Annual Site Analysis
2010 Overview of Prostate Cancer
with a Statistical Review of 2009 Data

Epidemiology, Risk Factors and Prevention
What is Cancer?

The body is made up of hundreds of millions of living cells. Normal body cells grow, divide and
die in an orderly fashion. During the early years of a person’s life, normal cells divide faster to
allow the person to grow. After the person becomes an adult, most cells divide only to replace
worn-out or dying cells or to repair injuries.
Cancer begins when cells in a part of the body (such as the prostate) start to grow out of
control.

Cells become cancer cells because of damage to DNA. DNA is in every cell and directs all its
actions. In a normal cell, when DNA gets damaged the cell either repairs the damage or the cell
dies. In cancer cells, the damaged DNA is not repaired, but the cell doesn’t die like it should.
Instead, this cell goes on making new cells that the body does not need. These new cells will
all have the same damaged DNA as the first cell does.
People can inherit damaged DNA, but most DNA damage is caused by mistakes that happen
while the normal cell is reproducing or by something in our environment. Sometimes the
cause of the DNA damage is something obvious, like cigarette smoking, but often no clear
cause is found.

Cancer Cells often travel to other parts of the body, where they begin to grow and form new
tumors that replace normal tissue. This process is called metastasis. It happens when the
cancer cells get into the bloodstream or lymph vessels of our body.

No matter where a cancer may spread, it is always named for the place where it started. For
example, prostate cancer that has spread to the bones is still called prostate cancer, not bone
cancer. People with cancer need treatments that are directed to their particular kind of cancer
since different types of cancer behave differently.

Risk Factors for Prostate Cancer

We don’t fully understand the causes of prostate cancer but several factors that may increase
the chance of getting prostate cancer have been identified. For some of these factors the link
to prostate cancer is not yet clear. Among these risk factors are:
• Age (the older the more likely to have prostate cancer)
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Race/ethnicity – Greater incidence and severity in African-American men. There is a
lower incidence in Asian-American and Hispanic/Latino men than among nonHispanic whites
Nationality – Less common in Asia, Africa, Central America and South America
Family History – May be a familial tendency and may be associated with genetic
mutations such as the BRACA mutation
Genes -Several genes, including the BRACA gene may contribute to an increased risk
of prostate cancer
Diet – Higher incidence with red meat or high fat diary product intake
Obesity – Obese (fat) patients are at increased risk of advanced and aggressive
prostate cancer
Prostate Gland Inflammation (prostatitis) – May be linked to an increased risk of
prostate cancer, but this is not a consistent finding on all studies
Sexually Transmitted Infection or Vasectomy – No firm evidence to support in
association has been identified

Causes of Prostate Cancer

The genetic changes that are directly related to prostate cancer are not well defined. We do
know that changes to the chemical (DNA) that carries instructions for nearly everything our
cells do may lead to malignant prostate cell growth. DNA controls many cell functions
including the growth and development of the cell. Genes that promote cell growth are called
oncogenes and those with slow growth or cause cells to die are called tumor suppressor
genes. Cancer may be caused by DNA changes that can turn oncogenes on or may turn off
tumor suppressor genes.
Inherited DNA mutations may account for 5-10% of prostate cancers. One of these genes is
called HPC1 (Hereditary Prostate Cancer Gene 1) and another is related to the gene that is
associated with breast and ovarian cancer in women called BRACA.
Acquired DNA changes occur during a man’s life. The incidence and type of DNA change
(mutation) may be influenced by diet, hormones (such as androgens [male sex hormones]
insulin like growth factor [IGF-1]) and Environmental exposures such as cancer causing
chemicals or radiation may promote the development of prostate cancers.

Prostate Cancer Statistics and Survival

In 2010, approximately 217,730 new cases of prostate cancer will be diagnosed and 32,000
men will die of prostate cancer. Over 2 million men with prostate cancer are alive today. One
in six men will develop prostate cancer in their lifetime but only 1 in 36 will die of prostate
cancer. This accounts for 11% of cancer related deaths in men.

