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Overview

Prostate Cancer continues to remain a serious problem in North Carolina with several counties
nationally ranked in terms of the pervasiveness of the cancer. It remains a huge burden to the
citizens of North Carolina and results in hundreds of deaths annually while consuming much
needed economic and medical resources. Prostate Cancer appears to have a greater occurrence
in the eastern part of the state where economic, geographical, and other barriers severely
impact equal access to care.

The American Cancer Society estimates that 28,660 prostate cancer deaths will occur in 2008,
making it the second leading cause of cancer death in men in the United States, representing
all cancer deaths. While incidence rates in prostate cancer have leveled off it appears that the
disparity in incidence between African American and White males have not been reduced over
time. While, death rates have decreased more rapidly in African American men over the last
20 years, the number of deaths in African American men remains more that twice as high as
those in white men. There is no real explanation for the differences in mortality, incidence, or
the earlier occurrence in one race versus another but statistics suggests that prostate cancer
tends to occur in African American males successively along a racial continuum.

Prostate cancer tends to grow slowly when compared to other cancers, and there has been
extensive research conducted that have identified certain risk factors, but a definitive cause has
not been discovered as yet. Several risk factors have been identified and include high fat diets,
lack of physical activity, race, age and others. Another method of identifying those at risk for
prostate cancer is screening. The advent of (PSA) Prostate Specific Antigen screening has led
to the numerous benefits toward cancer identification and prevention however, it is apparent
that the PSA increases its accuracy when paired with the (DRE) Digital Rectal Exam as a
diagnostic screening tool. .

All efforts toward prostate cancer education need to be increased state wide and when
feasible, execute all needed revisions of the formats and venues utilized for training. To
become effective with a positive impact toward the reduction of incidences of prostate cancer
in North Carolina, standardized education must become primary, as well as meaningful,
cooperative, physician/patient interactions. Prostate Cancer education in our state must be
structured so that all men receive the same education and all training is readily understood
from a lay perspective. Prostate Cancer Survivors, care givers, treatment specialists,
Community based organizations, the faith community, the education system and government
agencies must work toward a cohesive goal of educating, treating and caring for all citizens
affected with prostate cancer in the state of North Carolina.
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CLEAR DEFINITION

Cancer is defined as an abnormal growth of cells that divide and create new cells that the
body does not normally need, resulting in a tissue mass called a tumor. These abnormal
cells can spread to parts of the body (metastasize), multiply and, ultimately, if not treated
cause death. Metastasis can be identified immediately after primary treatment or may
surface years after treatment. This is referred to as a recurrence. Prostate cancer is the
presence of these cells and/or a tumor in the prostate gland.

Prostate cancer tends to grow slowly when compared to other cancers, as cells may take
anywhere from 10 – 30 years to grow large enough to cause symptoms. It was once
commonly accepted that by age 50 very few men would have symptoms, although
precancerous or cancerous cells were present, but symptoms are being exhibited at
younger ages, especially in men of African ancestry.

The Prostate:

What it is – the prostate is a walnut-sized gland that only men have. Over time the
prostate grows from its original walnut size to about the size of a small apricot as men
age.

Where the Prostate is located in the body – the prostate is located low in the pelvis, in
front of the rectum and below the bladder. The urethra, the tube that carries urine from
the bladder to outside the body, runs through the center of the prostate. The relationship
between the prostate and urethra is similar to a water hose running through the center a
donut.

Its function – the prostate is part of the reproductive system that helps to make the milky
fluid (semen) that carries sperm from the testicles through the penis when a man
ejaculates. As the prostate grows, it can cause the urethra to narrow (“pinch”) and
decrease the normal urine flow (See figure 1).

Figure 1
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Burden (United States):

New Cases – According to the American Cancer Society (ACS) Cancer Facts & Figures –
2008 Report, an estimated 186,320 new case of prostate cancer will be diagnosed in the
United States in 2008, representing 25% of all new cancers. Prostate cancer is the most
frequently diagnosed cancer in men, and for reasons that still remain unknown, African
American men are at a significantly higher risk than white men. The incidence rates
peaked for white men in 1992 (237.8 per 100,000 men) and for African Americans in 1993
(343.1 per 100,000 men), and have leveled off for both since then. A troubling fact is that
the disparity in incidence between African American and white males rates have not been
reduced over time.

Deaths – ACS estimates that 28,660 prostate cancer deaths will occur in 2008, making it the
second leading cause of cancer death in men in the United States, representing 10% of all
cancer deaths. Only smoking-related deaths (Lung and Bronchus) exceed prostate cancer
deaths in men in the U.S. Although death rates have decreased more rapidly in African
American men over the last 20 years, the number of deaths in African American men
remains more than twice as high as those in white men.
(See Table 1)

Prostate Cancer Incidence Mortality

National 186,320 28.660

North Carolina 5,050 750
Table 1 - American Cancer Society, Cancer Facts & Figures 2008

Burden (North Carolina):

ACS report indicates that prostate cancer death rates in North Carolina exceed those of the
United States at 32.4 per 100,000 to 27.9 per 100,000, respectively. North Carolina has the
7th highest prostate cancer rates in the nation, and ranks 10th with the estimated number of
men that will die from prostate cancer in 2008 (750 men).
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Mortality Statistics Summary for 2006
North Carolina Residents

Cancer - Prostate

Geographical Area
Number of

Deaths 2006
Death Rate*

2006
Number of Deaths

2002-2006
Death Rate*
2002-2006

Age-Adjusted Death Rate*
2002-2006

North Carolina 902 20.6 4,330 20.5 29.1

Alamance 22 32.5 93 28.0 33.9

Alexander 4 22.1 16 18.2 24.0

Alleghany 4 73.0 10 37.1 30.5

Anson 4 31.4 22 34.6 42.6

Ashe 8 62.2 23 36.7 31.8

Avery 5 50.7 10 20.6 24.1

Beaufort 8 36.0 38 34.6 35.1

Bertie 0 0.0 13 28.1 29.2

Bladen 1 6.2 16 20.1 25.5

Brunswick 9 19.3 49 23.1 25.8

Buncombe 25 23.4 108 20.8 22.0

Burke 2 4.5 35 15.7 20.2

Cabarrus 10 12.8 68 18.6 29.9

Caldwell 7 17.8 39 20.1 24.1

Camden 1 21.8 5 24.2 24.1

Carteret 13 41.8 45 29.8 24.8

Caswell 4 33.0 15 24.7 26.6

Catawba 19 25.3 70 19.0 27.3

Chatham 7 24.5 39 28.7 30.1

Cherokee 3 22.9 15 23.9 17.4

Chowan 1 14.5 14 41.1 32.6

Clay 1 20.2 9 38.3 23.3

Cleveland 14 30.0 52 22.2 27.4

Columbus 11 41.4 27 20.4 24.7

Craven 12 24.8 53 22.6 29.2

Cumberland 20 13.0 113 14.6 34.6

Currituck 3 25.8 12 22.3 32.2

Dare 4 22.8 15 17.6 20.5

Davidson 12 15.8 61 16.3 21.9

Davie 5 25.4 16 17.0 17.1

Duplin 6 22.6 38 29.4 43.7

Durham 20 16.7 125 21.6 36.4

Edgecombe 6 24.3 39 31.0 41.7
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Geographical Area
Number of

