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On Thursday, November 13th 
at 4:30 p.m., PCa 101 is proud 
to present another in our Distin-
guished Lecture Series. 
 
  Dr. John Phillips of West-
chester Medical Center will be 
speaking about Men’s Prostate 
Health and Treatment Options. 
 
 Dr. Phillips is a graduate of 
Wesleyan University and re-
ceived his Doctor of Medicine 
from Yale University School of 
Medicine, New Haven, CT in 
1992.  He continued at Yale to 
complete his internship and resi-
dency in Urology.  At that point 
he became a Lieutenant Com-
mander, Commissioned Corps, 
US Public Health Service and 
worked at the National Cancer 
Institute/National Institutes of 
Health in Bethesda, MD from 
1998 to 2003.  
 

 In June of 2003 he was ap-
pointed the Physician-in-Charge 
Urologic Oncology at Beth Is-
rael Medical Center, NY.   
 
Since 2007 he has been Section 
Chief of Uro-Oncology and Ro-
botic Minimally Invasive Urol-
ogy at Westchester Medical 
Center.  In addition to his clini-
cal diagnostic work he has pub-
lished many articles related to 
prostate and other urologic can-
cers in the Journal of Urology.  
 
 Prostate cancer treatment has 
evolved into a wider range of 
modalities each year, and while 
this can enhance one’s quality 
of life by reducing the untoward 
side effects, it also leads to 
much apprehension and anxiety 
over which treatment is best for 
me?  Knowing that prostate 
cancer is not a “one size fits all” 

diagnosis, any insight into 
new treatments can only be 
beneficial in helping deter-
mine an individual right 
course of treatment.   Dr. Phil-
lips has clinical expertise in 
Laparoscopic (Robotic) Radi-
cal Prostatectomy, Cryother-
apy, and High Intensity Fo-
cused Ultrasound (HIFU). 
 
 One of our PCa 101 members 
recently told us that Dr. Phil-
lips was not only an excellent 
physician, but also an ex-
tremely caring and compas-
sionate individual.  So bring 
your spouse and don’t forget a 
friend, write down your ques-
tions and join us on the 13th of 
November at the Hurley Re-
formed Church and remember 
it’s a Thursday!  

Come Meet Dr. John Phillips on 
November 13th, 2008 

 



November 2008 / Prostate Cancer 101 Newsletter / Page  2 

Dendreon Rises After Prostate Drug Improves Survival 
 by Catherine Larkin | Bloomberg News | 10.06.2008 

 Oct. 6 (Bloomberg) -- 
Dendreon Corp., the company 
developing a treatment for pros-
tate cancer, rose the most in 
more than a year in Nasdaq trad-
ing after its experimental drug 
reduced the risk of death 20 per-
cent in an ongoing study. 
 
  The Seattle drugmaker 
gained $1.73, or 33 percent, to 
$6.93 at 4 p.m. New York time 
in Nasdaq Stock Market com-
posite trading. It was the biggest 
percentage jump since March 
30, 2007. The treatment, 
Provenge, would be Dendreon's 
first product. 
 
  Dendreon expects the 
study in 512 men to meet its 
goal of improving survival 22 
percent when it ends in mid-
2009, Chief Executive Officer 
Mitchell Gold told investors to-
day on a conference call. 
 
  The U.S. Food and Drug 
Administration last year delayed 
Dendreon's application to sell 
the treatment and requested 
more evidence to support the 
survival claim. 
 
  ``We maintain our view 
that any meaningful survival 
advantage of Provenge treat-
ment would become apparent 
only upon final analysis,'' said 
Joel Sendek, an analyst at Laz-
ard Capital Markets in New 
York, in a note to clients today. 
``We assume a 50-50 likelihood 
that the trial may demonstrate a 
survival benefit upon final 

analysis.'' 
 
  The company received 
the interim results from the study 
from an independent monitoring 
committee. Had the data showed 
the 22 percent survival benefit, 
Dendreon would have been able 
to submit the findings to the FDA, 
possibly expediting Provenge's 
approval. The study has shown no 
safety concerns, the company 
said. 
 
 `Success Probability' 
 
  ``While we would like to 
receive a result that would have 
allowed us to amend'' our applica-
tion, ``the final analysis by design 
has a higher probability for suc-
cess,'' Gold said. 
 
  Provenge, if approved, 
would be the first drug to train the 
body's immune system to attack 
cancer cells. Prostate cancer kills 
27,000 men a year in the U.S., 
and some analysts estimate that 
Provenge sales may reach up to 
$1 billion a year. Sendek predicts 
$105 million in global sales in 
2011. 
 
  Dendreon asked for ap-
proval last year after a study of 
127 men showed the drug pro-
longed lives with few side effects, 
while a second study didn't show 
a benefit.  
 