The 5 year survival rate refers to the percentage of patients who live at least 5 years after their
cancer is diagnosed. The 5 year relative survival rate compares the observed survival rate with
that expected for people without the cancer. Relative survival only addresses deaths from the
cancer in question and is a more accurate means to describe the outlook of patients with a
specific cancer. Survival is also related to the stage at diagnosis. There are different staging
systems that are based upon the extent of the disease at diagnosis. One staging system used
by the National Cancer Institute has three stages. Localized disease is defined as disease that is
confined to the prostate at the time of diagnosis. Regional disease is disease that has spread
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from the prostate to nearby areas including adjacent organs such as the bladder or regional
lymph nodes located near the prostate. Distant stage includes cancers that have spread to
distant lymph nodes, bone or other organs.
5-year relative survival by stage at the time of diagnosis
Local
100%
Regional
100%
Distant
31%

The prostate gland is located in close proximity to the bladder, rectum and seminal
vesicle. These organs may be damaged in the course of treatment of prostate cancer and
in advanced prostate cancers the bladder, rectum and seminal vesicles may be invaded by
the cancer. If present, direct invasion of one or more of these organs suggests locally
advanced disease and cure is less likely. The urethra and the ejaculatory duct pass
through the prostate and may be compromised due to disease or due to treatment related
effects.

Early Detection, Diagnosis and Staging

Prostate cancer screening includes testing for prostate specific antigen (PSA), as well as
performing a digital rectal exam (DRE). Early detection may lead to the disease being
diagnosed at an earlier stage and increase the potential for cure. Since the initiation of early
detection tests for prostate cancer (around 1990), the prostate cancer death rate has dropped.
The American Cancer Society recommends that men have a chance to make an informed
decision with their health care provider about whether to be screened for prostate cancer.
The decision should be made after getting information about the uncertainties, risks and
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potential benefits of prostate cancer screening. Men should not be screened unless they
receive this information.

Screening should take place at age 50 for men who are at average risk of prostate cancer and
are expected to live at least 10 more years.
This discussion should take place starting at age 45 for men at high risk of developing prostate
cancer. This includes African-American men and men who have a first-degree relative (father,
brother or son) diagnosed with prostate cancer at an early age (younger than age 65).
This discussion should take place at age 40 for men at even higher risk (those with several
first-degree relative who had prostate cancer at an early age).

Men who choose to be tested who have a PSA of less than 2.5ng/ml may only need to be
retested every 2 years. Screening should be done yearly for men whose PSA level is 2.5ng/ml
or higher. Because prostate cancer grows slowly, those men without symptoms of prostate
cancer who do not have a 10-year life expectancy should not be offered testing since they are
not likely to benefit. Overall health status and not age alone, is important when making
decisions about screening.

Prostate Specific Antigen

PSA is a protein made by the epithelial cells in the prostate. When prostate cancer develops,
the PSA level usually is elevated above 4ng/ml. It should be noted that about 15% of men with
a PSA below 4 will have prostate cancer on biopsy. PSA may also be increased by things other
than prostate cancer, such as an enlarged prostate (BPH), age and inflammation of the
prostate (prostatitis). Some medications (ie. 5 alpha reductase inhibitors) may reduce the PSA
value. There are further tests to better access ones risk of prostate cancer. These include
percent-free PSA, PSA velocity, PSA density, as well as age specific PSA ranges.

Digital Rectal Exam (DRE)

DRE is less effective than the PSA blood test in finding prostate cancer, but it can sometimes
find cancers in men with normal PSA levels. For this reason, it may be included as a part of the
prostate cancer screening.

The DRE can also be used once a man is known to have prostate cancer to try to determine if it
may have spread to nearby tissues and to detect cancer that has come back after treatment.

Tumor Grade

The grade is a measure of how quickly the tumor is likely to grow and spread. The most
common grading system is called the Gleason score. These scores range from 2 to 10. To
determine the grade of a tumor, the pathologist scores each bit of tissue from the biopsy and
then adds the two mot common values together to determine the Gleason score. Although a
score of 2 to 4 shows low aggressiveness, these numbers are almost never seen following a
biopsy. The lowest score that is usually fond is 5; as a result, that is the least aggressive score.
A Gleason score of 6 is more aggressive, Gleason 7 tumors show even higher aggressiveness.
Gleason 8, 9 and 10 tumors are the most aggressive.

