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 and over again tend to have the 
best results. 
"If you have someone who can do 
the surgery with his eyes closed, in 
his sleep, because he's done so 
many of them, that's the guy you 
want," Dombrowski said. 
 
At the Dana-Farber/Brigham and 
Women's Cancer Center, the MRI 
showed cancer in his prostate and 
possibly a lymph node. He 
meets Dr. Neil Martin, a radiation 
oncologist, for the first 
time.Martin tells Dombrowski he 
probably has stage 3 cancer, alt-
hough if it has spread to that 
lymph node, that would indicate 
the most advanced phase of can-
cer, stage 4. 
 
"This is a cancer we can’t do noth-
ing about," Martin says, leaning 
forward. Dombrowski nods, 
clenching and releasing hands 
clasped in his lap. 
 
Martin describes the pros and cons 
of two treatment options: surgery 
to remove the prostate, or radiation 
to kill cancer cells in the gland. 
Martin compares surgery to radia-
tion in the top three areas of con-
cern for most men with prostate 
cancer: Which treatment gives me 
the best chance of survival? Will I 

be able to have an erection after ei-
ther or both types of treatment? 
And, will I be able to control when I 
pee? 
 
Dombrowski says he's inclined to 
choose surgery. 
 
"If we go inside and take out the 
prostate, we'll be able to biopsy it, 
look at the lymph nodes and every-
thing else," Dombrowski says, look-
ing to Martin for confirmation. Mar-
tin nods and Dombrowski continues: 
"I want to know what the problem 
is, and how to fix it." 
 
But as Dombrowski weighs this de-
cision here, in the heart of Boston's 
medical mecca, he's missing some 
facts. Martin has outlined the differ-
ent results patients can expect for 
surgery versus radiation, but not the 
differences between doctors who 
perform these treatments, or the dif-
ferences between hospitals. 
Dombrowski is not told, for exam-
ple, that some doctors do a better job 
of preserving bladder control for 
their patients. He doesn't know how 
much difference there is between 
doctors. And he doesn't know if the 
Dana-Farber/Brigham and Women's 
Cancer Center delivers better care, 
overall, than other cancer centers 
across the country. 

Ron Dombrowski is examined by 
nurse practitioner Pamela Park at the 
Wiener Center for Preoperative 
Evaluation at Brigham and Women's 
Faulkner Hospital. (Jesse Costa/
WBUR) 
This story is part of our "This Mo-
ment In Cancer" series.  
 
Sometime in his early 50s, Ron 
Dombrowski started getting a PSA 
test, as recommended, during the 
annual blood workup his doctor 
would order. A PSA test measures 
the level of a prostate-based protein 
that may be produced by cancerous 
cells. Dombrowski PSA level was 
stable for many years. But this past 
August, when it started to rise, Dom-
browski's doctor suggested an MRI. 
The software developer, who's now 
65, wasn't sure where to go for the 
test and a followup meeting with a 
urologist. So Dombrowski asked 
around. 
 
"I have lots of friends who have oth-
er friends who work in the medical 
business," Dombrowski said. "The 
consensus of all these people was, 
just pick up the phone and call Dana-
Farber 'cause you're not gonna get 
any better than that." 
 
Dombrowski liked what he knew of 
the hospital's reputation. And he'd 
read that doctors who specialize and 
perform the same treatments over 
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Dombrowski says he'd like to have 
some data that shows this hospital is as 
good as or better than other hospitals. 
"If you want to be recognized as being 
the best, you have to do this," Dom-
browski tells Martin. 
But what Dombrowski really wants is 
more information about individual doc-
tors. How does the surgeon he expects 
to use compare to colleagues when it 
comes to patients with incontinence or 
sexual dysfunction after surgery? 
"He's the one who's doing [the sur-
gery]," Dombrowski says, referring to 
his surgeon. "It's not the brick and mor-
tar building or a hospital administrator 
who's working on me. His outcomes 
are very important to me." 
"Right," says Martin, "that's exactly 
what you want to know. And we're not 
where we owe you to be. You deserve 
that information. We're committed to 
getting it." 
 
'Wherever We've Looked, There's 
Been Variation' 
That commitment is more than Dom-
browski would likely hear at the vast 
majority of hospitals across the U.S. 
Only a handful post their survival, in-
continence and erection problem rates 
in an easily accessible form for pa-
tients. And in this age of Big Data, 
there is no standard way to compare the 
quality of doctors and hospitals that 
specialize in cancer care. 
"It's shocking," says Doris Peter, who 
runs Consumer Reports Health Ratings 
Center, "especially when you think 
about how much money we're spending 
on cancer care." 

Peter says the federal government 
should require cancer hospitals to start 
reporting on measures that patients can 
use to compare providers. 
Peter says patients need this infor-
mation because "wherever we've 
looked, there's been variation." That, 
says Peter, means that "there's clearly 
cases where people are getting care at 
facilities and would have done better at 
other facilities." 
But patients have no way of knowing 
which hospital is which. 
As new, often more expensive treat-
ments come online, patients and others 
who pay for their health care are join-

ing Dombrowski in asking: Where 
can patients find the best value in 
health care? 
Experts who study cancer care 
don't know when patients will be 
able to answer that question. The 
quest to define quality or value in 
cancer care, and show patients who 
delivers the best care, is underway. 
Researchers started with the most 
common types of cancer: lung, 
prostate, breast and colorectal. But 
it's very early in the process. 
There's no agreement on what data 
hospitals should collect or require-
ment that they do so. In fact, there's 
still tension about whether sharing 
an individual physician's patient 
survival rate and other quality data 
would improve or harm care. 
To illustrate the progress and chal-
lenges of measuring quality in can-
cer care, we'll focus on what's hap-
pening with prostate cancer. 
The walnut-sized gland, lodged 
precariously below a man's bladder 
in front of the rectum, hosts nerves 
that help control urine and also 
blood flow during an erection. 
Doctors say treatment almost al-
ways leaves some damage. So 
which doctors or hospitals have the 
best record for minimizing dam-
age? Before prostate cancer ex-
perts can answer that question, 
they have to figure out 
which results matter most to pa-
tients. 
 
