU, we treat the 
whole prostate.  Realizing that some men may have 
unifocal disease, there is some experimentation that 
may make it possible to treat the part of the prostate 
with the largest volume of cancer in an effort to miti-
gate side effects, but right now every standard of 
care treatment deals with the entire gland.  
 
QUESTION:  How do you differentiate between dis-
tant metastasis and local recurrence? 
 
ANSWER:   It is not easy. In the case of radical 
prostatectomy, we consider the time factor after the 
surgery.  If recurrence is detected within 18 months, 
then it is probably due to metastatic disease, per-
haps in the lymph nodes or bone.  If it is detected 
after 18 months, then it is probably a local recur-
rence.  We also take PSA doubling time into ac-
count,  and we may order bone scans and CT scans 
to help further define the situation.  So we rely on 
clinical parameters as well as radiological proc-
esses.  Even with all of that, no one can be 100 per-
cent sure of whether it is distant or local recurrence.  
We use the tools at hand to help us with our certi-
tude.  
 
 

 

 

 



	  

 
 

♦    WRAMC US TOO COUNSELORS   ♦      (As of July 31, 2011) 
 

(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 
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 
Ray Glass  Rockville, MD  (301) 460-4208   
Monroe Hatch  Clifton, VA  (703) 323-1038 
Tom Hansen  Bellevue, WA  (425) 883-4808  (Robotic Surgery) 
Bill Johnston  Berryville, VA  (540) 955-4169 
Dennis Kern  San Francisco, CA (415) 876-0524 
Steve Laabs  Fayetteville, PA  (717) 352-8028  (Laparoscopic Surgery) 
Don McFadyen  Pinehurst, NC  (910) 235-4633 
Sergio Nino  Dale City, VA  (703) 590-7452 
George Savitske  Alexandria, VA  (703) 671-5469 
Artie Shelton, MD  Olney, MD  (301) 523-4312 
Jay Tisserand  Carlisle, PA  (717) 243-3950 
Don Williford  Laurel, MD  (301) 317-6212 
 
PROSTATE CANCER AND SEXUAL FUNCTION 
James Padgett  Silver Spring, MD  (301) 622-0869 
 
RADIATION 
Leroy Beimel  Glen Burnie, MD  (410) 761-4476  (External Beam Radiation) 
Bob Bubel  Grand Junction, CO (970) 263-4974  (Proton Beam Radiation) 
Harvey Kramer  Silver Spring, MD  (301) 585-8080  (Brachytherapy) 
Bill Melton  Rockville, MD  (301) 460-4677  (External Beam Radiation) 
Joseph Rosenberg Kensington, MD  (301) 495-9821  (Brachytherapy) 
Oliver E. Vroom  Crofton, MD  (410) 721-2728  (Proton Beam Radiation) 
John Waller  Yorktown, VA  (757) 865-8732  (Brachytherapy) 
Barry Walrath  McLean, VA  (703) 442-9577  (Brachytherapy) 
 
INCONTINENCE 
Ray Walsh  Annandale, VA  (703) 425-1474 
 
HORMONAL 
"Mac" Showers  Arlington, VA  (703) 524-4857 
        
WATCHFUL WAITING 
Tom Baxter  Haymarket, VA  (703) 753-8583  
 
SPOUSE SUPPORT 
Kay Gottesman  North Bethesda, MD (301) 530-5504 
   
OTHER THERAPIES/MULTIPLE THERAPIES 
Howard Bubel  Fairfax, VA  (703) 280-5765        (Cryosurgery, Hormonal, Sexual Function) 
Arthur E. Clough  Kerryville, TX  (210) 896-8826        (Surgery and Radiation) 
Pete Collins  Mechanicsburg, PA (717) 766-6464        (Surgery, Radiation, Hormonal) 
S.L. Guille  Sumerduck, VA  (540) 439-8066        (Surgery, Radiation, Hormonal) 
Richard Leber  Chapel Hill, NC  (919) 942-3181        (Surgery, Radiation, Hormonal) 
Charles Preble  Annandale, VA  (703) 560-8852        (Cryosurgery, Hormonal, Intermittent Hormonal) 
Emerson Price  Absecon, NJ  (609) 652-7315        (Hormonal, Radiation, Cryosurgery) 
S.L. Ross  Alexandria, VA  (703) 360-3310        (Brachytherapy, Radiation, Hormonal) 
Jon Schmeiser  Aiea, HI   (571)243-8198            (Chemotherapy) 
Ken Simmons  Alexandria, VA  (703) 823-9378        (Radiation and Hormonal) 
Bill Stierman  Vienna, VA  (703) 573-0705        (Surgery and 2nd Line Hormonal-Ketoconazole) 
Ray Walsh  Annandale, VA  (703) 425-1474        (Surgery and Hormonal) 
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♦   SPEAKER   ♦ 

 
 Stacey L. Koff, MD 
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♦   TOPIC   ♦ 
 

“Nutrition and Prostate Cancer: Can Diet and Lifestyle Improve 
Your Cancer Outcomes? 

  