 The FDA's decision not to 
approve Provenge in May 2007 

sparked protests among advo-
cates for prostate-cancer patients 
and almost led to a Congres-
sional probe. 
 
  To contact the reporter 
on this story: Catherine Larkin 
in Washington at clark-
in4@bloomberg.net. 
 
 Source:Bloomberg News  
 

Great quote from Dr. Strum 
 
  
  I would state that this is a 
critical failing on the part of 
so-called "modern" day medi-
cine to think that all physi-
cians are created equal--that's 
just not the case.  In fact, all 
people may be created with 
some things equal, e.g. the 
number of chromosomes, two 
eyes, etc but for the most part 
we are definitely not created 
equal in talent, ability, caring, 
persistence, nurturing, etc.  
Thus when it comes to some-
thing as critical as the pathol-
ogy of cancer, how can we be 
so damn naïve to think that 
one pathologist is as good as 
the next. 
 
 Dr. Strum - 10/8/2008 prostate pointers 
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Thank you for 
your 

 Contributions 
 

 David & Hedwig Lustig 
Jan & Doris Metzelaar 

John Smith 
Paul  & Mary Ann Totta 

Manfred & Birgit Kastner 
 

 In Memory of 
  Ron Koster 

Henry & Elaine Lathrop 
 

 Prostate Cancer 101 is 
a 501 (c) (3)  

IRS approved 
non-profit organization. 

 
 

Your tax deductible  
donations should be 

 mailed to: 
 
 
 

Prostate Cancer 101 
c/o Diane Sutkowski, 

Treasurer 
8 Alcazar Avenue 

Kingston NY 12401-
4302 

 
 

The September issue of BJU 
(British Journal of Urology) Interna-
tional reports the results of "the 
largest study to date" of Tookad 
(padoporfin, WST09), a minimally 
invasive vascular-targeted photody-
namic (VTP) therapy agent. The 
study suggests that Tookad can help 
men with recurring cancer of the 
prostate. Tookad was developed by 
researchers at the Weizmann Insti-
tute of Science (Rehovot, Israel), 
which has also worked to advance 
adaptive optics for tissue imaging. 
 
 Dr. John Trachtenberg of the On-
tario Cancer Institute/Prince Marga-
ret Hospital (Toronto, Ontario, Can-
ada) led a team of Canadian and Is-
raeli investigators in the work to 
evaluate the photodynamic therapy 
(PDT) approach. Patients received a 
fixed photosensitizer dose of 2 
mg/kg and patient-specific light 
doses as determined by computer-
aided treatment planning. Up to six 
cylindrical light-diffusing delivery 
fibers were placed transperineally in 
the prostate under ultrasonographic 
guidance. The treatment response 
was assessed by measuring serum 
prostate-specific antigen (PSA) lev-
els, lesion formation (avascular ar-
eas of tissue) measured on 7-day 
gadolinium-enhanced T1-weighted 
magnetic resonance imaging (MRI) 
and a 6-month biopsy. 
 
 The team reports that treatment of 
the whole prostate was possible 

Study Reveals Photodynamic 
 Therapy Promising for Recurrent 

Prostate Cancer  
with minimal effects on surround-
ing organs. An increased light 
dose improved the tissue re-
sponse, with MRI-detectable 
avascular lesions, encompassing 
up to 80% of the prostate in some 
patients. A complete response, as 
determined by the 6-month bi-
opsy, required that patients re-
ceived light doses of at least 23 
J/cm2 in 90% of the prostate vol-
ume (D90 > 23 J/cm2). Of the 13 
patients who received at least this 
light dose, eight were biopsy-
negative at 6 months. In this 
group of eight patients, PSA lev-
els decreased and did so to negli-
gible levels for those patients with 
a baseline PSA level of <5 
ng/mL. 
 
 Side-effects were modest and 
self-limited in most patients, the 
researchers say. The study con-
cluded that Tookad, a novel palla-
dium-bacteriopheophorbide pho-
tosensitizer, can produce large 
avascular regions in the irradiated 
prostate, and result in a complete 
negative-biopsy response at high 
light doses. A response rate of 
more than half for those patients 
receiving the highest light doses 
shows the clinical potential of 
Tookad to manage recurrence of 
prostatic carcinoma after external 
beam radiation therapy (EBRT). 
 
Source:Bio Optics World | 09.16.2008 
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With increasing life expectan-
cies, improved surgical tools, 
and better information on pa-
tient results, many older men 
diagnosed with early prostate 
cancer are taking a pass on 
the traditional advice to hold 
off on treatment for a period 
of time. 
 
 So-called "watchful waiting" -
- or closely monitoring the 
cancer's progression -- is still 
a viable option. But many ex-
perts now believe that ag-
gressive treatment -- even for 
older men -- may be the bet-
ter way to go. 
 
