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Adding antiandrogen therapy to radiation therapy improves survival in recurrent prostate cancer
A nearly two-decades-long
clinical 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 conducted 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 recurrent disease; so we
specialists 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, corresponding author of the
NEJM report. “This study’s
findings – that adding antiandrogen therapy 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
experiencing a postoperative
recurrence.”
Initiated in 1998, the study
enrolled 760 patients who,
after removal of the prostate
gland for localized cancer,
developed what is called biochemical recurrence, signified by an increase in prostate
-specific antigen (PSA) levels. Participants were randomly assigned to receive
either bicalutamide – 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 therapy. Enrolled from 150 sites
in North America, participants were evaluated at the
beginning and end of their
radiation treatment and then
at intervals ranging from every three months to annually

for an average of around 13
years.
In 2010 the team published an
interim analysis, showing that
bicalutamide treatment was
associated with a reduction in
both biochemical recurrence
and the development of metastasis. But since prostate cancer
can be a slowly progressing
disease, longer-term follow up
was required to determine
whether 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 cancer versus 46
or 13.4 percent of those in the
placebo group. While 14.5 percent of those in the bicalutamide group developed distant
metastases, 23 percent of those
in the placebo group had metastatic spread. A second bio-
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chemical recurrence was observed in 44 percent of those in
the bicalutamide group, compared with almost 68 percent of
those in the placebo group.
The overall survival rate among
the bicalutamide group was 76.3
percent, compared with 71.3 percent survival in the placebo
group, a difference that can be
accounted by the reduction in
prostate cancer death. There were
no significant differences in long
-term adverse effects, including
effects on the heart and liver,
which other investigators have
associated with therapies that interfere with either the production
or the action of testosterone.
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 lowering the
supply of testosterone to the tumor itself, there isn’t any reason
to expect the results to be different,” he says.
Shipley is the Andreas Soriano
Distinguished Professor of Radiation Oncology at Harvard Medical School. The co-authors of
the NEJM paper include Niall
Heney, MD, of MGH Urology
and Anthony Zietman, MD, of
MGH Radiation 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 Hospital, founded in 1811, is the
original and largest teaching
hospital of Harvard Medical
School.
The MGH Research Institute
conducts the largest hospitalbased research program in the
nation, with an annual research budget of more than
$800 million and major research centers in HIV/AIDS,
cardiovascular research, cancer, computational and integrative biology, cutaneous
biology, human genetics,
medical imaging, neurodegenerative disorders, regenerative medicine, reproductive biology, systems biology,
photomedicine and transplantation biology. The MGH
topped the 2015 Nature Index
list of health care organizations publishing in leading
scientific journals and earned
the prestigious 2015 Foster G.
McGaw Prize for Excellence
in Community Service. In
August 2016 the MGH was
once again named to the Honor Roll in the U.S. News &
World
Report
list
of
"America’s Best Hospitals."

Media contact: Katie Marquedant,
kmarquedant@partners.org, 617 7260337

Source:
http://www.massgeneral.org/
about/pressrelease.aspx?id=2052

A More Accurate Prostate
Cancer Grading System
Jonathan I. Epstein, M.D.

Do you want to know what a
prostate tissue specimen looks
like when I view it under my microscope? Imagine looking at an
abstract painting, with its countless shades and variations of color all swirled together on the
canvas. Within this mass on my
biopsy slide are normal cells
and, in some cases, cells that are
not normal. By viewing this
sample, I am able to determine if
cancer is present and, if so, how
much.
What I am looking at are specific patterns of the cells from the
part of the prostate that produces
seminal fluid and the proteins
within it. Prostate cancers arise
in this part of the gland. When
prostate cancer is present, the
cellular configurations are altered and can be divided into
five recognizable patterns that
are added together to form a
score.
A look at the Gleason score
Donald F. Gleason, M.D., Ph.D.,
first described the five patterns
in the 1960s, when he served as
chief of pathology at the Minneapolis VA Medical Center. He
devised a method of ranking
them that bears his name: the
Gleason score. This prostate cancer grading system is still the
most accurate predictor of the
cancer’s aggressiveness and is
used widely to guide cancer
management. The higher the
Gleason score, the more virulent
the prostate tumor tends to be.
There are five Gleason patterns,
or grades, from 1 through 5,
which describe the extent of
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gland alteration. Grades 1 through
3 describe glandular patterns that
appear more normal and orderly,
whereas grades 4 and 5 describe
cell patterns that appear chaotic.
Glandular patterns of 1, 2, and 3
are associated with a more benign
clinical course, while grades 4 and
5 tend to behave aggressively and
spread beyond the prostate.
Prostate cancer cells are often
made up of an array of grades,
some of which appear to be fairly
normal and others quite disorderly.
Gleason discovered that by adding
the two most prevalent grades together to arrive at a score, and tumor aggressiveness could be predicted with a high degree of precision.
For example, if the most prevalent,
or primary, glandular grade seen is
3, and the second most prevalent,
or secondary, grade is 4, the
Gleason score would be 3 + 4 = 7,
with 3 the primary and 4 the secondary grade. However, if the most
prevalent grade is 4, and the second most prevalent grade is 3, then
the Gleason score would also equal
7 (4 + 3), but with 4 the primary
grade and 3 the secondary grade.
The tumor that is scored 3 + 4 behaves less aggressively than the 4 +
3 tumor because the primary pattern is 3 rather than 4.
To complicate matters further,
pathologists have decided to abbreviate the Gleason grading system,
and only scores of 3, 4, and 5 are
used to describe prostate biopsies
for both primary and secondary
grades; these are added up to obtain scores from 6 through 10.
Gleason score 6 cancers tend to
behave less aggressively than
Gleason score 7 cancers, which, in
turn, behave less aggressively than
cancers scored as 8, 9, and 10.