Tumor Staging

Like most cancer, the American Joint Committee on Cancer (AJCC) TNM staging is employed
for prostate cancer. The TNM staging system places tumors into different risk categories
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based on the characteristics of the Tumor, the extent, if any of regional Nodal involvement and
the presence or absence of Metastasis (distant spread of the tumor). The stage defines the
extent of the tumor and appropriate treatment is dictated by this extent. Localized disease is
treated differently than disease that involves regional lymph nodes or has already spread to
other sites.

Treatment of Prostate Cancer

Once prostate cancer has been diagnosed, the treatment should take into account multiple
factors including, age and life expectancy, cancer stage, the need to treat or not, as well as the
possible adverse effects of all treatment options. Treatment options include active
surveillance, surgery (open radical prostatectomy versus robotic assisted laparoscopic
prostatectomy), radiation (conventional external beam, (EBRT]) versus hormone ablation
therapy.

Active Surveillance/Watchful Waiting

Active Surveillance or watchful waiting is based on the fact that some prostate cancers may
never become life threatening. With these approaches, PSA and a DRE are checked and
prostate biopsies may be done on a regular basis. Other treatments can be started at any time
if the cancer shows signs of growth or of becoming a more aggressive tumor. For watchful
waiting and active surveillance, the timing of check-ups and visits to the doctor will be
different for each man with prostate cancer.

Watchful waiting may be a personal choice or a choice because a man has a shorter life
expectancy and want s to avoid possible problems with treatment. Active surveillance may be
a good choice for a man with a longer life expectancy and a low-risk tumor.

The main disadvantage of watchful waiting and active surveillance is that over time the cancer
could become worse and even untreatable. The signs of cancer getting worse and the exact
time to start treatment are not always known. If the cancer spreads outside the prostate
during the time between check-ups, there is a good chance that it may not be able to be cured.
When prostate cancer spreads, it often spreads into the bones.

Surgery

Radical prostatectomy is an operation that removes the prostate. The term “radical” means
that the entire prostate and nearby tissues are removed through surgery. This can be
performed either via the traditional open radical prostatectomy versus more commonly
today, the robotic assisted laparoscopic prostatectomy.
The main benefit of this operation is that it may remove all of the cancer and offers the
possibility of freedom from the disease for the rest of the patient’s life.

The main disadvantage of radical prostatectomy is the chance of complications from the
operation itself. Erectile dysfunction and urinary incontinence are the problems reported
most often. The chance of having erectile dysfunction depends on a man’s age and health, his
sexual function before treatment, the stage of the cancer and the ability to save the nerves that
control erection during the surgery. Younger men (hose under 60 years of age) are less likely
to have problems with their erections than are older men. Even if erectile dysfunction does
occur after surgery, erections may return to normal over time. There are also medications and
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devices to treat the problem that may be helpful. Urinary incontinence after radical
prostatectomy usually lessens or stops with time.

Hormone Therapy

Androgens are known to stimulate growth and proliferation of both normal and cancerous
prostate cells. Patients with advance prostate cancer are sensitive to androgen deprivation
therapy (ADT). This can be accomplished by various means; bilateral orchiectomy, LHRH
analogs such as Luprolide and Goserelin, anti-androgen agents such as Bicalutamide,
Flutamide and Nilutamide. Combined androgen blockade (CAB) involves using a combination
of LHRH analog along with an anti-androgen. Other anti-androgen treatments include
estrogen analog DES and Ketoconazole. More recently, novel adrenal androgen lowering
agent, Abiraterone, has been found to be beneficial in refractory cases.
Common side effects of hormone therapy include decreased libido, impotency, gynecomastia,
hot flashes, osteoporosis and decreased muscle mass. Unresolved issues in the use of
hormonal therapy for prostate cancer include treatment options for early stage cancer, early
versus delayed treatment, intermittent versus continuous hormone therapy, combined
androgen blockade and triple androgen blockade.