Deaths 2006
Death Rate*

2006
Number of Deaths

2002-2006
Death Rate*
2002-2006

Age-Adjusted Death Rate*
2002-2006

Forsyth 38 23.8 171 22.1 29.3

Franklin 10 36.3 30 22.8 39.4

Gaston 20 20.9 90 19.2 26.2

Gates 4 70.4 12 44.2 42.5

Graham 0 0.0 5 25.4 20.2

Granville 9 31.1 33 23.4 36.0

Greene 2 18.4 7 13.4 17.3

Guilford 38 17.5 195 18.5 26.0

Halifax 12 45.2 40 29.7 34.2

Harnett 11 21.3 47 19.0 34.5

Haywood 7 25.7 44 32.6 27.7

Henderson 9 18.4 67 28.6 20.5

Hertford 4 36.5 23 42.1 45.3

Hoke 1 4.7 13 13.2 29.8

Hyde 0 0.0 4 25.9 26.4

Iredell 12 16.7 71 21.1 30.2

Jackson 5 28.0 17 19.6 22.9

Johnston 16 21.0 54 15.2 30.2

Jones 1 19.8 9 36.1 42.3

Lee 3 10.9 28 21.7 31.3

Lenoir 6 21.5 34 24.3 29.0

Lincoln 8 22.4 31 18.1 27.8

McDowell 5 22.8 22 20.3 24.0

Macon 4 25.2 28 36.5 24.7

Madison 2 19.8 14 28.1 25.9

Martin 5 44.4 27 47.3 57.1

Mecklenburg 67 16.3 282 14.7 31.0

Mitchell 5 63.6 17 43.3 41.7

Montgomery 3 21.5 12 17.3 21.5

Moore 18 45.2 63 32.7 22.8

Nash 7 15.7 55 25.1 33.3

New Hanover 15 16.7 77 18.1 22.6

Northampton 5 48.6 38 73.5 67.0

Onslow 10 11.3 38 8.7 25.8

Orange 13 21.9 60 20.6 42.3

Pamlico 2 29.7 11 33.0 32.8

Pasquotank 3 15.2 32 34.6 43.4

Pender 8 32.3 39 33.9 47.8
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Geographical Area
Number of

Deaths 2006
Death Rate*

2006
Number of Deaths

2002-2006
Death Rate*
2002-2006

Age-Adjusted Death Rate*
2002-2006

Perquimans 7 118.2 18 63.2 51.7

Person 4 22.0 28 31.2 42.0

Pitt 17 24.4 61 18.1 32.2

Polk 1 11.0 9 19.9 11.0

Randolph 7 10.1 52 15.4 22.4

Richmond 11 47.7 33 28.7 34.1

Robeson 15 23.6 78 25.1 44.1

Rockingham 11 24.6 63 28.2 30.8

Rowan 15 22.3 74 22.3 25.8

Rutherford 8 26.2 37 24.2 24.6

Sampson 12 37.2 47 29.8 43.4

Scotland 7 40.2 22 25.7 35.7

Stanly 6 20.3 35 23.8 29.0

Stokes 5 22.0 24 21.3 28.4

Surry 9 24.9 39 21.8 24.0

Swain 2 29.8 8 24.5 24.0

Transylvania 2 13.8 16 22.4 16.0

Tyrrell 0 0.0 5 43.0 50.1

Union 7 8.1 41 10.6 21.4

Vance 3 14.4 23 22.1 32.7

Wake 41 10.4 241 13.3 32.3

Warren 6 60.4 18 36.2 35.8

Washington 2 31.7 10 31.5 31.0

Watauga 3 13.8 17 15.8 23.1

Wayne 19 33.6 72 25.5 39.9

Wilkes 7 21.1 44 26.6 31.4

Wilson 9 24.1 41 22.3 30.3

Yadkin 4 21.4 19 20.7 26.1

Yancey 3 33.2 12 27.0 22.3

*Death rates with a small number of deaths in the numerator should be interpreted with caution..

An analysis of the NC State Cancer Registries prostate cancer profiles indicate that in-
state incidence (154.9/100,000) is below the national average (159.0/100,000), but the age-
adjusted death rate (32.4/100,000) exceeds both the U.S. rate (27.9/100,000) and the
Healthy People 2010 Goal (28.8/100,000), which indicates a statistical mixed phenomena
of lower overall cancer rates, but higher death rates.

Prostate Cancer Health Disparities:
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Health disparities are described as differences in health status between one segment of
the population as compared to another. Prostate cancer disparities, therefore, are those
gaps that exist between the incidence and death rates due to prostate cancer in one
segment of the population as compared to another.

The causes of health disparities are complex and interrelated, but likely arise from
socioeconomic disparities in work, wealth, income, education, housing and overall
standard of living. Economic and social barriers to high-quality cancer prevention, early
detection, treatment services and the impact of racial and ethnic discrimination
are factors related to the prostate cancer disparity.

In a state such as North Carolina with its unique population clusters, geographic barriers
(with its access related distinctions) can well contribute to cancer related disparities.
Recent immigrants may also have unique risk factors related to their country of origin, as
well as language and cultural barriers. Biologic or inherited differences associated with
race are thought to make a definite contribution to the disparate cancer burden between
different racial/ethnic groups.

Geography

While almost two-thirds of the population of North Carolina live in urban areas, most of
the counties are designated rural. North Carolina’s prosperity was not widely shared.
There are significant disparities between fast – growing metropolitan areas and slow- or
no- growth rural counties. Rural counties generally have a higher rate of poverty, with
the rural population having less formal education. Rural counties, with lower wages,
often lose their young people to urban counties, this leaves an aging population.

When we look at the State of North Carolina, there are three counties that rank amongst
the highest in both prostate cancer incidence and mortality: Northampton, Pasquotank
and Vance. These counties have two common characteristics – they border Virginia and
have higher populations of African Americans.

If we focus just on incidence rates, the counties with the highest rates are clustered
around the I-95 corridor near the Virginia border (Vance, Northampton, Bertie) and I-40
around the South Carolina border (Pitt, Craven, Pamlico, Carteret, Onslow, Jones,
Lenoir). When looking at death rates, there is nearly a 100 mile shift to the East for those
counties near the Virginia border around I-85 (Person, Granville, Vance, Warren) and the
South Carolina border wedged between I-95 (Richmond, Hoke, Robeson) and I-40
(Wayne, Duplin, Sampson), respectively.

While we tend to focus on ethnicity, culture, income, access and education to explain
health disparities, there is cursory evidence that we should also factor in geography and
proximity to Interstate highways, and how they might impact on the other factors that



NC Cancer Partnership Prostate Cancer White Paper DRAFT 2008/2009 10

lead to higher rates of prostate cancer and prostate cancer-related deaths in the state. A
historic review of the development of North Carolina’s Interstate system and how it
impacted the health infrastructures of communities might prove instructive.

Racial

In North Carolina, African American men have the highest rates of prostate cancer
incidence and mortality. The NC State Cancer Registry indicates that the incidence rate
for prostate cancer amongst African American men is higher than the national average
by nearly ten men per 100,000 in population - 246.5 to 236.9/100,000, respectively.
While this is alarming enough, there are 10 counties in the state with incident rates that
exceed the national rate by anywhere from 80.4 – 195.3/100,000 (Henderson, Caldwell,
Cleveland, Stanly, Northampton, Pitt, Pamlico, Craven, Lenoir and
Onslow). In these ten counties, African American men experience rates of prostate
cancer that are from 1.3 to 1.8 times above the State and national averages.