Today, 60 percent to 70 percent
of cancers diagnosed on a prostate biopsy are graded as
Gleason score 6; about 20 percent to 30 percent are Gleason
score 7; and 5 percent to 10
percent are Gleason score 8 and
higher. The vast majority of
cancers picked up on a prostate
biopsy are the least aggressive
type. As you might expect, assigning higher grades contributes to the higher rates of prostate cancer treatment.

A better predictor?
The results suggested that the
prognostic discrimination for the
new grading system was higher
than the most commonly used
combinations of the Gleason
scores. For example, the original
Gleason system typically considers Gleason score 7 as requiring
radiation therapy. However, the
new system broke up Gleason 7
into Grade Group 2 and Grade
Group 3, in which 3’s prognosis
is twice as bad as 2’s.

The new prostate cancer
grading system
The Gleason prostate cancer
grading system, which has 25
possible scores, has been confusing to many doctors and patients, and this has led to unnecessary treatment of prostate
cancer. This is why I, along
with other researchers, have
created a new five-grade system
that is easier to use and understand, but also more accurate
than the Gleason system, with
only five possible scores. The
new prostate cancer scoring
system has the potential to substantially reduce overtreatment
of low-risk cancer.

The difference in Grade Groups
is especially critical for selecting
a therapy. For example, Grade
Group 3 is treated with hormonal
therapy in addition to radiation,
which carries significant side effects, whereas Grade Group 2 is
treated only with radiation. Similarly, the Gleason scores 8 to 10
are typically considered one
grade, yet in the new prostate
cancer grading system, these
grades can be split into Grade
Group 4 and Grade Group 5,
where, again, Grade 5 is twice as
aggressive.

The five-grade system is based
on an analysis of 2013 data
from more than 7,000 prostate
cancer patients at The Johns
Hopkins Hospital. To verify the
accuracy of the new stratification, we also analyzed data obtained from tissues of more
than 20,000 men whose prostates had been surgically removed between 2005 and 2014
at Hopkins and four other medical institutions. We also included data from biopsies of more
than 5,000 men treated with
radiotherapy at two medical
centers during the same period.

When we looked at our study data, 40 percent of the men in the
study fell into either Grade
Group 2 or 3 and would be affected by distinguishing between
the two, and 10 percent of the
men fell into either Grade Group
4 or 5. Therefore, by using the
new system, 50 percent of the
men in the study would have received a more appropriate treatment than if their doctors had
used the most common combinations of the Gleason score.
Bottom of Form
Top of Form
Bottom of Form
A major plus of the new grading
system is that it will reduce overtreatment of prostate cancer that
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develops slowly by allowing more
rational, less emotional decisionmaking. Men who are assigned
Grade Group 1 will know that their
cancer has no metastatic potential.
This should also reassure men in
this group who choose active surveillance.
The World Health Organization
has now recommended that the
new prostate cancer grading system be used worldwide. Change
doesn’t come quickly in the medical world, but I am confident that
over time this new grading system
will be widely adopted internationally.

