
 

Active Surveillance for Blacks vs. Whites 

Retrospective Study Shows Two Outcomes Worse, but Other 
Two Key Results Provide Reassurance, VA Study Shows 

New Prostate Cancer Staging System May Improve 
Pretreatment Prognostication 

A pretreatment, predictive staging system for nonmetastatic 
prostate cancer (PCa), based on data analysis rather than ex-
pert consensus, promises to improve on existing risk-
stratification systems, according to an international group of 
researchers. 

“For over a decade, PCa remains one of the few cancer types 
that do not routinely utilize the common stage-1-to-4 group-
ings that almost every cancer type uses to describe prognosis,” 
Dr. Daniel E. Spratt of the University of Michigan School of 
Medicine,  who worked on the study, told Reuters Health. 

“Prostate cancer,” he added, “has both national American Joint 
Committee on Cancer system (AJCC) and international Union 
for International Cancer Control (UICC) staging systems, but 
they fail to meet criteria put forth by staging committees to 
truly be valid. Furthermore, the prognostic systems we use in 
our national guidelines, e.g., National Comprehensive Cancer 
Network (NCCN) risk groups, have suboptimal performance.” 

The new analysis was published online ahead of print 
10/27/2020 in JAMA Oncology. The report included data on 
more than 19,000 men with clinical stage cT1-4 (tumor stage)-
N0-1 (no measurable lymph node involvement) - M0 (no metas-
tases) PCa treated between 1992 and 2013. 

Overall, 12,421 men underwent radical prostatectomy and the 
remaining 7,263 received radiotherapy with or without andro-
gen-deprivation therapy. Median follow-up was almost 6 years 
but more than 20% of men were followed for at least 10 years. 

(Continued on page 5) 

Black men with low-risk pros-
tate cancer (PCa) undergoing 
active surveillance (AS) had a 
significantly increased inci-
dence of disease progression 
and a higher likelihood of 
needing definitive treatment 
compared with white men, 
but did not have an in-
creased incidence of metas-
tasis or PCa-specific mortali-
ty, according to a study of 
men in the Veterans Health 
Administration (VHA) system. 

“The retrospective study of 
8,726 men in the VHA includ-
ed 2,280 black men, followed 
for a median 7.6 years, and 
showed similar rates of PCa-
specific mortality (1.1 vs. 
1.0%) for black vs. white men 
despite a more than 10% 
difference in 10-year cumula-
tive incidence of disease pro-
gression (59.9 vs. 48.3%; 
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P<0.001, a statistically sig-
nificant difference) and re-
ceipt of definitive treatment 
(54.8 vs. 41.4%; P<0.001),” 
reported Brent S. Rose, MD, 
of University of California San 
Diego Health, Moores Cancer 
Center, and colleagues. 

In their study, published 
online in JAMA, AS was de-
fined as no definitive treat-
ment within the first year of 
diagnosis and undergoing at 
least one additional surveil-
lance biopsy. The team noted 
that previous research look-
ing at AS included very few 
black men, meaning that the 
results may not have been 
generalizable to this patient 
population. 

In the new study, multivaria-
ble analysis showed that 

(Continued on page 4) 

Adjuvant ADT Best in Localized Prostate Cancer Say Pooled Data 

Two Randomized Trials Suggest Improved PFS, Lower Rates of Biochemical Recurrence  
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For men with localized pros-
tate cancer (PCa) undergoing 
radiotherapy (RT), adjuvant 
androgen deprivation thera-
py (ADT) may yield superior 
oncologic outcomes com-
pared with neoadjuvant ADT, 
pooled data from two phase 
III trials suggested. 

“In the analysis of over 1,000 
men receiving RT to the pros-
tate, progression-free surviv-
al (PFS) was significantly im-
proved in men receiving ad-
juvant ADT, with an estimat-

ed 15-year PFS rate of 36% 
vs. 29% with neoadjuvant 
ADT (Hazard Ratio [HR] 1.25, 
95% Confidence Interval [CI] 
1.07-1.47, P=0.01),” reported 
Daniel Spratt, MD, of the 
University of Michigan. 

For men with localized PCa 
undergoing RT, adjuvant an-
drogen deprivation therapy 
(ADT) may yield superior 
oncologic outcomes com-
pared with neoadjuvant ADT, 
pooled data from two phase 
III trials suggested. 

“The hypothesis of this study 
was that sequencing of ADT 

with RT – independent of 
ADT duration – will have a 
clinically meaningful impact 
on oncologic outcomes, just 
as it does in other disease 
settings,” said Spratt during 
the virtual American Society 
for Radiation Oncology 
(ASTRO) annual meeting. 

With a median follow-up of 
14.9 years, biochemical re-
currence (BCR) was lower in 
the adjuvant group, with 15-
year rates of 33 vs. 43% in 
the neoadjuvant group (HR 
1.37, 95% CI 1.12-1.68, 

(Continued on page 4) 
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Focal RT Boost in High-Risk Prostate Cancer Cuts PSA Relapse 

Rates of Biochemical Relapse Cut in Half with Boost to 95 Gy 
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comes assessed using the 
EORTC QLQ-PR25 question-
naire, GU and GI QoL were 
comparable in both groups, 
decreasing from baseline by 
12 and 5 points, respectively, 
with both returning to nor-
mal within the first year,” 
said Kerkmeijer. Among men 
not taking hormonal therapy, 
sexual activity and function-
ing were also similar be-
tween arms, decreasing by 
fewer than 5 points. 

Kerkmeijer noted that more 
than half of men in the focal-
boost group did not reach 
the target 95 Gy, as organs at 
risk were prioritized. “This is 
important in interpreting the 
toxicity results,” she said. 

“Focal boosting will become 
the new standard of care for 
RT for intermediate- and 
especially high-risk PCa,” 
Kerkmeijer said, but cau-
tioned that the FLAME trial 
used a conventional fraction-
ation scheme. “Results of 
hypofractionated focal boost 
studies should be awaited 
first before routinely imple-
menting this.” 

ASTRO discussant Alison 
Tree, MD, of the Royal 
Marsden and the Institute of 
Cancer Research in London, 
highlighted that bDFS has not 
been shown to be a surro-
gate for overall survival in 
PCa. To date, only  
metastasis-free survival has 
been proven to predict over-
all survival. 

“The endpoints that we 
should use in our trials, in my 
opinion, is not a solved prob-
lem,” she said. “It depends 
on the cost of the interven-
tion. Biochemical relapse-
free survival may be a sensi-
ble endpoint if you are look-
ing at something that doesn’t 
come with a toxicity penalty. 
Endpoints also have to be 
pragmatic. If it takes you 15 
years to find your overall sur-

vival advantage, then technol-
ogy would have moved on 
and your trial will have be-
come obsolete.” 

Tree called the 93% bDFS rate 
“remarkable” considering the 
high-risk cohort included – a 
third of men had a Gleason 
score of 8 or above and 84% 
were high risk as classified by 
the European Association of 
Urology. 

“Is this enough to change 
practice? Well certainly I think 
we’re going to be moving in 
that direction,” said Tree. 
“But as Dr. Kerkmeijer point-
ed out, this trial is only rele-
vant to conventional fraction-
ations, which most of us – 
certainly in Europe – are not 
giving any longer. 