The mortality rate for prostate cancer for African American men is cause for even
greater concern, nearly twelve (11.6) more African American men die from prostate
cancer in North Carolina per 100,000 in population than do men in other states across
the country. The current morality rate (73.9/100,000) for African American men in
North Carolina is more than 2.5 times higher than the Healthy People 2010 goal –
28.8/100,000. In six counties (Chatham, Person, Richmond, Sampson, Wayne and
Northampton), the rate of African American male death is 1.3 – 1.5 times higher than
the State rate, 1.6 - 1.8 times higher than the national rate, and 3.4 – 4.0 times the rate of
the Healthy People 2010 goal.

These differences in the incidence and mortality rates indicate that there is work to do
in educating African American men in North Carolina about their prostate health.
Once educated, we need to ensure that access to follow-up treatment and care is
available to all if we are to reach equity in outcomes and realize the Healthy People
goals that have been set.

Overall, racial and ethnic minorities face many obstacles to receiving health care
services relating to cancer prevention, early detection, and high quality treatment.
Barriers include low income; inadequate health insurance; geographic, cultural, and
language barriers; racial bias; and stereotyping. Poverty influences both the prevalence
of underlying risk factors for cancer (such as tobacco use and obesity) and access to
health care services. Compared with 11% of whites, 25% of African Americans and 33%
of Hispanics/Latinos are uninsured, while only 12% of whites lack health insurance
(the current economic downturn and elevated rate of job loss may tend to lower the
date in relationship to whites and increase it for minorities).
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Low-income and uninsured people in particular are more likely to be diagnosed with
prostate cancer at later stages of the disease, receive substandard clinical care and
services, and die from prostate cancer. Consequently, the 5-year relative survival rate
for all cancers combined is lower for African Americans (57%) than it is for whites
(67%).

Racial and ethnic minorities tend to receive lower quality health care than whites even
when insurance statue, income, age, and severity of conditions are comparable. Social
inequalities, such as racial discrimination, can affect interactions between patient and
physician and contribute to miscommunication or delivery of substandard care.
Opportunities to reduce cancer disparities exist across the entire cancer spectrum, from
primary prevention to palliative care.

Genetics

In early 2008, a group of researchers from the National Cancer Institute reported the
identification of differences in gene expressions (the degree to which individual genes
are turned on or off) in prostate tumors between African American and
European American men. The genes are related to the immune system and suggest that
biological differences may play a part in the disparity in prostate cancer survival rates
between African American and European American men. These preliminary findings
suggest the possibility that viral infections could be associated with the development of
prostate tumors in African Americans, and were only evident in cancerous
microenvironment, and did not apply to non-cancerous prostate tissue.

Socioeconomic Status

Factors associated with socioeconomic status contribute to substantial differences in
cancer incidence and mortality within, as well as among, racial and ethnic groups. For
example, cancer mortality rates among both black and white men with 12 or fewer years
of education are more than twice those in men with higher levels of education.
Similarly death rates for each of the four major cancer sites are higher in less educated
black and white men and women than in those with more years of education.

No single factor (such as education or income) fully captures all of the important
characteristics that may influence the association between socioeconomic status and
health, but for most cancers, the risk is inversely related to socioeconomic status,
regardless of which measure is used.

Socioeconomic status is highly correlated with cancer risk and outcomes across the
continuum from prevention to palliative care. Persons with lower status are more likely
to engage in behaviors that increase cancer risk, such as tobacco use and physical
inactivity, in part because of marketing strategies that these populations and in part
because of environmental or community factors, such as fewer opportunities for
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physical activity and less access to fresh fruits and vegetables. Lower socioeconomic
status is also associated with financial, structural, and personal barriers to health care,
including lack of or inadequate health insurance, reduced access to recommended
preventive care and treatment services, and lower literacy rates. Individuals with no
health insurance and those with Medicaid Insurance are more likely to be diagnosed
with advanced cancer. (

Dimensions (Risk Factors, Prevention, Detection, Staging, Treatment)

Risk Factors

Prostate cancer, like many cancers, has no known cause that can be readily identified by
medical experts. There has been extensive research conducted that has identified
certain risk factors, but a definitive cause has not been discovered as yet. A risk
factor is something that may increase the chance of developing a disease. Risk factors
include:

High Fat Diets, , (especially, those with elevated levels of protein and low levels of
fruits and vegetables). The effect of diet on prostate cancer risk is under study. A diet
high in fat, especially animal fat, may be associated with an increased risk of prostate
cancer. More studies are needed to determine if a low fat diet with more fruits and
vegetables helps prevent prostate cancer. There is also an association of obesity with
prostate cancer in which several studies indicate that obesity may be a significant
predictor of higher Gleason score and higher rate of biochemical recurrence.

Smoking: There are several hypothetical mechanisms through which cigarette smoking
may enhance prostate cancer risk. For example, cigarette smoking may alter circulating
levels of steroid hormones. In particular, cigarette smoking has been associated with
higher levels of bio-available testosterone and lower levels of bio-available estradiol in
men. Studies found significant positive correlations between cigarettes smoked/day
and serum total androstenedione as well as total and free testosterone in men. This is
significant because testosterone and metabolite DHT are necessary for normal prostate
development and growth (a).

Further Studies have found that middle aged men who are long term, heavy smokers
face twice the risk of developing more aggressive forms of prostate cancer than men
who have never smoked, according to new findings from Fred Hutchinson, Cancer
Research Center that appears in the July issue of Cancer Epidemiology, Biomarkers and
Prevention, a publication of the American Association of Cancer Research.

Family History: of cancer (prostate for men in the family, and breast for women in the
family). Approximately 1 out of every 10 men diagnosed with prostate cancer will be a
member of a family with hereditary prostate cancer; if a man has 1 close relative with
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prostate cancer, his risk is 2x as high as the general population to develop prostate
cancer; 2 close relatives and his risk is increased by 5x; 3 or more close relatives and risk
is 11x higher.

Race: (African Americans are at the highest risk), the risk of prostate cancer is
dramatically higher among African Americans, intermediate among whites, and lowest
among native Japanese. However, this increase in risk may be due to other factors
associated with race and studies have shown, a link between levels of testosterone and
prostate cancer risk, with African American men having the higher levels of
testosterone.

Age is the main risk factor for prostate cancer. This disease is rare in men younger than
45. The risk of getting prostate cancer goes up sharply as a man gets older (being older
than 50 years of age increases risk and for some African Americans older that 45).

Obesity: obese men with prostate cancer have nearly 20% lower PSA levels than
normal-weight individuals, possibly as result of larger blood volume (dilution). If this
is not taken into account when screening for prostate cancer, cancers may be missed in
obese men. Obese men generally have larger prostates making biopsy harder to find
cancer. Obesity is also a risk factor for cancer recurrence after surgery and generally
results in obese men developing more aggressive cancer.

Certain Prostate Changes: Men with cells called high grade prostatic intraepithelial
neoplasia (PIN) may be at increased risk for prostate cancer. These prostate cells look
abnormal under a microscope.

Symptoms

Many men have no symptoms, as prostate cancer can sit quiet for years. If symptoms
do appear, they may include:

- Blood in the urine or semen

- Frequent urination, especially at night

- Weak or interrupted urine flow

- Painful or “burning” feeling while urinating

- A complete inability to urinate

- Constant pain in the lower back, pelvis or upper thighs
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- Difficulty having an erection

Prevention

Prevention means avoiding risk factors and increasing protective factors so that an
individual’s chance of developing cancer decreases. Anything that increases a person’s
chance of developing a disease is called a risk factor; anything that decreases a person’s
chance of developing a disease is called a protective factor. Some risk factors for cancer
may be avoided, but many cannot. Some protective factors can be controlled, some
cannot.