 "We're pushing the limits on 
the upper end," said Dr. 
Edouard J. Trabulsi, assis-
tant professor in the depart-
ment of urology at Jefferson 
Medical College and co-
director of the Jefferson 
Prostate Diagnostic Center in 
Philadelphia. 
 
 A study published recently in 
the Journal of the American 
Medical Association helped 
shake up the conventional 
wisdom. The study, which 
involved some 44,000 men, 
found that the death risk for 
those who received prostate 
cancer treatment was nearly 
one-third lower than for men 

who received no treatment. 
And that was true across all 
age categories, including the 
oldest men in the study, aged 
75 to 80. 
 
 "We often think of prostate 
cancer as an indolent disease, 
and it is for many men, which 
is why observation is a very 
reasonable treatment option 
for patients with low and inter-
mediate risk disease," said the 
study's lead author, Dr. Yu-
Ning Wong, a medical oncolo-
gist at the Fox Chase Cancer 
Center in Philadelphia. 
 
 "However, the life expectancy 
for a 70-year-old man is about 
13 years, and patients who are 
otherwise healthy should rec-
ognize that if they live long 
enough, they may be at risk of 
developing complications from 
prostate cancer," she added. 
 
 Prostate cancer is the second 
most common type of cancer 
in American men, after skin 
cancer. In 2008, about 
186,320 new cases of the dis-
ease will be diagnosed, and 
about 28,660 men will die from 
it, according to the American 
Cancer Society. 
 
 Because prostate cancer is 
generally a slow-growing can-

cer, some men may never 
need treatment. And for 
many older men without 
symptoms, watchful waiting 
has been recommended, be-
cause it was believed they 
would die from other causes 
before their cancer ad-
vanced. 
 
 But as men's life expectancy 
creeps higher and new ro-
botic techniques improve the 
precision of surgery, the deci-
sion is becoming more com-
plicated. 
 
 "Patients should understand 
the risks and benefits of all 
their treatment options -- ra-
diation, surgery and observa-
tion," Wong noted. "If they 
choose observation, they 
should be committed to care-
ful follow-up with their physi-
cians." 
 
 Watchful waiting does not 
mean watching someone die. 
Many oncologists today pre-
fer the term "active surveil-
lance," Trabulsi said, be-
cause it more accurately de-
scribes the diligent approach 
to monitoring these patients, 
including the use of PSA 
blood tests, digital rectal ex-
ams and biopsies of the pros-
tate to detect changes in the 

Rethinking Prostate Cancer in Older Men 
Research suggests aggressive treatment is viable, even for patients in their late 70s 

by Karen Pallarito | HealthDay News | 10.17.2008 
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cancer. 
 
 Still, determining the best 
course of treatment is diffi-
cult, because there isn't good 
data to help guide patients 
and their families on the ef-
fectiveness and harms of 
treatments for clinically local-
ized prostate cancer, accord-
ing to a recent literature re-
view prepared for the federal 
Agency for Healthcare Re-
search and Quality. 
 
 But oncologists hope to have 
better information on the 
benefits and risks of active 
surveillance, also known as 
"expectant management," 
compared with treatment, by 
late next year. The National 
Cancer Institute and the De-
partment of Veterans Affairs 
are co-sponsoring a study, 
called the Prostate Cancer 
Intervention Versus Observa-
tion Trial, to compare radical 
prostatectomy -- which is re-
moval of the gland -- and ex-
pectant management on pa-
tient survival and overall 
quality of life. 
 
 For now, Wong advises: 
"They [patients] should place 
the potential benefit of treat-
ment found in our study in 
the context of the potential 
side effects of treating the 
patient's other medical prob-
lems." 
 
 Source:HealthDay News 2008 
 
  

 
 Approximately 50% of all men 
experience symptoms of enlarged 
prostate, BPH, by age 75. If 
you're one of them, you'll want to 
take this easy, self-scoring ques-
tionnaire to calculate the severity 
of your symptoms. 
 
 The International Prostate Symp-
tom Score questionnaire, also 
called the American Urological 
Association Symptom Index, was 
developed by the American 
Urological Association to help 
men evaluate the severity of their 
symptoms from benign prostatic 
hyperplasia (BPH) -- enlarged 
prostate.  
 
This self-administered BPH test 
can help determine which type of 
prostate treatment is needed, if 
any. 
 
 However, the BPH questionnaire 
alone cannot be used for diagno-
sis for two main reasons. First, 
other diseases can cause lower 
urinary tract symptoms similar to 
those of BPH. Second, as men 
age, the bladder naturally be-
comes less efficient at storing 
urine, and symptoms of urinary 
frequency and urgency become 
more common. 
 
 Therefore, a careful medical his-
tory, physical examination, and 
laboratory tests are required to 

exclude conditions such as ure-
thral stricture (narrowing of the 
urethra) and bladder disease. In 
fact, some reports indicate that as 
many as 30% of men who un-
dergo surgery for BPH are found 
not to have urethral obstruction 
(meaning their symptoms were 
caused by something other than 
BPH). 
 