“If you have an intervention 
like this which can improve 
bRFS with no toxicity penalty, 
I would say the bar for actual-
ly doing it is low,” she contin-
ued. “So is this a ‘no penalty’ 
way to improve bDFS? Does 
this return the PSA control 
endpoint? Let’s watch this 
space.” 

FLAME was a phase III trial 
that randomized 571 men 
with intermediate- and high-
risk PCa from 2009 to 2015 to 
either standard EBRT (77 Gy 
over 35 fractions) or EBRT 
with a focal boost up to 95 
Gy. In the boost arm, gross 
tumor volume contouring was 
performed on multiparamet-
ric MRI. Baseline characteris-
tics were well balanced, with 
82% having International Soci-
ety of Urological Pathology 
(ISUP) grade ≥2 tumors and 
two-thirds received adjuvant 
hormonal therapy. 

“Details on the primary end-
point will be presented later 
this year at the 2020 Europe-
an Society for Radiotherapy & 
Oncology (ESTRO) online con-
gress,” said Kerkmeijer. 

MedPage Today 
29 October 2020 

An integrated focal boost of 
radiation (RT) improved bio-
chemical disease-free surviv-
al (bDFS) without increasing 
toxicity in prostate cancer 
(PCa) patients with mostly 
high-risk disease, a Dutch 
randomized trial showed. 

“With a median follow-up of 
71 months, the 5-year bDFS 
rate significantly improved 
from 86% in the external-
beam RT (EBRT) arm, to 93% 
with a focal boost, meeting 
the study’s primary end-
point,” reported Linda Kerk-
meijer, MD, PhD, of Radboud 
University Medical Center 
Nijmegen, The Netherlands. 

“FLAME is the first phase III 
trial to show that focal 
boosting improves 5-year 
bDFS, with relapse rates re-
ducing from 14 to 7%,” Kerk-
meijer said during the 2020 
virtual American Society for 
Radiation Oncology (ASTRO) 
meeting. “This was achieved 
without impacting toxicity or 
quality of life (QoL). 

“Local recurrences in PCa 
most often occur at the pri-
mary tumor,” she said, “and 
while control of PSA levels 
improves with increasing 
doses of RT, EBRT trials have 
shown that whole-gland dose 
escalation increases toxicity. 
A potential solution may be 
focal-dose escalation, in-
creasing the dose to the mi-
croscopic intraprostatic le-
sion without raising the dose 
to at-risk organs.” 

In the study, no differences 
were seen in late gastrointes-
tinal (GI) grade ≥2 adverse 
events with rates of 12 and 
13% in the standard and 
dose-escalation arms. Late GI 
grade ≥3 AEs were 1% in 
each arm. Late genitourinary 
(GU) grade ≥3 AEs were ele-
vated in the dose-escalation 
arm (6 vs. 4%), but this find-
ing was not significant. 

“For patient-reported out-
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Doc Moyad’s What Works & What is Worthless Column – Also Known as “No Bogus Science” Column 

“Kiwi Rules?!”  

Mark A. Moyad, MD, MPH, University of Michigan Medical Center, Department of Urology 

Editor’s Note: Us TOO invites certain physicians and others to provide information and commentary for the Hot SHEET to enrich its content to 
empower the reader. This column contains the opinions and thoughts of its author and are not necessarily those of Us TOO International. 

beautiful dark seeds. You 
take a tiny spoon and start 
scooping out the fleshy fruit 
and it is yummy time! Some 
folks get really adventurous 
and consume the skin for 
even more fiber and nutri-
ents. There is so much beau-
ty in such a small space. But 
wait, there is more!   

I know I sound like a bad 
commercial trying to sell you 
a bunch of exotic steak 
knives. Kiwi contains a tiny 
bit of serotonin!4,5 You know, 
the happy mood and sleep 
compound or neurotrans-
mitter! Now, I cannot prom-
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I love Kiwi! Yeah, I said it, and 
I will say it once again…”I 
LOVE KIWI!” I am not kid-
ding, and I am not just talking 
about my love for my New 
Zealand sisters and brothers, 
but also my love for this 
amazing fruit. Like last 
month, I’m talking about 
another unsung hero of the 
nutrition world. Yeah, I could 
talk about a lot of other 
things, but at the end of the 
year, we need to reflect on 
some of the dietary blessings 
in life, including the humble, 
tiny, yet formidable, kiwi. It is 
super low in calories (40 cal-
ories per kiwi), and it is 
starting to get the attention 
it has deserved for some 
time. Past and recent clinical 
studies continue to suggest it 
could even prevent constipa-
tion with minimal-to-no side 
effects, compared to other 
products that get all the 
commercials on TV.1-3   

Over-the-counter high-
profile fiber powders, pills, 
capsules, and wafers are 
costly. But more importantly, 
they cause some folks to rely 
on them as a fiber source 
without countless other 
healthy nutrients (aka 
“nutrient dense/diverse” 
food-based sources). For 
example, each Kiwi contains 
2-3 grams of beautiful die-
tary (dare I use the word 
“natural” – ok I just did) fiber 
in such a small low-calorie 
space. Kiwi contains approxi-
mately 100% of the RDA 
(recommended daily allow-
ance) of vitamin C, and it is 
loaded with potassium and 
little sodium. Tell me more!   

Okay, I will! I like the kiwi 
because it can easily fit in the 
palm of your hand and, when 
cut in half, reveals that rich 
hue (green, or actually gold 
in another type) along with 

ise that you will eat this fruit 
and become happier and 
sleep better, but it is a nice 
bonus, and some studies do 
suggest it may improve your 
sleep, thus your mood a bit 
more. If kiwi were a pill, most 
folks would consider buying 
some right now, and that is 
actually my point here… it is 
an amazing gift from nature 
and all you have to do is 
open this present to enjoy 
the inside. Now, you know 
why KIWI RULES, which is 
just ‘young-person’ vernacu-
lar suggesting something is 
“awesome” and worth an 

immediate try! I can see the 
commercial now…”Kiwi the 
movie”…”coming to a spoon 
near you!” 
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Evaluation of Fall and Fracture Risk Among Men with Prostate Cancer Treated 
with Androgen Receptor Inhibitors, a Systematic Review and Meta-analysis 

Myint ZW, Momo H, Otto DE, et al. 

JAMA Netw Open. 2020; 3(11): e2025826 

Importance: A high incidence 
of fall and fracture in a sub-
set of men treated with an-
drogen receptor inhibitors 
(ARIs) has been reported, 
although the relative risk 
(RR) of fall and fracture for 
men who receive ARI treat-
ment is unknown. 

Objective: To evaluate 
whether treatment with ARIs 
is associated with an elevat-
ed relative risk for fall and 
fracture in men with prostate 
cancer (PCa). 

Data Sources: Cochrane, 
Scopus, and MedlinePlus 
were searched from incep-
tion through August 2019. 

Study Selection: Randomized 
clinical trials comparing men 
with PCa treated with any 
ARI or placebo. 