Chemotherapy in Metastatic Prostate Cancer

Chemotherapy is typically used in castrate resistant prostate cancer after failure of hormonal
therapy. Drugs with efficacy include Docetaxel, Mitoxantrone and Estramustine, which are
commonly used in conjunction with steroids. Bisphosphonates are also used in conjunction
with chemotherapy for bony metastatic disease. Phase 3 studies have demonstrated a
decrease in the skeletal related events in patients with hormone refractory prostate cancer
who receive monthly Zoledronic acid. A novel bone-targeting agent, RANKL antagonist,
Denusuomab, could prevent ADT induced bone loss in non-metastatic prostate cancer.

Cabazitaxel is a semi-synthetic derivative that has been shown to be effective in patients with
castrate resistant prostate cancer who have progressed on Docetaxel. In a recent phase III
trial involving 755 patients, patients treated with cabazitaxel and prednisone had an
increased overall survival compared to those treated with mitoxantrone and prednisone after
receiving initial chemotherapy with docetaxel. The median survival was 15.1 months.

Immunotherapy

There are a number of tumor-associated antigens that can serve as target for immunotherapy
in prostate cancer cells. Several approaches have been studied to circumvent the defective
presentation of androgens to affected cells and to enhance the patient’s own immune system’s
responsiveness to cancer cells. Sipuleucel-T (Provenge) is a dendritic cell vaccine made from
autologous peripheral blood mononuclear cells that are pulsed with a fusion protein made
from GM-CSF and prostatic acid phosphatase. In a recently reported trial, patients with
asymptomatic or minimally symptomatic castrate resistant metastatic prostate cancer,
Sipuleucel significantly prolonged the overall survival compared to a control vaccine. It is now
approved by the FDA to treat advanced prostate cancer. The vaccine, however, is
individualized to each patient. Current obstacles include cost and availability. Common side
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effects included infusion related reactions including fevers, chills, backache, nausea and
headaches.

Radiation Therapy
Radiation therapy involves the use of ionizing radiation to lethally damage neoplastic cells
using a combination of focused delivery systems and protracted delivery schedules that
spares damage to adjacent normal tissue. Radiation therapy is a treatment option for early
stage, low-grade prostate cancers that are still confined within the prostate gland. Radiation
therapy is indicated for locally advanced cancers with extra prostatic extension, is employed
after prostatectomy with positive margins or to salvage locally recurrent cancer after
prostatectomy, and is employed to palliate symptoms from locally advanced cancer or cancer
that has metastasized to distant sites.

External Beam Radiation Therapy (EBRT) or teletherapy, has been used in the treatment of
prostate cancer for close to 80 years. It involves the production of ionizing beams of radiation
from an external device that can be focused on the prostate gland or region in question.

Advances in technology have allowed for focused delivery systems to improve the therapeutic
ratio resulting in reduced rates of side effects and increased local control rates from the
increased dose deliverable to the cancer. These systems depend on planning studies such as
CT simulation scans indexed to room coordinates demarcated by a laser light array that
relates to three dimensional coordinates recognized by the planning computer software.
Through a process called Three Dimensional Conformal Radiation Therapy (3D-CRT) a
three dimensional image reconstructed by the planning software forms the template upon
which the most ideal configuration of beam directions are generated, to provide the highest
dose to the prostate and lowest dose to adjacent normal structures. Through a process called
Intensity Modulated Radiation Therapy (IMRT) the computer further modifies the beam to
improve this dose gradient and to provide the highest dose to the location of the cancer within
the prostate, and through the use of daily Image Guided Radiation Therapy (IGRT) either
with the help of radio opaque markers inserted into the prostate gland or by daily imaging of
the pelvis on the linear accelerator, the planning computer software detects the exact location
of the prostate and directs the table to the correct position prior to beaming on each day.
Radiation therapy via this method is typically delivered over a protracted schedule over two
months, fractionated into 40 to 45 daily sessions, typically five days per week, in order to take
advantage of the increased repair potential of normal tissues over such a schedule. Neoplastic
cells exhibit little to no increase in repair potential with such fractionated delivery.
Stereotactic Radiosurgery (SRS): For tumors that arise within organs that exhibit little to no
internal motion, such as intracranial tumors or paraspinal malignancies of the cervical cord,
Stereotactic Radiosurgery is frequently employed in order to deliver much higher doses of
radiation in a single fraction and thereby limit the total treatment time to the order of 1 to 5
total fractions. This requires a rigid immobilization system, such as a stereotactic head frame
secured to the treatment table, and hardware specifications on the treatment unit that can
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provide highly focused delivery that virtually eliminates dose to adjacent normal tissue that
would otherwise be permanently damaged by these high fraction sizes. Interest in treating
early stage prostate cancers of low Gleason score in this fashion stems from the fact that little
long term side effects would likely result from fibrosis of the prostate tissue and that such
slowly growing cancers may be more effectively treated with higher than normal fraction
sizes. This requires strict attention to daily immobilization of the body and daily image
guidance, and little published information exists regarding the tolerance of such treatment
schedules with no long term data available regarding efficacy.
Side effects from external beam radiation therapy develop due to inflammation of
adjacent organs and tissues during the course of therapy, and due to fibrosis of these tissues
over the long term. Conformal delivery systems, such as 3D-CRT, IMRT, and Stereotactic
Radiosurgery systems described above have resulted in decreased rates of both acute and
long term side effects compared to historical rates from conventionally planned external
beam radiation therapy of the 1980's or earlier.

