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INTRODUCTION

PROSTATE CANCER IS THE MOST SECOND COMMON CANCER IN MALES IN THE UNITED
STATES. THE WIDER USE AND ACCEPTANCE OF SCREENING HAS RESULTED IN THE EARLIER
DIAGNOSIS OF PROSTATE CANCER. NEW TECHNIQUES OF RADIATION HAVE INCREASED THE TYPES
OF TREATMENT OPTIONS AVAILABLE. NEWER CHEMOTHERAPY TREATMENTS HAVE RESULTED IN
BETTER PALLIATION OF SYMPTOMATIC METASTATIC DISEASE.

OUR CURRENT NEWSLETTER WILL REVIEW THE STANDARDS OF SCREENING FOR PROSTATE
CANCER AS WELL AS SOME OF THE NEWER THERAPIES FOR TREATMENT. IN CLINICAL TRIALS
SECTION, WE HAVE PUBLISHED A LIST OF THE CURRENTLY AVAILABLE CLINICAL TRIALS AT UNION
MEemoriAaL HospiTAL. WE HAVE ALSO ADDED A SECTION LISTING CURRENT WEBSITES FOR
INFORMATION REGARDING TREATMENT OF PROSTATE CANCER.
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THE RoLE oF CHEMOTHERAPY IN THE
TREATMENT OF PrROSTATE CANCER

THE INITIAL TREATMENT OF META-
STATIC PROSTATE CANCER CONTINUES TO
BE SUPPRESSION OF TESTICULAR ANDRO-
GEN PRODUCTION. WHEN PATIENTS WITH
METASTATIC PROSTATE CANCER FAIL
ANDROGEN ABLATION, CHEMOTHERAPY
BECOMES AN OPTION FOR TREATMENT.

THE INITIAL EXPERIENCE WITH CHE-
MOTHERAPY IN THE TREATMENT OF
HORMONAL RESISTANT PROSTATE CANCER
HAD BEEN DISAPPOINTING. RESPONSE
RATES RANGED FRoM 10-20%.

AN IMPORTANT TRIAL IN THE
TREATMENT OF HORMONAL RESISTANT
PROSTATE CANCER WAS A CANADIAN
STUDY PUBLISHED IN 1996 COMPARING
MITOXANTRONE PLUS PREDNISONE AGAINST
PREDNISONE ALONE. THE STUDY SHOWED
A MODEST IMPROVEMENT IN SURVIVAL, BUT
MORE IMPORTANTLY IT SHOWED A
SIGNIFICANT IMPROVEMENT IN THE PALLIA-
TION OF SYMPTOMS (PAIN) WHEN
CHEMOTHERAPY WAS USED COMPARED TO
STEROIDS ALONE. THIS WAS ALSO
CONFIRMED BY ANOTHER RANDOMIZED
sTupy BY CALGB PUBLISHED IN 1999.

MOST RECENTLY, ANOTHER CLASS OF
DRUGS CALLED TAXANES, WHICH TARGET
THE MICRO TUBULAR NETWORK, HAVE
BEEN SHOWN TO BE EFFECTIVE IN THE
TREATMENT OF HORMONAL RESISTANT

PROSTATE CANCER. THE TAXANES IN-
CLUDE THE DRUGS TAXOL AND TAXOTERE.
THESE DRUGS HAVE BEEN USED ALONE OR
IN COMBINATION WITH ANOTHER DRUG
CALLED ESTRAMUSTINE. THEY HAVE
PRODUCED RESPONSE RATES IN THE
RANGE OF 40-60%.

