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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 adventof (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, runsthrough 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 numberof deaths in‘African American men
remains more than twice as high as those in white men.

(See Table 1)
rostate Cancer icidence [ortality
ational 36,320 .660
orth 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
7t highest prostate cancer rates in the nation, and ranks 10t 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

xographical Area Dl\égmzezrocga

rth Carolina 902
Alamance 22
Alexander 4
Alleghany 4
Anson 4
Ashe 8
Avery 5
Beaufort 8
Bertie 0
Bladen 1
Brunswick 9
Buncombe 25
Burke 2
Cabarrus 10
Caldwell
Camden
Carteret 13
Caswell 4
Catawba 19
Chatham 7
Cherokee 3
Chowan
Clay
Cleveland 14
Columbus 11
Craven 12
Cumberland 20
Currituck 3
Dare
Davidson 12
Davie 5
Duplin 6
Durham 20
Edgecombe 6

NC Cancer Partnership

Cancer - Prostate

eath Rate* lumber of Deaths Death Rate*

2006

20.6
32.5
22.1
73.0
31.4
62.2
50.7
36.0

0.0

6.2
19.3
23.4

4.5
12.8
17.8
21.8
41.8
33.0
25.3
24.5
22.9
14.5
20.2
30.0
41.4
24.8
13.0
25.8
22.8
15.8
25.4
22.6
16.7
24.3

2002-2006
4,330
93
16
10
22
23
10
38
13
16
49
108
35
68
39
5
45
15
70
39
15
14
9
52
27
53
113
12
15
61
16
38
125
39
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2002-2006
20.5
28.0
18.2
37.1
34.6
36.7
20.6
34.6
28.1
20.1
23.1
20.8
15.7
18.6
20.1
24.2
29.8
24.7
19.0
28.7
23.9
41.1
38.3
22.2
20.4
22.6
14.6
22.3
17.6
16.3
17.0
29.4
21.6
31.0

DRAFT 2008/2009

e-Adjusted Death Rate*
2002-2006

29.1
33.9
24.0
30.5
42.6
31.8
24.1
35.1
29.2
25.5
25.8
22.0
20.2
29.9
24.1
24.1
24.8
26.6
27.3
30.1
17.4
32.6
23.3
27.4
24.7
29.2
34.6
32.2
20.5
21.9
171
43.7
36.4
41.7
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xographical Area

Forsyth
Franklin
Gaston
Gates
Graham
Granville
Greene
Guilford
Halifax
Harnett
Haywood
Henderson
Hertford
Hoke

Hyde

Iredell
Jackson
Johnston
Jones

Lee

Lenoir
Lincoln
McDowell
Macon
Madison
Martin
Mecklenburg
Mitchell
Montgomery
Moore

Nash

New Hanover
Northampton
Onslow
Orange
Pamlico
Pasquotank
Pender

Number of
Deaths 2006
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38
10
20
4
0

38
12
11
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18

15

10
13

eath Rate* lumber of Deaths Death Rate*

2006

23.8
36.3
20.9
70.4

0.0
31.1
18.4
175
45.2
21.3
25.7
18.4
36.5

4.7

0.0
16.7
28.0
21.0
19.8
10.9
215
22.4
22.8
25.2
19.8
44.4
16.3
63.6
215
45.2
15.7
16.7
48.6
11.3
21.9
29.7
15.2
32.3

2002-2006

171
30
90
12

5
33
7

195
40
47
44
67
23
13

4
71
17
54

9
28
34
31
22
28
14
27

282
17
12
63
55
77
38
38
60
11
32
39
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2002-2006
22.1
22.8
19.2
44.2
254
23.4
13.4
185
29.7
19.0
32.6
28.6
42.1
13.2
25.9
211
19.6
15.2
36.1
21.7
24.3
18.1
20.3
36.5
28.1
47.3
14.7
43.3
17.3
32.7
251
18.1
73.5

8.7
20.6
33.0
34.6
33.9

2002-2006
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e-Adjusted Death Rate*

29.3
39.4
26.2
42.5
20.2
36.0
17.3
26.0
34.2
34.5
27.7
20.5
45.3
29.8
26.4
30.2
22.9
30.2
42.3
31.3
29.0
27.8
24.0
24.7
25.9
57.1
31.0
41.7
215
22.8
33.3
22.6
67.0
25.8
42.3
32.8
43.4
47.8



xographical Area

Perquimans
Person

Pitt

Polk
Randolph
Richmond
Robeson
Rockingham
Rowan
Rutherford
Sampson
Scotland
Stanly
Stokes
Surry

Swain
Transylvania
Tyrrell
Union
Vance
Wake
Warren
Washington
Watauga
Wayne
Wilkes
Wilson
Yadkin
Yancey

Number of
Deaths 2006

7

17

= e el e
N 0 U Ok N R

W N O N DN O oo N

I
(o2

w N

19

w ~ © N

eath Rate* lumber of Deaths Death Rate*

2006

118.2
22.0
24.4
11.0
10.1
47.7
23.6
24.6
22.3
26.2
37.2
40.2
20.3
22.0
24.9
29.8
13.8
0.0
8.1
14.4
10.4
60.4
31.7
13.8
33.6
21.1
24.1
21.4
33.2

2002-2006

18
28
61
9
52
33
78
63
74
37
47
22
35
24
39
8
16
5
41
23
241
18
10
17
72
44
41
19
12

2002-2006
63.2
31.2
18.1
19.9
154
28.7
251
28.2
22.3
24.2
29.8
25.7
23.8
21.3
21.8
245
22.4
43.0
10.6
22.1
13.3
36.2
315
15.8
255
26.6
22.3
20.7
27.0

2002-2006

*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-

e-Adjusted Death Rate*

51.7
42.0
32.2
11.0
22.4
34.1
44.1
30.8
25.8
24.6
43.4
35.7
29.0
28.4
24.0
24.0
16.0
50.1
21.4
32.7
32.3
35.8
31.0
23.1
39.9
31.4
30.3
26.1
22.3

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:

NC Cancer Partnership
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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 1-95 (Richmond, Hoke, Robeson) and 1-40
(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
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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 highet 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 scoreand 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 modifiablerisk 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:

1 Screening with PSA and DRE is able to detect prostate cancer in earlier,
potentially more curable stages of the disease.
T African American men with a first degree relative with prostate cancer are at

increased risk of the disease.
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T The PSA and DRE may produce false positive results, causing the patient to
undergo invasive procedures such as biopsies that might not be necessary.

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

1 Prostate cancer treatment usually involves surgery and has many negative side
effects, such as erectile dysfunction and urinary incontinence.
1 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.

T 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 (0.75 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 exames.

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 5to 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:

1 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.

1 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.

1 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.

1 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 contrelled. 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