One Group's 11 Quality 
Measures 
About 1 in 7 men will be diagnosed 
with prostate cancer during their 
lifetime. The average age of diag-
nosis is 66. Patients like Dom-
browski have been sitting in exam 
rooms for decades asking questions 
about survival, incontinence, erec-
tions and more. How often, after 
treatment, does prostate cancer re-
turn? Will I have trouble with bow-
el movements? How long will I be 
out of work? 
In March 2015, a group of 30 doc-
tors from nine countries published 
a list of ways to assess whether 
localized prostate cancer treatment 

had improved or harmed the lives of 
patients. The group proposed that all 
doctors who treat prostate cancer pa-
tients begin collecting this uniform set 
of data for all patients. Collecting and 
sharing results, the authors wrote, 
would help doctors learn from each 
other and help patients make informed 
decisions about where to seek care. 

(Courtesy of ICHOM) 
The work on prostate cancer quality 
measures was organized by a small 
Cambridge-based nonprofit with a 
weighty name. The International Con-
sortium for Health Outcomes Meas-
urement (ICHOM) was co-founded by 
Harvard Business School professor 
Michael Porter. The organization is 
developing what it hopes will become 
standard ways to measure the quality 
of care around the world for dozens of 
medical conditions. Prostate can-
cer was one of the first standard sets 
completed. 

"We're trying to make competition 
work in health care," said Caleb Stow-
ell, ICHOM's vice president for busi-
ness development. For patients, that 
might mean easy online comparisons 
between doctors or teams of provid-
ers. For physicians, the idea is that 
sharing results will drive doctors to 
improve their surgical techniques or 
use of radiation. 
The 11 ICHOM measures seen in the 
graphic (go to website cited below) 
above can be applied to all types of 
prostate cancer treatment. But some 
patients say some important parts of 
prostate cancer care are missing from 
this list. 
 
When Quality Means No Treatment 
At All 
With prostate cancer, sometimes the 
wise man does nothing. That's be-
cause about 30 percent of men who 
are diagnosed have a low risk that 
their cancer will grow or spread 
quickly. These men are candidates for 
active surveillance. During this peri-
od, many doctors will ask for the PSA 
blood test and a rectal exam every 
three to four months. Every year or 

https://costprojections.cancer.gov/
https://costprojections.cancer.gov/
http://www.ichom.org/files/articles/ICHOM-Localized-Prostate-Cancer.pdf
http://www.ichom.org/files/articles/ICHOM-Localized-Prostate-Cancer.pdf
http://www.ichom.org/
http://www.ichom.org/
http://www.ichom.org/
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two, an urologist will take samples 
from the man's prostate for a biopsy. 
"It’s uncomfortable," says Len Ul-
bricht, as he lowers slowly onto a 
couch at Beth Israel Deaconess Medi-
cal Center (BIDMC) after a biopsy, 
"like sitting on a lump right now, 
'cause I’m all stuffed with gauze." 
Ulbricht was diagnosed as a low risk 
patient three years ago. He says the 
continuous testing and poking makes 
him anxious, but is still better than 
dealing with incontinence, bowel or 
sexual dysfunction after surgery or 
radiation. 
"Every treatment has side effects," 
Ulbricht says. "I’m sticking as far 
along as I can with active surveillance 
to avoid the side effects." 
Increased anxiety is common among 
cancer patients. Some doctors ask pa-
tients to track their anxiety levels and 
consider the effect on their quality of 
life, decisions and treatment. There are 
a half dozen other measures that some 
quality experts say are important, in-
cluding the rate of patients who have 
extreme nausea and vomiting during 
chemotherapy, and the time patients 
must take off work for cancer care. 

Anxiety affects cancer patients in 
many different ways. Ulbricht says he 
knows men who are low risk who go 
ahead with surgery or radiation be-
cause they can't tolerate the waiting. 
Ulbricht, a retired electrical engineer, 
says he’s managing. 
"I try not to act impulsively, to think 
about the problem," he says. "I guess 
it’s the engineer in me." 
Ulbricht’s urologist, Andrew Wagner, 
says all low risk prostate cancer pa-
tients at Beth Israel Deaconess are told 
that active surveillance is an option. 
But that's not the case at other hospi-
tals. Wagner says research shows that 
the range of low risk patients on active 
surveillance varies from 20 percent 
among some doctors to 80 percent 
among others. 
"So you can go to a urologist in one 
town and be offered surgery, but if 
you happen to live one town over and 
go to a different practice, you’ll be 
offered active surveillance," says 
Wagner, the director of minimally in-

ginning to collect and analyze 
comes from patient surveys. Other 
measures, like the survival or cancer 
recurrence or complications rates, 
would be collected by the hospital. 
On Klein's last point, are the num-
bers fair? That's a question many 
doctors are asking too and is a rea-
son many object to public posting of 
their data. 
Collecting Numbers, But Who 
Gets To See Them? 
When Dr. Martin told Ron Dom-
browski that Dana-Farber was com-
mitted to collecting information 
about the performance of each doc-
tor, he could have said it's already 
happening and that he's part of the 
reason why. Martin helped draft 
ICHOM's 11 measures. The Dana-
Farber/Brigham and Women's Can-
cer Center has been collecting the 
measures for most prostate cancer 
patients since late 2014. 
ICHOM's goal is to have all cancer 
hospitals gather and share the same 
data. Doing so could help expensive 
cancer centers prove that the care 
they provide is worth the cost. But 
some are pushing back, for several 
reasons. 
Hospitals may be worried they won't 
look good, that they'll have lower 
survival or higher complication rates 
than their competitors. But there are 
practical and technical challenges 
too. Some hospitals have years of 
data from their own patient surveys 
that they might have to toss out if 
they switch to a new standard. Or 
they may have invested in software 
that doesn't fit the new data require-
ments. 
The National Comprehensive Can-
cer Network (NCCN), which in-
cludes the 27 major cancer centers 
in the U.S., has not endorsed any 
quality measures. 
"The need is great and this is diffi-
cult to do," says Dr. James Mohler, 
a urologist who chairs the NCCN's 
prostate cancer guidelines panel. 
"Hopefully we’re going to arrive at 
some type of consensus about how 
to do this to help our patients that 
are afflicted by cancer." 
Mohler, who chairs the urology de-
partment at Roswell Park Cancer 

