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their options. We assist them with their research by disseminating information 
that educates and empowers. Our programs help them understand their type of 
prostate cancer and the best way to treat and manage it.
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information they need to overcome the disease.
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In February 2018, the FDA approved Erleada 
for the treatment of prostate cancer. Erleada 
is an oral medicine approved for nonmet-
astatic, hormone-resistant disease. Men 
who have a rising PSA, low testosterone, 

and clear scans should begin Erleada immediately. 
Phase 3 SPARTAN clinical trial data showed that 
ERLEADA™ delays the development of metasta-
sis by over two years. The side effects of Erleada 
are usually mild. The most common side effects 
are fatigue, high blood pressure, and rash. These 
are not all of the side effects, and taking Erleada 
doesn’t mean you will get all or even any of these 
side effects. 

As of October 2018, Janssen Pharmaceuticals, the 
manufacturer of Erleada, announced a $0 co-pay 

program. This program is available for men with 
commercial or private health insurance and includes 
some healthcare plans available through state and 
federal healthcare exchanges. To qualify, you must 
enroll with the Janssen Carepath Savings Program 
card. Unfortunately, TRICARE, Veterans Adminis-
tration, Medicare, and Medicaid are not eligible. 

Men who need financial assistance with Erleada 
can visit www.Janssencarepath.com. Those without 
insurance can contact J&J Patient Assistance at 
1-800-652-6227. The Patient Assistance Foundation 
also has funding for Erleada, and can be reached at 
1-866-512-3861. Active and retired military can con-
tact J&J Patient Assistance for a benefits investiga-
tion, to see what is covered and if prior authoriza-
tion is required. If you have commercial or private 

insurance you can call a Janssen CarePath Care 
Coordinator at 1-833-ERLEADA (1-833-375-3232). 
Janssen offers nurse support for Erleada, which is 
also found at www.Janssencarepath.com. 

Erleada is an extremely important medical break-
through for men with hormone-resistant prostate 
cancer.  Erleada is very effective for delaying me-
tastases. If you feel you are a candidate for Erleada, 
or if you have questions about possible future use 
of Erleada, talk to your doctor. Do not be afraid 
to ask questions, and ask your doctor for a more 
thorough explanation if there is anything you don’t 
understand. For more information or any assis-
tance with your prostate cancer questions, you can 
contact PCRI and speak with one of our helpline 
counselors, free of charge, at 310-743-2116. 

E r l e a d a :  A  N e w  T r e a t m e n t  F o r 
P a t i e n t s  w i t h  N o n - M e t a s t a t i c 
C a s t r a t e  R e s i s t a n t  P r o s t a t e  C a n c e r 
A l e x a n d r a  “ X a n ”  O a k l e y
P C R I  E d u c a t i o n a l  W r i t e r

Suggestions to optimize your doctor visits:

• Always obtain and keep copies of your medical records. 

• Take things a step at a time and do your research. This is your life and your health, so you want to make the best decisions for yourself. Talk to your doctor 
about what you have researched, and don’t be afraid to do more research on treatments your doctor discusses with you. 

• Ask your doctor for the time to discuss any questions and concerns you have. Don’t be afraid to ask questions. You should never leave the doctor’s office feel-
ing confused. Sometimes it’s helpful to prepare your questions and write them down before the visit. It can also be helpful to bring someone with you who can 
take notes while you are talking with your doctor. If nobody is able to go with you, write down answers and information your doctor gives you, as information 
overload can make it difficult to process things verbally in the moment. 

• Don’t be afraid to ask your doctor to back up his recommendations. You should always speak to your doctor respectfully, but there is nothing wrong with 
asking him or her to show studies with current cure rates and complication incidences. You need to know all of the information regarding any treatment you 
choose, including how successful the treatment is and potential risks and side effects. 

• Keep a journal of the way you feel and anything relevant to your condition and treatment. This includes side effects, energy levels, any positive changes you 
notice, any change in sleep patterns, emotional changes, etc. If you’re not sure if something is relevant, write it down! 

• Be honest with your doctor. Your medical professionals can only help if you are being completely honest. For example, the amount of prostate cancer patients 
who suffer from erectile dysfunction and incontinence is estimated to be much higher than the actual percentage reported. The reason is, many men are em-
barrassed to talk about these issues. However, if a man isn’t honest with his doctor about these side effects, he will never have the chance to learn about all of 
the options available to help him with both issues. Communicating honestly helps your doctor to monitor your health and provide better treatment options. 
Some things may be difficult to discuss, but your doctor is here to help you.