Data Extraction and Synthe-
sis: Two independent review-
ers used a standardized data 
extraction and quality assess-
ment form. A mixed effects 
model was used to estimate 
the effects of ARI on RR, with 

included studies treated as 
random effects and study 
groups treated as fixed 
effects in the pooled analysis. 
Sample size for each study 
was used to weight the 
mixed model. Statistical anal-
ysis was performed from 
August to October 2019. 

Main Outcome Measures:  
The primary outcome was RR 
of fall and fractures for men 
receiving ARI treatment. 

Results: Eleven studies met 
this study’s inclusion criteria. 
The total population was 
11,382 men (median [range] 
age: 72 [43-97] years), with 
6,536 in the ARI group and 
4,846 in the control group. 
Participants in the ARI group 
could have received enzalu-
tamide, apalutamide, or da-
rolutamide in combination 
with androgen deprivation 
therapy or other enzalutam-
ide combinations; men in the 
control group could have 
received placebo, bicalutam-
ide, or abiraterone. The re-
ported incidence of fall was 

525 (8%) in the ARI group 
and 221 (5%) in the control 
group. The incidence of frac-
ture was 242 (4%) in the ARI 
group and 107 (2%) in the 
control group. Use of an ARI 
was associated with a statis-
tically significant increased 
risk of falls and fractures: all-
grade falls (RR, 1.8; 95% con-
fidence interval [CI], 1.42-
2.24; P <0.001); grade 3 or 
greater fall (RR, 1.6; 95% CI, 
1.27-2.08; P <0.001); all-
grade fracture (RR, 1.59; 95% 
CI, 1.35-1.89; P <0.001), and 
likely grade 3 or greater frac-
ture (RR, 1.71; 95% CI, 1.12-
2.63; P = 0.01). 

Conclusions and Relevance:  
ARI use was associated with 
increased falls and fractures 
in men with PCa as assessed 
by a retrospective systematic 
review and meta-analysis. 
Additional studies are need-
ed to identify and under-
stand potential mechanisms 
and develop strategies to 
decrease falls and fractures 
associated with ARI use. 
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Adjuvant ADT in Localized PCa (Continued from page 1) 

unlike what we have seen in 
the adjuvant setting,” he 
said. “When men are re-
ferred to us with an already-
started ADT regimen, it poses 
a challenge to determine the 
optimal total overall duration 
of that therapy.” 

But Berlin also cautioned 
that the takeaway message 
should not be to avoid neo-
adjuvant ADT. 

“In fact, most studies explor-
ing the use of adjuvant hor-
monal therapy have had a 
component of neoadjuvant 
treatment,” he said. “What I 
think is relevant here is that, 
in the future, we should 
move beyond exploring sole-
ly the RT local treatment 
effect because there are im-
pacts of what we do before, 
during, and after treatment, 
and this seems to be a dy-
namic field.” 

The pooled analysis from 
Spratt and colleagues used 
patient-level data from two 
randomized trials – Ottawa 
0101 and RTOG 9413 – to 
compare use of prostate-only 
RT plus ADT delivered either 
in the concurrent/
neoadjuvant setting (n=531) 
or concurrent/adjuvant 
setting (n=534). All patients 
in Ottawa 0101 were includ-
ed, while in RTOG 9413, 
those in the whole-pelvis 
arm RT were excluded to 
“harmonize” the datasets. 

Men had a median age of 70 
years. Median PSA was 14.1 
ng/mL, with more than a 
third with a PSA >20 ng/mL. 
A majority (58%) of men had 
Gleason score 7 tumors, 25% 
had a score <7, and 17% had 
a score of 8-10. For tumor 
stage, 42% had T1-T2a tu-
mors, 38% had T2b-T2c, and 
20% had T3-T4 tumors. 

Presented at 2020 Annual  
ASTRO meeting, Abstract 32 

MedPage Today 
30 October 2020 
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P=0.002), and point esti-
mates for secondary end-
points favored adjuvant ADT: 

▪ Distant metastasis: HR 
1.40, 95% CI 1.00-1.95 

▪ Metastasis-free survival: 
HR 1.17, 95% CI 1.00-1.37 

▪ Prostate cancer-specific 
mortality (PCSM): HR 1.29, 
95% CI 0.95-1.75 

▪ Overall survival (OS): HR 
1.11, 95% CI 0.95-1.30 

“Late grade ≥3 genitourinary 
toxicity was no different be-
tween the 2 groups, with a 
cumulative incidence of 5% 
in each. For late grade ≥3 
gastrointestinal toxicity, 15-
year rates were 3% with neo-
adjuvant ADT and 2% with 
adjuvant treatment. There 
was also no difference in 
patient-reported quality of 
life,” said Spratt. 

“We believe this analysis 
currently serves as the high-
est level evidence to support 
the importance of sequenc-
ing ADT with RT,” he said. 

Spratt pointed out that nu-
merous trials testing differ-
ent durations of neoadjuvant 
ADT have failed to show im-
provements in metastasis, 
PCSM, or OS. “But when you 
look at trials that either used 
adjuvant ADT, or those ex-
tending the duration of adju-
vant ADT, all of them were 
positive for either metasta-
sis, PCSM, or OS,” he said. 

ASTRO discussant Alejandro 
Berlin, MD, MSc, of Princess 
Margaret Cancer Centre in 
Toronto, called the study 
“thought-provoking” and 
said it resurfaces the 
longstanding need “to better 
understand the biological 
underpinnings” behind the 
improved outcomes seen in 
PCa patients treated with 
ADT and RT. 

“It’s important to remember 
that studies exploring differ-
ent durations of neoadjuvant 
ADT have not shown benefit 
of extending its duration, 

black men with PCa were 
about 30% more likely to 
have disease progression 
(subdistribution hazard ratio 
[SHR] 1.3, 95% Confidence 
Interval [CI] 1.2-1.4, P<0.001) 
and receive definitive treat-
ment (SHR 1.3, 95% CI 1.2-
1.4, P<0.001) compared with 
white men. 

Despite this increased risk, 
however, the rates of meta-
static disease were similar 
between the 2 groups: cumu-
lative incidence at 10 years 
of 1.5% for black men and 
1.4% for white men. Addi-
tionally, PCa-specific and all-
cause mortality rates were 
similar between the 2 patient 
populations, with Black men 
having no increased risk on 
multivariable competing risk 
regression analyses, the re-
searchers reported. 

They cautioned, though, that 
longer-term follow-up is 
needed to better assess the 
mortality risk. 

“Hopefully, these results 
encourage African American 
men with low-risk PCa to 
consider AS,” Rose said. 
“Additionally, these findings 
may support higher rates of 
PSA screening and early de-
tection if men know that 
they may not need treat-
ment if they find a low-risk 
cancer. This will help us to 
identify the aggressive can-
cers that do need to be treat-
ed in order to reduce the 
disparity in PCa outcomes for 
African American men.” 

Writing in an accompanying 
editorial, Xinglei Shen, MD, 
MS, of the University of Kan-
sas Medical Center in Kansas 
City, and colleagues acknowl-
edged the dearth of data 
about whether AS – the use 
of which is increasing, they 
note – is as safe for black PCa 
patients as it is for white 
men with the disease. 