Jonathan I. Epstein, M.D., is a professor in the departments of pathology, urology, and oncology at Johns Hopkins Medicine and the Reinhard Professor of Urologic Pathology at Johns Hopkins Medical Institutions. He is also director of
surgical pathology at Johns Hopkins Hospital.
Source: https://www.healthafter50.com/
prostate/article/a-more-accurate-prostatecancer-grading-system?ic=rtnrr

Where to find out about
Clinical Trials
https://prostatecancernewstoday.com/2016/05/16/
finding-out-about-prostate-cancer-clinical-trials/?
utm_source=Prostate+Cancer&utm_campaign=ab
ced37a47RSS_MONDAY_EMAIL_CAMPAIGN&utm_m
edium=email&utm_term=0_a6d9c27ca8abced37a47-71812337

Wise Buy? Proton Beam Therapy
It helps only a few, and at a wildly extravagant
cost
by Paul Raeburn

Contributing Writer, MedPage Today May 19, 2017

On Feb. 18, 2014, Scripps Health
in San Diego issued a press release that "celebrated the opening of the Scripps Proton Therapy Center," a $220 million facility to bring to southern Californians "one of the most advanced,
accurate treatments available for
cancer care."
It sounded like a weapon out of
"Guardians of the Galaxy": A 95ton superconducting cyclotron
would use hydrogen and oxygen
to create a plasma stream. Protons would be extracted from the
plasma and accelerated to a
speed of 100,000 miles per second. A beam-transport system
would direct the proton stream to
different treatment rooms, blasting tumors of the prostate, head
and neck, breast, spine, lung and
gastrointestinal tract, and many
childhood cancers.
For those less intrigued by the
technical details, the release touted the center's "modular stone
walls and wood and tile design
accents" intended to "provide a
comforting, emotionally supportive environment for healing."
Proton therapy, you might reasonably conclude, was the best
thing to hit San Diego since sunshine.
Scripps and its two affiliates in
the project -- Rady Children's
Hospital and the University of
California San Diego Health System -- said they could care for up
to 2,400 patients annually.
Just after the center's three-year

anniversary, however, the sunny
skies turned gloomy. The Scripps
Proton Therapy Center filed for
bankruptcy protection.
Whatever effect plasmas and protein beams might have on cancer,
they were evidently not having
the hoped-for effect on patients.
Court documents said that since
the center's opening, it "has not
operated on a profitable or even a
break-even basis."
The Scripps center's failure to attract patients mirrors a national
trend. At the 2016 annual meeting
of the American Society for Radiation Oncology (ASTRO), researchers reported that the use of
proton therapy was growing, but
barely. In 2012, 5,377 patients
were treated. That rose to just
over 7,000 in 2015. The number
of cases of prostate cancer, the
most commonly treated condition,
was nearly unchanged at about
2,300 cases annually. (The figures
are from survey data collected by
the National Association for Proton Therapy.)
Those numbers are troubling, but
the financial figures are worse.
During the period in question
here, 2012 to 2015, the number of
proton treatment centers doubled.
That means the number of prostate cancer patients seen per center is dropping -- not a good thing
when trying to cover a $220million investment.
Market Struggles
And the financial woes extend
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beyond San Diego. A proton
therapy center at Indiana University has closed. Another in
Georgia is struggling. This is a
tough economic lesson that
seems lost in Oklahoma City,
where there are two proton
therapy centers 17 miles apart,
making it even more difficult to
attract enough patients to survive.
This bleak economic landscape
might look a little bit brighter if
researchers could say with confidence that proton beam therapy has clear advantages over
conventional radiology. If that
is the case, then the centers that
survive this downturn might
one day pay for themselves.
Unfortunately for proton beam
therapy's purveyors and enthusiasts, there is little evidence of
its superiority.
The most promising area for
the use of proton therapy was
once in prostate cancer, where
radiotherapy often causes rectal
complications, said Joel Greenberger, MD, professor and
chair of radiation oncology at
the University of Pittsburgh,
School of Medicine.
But the possible utility of proton therapy in prostate cancer is
being undermined by two other
developments. One is the realization that many cases of prostate cancer are best left alone
and watched, without any treatment. "Ninety-five% of men
with prostate cancer do not die
of prostate cancer," Greenberger said. The other is that
proton therapy is, in most cases, no more effective than conventional radiation treatments -