vasive urologic surgery at 
BIDMC. 
Wagner says patients might want 
to ask doctors what percentage of 
their low risk patients are in active 
surveillance. No one has deter-
mined what the percentage should 
be, but asking the question would 
help patients find out if the doctor 
is comfortable monitoring a pa-
tient who prefers to wait. 
Some patients say making sure 
doctors explain the option of ac-
tive surveillance should be a quali-
ty measure because too many men 
have surgery or radiation, and suf-
fer the side effects, without realiz-
ing that they had a choice. 
"Remember, there is no treatment 
like no treatment," says Stan 
Klein, repeating a phrase that has 
become his mantra, of sorts. 
Klein runs the Boston Prostate 
Cancer Support Group. He hosts 
about 90 men once a month and 
has spoken to thousands of pros-
tate cancer patients since his own 
surgery in 1994. Klein's 89-year-
old brain and the spreadsheet on 
his home computer may be the 
best repositories of quality infor-
mation in Boston, especially when 
it comes to active surveillance. 

"There are some very good urolo-
gists and radiation oncologists in 
Boston," Klein says, "but there are 
some doctors who never met a 
prostate they didn't want to re-
move." Klein points a finger at his 
chest during an interview in his 
Somerville home. "I know because 
patients tell me." 
Klein is skeptical about the value 
of quality information collected by 
hospitals or physicians. 
"No doctor is going to answer 
those questions correctly," Klein 
says, looking at a printout of the 
11 ICHOM measures. "They're not 
going to tell you, '10 percent of my 
patients died.' Maybe he couldn't 
save that [patient] because they 
were too far gone in the beginning. 
It don't think that's a fair question." 
About half of the prostate quality 
measures a few hospitals are be-

https://www.cancer.gov/about-cancer/coping/feelings/anxiety-distress-hp-pdq
https://www.cancer.gov/about-cancer/coping/feelings/anxiety-distress-hp-pdq
http://bostonpcsupportgroup.com/
http://bostonpcsupportgroup.com/
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environment," says Wagle, whose job 
includes measuring prostate cancer 
quality at Partners hospitals. 
There is also concern that doctors 
whose individual ratings are public 
will cherry-pick, and decline to take 
on sicker, more complicated patients. 
Wagle is just beginning to show doc-
tors who treat prostate cancer patients 
at Massachusetts General Hospital, 
Brigham and Women's and Dana 
Farber their individual numbers. 
They are not yet adjusted so that doc-
tors with sicker patients have fair 
scores. But preliminary findings 
show that even within these world 
class hospitals, some doctors perform 
better than others. 
 
"It’s safe to say there are likely sig-
nificant differences among sur-
geons," Wagle says. 
 
'Would You Trade Incontinence 
For A Longer Life?' 
 
Paul Drouilhet had radiation treat-
ment for prostate cancer 10 years 
ago. He was stable for a few years, 
but then his cancer came back. 
Drouilhet says he'd be better off to-
day if his first doctor had explained 
all the treatment options and shared 
his performance record. 
 
“I haven’t run into doctors who prof-
fered that,” Drouilhet says, but “no 
one likes to be graded.” 
Drouilhet spent his career working on 
safety and quality systems -- for air-
lines. At MIT, he helped develop the 
collision avoidance system used in 
the airline industry today and the use 
of radar to detect severe weather. 
Medicine, he’s learned, is much more 
complicated. With air traffic safety, 
he says, "the inputs are simpler. 
There are less variables that go into 
what it is you're trying to measure 
and accomplish." 
 
Drouilhet would like to know more 
about how doctors and hospitals 
compare. But he has a caution. Hav-
ing more information may make a 
patient's choices more complicated, 
not less. What if one physician had a 
much lower rate of cancer recurrence 
after 10 years, but a much higher rate 

Institute in Buffalo, says a number of 
groups are developing prostate cancer 
quality metrics. Roswell Park is one 
of the handful of hospitals that pub-
lish survival rates for all major types 
of cancer. (Prostate cancer patients 
can also find results for incontinence 
after surgery (page 21) and the num-
ber of patients in active surveillance 
(page 22). Roswell Park does not list 
the results for each doctor.) 

In Boston, BIDMC publishes its rate 
for complications and incontinence 
after surgery in a flier available to 
patients. Its Dr. Wagner says not all 
hospitals will have the resources to do 
the same, but, he says, "I'd foresee a 
future where practices are mandated 
to collect simple data that is easy to 
collect and display. We're not quite 
there yet." 

But until all hospitals are defining 
incontinence or bowel irritation, com-
plications and other prostate cancer 
measures the same way, it won't be 
possible to compare one facility to the 
next or the doctors who practice at 
each hospital. 
Martin says he isn't sure when the 
Dana-Farber/Brigham and Women's 
Cancer Center will show patients 
some of the data he's helping collect. 
It might not happen, he says, without 
outside pressure. 
"We’re perceived as being great," he 
says. "If you leave it to proud institu-
tions like ours, we’ll never do it be-
cause there’s no upside. This sounds a 
little crass, but like, we can only lose 
with this, right?" 
While Martin says patients deserve to 
see how each doctor compares on sur-
vival rates, some of his colleagues 
disagree. 
 
Dr. Neil Wagle, the assistant director 
of quality at Partners HealthCare, says 
showing the data to patients may not 
be a good idea if one of the goals is 
for physicians to learn from col-
leagues who are doing a better job. 
"If you’re forcing them to compete 
among each other by showing indi-
vidual surgeon data, it doesn’t neces-
sarily foster that cooperative learning 

of patients left incontinent after 
surgery. Some doctors say that 
might be a common dilemma for 
patients in the future because doc-
tors who take out extra tissue dur-
ing surgery are more likely to get 
stray cancer cells, but also more 
likely to damage urinary function. 
"Would you trade incontinence for 
a longer life?" Drouilhet asks. 
"What if it was a 5 percent higher 
incontinence rate and a 80 percent 
probability of nonrecurrence?" 
Drouilhet, who's 83, does not ex-
pect to have to make that choice. 
He switched doctors several years 
ago, based on a friend's recom-
mendation, and started hormone 
therapy to help slow the growth of 
his cancer. He had another period 
of stability, but now his PSA num-
ber is doubling every six weeks. 
Drouilhet will have bone and CT 
scans in the coming week and an 
appointment with his doctor after 
that. 
"It’s a matter of time," Drouilhet 
says. "I have a fatal disease, it’s 
going to kill me, and the issue is to 
keep it at bay as long as I can." 
While they wait for accurate quali-
ty information, prostate cancer 
patients can do little more than 
hope for the best. 

