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Prostate Cancer:

A Changing Landscape
Jim Dreschler, PA-C

Introduction

A

PSONS Quarterly Newsletter Receives ONS Award
The Oncology Nursing Society
Awards Advisory Panel announced
The Puget Sound Oncology Nursing
Society has been selected as the recipient of this year’s Chapter Newsletter
Award (Mega Chapter Category, 500 or
more members).
The purpose of the award is to
recognize and reward chapters for
excellence in chapter communications
using a print/published product.
Samples for award consideration
demonstrated quality, creativity, and
outstanding editorial content that
promoted ONS to members at the local level.
Award recognition includes: a
check for $300.00 representing the
cash prize for the award; a chapter
certificate noting the prestigious
accomplishment. Additionally, the
PSONS chapter was acknowledged
at the Chapter Leadership Workshop,
held July 25 through July 27, 2014 in
Pittsburgh, PA.

Bob Chapman, PSONS Quarterly
Editor, would like to acknowledge all
of the authors, PSONS board members,

David Kelliher of Creative Solutions,
and the general membership for making this honor possible.

ccording to the CDC, prostate
cancer is the most
common diagnosed
cancer, and is the second leading cause of cancer-related
death in men. In the majority of cases, prostate cancer
initially is dependent upon
androgen (testosterone) and
the foundation of all prostate
cancer treatment is through
hormonal manipulation.
Unfortunately, not all prostate
cancers are the same, which
makes the decision to treat
somewhat difficult at times.
Prostate cancer can be slow
growing, moderately growing,
or fast growing. The treatment
of prostate cancer has been
gaining more press in the last
couple years with growing
concerns that prostate cancer
is being over diagnosed and
over treated. While this may
be somewhat true, it is often
difficult to discern how any
one particular prostate cancer
will behave. For some men
diagnosed with prostate cancer, they will have very slowly
to slow growing disease and
require little to no treatment
and most likely will die from

something other than prostate cancer.
For other men, they will have moderate
to fast moving disease and will most
certainly benefit from early diagnosis
and treatment. Moderate to fast mov-
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ing prostate cancer, once metastatic, is
lethal. The exciting news is the landscape of prostate cancer has changed
immensely in the last decade, and with
several new FDA approved drugs in the
last 5 years.

Primary Factors Affecting
Treatment Options
Treatment options for Prostate Cancer
depend largely on extent of disease
(stage), histology (Gleason Score),
serum PSA level, and risk stratification.
Other considerations in the treatment
of prostate cancer include
life expectancy, outcomes of
various treatment options,
complications of the different
treatments, and patient wishes
for quality of life.
Stage of disease will dictate
whether or not definitive local
therapy will be possible. Definitive local therapy includes
surgery or radiotherapy. Stage
of disease is determined using
the TNM anatomic staging.
Histology, or Gleason score,
indicates the appearance of
prostate tissue when visualized under the microscope and
generally portends the behavior (aggressiveness) of the
prostate cancer. The Gleason
score is the summation of the
most prevalent and second
most prevalent grades (grouping) of cells. Gleason grade is
obtained from visualizing the
prostate cancer cells under
the microscope and assigning
a number based upon 5 patterns; 1-5. Gleason grade 1 is
considered “well differentiated”
and most closely resembles
Continued on page 3
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President’s Message

Male Nurses Bring Important Primum Non Nocere
Perspectives to the Workplace Bob Chapman, RN, MN, CCRN
Lenise Taylor
PSONS President

T

his edition of the Quarterly focuses on men affected by an
oncology diagnosis as well as highlights one of our “Men
in Nursing” PSONS members. I’m not sure if oncology
nursing is unique, but I have been fortunate to have worked with
more than a few men during my career. These men, along with
peers of different cultures and religions, brought to the workplace unique perspectives and skills.
We all know of the looming nursing shortage as Baby Boomers
retire and increasingly require more of our services. Compound
this with the evolving healthcare environment and the “traditional” work of the nurse will change. In
order to meet these shifting demands,
we will need to be increasingly creative in how we do our work as well
as with whom we partner to perform
the work. We will need to capitalize on perspectives outside our own
gender, culture and environment to
find solutions.
Increasingly, I find our orientation sessions filled with people who
have chosen nursing as a second
career, bringing with them a wealth
of knowledge from the classroom as
Lenise Taylor
well as the bank or computer services
where they spent the first part of their professional lives. I also
see people who have worked their way “up” to their RN license,
beginning as a Nursing Assistant, then a LPN, then a RN. The
understanding of the healthcare “team” these people bring with
them is invaluable. We must capitalize on the skills we all bring
to the workplace, looking for new, different, or “out of the box”
approaches to the new challenges.
We also need to recruit. We can no longer expect our job
vacancies to be filled with people who have sought out nursing
as a career. We need to help those searching for a career understand how their personalities and skills can be a benefit in this
role, and to see the unparalleled variety of roles within nursing
and appreciate what nursing can give to them. How can we
do this? Offer a college student the opportunity to job shadow.
Speak at Job Fair sessions at a local high school. Always be ready
with a description of your role for the inevitable “And what do
you do” question.
We know the value of our roles in Nursing, and particularly
Oncology Nursing. We must give voice to what we know to
bring a diverse group of people to our field, and to meet the
needs of our diverse patient population as well as the challenges
of the future.
n
2
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on-maleficence is derived from the maxim
Primum non nocere, which means “First, do
no harm.” This fundamental precept of bioethics was taught to us during the course of our nursing
educational endeavors or we learned it along the way as
committed members of a life-long learning community.
Another way to state this precept is - given an existing
problem, it may be better not to do something, or even
to do nothing, than to risk causing more harm than
good. The precept reminds us as nurses and patient advocates that we must consider the possible harm of any
intervention. It is often invoked when debating the use
of an intervention that carries an obvious risk of harm
(i.e. chemotherapy), but a less certain chance of benefit.
Last, non-maleficence is often contrasted with its corollary beneficence (Smith, 2005).
Beneficence as a fundamental principle simply means
that we should practice good, which seems natural to
nurses as well as the patients and families who present to us for care. But, in fact, since every intervention
has the potential to do harm, we live within a complex
world of moral discourse on a regular basis. And when
we layer on concepts of “risk” and our health care quest
to be “better,” the lines between “doing no harm” and
“practicing good,” appear abundantly gray. For example,
cancer clinical trials need cancer patients for success.
However, some of these novel therapies have not been
tested for their safety and efficacy in humans before and
the patient needs to be aware of the risks of taking part
in these clinical trials for the benefit of human kind.The
very nature of a clinical trial is fraught with bioethical
issues. What other ways can risk be conceptualized?
Lupton (1993) challenges us to see “risk” as moral
danger. She concludes that risk discourse is often used
to blame, to displace the real reasons for ill-health upon
the individual, and to express feelings such as annoyance to disgrace at behavior deemed socially unacceptable, thereby exerting control over the body politic (i.e.,
people as a single group) as well as the body corporeal
(i.e., one person’s physical body). Her research shows
that risk discourse is indicative with the ideologies of
mortality, danger, and divine retribution, and risk, as it
is used in modern society, therefore cannot be considered a neutral term. These conclusions may seem hard
to digest, but I am compelled to consider them when I
have delivered educational messages such as this health
care problem would improve if the patient decreases
their behavioral risks and exercises more, loses weight,
stops-smoking, decreases stress, practices abstinence,
eats more greens, and drinks less alcohol and takes their
medications as directed.
Continued on page 5

Prostate Cancer: Many Factors Considered Before Treatment Begins
Continued from page 1

normal prostate tissue. Gleason grade
5 is considered “poorly differentiated”
and least resembles normal prostate
tissue. The summation of the 2 grades
gives the Gleason score. The lower the
Gleason score, the more differentiated,
the higher the Gleason score, the less
differentiated.
A normal serum PSA is less than 4
in the man without prostate cancer.
There are age specific norms for PSA,
however, that is beyond the scope
of this article. A PSA less than 10 at
the time of diagnosis tends to be associated with low risk of metastasis
or low risk of recurrence if treated
with definitive local therapy. A PSA
between 10 and 20 tends to confer
intermediate risk of metastasis at
time of diagnosis or intermediate
probability of recurrence if treated
with definitive local therapy. A PSA
greater than 20 indicates a high
likelihood of metastasis at time of diagnosis or high risk of recurrence if
treated with definitive local therapy.

and previously discussed. Ultimately,
delay in diagnosis for some prostate
cancers will certainly mean an untimely
and even preventable death. Conversely,
there will be some who will be spared
the diagnosis of prostate cancer and the
associated psychological and financial
stress, and will not die from prostate
cancer even though they have it. There
are some prostate cancers that grow
slow, the risk of death from slow growing prostate cancer is low and some

Other Factors Affecting
Treatment Options
Another factor that needs to be
considered when initiating treatment for prostate cancer is the life
expectancy of the patient. Prostate
cancer is not a one-size fits all. There
is tremendous heterogeneity in prostate
cancer. What is heterogeneity? Heterogeneity comes from heterogeneous,
indicating there are dissimilar parts. In
prostate cancer, we see heterogeneity as
evidenced by the Gleason score. There
are generally 2-3 different cell patters
(differentiation) seen within the tumor
itself. There is also heterogeneity at the
genetic level. With the development
of genomic sequencing we now see a
multitude of genetic variability within
the tumor. Heterogeneity causes much
difficulty in predicting the course of the
disease.
Why is life expectancy important in
determining or dictating the treatment
options for prostate cancer? We ultimately want to lessen the risks associated with over diagnosing prostate cancer. The current role in screening for
prostate cancer is definitely a hot topic

would argue the risk and side effects
of treatment are not worth the stress,
inconvenience, and costs.
Moreover, if there are other comorbidities, there might be reason to think
the patient would die of some other
issue first and not prostate cancer. Then
there is the prostate cancer that is very
aggressive and can cause death in a matter of 1-2 years.
Other factors include patient’s wishes
and expectations on quality of life.
There are some patients who may not
be willing accept the treatment side effects of prostate cancer. There are going
to be patients who are less risk averse
and may elect not to pursue treatment
in light of prognosis, outcomes, side
effects, or toxicities, versus those who
are more risk adverse and want treatment simply because of the diagnosis of
cancer and the potential fear of cancer

related death.

Risk Stratification
Risk stratification is based upon digital
rectal exam, serum PSA,TNM anatomic
staging, and Gleason score. The risk
stratification helps to direct the most appropriate treatment course for the state
of disease. Risk stratification is divided
in to very low risk, low risk, intermediate risk, high risk, locally advanced,
lymph node involvement, and metastatic
disease. Treatment options are generally
guided by risk stratification.
• Clinically Localized, very low
risk. Stage T1. Normal digital rectal
exam, biopsy was based upon serum PSA only, Gleason score is less
than or equal to 6, serum PSA is less
than 10 ng/ml, fewer than 3 cores
positive from biopsy and less than
50% involvement in any one core.
• Clinically Localized, low risk.
Stage T1 or T2b. Diagnosis made on
biopsy with normal digital rectal
exam, limited to one lobe of the
prostate, PSA less than 10 ng/ml,
and Gleason score of 6 or less.
• Clinically Localized, intermediate risk. Stage T2b or T2c. Tumor
involving one or both lobes of the
prostate without extracapsular extension or seminal vesicle involvement. Patients with T1 or T2a with
serum PSA between 10 and 20 ng/
ml or Gleason 7 on biopsy are also intermediate risk.
• Clinically Localized, high risk. Stage
T3a. Tumor with presumed extracapsular extension on digital rectal exam, or
serum PSA greater than 20 ng/ml, or a
Gleason score of 8-10.
• Clinically locally advanced. Stage T3b
or T4. Extracapsular extension, involvement of seminal vesicles, tumor fixation,
or invasion of adjacent structures.
• Clinical Lymph Node involvement.
Lymph nodes of the pelvis (considered
stage IV) but without distant metastasis.
• Disseminated metastases. Stage IV, M1
disease – distant metastasis.