Bowel problems: Inflammation of the adjacent rectum or bowel may lead to tenesmus
with rectal frequency, urge incontinence of mucus material, hemorrhoids with rectal
bleeding or pain, and rarely diarrhea. Long term fibrosis may result in permanent
tenesmus, hemorrhoid bleeding or rarely bowel obstruction requiring colostomy to
correct.

Bladder problems: Inflammation of the bladder may lead to urinary frequency with
nocturia, urgency with painful urinary, hesitancy, incomplete emptying or rarely
hematuria. Long term fibrosis may result in permanent urinary obstructive symptoms
requiring medications or rarely surgery to correct, and bleeding with ulceration.

Impotence: Long term fibrosis of the neurovascular bundles that controls erectile
function occurs in approximately 50% of men who receive external beam radiation due
to their proximity to the prostate. It is not clear if these numbers will apply to newer
forms of radiation as well. Impotence after radiation can respond to phosphodiesterase
inhibitors, both locally administered and through oral administration.
Fatigue often develops during the course of radiation delivery and lasts several weeks
after completion. Possible causes include systemic reactions to inflammatory
molecules or cellular contents of neoplastic cells released during radiation, and
symptoms can be lessened with regular aerobic exercise.
Rare effects that occur less than 1% of the time include anemia due to fibrosis of
the adjacent marrow, lymphedema of the genitals, pelvic pain, fibrosis of the hip joints
or radiation induced bowel or genitourinary carcinomas or bone or soft tissue
sarcomas.

Brachytherapy involves the placement of radioactive materials within or adjacent to tumors,
delivering the radiation over a very short distance within the body and allowing for a high
dose to the tumor and less dose to adjacent normal tissues. Brachytherapy was historically
unsuccessful in the treatment of prostate cancer due limited ability to effectively place
radioactive sources into the prostate by visible means only. The advent of three dimensional
planning software linked to real time imaging systems circumvented these limitations, usually
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in the form of transrectal ultrasound systems indexed to room coordinates recognized by the
treatment planning computer as described above for conformally planned external beam
radiation.

In this approach, the image system guides either the permanent insertion of 80 to 120
radioactive metallic seeds into the prostate, (Low Dose Rate Brachytherapy), or temporary
insertion of multiple plastic catheters into the prostate through which a remotely controlled
radioactive wire is threaded to remain in place for approximately 1 to 3 minutes per catheter
(High Dose Rate Brachytherapy). In either case, the treatment requires approximately 90
minutes of time in the operating room under anesthesia, and the patient typically returns
home that evening, and is therefore often chosen by men to avoid the two months of time
required to deliver external beam radiation.

Brachytherapy is ideally suited for early stage prostate cancers of low Gleason score which
have a very low chance of extracapsular disease extension given the limited dose of radiation
possible outside the prostate capsule. Brachytherapy can be delivered in combination with
external beam radiation, in order to reduce the overall treatment time and allow for treatment
of more aggressive and higher grade cancers that have a greater chance of extracapsular
extension.
Side effects from Prostate Brachytherapy develop in the same fashion and for the same
reason as from external beam radiation, due to inflammation of adjacent organs and tissues
and due to fibrosis of these tissues over the long term.