 

Martha Bebinger Reporter 
Martha Bebinger covers health care 
and other general assignments for 
WBUR.  

Source: http://www.wbur.org/

commonhealth/2017/01/30/prostate-

cancer-quality-measures 
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Please support the efforts 
of our  

members. 
 
Discount Beverages 
Van Loan’s Discount Beverages 
327 Broadway, Box 1181, Port Ewen 
Since 1974 – all brands beer – all sizes 
Micro brews and craft beers 
soda, cigars, cigarettes, chips 
845 331-8808 
 
Finances 
Income Tax Services 
Lou Kolano, Enrolled Agent 
106 Hurley Ave., Kingston 
845 340-0010 
lou@loukolano.com 
www.loukolano.com 
 
Per$onal Financial Advocate 
Financial consulting for individuals, 
Families, and small, closely held 
Businesses. 
845 657-8454 Jac Conaway 
Jacpath@gmail.com 
 
Restaurant & Catering 
Frank Guido’s Little Italy – Kingston 
845 340-1682 
Mariner’s Harbor – Kingston 
845 340-8051 
Frank Guido’s Port of Call – Catskill 
518 943-5088 
Ole Savannah 
88E Strand-Kingston 
845-331-4283 
 
To be added to this list contact: 
dsutkowski@hvc.rr.com 
 

January 10, 2017  

by Carolina Henriques 

 

Diagnoses of metastatic pros-
tate cancer in older men are on 
the rise after a record low in 
2011, a new research study has 
found. 

Led by Weill Cornell Medicine 
and New York-Presbyterian 
researchers, the study was pub-
lished in JAMA Oncology in 
an article titled “Increase in 
Prostate Cancer Distant Metas-
tases at Diagnosis in the United 
States.” 

The findings suggest the in-
creased incidence is likely re-
lated to the 2012 change in 
prostate cancer screening 
guidelines issued by the U.S. 
Preventative Services Task 
Force (USPSTF). 
 
The new USPSTF guidelines 
stopped recommending routine 
prostate-specific antigen (PSA) 
testing, citing evidence the 
screening was not saving lives 
and often led to extra tests and 
treatments that actually had 
negative effects, including 
pain, incontinence, and impo-
tence. 

PSA tests measure how much 
prostate-specific antigen is in a 
patient’s blood. Elevated levels 
might indicate the presence of 
prostate cancer. PSA testing 

was included in general recom-
mendations for prostate cancer 
diagnosis in the early 1990s for 
all men age 50 and older, and for 
men over age 40 with a history 
of prostate cancer in their fami-
ly. 

Since PSA screening was intro-
duced, the incidence of metastat-
ic prostate cancer diagnoses 
dropped about 70 percent and 
overall deaths from prostate can-
cer decreased by 50 percent. 
In 2012, PSA testing was with-
drawn from the annual physicals 
of healthy men of all ages. 
To investigate the impact of this 
change in policy, the researchers 
used a national cancer database 
to identify 545,399 men older 
than 40 who were diagnosed 
with prostate cancer between 
2004 and 2013. 
 
They found that in men older 
than 75, both the incidence of 
metastatic prostate cancer and 
the proportion of men with ag-
gressive cancer had increased 
since 2011 – before the new rec-
ommendations were issued. 
 
Based on these findings, the au-
thors emphasize the need for 
healthcare policy leaders to re-
evaluate their approach to pros-
tate cancer screenings. 
 
“It’s what most of us would have 
predicted, although somewhat 
sooner,” Dr. Jim Hu, PhD, the 
lead author who conducted the 
study in collaboration with sen-
ior author Dr. Art Sedrakyan, 
PhD, said in a press release. 

Metastatic Prostate Cancer Is Rising After 
Routine PSA Testing Drops, Study Finds  

mailto:lou@loukolano.com
mailto:Jacpath@gmail.com
https://prostatecancernewstoday.com/2017/01/10/metastatic-prostate-cancer-increases-after-routine-psa-testing-drops/
https://prostatecancernewstoday.com/author/carolina-henriques/
https://prostatecancernewstoday.com/?s=metastatic+prostate+cancer
https://prostatecancernewstoday.com/?s=metastatic+prostate+cancer
http://weill.cornell.edu/
http://www.nyp.org/
http://jamanetwork.com/
http://jamanetwork.com/journals/jamaoncology/article-abstract/2594540
http://jamanetwork.com/journals/jamaoncology/article-abstract/2594540
http://jamanetwork.com/journals/jamaoncology/article-abstract/2594540
http://jamanetwork.com/journals/jamaoncology/article-abstract/2594540
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/prostate-cancer-screening
https://prostatecancernewstoday.com/pain/
https://prostatecancernewstoday.com/author/carolina-henriques/
https://prostatecancernewstoday.com/prostate-cancer-diagnosis/
http://medicalxpress.com/news/2017-01-routine-screenings-prostate-cancer-older.html
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cancer now choose active sur-
veillance; however, the implica-
tion of our study is that it is im-
portant to have the right to 
choose screening in order to 
know whether a man may have 
an aggressive or indolent pros-
tate cancer,” Hu said. “The bur-
den of overtreatment and side 
effects may no longer be suffi-
cient to recommend against rou-
tine screening.” 
 

 

Carolina Henriques  

Carolina holds a BSc in Anthro-
pology and a MSc in Urban 
Studies., and brings her inter-
disciplinary skills to her writing 
on a range of different topics in 
science, research and advocacy 
news. 
 
 
Source: https://
prostatecancernew-

stoday.com/2017/01/10/metastatic-

prostate-cancer-increases-after-routine-
psa-testing-drops/?

utm_source=Prostate+Cancer&utm_cam

paign=8b851a9278-
RSS_MONDAY_EMAIL_CAMPAIGN&

utm_medium=email&utm_term=0_a6d9c

27ca8-8b851a9278-71812337  

 
 

Both men are professors at Weill 
Cornell Medicine. 