Treatment Options
Active Surveillance
Active surveillance is the active form
of “watchful waiting.” Active surveil-
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Prostate Cancer: Active Surveilance Safer Alternative for Some Patients
Continued from page 3

lance includes routine follow-up including PSA monitoring. Active surveillance
is generally recommended for those
with very low-risk disease and a life
expectancy of less than 20 years. Active
surveillance can also be utilized for lowrisk disease with routine monitoring
and follow up. There are those with advanced disease and have comorbidities
that would infer more risk treating the
prostate cancer, which active surveillance might be a safer alternative.
Surgical Options:
Surgery is a mainstay in the treatment
of clinically localized prostate cancer
and the decision of surgery versus radiation therapy is a decision between the
surgeon and the patient. Surgery may
be a better option for one and radiation
better for another.
Prostatectomy
The surgical removal of the prostate
can be combined with pelvic lymph
node dissection. Prostatectomy can be
performed as open versus minimally
invasive, such as with robotic assisted
or laparoscopic procedures. Prostatectomy is indicated for low risk, intermediate risk, high risk, and locally advanced
disease. Prostatectomy is definitive local
therapy used primarily with curative
intent and after removal of the prostate
the PSA should be 0.0 ng/ml (undetectable) within 6 weeks. The success
of prostatectomy (cure and minimal
complications) is largely dependent
upon surgeon competency. The risk of
recurrence and complications such as
impotency and urinary incontinence is
higher in those surgeons who do not
perform prostatectomies regularly. Prostatectomy is not without its complications. The initial complications include
post-operative bleeding, infection, DVT,
myocardial infarction, and CVA. Late
complications include impotency, urinary incontinence, urethral strictures,
and hernia.

Radiation Therapy
Next is a review of the most common
forms of radiation for the treatment
of prostate cancer. There are numerous options available and the radiation
oncologist is invaluable to determining
4

what options are best for the patient.
Brachytherapy
The use of brachytherapy is thought
to allow higher doses of radiation in a
targeted area with hopes of minimizing radiation exposure to surrounding
normal tissues. The use of brachytherapy is not without its complications
and include acute urinary toxicities
including frequency, hesitancy, urgency,
weak stream, and nocturia, which most
resolve in time. Late urinary toxicities
include urethral strictures, which is

uncommon. Radiation proctitis is also
a potential complication and generally
manifests as rectal bleeding and can
be treated with steroid suppositories.
Erectile dysfunction is also a potential
complication and the degree of erectile
dysfunction can vary widely among men
treated with brachytherapy. Secondary
malignancies to the bladder and rectum
are a theoretical concern.
Brachytherapy can either be delivered by low dose rate seeds or high
dose rate seeds. Low dose rate seeds
are permanently placed in the prostate
and emit radiation over several months.
Iodine-125 and Palladium-103 are the
most common isotopes used. A potential toxicity of low dose brachytherapy
seed placement is the potential of seed
embolization. Case reports reveal seed
being found to migrate to the lungs,
heart, and organs. High dose rate
seeds are inserted into the prostate via
transperineal catheters and the seeds
are left in place for 24 to 40 hours and
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then removed. Isotope generally used
is iridium-192. The advantage for HDR
is the dose of radiation delivered to the
prostate and higher doses may be more
efficacious for intermediate and high
risk prostate cancers. Limitations to
brachytherapy include size of prostate
as larger prostates (greater than 60
grams) may be too large to treat effectively.
External Beam Radiation Therapy
There are different types of external
beam radiation therapy used to treat
prostate cancer. The oldest technology
used in the contemporary standard of
care is three-dimensional conformal radiation therapy, which is able to deliver
radiation in a three-dimensional volume. There is also intensity-modulated
radiation therapy (IMRT), which is an
advanced form of three-dimensional
conformal radiation. The advantage of
IMRT is higher doses of radiation with
less damage to surrounding tissues.
Newer technology includes imageguided radiation therapy, which uses
GPS tracking transponders. The transponders are a gold marker, known as
a fiducial, placed in the prostate prior
to radiation. The patient has 3 transponders placed by an urologist prior
to the start of radiation. The purpose
of the transponders is to give real time
location of the prostate, which helps
to focus the radiation field and reduce
damage to surrounding tissues.
Additional newer technologies
include the use of particle irradiation,
which uses either proton beam or carbon ion radiation therapy. Proton beam
radiation has been approved for use in
the US and has shown to be superior in
the treatment of pediatric brain tumors.
Proton beam has not been shown to be
any more advantageous over IMRT or
IGRT. The thought is that proton beam
radiation will cause less damage to
surrounding tissues and thus have less
radiation induced complications.
Carbon ion radiation therapy is not
approved in the US, but is being studied
in Japan. Stereotactic body radiotherapy
(SBRT) is a form of hypofractionation,
where the entire dose of radiation is delivered in 1 or very few fractions (doses).
Continued on page 7

Any plan for physical activity should
fit an individual’s personal situation and
fitness level. Patients should talk with
their medical team before starting any
exercise regimen.

Exercise for Men with
Prostate Cancer: Physical
Activity Can Help
Reprinted with permission by
Seattle Cancer Care Alliance

P

hysical activity can improve
physical and emotional health. It
is important for managing weight,
maintaining muscle, reducing risk of
heart disease, and keeping bones strong.
Staying active can help with balance,
improve sleep, and reduce fatigue and
anxiety. Exercise can also help with
potential side effects of prostate cancer
treatment.

The Link Between Exercise,
Prostate Cancer, and Treatment
Studies have found that men who get
regular physical activity have a slightly
lower risk of prostate cancer. Vigorous
activity may have a greater effect, espe-

Editor’s Notes
Continued from page 2

I think that Lupton requires us to
explore health care in a sociocultural
context. For example, how is the 65 y/o
patient diagnosed with prostate cancer
viewed who has done all of the right
things such as diet, exercise, and being
identified as both a non-smoker, and
a non-drinker? And in the same cultural context, how is the 65 y/o patient
diagnosed with prostate cancer viewed
who is obese and has smoked since the
age of 14? I think Lupton is pointing
out that health and disease are always
underpinned by meanings that we may
not always recognize. How often are
we truly neutral in the interventions
that we do and do not offer? Gawande
(2007) offers us hope in our quest to
“do no harm” and “practice good.”
Atul Gawande reminds the reader of
his book that “better” is possible. Better
takes diligence, moral clarity, and the
willingness to try. He writes,“Betterment is perpetual labor.The world is

Kegel Exercises (Strengthening the Pelvic-Floor Muscles)

cially on the risk of advanced prostate
cancer. Also, in men with prostate cancer, physical activity is associated with
better survival, and a modest amount
of vigorous activity, about three hours a
week, may substantially improve prostate cancer survival.
Many treatments for prostate cancer
can have detrimental effects on the
body. Hormone therapy can lead to
osteoporosis and loss of muscle mass,
both of which can be improved through
exercise and strength training. Other
treatments, such as surgery, can cause
urinary incontinence (inability to control urine flow). Kegel exercises before
and after prostate cancer treatment
strengthens the pelvic-floor muscles,
which can improve incontinence.

chaotic, disorganized, and vexing, and
medicine is nowhere spared that reality.
To complicate matters, we in medicine
are also only human ourselves. We are
distractible, weak, and given to our own
concerns.Yet still, to live as a doctor is
to live so that one’s life is bound up in
others’, and in science, and in the messy,
complicated connection between the
two. It is to live a life of responsibility.
The question then, is not whether one
accepts the responsibility. Just by doing
this work, one has.The question is, having accepted the responsibility, how one
does such work well.” The stories in his
book inspire all of us of to be “better.”
The fall edition of the quarterly
highlights the intersections of oncology
and the impact a cancer diagnosis has
on men. The authors in this issue reveal
people who have accepted the responsibility of caring for and being with the
men who present to them for care. I
feel confident they perpetually labor in
the practice of “Betterment.”
In closing, I hope the reader of this
edition takes with them a larger message. At the nursing practice level, ac-

The pelvic-floor muscles run from the
pubic bone at the front of the groin to
the tailbone in the back.They sit just
under the prostate. Along with serving
as a valve to the bladder, they support
the bladder, prostate, and rectum in
Continued on page 10

cept the responsibility of our roles with
great courage. In this messy, complicated world of nursing, hold one another
graciously during times of distraction
and especially when we are given to
our own concerns. Better requires all
of us to pitch in; to be diligent in our
efforts to “simply” wash our hands; to do
what is right when we weigh the “risks”
associated with our interventions; and
to think with ingenuity to become preoccupied with our failures and find solutions to assure zero patients are harmed
while practicing good.
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Men and Sexuality
After Cancer
Anne Katz PhD, RN
Clinical Nurse Specialist & AASECT-Certified
Sexuality Counselor, CancerCare Manitoba

S

exuality encompasses much more
than sexual activity; it involves
body image, our self-image as men
or women, who we are attracted to,
who we choose to love and be sexual
with, and our sexual thoughts and fantasies. Given this broader view of human
sexuality, the extent to which cancer
treatments affect sexuality should be
obvious.
Treatment for cancer affects sexuality for almost 80% of survivors. After
treatment for cancer, sexual difficulties may affect how he sees himself as
a man (masculine self-image) and this
may affect other aspects of his life.The
common view of male sexuality is that
of the Energizer bunny – always ready,
keeps going and going – suggesting that
men live in a constant and steady state
of high libido (sexual desire) and sexual
readiness, no matter the circumstances.
Male sexuality is portrayed as something
simple – aroused (and ready) or not –
resulting in an understanding that male
sexuality is simplistic.This perspective
doesn’t take into account the bio-psycho-social aspects of this important part
of the human experience.
Male sexual functioning can be
affected by all treatments for cancer
(surgery, radiation, chemotherapy) and
men treated for different kinds of cancer may experience sexual difficulties.
These difficulties include problems with
erections, lack of sexual desire, changes
to orgasm and/or ejaculation, pain with
orgasm, and genital shrinkage.The most
obvious cancer affecting sexuality is
prostate cancer and the side effects
of both surgery and radiation therapy
(external beam and brachytherapy) include erectile dysfunction.Treatment for
colorectal cancer is usually multi-modal
and carries with it similar risks to treatment for prostate cancer.