Because there is no known cause of prostate cancer, it is difficult to determine how best
to prevent it. Some medical experts suggest that certain drugs (i.e. finasteride),
vitamins (i.e. Vitamin D and E), and antioxidants can help prevent or slow the onset of
prostate cancer, but to date there are no conclusive studies, and NCI recently concluded
that Vitamin E and Selenium are not effective in reducing risk.

Medical experts suggest addressing the modifiable risk factors of diet, smoking and
physical activity as ways to maintain good prostate health. Avoiding risk factors and
increasing protective factors does not guarantee that you will not get cancer. Some
people are more sensitive than others are to factors that can cause cancer. Each patient
should consider methods that may help prevent cancer in consultation with his
physician.

Detection

A process that is used to look for signs of disease in people that may, or may not, have
symptoms. Prostate cancer screening is done to look for early stage-stage disease, so
treatment can be more effective. Prostate screening consists of two parts: the digital
rectal exam (DRE) and the prostate specific antigen (PSA) test.

The U.S. Preventive Services Task Force (USPSTF) concludes that the evidence is
insufficient to recommend for or against routine screening for prostate cancer using
prostate specific antigen (PSA) testing or digital rectal examination (DRE).

The American Cancer Society, the American Urological Association, and the American
College of Physicians all recommend discussing the potential benefits and harms of
prostate cancer screening with the patient and partnering with him to make the decision
regarding screening. Major points to consider in a discussion about screening include:

¶ Screening with PSA and DRE is able to detect prostate cancer in earlier,
potentially more curable stages of the disease.

¶ African American men with a first degree relative with prostate cancer are at
increased risk of the disease.
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¶ The PSA and DRE may produce false positive results, causing the patient to
undergo invasive procedures such as biopsies that might not be necessary.

¶ The PSA and DRE may produce false negative results. A negative screening test
does not guarantee that the patient does not have prostate cancer.

¶ Prostate cancer often progresses very slowly. Cancers detected by the PSA or
DRE may never have resulted in symptoms for the patient, or may not have become
symptomatic for many years

¶ Prostate cancer treatment usually involves surgery and has many negative side
effects, such as erectile dysfunction and urinary incontinence.

¶ Treatment is worth these risks if it provides a clear benefit, but it is not always
possible to determine in advance which patients would have had significant morbidity
or mortality if not treated early and which would have had a more indolent disease that
did not need immediate treatment.

¶ A patient might benefit from talking about screening decisions with a spouse,
partner, or other support person prior to making a final decision.

The American Cancer Society and the American Urological Association recommend
discussing screening with men age 50 and older who have a life expectancy of 10 years
or longer. Screening may be discussed at earlier ages (40-45) with men at increased risk
for prostate cancer. Controversy exist regarding the ideal PSA cutoff for referral for
biopsy, but the American Urological Association recommends referral for biopsy for
men with a PSA greater or equal to 4.0 ng/ml or a significant rise in PSA from one test
to the next (o.75 ng/ml/yr)or greater.

In August 2008, the U.S. Preventive Services Task Force made an abrupt policy change
by recommending that doctors stop screening men age 75 or older for prostate cancer
because of a lack of evidence that screening improves outcomes or impacts life
expectancy. While the Task Force recommends screenings for men who still want them
or are exhibiting symptoms of prostate cancer at this age, evidence suggests that there is
no difference in survival rates for men who were treated for cancer and those who were
monitored and treated only if the cancer progressed. The Task Force emphasized that
this policy change should not be viewed as “giving up” on older men, but a step toward
more “rational thinking” to save medical resources, as the new guidelines are not
expected to alter current Medicare reimbursement for annual PSA exams.

A full prostate screening includes both a Prostate Specific Antigen (PSA) blood test and
Digital Rectal Exam (DRE). According to the National Comprehensive Cancer Network
(NCCN), all men in high risk groups (men with a family history of prostate cancer and
African American men) should receive a full prostate examination annually beginning
at age 40. By age 50, all men are considered high risk and should receive a full prostate
examination annually. Regardless of initial reading, a patient’s PSA velocity or annual
rate of change should not increase by more than 20% per year.
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According to the National Comprehensive Cancer Network 2006 Clinical Practice
Guidelines, patients with a PSA value below or equal to 2.5ng/ml should be referred to
a specialist if their PSA increases by .5ng/ml/y. Men with an abnormal DRE should be
referred to a specialist regardless of PSA results. Men who are not in high risk groups
may want to consider having a baseline PSA test at 40 and 45. According to NCCN
2006 Clinical Practice Guidelines, if a patient’s baseline PSA value is below or equal to
.6ng/ml, he should begin annual prostate screening.

The DRE consists of a manual check of the prostate through the rectum, while the PSA
test is done by taking a blood sample. Combined, the DRE and PSA currently provide
the best assessment of prostate health, but cannot determine if prostate cancer is
present. The exam and test only help to determine if further tests are necessary,
beginning with a biopsy of the prostate gland.

There is on-going debate about the effectiveness of prostate cancer screening. Some of
the issues around screening include the accuracy of current testing, a question if
screening leads to better treatments, if lives are actually being saved with increased
screening, the appropriate age to begin screening (especially in different ethnic/racial
groups), and if screening unnecessarily increases concern where there should be none.

Gleason Score

During a biopsy, tissue samples are taken from several areas of the prostate.
Pathologist checks for cancer in the samples using a microscope and it can be
determined how much cancer there is by looking at how many tissue samples are
positive. A Gleason score on a scale of 2 to 10 is assigned to the cancer. This score tells
how different the prostate cancer looks from normal prostate tissue and helps estimate
how likely it is that the tumor cells will spread (how aggressive the cancer is).

A low risk score is 2 to 4. A low score means the cancer tissue still looks similar to
normal prostate tissues, and the tumor cells are less likely to spread. A score of 5 to 7
means moderate risk, while a score of 8 to 10 means higher risk. As the score gets
higher the prostate cancer tissue becomes more and more different from normal tissue
and that the tumor cells are more likely to spread. Most men with early stage prostate
cancer have a Gleason score of 5, 6, or 7.

Staging

The staging of cancer is an important factor in choosing a treatment. The stage tells
how much the cancer may have grown within the prostate and whether it has spread to
other tissues or organs. Physicians use a standard rating system to describe the stage,
called the TNM System. T means the size of the main tumor, N means whether nearby
lymph nodes are involved, and M means whether the cancer has spread beyond the
region around the prostate.
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The first stage of prostate cancer is based on the assessment of clinical findings.
If surgery is performed: to remove the prostate, seminal vesicles, or nearby lymph
nodes, then cancer can be assessed from a pathologic stage. This means that by looking
at what is removed; doctors are better able to predict outcomes and survival. Other tests
such as a bone scan, MRI, CT scan, removing the lymph nodes in the pelvis or a seminal
vesicle biopsy may be suggested. Prostate cancer tumor stages range from stage T1 to
T4 and may further be classified a, b, or c.