  
  
 Prostate Symptoms Question-
naire: 
 
 Use this key to answer each ques-
tion, then tabulate your score to 
assess your BPH severity: mild 
BPH (1 to 7), moderate BPH (8 to 
19), or severe BPH (20 to 35). 
 
 Generally, no treatment is needed 
if BPH symptoms are mild; mod-
erate BPH symptoms usually call 
for some form of BPH treatment; 
and severe symptoms indicate that 
surgery for BPH is most likely to 
be effective. 
 
 Not at all = 0 
Less than 1 time in 5 = 1 
Less than half the time = 2 
About half the time = 3 
More than half the time = 4 
Almost always = 5 
 
  
  
 1. Over the past month, how often 

Do You Have BPH?  



November 2008 / Prostate Cancer 101 Newsletter / Page  6 

have you had the sensation of 
not emptying your bladder com-
pletely after you finished urinat-
ing? 
 
 2. Over the past month, how 
often have you had to urinate 
again less than two hours after 
you finished urinating? 
 
 3. Over the past month, how 
often have you found you 
stopped and started again sev-
eral times when you urinated? 
 
 4. Over the past month, how 
often have you found it difficult 
to postpone urination? 
 
 5. Over the past month, how 
often have you had a weak uri-
nary stream? 
 
 6. Over the past month, how 
often have you had to push or 
strain to begin urination? 
 
  
 7. Over the past month, how 
many times did you most typi-
cally get up to urinate from the 
time you went to bed at night 
until the time you got up in the 
morning? 
 
  
  
 
Posted in Enlarged Prostate on 
October 14, 2008 
 
 Source: Johns Hopkins Health Alert 

the colon, bladder, and stomach. 
 
There is also some evidence that 
inflammation plays a role in 
prostate cancer and that regular 
NSAID use may help protect 
against the cancer. But these 
studies are not conclusive, study 
co-author Edwin van Wijin-
gaarden, PhD, tells WebMD. 
 
"Several studies have reported a 
small benefit for NSAID use on 
prostate cancer, but there is very 
little information on its impact 
on PSA, which is the main 
screening tool for prostate can-
cer," he says. 
 
In an effort to better understand 
the impact of NSAID use on 
PSA levels, the researchers ana-
lyzed data collected by the CDC 
in 2001 and 2002 as part of a na-
tionwide health and nutrition sur-
vey. Information about dosage 
and reason for taking NSAIDs or 
acetaminophen were not avail-
able for analysis. 
 
PSA levels and information on 
NSAID and acetaminophen use 
were available for 1,319 men 
included in the analysis. All the 
men were 40 or older, but most 
(72%) were not yet 60. 
Men who reported using 
NSAIDs nearly every day had 
PSA levels that were about 10% 
lower than men who reported no 
current NSAID use. 
The study is published in the 
Oct. 15 issue of the journal Can-
cer. 

NSAIDs May Lower Prostate  
Cancer Markers 

Study Shows Ibuprofen and Other 
NSAIDs Reduce PSA Levels 

By Salynn Boyles 
WebMD Health News 

Reviewed by Louise Chang, MD 
Sept. 8, 2008 -- Regular use of aspi-
rin, ibuprofen, and other anti-
inflammatory pain relievers appears 
to lower blood levels of the prostate 
cancer biomarker prostate-specific 
antigen (PSA). 
 
In a newly reported study, men who 
u s e d  n o n s t e r o i d a l  a n t i -
inflammatory drugs (NSAIDs) al-
most every day had average PSA 
levels that were lower than men 
who didn't use the pain relievers. 
 
 The study is among the first to link 
NSAID use to lower PSA levels, 
but the clinical significance of the 
findings is not clear, researchers 
say. 
The findings may mean that regular 
NSAID use helps protect against 
prostate cancer. Or NSAIDs may 
offer no protection at all, and may 
simply reduce the sensitivity of 
PSA as a screening tool for prostate 
cancer. 
 
"All we can say from this study is 
that taking these medications regu-
larly resulted in lower PSA values," 
urologist and study researcher Eric 
A. Singer, MD, of the University of 
Rochester Medical Center tells 
WebMD. 
 
NSAIDS, PSA, and Prostate Cancer 
Chronic inflammation is increas-
ingly suspected of playing a role in 
several cancers, including those of 
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Numerous media reports followed a 
federal task force's announcement 
this month that there is insufficient 
medical evidence to assess the risks 
and benefits of prostate cancer 
screening in men younger than 75 
and that doctors should stop testing 
men over age 75 [" U.S. Panel Ques-
tions Prostate Screening; 'Dramatic' 
Risks for Older Men Cited," front 
page, Aug. 5]. 
 