A  R e m i n d e r  t o  P r o s t a t e  C a n c e r 
P a t i e n t s  E v e r y w h e r e ! 
My name is Bob Each. I have been a Helpline Facilitator and volunteer for PCRI for over 20 years, and I am 
asking you to join me and support PCRI this holiday season. 

1995 started out as a great year. My two girls were in college and I was nearing thirty years of employment 
at IBM while looking forward to early retirement. However, in early October a blood test showed a PSA over 
100! At the ripe young age of 51, I was diagnosed with metastatic prostate cancer and given 6 months to 3 
years to live. Fortunately, I found the right doctor, PCRI’s Co-Founder Dr. Stephen Strum. By some miracle, 
the treatments worked and my PSA began to drop. 

My daughters graduated from college. Twelve plus years ago grandchildren started showing up. I have even 
been able to travel the world. I went to the Antarctic and let penguins stomp on my toes, learned territorial 
rights of 700 lb sea lions, had a monkey steal my lunch in Kenya, scuba’d the Great Barrier Reef, played with 
small Lemon Sharks in Bora Bora, explored castles in Europe, and much, much more. 

For the last 20 years my PSA has been under 0.1. I have side effects but I’m still here! My advice to prostate 
cancer survivors is to keep moving, keep hoping, keep planning, and keep researching. Learn how to use the 
internet! It’s the greatest library on earth. You can become a mini-expert in minutes. Check out www.pcri.
org. They have more information on prostate cancer than you can consume in weeks. Call the PCRI Help-
line. PCRI’s first employee, Helpline Harry got me started on the right track. The PCRI helps hundreds of 
thousands of men across the world to figure out this mess called prostate cancer. 

Any donation will help PCRI create resources to help those who were not as fortunate as myself or maybe 
you! It’s our job as prostate cancer patients to get off our butts and help other patients learn about this 
disease so they don’t have to go through the same pain we went through, and PCRI can help prevent that in 
a massive way. Let’s get together and help them do what we are grateful someone did for us. 

Okay, I’ll get off my soapbox now. 
Thanks for listening and much love this holiday season,

Warmly,

Bob Each

Bob Each
PCRI Helpline Facilitator

Donate today at www.pcri.org 
or with the attached envelope!

F r o m  t h e  E d i t o r

Hello Researcher, welcome to our fall issue of Prostate Digest. We recently held the 2018 Prostate Cancer 
Conference, and this issue has a summary of the event and information about how to get the event DVD. 
This issue contains four important articles covering new treatments and scans. The first highlights a 
recently FDA-approved oral medication called Earleada, which provided highly-effective therapy for men 
with hormone resistance. Our second articles reviews brachytherapy (seed implants) which are possibly 
the best form of treatment for newly-diagnosed patients. The third article reports on exciting new scanning 
technologies that are helping doctors and patients find recurrent prostate cancer at a much earlier stage 
than was previously possible. Lastly, whenever a biopsy report shows unexpected results, it is wise to 
recheck to ensure that there were no identification mix-ups at the lab. A new test can confirm through DNA 
testing that biopsy specimens are unequivocally and accurately matched to each patient.  The PCRI is here 
to provide useful and practical information that helps you obtain the best possible treatment. From all of us 
at PCRI, Happy Holidays!

P e t e r  S c h o l z
P C R I  C r e a t i v e  D i r e c t o r

Standard treatment for recurrence after prostate cancer is hormone therapy with Lupron, or a similar 
drug called a first generation hormone therapy. This typically causes remissions for many years. When 
the PSA level rises in men who are on Lupron (low testosterone), the disease is considered to be 
castrate resistant and needs to be treated with stronger medications. Previously, men needed to have 
metastases confirmed with a body scan to begin a second generation hormone therapy. Now, a second 
generation hormone therapy is approved for men who have clear scans, but a rising PSA on Lupron.
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vesicles. That could be expected since I had cancer 
in my seminal vesicles. The good news is there were 
no signs of prostate cancer anywhere else in my 
body. But with my low PSA, it is still possible I have 
micro-metastases somewhere.