“There was a decrease in prostate 
cancer metastasis and death after 
the advent of PSA testing. Remove 
the screening and the rates of seri-
ous disease rise again,” Hu said. 
 
After studying data from the Sur-
veillance, Epidemiology and End 
Results program, a National Can-
cer Institute (NCI) database that 
tracks cancer incidence, the re-
searchers found that the reduc-
tion in PSA screening has altered 
the way prostate cancer now pre-
sents in a significant way. While 
only 7.8 percent of prostate cancer 
patients over age 75 were diag-
nosed with metastatic prostate can-
cer in 2011, and 68.9 percent had 
aggressive cancer, these numbers 
rose to 12 percent and 72 percent, 
respectively, in 2013. 

These changes in the rate of meta-
static prostate cancer were only 
found in men older than 75. The 
authors believe this doesn’t neces-
sarily exclude the value of PSA 
screening in younger men, but 
might mean that more time 
is necessary to draw conclusions. 
The authors said their most im-
portant finding is that the inci-
dence of metastatic prostate can-
cer is rising, and while the PSA 
tests are not perfect, they are not 
useless in the diagnosis of prostate 
cancer. 
 
And, they added, prostate cancer 
therapy has evolved and the nega-
tive consequences of treatment 
have been reduced. Besides, there 
is new evidence showing that some 
early-stage prostate cancers are 
slow-growing and can be managed 
with surveillance alone, limiting 
risks for patients. 

“Currently, up to 50 percent of 
Americans diagnosed with prostate 
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dex and socioeconomic status 
(SES), suggests to us that non-
compliance may serve as a behav-
ioral biomarker for other risk fac-
tors that contribute to poor out-
comes," they reported in the Inter-
national Journal of Radiation On-
cology Biology Physics. "These 
may include noncompliance with 
other important clinician visits 
and procedures, lack of social 
support, and mood disorders," 
said the investigators. 

In the study, investigators re-
viewed all patients at MECC who 
completed courses of external 
beam RT with curative intent 
from the years 2007-2012 for can-
cers of the head and neck, breast, 
lung, cervix, uterus, or rectum. 
 
Out of 1,227 patients, 266 
(21.7%) were noncompliant. With 
median follow-up of 50.9 months, 
108 recurrences (8.8%) and 228 
deaths (18.6%) occurred, the 
study showed. Multivariable anal-
yses adjusted for disease site and 
stage, comorbidity score, gender, 
ethnicity, race, and socioeconom-
ic status (SES). 
 
"Low SES was associated with 
RT noncompliance and was asso-
ciated with inferior clinical out-
comes in univariate analyses, but 
SES was not associated with infe-
rior outcomes in multivariable 
models," they reported. 
 
A total of 78% of noncompliant 
patients (all patients eventually 
completed their planned RT 
course) had five or fewer "no-
shows" and the treatment course 

was prolonged an average of one 
week in patients who were non-
compliant compared to patients 
who were compliant. 
 
The association between RT 
noncompliance and poor out-
comes may seem self-evident, 
the investigators acknowledged. 
However, they also pointed out 
that when diseases such as head 
and neck cancer or cervical can-
cer are treated with definitive 
radiotherapy, treatment prolon-
gation is thought to impair tumor 
control and overall survival at a 
rate of approximately 1% per 
day."This is attributed to tumor 
repopulation, which can occur at 
an accelerated rate after treat-
ment initiation," they said. 

By comparison, in diseases such 
as breast cancer, rectal cancer, 
and endometrial cancer for 
which surgical resection is the 
primary treatment, prolongation 
of the RT course by a few days 
should have an imperceptible 
effect on clinical outcomes, said 
Ohri and colleagues. They added 
that the use of external beam RT 
improves local control by 3-19% 
at 5 years. 

"This study strongly suggests 
that one very important aspect of 
high quality radiation treatment 
is the encouragement to patients 
to remain compliant with their 
prescribed treatment schedule," 
commented Brian D. Kavanagh, 
MD, MPH, FASTRO, president-
elect of the American Society for 
Radiation Oncology (ASTRO). 
"Some patients will be chal-

Skipping Radiotherapy Hikes Risk of CA Recurrence, Death 
Is noncompliance a behavioral biomarker for other risk factors? 

               by Kay Jackson    Contributing Writer, MedPage Today February 13, 2016  

 
Action Points 

 Note that this observational 
study found that missing radio-
therapy appointments was associ-
ated with worse outcomes in can-
cer patients. 
This may be due to the actual un-
derdosing of treatment, or non-
compliance may be a marker of a 
lack of social support that may 
endanger patients with cancer. 
 
Cancer patients who are "no-
shows" for two or more radiation 
therapy (RT) sessions faced an 
increased risk of disease recur-
rence and death when compared to 
their compliant counterparts, a re-
view study at a single urban center 
has revealed. 
 
RT noncompliance was associated 
with increased recurrence risk (5-
year cumulative incidence 16% 
versus 7%, P<0.001), inferior re-
currence-free survival (5- year ac-
tuarial rate 63% versus 79%, 
P<0.001), and inferior overall 
survival (5-year actuarial rate 72% 
versus 83%, P<0.001), according 
to researchers. 
 
This is a novel finding that may 
have significant implications for 
improving cancer care delivery, 
particularly in disadvantaged pa-
tient populations, according to 
Nitin Ohri, MD, of the Montefiore 
Einstein Center for Cancer Care 
(MECC) in New York City, and 
colleagues. 
 
"Our finding that RT noncompli-
ance is associated with inferior 
outcomes across many disease 
sites, even after adjusting for con-
founders such as comorbidity in-

http://www.redjournal.org/
http://www.redjournal.org/
http://www.redjournal.org/
procedureshttp://www.ncbi.nlm.nih.gov/pubmed/2299375
http://jco.ascopubs.org/content/early/2013/09/18/JCO.2013.49.6489.abstract
http://jco.ascopubs.org/content/early/2013/09/18/JCO.2013.49.6489.abstract
http://www.ncbi.nlm.nih.gov/pubmed/10904452
http://www.ncbi.nlm.nih.gov/pubmed/17467926
http://www.ncbi.nlm.nih.gov/pubmed/17467926
http://www.ncbi.nlm.nih.gov/pubmed/16360786
http://www.ucdenver.edu/academics/colleges/medicalschool/departments/radiationoncology/FACULTYSTAFF/Pages/BrianKavanaghMD.aspx
http://www.ucdenver.edu/academics/colleges/medicalschool/departments/radiationoncology/FACULTYSTAFF/Pages/BrianKavanaghMD.aspx
http://www.montefiore.org/body.cfm?id=1735&action=detail&ref=4827
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social support," Smith told Med-
Page Today. "It's good to get 
social services involved early for 
such patients to help reduce any 
barriers the patient may face to 
complying with their recom-
mended treatments." 
 