- and it's far more expensive.
Dwight Heron, MD, chairman of
radiation oncology at UPMC
Shadyside in Pittsburgh, said
that for those men who do need
radiotherapy, "we can do it just
as well" with conventional treatment. Proton therapy "does play
a role, but we don't have the
clinical evidence yet to support
the use of protons for the range
of cancers we usually treat -- and
certainly not at the current cost."
There are no randomized studies
that prove protons are better than
conventional treatment, he said.
Proton therapy costs range from
about $30,000 to $120,000. In
contrast, a course of treatment
with radiosurgery costs about
$8,000-$12,000, Heron said.
IMRT (intensity-modulated radiation therapy) costs about
$15,000. A radiation treatment
center with stereotactic capabilities costs about $7 million to
build, versus roughly $200 million for a proton therapy center,
according to Heron.
Unique Capability
One area in which proton therapy might be uniquely valuable is
in the treatment of pediatric cancers, Heron said. "Kids are so
much more vulnerable, and they
have a higher risk of developing
other cancers due to the radiation."
Jatinder R. Palta, PhD, the chair
of medical physics at Virginia
Commonwealth University and
chief physicist for the Department of Veterans Affairs' national radiation oncology program, is
a strong proponent of proton
therapy, but only for a small,
select group of patients.
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In a study he conducted for the
VA, he said, "Our analysis did not
find any class-one [statistically
proven] evidence for proton therapy for main cancers like prostate,
lung , or any other cancers," he
said. But there were some exceptions. Some patients present in a
way that makes proton therapy
"unequivocally better than conventional therapy in terms of morbidity and outcomes."
These cases make up 5%-7% of
patients, and it's not the site of
their cancer that makes them good
candidates for proton therapy -- it's
the way the cancer presents. "If
you have a patient you have treated, and the cancer has recurred,
let's say, in the skull, you have a
lot of normal tissue which has been
irradiated before. Proton therapy
can spare a lot of the normal tissue." This kind of situation could
arise at other sites, too, he said.
These take advantage of a particular characteristic of proton therapy.
X-rays deliver a dose of radiation
to normal tissue as they exit the
body after passing through a tumor. Protons can be managed to
hit the tumor and more-or-less stop
dead right there -- meaning there is
little risk of an exit dose.
Palta also underscored the value of
proton therapy in treating pediatric
cancers. "When you have a young
patient with a growing body and
you radiate those normal structures, the growth is stunted. They
will not grow at the same rate. Radiation retards the growth of the
normal tissue," he said.
Keeping $$ at Home
But Palta has a far more disturbing
explanation for the economic difficulties facing proton therapy centers. To explain his view, he does a
quick bit of arithmetic. "We are
treating about 1 million patients

with radiotherapy," he said.
"Let's say 5% of those patients
are going to benefit from protons." That's 50,000 people.
If proton treatment centers each
treated 500 patients per year,
there should be enough patients
to support 100 centers across
the country. (That's 50,000 divided by 500, if you're keeping
score.) Why, then, are so many
of them facing such harsh economic realities?
One reason is that insurers are
not covering most proton therapy. But the other explanation is
the disturbing one: Radiation
oncologists don't want to give
away their income-producing
patients.
"No provider is willing to give
up patients, even though they
know the long-term toxicity and
morbidity of the patient they are
treating with conventional therapy is bound to be higher," Palta said.
Did he really mean that oncologists would knowingly give patients sub-optimal treatment for
financial reasons? Absolutely,
he said. And they're unlikely to
be exposed, because "they can
always claim that they don't
know."
He said he's seen it happen. Before moving to Virginia, Palta
was at the University of Florida.
"We had a proton facility at
Jacksonville and a main campus
in Gainesville. Our radiation
oncologists
in
Gainesville
would not send patients to Jacksonville. They would make the
excuse that 'there's no evidence
that protons are better. So why
put the patients through a 70mile drive [to Jacksonville]?'"
This was not a question of com-
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peting institutions fighting for
healthcare dollars. It was a civil
war: both the Gainesville and
Jacksonville facilities are part of
the University of Florida.
Bottom Line
With this background, it's fair to
ask: Is proton therapy a wise buy?
No, said Greenberger flatly. "Until
we have some incontrovertible
evidence that protons for certain
things are better, no."
Heron agreed. "It could bankrupt
the healthcare system even more
quickly."
Palta also agreed. He noted that
yet another proton center, in
Hampton, Va., 80 miles down the
road from him, was also having
financial problems. "They don't
have the patients."
Could this change as researchers
continue to study proton therapy?
"That's highly unlikely," Palta
said. "The physics is simple. We
know which cases will make a difference."
The only solution, he said, is to
treat all of those who can benefit
from proton therapy -- and only
those who can benefit.
"It's personalized medicine," he
said. At $220 million a pop.
Source: http://www.medpagetoday.com/
radiology/therapeuticradiology/65422

Coping with Cancer Can Wear You
Down
By Rick Redner In Columns, Living & Loving with Prostate Cancer