What should I do with this information? I met with 
a radiation oncologist at UCSF who commented 
that I had gone 14 years without much going on, 
implying there was no big rush to do something. 
When pressed, he said the ‘standard of care’ would 
be salvage radiation with IMRT. He said the risks of 
radiation side effects such as incontinence, impo-
tence, and bowel damage were small, but real. The 
process would require about 40 daily treatments. He 
would not preventively radiate the lymph nodes or 
pelvis. My insurance would pay for most of it.

Retired medical oncologist Dr. Ed Weber, who rec-
ommended the PET scan, says I am in a good place 
and I have the option to continue waiting and get 
another scan in six months.

I am 70 years old and have a heart pacemaker, but 
no coronary artery disease. No one knows how long 
they will live, but online calculators predict half of 
men age 70 will live longer than 85 years (https://
www.ssa.gov/oact/population/longevity.html). If my 
PC continues its slow growth, in maybe 10 years, at 
age 80, I could be getting into trouble from PC me-
tastases if I do nothing. If that happens, I am likely 
to respond to a cycle of three drug hormone block-
ades that may put me into remission for more years. 
And given the rapid introduction of exciting new 
treatments for prostate cancer, in ten years there 
likely will be even better options for me. But hor-
mone blockade at age 80 is no picnic for any man. 
So should I risk the small chance of bad side effects, 
and spend two months getting daily radiation?

I am still procrastinating and trying to decide. If 
radiation put me into long term remission, it would 
be very comforting to stop my PSA from rising every 

year. Even though I’m still deciding, I have all the 
information to make my own choice, and that’s 
exactly what every patient needs. Learning the 
information provides us a knowledge and ability to 
make educated choices for our future. 

There are three other circumstances where high 
resolution imaging with G68 PSMA PET/CT may be 
helpful.

• For men newly diagnosed or untreated, who 
have intermediate risk or higher diagnosis 
(Gleason >=7, PSA >=10), high resolution im-
aging has the best chance of identifying cancer 
outside the prostate.

• Men undergoing systemic treatment such as 
hormone blockade or chemotherapy can use 
high resolution scanning to learn if the treat-
ment is working and the amount of cancer 
detectable is decreasing. If he is not responding, 
other treatments may be tried.

• Recent clinical reports indicate that some men 
with a small number (5 or less) of distant me-
tastases may benefit from spot radiation to the 
lesions. This is called oligometastatic disease. 
With spot radiation, men have been able to 
delay systemic treatments such as hormone 
blockade or chemotherapy. This delay improves 
quality of life. A minority of men have achieved 
durable, longer term PSA remissions. 

In some cases, men who develop additional small 
metastases after the first treatment of oligometa-
static disease were spot radiated multiple times with 
minimal side effects and PSA control. This is some-
times humorously referred to as ‘Whack-A-Met’, 
named after the arcade game ‘Whack-A-Mole’.
 Read here for a well referenced summary https://
www.eymj.org/Synapse/Data/PDFData/0069YMJ/
ymj-59-567.pdf

S c a n n i n g  M y  R e c u r r e n t 
P r o s t a t e  C a n c e r  w i t h  T h e  N e w 
G a l l i u m  6 8  P s m a  P e t / C t  S c a n
N a t h a n  R o u n d y
S u p p o r t  G r o u p  L e a d e r

Nathan Roundy has been involved in prostate 
cancer research, advocacy, and support since 
he was diagnosed with high risk PC in 2004. 
As database manager for Dr. Leibowitz, he is a 
co-author on two ASCO scientific publications 
about the use of a single 13-month cycle of hor-
mone blockade instead of radical local therapy. 
He worked for several years as a PCRI Helpline 
Facilitator and as Insights editor at the Prostate 
Cancer Research Institute. He also served as 
Consumer Reviewer for prostate cancer research 
with the Department of Defense - SRA Research 
Program. He continues his volunteer work with 
the PCRI.

In 2007, three years after the surgical remov-
al of my prostate due to cancer, I joined the 
approximately 30 percent of men who are 
not cured by removing or radiating their 
prostates. Fourteen years after diagnosis, 

my slowly rising PSA is up to 0.4 ng/ml. I need to 
make the decision of whether or not to treat the 
cancer with radiation. If I continue waiting to do 
salvage radiation, perhaps my “window of curabili-
ty” will close. For a discussion about radiation after 
prostatectomy see http://pcabefore50.blogspot.
com/2010/06/nine-decisions.html

There is a good chance that salvage radiation will 
destroy any cancer in the prostate bed and seminal 
vesicle bed. But if I already have micro-metastases 
distant from the prostate bed, radiation will not 
be curative and I will have risked the side effects 
including impotence, incontinence, and bowel dam-
age, without benefit. 