WE HAVE BEEN USING THE TAXANES
IN THE TREATMENT OF METASTATIC
PROSTATE CANCER AT UNION MEMORIAL
HOSPITAL FOR THE PAST THREE YEARS.
THE DRUGS ARE GIVEN AS AN OUTPATIENT
WEEKLY, OVER ONE HOUR. MANY OF OUR
PATIENTS HAVE EXPERIENCED LITTLE TO
NO SIDE EFFECTS FROM THE TAXANES
GIVEN IN THIS MANNER. WE HAVE
OBSERVED SIGNIFICANT DROPS IN THE
PSA LEVELS AS WELL AS IMPROVEMENT IN
PAIN CONTROL. WE HAVE SEEN DURATION
OF RESPONSES RANGING FROM SIX
MONTHS TO TWO YEARS.

ALTHOUGH THE ULTIMATE VALUE OF
THESE DRUGS IN THE TREATMENT OF
PROSTATE CANCER REMAINS TO BE
COMPLETELY DEFINED, WE ARE ENCOUR-
AGED BY THE RESULTS AND WILL CONTINUE
TO MAKE AVAILABLE CLINICAL TRIALS FOR
THE USE OF CHEMOTHERAPY IN BOTH
EARLY AND LATE STAGE PROSTATE
CANCER.



WEBSsITES DEALING WITH PROSTATE CANCER

WEBSITE
NATIONAL CANCER INSTITUTE

SIGN-ON COMMENTS

THE SINGLE BEST
MAINTAINED RESOURCE FOR
PHYSICIANS AND PATIENTS

cancernet.nci.nihgov

PROSTATE CANCER INFOLINK www.comed.com/prostate/ PATIENT FRIENDLY;

EXCELLENT FIGURES

PHYSICIAN ORIENTED, LATEST
ABSTRACTS, LECTURES FROM
WORLDWIDE CANCER
RESEARCHERS

ASCO ONLINE WWW.asco0.0rg

PROSTATE PATIENT
ORGANIZED INFORMATION

US TOO WWW.ustoo.com

CAP CURE FOUNDED BY MICHAEL
MILKEN, THE LARGEST
PRIVATE ORGANIZATION
SPONSORING PROSTATE

CANCER RESEARCH

ONE INSTITUTION’S VIEW ON
TREATMENT OPTION, BUT
WELL DONE

www.capcure.org/

PROSTATE CANCER
HOMEPAGE
UNIVERSITY OF MICHIGAN

www.cancered.mich.edu/pros
tcan/prostcan.html

JOURNAL WATCH

IN EACH ISSUE OF OUR NEWSLETTER WE WILL HIGHLIGHT THOSE ONCOLOGY ARTICLES THAT APPEARED IN THE FIVE MAJOR INTERNAL MEDICINE
JOURNALS OVER THE PRECEDING MONTHS. WE HOPE THAT THIS WILL KEEP YOU ABREAST OF CHANGES THAT ARE OCCURRING IN THE FIELD.

1. HuntsmaN, DAvID, ET AL, EARLY GASTRIC CANCER IN YOUNG, 4. BacH, PETER, ET AL, THE_ INFLUENCE_OF_HOSPITAL VOLUME

ASYMPTOMATIC_CARRIERS_OF GERM-LINE_E-CADERIN_MUTA-
TIoNS, NEW ENGLAND JOURNAL OF MEDICINE, JUNE 21,
2001, NumBeRr 25 VoLuME 344 paces 1904-19009.
CONCLUSIONS: RECOMMENDS GENETIC COUNSELING AND
CONSIDERATION OF PROPHYLACTIC GASTRECTOMY IN YOUNG,
ASYMPTOMATIC CARRIERS OF GERM-LIN TRUNCATING CDH1
MUTATIONS WHO BELONG TO FAMILIES WITH HIGHLY PENETRANT
HEREDITARY DIFFUSE GASTRIC CANCER.

. SHAPIRO, C.L. ET AL, DRUG_THERAPY. SIDE_EFFECTS_OF
ADJUVANT_TREATMENT_OF BREAST_CANCER, NEw ENGLAND
JourNAL OF MEDIcINE, JUNE 28, 2001, NumBER 26
VoLumE 344

CONCLUSION: EXCELLENT REVIEW OF THE SIDE EFFECTS IN
THE ADJUVANT TREATMENT OF BREAST CANCER.