It's important to note that considera-
tion was not given to the over-
whelming body of emerging evi-
dence that screening with PSA tests 
and digital rectal exams saves lives. 
Rates of death from prostate cancer 
and rates of diagnosis at advanced 
stages have decreased markedly 
since testing became widespread. 
 
As a physician and a researcher spe-
cializing in prostate cancer, I worry 
that this recommendation will result 
in delays in potentially lifesaving 
treatment and possibly the unneces-
sary loss of life. 
 
The U.S. Preventive Services Task 
Force did not even recommend 
screening for men at higher risk be-
cause of race or family history. The 
task force reasoned that screening 
might harm more men than it helps 
and that in men over 75 there was 
moderate certainty that the harm out-
weighs the benefits. 
 
Physicians and patients who are con-
cerned about preventing prostate 
cancer deaths choose to screen with 

prostate-specific antigen 
(PSA) tests because an incon-
clusive but increasingly com-
pelling body of evidence 
shows that the screening re-
duces suffering and death 
from prostate cancer -- the 
second-leading cause of can-
cer death among men in the 
United States. 
Numerous studies have 
shown that PSA-based tests, 
such as those that detect in-
creases in PSA over time and 
the percentage of PSA float-
ing free in the blood, help to 
decrease unnecessary biop-
sies and also identify men 
with the most aggressive tu-
mors so that they can receive 
timely treatment. 
 
Eliminating screening also 
eliminates the possibility for 
early diagnosis and curative 
treatment in healthy men. Un-
til we can prevent prostate 
cancer or cure patients at ad-
vanced stages of the disease, 
the only practical strategy for 
reducing death rates is early 
diagnosis and effective treat-
ment. Because this tumor 
arises silently and often 
passes into an incurable stage 
before symptoms occur, the 
only way to detect it early is 
through screening. 
 
Both the American Urologi-
cal Association and the 
American Cancer Society 
recommend offering screen-

Study 'Raises Many Questions' 
More study is needed to confirm 
the findings and to determine if 
regular NSAID use really does 
lower prostate cancer risk, the 
researchers conclude. 
 
"This study raises many ques-
tions, but it is far too early to 
recommend aspirin, ibuprofen, 
or other NSAIDs to lower pros-
tate cancer risk," says Singer. 
Len Lichtenfeld, MD, who is 
deputy chief medical officer for 
the American Cancer Society, 
agrees. 
 
"NSAIDs are powerful drugs, so 
we would never recommend 
them unless the benefits clearly 
outweighed the risks," he tells 
WebMD. 
Most of the men in the study 
were younger than 60, and most 
prostate cancers occur in older 
men. 
 
"This is an intriguing study, but 
the association clearly needs to 
be looked at in larger popula-
tions of men and in older popu-
lations," Lichtenfeld says. 
 
 SOURCES: 
Singer, E.A. Cancer, Oct. 15, 
2008; vol. 113: online edition. 
Eric van Wijingaarden, PhD, 
department of community and 
preventive medicine, University 
of Rochester Medical Center, 
N.Y. 
Eric A. Singer, MD, department 
of urology, University of Roch-
ester Medical Center, N.Y. 
Len Lichtenfeld, MD, chief dep-
uty medical officer, American 
Cancer Society. 

The Wrong Call on Prostate 
 Cancer Screening 

By William J. Catalona 
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ing beginning at age 50 in men 
with a life expectancy of 10 years. 
High-risk men, such as African 
Americans and those with a strong 
family history of prostate cancer, 
are urged to consider screening at 
an earlier age. The National Com-
prehensive Cancer Network's 
guidelines recommend that 
screening begin at age 40. These 
guidelines include emerging evi-
dence to help guide physicians 
and patients in their diagnostic 
and treatment decisions. These 
organizations, unlike the U.S. Pre-
ventive Services Task Force, have 
urologists on their panels who see 
firsthand the ravages of prostate 
cancer. 
Consider that in the United States 
alone, the rate of advanced cancer 
at the time of diagnosis has fallen 
75 percent since the PSA screen-
ing era began, and age-adjusted 
prostate cancer death rates have 
declined 35 percent. Statistical 
studies suggest that 45 to 70 per-
cent of this decrease is due to PSA 
screening. 
 
Evidence from U.S. cancer regis-
tries shows less advanced cancer 
and lower prostate cancer death 
rates in regions where PSA testing 
is more prevalent. 
 
On a global scale, prostate cancer 
death rates have decreased in 
countries where PSA screening 
and active treatment are typically 
practiced and have remained sta-
ble or increased in countries 
where screening and active treat-
ment are not practiced. 
PSA tests are a powerful marker 
for the risk of developing prostate 
cancer and dying from it. Reports 
of over-diagnosis and over-
treatment are exaggerated. More 

often, prostate cancer is diag-
nosed too late rather than "too 
early." 
 