For five consecutive days, I
dealt with troublesome and lifealtering side effects from my
most recent surgery,
a cholecystectomy. During that
time, I learned valuable lessons
about coping with cancer, or
any chronic disease that affects
you every minute of your day
and night. It took less than five
days for me to reach a place of
total exhaustion.
On one of those days, I needed
to accomplish something so I
could feel useful. I decided I
had enough energy to walk to
my driveway so I could install
an “I love Cavalier King
Charles Spaniels” license plate
frame on my daughter’s car.
As I bent down, two things happened. First, I leaked a bit of
urine. This was a reminder of
one of the unwanted changes in
my life that occurred after
my prostatectomy to treat prostate cancer. Then, I began burping. This was a reminder of a
side effect from a recently prescribed medication that absorbs
excess bile secretions from my
liver.
These two events occurring
back-to-back gave me an epiphany. The training I received as I
earned my master’s degree in
social work was incomplete. For
decades, I believed what I
learned about crisis resolution,
which says that the more crises
you successfully resolve, the
greater your capacity and skills
for dealing with a future crisis.
It sounds like a great theory, but

I came back into the house with a
new understanding that there are
times when a series of consecutive and unwanted changes will
leave you vulnerable to feeling
totally wiped out and worn, no
matter how many crises you’ve
successfully resolved.

There was no doubt in my mind
that the past few days with little
or no sleep, an inability to eat (I
lost seven pounds in a week),
constant pain, an inability to go
to work, unrelenting fatigue, and
multiple trips to the bathroom
every hour had ground me down
in such a way that I was seriously
worn out.
Whatever resilience I gained coping successfully with past crises vanished. I felt fatigued beyond measure. The simple task of walking outside, loosening two screws, putting on a
new license plate frame, then
walking back into the house
drained me of all my energy.
Once inside, I wondered whether
I had enough energy left to walk
upstairs to reach my bedroom
that night, or if I’d choose to
sleep downstairs on the couch. At
bedtime, I felt fortunate that I
had a sufficient supply of energy
to climb the stairs. Climbing the
stairs and sleeping in my bed was
something I always took for
granted. Now it was a victory
worth celebrating!
I spent most of my waking hours
wanting to do nothing other than
to sit on my couch. Engaging in
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any physical activity, no matter
how slight, was physically exhausting. Going to work was out
of the question.
Weariness trifecta
I hated living in this state of being worn out, but it brought me a
sense of relief to accurately
acknowledge my current state of
weariness. I discovered there are
three types of weariness. The
first is physiological, the second
is psychological, and the third is
relational. It’s very common to
feel weary in all three areas at
the same time.
When I asked my wife if she was
feeling worn out, I wasn’t in the
least bit surprised to hear she
was. I felt, and still do, a heavy
sense of guilt that my health
problems brought my wife into a
state of feeling worn.
Our ability to acknowledge our
shared experience of being worn
out brought us closer together. There’s no shame in admitting coping with cancer or any
chronic disease can wear you
down.
I knew my wife needed a break,
so I suggested she get out of the
house and away from me. She
decided to go out for a few hours
with our daughter.
When they came home, they
shared their fun-filled experiences with me. As I listened, I realized they were talking about a
world that I’d left behind in less
than a week’s time. I had serious
doubts about whether I’d ever
regain enough energy to leave
the couch and my home in order
to venture into the world to enjoy
any form of outside entertainment or recreational activities.
I realized there’s a list of energy-

draining changes that occur in
the lives of folks coping with
cancer, or the side effects from
treatment.
A healthy spouse can experience
some of these unwelcome changes as well. This means that
whether you’re the one diagnosed with cancer, or the healthy
spouse, if you’re dealing with
any of the issues on this list,
you’re vulnerable to feeling
worn:

 Sleep deprivation
 Constant and unrelieved pain
Unpleasant symptoms that take
over your life
 A change in appetite or digestion that makes eating undesirable
 Becoming homebound
 Losing activities that bring
intimacy into your relationship
 Losing activities that brought
meaning and purpose into your
life
 Losing recreation and pleasurable activities or hobbies
 Losing the opportunity to
enjoy the company of friends and
family
 Losing the connection between you and your community
of faith
 Experiencing a crisis in your
faith
 Losing the quality of your
life to such an extent that there is
little or no pleasure in living
 Feeling that you are nothing
but a burden to your family
 Dealing with a slow or unresponsive healthcare provider or
system