How can I learn if  my prostate cancer has already 
spread? Traditional CT Scans and Technetium 
Bone Scans are virtually useless for detecting 
metastases when PSA is low (NCCN guideline PSA 
<10). But, now a new PET/CT scan using Gallium 
68 PSMA appears to be a ‘game changer’ that helps 
identify when small amounts of cancer are beyond 
the area normally irradiated for rising PSA after 
therapy to the prostate.  

To try to rule out distant metastases, I joined a 
Gallium 68  PSMA PET SCAN clinical trial at the 
University of California, San Francisco (UCSF). As 
of May 2018, the scan is only available as a clinical 
trial because the FDA has not yet approved the scan.  

Long term testing of G68 PSMA PET Scan in Ger-
many, Australia, and India has proven it is the most 
sensitive scan we have for identifying small metasta-
ses anywhere in the body. I take dutasteride because 
it lengthens my PSA doubling time from around six 
months  to 22 months. I know this because I have 

tested going off the drug twice. Dutasteride sup-
presses PSA in the blood, so I should double my PSA 
number from 0.4 to 0.8 when evaluating my treat-
ment options. Published data suggests that about 
50% of the time a G68 PSMA PET/CT will detect my 
cancer. If scanning identifies distant metastases, 
that would change my treatment choices.

After sending in my medical records, UCSF ap-
proved my participation and an appointment was 
scheduled. At the appointment, my details were 
confirmed and paperwork signed. I have Medicare 
and Plan F supplemental. I was informed Medicare 
will pay for the PET scan but not for the experimen-
tal G68 PSMA tracer, for which I will be required to 
personally pay about $900.

In the room with the PET/CT scanner, I was injected 
with the radioactive tracer from a special shielded 
canister. After waiting a few minutes for the tracer 
to be taken up by any prostate cancer cells, I was 
placed on the narrow table in front of the donut 
shaped scanning machine. The table inserts you, 
several times, back and forth through the donut hole 
in the machine. The machine makes a lot of whirring 
sounds along with various clicks and clacks. You have 
no sensation of the low levels of radiation that are 
flying around the room or glowing from inside your 
body. The radiation technologist is safely controlling 
the machine from outside the shielded room.

It is hoped that any prostate cells will attract the 
G68 PSMA marker and show up as a glow in the PET 
scanner image. The CT scan will orient the location 
of the glow to the patient’s anatomy.

In my scan, CT detected a 10mm x 12mm lesion 
where my cancer was “stuck” to my bladder at sur-
gery.  Curiously, this lesion did not take up the G68 
tracer. Does that mean it is not cancer?  Maybe only 
scar tissue? There was an addendum to my radiolo-
gist’s report that identified a small amount of tracer 
being taken up in the  area of the removed seminal 

Long term testing of G68 PSMA PET 
Scan in Germany, Australia, and India 

has proven it is the most sensitive 
scan we have for identifying small 
metastases anywhere in the body. 

Gallium 68 PSMA PET/CT is a new type of PET/CT scan 
that can find cancer reliably when the PSA is very low. In 
many cases, it is more sensitive than other types of PET/
CT scans for prostate cancer. It is not yet FDA approved, 
but it is available through clinical trials at various centers.

800.641.7274

The Helpline is a free resource for 
patients and caregivers. Our Help-
l ine staff  has both f irst-hand ex-
perience and unrivaled knowledge 
learned from medical experts, about 
all things prostate cancer. The staff 
can help you find the most relevant 
information for your personal case, 
and answer any questions you may 
have. Give them a call today!

PCRI is  here to help!

D o  Yo u  H av e  Q u e st i o n s 
A b o u t  P ro stat e  C a n c e r ?

Jonathan Levy
PCRI Helpline Facilitator
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Peter M. Knapp, MD, FACS is Co-Founder 
and Director of Strand Diagnostics LLC, and 
co-developer of the Know Error DNA Speci-
men Provenance Assignment (DSPA) test and 
kit used to improve diagnostic accuracy and 
patient safety in the evaluation of patient 
tissue specimens.  Dr. Knapp is a practicing 
urologist involved in medical education, clinical 
research, product development, practice growth 
and clinical service line expansion for over 
25 years. He holds multiple healthcare pat-
ents, has authored more than 30 articles and 
several book chapters, and served as principal 
investigator or sub-investigator on more than 
50 clinical trials. He is certified by the American 
Board of Urology and is a fellow of the American 
College of Surgeons.    