If screening detected only harm-
less cancers, treating them 
could not produce the striking 
decline in prostate cancer death 
rates that has occurred. We 
should combat the risk of over-
diagnosis through continued 
research for improving the ac-
curacy of screening and high-
quality treatment. 
 
This misguided recommenda-
tion, and the resulting media 
coverage, could give reluctant 
men an excuse to postpone or 
forgo screening. The conse-
quence might be that many men 
die of prostate cancer unneces-
sarily. Men should follow the 
recommendations of the Ameri-
can Urological Association, the 
American Cancer Society and 
the National Comprehensive 
Cancer Network, all of which 
recommend screening for early 
detection and treatment of pros-
tate cancer. 
 
William J. Catalona is medical 
director of the Clinical Prostate 
Cancer Program at the Robert 
H. Lurie Comprehensive Can-
cer Center at Northwestern 
University's Feinberg School of 
Medicine. He receives research 
support and honorariums for 
speaking from Beckman Coulter 
Inc., a manufacturer of PSA 
tests. 
 
Source: washingtonpost.com 

 
 

The Healthy Living  
Partnership 

Cancer Testing Assistance 

The Ulster County Healthy Liv-
ing Partnership is a program 
available through the American 
Cancer Society.  It is funded 
through the New York State De-
partment of Health and Centers 
for Disease Control. The Partner-
ship offers free breast, cervical 
and colorectal cancer screenings 
to the uninsured and underin-
sured (high deductible screenings 
not covered by insurance).  Eligi-
bility is determined by age. 
 
 The Partnership covers follow-
up appointments up to diagnosis.  
If a cancer diagnosis is made 
through the Healthy Living Part-
nership hospitals, doctors, imag-
ing centers, then the patient is 
eligible to apply for their special 
Medicaid (at over twice the in-
come eligibility) to cover treat-
ment.  Uninsured/Underinsured 
men diagnosed with Prostate 
Cancer who have decided on 
treatment and have touched base 
with a Partnership provider may 
also apply for this Medicaid. 
 
 Supportive case management 
services are also offered. 
 
 For further information call:  
845 339-7896, Ext. 12 
Carol Martineau-Lopez, Program 
Director, Ext. 29 
Bonnie Benjamin, Outreach Co-
ordinator & Case Manager, Ext. 
20 
Deborah Fury, Data Management 
& Screening Intake Coordinator, 
Ext. 12 
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Two new sites for Pro-
Act, phase 2 Provenge 

clinical trial  

Two new sites for ProAct, 
phase 2 Provenge clinical 
trial for: 
 
-Metastatic 
-hormone refractory 
-PSA 5.0 or greater 
 
 No placebo in this trial.  
Everyone gets Provenge in 3 
different doses. Read inclu-
sion and exclusion criteria at: 
  
http://www.clinicaltrials.gov/
ct2/show/NCT00715078?ter
m=provenge&recr=Open&ra
nk=1 
 
Make sure you might qualify 
before calling. 
 
 Sites: 
1. Indianapolis 
Indiana University 
Contact:   Rhoda Loman 
(317) 274-1791; rlo-
man@iupui.edu 
 
 2. NY City 
Mount Sinai 
Contact:  Cynthia Knauer 
(212 241-8122 
 
  

Pathologists are the unseen and un-
sung heroes in cancer diagnosis and 
treatment. Their reports set the en-
tire process in motion, determining 
in large part the treatment decisions 
that follow. 
 
 The pathologist is a medical doctor 
who has at least four years of resi-
dency training beyond the four 
years of medical school. The pa-
thologist studies the slivers of pros-
tate tissue (cores) removed during 
your prostate biopsy. The doctor 
who performed the prostate biopsy 
will have indicated the sites in the 
prostate gland from which each 
core was removed. 
 
 The pathologist examines the tis-
sue samples under a microscope 
and records a description of each, 
along with the area of the prostate 
where it was obtained. The descrip-
tions indicate whether the sample 
contains prostate tissue that is nor-
mal (benign), atypical/ suspicious, 
or cancer (malignant).  
 
Additional descriptions may be in-
cluded. For example, a description 
of a benign sample may indicate 
“benign prostatic tissue with mild 
chronic inflammation” or “high-
grade prostatic intraepithelial neo-
plasia” (PIN). Benign tissue with 
chronic inflammation may be a sign 

of prostatitis. 
 
  
 The pathologist may find high-
grade PIN in one or more cores. 
Although PIN is not prostate 
cancer, it is thought to be pre-
cancerous and could suggest that 
the biopsy may have missed an 
area of cancer. The current rec-
ommendation for men who have 
PIN in a prostate biopsy sample 
is careful monitoring with pros-
tate specific antigen (PSA) test-
ing and digital rectal examina-
tion, but they have no need for 
an immediate repeat biopsy. 
 