Treatment (current, new and proposed)

Treatment options vary, and may be accompanied by different side effects depending
on the type of treatment, the age of the patient and his overall health. Pain, discomfort,
impotence and incontinence are all potential side effects after treatment. The severity of
side effects is usually determined by the degree of invasiveness of the treatment.
Treatment options include:

Watchful waiting

A patient is monitored closely by performing the DRE and PSA regularly, to see if the
prostate gland is growing, and only treating if symptoms are exhibited. Watchful
waiting may become an option if the risks and possible side effects of treatment
outweigh the possible benefits. A physician may offer this choice in consideration of
age, other serious health issues or diagnosed with early stage prostate cancer that seems
to be growing slowly. Watchful waiting avoids or delays the side effects of surgery and
radiation but does have risks: may reduce the chance to control cancer before it spreads
and may be harder to cope with surgery and Radiation therapy as aging occurs. Any
decision toward watchful waiting must entail a patient/physician mutual consent.

Surgery

Surgery is often a treatment choice for men who have early stage prostate cancer and
are in good health. Surgery to remove the prostate is called prostatectomy:

¶ Retropubic prostatectomy – The prostate is removed through an incision just above
the pubic bone in the lower abdomen. This approach give the surgeon a better
chance to spare the nerves (called nerve sparing surgery) located next to the prostate
that control bladder and erections and allows the opportunity to check nearby
lymph nodes for cancer.

¶ Perineal prostatectomy –The prostate is reached through an incision between the
scrotum and anus. This method does not allow the surgeon to check the lymph
nodes for cancer. It is also more difficult to spare the nerves that control erections.
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This type of surgery is not often used and only when the cancer is confined to the
prostate.

¶ Cryosurgery – freezes and thaws tissue to kill prostate cancer with the surgeon
being guided by ultrasound. Also called cryotherapy, it is often used when the
prostate has more advanced, yet still confined disease, and when surgery is not an
option. The prostate is not removed.

Cryosurgery can result injury to the rectum, incontinence, swelling of the scrotum,
pain or numbness in the penis or blocked urine flow. In 1-200 cases, a fistula
appears between the rectum and prostate. Results are dependant upon the skill
level and experience of the surgeon. Success rates may not be as high as with
prostatectomy or with any form of external beam radiation therapy. Long-term
results for this type of treatment are not yet known.

¶ Laparoscopic surgery – is the newest type of surgery to remove the prostate. It is
done with smaller incisions using a slender tube with a camera on the end
(laparoscope), which can be robotically controlled. The scope is inserted through the
navel, and the surgeon can see a highly enlarged image of the prostate. Compared
with other types of prostatectomy, this technique may lead to shorter hospital stays,
faster recovery, and less blood loss and pain. However, it is fairly new and not
widely used and researchers have not had the chance to follow its effectiveness for
as long as they have for standard surgery.

Radiation Therapy

This type of treatment uses high doses of radiation energy to treat cancer. Radiation
therapy is an option when cancer is in the prostate but has not spread to other organs.
It is also used when you cannot have surgery because or your age, health, or personal
choice.

¶ External beam radiation – A machine aims radiation at your cancer cells. It rotates
around the body, sending radiation from many directions. After the exact part of
the body that needs radiation is mapped out, treatment usually happens once a day,
5days a week, for 6 to 8 weeks. Each treatment session usually lasts about 15
minutes.

The latest types of radiation are called 3-D Conformal Radiation Therapy and
Intensity-Modulated Radiation Therapy (IMRT). These types of radiation are
more precise in destroying cancer while leaving nearby healthy cells unharmed.
They are designed to lower the exposure of the rectum and bladder to radiation to
help lessen side effects.
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¶ Involve family members or spouses in provider appointments.

¶ Bring a copy of Pathology report – Obtain a copy of pathology report and take to
appointments especially when seeing a new provider.

¶ Get a second or third opinion

Prostate Changes that are Not Cancer:

A man’s risk for prostate problems increases as he ages. Prostate cancer is the final stage of
prostate problems which is sometimes preceded by one of two other conditions a) prostate
infection (prostatitis); or b) an enlarged prostate – more commonly referred to as BPH or
benign prostatic hyperplasia.

Prostatitis - is an inflammation or infection of the prostate gland, and affects at least half of
all men at sometime in their lives. Having this condition does not increase the risk for any
other prostate disease, but is something that should be dealt with immediately. Many of
the symptoms of prostatitis are the same as prostate cancer, like:

¶ trouble urinating or experiencing pain while urinating

¶ a “burning” or “stinging” sensation when passing urine

¶ frequent urges to urinate, even when there are only small amounts to urine

Symptoms could also include:

¶ chills and high fever

¶ lower back pain or body aches

¶ pain low in the belly, groin or behind the scrotum

¶ rectal pressure or pain

¶ urethral discharge with bowel movements

¶ genital and rectal throbbing

¶ sexual problems and loss of sex drive

¶ blocked urine

¶ painful ejaculation

The combination of DRE and urine tests can determine if and which type of prostatitis is
present. There are four known types of prostatitis:

Acute bacterial prostatitis – an infection that comes suddenly and is caused by bacteria.
It’s the least common type, but the easiest to treat – normally, with a high dose of
antibiotics over a period of up to 14 days.
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Chronic bacterial prostatitis – a condition that does not occur suddenly, but is exhibited by
recurring bladder infections. It is believed that the cause is a defect in
the prostate that allows bacteria to collect in the urinary tract – usually treated with
antibiotics for a period up to 12 weeks.

Chronic prostatitis or chronic pelvic pain syndrome – is the most common, but least
understood form of the disease. Found in men of any age from the late teens to the elderly,
the symptoms come and go without warning, and is identified by discomfort in the groin
or bladder area. There are various treatments, based on symptoms, including antibiotics
and other medicines, such as alpha-blockers which relax muscle tissue in the prostate to
help make passing urine easier.

Asymptomatic inflammatory prostatitis – is when symptoms are not exhibited and a
doctor discovers it when looking for other conditions, like infertility or prostate cancer.
Often an elevated PSA number alerts the health provider – which is treated by a regimen of
antibiotics up to 6 weeks and then a follow-up PSA test.

Enlarged prostate (BPH)

BPH stands for benign prostate hyperplasia, which in Latin translates to “non- cancerous
(benign) super growth (hyperplasia)”. While the symptoms of an enlarged prostate may be
similar to prostate cancer, BPH is not linked to cancer and does not raise your chances of
getting prostate cancer.

BPH affects most men as they get older, as the prostate grows over time with age. By age
70, nearly all men will experience some enlargement of the prostate, which can grow as
large as a lemon (from the size of an apricot mentioned earlier) in some cases.

BPH symptoms usually start after the age of 50. They can include:

¶ Trouble starting a urine stream or making more than a dribble

¶ Passing urine often, especially at night

¶ Feeling that the bladder has not fully emptied

¶ A strong or sudden urge to pass urine

¶ Weak or slow urine stream

¶ Stopping and starting again several times while passing urine

¶ Pushing or straining to begin passing urine

At worst, BPH can lead to:

¶ A weak bladder

¶ Backflow of urine causing bladder or kidney infections

¶ Complete block in the flow of urine

¶ Kidney failure
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Treatment for BPH includes:

¶ watchful waiting – close monitoring via regular follow-ups with a health provider

¶ drug therapies – including use muscle relaxers and medications designed to reduce the
size of the prostate

¶ surgery – a variety of procedures designed to relieve pressure in the urethra or to
remove all or part of the prostate

Clinical Trials

Many of the new therapies for prostate cancer are being tested in clinical trials. Clinical
trials are organized studies conducted with patients, and are required by the FDA before a
particular treatment can be made available to the public. Clinical trials answer specific
question about new treatment. They also test new ways of using established treatments, as
well as testing the safety and effectiveness of a treatment. Every clinical trial is designed to
answer a specific set of questions about a treatment. Each study enrolls patients with
certain types and stages of cancer and certain health status. (1)

Patients may be referred to a trial by their doctor or by a doctor who knows their case.
Patients must have a reasonable understanding of the possible risks and benefits of a
clinical trial and be freely willing to take part in it. All patients in clinical trials are
carefully monitored during and after participating in the trial.