When your doctor gives you the 
results of your biopsy and tells 
you that you have cancer, many 
questions race through your 
mind. “Are you sure? How could 

I have cancer when I feel fine? Could this be a mis-
take?” Hundreds of thousands of patients go through 
this emotional trauma each year, as over one million 
patients in the United States are diagnosed with 
cancer including prostate, breast, lung, and other 
solid organ cancers. For most patients the diagnosis 
is accurate, but an alarming 2.5% of patients are at 
risk of being given the wrong diagnosis as a result 
of a biopsy mix-up with another patient and may 
proceed unknowingly toward unnecessary treatment 
with significant risks and side effects. 

Medical Mistakes
Medical mistakes have been reported in the news for 
many years. The Wall Street Journal reported in Au-
gust 2014 that diagnostic errors occurred 5% of the 
time, affecting 12 million people per year. In 2017, 
the New York Times reported a case of a prostate bi-
opsy specimen switch resulting in the wrong patient 
being given the diagnosis of cancer while the patient 
with cancer was told he was cancer free. 

Studies have shown that biopsy specimen switches 
and contaminations called Specimen Provenance 
Complications (SPCs) can occur in the biopsy 
collection room or any one of several steps in the 
diagnostic testing cycle in the laboratory. Eighteen 
steps can be identified in the diagnostic testing 
cycle from the time the biopsy specimen is obtained 
and labeled to the time the result is reported to 
the treating physician. Many steps involve human 
handling of the biopsy specimen and can result in 
unexpected and inadvertent specimen switches or 
contamination. Specimen switches, unknown to the 

treating physician or patient, can result in patients 
being given someone else’s diagnosis. Specimen 
contaminants can result in biopsy tissue specimens 
from different patients being examined on a single 
laboratory slide. The contaminated slide is often 
unrecognized by the examining pathologist and po-
tentially results in assigning the wrong diagnosis to 
a patient. Unrecognized or occult specimen switches 
and contaminations can result in unnecessary treat-
ment of one patient while another patient’s proper 
diagnosis may be delayed, allowing their disease to 
progress. 

The American Journal of Clinical Pathology pub-
lished a study from Washington University in 2013, 
which reported a biopsy switching or contamination 
rate ranging from 0.8 percent to 3.5% in patients 
with prostate cancer, posing a serious threat to pa-
tient safety.1 The Washington University study doc-
umented the rate of occult SPC occurrence through 
a prospective analysis of approximately 13,000 pros-
tate biopsies performed as a part of routine clinical 
practice. Results found that up to 3.5% of specimens 
being evaluated may not come from the patient be-
ing diagnosed. Since each case involves at least two 
individuals, this error rate actually underestimates 
the percentage of patients potentially affected by 
incidents of biopsy misidentification. 

Fortunately, today, diagnostic errors due to spec-
imen switches and resultant medical treatment 
mistakes can be eliminated with a simple DNA test 
to confirm the biopsy tissue being examined by your 
doctor belongs to you. DNA Specimen Provenance 
Assay (DSPA) is a test using a DNA analysis to match 
a biopsy tissue sample to a DNA reference sample 
from the same patient before a diagnosis is given 
and treatment rendered. DSPA testing can be rou-
tinely performed using the Know Error biopsy kit. 

H o w  a  S i m p l e  D N A 
T e s t  C a n  A s s u r e  Y o u r 
A c c u r a t e  D i a g n o s i s
P e t e r  M .  K n a p p ,  M D
C o - F o u n d e r  a n d  D i r e c t o r  o f  S t r a n d  D i a g n o s t i c s  L L C ,

Treatment for prostate cancer depends heavily on accurate di-
agnostic information. When you receive a PSA test, a pathology 
report or other diagnostic test that doesn’t seem to add up with 
your case, it is always wise to get it rechecked or get a second 
opinion before using that information to make choices about 
treatment. Samples and names can be switched inadvertently, and 
contamination can occur, inexperienced pathologists can misread 
slides, and other mistakes can be made. A new DNA test can help 
reduce some of the technical errors associated with pathology.

The Know Error biopsy kit was developed by doc-
tors to precisely collect and identify biopsy tissue 
specimens to verify origin of the biopsy sample. 