Smith suspects that patients with 
cancer who don't complete radia-
tion treatment may be noncom-
pliant with multiple aspects of 
care. "Such patients should be 
referred to patient navigators 
and/or social services to help de-
vise care plans to maximize com-
pliance with recommended thera-
pies and optimize their out-
comes," he said. 
 
No information about study 
funding or conflict of interest 
relationships were available at 
press time. 
 
Reviewed by F. Perry Wilson, 
MD, MSCE Assistant Professor, 
Section of Nephrology, Yale 
School of Medicine and Dorothy 
Caputo, MA, BSN, RN, Nurse 
Planner 

last updated 02.15.2016 
Primary Source 

International Journal of Radiation 
Oncology Biology Physics 
Source Reference: Ohri N, et al 
"Radiotherapy noncompliance and clin-
ical outcomes in an urban academic 
cancer center" Int J Radiat Oncol 2016; 
DOI: 10.1016/j.ijrobp.2016.01.043.  

Source: http://www.medpagetoday.com/
Radiology/DiagnosticRadiology/56181 

 
 

lenged to come to all of their 
scheduled treatments for one rea-
son or another, though, and in 
those cases it is important for the 
radiation oncology team to try to 
help solve the problems if possi-
ble." 

Kavanagh, who is professor and 
vice-chairman of the department 
of radiation oncology at the Uni-
versity of Colorado School of 
Medicine, Denver, was not affili-
ated with the study. 
 
In some cases, it will be neces-
sary to get family members or 
friends of the patient on board to 
help with transportation, he said 
in an interview. When this is not 
possible, a social worker may be 
able to find other community 
sources of support. Then too, 
there are patients for whom non-
compliance is the direct result of 
fears or anxieties. "It is important 
for the radiation oncologist to be 
mindful of how stressful a diag-
nosis of cancer can be and to rec-
ognize that the emotional burden 
of cancer can be just as difficult 
as the physical one," Kavanagh 
told MedPage Today. 
 
For Benjamin Smith, MD, at The 
University of Texas MD Ander-
son Cancer Center in Houston, 
TX, noncompliance has not been 
a major issue either but he noted 
that "it certainly can happen." 
When a cancer patient comes in 
for a consultation without friends 
or family, it's a red flag, said 
Smith, who is associate professor 
of radiation oncology and re-
search director of the breast radi-
ation oncology section at MD 
Anderson. He too was not in-
volved in the study. 

"Patients at highest risk for treat-
ment incompletion are often 
those with the least amount of 

MRI Can Rule Out 
Need for Biopsy in 

Men with High PSA 
Almost twice as sensi-

tive as TRUS-biopsy 

for detecting aggressive 

prostate cancer 

by Kristin Jenkins Contributing Writer, 
MedPage Today January 27, 2017 
 
Action Points 
 

 One in four men presenting 
with elevated prostate-specific 
antigen (PSA) may be able to 
safely avoid prostate biopsy if 
they have triage testing with 
multi-parametric magnetic reso-
nance imaging (MP-MRI) first. 

  
Note that the study suggests that 
a negative MP-MRI result im-
plies a high probability of no 
clinically significant cancer, 
although the authors empha-
sized that patients should be 
monitored after their MP-MRI 
scan. 
 
One in four men presenting 
with elevated prostate-specific 
antigen (PSA) may be able to 
safely avoid prostate biopsy if 
they have triage testing with 
multi-parametric magnetic reso-
nance imaging (MP-MRI) first, 
researchers said. 
 
The use of MP-MRI might also 
improve the detection of clini-
cally significant cancer com-
pared with transrectal ultra-
sound-guided prostate biopsy 
(TRUS-biopsy) and reduce over
-diagnosis of clinically insignif-
icant prostate cancer, the multi-
center, paired-cohort, confirma-
tory PROMIS (PROstate MR 
Imaging Study) showed. 

http://www.medpagetoday.com/reviewer.cfm?reviewerid=755
http://www.medpagetoday.com/reviewer.cfm?reviewerid=755
http://www.redjournal.org/article/S0360-3016%2816%2900064-X/abstract
http://www.redjournal.org/article/S0360-3016%2816%2900064-X/abstract
http://www.redjournal.org/article/S0360-3016%2816%2900064-X/abstract
http://www.redjournal.org/article/S0360-3016%2816%2900064-X/abstract
http://www.redjournal.org/article/S0360-3016%2816%2900064-X/abstract
http://faculty.mdanderson.org/Benjamin_Smith/
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low-up, the landmark trial 
showed that there were no cancer
-specific survival differences in 
men randomly assigned to have 
active monitoring, radical prosta-
tectomy, or radical radiotherapy, 
although there was reduced time 
to metastases with treatment. 
 
"Over three-quarters of men in 
ProtecT had low-risk disease, 
exemplifying the problem of over
-diagnosis from a TRUS-biopsy 
in all strategy and the need to 
avoid biopsy in such men whilst 
improving detection of cancer 
that requires treatment," Ahmed 
and colleagues said. 
 
In PROMIS, transperineal tem-
plate prostate mapping biopsies 
(TPM-biopsies) were used as the 
reference standard to test the di-
agnostic accuracy of MP-MRI 
and TRUS-biopsy. "TPM-
biopsies can be applied to men at 
risk and are highly accurate, 
since the prostate is sampled eve-
ry 5 mm." 
 
Between May 17, 2012, and No-
vember 9, 2015, a total of 740 
biopsy-naïve men were enrolled 
at 11 centers. Of this group, 576 
men with PSA concentrations up 
to 15 ng/mL underwent 1·5 Tesla 
MP-MRI followed by both 
TRUS-biopsy and TPM-biopsy 
blinded to other test results. 
Clinically significant cancer was 
defined as having a Gleason 
score ≥4 + 3 or a maximum can-
cer core length of 6 mm or long-
er. 