. MEERS-HEIIBOER, HANNE, ET AL, BREAST CANCER_AFTER
PROPHYLACTIC_BILATERAL_MASTECTOMY_IN_ WOMEN_WITH_A
BRCA 1 or BRCA 2 mutaTioN, NEW ENGLAND JOURNAL
oF MEebicing, JuLy 19, 2001, NumBer 3 VorLumMeE 345
PAGES 159-164.

ConcLusion: IN woven witH A BRCA 1 or BRCA 2
MUTATION, PROPHYLACTIC BILATERAL TOTAL MASTECTOMY
REDUCES THE INCIDENCE OF BREAST CANCER AT THREE YEARS
OF FOLLOW-UP.

ON_SURVIVAL_AFTER_RESECTION_FOR_LUNG_CANCER, NEw
ENGLAND JOURNAL oF MEDICINE, JuLy 19, 2001, NumMBER
3 VoLumE 345 pacEs 181-188.

CONCLUSION: PATIENTS WHO UNDERGO RESECTION FOR LUNG
CANCER AT HOSPITALS THAT PERFORM LARGE NUMBERS OF
SUCH PROCEDURES ARE LIKELY TO SURVIVE LONGER THAN
PATIENTS WHO HAVE SUCH SURGERY AT HOSPITALS WITH A LOW
VOLUME OF LUNG RESECTION PROCEDURES.

. MobaNn, BARUCH, ET AL, PARITY, ORAL_CONTRACEPTIVES

AND_THE_RISK_OF_OVARIAN_CANCER_AMONG_CARRIERS_AND
NONCARRIERS OF A BRCA 1 or BRCA 2 mutaTion, NEw
ENGLAND JOURNAL OF MEDICINE, JuLy 26, 2001, NUMBER
4 VoLuMe 345 paces 235-240.

ConcLusioN: THE RISK OF OVARIAN CANCER AMONG
CARRIERS OF ABRCA 1 or BRCA 2 MUTATION DECREASES
WITH EACH BIRTH BUT NOT WITH INCREASED DURATION OF USE
OF ORAL CONTRACEPTIVES. THESE DATA SUGGEST THAT IT IS
PREMATURE TO USE ORAL CONTRACEPTIVES FOR THE
CHEMOPREVENTION OF OVARIAN CANCER IN CARRIERS OF SUCH
MUTATIONS.

. KrEITMAN, ROBERT, ET AL, EFFicacy oF THE ANTI-CD22

RECOMBINANT _IMMUNOTOXIN_ BL22 IN_ CHEMOTHERAPY-

RESISTANT_HAIRY-CELL LEUKEMIA, NEw ENGLAND JOURNAL

oF MEebiciNE, JuLy 26, 2001, NumBer 4 VoLume 345
PAGES 241-247.

ConcLUsIONS: BL22 cAN INDUCE COMPLETE REMISSIONS IN
PATIENTS WITH HAIRY-CELL LEUKEMIA THAT IS RESISTANT TO
TREATMENT WITH PURINE ANALOGUES.



PROSTATE CANCER IS ONE OF THE
MOST COMMON CANCERS DIAGNOSED IN
THE UNITED STATES. ALTHOUGH INCI-
DENCE RATES ARE DECLINING, IT IS
ESTIMATED THAT PROSTATE CANCER WAS
DIAGNOSED IN 180,400 MEN DURING
THE YEAR 2000. IT IS THE SECOND
LEADING CAUSE OF CANCER MORTALITY IN
MEN. THE INCIDENCE OF PROSTATE
CANCER RISES RAPIDLY IN MEN AFTER THE
AGE OF 50. SINCE THE INTRODUCTION OF
DicitaL RectaL Exam (DRE) AnD
PSA SCREENING FOR THE DETECTION OF
PROSTATE CANCER, THERE HAS BEEN AN
INCREASE IN THE DIAGNOSIS OF CANCERS
THAT ARE STILL CONFINED TO THE
PROSTATE. IT APPEARS LOGICAL TO
CONCLUDE THAT THIS WOULD RESULT IN
MORE CURES AND THEREFORE REDUCED
MORTALITY FROM THE DISEASE.