Side effects unique to Prostate Brachytherapy include the potential for migration of
permanently placed radioactive seeds through the urethra and out through the urine or
ejaculate, or through adjacent capillaries that can ultimately circulate until becoming
permanently lodged in the lungs. These radioactive seeds are typically of very weak
radioactive materials that are mostly shielded by the surrounding soft tissues of the body, and
due their short half lives become effective inactive after 1-2 years. However a low level of
radiation is detectable on the surface of the pelvis for up to four months afterward as men
recently implanted need to avoid close contact with children or woman who may be pregnant
during this time.
Anatomically, men with large prostate sizes due to benign prostatic hypertrophy may be at
increased risk for urinary obstruction due to the greater number of seeds required to fill the
prostate. This can be circumvented with the use of medications that block testosterone
production that may result in the shrinkage of the prostate gland to a safe size for treatment.

Radiation Therapy for metastatic disease usually is in the form of external beam delivery
for control of painful bone metastases, or in the management of bone metastases at risk of
pathologic fracture. This typically targets one to three separate areas, and is delivered over a
shorter overall treatment time range from one to fifteen daily fractions.
Radionuclide therapy is another form of brachytherapy in which a solution of radioactive
elements incorporated into molecules that will preferentially deposit in tissues of the body
affected by the presence of cancer, such as osseous metastases, is injected intravenously. As
metastatic prostate cancer typically leads to blastic type metastases that trigger excessive
bone formation surrounding the sites of involvement, these targeted radionuclides
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incorporate into these sites of active bone formation, and thereby a highly concentrated dose
of radiation is deposited at these sites. The benefit of this treatment over conventionally
delivered external beam radiation to individual metastases is that all sites of disease can be
treated. Bone marrow fibrosis leading to anemia, leukopenia or thrombocytopenia can occur,
and therefore is delivered to patients with normal baseline marrow function.

ECHN Annual Data Analysis:
Prostate Cancer

Figure 1: ECHN 2009 Prostate Cancer Age at Diagnosis
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Source: ECHN Cancer Registry/ NCDB, CoC, ACoS Benchmark Reports

The age at diagnosis is partially dependent upon a vigorous screening program. The
American Cancer Society recommends that very high risk patients be screened starting at 40
years of age, high risk patients start screening at 45 years of age and normal risk individuals
start screening at 50 years of age. The 6.6% (as compared to the 3.3% national average) of
prostate cancer patients diagnosed at ECHN in the 40-49 year age cohort suggests that high
risk younger people are indeed being screened. The relatively high percentage (10.1%) of
those 80-89 years old being diagnosed with prostate cancer suggests that there may be some
overly vigorous screening in this age group since an anticipated life span of over 10 years is
considered to be a prerequisite for prostate cancer screening. Screening the most appropriate
populations of patients will help to optimize patient outcomes and the utilization of resources.
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Figure 2: ECHN 2009 Prostate Cancer Stage at Diagnosis
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Source: ECHN Cancer Registry/ NCDB, CoC, ACoS Benchmark Reports