Types of Trials: Clinical trials are carried out in phases; each is designed to find out a
certain type of information about a particular treatment. Information from each phase is
built upon in the next phase; all of the information collected on the treatment is used to
obtain approval from the FDA for its use.

¶ Phase I Trial: Involves a small number of patients and tests how to give a treatment

and how much can be given. A phase I trail identifies any side effects caused by the
treatment.

¶ Phase II Trial: Involves 20 -0 50 patients with a particular stage or type of cancer. A
phase II trail tests the effectiveness of the treatment in treating cancer and determines the
frequency of side effects caused by the treatment.

¶ Phase III Trial: Involves large numbers of patients (in the thousands). It compares the
effectiveness and side effects of a standard treatment and the new treatment in treating
cancer. Patients in these trials are assigned randomly to receive one of the treatments being
studied.

All patients should be aware of clinical trials appropriate to their individual circumstance.
Clinical trials in and of themselves may serve as an avenue for those economically
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challenged to afford treatment. For comprehensive information regarding current clinical
trials visit:

www.clinicaltrials.gov ,
A service of the National Institute of Health. Is a registry of federally and privately
supported clinical trials conducted in the United States and around the world.

www.bethesdatrials.cancer.gov ,
National Cancer Institutes and U.S. National Institute of Health. Search for NCI clinical
trials conducted at the NIH Clinical Center in Bethesda, Maryland.

www.nci.nih.gov/clinicaltrails/prostate-cancer-updates ,
National Cancer Institute and U.S. National Institutes of Health. Search NCI’s list of 6,00
clinical trials now accepting participants.

www.emergingmed.com ,
Emerging Med Navigator. Clinical Trial Specialist will help you identify cancer Clinical
Trials that match your specific diagnosis, stage, and treatment history.

www.dukehealth.org/clinicaltrials
Duke Medicine, Helps finds active prostate cancer clinical trials. Can participate in clinical
trials and you can gain access to new research treatments before the treatment are widely
available.

www.wfubmc.edu/clinical trials/
Wake Forest University Baptist Medical Center.

www.cancer.med.unc.edu/ ,
Lineberger Comprehensive Cancer Center – NC Cancer Hospital. Find clinical trials

Prostate Cancer Survivorship

According to the American Cancer Society, more than 90% of all prostate cancers are
discovered in the local and regional stages: the 5-year relative survival rate for patients whose
tumors are diagnosed at these stages approaches 100%. Over the past 25 years, the 5-year
survival rate for all stages combined has increased from 69% to almost 99%. According to the
most recent data, relative 10-year survival is 91% and 15-year survival is 76%. The dramatic
improvements in survival, particularly at 5years, are partly attributable to earlier diagnosis
and improvements in treatment.

Cancer survivorship begins at the time of diagnosis and continues for the balance of life.
Cancer survivors are people who have been diagnosed with cancer and those in their lives
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who are affected by the diagnosis, including family members/other loved ones, friends, and
caregivers. A range of survivorship issues relate to living with, through, and beyond a cancer
diagnosis.

The Lance Armstrong Foundation defines the experience of cancer survivorship as living with
cancer by the diagnosis of cancer and any treatment that may follow. Living through cancer
refers to the extended stage that follows treatment. Living beyond cancer refers to post-
treatment and long-term survivorship. Issues arise throughout the cancer survivorship
continuum from early diagnosis to treatment, to post-treatment, and to the end-of-life. Cancer
survivors face numerous physical, psychological, social, and faith/spiritual issues as well as
employment, insurance, financial, and legal issues from the time of diagnosis and for the
remaining years of their lives.

Prostate Cancer Education

North Carolina is a state with one of the best and most highly specialized health
infrastructures in the U.S. It has three NCI-recognized Comprehensive Cancer Centers –
located at the University of North Carolina at Chapel Hill (Lineberger), Wake Forest
University Baptist Medical Center and Duke University Health Center (Duke). These
comprehensive cancer centers are supported by a network of regional hospitals, the American
Cancer Society, North Carolina Comprehensive Cancer Program, North Carolina Advisory
Committee on Cancer Coordination and Control, National Cancer Institute’s Cancer
Information Services Southeast Region, other statewide voluntary cancer organizations,
collaborative cancer networks and coalitions, and a growing list of community and faith-based
organizations that focus on reducing the impact of cancer through education, screenings,
treatment and support groups.

Comprehensive prostate education should consist of:
a) Concise information about the prostate gland, its anatomical location, its physiologic

function and its normal operation.
b) Direct and clear preventive measure, risk factors and known lifestyle changes necessary

to ensure the health of the prostate gland.
c) A clear depiction of normal prostate problems (and symptoms) versus prostate cancer

and age related prostate problems along a normal continuum.
d) Appropriate and accurate recommendations around screening;
e) All avenues available to seek prostate cancer information, screening, and if appropriate

treatment and treatment options;
f) Accurate information regarding follow-up care; and
g) Accurate information with regard to life after treatment side effects, support and

survivor groups.

Prostate cancer information is available and is scattered across the state via the components of
the existing health infrastructure, but persistent, and in some cases widening, disparities
indicate continuing problems in getting the most accurate, up-to-date and comprehensive
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information to those most in need. Stories persist regarding differences in recommendations
regarding when screening should begin, if screening is effective in reducing prostate cancer
rates, what treatment option is best, and even what constitutes a complete prostate exam. The
way education is disseminated is often confusing, too technical, contradictory and may even
contribute to the very disparities we are trying to eliminate. There is a need to standardize
information and deliver it in a community competent way, so that when men are educated;
they are all learning the same thing and come away with a common understanding taking into
consideration advances in acquired knowledge.