“This is because prior studies 
have shown that among 

black patients, compared 
with white patients, the on-
set of PCa is earlier and tu-
mor volumes are greater 
even among men with low-
risk disease,” the editorialists 
wrote. “Further, existing data 
show that black patients with 
low-risk PCa who underwent 
radical prostatectomy were 
more likely to harbor more 
aggressive disease on surgi-
cal pathology compared with 
white patients.” 

“Because black patients have 
more biologically aggressive 
PCa and higher progression 
rates during AS compared 
with white men, there is a 
greater need for black men in 
the general population to 
have access to high-quality 
and timely care to avoid de-
lays in diagnosing cancer 
progression and receiving 
definitive treatment,” the 
editorialists emphasized. 

“Indeed,” Rose said, “it will 
be important that black men 
who decide to undergo AS 
receive the frequent PSA 
testing, repeat biopsies and, 
in some cases, imaging that 
is required. Barriers that pre-
vent African American men 
from receiving appropriate 
surveillance could put them 
at risk for missing the early 
signs of progression and de-
lay treatment in those that 
need it.” 

“Additionally,” Shen and col-
leagues wrote, “how well AS 
is being implemented into 
routine practice – for all  
men – has not been well 
studied. In the study by Rose 
and colleagues, all men had 
undergone at least one sur-

(Continued on page 8) 
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Among factors considered 
when developing the scoring 
system were age, T category, 
N category, Gleason grade, 
pretreatment serum PSA 
level, and proportion of posi-
tive core biopsies. 

The system performed well 
across validation cohorts. In 
one validation set, predicted 
10-year PCa-specific mortali-
ty ranged from 0.3% to 
40.0%. The 10-year C index 
of the Score staging system 
(0.796) exceeded that of the 
AJCC 8th edition (0.757) – [1.0 
is 100% correlation].  

This improved performance 
was evident across age, race, 
and treatment subgroups. In 
a second validation set, the 
Score system also showed 
superior performance  

“Thus, an international con-
sortium of over 60 practices 
created the first staging sys-
tem for PCa that not only is 
valid and meets all criteria to 
be used as a formal staging 
system, but it outperforms 
NCCN risk groups, Cancer of 
the Prostate Risk Assessment 
(CAPRA), and the expert 
opinion derived AJCC 8th edi-
tion of staging. This will help 
physicians better communi-
cate and personalize their 
treatment recommenda-
tions” concluded Dr. Spratt. 

Dr. Yaw A. Nyame of the Uni-
versity of Washington, co-
author of an accompanying 
editorial, told Reuters Health, 
“The strength of this study is 
that it provides an easy-to-
use clinical decision aid that 
was developed using con-
temporary data and evalu-
ates a meaningful clinical 
endpoint in death from PCa.” 

Reuters Health  
02 November 2020 

New Staging System 

(Continued from page 1) 
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that will impact the guide-
lines. We need to tailor the 
surgery towards the patient, 
rather than applying one 
surgery to every patient.” 

Dr. Ali Zhumkhawala, a uro-
logic oncology surgeon at 
City of Hope in Duarte, CA 
commented, “Many studies 
have shown the importance 
of preserving or recon-
structing anterior support in 
post-operative continence. 
The ‘hood’ technique ap-
pears to be a feasible modifi-
cation on more traditional 
techniques with low compli-
cation rates and low positive 
margin rates.” 

That said, like Dr. Tewari, he 
noted that while the tech-
nique is “very promising,” 
comparative studies are 
needed. “In addition,” he 
said, “surgeons with less ex-
perience may not see the 
continence rates and low 
positive margin rates pre-
sented by Dr. Tewari’s 
group.” 

Reuters Health Information 
27 October 2020 

The “hood” technique for 
robot-assisted radical prosta-
tectomy (RARP) returned 
continence within 4 months, 
without compromising surgi-
cal margins, in a single-
center, single-surgeon study. 

“The clinical findings show 
that early urinary continence 
is possible and the novel 
hood technique helped to 
speed up this process,” Dr. 
Ashutosh (Ash) Tewari of the 
Icahn School of Medicine at 
Mount Sinai in New York City 
told Reuters Health by email.  

“Ninety-five percent of men 
were able to achieve urinary 
continence within days to a 
week rather than waiting 
weeks when the more stand-
ard technique is used. 

“Hundreds of thousands of 
men have undergone one or 
another transperineal anteri-
or RP technique, so most 
surgeons are already familiar 
with this approach,” he said. 
“The hood technique was a 
minimalistic change in an 
existing and familiar ap-
proach for many surgeons.” 

After RP, the new technique 
preserves tissues that to-
gether have the appearance 
of a hood – namely, “the 
detrusor apron, arcus 
tendineus, puboprostatic 
ligament, anterior vessels, 
and some fibers of the detru-
sor muscle,” Dr. Tewari ex-
plained. The strategy “spared 
musculofascial structures 
anterior to the urethral 
sphincter complex, with early 
return of continence after 
surgery without compromis-
ing surgical margins.” 

As reported in European 
Urology, the researchers 
studied outcomes of 300 
men (median age, 64) treat-
ed by Dr. Tewari using the 
RARP hood technique from 
2018-2019. Fifty-one percent 
had stage T1 cancer; 35% 
had T2; and 14% had T3. 

Catheter removal was per-
formed on post-op day 7. 
The continence rate – de-
fined as completely pad-free 
at 1, 2, 4, 6, 12, 24, and 48 
weeks after catheter removal 
were 21, 36, 83, 88, 91, 94, 
and 95%, respectively. 

Fourteen men (5%) were not 
continent at the end of 1-
year follow-up: 9 were occa-
sional using 1 pad per day 
(PPD); 3 were using 2 PPDs; 
and one was using 4 PPDs. 

The overall positive surgical 
margin rate was 6%. 

Thirty men (9.7%) experi-
enced complications after 
RARP: 17 (5.7%) had Clavien-
Dindo grade I complications; 
11 (3.6%), grade II; and 1 
(0.4%), grade III. 

Despite the technique’s suc-
cess, “guidelines should not 
be changed as comparative 
trials are still needed,” Dr. 
Tewari said. “This is not the 
only technical refinement 
happening in this field. There 
are, and will be, many other 
approaches and techniques 

Hood Technique Can Facilitate Swift Return to Urinary Continence  
After Radical Prostatectomy 
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The Clinical Significance of Multiple Negative Sur-
veillance Prostate Biopsies for Men on Active Sur-
veillance – Does Cancer Vanish or Simply Hide? 

Chu CE, Cowan JE, Fasulo V, et al. 

J Urol. 17 November 2020; E-Pub ahead of print 

Purpose: Men with low-risk 
prostate cancer (PCa) on 
active surveillance (AS) un-
dergo multiple prostate biop-
sies over time. The long-term 
clinical significance of con-
secutively negative biopsies 
is not known. 

Materials and Methods: 
Men with low-risk PCa pro-
spectively enrolled in an AS 
database with at least 4 biop-
sies were included in the 
study. Exposure variables 
were 0, 1 or 2 consecutively 
negative biopsies after diag-
nosis. Other variables includ-
ed age, PSA, PSA density, 
Gleason grade group, per-

cent positive cores and mag-
netic resonance imaging 
(MRI) findings. Outcome vari-
ables were the detection of 
any cancer at fourth biopsy 
and active treatment. 