THIS REASONING IS, OF COURSE,
SIMPLISTIC AND PERHAPS WHY SCREEN-
ING FOR PROSTATE CANCER IS FRAUGHT
WITH CONTROVERSY. PROPONENTS OF
SCREENING ARGUE THAT THE DETECTION
OF CANCERS EARLY RESULTS IN CURATIVE
OPTIONS AND A DECREASE IN MORTALITY.
THIS MAY BE BORNE OUT BY THE FACT
THAT EVEN THOUGH THE INCIDENCE OF
PROSTATE CANCER INCREASED MARK-
EDLY IN THE 80’sS WITH THE INTRODUC-
TION OF SCREENING, THERE WAS NOT A
CONCOMITANT INCREASE IN MORTALITY.
THEN WHY IS SCREENING NOT ROUTINELY

PrRosTATE CANCER SCREENING

RECOMMENDED BY ALL GROUPS? THE
PRIMARY REASON FOR THIS IS THAT THE
PSA TEST IS PRONE TO HIGH RATES OF
FALSE POSITIVE RESULTS. AMONG OLDER
MEN WITH BENIGN PROSTATIC HYPERTRO-
PHY, THE SPECIFICITY OF THE PSA TEST
WITH THE TRADITIONAL CUT OFF VALUE OF
4 NG/ML MAY BE AS Low AS 54%. THERE
IS ALSO THE CONCERN THAT PSA
SCREENING MAY DETECT INDOLENT
PROSTATE CANCERS THAT MAY NEVER
BECOME CLINICALLY SIGNIFICANT DURING
THE PERSON’S LIFETIME. THIS WOULD
RESULT IN UNNECESSARY MORBIDITY
FROM TREATMENT OF THESE CANCERS.

PATIENTS WHO SHOULD BE SCREENED
FOR PROSTATE CANCER:

1. SCREENING SHOULD ONLY BE
DONE IF THE LIFE EXPECTANCY IS
GREATER THAN 10 YEARS.

2. PATIENTS SHOULD BE WILLING TO
UNDERGO BIOPSIES IF THE PSA Is
ELEVATED AND ACCEPT DEFINITIVE
THERAPY IF A DIAGNOSIS OF CANCER IS
MADE.

CURRENT RECOMMENDATIONS ~ FOR
SCREENING ARE:
(AUA, ACS GUIDELINES)

1. AVERAGE RIsk PATIENTS
ANNUAL DRE AND PSA scREEN-
ING BEGINNING AT 50 YEARS OF AGE.

HiGH Risk PATIENTS

THIS CATEGORY INCLUDES AFRI-
CAN-AMERICANS AND MALES WITH A
STRONG FAMILY HISTORY OF PROSTATE
CANCER. FOR SUCH PATIENTS, ANNUAL
PSA ano DRE ARE RECOMMENDED
BEGINNING AT AGE 45.

FuTurRe DEVELOPMENTS:

SINCE THE SPECIFICITY OF THE
PSA TEST IS Low, METHODS HAVE BEEN
DEVISED TO TRY AND IMPROVE ITS
SPECIFICITY. THE PSA VELOCITY IS THE
RATE OF CHANGE IN THE PSA LEVEL. A
VALUE OF MORE THAN 0.75 NG/ML PER
YEAR IS MORE SUGGESTIVE OF PROSTATE
CANCER, BUT TO OBTAIN A REASONABLE
ESTIMATE, THESE LEVELS NEED TO BE
MEASURED THREE TIMES AT LEAST A YEAR
APART.