Cancer was detected on TPM-
biopsy in 408 of the 576 men 
(71%) and clinically significant 
cancer was detected in 230 
(40%). A total of 174 men with 
low-grade disease were classified 
as having significant disease on 

the basis of core length. 
An analysis of the cost-
effectiveness of the PROMIS data 
is underway, the researchers said, 
and they plan to follow up with 
central cancer and mortality reg-
istries to document the long-term 
outcomes of participants. 
 
Limitations of the study, the re-
searchers noted, include the use 
of a 5 mm sampling frame of the 
entire prostate -- exclusion of 
large prostates "might result in a 
decrease in the proportion of true 
negatives." 
 
Asked for his perspective, Chris-
topher Anderson, MD, of New 
York-Presbyterian/Columbia 
University Medical Center, in 
New York City, who was not in-
volved with the study, said via 
email: "These data do support 
using MRI in biopsy-naïve men 
to eliminate unnecessary biopsies 
and find more aggressive cancer. 
Since the purpose of prostate can-
cer screening is to identify pa-
tients who have potentially ag-
gressive disease, these findings 
show that MRI may be able to 
substantially improve our ability 
to identify these men." 

The limitation of MRI in the 
study was the high rate of false-
positive tests, but the high nega-
tive predictive value was "a major 
benefit," he added. 
 
In patients with a negative MRI, 
very few had significant cancer, a 
finding that could "support the 
avoidance of biopsy for those 
with a 'normal' MRI." 
 
Anderson explained that MRI 
provides superior soft-tissue reso-
lution compared with other imag-
ing techniques, and takes ad-
vantage of differences between 
normal and cancerous prostate 

 
For clinically significant cancer, 
the study demonstrated that MP-
MRI was more sensitive than 
TRUS-biopsy (93% versus 
48%) and less specific (41% 
versus 96%; P<0·0001), with a 
negative predictive value of 
89% versus 74%; P<0·0001), 
Hashim U. Ahmed, MD, PhD, 
of University College London 
Medical School in the U.K., and 
colleagues reported. 
 
"Using MP-MRI to triage men 
might allow 27% of patients to 
avoid a primary biopsy and di-
agnosis of 5% fewer clinically 
insignificant cancers," the re-
searchers wrote online in The 
Lancet. 
 
"If subsequent TRUS-biopsies 
were directed by MP-MRI find-
ings, up to 18% more cases of 
clinically significant cancer 
might be detected compared 
with the standard pathway of 
TRUS-biopsy for all." 
 
Using the scan to guide the bi-
opsy would also result in "fewer 
and better biopsies being taken." 

The high negative predictive 
value is "reassuring," Ahmed 
and colleagues said, since a neg-
ative MP-MRI result "implies a 
high probability of no clinically 
significant cancer." However, 
they emphasized, patients 
should be monitored after their 
MP-MRI scan. 
 
Previous results from the Pros-
tate Testing for Cancer and 
Treatment (ProtecT) trial have 
highlighted the problems facing 
men who present with an elevat-
ed serum PSA, the researchers 
pointed out. 

At a median of 10 years of fol-

http://ascopubs.org/doi/full/10.1200/jco.2008.20.4669
http://ascopubs.org/doi/full/10.1200/jco.2008.20.4669
https://www.columbiadoctors.org/christopher-b-anderson-md
https://www.columbiadoctors.org/christopher-b-anderson-md
https://www.uclh.nhs.uk/OurServices/Consultants/Pages/MrHashimAhmed.aspx
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
https://academic.oup.com/jnci/article/doi/10.1093/jnci/djv436/2412660/Presentation-of-Benefits-and-Harms-in-US-Cancer
https://academic.oup.com/jnci/article/doi/10.1093/jnci/djv436/2412660/Presentation-of-Benefits-and-Harms-in-US-Cancer
http://www.nejm.org/doi/full/10.1056/NEJMoa1606220#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa1606220#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa1606220#t=article
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A nearly two-decades-long clin-
ical trial has demonstrated that 
adding antiandrogen therapy to 
radiation therapy can improve 
the survival of prostate cancer 
patients who have evidence of 
disease recurrence after radical 
prostatectomy.  The study con-
ducted by the NRG Oncology 
Radiation Therapy Oncology 
Group appears in the February 
2  New England Journal of 
Medicine.  
“Surgery is a very common 
treatment for men with localized 
prostate cancer, but more than 
30 percent of them will have re-
current disease; so we special-
ists in genitourinary oncology 
have been working to address 
this problem for a long time,” 
says William U. Shipley, MD, 
of the Massachusetts General 
Hospital (MGH) Department of 
Radiation Oncology, corre-
sponding author of the NEJM 
report. “This study’s findings – 
that adding antiandrogen thera-
py to the radiation typically 
used against recurrence reduces 
the incidence of metastasis, 
death from prostate cancer and 
overall deaths – will change the 
standard of care for patients ex-
periencing a postoperative re-
currence.”  
Initiated in 1998, the study en-
rolled 760 patients who, after 
removal of the prostate gland 
for localized cancer, developed 
what is called biochemical re-
currence, signified by an in-

tissue to identify cancers. 
 
One of the study's main caveats, 
however, is the quality of MRI 
interpretation -- i.e., normal ver-
sus abnormal -- and the experi-
ence of the radiologist. "The re-
sults are not necessarily external-
ly valid to all practice settings," 
he said. 
 
In addition, the routine use of 3T 
machines, which can perform 
targeted biopsies of abnormal 
lesions and provide superior im-
aging to 1.5T machines, are al-
ready offering improved diag-
nostic accuracy, Anderson point-
ed out. "It is possible that with 
newer technology and more ex-
perienced radiologists, our ability 
to accurately risk-stratify patients 
using MRI will improve." 
 
He said that although many in-
surers do cover MRIs for men 
with elevated PSAs, particularly 
those who have had a prior nega-
tive biopsy, as more data emerg-
es about the utility of MRI in this 
setting, "I would anticipate that it 
is more likely to be covered." 
 
PROMIS was funded by the 
U.K. Government Department of 
Health, National Institute of 
Health Research-Health Technol-
ogy Assessment Programme, 
University College London Bio-
medical Research Centre, and 
The Royal Marsden and the In-
stitute for Cancer Research Bio-
medical Research Centre. 
 