6

The ability to have an erection and
penetrative intercourse is important for
many men, and despite assurances from
their partner that the difficulty they are
having is not important, men remain
bothered by this and experience it as
a profound loss (Gannon et al., 2010).
While some men seek medical attention for erectile dysfunction, others do
not and prefer to hope that things will
return to normal without intervention.
In one study, 35% of men who were of-

fered alternatives to oral medications to
treat erectile dysfunction rejected other
options and stated that they would
rather wait for things to improve. Almost
half (48%) of the partners of the men in
this study chose to seek help for their
partner (Bronner et al., 2010).
The role of the man’s partner is
critical. Some partners themselves have
sexual difficulties and are not that interested in the man ‘fixing’ his problem.
This is more apparent in older women
who experience vulvo-vaginal dryness
or atrophy after menopause. In one
study (Moscovic et al., 2010), women
who themselves were experiencing
sexual problems were less likely to encourage or support their partner/spouse
to get help for erectile problems.
However, many partners recognize
the suffering that erectile problems
cause their partner and are interested in
helping the man find a solution.
Interventions for erectile dysfunc-
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tion are usually offered in a step-wise
manner.The oral medications (PDE-5
inhibitors such as sildenafil, tadalafil, and
vardenafil) are usually offered first. Alternatives are more invasive and include
the penile pump, the alprostadil pellet,
or penile self-injection.The effectiveness
of these interventions is variable with
high attrition rates and/or lack of acceptance by the patient and/or his partner.
An alternative to ‘solutions’ that will
allow for penile penetration is the acceptance by the man (and his partner)
of non-penetrative sexual activity.This
may a challenging concept for many;
the focus of society on penetrative
intercourse as ‘real sex’ suggests that
other activities are ‘less than’ or inferior.
However, couples who are creative in
their sexual repertoire and flexible in
their understanding of what constitutes
sexual activity tend to adapt to the
changes after treatment. For individuals
and couples who hold more narrow attitudes and are not able to accommodate
the new reality of what is possible sexually, the end result is often the cessation
of all sexual activity including mutual
touch, kissing and other displays of affection.This may lead to couples living
like college roommates or in the case
of individuals, cancer survivors who
deny themselves the potential of a new
romantic relationship because the man
believes he has ‘nothing to offer’.
Nurses may not be comfortable discussing the intricacies of sexual activity
with their patients. Many of us have not
received much education about human
sexuality and believe that a discussion
about this is best left to the physician,
social worker, or psychologist. However
we are ideally situated to address these
issues because of the longitudinal relationships we have with our patients and
their partners/spouses. Merely acknowledging that sexuality can be affected by
cancer will often open the door for the
patient to ask questions or ask for help.
Ignoring this important aspect of our
patients’ lives suggests to the patient
that this is taboo and much suffering
may result. While we may not have all
the answers, being heard is the first step
in accessing help for our patients.There
may be a nurse, psychologist, social
worker or sex therapist in your instituContinued on page 8

Prostate Cancer: Hormonal Manipulation Therapy is Common Treatment
Continued from page 4

Hormonal Therapies
Hormonal manipulation therapy,
known and androgen deprivation therapy, is the backbone of prostate cancer
treatment. Prostate cancer is androgen
(testosterone) dependent and castrate
levels of testosterone (less than 50 ng/
dl) is the initial treatment of choice.
Once castrate levels of testosterone
are achieved you will generally see a
fall in the PSA, indicating a response to
treatment. Surgical castration (orchiectomy, which is uncommon mostly due
to psychological/cosmetic reasons) is
a method to achieve castrate levels of
testosterone in the patient with prostate
cancer.
Medical castration is achieved with
the use of gonadotropin releasing
hormone (GnRH) agonists and (GnRH)
antagonists. GnRH agonists include
leuprolide and goserelin. GnRH agonists work by binding to GnRH receptors on the pituitary gonadotropinproducing cells, which causes a release
of luteinizing hormone (LH) and follicle
stimulating hormone (FSH), which then
cause an increase in testosterone. LH
works on the Leydig cells, producing
more testosterone. FSH works on the
tubules causing a release of inhibin.
Testosterone and inhibin have negative
feed-back on the hypothalamus, causing a decrease in FSH and LH production and thus no longer producing
testosterone after 2-4 weeks. This initial
release in testosterone is called a flare
and can throw more fuel on the fire
per say. The flare can cause worsening
urinary obstructive symptoms, which
can require urinary catheter placement
for 2-3 months and potential for worsening pain from bone metastases. To
prevent this flare phenomenon, patients
are treated with antiandrogen therapy.
GnRH antagonists were developed to
suppress testosterone without the flare.
The GnRH antagonist used is degarelix.
Degarelix can achieve castrate levels of
testosterone in approximately 3 days.
In addition to GnRH agonists and
antagonists, there are androgen receptor blocker medications, known as
antiandrogens, which work by binding
to the androgen receptors in cells to

prevent androgen dependent messaging and transcription. Antiandrogens
are rarely used alone and are commonly
used with GnRH agonists/antagonists in
initial treatment of hormone sensitive
prostate cancer. Use of GnRH agonists/
antagonists combined with an androgen
receptor blocker is called “combined
androgen blockade.”

Androgen Dependent/
Independent Treatment Options
The natural progression of prostate

cancer starts with hormone sensitive
disease, in which you give a GnRH
agonist or antagonist, with our without an antiandrogen; which will lead
to a fall in the PSA level. Over time,
the prostate cancer will most likely
become castration-resistant. Castrationresistance infers the prostate cancer has
transitioned from androgen dependent
to androgen independent. Androgen
independence is diagnosed by a rising
PSA while on androgen deprivation
therapy and castrate levels of testosterone. Once the prostate cancer has
become refractory to androgen deprivation (castration resistance) treatment,
it then moves to secondary hormonal
manipulation therapy, which includes
the use of older agents such as ketoconazole or diethylstilbestrol (DES) or the
newer medications abiraterone (Zytiga)
and enzalutamdie (Xtandi).
Ketoconazole is a synthetic antifungal that in higher doses (400 mg three
times daily) inhibits cytochrome P450
isozyme 3A4 and 17, 20-lyase, which

prevents the synthesis of testosterone.
High dose ketoconazole must be taken
with hydrocortisone as it interferes with
cortisol production as well. Diethylstilbestrol (DES) has fallen out of favor due
to risks of thromboembolic events, but
is still occasionally used. DES has direct
apoptotic effects on prostate cancer
cells and lowers systemic testosterone
levels.

New Approved Therapies
The treatment of prostate cancer
has changed dramatically in the last
5-10 years. The 2 newest FDA approved medications for the treatment of
metastatic castration-resistant prostate
cancer are Zytiga (abiraterone) and
Xtandi (enzalutamide). Abiraterone
(Zytiga) inhibits androgen biosynthesis
by interrupting the CYP17 pathway.
CYP17 pathway is essential in androgen
formation. Abiraterone helps to inhibit
androgen production in the tumor itself.
Once prostate cancer becomes castration resistant, the prostate cancer itself
has become a site of androgen production. You can think of androgen as the
key, and abiraterone helps to limit the
production of keys. Enzalutamide (Xtandi) is the newest agent on the market.
Enzalutamide (Xtandi) is an androgen receptor blocker and blocks the androgen
receptor from being used. Androgen
receptors are sites for androgen binding
that can cause subsequent tumor cell
growth. You can think of enzalutamide
(Xtandi) as the locks. Once the locks
are inactivated, any keys are useless.
Hormonal manipulation is the foundation of treatment for prostate cancer.
The natural evolution of prostate cancer
starts at hormone sensitive and then
becomes castration-resistant. The landscape of prostate cancer has changed
dramatically and with more treatments
come more questions. Is there an appropriate sequencing of the agents?
Much research is needed. Hormonal
therapy is not without it toxicities as
well. Hormonal manipulation causes a
great deal of fatigue, hot flashes, impotence, loss of libido, loss of muscle mass,
increase body fat, low stamina/exercise
intolerance, depression, cognitive changes, and loss of bone mineral density.
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Radium-223 Dichloride (Xofigo)

Therapy for Patients
with Castrate-Resistant
Prostate Cancer
Larisa Toderas, BAS, NMTCB, PET
Nuclear Medicine, PET/CT Technologist
Seattle Cancer Care Alliance

P

rostate cancer is the most commonly diagnosed malignancy among men in
the US and is the second most
common cause of cancer mortality among men.(1) It is estimated that one in six American
men will receive a diagnosis of
prostate cancer at some point in
their lives, at an average age of
68 years.(2) In 2010 there were
217,730 newly diagnosed cases
and 32,050 deaths from prostate
cancer in the US alone.(1)
Localized prostate cancer is
potentially curable with the use
of a combination of therapeutic
modalities including brachytherapy, external beam radiation,
hormone therapy and/or radical
prostatectomy.(3,4) Although less than 5%
of men initially present with metastatic
disease, up to 40% of men diagnosed
with localized prostate cancer go on to
develop metastatic disease after undergoing local therapy with curative intent.(5)
Metastases from prostate cancer are
most often seen in the bone.These

Sexuality After Cancer
Continued from page 6

tion or community who can be of help
to men in this situation but if you don’t
ask about the impact of treatment on
sexuality, you will not be able to refer
them for help.
For a detailed discussion about cancer
and sexuality, consider either of these
two resources:
8
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are predominantly osteoblastic, and
occur in more than 80% of men with
metastatic prostate cancer.(6,7) Bone
metastases can cause substantial pain,
increased risk of fractures and eventual

neurologic sequelae.(8) The management
of advanced and metastatic disease is
difficult and requires systemic treatment
with hormonal therapy, chemotherapy,
and radioisotope therapy.
Historically, patients diagnosed with
castration-resistant prostate cancer have
had poor survival rates. In recent years
there have been significant advances in

• Breaking the Silence on Cancer and
		 Sexuality (2007). Oncology Nursing
		Society
• Man Cancer Sex (2009). Hygeia Media
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the treatment of this population of patients.Treatment options are still limited
and come at very high cost.
Alpha particle emitting radiopharmaceuticals represent a new class of cancer
therapy for the treatment of men with
symptomatic castrate resistant prostate
cancer with bone metastases.(8) Unlike
beta particles and gamma rays, alpha
particles have a more localized action
and are much more potent, causing
double-strand DNA breaks that leads to
cell death.(9,10)

Xofigo Mechanism of Action
Ra-223 dichloride is a calcium mimetic, alpha-emitting nuclide, which selectively targets areas of increased bone
turnover in bone metastases.(11) The
half-life is 11.4days(9), allowing
sufficient time for its preparation, distribution, and administration to patients.The high-energy
alpha radiation results in a potent
and highly localized cytotoxic effect in the target areas containing
metastatic cancer cells, thereby
potentially reducing exposure
of surrounding normal tissue,
particularly bone marrow.(11) Lifethreatening myelosuppression is
the most serious consequence
of treating bone metastases with
radiation of any kind.
Alpha particles demonstrate localized action (a range of 20-100
micrometers, or about 2-10 cell
diameters).
Clinical trials showed patients that
receive Xofigo treatment have their life
extended by about 3.5 months. Since it
has palliative purposes, it will also improve the quality of life. Xofigo costs approximately $74,200 for six injections.
At this time, a single dose is $12,362,
Continued on page 12
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Prostate Cancer: Chemotherapy Treatment Is Palliative, Not Curative
Continued from page 7

Role of Chemotherapy
In time, most prostate cancer will
become castration-resistant, and there
will be a need for chemotherapy. Chemotherapy is palliative and the use of
chemotherapy in prostate cancer is not
curative.The role of chemotherapy is to
reduce the symptoms of disease, such as
decreasing pain, improving energy and
wellbeing, and lower PSA. The two main
chemotherapy agents used in the treatment of prostate cancer are docetaxel
and cabazitaxel.
Docetaxel is the initial agent of
choice. Docetaxel is generally well tolerated and causes minimal nausea/vomiting. There is associated fatigue a lot of
the time. Docetaxel can cause neuropathy. Docetaxel does cause pancytopenia, however, the nadir is generally on
day 7-10 and counts generally recover
by day 21. Docetaxel is given day 1 of
every 21 day cycle.
Cabazitaxel is FDA approved for second line therapy and is generally given
after failing other treatments. Cabazitaxel is given on day 1 of every 21 day
cycle. It also causes little nausea or
vomiting, but is known to cause diarrhea and febrile neutropenia.
Other chemotherapy agents used for
the treatment of prostate cancer include
cisplatin and etoposide for the treatment of small cell (neuroendocrine)
prostate cancer. There is occasional use
of carboplatin with docetaxel and carboplatin with paclitaxel. The decision
to use these agents is typically tailored
specifically for the patient by the patient’s attending physician.