Results: A total of 514 men 
were included, with 112 
(22%) men having 1 negative 
biopsy and 78 (15%) with 
consecutively negative biop-
sies. Median PSA density was 

(Continued on page 8) 
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Goal: 

The goal of this study was to 
evaluate radiotherapy (RT) to 
bone metastases followed by 
ipilimumab or placebo in 
men with metastatic castra-
tion-resistant prostate can-
cer (mCRPC) who had re-
ceived previous docetaxel. 

Question Addressed: 

Did long-term follow-up 
show that men with mCRPC 
survive longer with RT plus 
ipilimumab vs. placebo? 

Synopsis and Perspective: 

Although immune checkpoint 
inhibitors have shown lim-
ited clinical benefit in pros-
tate cancer (PCa) PCa treat-
ment, the reality is that these 
agents appear to work best 
against so-called “hot” tu-
mors, i.e., cancers invaded by 
T cells, which often have a 
high mutational load. 

PCa is regarded as an immu-
nologically “cold” tumor, but 
emerging evidence indicates 
that a subset of cold tumors 
could be converted into hot 
tumors. Final results from a 
randomized phase III trial 
were recently published 
online in European Urology 
comparing RT for bone me-
tastases plus ipilimumab or 
placebo in men who had al-
ready received docetaxel 
treatment for mCRPC.  

The primary analysis, con-
ducted after a median  
follow-up of 9-10 months, 
showed a median overall 
survival (OS) of 10-11 months 
in the 2 treatment arms, as 
opposed to a hypothesized 5-
month improvement with 
the addition of ipilimumab 
(15 vs. 10 months). Progres-
sion-free survival (PFS) and 
response were significantly 
higher in the ipilimumab 
arm. 

Although OS was not im-
proved in the initial analysis, 

the current intent-to-treat 
analysis with long-term fol-
low-up showed a 2-3 fold 
improvement at 2, 3, 4, and 5 
years in the ipilimumab arm. 
A piecewise hazard model 
showed a changing survival 
hazard ratio (HR) over time in 
favor of ipilimumab, ranging 
from 1.49 at 0 to 5 months to 
0.66 beyond 12 months. 

“Long-term analyses of sur-
vival are rarely reported in 
mCRPC studies, although this 
is of even greater importance 
for immunotherapy trials, 
because a delayed effect on 
the immune system is ex-
pected,” wrote Karim Fizazi, 
MD, of Gustave Roussy Insti-
tute in Villejuif, France, and 
colleagues. “This global study 
was the first phase III trial 
testing ipilimumab in men 
with mCRPC that included 
long-term follow-up and the 
primary endpoint of OS was 
not improved at the initial 
analysis.” 

The trial enrolled almost 800 
men from 2009 to 2012 – a 
notable period of time when 
there was a dearth of effec-
tive treatments for mCRPC, 
except for docetaxel. 

Initially, there was no signifi-
cant improvement in OS in 
the 399 men randomized to 
RT followed by ipilimumab 
compared with the 400 men 
randomized to placebo (HR 
0.85, 95% Confidence Inter-
val [CI] 0.72-1.00, P=0.053). 
However, Kaplan-Meier anal-
ysis of OS showed crossing of 
the curves at 7-8 months, 
followed by persistent sepa-
ration of the curves, favoring 
the ipilimumab arm beyond 
that point. 

While the 1-year OS rate did 
not differ significantly be-
tween men receiving ipili-
mumab vs. placebo (47 vs. 
41%), the between-group 
differences became signifi-
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Could Ipilimumab Have Benefit in Metastatic Prostate Cancer After All? 

Long-Term Analysis of Post-Radiotherapy Data Suggests the Answer is Yes 

Karin Fizazi, Charles G. Drake, et al. 

cant thereafter: 

▪ 2 years: 25 vs. 17% (8.6-
point absolute difference, 
95% Confidence Interval 
[CI] 3.0-14) 

▪ 3 years: 15 vs. 7.9% (7.4, 
95% CI 3.0-12.0) 

▪ 4 years: 10 vs. 3.3% (6.8, 
95% CI 3.4-10) 

▪ 5 years: 7.9 vs. 2.7% (5.2, 
95% CI 2.1-8.3) 

Seven men died due to study 
drug toxicity in the ipili-
mumab arm compared to 1 
man in the placebo arm. 
Overall, the safety profile for 
ipilimumab was similar to 
that reported previously, 
with immune-related ad-
verse events most commonly 
occurring in the gastrointesti-
nal tract and skin, and in the 
liver and endocrine organs to 
a lesser extent. The research-
ers did not identify any long-
term safety signals. 

Study limitations included 
the use of subsequent thera-
py beyond the primary analy-
sis cutoff in 41% of ipili-
mumab-treated men vs. 47% 
of placebo-treated men. 

Study Highlights and Expla-
nation of Findings: 

Long-term results of a ran-
domized phase III trial show 
that OS was improved with 
RT for bone metastases fol-
lowed by ipilimumab com-
pared with placebo in men 
with mCRPC who had previ-
ously received docetaxel. 

Fizazi and team emphasized 
that the data were collected 
after the primary OS analysis 
and should therefore be con-
sidered hypothesis gener-
ating, rather than definitive. 

They noted that patients in 
the ipilimumab arm initially 
had worse outcomes in the 
first 7 months of treatment. 
Following crossover of the 
Kaplan-Meier survival curves, 

the ipilimumab group ap-
peared to have improved OS 
compared with the placebo 
group. 

“Of note, hyperprogression 
of cancer has been described 
with these immunotherapies, 
and they may explain this 
phenomenon, at least in 
part,” the researchers wrote. 
Another possible explanation 
was an excess of side effects 
noted in the ipilimumab arm 
during the initial weeks of 
the trial that might have 
been associated with the 
excess of early deaths in this 
arm. 

“Finally, it is plausible that 
men with more indolent can-
cers and those with a lower 
burden of cancer may also be 
more sensitive to immuno-
therapy, which may account 
for the delayed effect on 
survival,” they added. 

In an accompanying editorial, 
Russell Pachynski, MD, of the 
Washington University 
School of Medicine in St. 
Louis, noted the observed 
disconnect between PFS and 
OS seen in several immuno-
therapy trials might be due 
to complex reasons, includ-
ing issues of drug-mediated 
toxicity and delayed onset 
and/or effect of antitumor 
responses in the setting of 
progressive disease. 

Pachynski said that the initial 
(Continued on page 8) 
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very safely to precise areas 
of the body with a small 
number of treatments. “This 
has obvious advantages over 
conventional RT,” she noted, 
“and may be especially an 
advantage now in the midst 
of the COVID pandemic, as it 
reduces the risk [for viral 
exposure] to patients and 
hospital personnel. 

“With this study, the addi-
tional resources and expense 
involved in offering SBRT in 
comparison with convention-
al RT appear to be justified,” 
Yom said. “The increased 
dose that was given in only 2 
fractions of SBRT produced 
results that allowed signifi-
cantly more patients to 
achieve complete pain relief 
than patients who got con-
ventional treatment with 5 
fractions to the same site,” 
Yom reaffirmed. 