DNA Specimen Provenance Assay (DSPA) testing is 
performed in the DNA laboratory, matching DNA 
from the cheek swab to the tissue specimen read as 
cancer by the pathologist.

Once the biopsy specimen has been accurately 
matched to the cheek swab reference sample, the 
diagnosis is confirmed as accurate and reported to 
the doctor before any treatment can be rendered. 

Confirming the DNA match between a patient’s 
cheek swab sample and their biopsy tissue com-
pletes the diagnostic testing cycle, ensures diagnos-
tic accuracy, and prevents medical treatment errors 
due to misdiagnosis.

In the Washington University study, all biopsies 
were performed using the Know Error biopsy system 
and included specimens from over 50 different labo-
ratories. DSPA testing was performed for all patients 
with a positive cancer diagnosis. Results showed 
that the average SPC rate was 0.93% with a 0.26% 
specimen switch rate and 0.67% specimen contam-
ination rate. The SPC rate in some laboratories was 
as high as 3.5%, with the specimen switching rate as 
high as 0.37%. SPCs were found in all laboratory and 
practice settings, indicating that despite state-of-
the-art specimen collection and recording measures, 
including (1) specimen barcoding, (2) rigorous chain 
of custody, and (3) detailed specimen handling 
protocols, occult errors occur and no laboratory or 
practice is immune to this problem. 

The results from a large, international clinical trial 
reviewing prostate biopsy specimens estimated 

that SPC’s can be expected to lead to misdiagnosis 
and significant patient harm in at least 0.57% of 
all prostate biopsies, or 1.13 in every 200 patients. 
Among an estimated 806,251 primary and secondary 
prostate biopsies performed annually in the United 
States, 20,322 (2.52%) are projected to involve SPCs, 
resulting in 4,570 (0.57%) clinically meaningful false 
diagnoses. 

Precision Medicine
Today’s promise of precision medicine and targeted 
therapy requires complete diagnostic accuracy and 
the elimination of diagnostic errors due to specimen 
switches and contaminations. Medical mistakes due 
to diagnostic errors resulting from specimen switch-
es and contamination can be completely eliminated 
with the routine use of DSPA testing to complete 
the diagnostic testing cycle and ensure diagnostic 
accuracy. Implementation of routine DSPA testing 
will require increased patient awareness, medical 
community implementation, and Medicare and oth-
er payer insistence that DSPA testing be utilized to 
provide patient safety, diagnostic accuracy, and cost 
savings to the healthcare system. Ask your doctor 
about DSPA testing and the Know Error biopsy kit.
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Confirming the DNA match between a 
patient’s cheek swab sample and their biopsy 
tissue completes the diagnostic testing cycle, 

ensures diagnostic accuracy, and prevents 
medical treatment errors due to misdiagnosis.
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PCRI is grateful to everyone who attended 
our annual Prostate Cancer Conference, 
and we extend our thanks to all of the 
heroes who donate to ensure we can con-
tinue our mission. For those who were un-

able to attend, here is a recap of all of the wonderful 
information and events at the 2018 Prostate Cancer 
Conference. You can also order a DVD of the main 
sessions and Q+As at our website www.pcri.org

This year, the schedule was a bit different than usu-
al. On Friday, as patients arrived, they took a quiz to 
find out which stage of prostate cancer they were, 
based on the PCRI Staging Guide. After the open-
ing session with Verne Varona, a health educator 
who presented on diet and nutrition, patients and 
caregivers attended support group sessions based 
on the stage of their prostate cancer. By breaking it 
down into stages, men and caregivers were able to 
participate in groups that were even more specific 
to their case. These sessions featured an hour-long 
presentation from a doctor who specializes in pros-
tate cancer and the Stage of the session they were 
in, followed by an hour-long support group segment. 

After the support group sessions, patients could ei-
ther take a quick rest or attend the “Art Theraplay” 
session led by Mia Moyad, In Mia’s class, attendees 
were allowed the time and process to be creative, 
release stress, and enjoy a safe space to share their 
work with each other. The session was called “Art 
Theraplay” because of the extremely therapeutic 
benefits that come from expression and creation 

through art. After this session, Stephen Auerbach, 
MD gave a practical presentation on ‘Urinary 
Incontinence‘. After Dr. Auerbach’s presentation, 
attendees were invited to the Friday evening PCRI 
Happy Hour. Happy Hour featured a cash bar, DJ 
Pasha - who brought us wonderful entertainment 
and upbeat music -  and therapy dogs!  