Prostate Cancer Support Groups

Location Facilitator
Monthly

Meeting Time

Buncombe

Pathways – Life After Cancer
121 Sherwood Road, Asheville, NC 28803, (Pathways is located
in the lower level of the Lewis Rathbun Wellness Center….(An
elevator is available for those needing assistance)

James L. Hall,
PhD.
(828)252-4106

3rd Thursday
8:30AM -
10:00AM

Cabarrus

Cabarrus Medical Center
Medical Arts Building, Suite 250

Larry Wood
(704)723-9598

1st Thursday
6:00 - 7:30

Catawba

The AHEC Building
810 Fairgrove Church Road, Hickory, NC 28601

Gary Skinner
(828)466-0064

2nd Monday
7:00

Craven

The Golden Corral
on Martin Luther King BLVD in New Bern, NC 28560

George Murray
(252)638-3479

2nd Thursday
9:00AM

Cumberland

Cancer Center of Cape Fear Valley Medical Center Patsy Page
(910)609-6337

2nd Thursday
6:00PM

Durham

Duke South
Trent Drive
Durham, NC 27710

Patrick Plumeri,
MS, Counselor
(919)684-4497

4th Thursday
6:30-8:00

Lincoln Community Health Center
conference room B
Lincoln Community Health Center, Inc.
Durham, NC 27710

(919)956-4025 2nd Tuesday
6:30

Edgecombe

Ebenezer Missionary Baptist Church
Raleigh Road, Rocky Mount

Marvin Rountree
(252)442-9452

1st Saturday
10:30AM

Forsyth
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Forsyth Regional Cancer Center
3333 Silas Creek Parkway, Winston-Salem, NC 27103

Karen Shearin
(336)718-0264

2nd Tuesday
7:00 PM

Guilford

Cancer Center Conference Room
(Second Floor), 501 N. Elam Avenue, Greensboro, NC 27403

Robert Hamilton
(336)832-7950

3rd Monday
7:00-8:00

Haywood

Haywood Regional Medical Center
Waynesville

Wayne Oak
(828)452-5676

1st Monday
7:00PM

Henderson

Pardee Health Center by the Blue Ridge Mall
1800 Four Seasons Boulevard, Hendersonville, NC 28792

Roger Varady
(828)692-3521

3rd Thursday
6:30

Lee

The Enrichment Center
1615 S. 3rd Street, Sanford, NC 27330

Bob Cline
(919)776-0501

2nd Tuesday
7:00PM

Lenoir

Oxford Room at Lenoir Memorial
100 Airport Road
Kinston, NC 28501

Joe Jones
(252)526-9661

3rd Tuesday
6:30PM -
7:30PM

Mecklenburg

Buddy Kemp Caring House
242 Colonial Avenue
Charlotte, NC 28207

Fred Belcher
(704)563-9028

2nd Monday
7:00-8:30

Nash

Ebenezer Missionary Baptist Church
Raleigh Road, Rocky Mount

Marvin Rountree
(252)442-9452

1st Saturday
10:30AM

New Hanover

New Hanover Regional Medical Center
The Cameron Center

Bill Fitzpatrick
(910)799-8993

1st Thursday
6:00

Onslow

Onslow Memorial Hospital
Jacksonville

Joe Joyner
(910) 347-5583

3rd Saturday
8:00AM

Orange

Binkley Baptist Church
at the corner of Willow Dr and 501
Chapel Hill, NC 27514

Tina Shaban
(919)843-0680

1st Wednesday
4:00-5:00

Pitt

Hope Lodge
Welcome Drive, Greenville

Don McLane
(252)756-1927

2nd Tuesday
6:30PM

Robeson

Gibson Cancer Center at South Eastern Regional Cancer
Center

Bob Braunstein
(910)738-7878

3rd Tuesday
7:00 - 8:30
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300 West 27th St.
Lumberton, NC 28359

Rockingham

Morehead Hospital Conference Room
117 East King's hwy
Eden, NC 27288

Harold Matthews
(336)623-3876

2nd Monday
7:00

Rowan

Rowan Regional Medical Center
New Patient Tower 4th floor large meeting room

Charles Glover
(704)210-5104

3rd Thursday
6:00PM

Stanley

Stanley Regional Medical Center
Cafeteria Private Dining Meeting Room

Sherrie G.
Ellenburg
(704)474-3757

2nd Thursday
6:00 PM

Transylvania

United Community Bank
Straus Park (on Asheville Highway across from the Texaco
station at Hospital Drive) Brevard, NC 28712

Dave Cottingham
(828)883-5846

4th Monday
6:30PM

Wake

Rex Cancer Center Auditorium
Lake Boone Trail
Raleigh, NC

Phil Harris
(919)772-1047

2nd Thursday
7:00 - 9:00

Martin Street Baptist Church
1001 East Martin Street
Raleigh, NC 27601

Randolph
Bazemore
(919)467-4440

4th Friday
12:00 - 1:00

Warren

The Conference Room of the Warren County Health
Department
544 West Ridgeway Street
Warenton / Norlina, NC 27589

Rev. Joseph
Alexander
(252) 257-1951

4th Thursday
5:30 - 6:30

Programs that Address Prostate Cancer in NC:

Inventory of North Carolina Resources (Counties)
A. Prevention: groups and organizations that provide services intended to protect against disease by preventing it from
occurring, reducing the risk of its occurrence aka “primary prevention.”

Name of
Organization

County Contact
Name

Address City, State
Zip

Phone & Fax E-mail Address

Landmark Wake
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Urology &
Complimentary
Medicine
Pathways Life
After Cancer

Buncombe 121
Sherwoo
d Road

Asheville,
NC 28803

(828)252-4106 http://www.pathways-
lifeaftercancer.org/

Beaufort County
Hospital:
Lifestyles
Medical Fitness
Center

Beaufort 628 East
12th

Street

Washington,
NC 27889 (252)975-4100

http://www.beaufortcountyhospital.org/
lifestyles.htm

B. Awareness & Education: Groups and organization that provide lay health advisory information about
early detection of prostate cancer.

Name of Organization County Contact Name Address City, State Zip Phone & Fax Email/ website
NC Minority Prostate
Cancer Awareness
Action Team

Raleigh,
Durham,
Vance &
Warren
Counties

Al Richmond

Catawba County
Prostate Cancer
Awareness Task Force

Catawba &
Burke Counties

Gary Skinner

EBC-ATOM Nash &
Edgecombe

Rev. Thomas
L. Walker

Men for Living Cabarrus George
Goodman

Us Too Minority &
Underserved
Populations Outreach
and Awareness
Program

Statewide Phil Harris

NBLIC - NC Ruth Royster
Yadkin County Healthy
Carolinians

Yadkin April Pardue 403 East Main
Street

Yadkinville,
NC 27055

(336)679-4651 healthync@yadtel.net

Cabarrus Health
Alliance

Cabarrus Virginia
Hunter

280 Concord
Pkwy S
Suite 110

Concord, NC
28027

www.cabarrushealth.
org

C. Screening & Early Detection: Organizations that offer community prostate screenings intended to
promote the early detection of prostate cancer and other prostate health issues.

Name of Organization County Contact Name Address City, State Zip Phone & Fax Level of Service
Beaufort County
Hospital

Beaufort Judy Vandorf 628 East
12th Street

Washington,
NC 27889 (252)975-4100

Full prostate
screening targeting
underserved/
uninsured men.
Annual (one day)
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event screens ~40
men per year –
patient cost = $10
per man. No biopsy
coverage for
abnormal

Spruce Pines
Community Hospital

Mitchell Marketing &
Outreach

(828)765-4201

Highlands Hospital Henderson Marketing &
Outreach

(828)526-1435

Wilson Medical Center Wilson Marketing &
Outreach

(252)399-8478

Lincoln Community
Health Center

Durham Marva Price (919)684-3786,
ext. 245

Davis Regional Medical
Center

Iredell Marketing &
Outreach

(704)838-7106

Lake Norman Regional
Medical Center in
Mooresville

Iredell Marketing &
Outreach

(704)660-4859

Duke Health Raleigh Wake Marketing &
Outreach

(919)954-3587

Duke Medical Center Durham Marva Price (919)684-3786,
ext. 245

Moses Cone Cancer
Center

Guilford Annette at Health
Connect

(336)832-1100

Transylvania
Community Hospital

Transylvania (828)884-2007

Randolph Hospital Randolph (336)633-7788
Cleveland County
Regional Medical
Center