The intensity, duration, and frequency of being worn out are
affected by the types of unwanted change you experience. For
example, chronic pain or serious sleep deprivation can cause
you to feel worn in a matter of
days.
In my next blog, I’ll share some
antidotes to feeling worn.
In the meantime, I’m providing
a link to a faith-based song that
I believe does an outstanding
job describing what it’s like to
feel worn. The song is appropriately titled, “Worn.”
If you’d like to share your experiences with feeling worn as
you’ve coped with cancer, I’d
like to hear from you.
***

Note: Prostate Cancer News Today is strictly a news and information website about the disease.
It does not provide medical advice, diagnosis, or treatment. This
content is not intended to be a substitute for professional medical
advice, diagnosis, or treatment.
Always seek the advice of your
physician or other qualified health
provider with any questions you
may have regarding a medical
condition. Never disregard professional medical advice or delay in
seeking it because of something
you have read on this website. The
opinions expressed in this column
are not those of Prostate Cancer
News Today, or its parent company, BioNews Services, and are intended to spark discussion about
issues pertaining to prostate cancer.
Source: https://
prostatecancernewstoday.com/2017/08/18/coping-withcancer-can-wear-you-down/

Dealing with friends or family
that frustrate or disappoint rather
than help you.
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Single Radiation Dose Improves Bone Pain Relief, QoL
Study reinforces benefits of low-dose palliative radiotherapy
by Charles Bankhead
Senior Associate Editor, MedPage Today February 09, 2017

Action Points
 Note that this sub-analysis
of a randomized trial revealed
that a single, low-dose radiation dose may be associated
with improved bone pain
scores among cancer patients
with bony metastases.

Be aware that radiation was
not randomized -- all patients
received this intervention, implying that some of the effect
may be due to regression to
the mean.
About 40% of patients with
symptomatic cancer bone metastases obtained significant
pain relief and improved quality of life after a single session
of low-dose radiation therapy,
according to data from a randomized trial.
Ten days after treatment,
40.9% of patients met the criteria for pain response, as did
38.9% at 42 days. Patients
who responded to the treatment also had significantly
less pain-related interference
with regular activities and significant improvement in psychosocial status, as reported
online in JA MA Oncology.
"These results confirm that
radiotherapy for painful bone
metastases can improve pain
and quality of life (QoL)
quickly after treatment and
therefore should be offered
even for those with a limited
expected survival," Edward

Chow, MD, PhD, of Odette
Cancer Center and Sunnybrook
Health Sciences Center in Toronto, and co-authors concluded. "Our evaluation time points
(days 10 and 42) should be
used in future studies that involve similar patient populations because they are more
relevant than evaluating those
with poor expected survival at
2 or even 3 months after treatment."
The study reinforces previously reported data showing that a
single low dose of irradiation
provided bone pain relief
equivalent to that of multi-dose
radiotherapy, according to the
author of an accompanying
commentary.
"Early pain relief may be a surrogate de facto marker of future
short-term
improved
QoL," said Charles R. Thomas
Jr., MD, of Oregon Health Sciences University in Portland.
"In fact, the current trial may
be immediately beneficial to
patients with advanced disease
and their respective caregivers
and healthcare practitioners.

"Furthermore, the [study's] observations are candidate metrics that can be incorporated
into quality indicators of pain
assessment by patients, caregivers, practice guidelines,
healthcare systems, and thirdparty payers, all of whom are
involved in value-based palliative-care initiatives."