A successful screening program will tend to shift the stage at diagnosis further to the “left”,
with more patients being diagnosed at the earlier stages (potentially curable) as compared to
later stages when the patients are less likely to be cured of their cancer. This graph
demonstrates that over 90% of ECHN’s prostate cancer patients are diagnosed at potentially
curative stages compared to 86% of patients nationally. There is a reduction of over 50% in
those patients diagnosed with stage IV disease (incurable) as compared to the national
averages. These data suggest that our ECHN physicians and ancillary providers are doing an
excellent job in screening men at risk for prostate cancer
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Figure 3: ECHN 2009 Prostate Cancer First Course of Treatment
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The first course of treatment for Prostate Cancer is related to the patients’ stage at diagnosis,
risk of recurrence, anticipated survival (independent of the presence of the prostate cancer)
and patient preferences. It is difficult to compare one institution’s initial treatment to NCDB
data since the variables that enter into the initial treatment decision vary so widely. Surgery
or radiation alone are usually reserved for well localized tumors with a low or intermediate
risk of recurrence whereas active surveillance (“no 1st course of Rx”) may be used for patients
with low risk, localized disease who do not wish to have their lifestyle altered by treatment
modalities of radiation, surgery or hormonal therapy. The combination of radiation and
surgery is usually reserved for patients who present with disease that is of intermediate risk
of recurrence, high risk of recurrence or with evidence of locally advanced disease. Hormone
therapy (androgen deprivation therapy) alone is frequently used for patients who have
evidence of systemic spread of their disease at the time of presentation.
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Figure 4: ECHN 2009 Prostate Cancer, Observed 5 year Survival
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The observed 5 year survival for Manchester Memorial Hospital patients with localized
disease (stage II) is comparable to that reported by the National Cancer Data Base (NCDB).
This is also true for patients with regional spread (outside the prostate) of their disease at
diagnosis (Stage III) and those patients who present with more advanced spread of their
disease at the time of their initial diagnosis (Stage IV). These finding suggest that staging done
at MMH is accurate, the treatments are appropriate for the stage of the disease and the ability
of the physicians and hospital to carry out those treatments is comparable to that available at
institutions throughout our country.
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Prostate Cancer
Race/Ethnicity
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There is a higher incidence of prostate cancer among the male African American population
than in other populations. In the 19 towns served by ECHN approximately 3.1 % of the males
between 40 and 85 years of age are African American. The 4.5% incidence of prostate cancer
in African American population suggests that this population is being adequately screened by
physicians and our institutionally based outreach programs and screening clinics.
References:
AUA Clinical Guideline: Guideline for the Management of Clinically Localized Prostate Cancer.
(2007) (Reviewed and validity confirmed 2009.)

AUA Clinical Guideline: Prostate Cancer (2008) - Patient Guide
American Cancer Society Prostate Cancer Screening Guideline
American Cancer Society
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We would like to extend a special thanks to Stephen Hauser, MD, Radiation Therapy,
Charanjeev Kapoor, MD, Medical Oncology, David Rosenberg, MD, Urology and Jeffrey Wasser,
MD, Medical Director for ECHN’s Cancer Program, for providing articles for this annual report
related to their areas of expertise.
We would like to thank all of the physicians and their office staffs, other hospital-based
registries, and health care providers for answering numerous questions and providing
information vital to the registry in the staging, extent of disease work -up, and follow-up of
cancer patients.

The 2010 Annual Site Analysis contains data compiled from the ECHN Cancer Registry (MMH
& RGH), Cancer Registries, Connecticut Central Cancer Registry, METRIQ National Data Base,
and NCDB Benchmark Reports.
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Benjamin Zigun, MD – Psychiatry
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ECHN Cancer Committee
2010 Non-Physician Members:
Patti Albrecht, RN - VNHSC
Fred Bailey – Rehab Services
Carol Bergin – Nutritional Services
Donna Cameron, RN – Complimentary Medicine/Nurse Navigator
Arleen Carrasquillo – Cancer Services
Sue Cavaliere, RN – 2 East Nursing
Sheila Citroni, RN, OCN – Oncology Nurse
Carol Coelho – AMU Nursing
Cheryl Dziura-Duke – Nutrition
Mary Ann Geertsma – Pastoral Care
Diane Hassman – Quality Improvement
Steve Hurchala – Pharmacy
Leslie Juliani, RN, OCN – Oncology Nurse Educator
Marcia Klepper-Smith – Pastoral Care
Luanne Krystyniak, MSW – Care Management – Social Worker
Linda Lemire, RN – Nursing
Sue Malone, RN – Nursing
Deb Parker, RN – VP for Patient Services
Kris Popovitch – Adm. Dir. Of Cancer Services
Kathy Porter, RN – Women’s Health Coordinator
Mary Powers, RN – Assistant VP for Patient Services
Ann Rey – Cancer Registry
Denise Rioux – Asst. Dir Medical Imaging
Kate Sims, RN – VP for Operations
Janet Soboleski, RN - Research
Liz Soucy – Care Management – Social Worker
Debra Swiderski – American Cancer Society
Lee Tremback – Survivorship Navigator
Kathleen Walsh, CTR – Cancer Program Specialist

16