Radium 223
The newest agent on the market for
the treatment of prostate cancer is Radium 223. Radium 223 is an injectable
radiopharmaceutical, FDA indicated for
symptomatic bone disease in the patient
with prostate cancer. The Radium 223
is an alpha particle and is primarily
excreted in the feces. Radium 223 is
given monthly x6 doses. Radium 223 is
contraindicated in patients with visceral
disease (lungs, liver, and brain).

Bone Targeted Therapies

Other agents used in the treatment
of prostate cancer are bone targeted
therapies. Bone targeted therapies are
indicated for the prevention of skeletal
related events. Skeletal related events
include fracture and new bone lesions.
The oldest agent on the market is an injectable bisphosphonate, zoledronic acid.
Zoledronic acid is given as a 4 mg
dose every 3-4 weeks. The use of zoledronic acid should be used in caution

months) than those who did not receive
the drug.
Provenge is given in 3 doses. The
patient undergoes cell collection via
leukapheresis and those cells are then
overnighted to a laboratory where a
dose of Provenge is made by combining
the patient’s cells with Provenge. This
process takes 48 hours. The cells are
then overnighted back to the facility
and the cells are re-infused back in to
the patient. There are risks to Provenge
including infusion reaction which
typically manifests as rigors, fever, and
hypertension.

Treatment Risk and Benefit

with patients with renal dysfunction.
The newest agent on the market is
denosumab (Xgeva). Denosumab is
given as a 120 mg subcutaneous injection every 4 weeks. The advantage to
denosumab is it can be given to patients
with renal dysfunction. Denosumab is
superior to zoledronic acid. The use of
bone targeted therapies is somewhat
controversial in the academic setting
due to high costs and improved efficacy
of new agents, which show reduction in
skeletal related events as well.

Immunotherapy
There is immunotherapy available for
the treatment of prostate cancer. The
drug is called Provenge. Provenge is
thought to prime your body’s own immune system and attack prostate cancer
cells. Provenge is expensive and costs
up to about $93,000.00 before co-pay
and financial assistance programs. In
clinical trials, patients that received
Provenge had continued rising PSA
and worsening disease on restaging
scans, however, patients lived longer (3

The treatment of prostate cancer
is not without its risks and side effects. PSA screening can potentially
lead to over diagnosis, needless biopsy, and undue worry. Biopsy of the
prostate comes with risks as well and
can include pain, bleeding, infection,
inflammation, and although rare, urinary
obstruction from post prostate biopsy
inflammation. The treatment of prostate cancer comes with numerous side
effects.
The foundation of all prostate cancer
treatment is through hormonal manipulation, either through surgical or
medical castration. Surgical castration
includes the standard post-operative
complications. The risks and side effects from medical castration are not
benign in the slightest and include hot
flashes, fatigue, exercise intolerance, loss
of muscle mass, increase in body fat,
decrease/loss of libido, erectile dysfunction including impotence and anorgasmia, cognitive dysfunction, loss of bone
mineral density resulting in osteopenia
or osteoporosis, hyperlipidemia, dry
skin, and muscle/joint pains just to
name a few.
Other factors that need to be taken
in to consideration in treating prostate
cancer are the risk versus benefit with
regards to family/social support and financial considerations. Prostate cancer
can ultimately be a debilitating disease
and the patient can require a great deal
of support.
Prostate cancer has the potential to
be very painful and with that near inca-
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Exercises: Pelvic-Floor Strengthening Before and After Surgery
Continued from page 5

the pelvis. With prostate surgery, some
muscle weakness is inevitable due to
the proximity of these muscles to the
prostate. By starting to strengthen pelvic muscles before surgery, patients can
minimize their muscle weakness and
also their risk for incontinence.
The pelvic floor muscles can be
engaged by contracting as if the patient
wants to stop their urinary stream.
Think of lifting up the perineum, the
area of tissue between the testes and
rectum. To tell whether a patient is
using the right muscles, they can look
for a lifting of their penis during the
contraction. Avoid bearing down.
Try to isolate the pelvic-floor muscles
by not tensing the anus or abdominal
muscles. When locating these muscles
for the first time, a patient should lie
down on their back and place their
hands on their lower stomach. The patient should not feel movement under
their hands as they tense their pelvic
floor.
If the patient leaks more when
performing Kegels, they may be doing
them incorrectly. A physical therapist
may be able to help with and optimize
their pelvic-floor strengthening program by providing assessment, observation, and biofeedback.
Before Surgery
Patients can do Kegel exercises while
lying down or sitting in a chair, depending on comfort. Teach them to contract
the pelvic floor for 10 seconds, followed by a 10-second rest. Repeat this
five times. Perform this exercise three
times a day until surgery.
After Surgery
After the catheter is removed, the patient should talk with a nurse or doctor
about when to resume doing Kegel exercises (or when to begin them, if they
weren’t doing them before surgery).
• The patient may start with a gentle
		 contraction (less that 100 percent
		 effort) while lying down. Hold the
		 contraction for three seconds, and
		 then relax for 15 seconds. Do five
		 repetitions, three times a day.
		 Increase the intensity of the con		 traction each day. Also, increase the
10

		 contraction time by one second
		 and reduce the relaxation time by
		 one second per day until you reach
		 a 10-second hold and a 10-second
		 rest. Continue doing five repeti		 tions, three times a day.
• The next step is to perform the
		 exercises while sitting or stand		 ing. Repeat the same intervals as
		 above, starting with a five-second
		 hold and 15-second relax and
		 working up to a 10-second hold
		 and 10-second relax.
The patient should notice a gradual
decrease in urine leakage and an increase in ability to wait longer between
times needing to urinate. They should
also be able to delay an urge to void
for at least 15 minutes and get to the
bathroom without leakage. Instruct the
patient to talk to a doctor if they continue to have difficulty with increased
frequency of urination or leakage.

The Role of Resting Metabolic
Rate in Weight Maintenance
The patient can lose extra weight
and keep it off by increasing their resting metabolic rate (RMR)—the rate at
which the body burns calories when
resting. The RMR accounts for 60 to 75
percent of daily calorie expenditure, so
even a small increase in RMR will help
burn more calories.
The RMR is closely linked to the
amount of muscle one has. Muscle
burns 35 to 50 times more calories
than fat. So if a patient increases
muscle mass with strength training and
aerobic exercise, they will raise their
RMR. This can prevent weight gain or
even help lose weight.

Strength Training
Strength training, also known as
resistance exercise, can help increase
muscle mass and RMR, and it’s also important for maintaining healthy bones
and for improving balance, which helps
prevent falls.
Types of strength training include
weight training, push-ups, and pullups. Abdominal crunches (sit-ups) may
aggravate leakage that is due to stress
incontinence. Instruct the patient to
speak with their medical team or a
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physical therapist about the level and
types of strength training that are safe
for them.

Aerobic Training
Aerobic exercise (such as fast walking, dancing, hiking, swimming, running, bicycling, tennis, and cross-country skiing) causes calorie expenditure
to increase during the workout and
for a few hours after the workout. By
doing aerobic exercise, the body burns
calories at the RMR plus the additional
calories needed to fuel the aerobic
exercise.
In addition to burning calories, aerobic exercises are particularly effective
at increasing the body’s natural levels
of antioxidants and eliminating inflammatory molecules that drive cancer.

How Much Exercise?
The health benefits of physical activity are directly related to the amount
of activity an individual gets on a
regular basis. Generally, the more one
is able to do, the better. The intensity
matters, too, but physical activity does
not need to be vigorous to provide
benefits. Physical activity includes not
only working out at the gym or playing
sports but also engaging in hobbies like
bicycling, dancing, and gardening, as
well as doing active household chores,
climbing stairs, and working at a job
that has physical demands.
The American College of Sports Medicine recommends that healthy adults
do at least two-and-a-half hours of
moderate-intensity aerobic exercise per
week; strength training two to three
days a week; and exercises for balance,
agility, coordination, and flexibility
two to three days a week. Instruct the
patient to ask their medical team about
the types of exercises that are right for
them, the intensity they should aim
for, and how often and how long they
should exercise.
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Real Men Eat Quinoa
Patty McDonnell RD, CD
Certified Specialist in Oncology

B

ruce Feirstein (1982) wrote a
popular book, Real Men Don’t
Eat Quiche - A Guidebook to All
That Is Truly Masculine. Over 30 years
later, stereotypes and perceptions about
men’s health behaviors abound.There is
no doubt that an opportunity exists to
impact how health care providers influence men’s health. Our own stereotypes
about men might influence the messages that clients hear from us. Finding
out the realities of what truly influences
men’s eating and other lifestyle choices
is helpful to plan our messages
to our clients. Apathy may be
a problem for men, knowing
how to change the apathy may
be a helpful tool.
Evidence strongly supports
modifiable health behaviors for
prevention of chronic disease.
Centers for Disease Control
report high mortality for heart
disease and cancer for men.
Briefly, the statistics indicate
the need for improving men’s
health, 60% of men aged 1864 are overweight or obese,
10-25% of men are smoking
and 15-30% of men have episodes of
heavy drinking. CDC reports participation in some of the modifiable behaviors, relevant to oncology, 55% of men
participate in aerobic activity, 30% men
participate in muscle strengthening and
55% of colorectal exams and colonoscopy. Activity trends notably decline
with age.There are significant needs for
tailoring messages to men specifically.
Sabinsky, et. al report the main barriers to weight loss for men are lack of
motivation and perception of a slimming diet. Motivators are reported as
a strong desire to appear lean, avoid
illness, and be an asset to the workplace.
Wirth, et. al report motivators are a
diagnosis of a health problem, health requirement for work or a financial incentive.They add the finding the presence

of knowledgeable women in a man’s life
may be an asset as a source of influential
health information. Sjogren, et. al report
even simple advice on diet and exercise
given, only once, by a health care provider may impact inflammatory markers.
Mroz, et. al report men specifically with
prostate cancer diagnosis men needing
knowledge of evidence that diet change
will lead to better outcome or even
improvement in overall health in order
to make the most changes.
To summarize, men seem concerned
with the appearance of being lean,
strong, and healthy. It is also helpful
if they perceive any type of gain or

improvement in effectiveness. Men need
to know why they are changing and
it must be important to them personally.They value expert opinion and it
can lead to measurable changes. Many
public health messages may seem too
vague or unrealistic to the public. Practical ideas for putting new habits into
practice are an essential tool for behavior changes.
Can we get “Real Men” to eat quinoa
or do stereotypes get in the way? An opportunity exists for health care providers to influence prevention of cancer
and survivorship of a cancer diagnosis.
Our focus may be most effective if
based on the evidence and benefits of
lifestyle change. In framing our messages, we will be most effective by
remembering the motivators for men.