Ahmed reported relationships 
with Sonacare Medical, Sophiris, 
and Trod Medical. Some of the 
other co-authors reported rela-
tionships with Nuada Medical 
Ltd., Steba Biotech, GSK, Sanofi 
Aventis, Astellas, Sonacare, An-
giodynamics, Sonacare Inc., 

 Sophiris Inc., and Trod Medical, 
and one of the coauthors is clin-
ical director for the prostate care 
division of Nuada. 
 
Reviewed by Robert Jasmer, 

MD Associate Clinical Pro-
fessor of Medicine, Univer-
sity of California, San Fran-
cisco and Dorothy Caputo, 
MA, BSN, RN, Nurse Plan-
ner 

 
 
Primary Source 

The Lancet 
Source Reference: Ahmed, HU 
et al "Diagnostic accuracy of 
multi-parametric MRI and 
TRUS biopsy in prostate cancer 
(PROMIS): a paired validating 
confirmatory study" Lancet 
2017; DOI: 10.1016/ S0140-
6736(16)32401-1.  

 

 

Source: http://www.medpagetoday.com/
HematologyOncology/

ProstateCancer/62780?

xid=nl_mpt_DHE_2017-01-

28&eun=g957619d0r&pos=0 

 

Adding antiandrogen ther-
apy to radiation therapy 
improves survival in re-

current prostate cancer 

http://www.massgeneral.org/radiationoncology/
http://www.massgeneral.org/radiationoncology/
http://www.massgeneral.org/radiationoncology/
http://www.medpagetoday.com/reviewer.cfm?reviewerid=55
http://www.medpagetoday.com/reviewer.cfm?reviewerid=55
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2816%2932401-1/fulltext?rss=yes
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crease in prostate-specific 
antigen (PSA) levels. Partici-
pants were randomly as-
signed to receive either bi-
calutamide – which at the 
time was the most common 
antiandrogen drug in use – or 
a placebo for 24 months, 
along with six and a half 
weeks of radiation thera-
py.  Enrolled from 150 sites 
in North America, partici-
pants were evaluated at the 
beginning and end of their 
radiation treatment and then 
at intervals ranging from 
every three months to annu-
ally for an average of around 
13years.  
 
In 2010 the team published 
an interim analysis, showing 
that bicalutamide treatment 
was associated with a reduc-
tion in both biochemical re-
currence and the develop-
ment of metastasis. But since 
prostate cancer can be a 
slowly progressing disease, 
longer-term follow up was 
required to determine wheth-
er or not participants could 
be considered cured of their 
disease.   
The current paper reports 
that, at an average of 12 
years after entering the trial, 
21 or 5.8 percent of patients 
in the bicalutamide group 
had died from prostate can-
cer versus 46 or 13.4 percent 
of those in the placebo 
group. While 14.5 percent of 
those in the bicalutamide 
group developed distant me-
tastases, 23 percent of those 
in the placebo group had 
metastatic spread.  A second 
biochemical recurrence was 
observed in 44 percent of 

those in the bicalutamide 
group, compared with almost 
68 percent of those in the pla-
cebo group.  
The overall survival rate 
among the bicalutamide 
group was 76.3 percent, com-
pared with 71.3 percent sur-
vival in the placebo group, a 
difference that can be ac-
counted by the reduction in 
prostate cancer death. There 
were no significant differ-
ences in long-term adverse 
effects, including effects on 
the heart and liver, which oth-
er investigators have associat-
ed with therapies that inter-
fere with either the produc-
tion or the action of testos-
terone.   
In recent years, bicalutamide 
has largely been replaced by 
GnRH agonist drugs like 
leuprolide, which, Shipley 
notes, are being investigated 
together with radiation to 
treat similar patients in two 
major clinical trials. “Those 
trials started about five years 
ago, so it will take some time 
to get their results.  But since 
both approaches act by lower-
ing the supply of testosterone 
to the tumor itself, there isn’t 
any reason to expect the re-
sults to be different,” he says.  
 
Shipley is the Andreas So-
riano Distinguished Professor 
of Radiation Oncology at 
HarvardMedical School.  The 
co-authors of the NEJM paper 
include Niall Heney, MD, of 
MGH Urology and Anthony 
Zietman, MD, of MGH Radi-
ation Oncology.  The study 
was supported by National 
Cancer Institute grants U10 

CA21661, U10 CA180868, 
U10 CA180822 and UG1 
CA189867, and by Astra 
Zeneca.  
 
Massachusetts General Hospi-
tal, founded in 1811, is the 
original and largest teaching 
hospital of Harvard Medical 
School. The MGH Research 
Institute conducts the largest 
hospital-based research pro-
gram in the nation, with an 
annual research budget of 
more than $800 million and 
major research centers in HIV/
AIDS, cardiovascular re-
search, cancer, computational 
and integrative biology, cuta-
neous biology, human genet-
ics, medical imaging, neuro-
degenerative disorders, regen-
erative medicine, reproductive 
biology, systems biology, pho-
tomedicine and transplantation 
biology. The MGH topped the 
2015 Nature Index list of 
health care organizations pub-
lishing in leading scientific 
journals and earned the pres-
tigious 2015 Foster G. 
McGaw Prize for Excellence 
in Community Service. In Au-
gust 2016 the MGH was once 
again named to the Honor Roll 
in the U.S. News & World Re-
port list of "America’s Best 
Hospitals." 

Media contact: Katie 
Marquedant, kmarqued-
ant@partners.org, 617 726-
0337 
Source: http://www.massgeneral.org/about/
pressrelease.aspx?id=2052 

http://www.massgeneral.org/about/ascopubs.org/doi/abs/10.1200/jco.2011.29.7_suppl.1
http://www.massgeneral.org/research/about/RI-welcome.aspx
http://www.massgeneral.org/research/about/RI-welcome.aspx
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Notice to Members  
If you have moved, have 
a new email or phone or 
no longer wish to receive 
the newsletter, please let 
us know. 
 
  It’s up to you to keep us 
informed so we can keep 
you informed. 
 
Diane Sutkowski 845 
331-7241     
dsutkowski@hvc.rr.com 
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