On Saturday, the big presentations were deliv-
ered in the main ballroom from some of the most 
well known doctors in their fields. Mark Moyad, 
MD opened up the day with a welcome and some 
always appreciated humor, then introduced the first 
speaker, Gerald Andriole, MD. Dr. Gerald Andriole 
opened the day’s major sessions with a comprehen-
sive overview of prostate cancer. He was followed 
by Evan Yu, MD’s extremely informative presenta-
tion on advanced treatments for prostate cancer. 
After being not-so-happily pranked by Dr. Moyad, 
Mack Roach, MD gave us the pros and cons of every 
type of radiation for prostate cancer. Mohit Khera, 
MD then delivered a wonderful talk on sexual issues 
and the many treatments for erectile dysfunction, 
and Eugene Kwon, MD ended the day’s major 
sessions with everything to know about the latest 
and greatest in immune boosting therapy, as well as 
prostate cancer imaging. 

Throughout the day, we also held several support 
groups, including a support group for gay men, one 
for caregivers, one for men on active surveillance, 
and another group for those dealing with the chal-
lenges of intimacy. After such a long and informa-

tive day, Dr. Moyad let everyone go for a dinner 
break and invited them to participate in our Clas-
sic Film Night. Once the sun set, attendees went 
poolside to enjoy the classic film, “How to Steal a 
Million”, as they enjoyed concessions and the won-
derful acting of Audrey Hepburn and Peter O’Toole! 

The conference started back on Sunday morning 
with “Ask the Experts“ sessions. Attendees could 
choose between the different presentation topics; 
‘Ask Medicare’, ‘PET/CT Imaging and Prostate MRI’, 
‘Chemotherapy + Xofigo’, ‘Hormone Treatments’, 
‘Radiation Therapy’, and ‘Immunotherapy’. After 
these sessions, we all met back up in the main ball-
room for the Conference Review from Mark Moyad, 
MD and Mark Scholz, MD. 

This was yet another incredible conference. PCRI 
thanks all of you who make our conferences 
possible by; donating, presenting, leading support 
groups, volunteering, exhibiting, and, of course, 
attending. We appreciate all of the heroes who sup-
port us. We couldn’t do this without you! We look 
forward to seeing you all at next years September 
conference, but in the meantime, we invite you to 
register for our 2019 Moyad & Scholz Mid-Year Up-
date! And if you didn’t make it to the 2018 Prostate 
Cancer Conference, order your copy of the DVDs 
today! The sets include all of the major presenta-
tions on Saturday and the Conference Review on 
Sunday. Register or place your order on our website, 
or call us at 310-743-2116! Photos of the event are on 
the next page.

A l e x a n d r a  “ X a n ”  O a k l e y
P C R I  E d u c a t i o n a l  W r i t e r

2 0 1 8  P r o s t a t e  C a n c e r 
C o n f e r e n c e  R e c a p

Both urologists and radiation oncologists 
offer several treatments and very often 
give patients conflicting information, 
further clouding the decision making 
process. Despite this, it is still critical that 

patients seek out physicians with experience in vari-
ous treatment modalities to hear the pros and cons of 
any particular option. The treatment(s) they choose 
will impact them for the rest of their lives. Treatment 
outcomes differ significantly with regard to cure 
rates, short-term side effects, and risks of long-term 
complications. Unfortunately, it falls on the patient 
to make sure they are seeing all the specialists they 
need to be fully informed. To make the best decision, 
men should always get a second and probably a third 
opinion. Opinions should come from physicians with 
varied expertise: a urologist (surgeon), radiation 
oncologist, medical oncologist, and a brachytherapist 
(a physician who specializes in delivering radioactive 
seeds placed directly into the prostate).
 
Many physicians do not mention all treatment 
options. Some important questions patients  need to 
ask include: 

• What can a person with my disease-risk expect 
for cancer control following the treatment?

• What is the likelihood that I will need additional 
treatment and what treatments would be viable?

• What side effects can I expect in the days/weeks 
following treatment?

• What side effects can I expect in the months/
years following treatment?