“And the complete resolu-
tion rate of the spinal tumors 
at 6 months was also superi-
or with SBRT, so the oncolog-
ic benefits with SBRT vs. con-
ventional RT are also better,” 
she said. Yom also felt that 
the QoL surveys that were 
filled out by patients during 
the study – not reported dur-
ing the press briefing, but 
alluded to by Sahgal during 
his interview with Medscape 
Medical News – were also 
quite revealing. 

“It’s easy to dismiss any 
difference between 2 and 5 
treatments as not being sig-
nificant, but there was a real 
quantifiable difference be-
tween 2 and 5 treatments in 
terms of patients’ QoL,” she 
noted. 

“So being able to have fewer 
treatments is significant to 
patients, and that signifi-
cance buttresses this study’s 
importance,” she said. 

Presented at the ASTRO 2020 
Annual Meeting, Abstract LBA-2, 
on 26 October 2020 

Medscape Medical News  
29 October 2020 

However, there was no 
difference between treat-
ment groups in either radia-
tion site-specific progression 
free survival (PFS) or overall 
survival (OS). After 3 months, 
92 and 86% of patients in the 
SBRT and conventional RT 
arms, respectively, were can-
cer free at the treated site, 
and at 6 months, 75 and 
69%, respectively, were can-
cer free at the treated site. 

As for adverse events, 17% of 
patients who received con-
ventional palliative RT devel-
oped a vertebral compres-
sion fracture following treat-
ment, compared with 11% of 
SBRT-treated patients, but 
the risk for adverse events of 
grade 2 or higher was essen-
tially the same in both treat-
ment arms. 

Importantly, those treated 
with SBRT reported a better 
quality of life (QoL) than 
those treated with conven-
tional RT. “Patients are deal-
ing with metastatic disease. 
Now they have to come to 
the hospital for another 
treatment, and the financial 
burden of coming to the hos-
pital is not inconsiderable,” 
Sahgal said. 

“So patients appreciate few-
er treatment sessions and, 
even if it costs our depart-
ment more, because treat-
ment with SBRT needs so 
much more planning and 
resources, we are helping 
our patients financially, and 
this will push our depart-
ments to say, even if it costs 
more to do, SBRT is better 
for our patients,” he said. 

Special Advantage 

Commenting on the study, 
session moderator Sue Yom, 
MD, PhD, professor of radia-
tion oncology, otolaryngolo-
gy-head and neck surgery, 
University of California, San 
Francisco, reminded the 
press that with SBRT, very 
high doses can be delivered 

A 2-day course of high-dose 
stereotactic body radiothera-
py (SBRT) doubles the com-
plete pain response for pa-
tients with painful spinal me-
tastases vs. conventional 
palliative RT. It is also safe 
and non-destabilizing, con-
clude researchers reporting a 
phase 3 Canadian trial. 

“Conventional RT has histori-
cally not achieved high rates 
of complete response to pain 
or long-term local control,” 
commented lead author Ar-
jun Sahgal, MD. “So many 
years ago, we started build-
ing on the idea of using high-
dose SBRT for the spine.” 

Sahgal, who is professor and 
deputy chief of radiation 
oncology at Sunnybrook 
Health Sciences Center, the 
University of Toronto, Ontar-
io, Canada, explained that his 
team devised a plan to use 
SBRT with 24 Gy in 2 frac-
tions. This involves only 2 
consecutive treatments, 
which is very convenient for 
patients. Conventional RT 
requires 5 or more sessions. 

“Now we have shown a dou-
bling of the complete re-
sponse rate to pain at 3 and 
6 months compared with 
conventional palliative RT, 
and patients appreciate few-
er treatment sessions, too, 
so we are helping our pa-
tients financially,” Sahgal told 
Medscape Medical News. 

He presented the new results 
during the 2020 virtual annu-
al meeting of the American 
Society for Radiation Oncolo-
gy (ASTRO). 

Patients enrolled in this trial 
had de novo (recent onset) 
painful spinal metastases 
with metastatic involvement 
in 3 or fewer consecutive 
spinal segments arising from 
a primary tumor causing pain 
that was scored at least 2 on 
the Brief Pain Inventory. 

“The median baseline worst 
pain score was 5 in a range of 

2 to 10. The median total 
spinal instability and neo-
plasia score (SINS) was 7 in a 
range of 3 to 12,” Sahgal not-
ed. “The primary endpoint 
was complete pain response 
rate at 3 months,” Sahgal 
told a press briefing held 
within the context of the 
virtual meeting. 

Patients were randomly as-
signed to receive either SBRT 
with 24 Gy delivered in 2 
fractions over 2 consecutive 
days or conventional pallia-
tive RT with 20 Gy delivered 
in 5 fractions. 

“The trial was launched as a 
phase 2 study initially, but 
once investigators could 
demonstrate that patient 
accrual was possible, they 
converted the trial into a 
phase 3 study,” Sahgal not-
ed. 

A total of 114 and 115 pa-
tients were enrolled in the 
SBRT and conventional RT 
arms, respectively. All were 
included in the intent-to-
treat analysis. “We found 
that at 3 months, the com-
plete response rate was 35 
vs. 14% in the SBRT and con-
ventional RT arms, and the 
difference was statistically 
significant,” Sahgal reported. 

The complete response rate 
was sustained at 6 months. It 
remained at 32% in the SBRT 
arm and 16% in the conven-
tional RT arm. There was also 
a reduction in the total SINS 
score at 6 months that fa-
vored the SBRT arm. 

Adjusted for age, sex, perfor-
mance status, primary can-
cer, and total baseline SINS, 
SBRT was almost 3.5-fold 
more likely to result in a 
complete pain response rate 
at 3 months and was about 
2.5-fold more likely to yield 
the same response at 6 
months compared with con-
ventional RT – “which was 
highly significant at both 
endpoints,” Sahgal noted. 

SBRT Doubles Pain Response Over Usual RT in Spinal Metastases  
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Comparing Active Surveillance for Blacks vs. Whites (Continued from page 4) 

veillance biopsy and had a 
median of 12 PSA tests. In 
contrast, a study reported at 
the 2019 American Society of 
Clinical Oncology annual 
meeting using data from a 
North Carolina cancer regis-
try showed that only 58% of 
men received routine PSA 
tests within the first 2 years 
of AS, and only 45% had a 
surveillance biopsy. 

“Further reassurance [about 
AS] would be gained from 
research showing similar 
outcomes in broader general 
population settings outside 
of the VHA context,” Shen 
and co-authors concluded. 
“Until such evidence is avail-
able, concerns about biologic 
differences in PCa between 
black and white men and 
potential disparities in re-

ceiving timely AS monitoring 
and treatment on cancer 
progression may continue to 
drive lower rates of AS use 
among black patients.” 

MedPage Today 
3 November 2020 

analysis suggested ipilimumab 
might provide the most bene-
fit in men with favorable 
prognostic features. Immuno-
therapy might be used in met-
astatic PCa at a point of lower 
tumor burden in which  
tumor-induced immunosup-
pression is lower. 