Bone is one of the most common sites of metastatic spread,
affecting as many as 70% of
patients, depending on the type
of primary cancer. Bone metastases can cause substantial morbidity that includes pain, hypercalcemia, pathologic fractures,
and spinal cord compression.
Radiation therapy has established efficacy for relief of bone
metastases-associated
pain.
Multiple studies have shown
that 60% to 70% of patients obtain pain relief and as many as a
third achieve complete responses to palliative radiotherapy,
irrespective of the number of
treatment fractions, Chow and
co-authors noted in their introduction. The Radiation Therapy
Oncology Group 97-14 trial
showed that 8 Gy of singlefraction radiotherapy provided
pain relief equivalent to 30 Gy
administered in 10 fractions
over 2 weeks.
Because pain is associated with
reduced QoL in patients with
symptomatic bone metastases,
radiotherapy-induced pain relief
has been hypothesized to improve QoL. However, few studies of palliative radiotherapy
demonstrated QoL benefits,
possibly because of small patient populations and failure to
use bone-specific QoL assessment instruments, the authors
continued.
The randomized, multicenter
National Cancer Institute of
Canada Clinical Trials Group
Symptom Control Trial SC.23
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(NCIC CTG SC.23) evaluated
the use of dexamethasone to prevent bone pain flare after palliative radiotherapy. All patients
received a single 8 Gy dose of
external-beam radiation therapy
and were randomized to receive
dexamethasone or placebo. The
primary finding was that dexamethasone was associated with a
significantly lower rate of bone
pain flare.
Participants in NCIC CTG SC.23
completed two QoL questionnaires: the 15-item QLQ Core 15
Palliative questionnaire and the
22-item QLQ Bone Metastases
Module. Investigators analyzed
QoL data (including pain relief)
collected at baseline, 10 days,
and 42 days, with a clinically
meaningful change defined as
≥10 points on a scale of 0 to 100.
The analysis included 298 patients. The data showed that 122
patients met the response criteria
on day 10 and 116 patients on
day 42. Patients who responded
to the palliative treatment had a
reduction in pain score averaging
17.0 compared with 1.8 for nonresponders (P=0.002) as well as
a mean reduction in pain characteristics of 12.8 versus 1.1
(P=0.002).
A pain response was associated
with a mean improvement in
functional interference of 11.6
versus 3.6 for nonresponders
(P= 0.01). Responders had an
average improvement in the psychosocial aspects domain of 1.2
versus a decline of 2.2 among
patients who did not respond to
the palliative treatment (P=0.04).
Evaluation of changes in QoL
from baseline to day 42 showed
that patients who responded to
palliative treatment had significant improvement versus nonre-

sponders with respect to the
physical (6.2 versus -9.0,
P< 0.001), emotional (12.3 versus -5.5, P<0.001), and global
domains (10.3 versus -4.5,
P< 0.001) of the QLQ Core 15
Palliative questionnaire.
The study was supported by the
National Cancer Institute of
Canada.
Chow and co-authors reported
having no relevant relationships
with industry.

Reviewed by F. Perry Wilson,
MD, MSCE Assistant Professor,
Section of Nephrology, Yale
School of Medicine and Dorothy Caputo, MA, BSN, RN,
Nurse Planner

Source Reference: McDonald R, et al
"Effect of radiotherapy on painful
bone metastases. A secondary analysis
of the NCIC Clinical Trials Group
Symptom Control Trial SC.23" JAMA
Oncol 2017; doi: 10.1001/
jamaoncol.2016.6770.

Source: http://www.medpagetoday.com/
radiology/therapeuticradiology/63028

Happy Fall,
which is just
around the
corner!!

Popular Prostate
Cancer Therapy Is
Short, Intense and
Unproven

By GINA KOLATAMARCH 20, 2017

Paul Kolnik, a photographer, underwent stereotactic body radiation therapy for his prostate cancer, which is
now in remission. Credit Yana Paskova for The New York Times
After learning he had early stage prostate cancer, Paul Kolnik knew he
wanted that cancer destroyed immediately and with as little disruption as
possible to his busy life as the New
York City Ballet’s photographer.
So Mr. Kolnik, 65, chose a type of
radiation treatment that is raising some
eyebrows in the prostate cancer field.
It is more intense than standard radiation and takes much less time — five
sessions over two weeks instead of 40
sessions over about two months or 28
sessions over five to six weeks.
The newer therapy is surging in popularity, but no one knows whether it is
as effective in curing prostate cancer,
or how its side effects compare.
The rise of short-course radiation is an
example of the evidentiary blind spots
that bedevil the treatment of prostate
cancer. It is second only to lung cancer
in men, striking 180,000 patients a
year. But treatments for lung cancer,
and for other common cancers like
those of the breast and colon, have
been evaluated in randomized clinical
trials more often than those for prostate cancer.
The number of men getting the short,
intense treatment, called stereotactic
body radiation therapy, or S.B.R.T.,
more than doubled to 1,886 in 2013
from 716 in 2007, according to the
most recent Medicare data. The number of men getting standard radiation
therapy fell over that same time period, according to Medicare, to 47,512
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from 66,549.
The National Cancer Institute has just
agreed to fund a clinical trial that researchers hope will settle which treatment is better. It will randomly assign
538 men to have either a short course
of five intense radiation sessions over
two weeks or 28 treatments over five
and a half weeks, comparing outcomes for quality of life as well as
disease-free survival.
But it will be at least eight years before the answers are in. In the meantime, men and their doctors are left
with uncertainty.
“Ideally, we want to show five treatments is better,” said Dr. Rodney J.
Ellis, a radiation oncologist at Case
Comprehensive Cancer Center in
Cleveland and the principal investigator for the trial.
One reason for the dearth of data is
that prostate cancer usually grows
slowly, if at all, so it can take many
years to see if a treatment saved lives.
It is expensive and difficult to follow
patients for such a long time, and the
treatments given to the men often
change over a decade, making doctors
wonder if the results are relevant.
Also, researchers who have tried to
conduct studies comparing treatments
often failed because specialists were
already convinced that the method
they used was best and were reluctant
to assign men to other treatments. Dr.
Ian Thompson of the University of
Texas Health Science Center in San
Antonio, said he was involved with
several clinical trials that withered for
that reason.
When clinical trials succeed, though,
they can provide important information. For example, a recent one
showed that hormone-blocking drugs
can prolong life for men whose prostate cancer recurs after surgery to
remove the prostate.
The researchers on the new study
think recruitment will not be a major
problem because they are comparing
different courses of radiation, rather
than entirely different approaches —
for example, surgical removal of the
prostate versus implantation of radioactive seeds in the prostate. A study to
investigate those two approaches
closed because investigators were