PSA CIRCULATES BOTH FREE AND
BOUND TO MACROMOLECULES. THE
RATIO HAS BEEN USED TO STRATIFY
CANCER RISK. A Low FREe PSA To
TOTAL PSA RATIO MAY BE MORE
SUGGESTIVE OF PROSTATE CANCER.

AsS PHYSICIANS, IT IS OUR RESPON-
SIBILITY TO MAKE ALL MEN BETWEEN THE
AGES OF 50-75 YEARS AWARE OF THE
AVAILABILITY OF SCREENING AND TO
COUNSEL THEM APPROPRIATELY.

SCREENING RECOMMENDATIONS AS PER ACS AND AUA
(American Cancer Society, American Urological Association)

Low Risk

High Risk

Yearly DRE, PSA starting at 50

Yearly DRE, PSA starting at 45




PrRosTATE BRACHYTHERAPY Now AVAILABLE
AT UNION MEMORIAL HOSPITAL

PROSTATE BRACHYTHERAPY OR
RADIOACTIVE SEED IMPLANTS HAVE
INCREASINGLY BECOME AN ACCEPTED PART
OF THE TREATMENT ARMAMENTARIUM TO
PATIENTS WITH PROSTATE CANCER. WHILE
THE CONCEPT OF IMPLANTING RADIOACTIVE
MATERIAL INTO THE PROSTATE IS A RATHER
OLD ONE, DATING BACK TO THE EARLY 20TH
CENTURY, IT HAS NOT BEEN UNTIL
RECENTLY THAT REFINEMENTS IN THE
PROCEDURE HAVE MADE IT CLINICALLY
USEFUL. THIS IMPROVEMENT HAS BEEN THE
DIRECT RESULT OF BETTER DOSIMETRY AND
HAS LED TO IMPROVED CURE RATES AND
MUCH LESS TOXICITY. THE USE OF
ULTRASOUND GUIDANCE AND PRE-PLAN-
NING OF THE IMPLANT AS PIONEERED AT
THE SEATTLE PROSTATE INSTITUTE ARE
RESPONSIBLE FOR THIS SUPERIOR OUT-
COME. PROSTATE BRACHYTHERAPY IS
USED AS BOTH MONOTHERAPY AND IN
CONJUNCTION WITH EXTERNAL BEAM
RADIOTHERAPY AND/OR ANDROGEN
SUPPRESSION DEPENDING ON CLINICAL
PARAMETERS.

BOTH THE UROLOGIST AND RADIATION
ONCOLOGIST SHARE SELECTION OF PA-
TIENTS FOR PROSTATE BRACHYTHERAPY.
PATIENTS WHO ARE IDEAL CANDIDATES FOR
MONOTHERAPY MUST HAVE ORGAN-CON-
FINED DISEASE AND PREFERABLY LOW

PSA's AND GLEASON SCORES WITH
MODERATE TO LOW VOLUME PROSTATE
GLANDS. THESE PATIENTS ARE TYPICALLY
TREATED WITH RADIOACTIVE |ODINE-125
SEEDS DESIGNED TO DELIVER 14,500
CENTIGRAY OR RAD OVER THE LIFE OF THE
IMPLANT. THE SEEDS’ RADIOACTIVITY
DECAYS IN THE PROSTATE AND ARE
PERMANENT ONCE THEY ARE PLACED IN THE
GLAND.

PATIENTS WITH LARGE GLANDS,
PSA's 10-20, AND GLEASON SCORES 7
AND ABOVE, ARE USUALLY TREATED WITH A
COMBINATION OF HORMONAL MANIPULATION
AND EXTERNAL BEAM RADIOTHERAPY. IN
THIS SETTING ANDROGEN SUPPRESSION
BEGINS 8 WEEKS PRIOR TO BEGINNING
EXTERNAL BEAM RADIATION THERAPY.
RADIOTHERAPY IS LIMITED TO 5 WEEKS
INSTEAD OF THE TYPICAL 8 WEEKS OF
TREATMENT. THESE IMPLANTS ARE PER-
FORMED WITH PALLADIUM-103, WHICH
DELIVERS THE RADIATION DOSE SOMEWHAT
MORE QUICKLY. THE DOSE OF RADIATION IS
REDUCED IN THIS SETTING TO 10,000
CENTI-GRAY OR RAD OVER THE LIFE OF THE
IMPLANT.