Citing metastatic hormone-
sensitive PCa as a prime ex-
ample, he noted that different 
immune checkpoint inhibitor-
based therapies are in trials or 
are about to be tested in this 
space, i.e.,(NCT03532217, 
NCT04191096, 
NCT04477512). 

“While much remains un-
known and unstudied in the 
field, outcomes from this and 
ongoing trials and studies will 
help to expand our under-
standing of how best to in-
crease and extend the ‘tail’ of 
immunotherapy in prostate 
cancer,” Pachynski concluded. 

MedPage Today 
27 October 2020 

Ipilimumab  

(Continued from page 6) 

lower for men with 1 nega-
tive biopsy (0.11) and con-
secutively negative biopsies 
(0.10) compared to men who 
never had a negative biopsy 
(0.13, p <0.01, a statistically 
significant difference). On 
univariable logistic regres-
sion higher PSAD density 
(Odds ratio [OR] 1.68, 95% 
confidence interval [CI] 1.16-
2.45) and suspicious mag-
netic resonance imaging le-
sions (OR 2.00, 95% CI 1.16-
3.42) were associated with a 
higher likelihood of detecting 

Multiple Negative Surveillance Biopsies – Does Cancer Hide? (Continued from page 5) 

cancer on fourth biopsy. On 
multivariable logistic regres-
sion 1 negative biopsy (OR 
0.22, 95% CI 0.12–0.41) and 
consecutively negative biop-
sies (OR 0.12, 95% CI 0.06–
0.24) were associated with a 
lower likelihood of detecting 
cancer subsequently. Unad-
justed 10-year treatment-
free survival was highest for 
men with consecutively neg-
ative biopsies (84%) and 1 
negative biopsy (74%) than 
those who had none (66%) 
(log rank p=0.02). 

Conclusions: Consecutively 
negative surveillance biop-
sies are correlated with fa-
vorable clinical risk factors 
and independently associat-
ed with subsequent negative 
biopsy and lower risks of 
active treatment. 
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feature on sex and intimacy, 

Between the Sheets...
Between the Sheets...               December 2020
This column provides the platform for experts in the field to help men and women by providing answers to  
questions about sexual health and intimacy challenges that can result from prostate cancer treatment. 

This column was compiled with the help of Dr. Anne Katz, Certified Sexuality Counselor and Clinical Nurse  
Specialist at CancerCare Manitoba. She has educated thousands of healthcare providers and cancer survivors about 
cancer, sexuality and survivorship. She is the editor of the Oncology Nursing Forum, an avid blogger for ASCO 
Connections, and the author of 13 books on the topics of illness, sexuality and cancer survivorship. 
(www.drannekatz.com)

QUESTION FROM PROSTATE CANCER SURVIVOR:
I can’t get the answers I need for my questions or problems but I am really frustrated at the length of time it is taking for 
things to return to normal for me. I had radiation (36 treatments) that ended about 9 months ago, as well as hormone 
therapy with my last injection 3 months ago. I am still having hot flashes and I have not seen any return of erections, never 
mind sexual interest. I’m 74 years old and I feel like my life is over. I thought that once my treatment was done I would 
see improvements in all areas but, so far, things are as bad as they ever were. Am I alone in this? What do other men 
experience?

RESPONSE FROM DR. ANNE KATZ:
Firstly, you are NOT alone. This is a question that I am frequently asked, always by men who are frustrated about the length 
of time it is taking for things to return to normal. Every man has his own idea of what normal is, but the three issues that 
seem to be most common are hot flashes, return of sexual interest (libido), and ongoing lack of erections.

The quick answer to this is “It depends.” There are many factors that go into when any of the above will improve. This 
depends, in part, on the return of testosterone levels to the normal range or to baseline for the individual man. A recent 
study (Nascimento et al., 2019) of men who had from 3 to 42 months of androgen deprivation therapy found that two 
years after the end of the treatment, 8% did not see any increase in their testosterone levels, 76% returned to testosterone 
in the normal range, and 51% had testosterone levels at their baseline (before treatment) level. Those with lower levels of 
testosterone at the start of treatment and those who received more than 6 months of androgen deprivation therapy were 
less likely to see a return to normal levels, and those who were older than 65 years and who had also received more than 6 
months of androgen deprivation therapy were more likely to see a slower recovery of testosterone levels. This all means that 
you can hope for, or expect, changes in all your symptoms with time – although this may not be fast enough for you.

But testosterone is not the only issue. You have had radiation, in addition, and you are now a year older than you were when 
you started treatment. You do not say if radiation was your first treatment; did you have surgery before that and when? And 
age is not a friend to the penis! As men age their ability to both achieve and maintain an erection declines. This is related to 
changes in the cardiovascular system (arteries and nerves) as well as other conditions they may have (for example, diabetes) 
and any medications they are taking to treat these conditions.

The hot flashes may often persist for many months and this can be distressing, as this may affect your sleep and can also be 
embarrassing. Hopefully you were advised about some measures that can help – fan in the bedroom, light cotton clothing 
etc. when you started treatment. You can also talk to your primary care provider about possibly taking medication that may 
help. ‘It depends’ as an answer is frustrating for most men, but this is all we have to offer. Everyone is different, and how 
your body reacts to the medication – as well as how quickly things return to whatever you define as normal – is variable.

Bruno Nascimento, Eduardo P. Miranda, Lawrence C. Jenkins, Nicole Benfante,  Elizabeth A. Schofield, John P. Mulhall, MD, MSc, FECSM. (2019). 
Testosterone Recovery Profiles After Cessation of Androgen Deprivation Therapy for Prostate Cancer. Journal of Sexual Medicine, 16 (6), 872-879.

Watch Dr. Katz’ presentation on sexual health and intimacy from the Prostate Cancer Pathways for Patients and Caregivers 
event recorded at Englewood Health in Englewood, NJ on September 29, 2018 at: 
https://www.youtube.com/watch?v=A2ZdDHw2WGY&t=8542s. 

Read previous issues of Between the Sheets at www.ustoo.org/BTS.  

Do you have a question about sexual health or intimacy? If so, we invite you to send it to Us TOO. We’ll select questions to 
feature in future Between the Sheets columns.

Please email your question to: ustooBTS@ustoo.org

Or mail your letter to:
Us TOO International
Between the Sheets

2720 S. River Road, Suite 112
Des Plaines, IL 0018
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Advancements in prostate cancer research provide hope for finding a cure and lead to the discovery of new 
treatments to minimize the impact of a man’s prostate cancer and maximize his quality of life. This regular 
Hot SHEET supplement includes some of the latest research from the Prostate Cancer Foundation (www.pcf.org). 

The PCF is the world’s leading philanthropic organization funding and accelerating prostate cancer research. Founded in 
1993, the PCF has raised more than $745 million and provided funding to more than 2,000 research programs at nearly 200 
cancer centers and universities. 

Our holidays may look different, but we’ll probably have the chance to sample some less-than-healthy foods – perhaps a box of 
homemade cookies left on the doorstep by a neighbor. It’s a time enjoy some treats, while keeping the “big picture” of healthy eating 
in mind. Janet Farrar Worthington consulted experts about the relationship between food and prostate cancer.