 The atypical/suspicious descrip-
tion is definitely a red flag. This 
means the pathologist could not 
conclusively identify the cellular 
patterns in the tissue and, there-
fore, could not rule out the pres-
ence of prostate cancer. In these 
instances, the biopsy slides are 
often sent to an outside patholo-
gist with expertise in prostate 
cancer. 
 
 This is especially true if your 
prostate biopsy was performed 
in a small community hospital. 
In smaller hospitals, a general 
pathologist may examine tissue 
from a relatively small number 

Understanding Your Pathology 
Report  
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of prostate biopsies each year. 
As with the surgeon who per-
forms the radical prostatectomy, 
experience also counts when it 
comes to the pathologist who 
interprets the biopsy findings. If 
the atypical/suspicious finding is 
confirmed, then a repeat prostate 
biopsy should be performed, 
because in about 50% of cases 
cancer is found on the repeat 
biopsy. 
 
 Ideally, the slides should be 
sent to a major referral center 
with pathologists who specialize 
in analyzing prostate tissue. The 
Urologic Pathology Laboratory 
at Johns Hopkins gives second 
opinions on thousands of pros-
tate biopsy samples each year. 
About a third of the original di-
agnoses turn out to be wrong. 
 
 When you speak with your doc-
tor about your prostate biopsy 
results, be certain to ask whether 
there is any uncertainty about 
them. If the answer is yes, you 
can and absolutely should re-
quest that the slides be sent to a 
referral lab for expert review. 
 
 If one or more core samples 
contain malignant tissue, the 
pathology report will provide 
additional information about the 
prostate cancer’s aggressive-
ness. The least aggressive can-
cer cells retain a structure simi-
lar to that of normal cells and 
are  descr ibed as  wel l -
differentiated and low grade. 

Moderately differentiated 
(intermediate-grade) cancers are 
disorganized and have lost 
many of their distinguishing 
features, but they retain some 
semblance of normal cell struc-
ture. Poorly differentiated 
(high-grade) cancers are dis-
torted and bear little resem-
blance to normal cells. 
 
 The pathologist will assign a 
Gleason score to the prostate 
cancer by looking for specific 
cellular patterns in the tumor 
tissue.  
 
The Gleason system is based on 
five patterns or grades that are 
represented by the numbers 1 
through 5. The patterns range 
f r o m  t h e  m o s t  w e l l -
differentiated and normal-
looking cells (Gleason pattern 
1) to the most abnormal looking 
cells (Gleason pattern 5). The 
pathologist determines a man’s 
Gleason score by adding the 
Gleason grade of the most 
prominent pattern within the 
tumor (primary pattern) to the 
grade of the next most promi-
nent pattern (secondary pattern). 
For example, if the primary pat-
tern area is a Gleason grade 3 
and the second most prominent 
is a Gleason grade 4, the Glea-
son score is 7 (3+4=7).  

In Prostate Cancer, 
Pick a Number, Any 

Number  

By BURT SOLOMON 
Published: August 25, 2008 
My internist warned me that no-
body understands enough about 
prostate cancer to make easy deci-
sions about how to treat it, but he 
didn’t prepare me for the barrage 
of numbers that kept pretending 
that all is known. 
 
 The P.S.A. result was just the be-
ginning. I was grateful, of course, 
for a simple blood test as an early 
warning. When mine registered 
4.6, crossing the threshold of evil 
at 4, my internist suggested that I 
see a urologist, largely because 
my father’s nonfatal prostate can-
cer increased my risk by 30 per-
cent. (Later I learned that my 
neighbor’s prostate had turned 
cancerous when his P.S.A., a 
measure of prostate-specific anti-
gen, doubled from 1 to 2.) 
 
 A follow-up test at the internist’s, 
measuring the proportion of anti-
gens clinging to a protein, prophe-
sied a 17 percent chance that I had 
cancer. 
 
 “That sounds high,” I said. 
 
 “I thought it sounded low,” my 
internist replied. It wasn’t his 
prostate. 
 
 After I saw the urologist, the bi-
opsy showed that I was right. 
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 “It’s positive,” the urologist told 
me over the phone, with a forced 
bonhomie. When it comes to can-
cer, “positive” means negative — 
bad news. I’d entered a looking-
glass world; everything was the 
opposite of what it seemed. 
 
 Yet the unceasing flow of num-
bers kept promising precision. 
These were numbers, for God’s 
sake. Of the 12 snippets of my 
prostate sampled in the biopsy, 
only 2 pieces showed any cancer, 
and then just a dusting, of 10 to 
12 percent. And the cancer was 
judged to be only moderately ag-
gressive, a 3 on a scale of 5. I was 
counseled to pooh-pooh the 
higher-than-desirable Gleason 
score of 6, derived by adding the 
aggressiveness in every spot of 
cancer, because there was so little 
cancer in each. 
 