PATIENTS MUST BE ABLE TO UNDERGO
ANESTHESIA TO HAVE THIS PROCEDURE
(EITHER GENERAL OR SPINAL). A TREAT-
MENT PLANNING ULTRASOUND IS DONE

CLINICAL TRIALS

SEVERAL WEEKS BEFORE THE IMPLANT IS
PERFORMED. THIS ALLOWS THE RADIATION
ONCOLOGIST AND PHYSICIST TO PLAN
WHERE THE SOURCES NEED TO BE PLACED
TO DELIVER THE DOSE OF RADIATION
DESIRED AND TO AVOID CRITICAL STRUC-
TURES SUCH AS THE BLADDER AND RECTUM.
ONCE THE TREATMENT PLAN IS DETER-
MINED, THE PATIENT IS TAKEN TO THE OR
AND PLACED UNDER ANESTHESIA. THE
ULTRASOUND PROBE IS REINSERTED AND
THE PLANNING IMAGES ARE REPRODUCED.
THE NEEDLES ARE THEN PLACED DELIVER-
ING THE RADIOACTIVE SEEDS. THE ENTIRE
PROCEDURE USUALLY LASTS ABOUT 2
HOURS. PATIENTS ARE DISCHARGED TO
HOME AFTER SEVERAL HOURS IN THE
RECOVERY ROOM. SIDE EFFECTS ARE
USUALLY MINIMAL AND MOST OFTEN
INVOLVE VOIDING IMMEDIATELY AFTER THE
PROCEDURE. CATHERIZATION FOR NO
MORE THAN 24 HOURS IS RARELY NEEDED.

REsuLTs oF BRACHYTHERAPY AT 10
AND 15 YEARS ARE SIMILAR TO SURGICAL
AND EXTERNAL BEAM RADIATION THERAPY
DATA USING THE SEATTLE METHOD.
LITERATURE AND MORE INFORMATION CAN
BE OBTAINED BY CONTACTING THE UNION
MEemoriAL RabiaTioN ONncoLocy CEN-
TER AT 410-554-4400.

WE CONTINUE TO ACTIVELY SUPPORT A VARIETY OF CLINICAL TRIALS AT UNION MEMORIAL HOSPITAL. THIS CHART HIGHLIGHTS
THE GENITOURINARY PROTOCOLS WE ARE CURRENTLY INVOLVED IN.
A COMPLETE LIST OF PROTOCOLS IS AVAILABLE TO YOU BY CONTACTING THE ONCOLOGY CENTER OR DOWNLOADING THEM FROM
OUR WEBSITE. WWW.ONCOLOGYCENTER.ORG.

CuiNicaL TRIALS PrRoGrRAM AT UNION MEMORIAL HospPiTAL FOR PRoSTATE CANCER

PROSTATE s9921

ADJUVANT ANDROGEN

ACTIVE 1

DEPRIVATION VS CHEMOTHERAPY
IN HIGH RISK PROSTATE CANCER
PATIENTS FOLLOWING RADICAL
PROSTECTOMY

PROSTATE s9916

DOCETAXEL, ESTRAMUSTINE VS
MITOXANTRONE AND PREDNISONE
FOR ADVANCED HORMONE
REFRACTORY PROSTATE CANCER
PHASE THREE

ACTIVE
(NEW)

PROSTATE INTERNAL

THALIDOMIDE FOR ANDROGEN-
INDEPENDENT PROSTATE CANCER
AND RISING PSA ONLY

ACTIVE
(NEW)