able to enroll only 20 patients, Dr.
Thompson said.
For men, quality of life is often pivotal
in choosing a treatment, weighing
which possible side effects sound
worse: with surgery, urinary incontinence and impotence; or, with radiation, bowel problems including diarrhea and rectal leakage, and impotence. With the shorter radiation treatment, there is also a possibility that
scarring can block the urethra, an effect that might not emerge until years
after the treatment.
In the absence of a broad base of solid
evidence, men often make decisions
based on personal preferences or on
the advice of a trusted doctor. Like Mr.
Kolnik, some want as short a recuperation as possible and find the newer
kind of radiation treatment appealing.
But prostate cancer specialists worry
about the lack of data.
Dr. James Yu, a radiation oncologist at
Yale, who will lead the quality of life
assessment for the new clinical trial,
says crucial unanswered questions are,
“How fast can you give it and how fast
is too fast?”
Very high dose radiation was studied
in the treatment of lung cancer, said
Dr. Anthony V. D’Amico, a radiation
oncologist at Brigham and Women’s
Hospital and the Dana Farber Cancer
Institute in Boston. For lung cancer
patients with small tumors that are not
near sensitive structures, like large
blood vessels, it appears to be just as
curative as surgery.
But lung cancer is easier to treat because, with properly selected patients,
doctors can avoid sensitive tissues —
all the oncologist has to worry about is
hitting the cancer.
Not so with prostate cancer.
“The urethra is within the prostate and
the bladder neck is literally touching to
top of the prostate,” Dr. D’Amico said.
Also, the rectum is directly behind the
prostate. Radiation can damage those
other tissues, he said.
Injuries to the urethra and bladder neck
might not show up until five or 10
years after the treatment, Dr. D’Amico
noted. Those structures can scar and
close, limiting the flow of urine. It also
can take years before rectal scarring
produces symptoms like bleeding.

A few years ago, Dr. Yu and his colleagues looked at Medicare data and
reported that men who had more intense
radiation therapy were more likely to
have urinary problems after two years
than those who had the longer-course
therapy.
Dr. Yu noted that his study was not a
randomized trial, the gold standard, but
he said the results were not reassuring.
Now, though, he is not so sure the intense therapy is worse.
“In my own experience, these men have
done really well,” he said. “That tells us
that techniques improved, or the medical claims we evaluated were not indicative of major toxicity, or the way we
and others at high-volume centers deliver radiotherapy is different.”
The lack of solid data bothers Dr. Daniel W. Lin, chief of urologic oncology
at the University of Washington. When
men ask him about the shorter radiation
course, he tells them, “It probably can
work but it doesn’t have long-term results and it hasn’t been tested against
standard radiation.”
At centers like Sloan Kettering, doctors
are relying on their own experience.
Dr. Michael J. Zelefsky, a radiation
oncologist who treated Mr. Kolnik
there, said that several years ago, 90
percent of his patients had the standard
course of treatment. Now 90 percent
choose the shorter course. On the basis
of Sloan Kettering’s experience with
several hundred men who had the intense radiation therapy over the past
three years, the treatment, he said, “is
emerging as a very exciting form of
therapy.”
Mr. Kolnik is more than satisfied.
During his treatment, he said, “I totally
kept up with my schedule.” He did not
even tell anyone other than a few close
friends that he was having radiation
therapy.
“The treatment begins and it finishes
before you even realize it,” Mr. Kolnik
said.
Source: https://
www.nytimes.com/2017/03/20/health/
prostate-cancer-sbrt-radiationtherapy.html?mcubz=1
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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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Aryan@hvc.rr.com
Diane Sutkowski 3317241
dsutkowski@hvc.rr.com
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