Importantly, with busy schedules of
health care providers, it may come as a
relief to hear that advice can be simple.
A one on one conversation with a medical provider with a patient is extremely
powerful.
Patients in the past have said to me,
“my medical team says I can eat whatever I want”, this message results in the
belief that there is no evidence, so they
aren’t going to change and see no benefit. Other patients have said, my medical team says “I can start doing anything
that would influence my health”The
later statement is very simple, but it is
extremely motivating for a cancer survivors or someone focused on prevention.
Health messages might be as simple
as saying,“try drinking sparkling water
with lemon or herbal tea in place of
sodas, or do want my recipe for quinoa
salad? Messages might also come in the
form of a list of resources or
a reliable website recommendation. Referral to reliable
evidence based resources
will be strongly valued by
men. Further self-study about
nutrition and lifestyle change
might be a goal to suggest for
men that are skeptical about
the benefits of changes.
Resources for lifestyle
change are available.The
American Institute for Cancer
Research has a website, aicr.
org and pamphlet educational resources specific
to weight, diet and physical activity.
Their guidelines are a great first step in
learning about the evidence of lifestyle
change. A visit to this website might be
the proof that men would seek for making a change.The website offers practical advice as well.
Nutrition specific resources are available on the Oncology Nutrition Dietetic
Practice Group website, www.oncologynutrition.org.The website offers disease
and oncology topic specific fact sheets.
Meeting with a nutritionist can help
provide fine tuning for patients that are
seeking advice about lifestyle change.
Lists of nutritionists, certified specialists
in oncology are available on the website.
The evidence suggests conversations
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Radium-223: Patient Must Meet Eligibility Criteria Before Therapy Starts
Continued from page 9
Neutrophils (ANC) > 1.0 x 10^3 /uL and volume of 4-7 ml.
with a 95% reimbursement rate. XoPlatelet count (PLT) > 75 x 10^3 /uL
Dose Administration Guidelines
figo was FDA approved in May 2013.
Dose Ordering
At SCCA it is required to verify proper
At Seattle Cancer Care Alliance, Xofigo
The Nuclear Medicine Attending Phyidentification of patient with two forms
therapies are performed
of ID (at least one picture
every Wednesday.
ID). A Nuclear Medicine
Extended Survival
Ra-223 dichloride
Treatment
Cost/Regimen
physician will always
(Months)
(Xofigo) dose is weight
be present for Xofigo
based (1.35uCi/Kg) and
Provenge
4.0
$100,000
therapy and will explain
is administered every 4
procedure and answer
weeks.
any questions patient
Enzalutamide
4.8
$90,000

Warnings/Precautions

might have.The Xofigo
Xofigo should not be
Ra-223 dichloride dose is
Xofigo
3.5
$74,200
administered to pregmeasured in hot lab dose
nant women or pediatric
calibrator and it must
Abiraterone Acetate
3.0
$60,000
patients
be within 20% of dose
Current weight must
ordered. Following, the IV
be obtained. Xofigo dose
patency is verified immeCabaxitaxel
2.2
$43,200
is dependent of patient
diately prior to injection
weight (1.35uCi/Kg).
by use of a 10cc normal
Perform hematologic
saline flush. A time-out
evaluation prior to every dose. Bone
sician must calculate dose and complete patient/procedure verification is permarrow suppression is a possible side
formed prior to proceeding to adminwritten directive.The dose must be
effect.
ister Xofigo dose by slow intravenous
ordered by Friday @ 4pm for therapy
injection (over 1-2 minutes). Residual is
scheduled
for
following
Wednesday.
CurProcedure Guidelines
measured in hot lab dose calibrator and
rent
patient
weight
is
needed
to
order
At Seattle Cancer Care Alliance, the
all waste must be disposed in a Long
Xofigo
dose.
Dose
is
manufactured
in
Nuclear Medicine Attending Physician
Half Life Radioactive container.The paNorway
and
sent
as
a
vial
to
Cardinal
must review all Xofigo therapy cases. In
tient must stay in the department for 30
addition, prior to scheduling a patient
minutes post injection for observation
for initial therapy the Nuclear Medicine
to ensure there is no immediate adverse
MD must verify that patient meets the
reaction. A radiation documentation
eligibility criteria and signs the Xocard is filled and patient is instructed to
figo therapy order form.The Nuclear
carry it throughout their therapy regiMedicine Technologist will then fax
men and an additional 2 months after
the Xofigo order form to Xofigo Access
last injection of Xofigo.
Services.
Clinical Pharmacology
Prior to Therapy #1 it is required to
obtain current patient weight, current
Following IV injection Ra-223 dichlolaboratory values, and verify that paride is quickly cleared from the blood,
tient has had a bone scan within eight
and is either taken up primarily in bone,
weeks of the planned Xofigo injection.
or excreted into the intestines.The maAll current values required must be
jor route of elimination is through feces.
within seven days of the planned Xofigo
Excretion via the kidneys is minimal. Adinjection. Laboratory requirements are:
verse reactions include nausea, diarrhea,
Absolute neutrophil count (ANC) > 1.5
vomiting, peripheral edema, anemia,
x 10^3 /uL, Platelet count (PLT) > 100
lymphocytopenia, leukopenia, thrombox 10^3 /uL, Hemoglobin > 10 g/dL, and
cytopenia, and neutropenia.
Health radiopharmacy in Aurora, CO
GFR > 30. Xofigo dose must be ordered
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Clinical practice. Localized prostate cancer.
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How Can I Have
Breast Cancer? I Have
a Chest, Not Breasts
Leslie Irving, RN, MN

C

ase study: “John”became aware
of the bump on his chest
around the Christmas holidays,
he noticed it near his right nipple and
after rubbing it gently with his finger
decided it was nothing to
worry about and paid no
further attention to it. Over
the course of the next year
he could see it was getting
larger and in fact noted
some pain in his right armpit. When his right nipple
became inverted and the
pain under his arm became
unrelenting, he showed the
area to his wife. She was
alarmed and had John in
their PCP’s office the following day. A workup with
a diagnostic mammogram,
ultrasound and US guided
core needle biopsy revealed
right breast invasive ductal
carcinoma, estrogen and
progesterone receptor positive, her 2 negative. When
John hung up the phone after receiving the diagnosis from his physician,
he gazed at himself in the mirror and
shook his head.“How can I have breast
cancer? I have a chest not breasts.”
Male breast cancer (MBC) is quite
rare, accounting for less than 1% of all
malignancies in men. In 2010, an estimated 1,970 new cases of invasive ductal cancer (IDC) in men were identified
in the United States with approximately
390 deaths from the disease that year.
In comparison, an estimated 232,340
American women were diagnosed with
IDC in 2013 with 39,620 deaths in that
same year. The temptation is to compare male and female breast cancers,

but this temptation points to one of the
dangers and one of the real issues with
the diagnosis and treatment of MBC.
MBC treatment guidelines follow those
for women simply because research specifically directed to treatment for men is
extremely scarce.

John is 69 years old. He spent his
career working in the steel mill located
a block from the home he shares with
his wife of 45 years. They have three
children; all females. His Ashkenazi
Jewish descent has never played a big
part of his life but his parents made sure
he and his sisters were aware of their
background. He left the mill at age 45
to start his own automotive repair and
service station. John has always enjoyed
a certain lifestyle, which included a
fairly heavy ingestion of beer and he
had smoked a pack of cigarettes a day
since he was 14. John’s mother and oldest sister June both lived through breast
cancer. June has had two separate

occurrences of IDC recently and tested
for the BRCA1 and BRCA 2 genetic
mutations, and was found to be positive
for each. BRCA mutations increase the
risk for breast and ovarian cancers. She
has since had bilateral mastectomies
and will soon have a TAHBSO (total abdominal hysterectomy bilateral salpingo
oophorectomy) to reduce her risk of
cancer further. June’s three daughters
are now being followed at a local highrisk clinic, but none of the girls have
been tested.
Male breast cancer is usually diagnosed at a more advanced stage than
women, and because their breasts are
small and contain less tissue, the cancer
can advance quicker. At time of diagnosis many men already have nodal
metastases.The fact that MBC
is found late stage has several
possible reasons. Women
undergo regular screening
mammograms, which find a
large number of early cancers.
There are no recommendations for male screening
besides routine PCP clinical
exams. A recent study (2010)
interviewed 28 adult men to
elicit their awareness of the
disease; each of the men had
at least one maternal blood
relative with breast cancer.
A startling 80% of the participants were not aware that
men could get breast cancer,
even though they were at
higher risk given their family
history. All the men reported
that their health care providers had never discussed the disease
with them. Most of the men were not
aware of symptoms other than a lump,
and 43% worried that a diagnosis of
male breast cancer would cause them
to question their masculinity. This
study, while small, points to the obvious
need for both further research and for
educational materials to be available
in places that men frequent. These
materials should be sex specific and
gender appropriate, not simply in terms
of changing the word “female” to “male”
and should detail signs and symptoms
of MBC: a lump or swelling (not always
painful), skin dimpling or puckering,
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Male Breast Cancer: Risk Factors Include Smoking, Age, Family History
Continued from page 13

nipple retraction, redness or scaling of
the nipple or breast skin and discharge
from the nipple.
John had received his diagnosis over
the phone with the recommendation from his PCP to follow up with a
surgeon of his choice. He sat down in
his favorite chair and worried about
his wife and children. How was he
to tell them? Where was he going to
find a surgeon? What kind of surgery
would he need? Was he going
to die? Why did he have breast
cancer? How was that possible?
What had he done? What hadn’t he
done? John felt as if the world had
stopped spinning. He didn’t have
any idea who to call and wished
he had thought to ask his PCP if
he knew anyone he could recommend. John walked over to his
computer, sat down and entered
the words “breast cancer man” into
the search engine. Several hours
later when his wife arrived home,
they sat together on the couch
and he told her the news. In his
searching online, he discovered
that living in a large city as they
did offered many options of treatment centers and he outlined the
plan he had come up with to her
hoping she would agree to his ideas.
John had already made an appointment
for a consult at one of the local cancer
centers where he would meet with a
team of doctors and in one long day get
all their treatment recommendations.
Despite having a plan of sorts, John
did not sleep well and lay awake every
night worrying about his future.
The risk factors associated with MBC
include smoking, age, family history,
inherited genetic mutations, radiation
exposure, Ashkenazi Jewish descent,
alcohol use, obesity, estrogen treatment,
Klinefelter syndrome, liver disease,
testicular conditions; and certain
occupations such as working in hot
environments like a steel mill. Men
heavily exposed to gas fumes may be
at a higher risk, but further research is
needed to confirm this potential. Simply
having a risk factor does not imply you
are destined to acquire the disease. Be14

ing aware of the potential and reducing
risks when possible such as quitting
smoking, losing weight or reducing
alcohol consumption can help. Again
routine clinical exams by the PCP may
help discover MBC sooner.
The additional risk of being a male
with what is perceived to be a female
disease poses in many ways the largest
risk. Men, even once diagnosed, may not
seek psychological assistance to help
with the stress. In fact, many men initi-

ate behavioral changes to hide and limit
public knowledge of their disease. It is
in many ways perceived as an assault on
their masculinity. Men have to live with
a feminized disease, which post-surgery
may cause major changes to their body
image and sexuality. Additionally, men
may be given tamoxifen to block estrogen production and reduce the risk of
recurrence, which can cause the man
to suffer with the experience of erectile
dysfunction. 9 out of 10 men have cancer which is estrogen receptor positive.
In a study that looked at the lived experience of male breast cancer, it was also
found that men were not informed that
sexual dysfunction may occur. In comparison to the surplus of information
offered to women in a similar diagnostic setting, men were offered minimal
information or psychological support.
The men also felt they were concealed
by the health care staff from the women
in the clinic by asking them to wait in
Puget Sound Quarterly Vol. 37, No. 3

different areas of the clinic or asking
that they use alternative entry and
exit routes. The men felt any potential
benefit that might have been facilitated
from the social integration experience
in the clinic setting was denied them.
Despite the attempt by the health care
professionals to “protect” them, instead
they marginalized the men and helped
uphold the stigma attached to MBC.
John was nervous about his multidisciplinary visit with the team of doctors.
He and his wife spent many hours
reading information online and
found that experience to be both
helpful and harmful. One advantage John felt he received from his
research was he understood some
of the terms, which prior to his
diagnosis was a foreign language to
him. The harmful aspect was he was
scared to death and had no real idea
what to expect. Most of the online
information was related to women
with breast cancer. He was uncomfortable having a “female” disease and
worried that deep down that he was
somehow not enough of a man to
have “caught” such a thing. John had
refused to allow his wife to tell their
children or any other family members or friends. In his heart he felt
he needed the plan in place first. His
wife had suggested he go to a support
group, but again John felt he couldn’t
bear the public eye.
One size does not fit all when it
comes to treatment plans for cancer. Every woman’s treatment plan for breast
cancer is individualized to her specific
pathology taking into consideration to
some degree (if possible) her wishes,
age, breast size, co-morbidities, location
of tumor, and nodal status. Most MD’s
simply copy those standards when it
comes to men. However, because most
MBCs are found near the nipple, the surgical standard is a mastectomy and if he
had positive nodes it will be a modified
radical, which means a complete node
dissection will be done as well. It is rare
for a man to be offered a lumpectomy
usually because the location of most
male tumors is sub-areolar; and because
their breasts are small, the tumors tend
to be too far advanced by the time they
Continued on page 18

2015 PSONS Symposium & McCorkle Lectureship
SAVE THE DATES!
• The 37th Annual PSONS Oncology
Nursing Symposium will be held on
March 6 & 7, 2015 at Lynnwood Convention Center, Lynnwood, WA.
• Brochures with registration information will be posted online at www.
psons.org and mailed to membership
in mid-December.

