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Once again time has gotten away on us as we put together the final newsletter for 2009.    
 
Our thanks go to our team of co-facilitators who have rallied to make our meetings flow smoothly.  We are humbled by 
their enthusiasm and willingness to assist the continuing number of men and their wives/partners who receive a diag-
nosis of prostate cancer.  
 
To our “band of merry-men” who pack up our meeting room after the presentations … thank you!  We acknowledge the 
input of our men who assist with the telephone counseling and helping others in their prostate cancer journey.      
 
Another very big thank you to our ward visitors who introduce themselves to men and their families at a critical time.  
We are very grateful to our very busy medical professionals who have been prepared to give of their time to educate 
and entertain us all during the last ten months.  Thank you too to Kathryn Manning, Urology Case Manager.  With time 
at a premium to attend our meetings we sure enjoy having Kathryn along to answer the occasional curly question! 
 
We pay tribute to a number of good men this year who lost the battle with prostate cancer - not only from within our 
group but across the country.  
 
The SAH PCSG has been proudly affiliated, since its inception, with the PCFA .  We delight in knowing of the courage, 
preparedness and hard work in those collaborative years which has enabled us all to work to establish such effective 
support groups and networks across the country.  Next year we  will celebrate 10 years since the inaugural national 
support group conference. 
 
Finally, we take this opportunity to farewell Nerolie Gate.  Nerolie has been part of the Cancer Support Centre for 15 
years and will be taking long service leave in the next couple of weeks.  (If only we could package the knowledge and 
hand it to the next person, we’d be doing well!) 
 
So, thanks to all involved for your support over the last twelve months.   We wish you all  …….. 

 
A Very Merry Christmas and a Happy, Healthy and Safe 20 10. 

 
            Pam & David Sandoe  
 
�
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Any man who is diagnosed with lo-
calized prostate cancer will find the 
decision-making an enormous task.   
There is a need to individualise 
each patient’s diagnosis by the 
medical professional. 
 
Introduction:  
There are issues to consider during 
the decision making process. These 
issues include the use of nomo-
grams and risk stratification and 
whether there is a multidisciplinary 
team who will discuss the treatment 
options.  
 
The first question to ask is : 
To Treat or not to treat?    
Is the prostate cancer life threaten-
ing?   
· What is the PSA level 
· Gleason score? 
· Stage of spread? 
 
How old is the individual and do 
they have other illnesses which may 
shorten their lives or make treat-
ment itself too risky?  The European 
Randomised Study of Screening for 
Prostate Cancer (ERSPC) NEJM 
2009 suggests that men with a life 
expectancy of less than 7 years 
may not benefit from early detection 
and treatment of their cancers.   
 
What treatments are available and 
what are the benefits versus risks of 
each? 
 
What is the individual patient’s val-
ues and experience of cancer?  Is it 
better to do ‘watchful waiting’ with 
the patient choosing to observe their 
disease AND intervene with hor-
mone treatment if and when they 
develop symptoms such as urinary 
obstruction or pain? 
 
Factors to consider when deciding 
between definitive treatments in-
clude: 
��� Tumour factors�

��� Prostate factors�

��� Patient factors�

4. Institutional factors offer a range 
of treatments, ie EBRT 
(External Beam Radiotherapy), 
Brachytherapy, Surgery, HIFU -
(High Intensity Focussed Ultra-
Sound). 

Tumour Factors: 
· Stage – clinical, investigations�

· Gleason Score – pattern meas-
ured out of 10 – 6 less aggres-
sive; 7 moderately aggressive; 
8/9/10 more aggressive�

· PSA less than 10 opens patients 
up to a whole range of treatments�

· Staging from a digital rectal ex-
amination which discloses rough-
ness at the edges of the prostate 
may suggest to the urologist that 
the patient requires Magnetic 
Resonance Imaging (MRI)�

�
Prostate Factors: 
· Size – if Brachytherapy used on a 

big prostate it may cause obstruc-
tion issues after treatment�

· Symptoms – obstruction.  EBRT 
may aggravate a situation of uri-
nary urgency which was occurring 
prior to treatment�

�
Patient Factors: 
· Health and other illnesses, eg 

heart disease and obesity�
· Sexual function/priority�

· Continence and its early return as 
a priority�

· Personal/cultural/family experi-
ence of cancer and treatment�

· Personality (eg technophile, ability 
to tolerate drawn out treatment 
such as EBRT)�

· Treatment costs�

· Geography (easy access to 
choices of brachytherapy vs 
EBRT)�

�
Institution Factors: 
· Local equipment and expertise – 

techniques such as laparoscopic 
radical prostatectomy or the avail-
ability of brachytherapy which is 
now available at SAH, the Mater 
and RNS�

· Local experience with these tech-
niques�

· �nstitutional or surgeon outcomes�
�
Decision making aids: 
Risk stratification tools eg Damico 
system 
· Low risk – 
 - PSA <10ng/ml and  
 - Gleason <6 and 

 - The percentage of involved  
 cores is <50% or  
 - Intermediate risk with only 1 posi-

tive core 
· Intermediate risk – 
 - Gleason score of 7 or  
 - PSA of 10 – 20 
 - Low risk >50% of positive cores 

 or  
 - High risk and only 1 positive core 
· High risk – 
 - Gleason >8 or  
 - PSA >20 and 
 - More than 1 positive core OR 
 - Intermediate risk and more than  
 50% positive cores 
 
Nomograms are used by the urologist 
to predict a patient’s probability of sur-
vival prior to a primary treatment.  It 
should not be used to directly compare 
treatment options.  The results of the 
various initial tests such as PSA, Glea-
son and Staging are used with the no-
mogram and tables to assess the risks.   
Another decision-making aid is the Al-
bertsen tables which now show 20-year 
outcomes following conservative man-
agement of clinically localized prostate 
cancer. (Jama, 293: 2095,2005) 
 
Multidisciplinary teams 
· Team approach  involving urolo-

gist, radiotherapist, oncologists, 
pathologists, nurses and social 
workers�

· Communication among team 
members regarding treatment plan-
ning (regular case conferencing at 
MDT meetings)�

· Access  to the full range of treat-
ments (and clinical trials) for all 
patients, regardless of geographi-
cal remoteness or size of institution�

· Provision of care in accordance 
with nationally agreed standards, ie 
SAH & RNS�

· Cancer care coordinator  nurse 
feeds back/coordinates the path 
between the various team mem-
bers�

�
What is active surveillance? 
May be more suitable for patients with: 
 - Low grade low stage cancer 
 - Low PSA which can be easily 

monitored 
 - Sexual function or continence are 
 major priorities 

UNDERSTANDING TREATMENT OPTIONS FOR MENWITH PROSTAT E CANCER ����

Dr Kris Rasiah, Urologist    -     26 October, 2009  

           Report by Pam Sandoe 



 

 

 - Motivated patients able to com-
ply with close PSA follow up and 
repeat prostate biopsies 

 - Older age 
 
The Treatment Options: 
��� Active surveillance / watchful wait-

ing�
��� Radical prostatectomy (Open RP; 

Laparascopic RP; Robot assisted 
laparoscopic RP)�

��� Radiotherapy (LDR; HDR; EBRT; 
Cyberknife and proton beam RT).�

��� HIFU�
�
Radical Prostatectomy: 
· Surgical removal of the prostate – 

open radical prostatectomy; 
laparoscopic or robot assisted 
laparoscopic�

· Most common curative therapy�

· For clinically localized and 
>10year life expectancy�

· Long-term cure 80%�

· Potential complications: inconti-
nence, impotence�

�
Points to be aware of with laparo-
scopic radical prostatectomy: 
 
Advantages:  
· Decreased blood loss & risk of 

transfusion   �
· Less postoperative pain medica-

tion requirement�
· Decreased wound complications�

· Better cosmesis (preservation or 
restoration cosmetically)�

�
Disadvantages 
· Very steep learning curve of sur-

geon�
�
The results of positive margins (T2) 
are roughly equal with regard to the 
surgeons who undertake the various 
procedures, ie. 
Guillonneau,  (Laparoscopic) 
Scardino and Walsh (Open RP) 
and Tewari, Lee, Locke, Menon, 
Ahlering and Patel (Robotic) … a 
mere 2.1% separates the % of posi-
tive margins of highest (top of list) to 
lowest (bottom of list). 
 
There is a little more difference be-

tween urinary continence outcomes and 
sexual potency. 
 
These figures are based on submitted or 
published clinical data. 
 