The most common treatments for localized pros-
tate cancer include surgery and external radiation. 
An alternative treatment called “brachytherapy” 
employs implantation of low energy radioactive 
“seeds” directly into the prostate gland. The proce-
dure is performed under anesthesia in an outpatient 
setting. The seeds are placed into the prostate under 
ultrasound guidance using needles placed through-
out the gland. Because there is no cutting, patients 
can return to their normal activities immediately. 
 
Brachytherapists can deliver a very high dose of tar-
geted radiation to the prostate while dramatically re-
ducing the exposure of the surrounding normal tissue 
(particularly the bladder and rectum). This combina-
tion of high dose delivery to the prostate and mini-
mal dose to the surrounding normal tissue results in 
higher cure rates and lower complication rates. 

Prostate brachytherapy has a long history of success. 
Many studies show low and low/intermediate risk pa-
tients do extremely well with regard to cure rates and 
minimal long-term complications with brachytherapy 
alone. Patients with high/intermediate and high-risk 
disease actually benefit most from brachytherapy. 
A recent randomized clinical trial (ASCENDE-RT) 
shows a 50% increase in cure rates for patients receiv-
ing hormonal therapy followed by brachytherapy and 
a shortened course of external radiation compared 
to hormonal therapy followed by a full course of 
external beam radiation therapy alone. Despite such 
compelling evidence, most radiation oncologists 
neglect to recommend brachytherapy. 
 
Despite its superior cure rates, favorable post-treat-
ment quality of life, and lower overall cost, 
brachytherapy has been used less frequently in the 

past few years due to financial conflicts of interests. 
Physicians make far more money performing other 
treatments. In addition, brachytherapy requires a 
specialized skill set that most radiation oncologists 
do not have. It is generally more time consuming for 
the physician to learn the technique and offers far 
less payment than a full course of external beam ra-
diation therapy. As a result, relatively few radiation 
oncologists discuss brachytherapy as a viable option 
when discussing treatments with their patients. 

I urge newly diagnosed men to see a range of spe-
cialists before selecting treatment. After talking to 
a urologist, they should make independent ap-
pointments with a radiation oncologist, a medical 
oncologist, and a brachytherapist to ensure that 
they become fully informed of all options available 
for treatment. Patients should ask their physicians 
to justify their recommendations based on existing 
scientific literature. Patients should never accept 
statements like, “I’m a surgeon/radiation oncologist, 
so of course I recommend prostatectomy/external 
beam radiation.” Such statements are meaning-
less, and all treatment recommendations should be 
backed up with data showing both cure rates and 
complication incidences. Don’t be afraid to ask your 
doctor to support his recommendations!
 
Patients are also wise to investigate online sources 
of information that are free of any kind of bias. PCRI 
(www.pcri.org), UsToo ( www.ustoo.org ), and www.
prostatecancerfree.org are all outstanding resources 
for prostate cancer support, education, and advoca-
cy. If you would like to know more about the bene-
fits of brachytherapy for prostate cancer treatment, 
contact  PCRI’s helpline at 310-743-2116 or email 
patienteducation@isoray.com. 

T h e  I m p o r t a n c e  o f  L e a r n i n g 
A b o u t  A l l  o f  Y o u r  P r o s t a t e 
C a n c e r  T r e a t m e n t  O p t i o n s
S t e v e n  K u r t z m a n ,  M D
P r e s i d e n t  a n d  D i r e c t o r  o f  P r o s t a t e  B r a c h y t h e r a p y  a t  W e s t e r n  R a d i a t i o n  O n c o l o g y ,  I n c .

Dr. Steven Kurtzman is a board certified Radiation Oncologist in practice since 1996. He received his B.A. from Cornell University and his 
M.D. from the Case Western Reserve University School of Medicine. He completed his Residency in Radiation Oncology at The Hospital of 
the University of Pennsylvania. He has been in clinical practice in the San Francisco Bay area since 1998. Dr. Kurtzman’s practice has spe-
cialized exclusively with prostate brachytherapy since 1999. He has performed over 5000 prostate brachytherapy procedures to date. Dr. 
Kurtzman has also taught the procedure to fellow physicians both nationally and internationally. He has lectured extensively on prostate 
cancer and brachytherapy in particular. He has authored and co-authored multiple peer reviewed journal articles. He has also been a 
Principal Investigator in multiple clinical trials in the treatment of prostate cancer.

Over 160,000 men are diagnosed with prostate cancer in the United States each year. These 
men face the daunting task of choosing a treatment. Multiple options are available, but most 
men are not armed with the necessary information they need to make an informed decision. 
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