Back By Popular Demand –
Poster Sessions!
• Again in 2015, we will accept
submissions for networking poster
sessions.
• Have you developed a patient
or staff education project, a quality improvement project, a nursing
research project or improved patient
care? Share your work by presenting a
poster at PSONS Symposium.
• Check the PSONS website and
newsletters in September for more
information.

Prostate Cancer
Continued from page 9

pacitating with regards to ambulatory
function. Support outside of the clinic
is essential for the patient. The costs
of treating prostate cancer are high.
The average cost of a 3 month dose of
luprolide can be $4000.00. The average
cost of Abiraterone (Zytiga) is $5000.00
to $6000.00 a month. The average cost
of Enzalutamdie (Xtandi) is $7000.00
to $8000.00 dollars a month. The out
of pocket expense for some patients,
especially medicare patients, which is

Real Men Eat Quinoa
Continued from page 11

about lifestyle with the men in a heath
care setting are vital to understanding
and influencing their behaviors. Our
role can be pivotal in influencing the
apathy toward health behavior change.
Men seem to need information about
why they could benefit from change,
need to discuss what change means
to them, and finally may benefit from
simple practical tips that they feel confident they can accomplish.

McCorkle Lectureship Nominations
Nominations are being accepted for
the 2015 PSONS McCorkle Lectureship Award.
• The lectureship was developed
in recognition of and gratitude to Dr.
Ruth McCorkle, who played a key role
in developing the Regional Oncology
Nurses and the advancement of the
Puget Sound Chapter.
• The award recipient presents the
McCorkle Lecture, a regular feature of
the annual symposium, on Saturday,
March 7, 2015.
• A $1,000.00 honorarium will be
awarded to the recipient.

Qualifications
The nominee must be:
•A member of the Puget Sound Chapter of the Oncology Nursing Society.
• A history of active involvement
as a registered nurse in the field of
oncology nursing, i.e. clinical practice,
advanced practice, administration,

education, or research.
Selection will be based on:
• Practice demonstrates ONS core
values (integrity, innovation, stewardship, advocacy, excellence and inclusiveness ).
• Effective communicator (examples
from the nomination submission could
include but are not limited to in-services, presentations, published articles
in newsletters, reports, journals, or
books).
• PSONS involvement (past or
present).
To nominate a colleague for the
McCorkle Lectureship, please submit via
e-mail to psonssymposium@gmail.com:
1) A letter of nomination
2) A copy of the nominee’s
curriculum vitae (CV) or resume
The deadline for submitting
McCorkle Lecture nominations is
October 3, 2014

the majority of the population we treat,
can have several thousand dollar copays.
Without pharmaceutical and foundation
assistance, many of our patients would
be unable to afford the cost of care.

cancer - Authors: Kantoff, Philip,Taplin, MaryEllen, Smith, Joseph. Last updated Jan 13, 2014.
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Community Partner: Movember

Men’s Health: Why is Movember Important?
• In 2014, more than 233,000 men will
be diagnosed with prostate cancer and
an estimated 29,500 men will die from
prostate cancer.
• A man is 35% more likely to be diagnosed with prostate cancer than a woman
is to be diagnosed with breast cancer.
• One new prostate cancer case occurs
every 2.2 minutes and a man dies from
prostate cancer every 17.5 minutes.
• Prostate cancer is the most frequently
diagnosed cancer in men after skin cancer.
• The incidence rates for prostate cancer
are significantly higher in African American men.
• Prostate cancer is the second-leading
cause of cancer death in men.
• 97% of prostate cancer cases occur in
men age 50 and older.
• If detected and treated early, prostate
cancer has a 97% success rate.
• 1 in 2 men will be diagnosed with cancer in their lifetime, 1 in 3 women will be.
• 1 in 6 men will be diagnosed with
prostate cancer in their lifetime.
• Testicular cancer is the most common
cancer in American males between the
ages of 15 and 34.
• 7,920 new cases of testicular cancer
are expected to be diagnosed in 2013.
• Because treatment is so successful, the
risk of dying from testicular cancer is
very low: about 1 in 5,000.
• 370 men will die from testicular cancer
in 2013.
• Men generally have lower levels of
awareness of mental illnesses than women.
• Over 6 million men (7% of the population) are diagnosed with depression each
year.
• One of the most common manifestations of mental illness is depression.

Overview

WHAT:The Movember Foundation is
the leading global organization committed to changing the face of men’s health.
We achieve this by challenging men
to grow moustaches during Movember
(The month formerly known as November) to spark conversation and raise
funds for prostate cancer, testicular cancer and mental health problems.
The Movember community has raised
over $550 million, presently funding
more than 832 year-round programs in
16

21 countries.This work is saving and
improving the lives of men affected by
prostate cancer, testicular cancer and
mental health issues.
HISTORY: Movember started in
Melbourne,Australia in 2003 with two
guys who wanted to bring back a past
fashion trend - the moustache.That year,
30 guys participated but no money was
raised. In 2004, amazed by the fun they
had and the conversations that were
sparked, four of the 30 original members

women register at Movember.com to
grow or support a Mo. Men start November 1 clean-shaven and grow their
moustache for 30 days, getting friends,
family and colleagues to donate to their
Mo-growing efforts.
Women are very important to the Movember campaign. Mo Sistas get involved
in the same way as Mo Bros, except they
don’t HAVE TO grow a Mo.They register
at Movember.com, start a team, recruit
the men in their lives to participate, donate, fundraise, and plan and participate
in events.
Mo Bros and Mo Sistas can celebrate
their journey at official end-of-Movember
Costume Gala Partés.
WHY:One of the biggest obstacles
men tackle in regards to general wellbeing, is a reluctance to discuss health
issues they face either with their partner,
family or doctor. Movember was born
from recognition that a fun and engaging
initiative could help encourage men to
become more actively involved in their
own health. Movember aims to increase
awareness and support for men’s health
by getting conversations started at a
grassroots level, educating men about
the health risks they face and raising vital
funds for support programs.

came together to make their Mo-growing
an annual, official charitable endeavor
by adding an important cause – prostate
cancer. That year, 450 participants raised
$43,000 for the Prostate Cancer Foundation of Australia.
Movember came to the US in 2007,
with 2,127 participants raising over
$740,000.
WHERE: Movember moustache
growth can be seen around the globe
each November in 21 countries across
five continents.To view the full list and
for live registration and fundraising
records visit Leaderboards at http://
us.movember.com/leaderboards/.
HOW:The growth of a moustache on
an otherwise bare lip sparks both public
and private discussion; Mo Bros effectively becoming walking, talking billboards
for men’s health for 30 days, raising funds
along the way.
Participation is really easy - men and

• Mo | Moustache
• Mo Bro | Men who grow a moustache
for Movember
• Mo Sista | Women who love the Mo
and actively support Movember and the
men in their life
• Mo Mentor | Men who have shown
long-term commitment to moustache style
and inspire others in the hairy challenge
• Gala Parté | Costumed extravaganzas
held around the country at the end of
November, to celebrate the outstanding
efforts of the Movember community. Mo
Bros dress to suit their Mo and Mo Sistas
dress to suit their Mo Bro.
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Definitions

References
Movember (2014). Facts & Statistics. Movember. Retrieved from http://us.movember.
com/media-room/mo-stats/.
Movember (2014). Movember 101. Movember. Retrieved from http://us.movember.
com/media-room/movember-101/

n

PSONS Member Profile
Tyler Moosman, RN, BSN
RN2, University of Washington
Jody Stroh, MBA

M

y initial introduction to Tyler
speaks volumes. First, we met
at the UWMC on 8SA, which
is the gorgeous new unit he works; this
shows me he works in a very desirable
facility. Second, we met on his day off
rather than during work. He did not
want to detract from his patient focus;
this concern informs me he is very
conscientious. Third, he was dressed
so smartly that his co-workers probably
feared he was interviewing for another
job, which highlights he values how he
comes across to others. Tyler’s professionalism and acumen belie his youth.
Immediately I realized Tyler was unique
and special, qualities that are not lost on
those who work with him.
Tyler grew up in Spokane, WA. Even
then, he was a focused student, graduating high school with a 4.0 GPA. With
smarts like that, you can imagine why
his parents tried to steer him towards
medicine. Agreeing that was a good
choice,Tyler enrolled at the UW setting
his sights on a pre-med track. Always
one to gather as much information as
possible,Tyler discovered during his
first year that most of the physicians
he worked with had to postpone or
abandon other interests to complete the
years of training required to become a
physician. He had an “ah ha” moment
and realized that nursing was a better
choice for himself. “It was a life-style
change” as Tyler refers to it, one that
allowed this Renaissance man to dive
into medicine and still keep up with all
his other life interests. So, in his second
year,Tyler changed to nursing and
crammed all his prerequisites into his
sophomore year. Youth is the perfect
time to try things out. As a result,Tyler
had the whim to go try life in Hawaii
without knowing a sole there…he
packed up and headed to the Islands.
While he was there,Tyler worked at the
Honolulu Palomino Restaurant and took

advantage of the weather, beaches, surfing, and hiking.
When Tyler came back to the states,
he enrolled into the nursing program at
Seattle University. The plan had been to
get a practicum in the ICU and then become a nurse anesthetist. Despite these
goals, the cardiac ICU offer in Spokane
wasn’t what Tyler wanted and he ended
up doing his practicum at the UWMC
on 7NE (which at the time was home to
patients diagnosed with leukemia, high
risk lymphomas, those in need of BMT.
Tyler calls it “serendipity,” because he
knew immediately that he had found his
love in oncology nursing. Tyler graduated nursing school in 2008 at the top of
his class, earning him the designation of
Magna Cum Laude, and went to straight
to the UWMC parlaying his practicum
into a career. He has the same enthusiasm today as I imagine he had the day
he started. The only difference is that
7NE is now dedicated to BMT patients
and the patients diagnosed with leukemia and high risk lymphoma have
relocated to the gorgeous new 8SA.
It is easy for Tyler to name his most
memorable mentor, Kristin Dawson, RN,
Assistant Nurse Manager, 7NE & 8SA.
“Kristin was my Preceptor for my Senior
Practicum, she trained me as a student
and she trained me as a new hire” says
Tyler. “She is the most approachable
person you could meet. I can ask her
about anything. She seems like more of
a peer. I can’t say enough about her.”
Kristin had this to say about Tyler,“Tyler joined our team as a senior nursing
student. I had the pleasure of working with him during that time and had
many conversations about his interests
in areas of practice. He decided to join
our oncology unit and hit the ground
running. I was lucky enough to be able
to precept him again during his orientation to our unit as a new grad. Tyler
has excellent critical thinking skills, and
is able to use those skills along with
an amazing presence with all of his