Your Best Life Before, During, and After Prostate Cancer: Focus on Diet
By Janet Farrar Worthington

Eating the right diet can boost your spirits, your energy level, and just generally make you feel better. Most importantly for prostate 
cancer, certain foods can help lower chronic inflammation (https://pubmed.ncbi.nlm.nih.gov/32546840) and insulin  
(https://www.pcf.org/c/prostate-cancers-sweet-tooth) that fuel prostate cancer growth, and, in addition, can help your body fight 
or prevent any number of chronic diseases that are also driven by chronic inflammation. The good news is that it goes both ways:  
there is growing evidence that the lifestyle choices that keep you safe from other diseases – such as eating low sugar for diabetes, or 
exercising for your heart – can also help prevent or curtail prostate cancer. 
  
First, Why Studying Diet is Hard
Research on food as medicine is one of the hardest areas in which to do controlled, rigorous research. PCF-funded epidemiologists 
June Chan, Sc.D., of UCSF and Lorelei Mucci, M.P.H., Sc.D., of Harvard both study lifestyle factors and their effect on prostate cancer.  
Even though many late-night TV ads might try to tell you otherwise, there are no single magic bullet diet prescriptions for disease. 

In many studies over the years, scientists have tried to isolate specific foods to see if they promote or prevent cancer; they do that by 
asking people to recall what they ate over certain periods of time or keep a food journal. Such studies take a long time, and are not 
without their share of problems. For example, even if you isolate certain foods that seem promising, there is still a lot of variation!  
Let’s say, hypothetically, you notice that people who eat apples are less likely to get cancer. But what about the kind of apples, how 
many were eaten, whether people who eat apples are also more likely to exercise and take better care of their health in  
general? – it’s not that simple. This is why you might notice that science around nutrition takes time; or you might see it evolve over 
time as scientists “factor out” more variables.  

Broad Strokes are Better
There are a confusing number of variables in food science, so researchers don’t yet have a Paint-by-Number approach, with every 
single food accounted for. Instead, today’s food science is painting with some broad – but definitive – strokes.  

Chan and Mucci both cite work led by Harvard scientists Fred Tabung, Ph.D., M.S.P.H., and Edward Giovannucci, M.D., Sc.D., that 
look at the relationship (https://pubmed.ncbi.nlm.nih.gov/29897561) between diet and inflammation. In the study, the scientists 
tracked inflammatory markers in the blood and whether inflammation was raised or lowered by what people ate, based on data from 
thousands of participants in the Nurses’ Health Study and the Health Professionals Follow-Up Study. The key lies in the foods they 
found that significantly reduce chronic inflammation: dark yellow vegetables (carrots, winter squash, sweet potatoes, etc.); leafy 
green vegetables (like spinach, broccoli, kale, etc.), coffee, and wine. Beer (one bottle, glass, or can) was in this category, too. So was 
tea, but its effect was not very strong.

The pro-inflammatory (aka, bad) category included: processed meats (hot dogs, bacon, pepperoni, lunch meat, etc.), red meat, 
refined grains, high-energy beverages (with additives and sweeteners), and “other vegetables,” like potatoes and corn. Interestingly, 
not all fish is equal: canned tuna, shrimp, lobster, scallops, and “other” fish were more inflammatory than “dark-meat” fish like 
salmon or red snapper.  

But if you love canned tuna, and if you love a baked potato or corn on the cob, don’t freak out: remember, broad strokes! The 
key seems to be to make sure you DO eat the anti-inflammatory foods. For example, the anti-inflammatory effects of leafy green 
vegetables, dark yellow vegetables, wine and coffee are more powerful than the very mild, pro-inflammatory effect of “other 
fish” or “other vegetables.” If you feel like you just can’t give up meat entirely, that’s okay too: just aim for small portions of meat, 
surrounded by a rainbow of anti-inflammatory vegetables.   

 
For more information visit www.pcf.org, email info@pcf.org, or call 1-800-757-2873. 
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Us TOO International Prostate Cancer Education & Support Network
2720 S. River Road, Suite 112  •  Des Plaines, IL  60018-4106
Or donate online at: 
www.ustoo.org/holidayhope2020

Please mail your donation to: 

Prostate Cancer
SUPPORT - EDUCATION - ADVOCACY 

We Need Your Help!
There are nearly three million men in the U.S. living 
with a prostate cancer diagnosis. That number is 
estimated to climb to four million by 2024 as men in 
the baby boom generation age. Every one of those 
men and his loved ones will need access to education 
and support to make informed decisions on the best 
approach to minimize the impact of the disease and 
maximize the quality of life. Your donation helps  
Us TOO International raise the awareness of prostate 
cancer, encourage more men to get screened, and 
provide life changing medical information to men and 
their families.

How Your Donation Dollars Impact Lives
Us TOO International’s educational website has been 
visited more than 1.8 million times over the past three 
years. More than 1,640 people seeking information 
about prostate cancer visit our website every day! Us 
TOO International facilitates more than 200 prostate 
cancer support groups in 40 states and five countries! 
We send a monthly newsletter to more than 23,000 subscribers, with helpful information about prostate cancer. 
Your donation dollars mean thousands of people have access to up-to-date information on prostate cancer, 
diagnosis information, scientific breakthroughs, and information on treatment options and side effects!

How You Can Help
As the year comes to a close, please consider a gift to Us TOO International to help more families like Kathie and 
Dave Houchens to fight this disease.

THANK YOU FOR YOUR SUPPORT! 

This Season, Give  
the Gift of Hope...

Yes, I would like to help! (Please include this form with your donation)
Name: __________________________ Company Name (If Applicable): _______________________________
Address: ______________________________     City: _____________     State: ___     Zip: ___________     
Email: _____________________     Phone: __________________     
Donation Amount:_________________     Date:________     (One Time: __ OR Recurring Monthly: __)
Method of Payment: __Credit Card* (Card Type: ____________)      __Check or Money Order      __Cash    
Credit Card Number: __________________________     Expiration Date: ________     Security Code: ________

*Your credit card statement will reflect "Hinsdale Bank Charity Master."

__ Check here if your employer will match your gift          __ Check here if you would like to remain anonymous  
Please designate my gift: ___ In Honor of     ___In Memory of     (Name: ________________________)

Gift Acknowledgement Should be Sent to: 
Name: ___________________________      Address: ____________________________ 
City: _____________      State: _______      Zip: _____________
If this donation is in response to a personal request from a support group leader or another  
individual, please note the name of the person and/or the support group: _____________________________

 
On behalf of the board, staff and volunteers at Us TOO International, those we have helped in their battle 

with prostate cancer, and those we will help ... THANK YOU for your donation!

You can also donate online at: www.ustoo.org/holidayhope2020

8<
Us TOO International is a 501(c)3 nonprofit organization. Your gift is tax deductible to the extent allowable by law. 

Donate $250 and you will receive a limited 
edition, signed and numbered art print of 
Kathie Houchens' Holiday Hope cover  
painting, "Snow with Lake and Barn."

Donate online at: 
www.ustoo.org/holidayhope2020