 Eager to be convinced, I took 
heart. My wife accuses me — ac-
curately — of being a glass-half-
empty guy, but the flow of happy 
numbers (plus perhaps a touch of 
maturity at last, at age 58) left me 
uncustomarily serene. 
 
 I was only dimly aware of the 
evidence that most prostate can-
cers never become dangerous, 
even if left alone. But because 
nobody can tell which ones will 
and which ones won’t, the infor-
mation was useless to me. 
 
 I quickly decided to have surgery 
to remove the prostate, but I had 
to choose between the two types. 
I cared most about my plumbing 
returning to normal. But this was 
when the numbers really began to 
confuse things. 

 
 One option was to go to Johns 
Hopkins in Baltimore, my home-
town, where the older-style, 
slash-and-scoop surgery was de-
vised. But the doctors there, my 
urologist said, cherry-picked their 
patients — no fatties need apply 
— to minimize the complications 
in getting the plumbing up and 
running again. 
 
 The other choice, called robotics, 
was newer and cooler. The sur-
geon sits at a console across the 
operating room and essentially 
plays a three-dimensional video 
game inside the patient, control-
ling two thin robotic arms slipped 
through inch-long incisions. The 
computer’s 15x magnification 
improves the subtlety of move-
ment, and the less invasive sur-
gery means faster recovery. 
 
 But the procedure has statistical 
distortions of its own. Some ro-
botics surgeons have been known 
to exaggerate the speed of recov-
ery by removing the catheter too 
early. 
 
 So both sides were skewing the 
numbers to market themselves. 
 
 A college classmate, a physician 
with a low opinion of his profes-
sion, advised me to forget the 
numbers, to visit both surgeons, 
look them in the eye and decide 
which one I liked. 
 
 Huh? Why should I care? I was-
n’t drinking a beer with the guy. 
Partly, my friend said, a likable 
surgeon would respond if some-

thing went wrong; an arrogant 
one might not admit a mistake. 
And partly, well, my friend 
really couldn’t articulate it, but 
he felt certain. 
 
 “Likable” and “surgeon” don’t 
ordinarily cohabit a sentence, 
but when my wife and I met 
with the robotics surgeon, we 
loved him. Patient, personable 
and the furthest thing from arro-
gant, he told us how his tech-
nique had improved from his 
first 200 operations to his sec-
ond 200. (I was No. 431.) Only 
twice, he said, in Nos. 4 and 17, 
had the robotics failed and he 
had proceeded to the more intru-
sive surgery. His percentage of 
complications, he added, was as 
low as at Hopkins. I canceled 
my appointment in Baltimore. 
 
 The surgery wasn’t bad at all, 
and my recovery was startlingly 
swift. Eight days afterward, I 
returned to have the catheter re-
moved — none too early — and 
to learn if the cancer had spread. 
When I asked the surgeon if the 
pathology report was “positive” 
— meaning good news — he 
winced. 
 
 The news was good: The cancer 
had not spread beyond the pros-
tate. But 35 percent of my pros-
tate had turned out to be cancer-
ous, considerably more than a 
dusting. I had dodged a bullet; 
the numbers had lied again. 
 
 Burt Solomon is a contributing 
editor to National Journal. 
 
 Source: New York Times 
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3rd 

Tuesday 

Prostate Cancer 101, Inc. 
8 Alcazar Avenue 

Kingston, NY  12401-4302 

1st 

Tuesday 
 

Distinguished 
Lecturer 
Series 

SEMINAR 
For  

Newly Diagnosed 

4:30 p.m.  monthly 

Hurley Reformed Church Hall, Hurley, NY 

 

If you need or want to 
help: 
 
 PCa 101 Seminar 
First Tuesday of every 
month 
Fred Bell   845 338-1161 
Fwbelljr1@aol.com 
 
 Gene Groelle 845 338-1805 
Gro226@aol.com 
 
 Website & Newsletters 
http://prostatecancer101.org 
 
 Walt Sutkowski  331-7241 
wsutkowski@hvc.rr.com 
 

 
 Greeters/Church Hall 
Setup 
Bob Miggins 382-1305 
GD7M37@verizon.net 
 
 Ralph Calcavecchio 331-
2369 
 
 2008 Programs 
Arlene Ryan  338-9229 
Aryan@hvc.rr.com 
 
 Diane Sutkowski 331-7241 
dsutkowski@hvc.rr.com 
 
 Membership, etc. 
Diane Sutkowski  331-7241 
dsutkowski@hvc.rr.com 
 
 

 
 Poughkeepsie  

Man to Man Group 
Our brothers in support  

and education 
  
 Meetings are held the First 
Thursday of the month at 
the Central Hudson Audito-
rium on South Road in 
Poughkeepsie, starting at 
6:30 p.m.  Various doctors 
and speakers are on the 
agenda and one on one help 
is available after the meet-
ing. 
 

Contact – Paul Totta 845 
297-7992 or Jim Kiseda 

223-5007 
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