Tyler Moosman
patients to provide the highest quality
care possible. Tyler has also become a
charge nurse on our unit and constantly
receives praise for not only being able
to juggle a lot of hats but remain calm
and very positive and helpful to our
staff. When our nursing students have
the pleasure of working with Tyler and
then join our unit as new grads, they
always ask for him to precept. He is a
pleasure to work with every day and a
very valuable asset to our unit.”
I asked Tyler to address what was
unique about where he worked. Tyler
loves the fact that working here you get
to work with new protocols all the time
and it isn’t uncommon to be working
with drugs so new that they are not
even named yet. In addition, because
there are always new residents circulating through the training process, the
nursing staff members are incredibly
respected for their knowledge and opinions and they often assist the residents.
Another unique feature of working at
the UWMC is that patient stays can be
very long with some staying a month or
more. Because of this, nurses develop
a more intimate relationship with
patients. In support of this, nurses can
request to be a primary nurse with patients they have connected with, which
allows patients to benefit from the
continuity of care.
We also discussed challenges and
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Male Breast Cancer: Few Victims Mean Little Information is Available
Continued from page 14

are discovered.
John felt his meeting with the team
went well. At one point he noticed
he was able to disengage his mind and
simply talk about the recommendations
being offered as if they were talking
about someone else. It helped. During
one of the breaks between doctors, he
had a chance to glance in the bag he
had been given on arrival, which as far
as he could see had nothing in it that
wasn’t female related. He snapped back
into reality at that moment as was rather
offended by the “resources.” John felt
alienated by the attempt to provide for
him. He could not talk to his wife about
his feelings – he needed to protect her.
John was confused. He tried to block
out his thoughts. He was a man and he
felt he needed to be one. Underneath
the hard surface he was attempting to
portray, he was overwhelmed and unable to attach that feeling to himself. He
had never felt this way before and didn’t
recognize it.
The recommendations for men with
MBC follow the standards for women
simply because specific male driven
ones have never been created. The
small numbers of men with the disease
will likely keep the status quo as it is,
but while large research studies regarding MBC are unlikely, certain industry
changes are possible. The manner in
which men and the general public are
informed about MBC can be modified.
Currently information is generally not
available where men and the people
who love them would be able to see
it. Brochures or signs in places where
men would have access are crucial. This
could include their doctor’s offices, the
side of a bus or taxi, news channels, or
stores that cater to men. October as
Breast Cancer Awareness Month offers
enormous possibilities for exposure and
to heighten awareness.
John left the consult with a plan for
a mastectomy and sentinel node biopsy
(examining the first lymph node that
drains lymphatic fluid from the breast
and if this node is negative it is unlikely that the cancer has spread) to be
scheduled in the next two weeks. One
outcome of the meeting for John was a
18

sense of relief regarding the next steps.
Instead of surgery immediately after the
consult ( he had a bag packed at home
and hidden it in the back of the closet)
to remove the tumor as he’d initially
expected, he was assured that he had
time to sort out a plan and even to get
a second opinion.The need for radiation would be determined by the final
pathology as would the need for any
systemic treatment (drug therapy). The
medical oncologist told John and his
wife that she would recommend a medication known collectively as aromatase
inhibitors or endocrine therapy, which

higher than most breast cancer facilities.
Clearly, this is a rare disease. The few
studies I found all had issues with the
low numbers of participants, which is a
deterrent to any study and is not going
to change in the future. Resources for
men are not likely to become abundant
either. In the resource center where I
work, the shelves are well supplied with
breast cancer resources for women. I
had to ask if anything was available
for men and hidden in a drawer, two
were found. Will this change? Will the
information take up top shelf real estate
in any resource area or MD office? This
is also not likely as the small numbers of
men afflicted with MBC will not cause
any major changes. My main goal with
this article has been to raise awareness.
Yes, men can have breast cancer. Yes,
the most obvious way to find it is with a
clinical breast exam. Yes, providers need
to be cognizant of the potential for their
male patients as well as be sure to speak
with them about it. Simple steps such
as these may help identify MBC sooner
and lead to better outcomes for the men
affected by this disease.

References
is designed to block the production of
estrogen and would decrease his risk of
recurrence in the future.
John tried to tune out his wife as they
drove home to figure out how he felt
about his “breast” being removed. In
his entire life he had never referred to
this part of his body as such; yet here in
one day it had been discussed so many
times he would have lost count…if he
was actually counting. He felt numb and
wondered if he would ever feel normal
again. John was very much exactly like
the other men in the world with this
diagnosis. He would not seek psychological or emotional support. Sadly, it was
likely not offered to him either.
As a nurse working with breast cancer patients, I have had over the past
7 years had a total of 9 male patients
as compared to approximately 4032
women with the disease. I am employed
by a large cancer center with a great
number of referrals from smaller community clinics. As a result, I imagine
these numbers of men with MBC are
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Member Profile: Tyler Moosman
Continued from page 17

achievements. Tyler brought up a common theme,“things don’t always go
according to plan and that can be emotionally draining for an oncology nurse”.
“We need to take care of ourselves so
we can take care of our patients.” Tyler,
a lover of travel, says that can allow him
to step away and refresh in order to
come back to work fully charged. Tyler
is not short on achievements, especially
considering he is only five years into
his career. To date, he has served on
the Union Practice Council, worked
on projects to better the unit, certified
in telemetry and conscious sedation,
trained new nurses and served as charge
nurse. What’s next for this new nurse?
Tyler is registered for the Fall OCN
review course and looks forward to
passing and adding that credential to his
name. He is also a member of PSONS so
I suggested he might want to consider a
role down the road… (wink, wink).
Tyler might be young but he has some
good advice to nurses,“There are so
many different facets to nursing, find
your passion, get experience and devote
yourself to it. Spend time to find out
what you love.” And this coming from
the traveler,“Travel, enjoy yourself, have
fun and make sure you get back to what
you sacrificed.” Travel isn’t the only
thing Tyler loves to do. His hobby list
includes: skiing, wake boarding, playing
guitar, rock climbing, painting, and Stella
– he and his wife’s Nova Scotia DuckTolling Retriever. I think something
most people don’t know about Tyler is
that he is an accomplished painter in
acrylics. In fact, he has a beautiful portrait he painted of his wife and himself.
If you ask, I’m sure he will show it to
you too!

Earlier, I referred to Tyler as a Renaissance man. If it isn’t clear already as to
why, I will leave you with this charming
story. During the interview, which was
primarily focused on nursing, I learned
that Tyler was a newlywed (September
2013). When he mentioned it in passing he said we would get to it later. At
the end of the interview I remembered
to ask him about the wedding and he
totally lit up. He is expressive anyway,
but clearly this was more than that.
Tyler told me that he was Kasey’s high
school crush. She had been a freshman
when he was a senior and their paths
had crossed during track together. Flash
forward to a few years later when Kasey
starts her freshman year of college at
the UW to pursue a degree in speech
therapy and Tyler is beginning his first
year of nursing school. School was a
busy time for both and they possibly
might not have reconnected if not for
Tyler’s brother who fatefully crossed
paths with Kasey and credits himself
with reconnecting the two.
The wedding took place on Loon
Lake (where they got engaged). It was
a picturesque ceremony on the dock
with guests looking on from the beach.
There was a Mexican Fiesta complete
with paper flowers, a taco truck, and a
mariachi band (all of which I’m guessing Tyler had a large role in planning).
After the sentimental wedding ceremony,Tyler and Kasey flew to Bora Bora
for their honeymoon, calling a stilted
bungalow over the ocean home for a
week!
No doubt we have not seen the best
of this oncology nurse yet. It will be a
treat to watch his career unfold.
n
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Treasurer’s Report
2013 budget, proposed 2014 budget and actuals through August 4, 2014

Income

Service Project
Advertising
Fundamentals
Membership
Monthly Educational Programs
OCN Review
Symposium

Total Income

2013

2014 Budget

April 15, 2014

August 4, 2014

$235
$400
$30,332
$4,858
$6,991
$1,954
$58,514

$250
$400
$38,000
$6,600
$7,000
$2,500
$60,000

$120
$250
$29,808
$1,480
$3,018
$500
$69,586

$170
$500
$35,544
$5,550
$6,547
$500
$71,836

$103,284

$114,750

$104,762

$120,647

Expenses		

Board Meetings
$1,590
$1,590
$188
$1,094
Chapter Fees
$558
$558
Donation ONS Foundation
$1,000
$1,000		
$1,000
Fundamentals
$33,826
$38,000
$14,769
$15,364
Scholarships
$3,886
$7,800
$525
$4,125
Monthly Educational Programs
$12,747
$13,000
$1,398
$3,110
OCN Review
$1,078
$1,500
Newsletter
$10,068
$10,000
$3,569
$6,931
Office Supplies
$252
$250		
$49
Postage & Mailing
$255
$250		
$154
Symposium
$46,141
$46,000
$34,073
$40,860
Vendor Relations Mailing		
$110
Service Project
$1,568
$1,000
$60
$60
Nominating Committee Mailing
$14
$14
$20
$20
Travel to Leadership Weekend
$790
$800		
$1,442
Operations - Other
$507		
$1,312
$2,080
Bank Fees
$12
Website
$383
$1,500
$1,079
$1,079
President Travel to ONS		
$2,200		
$2,200
Membership				$295

Total Expenses

$114,675

$125,572

$57.553

$80,363

Total in Edward Jones				
$110.514
Total in Ameriprise				
$62,277
Checking				$26,299
Savings				$52,584
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Scholarship Recipients Recap ONS Congress Presentations
Recap by Mesha Park
Hematology Oncology, BMT University of
Washington - First time attendee

Empowering Oncology
Nurses to Integrate
Palliative Care Through
the Continuum
Presentation by Betty Ferrell, RN,
PhD, MA, FAAN
This presentation discussed the
increasing need for palliative care
integra¬tion, the eight domains of quality palliative care and application of
principles of palliative care to patients
with can¬cer. In this review a key point
was that palliative care isn’t limited to
the final stages of a cancer diagnosis.
You can apply its principles across all
settings of care and throughout the entire cancer trajectory, from diagnosis to
survivorship. Learn what this means for
your practice; especially as the population of patients with cancer continues
to age. The eight domains of palliative
care, including the physical, social, ethical, legal, and cultural aspects of care
include the following:
1. Structure and Processes of Care
2. Physical Aspects of Care
3. Psychological and Psychiatric
		 Aspects of Care
4. Social Aspects of Care
5. Spiritual, Religious and Existential
		Aspects
6. Cultural Aspects of Care
7. Care of the Imminently Dying Patient
8. Ethical and Legal Aspects of Care
These 8 domains of palliative care are
incorporated into the Palliative Care
Clinical Practice Guidelines, which
serves as a manual or blueprint to create
new and guide developing programs
that can achieve important health system objectives and meet standards.
Recap by Kathy Millson
Lung Cancer Nurse Navigator, Peacehealth
St. Joseph Cancer Center in Bellingham, WA.