Cleveland (704)487-3199

Catawba County
Health First at Valley
Hills Mall

Catawba Peggy Messick 1960 Hwy.
70 SE

Hickory, NC
28602

(828)326-3000

Caldwell County
Health Department

Caldwell Jan Pritchard/
Healthy
Caldwellinians

(828)757-8400

Craven County Health
Department

Craven

Lee County
Enrichment Center

Lee (919)774-2100

Lexington Memorial
Hospital

Davidson Tracy Amhart (336)238-4408

Leo Jenkins Cancer
Center

Pitt (252)847-6018

Johnston Medical Arts
Pavilion

Johnston Connie Grady (919)938-7736

UNC Hospital -
Urology

Orange (919)966-1316
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Eflan Community
Center

Orange Yolanda Whited (919)563-0875

Orange County Health
Department

Orange Yolanda Whited (919)563-0875

Northeast Medical
Center

Cabarrus (704)783-1275

Davidson College
Health Services

Mecklenberg (704)660-4859

Rex Senior Center Wake Penny Lauricella (919)784-2345
Halifax Health Link Halifax Chrystal Keener (252)535-4334
High Point Regional
Health System

Guilford (336)878-6000

Granville Medical
Center

Granville Janet Hurisburg (919)690-2148

HealthCo Warren County
Randolph Hospital Randolph Lisa Alley (336)629-8888
Mission St. Joseph’s Buncombe Denise Steuber (828)213-4655
Charlotte NC Cancer
Screenings

Mecklenberg Rita Law (800)282-4914

Triangle Orthopedic
Associates

Orange,
Durham, Wake,
Person,
Granville

Debbie Markovic (919)690-3210

Lenoir Memorial
Hospital

Lenoir Sonia Joyner (252)522-7815

Regional Medical
Center

Dare Bonnie Brown (252) 261-9050

Granville Medical
Center

Person Debby Markovic (919)690-3210

Cleveland Regional
Med. Ctr.

Cleveland Judy E. Hawkins (704)487-3182

Johnston Memorial
Hospital

Johnston Connie Grady or
Kim Thompson

(919)938-7736

Brunswick Community
Hospital

New Hannover Tricia Smietanas (910)755-1349

Baptist Hospital Forsyth (800)446-2255
Forsyth Regional
Cancer Center

Forsyth Novant Health
Promotions,

(336) 718-0002

National Prostate Organizations

Prostate
Health

Education
Network, Inc

859 Willard
Street,

Suite 400,
Quincy

781-487-2239 www.prostatehealthed.org www.PHENTV.Com
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(PHEN) MA, 02169

The American

Cancer
Society

www.cancer.org

National
Institute of

Health

www.nci.nih.gov

Department
of Defense

www.cancer.gov/cancertopics

National

Cancer
Institute

Cancer
Information

Service

Southeast

Region

www.cancer.gov

National

Prostate
Cancer

Coalition

www.fathermag.com/9609/prostate_cancer/ind
ex

National

Alliance of
State Prostate

Cancer
Coalition

www.naspcc.org

Prostate
Cancer

Research and
Education

Foundation

www.pcref.org

Prostate
Cancer

Research

Institute

www.prostate_cancer.org

Prostate
Cancer

Foundation

www.prostatecancerfoundation.org

Us Too

Prostate
Education

and Support

5003

Fairview
Ave.,

Downers

630-795-1002 www.ustoo.org
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Grove, IL

60513

The Prostate

Net

www.prostatenet.org

Men’s Health

Network

www.menshealthnetwork.org

North Carolina Prostate Organizations

North Carolina
Comprehensive
Cancer Program

5505 Six Forks Road,
Raleigh, NC 27699-1922

919-707-53 www.nccancer.com

Lineberger
Comprehensive
Cancer Center

101 Manning Drive,
Chapel Hill, NC 27514

www.evidenceintoaction.org

Duke Comprehensive
Cancer Center,

2424 Erwin Road, Hock
Plaza, Durham, NC
27705

www.dukehealth.org

Wake forest University
Baptist Comprehensive
Cancer Center

Medical Center
Boulevard, Winston
Salem, NC 27157

www.wfubmc.edu/MedicalCenter

Prostate Cancer
Coalition of North
Carolina

5905 Shamrock Road,
Durham, NC 27713

919-321-0365 www.pccnc.org

NC Minority Prostate
Cancer Action
Awareness Action
Team

MPCAAT, P.O. Box
98995, Raleigh, NC
27624-8995

www.mpcaat@pccnc.org

The Black Men’s
Health Initiative

4800 University Drive,
#48, Durham, NC 27707

919-237-2617 www.BMHI.org

Center for Health and
Healing

200 Meredity Drive, Suit
103, Durham, North
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919-572-8374 www.c4hh.org
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Roanoke Salem
Prostate Cancer
Initiative4

P.O. Drawer Z,
Garysburg, NC 27831

252-536-3670 roanokesalempci@gmail.com

Leo Jenkins Cancer
Center, Brody School
of Medicine

600 Moye Blvd.,
Greenville, NC 27834

Prostate Cancer Recommendations:

What should/needs to be done?

While prostate cancer is the most common form of cancer that affects men, it directly impacts
families, economic ability and communities. Quite often early cancer of the prostate has no
symptoms. The following are recommendations for addressing prostate cancer in North
Carolina:

1. Establish a Prostate Cancer Workgroup to assist in the following recommendation and to
ensure a comprehensive, knowledgble pragmatic and realistic approach to prostate cancer in
North Carolina.

2. Educate consumers about access to cancer screening, care and other services. Promote and
support the development and distribution of individualized patient educational and resource
kits.

3. Foster effective communication among all agencies or groups involved in cancer services to
avoid duplication of services, encourage collaboration, and increase access for patients.

4. Promote public awareness and outreach activities within communities across the state and
specifically among minorities and the underserved to raise awareness regarding prostate
cancer risk factors, prostate cancer screening and prostate health education.

5. Increase collaborative shared decision making between patients and health care providers
regarding screening for prostate cancer.

6. Encourage timely and appropriate follow-up of abnormal Prostate Specific Antigen test
results. If results are abnormal, men should be informed of their treatment options.

7. Provide all men diagnosed with prostate cancer timely access to high quality,
comprehensive treatment programs and information resources that will help them make an



NC Cancer Partnership Prostate Cancer White Paper DRAFT 2008/2009 35

informed choice among treatment options, including the risks, benefits, and the impact on
their quality of life.

8. Provide suggestions, training, and education to health care providers on how to
communicate with patients and their families about their risk for developing prostate cancer.

9. Promote on going professional education about prostate cancer risk factors, prostate cancer
screening and prostate health education.

10. Monitor research in primary, secondary, tertiary prevention for prostate cancer and the
evidence for or against prostate cancer screening.

11. Increase current awareness efforts while establishing a standardized approach as to ensure
that the public will receive the same factual prostate cancer information across a statewide
continuum.

12. Standardize prostate education in an effort to ensure that all men receive the same factual
education based on a statewide accepted model with flexibility for cultural aspects and
geographical hardships.

13. Create a state-level service that would provide a centralized resource for prostate cancer
information, including coordination of existing services for prostate cancer patients.

14. Enlist the assistance of local communities to ensure that information relating to options for
cancer treatment including the availability of clinical trials, will be distributed to the public in
a variety of community settings.

15. Assist in the establishment of a web based clinical trials information storehouse and assist
with enlisting statewide participants for clinical trials.
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