Oncology Nurse
Navigator Role
I started my new lung cancer nurse nav-

Pictured left to right: Mesha Park, Kathy Millson and Laurel Bettridge.
igator role in August of 2012 being hired
to develop this position and shorten the
length of time of lung cancer patients
from diagnosis to treatment. My main
interest in Congress this year was to
learn more about developing this nurse
navigation role as ONS just published
nurse navigator role competencies.
ONS has identified and published
competencies in four categories for the
oncology nurse navigator role.The categories include: professionalism, patient
education, communication and coordination of care.
I choose to focus on one competency
in professionalism: ability to develop
collaborative relationships both within
my institution as well as externally.The
method I have used is educating staff
members who are involved in all aspects of lung cancer care and establish a
regular presence in their offices so that I
am available for questions and referrals.
I learned about incorporating two
new factors into my navigation assessment:
• Tailoring the questions consider		 ing the geriatric assessment guide		 lines used by the Cancer and Aging
		Research Group.
• Utilizing ideas from Jennifer Loun-

		
		
		
		

sbury research on assessing dyspnea
as well as incorporating patient
education materials on non-pharmaceutical management of dyspnea.

I learned so much from Congress this
year that will definitely help me further
develop and improve lung cancer care
in Whatcom County.Thank you PSONS
for your support and the scholarship.
Recap by Laurel Bettridge
Oncology Nurse, Highline Cancer Center First time attendee

Oncolytic Immunotherapy:
Using Viruses in the War
Against Cancer
Of the many oncology approaches
currently in clinical trial, one of the
most interesting may be the use of
viruses to target and lyse cancer cells.
This approach was highlighted at the
most recent ONS Congress in Anaheim,
California in April, 2014.
Viruses have a unique ability to hijack
a cell’s DNA, causing the cell to become
a virus-making factory. When the abundance of new viruses reaches the cell’s
limitations, the cell lyses and dies while
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Certification Scholarship Award Recipient

Karen Anderson,
Transition Nursing Supervisor,
Seattle Cancer Care Alliance
Karen Anderson

A

s a transplant RN at the SCCA, I
work with nurses who pioneered transplant nursing and
have contributed to the fundamental
knowledge base of BMT nursing. I
have great respect for their tireless
work and have benefited immensely
from their personal mentorship and
contributions to the profession. I
proudly call myself a transplant nurse.
I believe certification as a BMTCN will
speak to the additional education and
experience that I have obtained in
my 10 years working with transplant
patients, as well as honor the legacy of
those who have worked hard to have
BMT recognized as oncology nursing
subspecialty. Professionally, I have
made obtaining my BMTCN a goal for
the year, and obtaining a PSONS schol-

As a frequent speaker on the subject
of transplant at PSONS’ Fundamentals
of Oncology course, I also believe that
certification as a BMTCN offers me
additional recognition as a content
expert in transplant nursing.
I have always been a believer in
setting goals. As a kid, my goals were
to become a scientist, nurse, bullrider, and singer simultaneously. I had
very eclectic interests. And while I
still have some big goals, bull-riding
has fallen off the list and has been
replaced by others. Many of my goals
now involve professional development,
and setting these goals is something
that excites and motivates me. For
example, I had dreamed for years of
attending the BMT Tandem conference, and I was able to attend this year
because of an award nomination by a
co-worker. It was a truly inspiring conference, as it exposed me to transplant
on a national and even international
scale. The achievement of that goal
has paved the way for me to look at
other ways I can continue to grow and
“dream” as an oncology and transplant
nurse. Certification as a BMTCN has
become a goal since the recent introduction of this certification.

arship to apply toward certification
will make this more quickly possible.

n

Scholarship Recipients: Recaps From ONS Congress
Continued from page 21

the newly released viruses circulate and
infect nearby cells, starting the process
over. This mechanism has attracted the
attention of researchers world wide.
In fact, viral therapy to treat cancer has
already gained approval in China (ONS,
2014).
There are three main ways viruses
could be used in fighting cancer. First,
viruses can be altered so they only infect cancer cells. This is done by deleting genes from viral DNA that code for
thymidine kinase; a substance needed
in order for the virus to replicate. Thymidine kinase is not present in normal
cells, but is present in abundance in
cancer cells. The engineered viruses
infect all cells, but only replicate in
22

cancer cells.
Viruses can also be used as vectors,
delivering substances into cancer cells.
Radio iodine-tagged viruses injected
directly into the tumor allow the substance to accumulate in the cell until
it dies. Last, the immune system can
be sensitized to the byproducts of cell
lysis, resulting in an immune attack on
remaining cancer cells. This can result
in long-term surveillance, as the immune system develops memory to the
cancer proteins.
Altered Herpes Simplex viruses are
in phase II clinical trial, where the viruses are injected directly into melanoma tumors. The overall response rate
for melanoma is approximately 26%.
Durable responses range from seven to

Puget Sound Quarterly Vol. 37, No. 3

31 months and both injected tumors
and distant visceral tumors regressed
(Senzer, 2009).
Research continues in this exciting
field and although viral therapy is only
available in clinical trials, nevertheless
these approaches may offer hope to
our cancer patients in the near future.

References
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ONS Foundation
ONS Foundation Dedicated to Oncology Nursing
Did you know the ONS Foundation
is the only foundation in the United
States solely dedicated to the oncology
nursing specialty? For more than 25
years, the ONS Foundation has provided unwavering support to those who
skillfully and compassionately deliver
cancer care—oncology nurses.
Since its inception in 1982, the ONS
Foundation has awarded more than
$23 million in research grants, research
fellowships, academic scholarships,
lectures, public education projects, career development awards, and congress
scholarships.
The ONS Foundation advances oncol-

About the ONS Foundation
ogy nursing science, providing research
grants and career development awards.
The ONS Foundation provides educational opportunities for oncology
nurses including academic scholarships, conference scholarships, career
development and education awards.
Serving as a resource to oncology
nurses to development leadership skills
that benefit their patients and others.
Please view their web page at www.
onsfoundation.org.

The ONS Foundation is a national
public, non-profit, tax-exempt,
charitable organization headquartered in Pittsburgh, PA and
dedicated solely to oncology
nurses from around the world.
ONS Foundation
125 Enterprise Drive
Pittsburgh, PA15275-1214
1-866-257-4667 (option 4)
www.onsfoundation.org

ONS: Edge Nursing Resources
ONS: Edge offers oncology nurses
and other healthcare professionals a selection of free resources for use in daily
practice covering topics ranging from
patient counseling to cancer-related
spinal fractures.

Managing ChemotherapyInduced Nausea and Vomiting
A recent ONS: Edge survey explored what oncology nurses do for
their patients to manage chemotherapy-induced nausea and vomiting (CINV). To help oncology
nurses learn about one treatment option, SANCUSO®
(Granisetron Transdermal
System), ONS:Edge and ProStrakan developed a white paper that reports on
the survey results, the use of Sancuso,
clinical practice guidelines, instructions
on how to use the patch, and patientsupport programs.

New ONS: Edge Knowledge
Report: Healthcare Acquired
Infections in Cancer Patients
Healthcare acquired infections
(HAIs) are the most common complication of hospital care. A recent survey
funded by CareFusion and conducted
by ONS: Edge aimed at evaluating infec-

tion prevention knowledge and practices among oncology nurses. Download
a free copy of the knowledge report
which offers a summary of the survey
results, along with additional information and resources about infection
prevention for oncology nurses.

Managing Skin Toxicities
from Chemotherapy
A New ONS: Edge White Paper:
Managing Skin Toxicities from Chemotherapy, Targeted Therapy &
Radiation. At the 2014 ONS
Annual Congress, Lindi Skin,
in partnership with ONS:
Edge, Inc., distributed a new
White Paper “Managing Skin Toxicities
with Lindi Skin Products”, along with
samples of their products. The White
Paper briefly summarizes the types of
skin effects that oncology nurses are
likely to see in their patients, such as
radiation dermatitis, the impacts of traditional chemotherapy, and the rashes
and hand foot syndrome caused by
some targeted anti-cancer agents.

Nurse Tools for Assessing
Mucositis
Help your patients minimize the
effects of mucositis by evaluating risk,

providing management suggestions,
and assessing symptoms.

Improving Outcomes with
Nutrition in Patients with Cancer
Healthcare professionals who care
for patients with cancer need to recognize the signs of malnutrition and be
equipped to provide early and effective nutrition intervention to improve
outcomes.

Treatment-Induced Nerve Side
Effects – Neuropathy Tearsheets
Help your patients cope with the effects of Neuropathy.

New Program Reviews Ports as
I.V. Chemo Delivery Option
The VEINS FOR LIFE* awareness
program was created to educate healthcare providers and patients on the
option of ports for I.V. chemotherapy
delivery. The program debates the
advantages and disadvantages of using
ports, and features patients who share
their experiences on how an implanted
port has helped them in their treatment and positively impacted their
lifestyle and comfort.
Please visit http://www.onsedge.
com/nursing/ to learn more
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Prostate Cancer:

A Changing Landscape
Jim Dreschler, PA-C

Introduction

A

PSONS Quarterly Newsletter Receives ONS Award
The Oncology Nursing Society
Awards Advisory Panel announced
The Puget Sound Oncology Nursing
Society has been selected as the recipient of this year’s Chapter Newsletter
Award (Mega Chapter Category, 500 or
more members).
The purpose of the award is to
recognize and reward chapters for
excellence in chapter communications
using a print/published product.
Samples for award consideration
demonstrated quality, creativity, and
outstanding editorial content that
promoted ONS to members at the local level.
Award recognition includes: a
check for $300.00 representing the
cash prize for the award; a chapter
certificate noting the prestigious
accomplishment. Additionally, the
PSONS chapter was acknowledged
at the Chapter Leadership Workshop,
held July 25 through July 27, 2014 in
Pittsburgh, PA.

Bob Chapman, PSONS Quarterly
Editor, would like to acknowledge all
of the authors, PSONS board members,

David Kelliher of Creative Solutions,
and the general membership for making this honor possible.

ccording to the CDC, prostate
cancer is the most
common diagnosed
cancer, and is the second leading cause of cancer-related
death in men. In the majority of cases, prostate cancer
initially is dependent upon
androgen (testosterone) and
the foundation of all prostate
cancer treatment is through
hormonal manipulation.
Unfortunately, not all prostate
cancers are the same, which
makes the decision to treat
somewhat difficult at times.
Prostate cancer can be slow
growing, moderately growing,
or fast growing. The treatment
of prostate cancer has been
gaining more press in the last
couple years with growing
concerns that prostate cancer
is being over diagnosed and
over treated. While this may
be somewhat true, it is often
difficult to discern how any
one particular prostate cancer
will behave. For some men
diagnosed with prostate cancer, they will have very slowly
to slow growing disease and
require little to no treatment
and most likely will die from

other something other than prostate
cancer. For other men, they will have
moderate to fast moving disease and
will most certainly benefit from early diagnosis and treatment. Moderate to fast

Fall 2014

moving prostate cancer, once metastatic,
is lethal. The exciting news is the landscape of prostate cancer has changed
immensely in the last decade, and with
several new drugs FDA approved in the
last 5 years.

Primary Factors Affecting
Treatment Options
Treatment options for Prostate Cancer
depend largely on extent of disease
(stage), histology (Gleason Score),
serum PSA level, and risk stratification.
Other considerations in the treatment
of prostate cancer include
life expectancy, outcomes of
various treatment options,
complications of the different
treatments, and patient wishes
for quality of life.
Stage of disease will dictate
whether or not definitive local
therapy will be possible. Definitive local therapy includes
surgery or radiotherapy. Stage
of disease is determined using
the TNM anatomic staging.
Histology, or Gleason score,
indicates the appearance of
prostate tissue when visualized under the microscope and
generally portends the behavior (aggressiveness) of the
prostate cancer. The Gleason
score is the summation of the
most prevalent and second
most prevalent grades (grouping) of cells. Gleason grade is
obtained from visualizing the
prostate cancer cells under
the microscope and assigning a number based upon 5
patterns; 1-5. Gleason grade 1
considered “well differentiated”
and most closely resembles
Continued on page 3