The key to choosing is more about the 
training and experience of the treating 
team than the individual technology or 
technique used. 
 
Robotic Assisted Radical Prostatec-
tomy: 
Advantages  
· Shorter hospital stay �

· Less blood loss�

· Less pain medications required in 
some studies 

�
Disadvantages 
· No difference in outcomes of conti-

nence, cancer control, erectile func-
tion�

· JAMA paper suggesting slightly less 
favourable outcomes�

· Learning curve�

· Cost to patient, maintenance and 
disposables�

�
Low Dose Rate (Seed) Brachytherapy 
(LDR): 
· Given from within the prostate�

· Equivalent survival outcomes to RP 
short term�

· Convenient for patients�

· High potency rate (~50 – 75%)�

· Incontinence & rectal side effects are 
rare�

· Not for all patients (tumour & pros-
tate factors)�

· Potential complications – seed mi-
gration, urethritis, retention�

�
High Dose Rate (Rods) Brachytherapy 
(HDR): 
· Placement of needles into prostate 

through which highly radioactive rods 
are passed for very short periods into 
the prostate by an automated system�

· May be  given in combination with 
external beam radiotherapy (EBRT)�

· Delivers higher doses in excess of 
external beam alone�

· Allows safer dose escalation with 
little or no rectal toxicity�

· Reduces time for external radia-
tion treatment�

�
External Beam Radiation Therapy 
(EBRT): 
· Not invasive�

· 7 – 8 weeks of daily treatment 
using multiple beams of radia-
tion�

· Risks of late bladder and bowel 
toxicity�

· Technological improvement is 
allowing better targeting of pros-
tate with reductions in toxicity 
(IMRT)�

· Of particular utility when high 
likelihood of spread locally out-
side the prostate.�

�
High Intensity Focused Ultra-
sound (HIFU): 
· The use of heat energy gener-

ated by ultrasound waves emit-
ted by a rectal probe to destroy 
prostate tissue�

· Used in patients with localized 
prostate cancer and in patients 
with recurrence after radiother-
apy�

· Currently evidence consists of a 
limited number of case series 
where patients were found to 
have negative biopsy rates of 
56-80% at relatively short follow 
up (up to 3 years)�

�
Risks: 
 - Often requires TURP before 

IFU to reduce the volume of 
prostate tissue which must be 
targeted 

 - Stress urinary incontinence (up 
to 8%) 

 - Strictures (up to 8%)- 
 - Recto-urethral fistula rate up to 

3% with some types of ma-
chine 

 - Urinary retention 
 - Irritative urinary symptoms 
 - Perineal pain 
  -Impotence rates 25- 100% 
 
Summary: 
· Not yet mainstream therapy as 

follow up too short 
· Maybe considered by patients 

with localized disease if they are 
unfit for conventional therapies 

Understanding Treatment Options (continued) 



 

 

Potential side effects of treatments include 
radiation damage, urinary incontinence 
and erectile dysfunction or impotence. 
 
Some people suffer with information over-
load during these early discussions so 
follow-up with your specialist is necessary.  
Others handle the education process well 
however, all need to know that when the 
patient is well and life begins to return to 
‘normal’ the couple should be looking at 
the potential for erectile dysfunction and 
be reassured that sexual rehabilitation will 
be offered at the appropriate time. 
 
Key points include: 

· Sexual rehabilitation is critical for 
the man who has been diagnosed 
with prostate cancer, as well as the 
partner 

· Counseling should be instituted 
prior to treatment, and should be 
recommenced soon after recovery 
from treatment 

· After successful nerve-sparing sur-
gery, spontaneous erections may 
start to occur from six months post-
operatively, though they may take 
up to three years to return 

 
A successful erection does not necessarily 
mean a useable erection on a day-to-day 
basis.  A significant number of men will 
have noticed declining erectile function 
prior to treatment.  However, sexual reha-
bilitation needs to be commenced as early 
as possible after radical prostatectomy.  
The ideal time is four to six weeks post-
operatively.  The early administration of 
intrapenile injection therapy hastens the 
return of spontaneous erections in men 
whose nerves have been successfully 
spared.  
 
This requires careful and thorough coun-
seling in the correct use of penile injection 
therapy and encouraged to commence its 
administration.  This enables a couple to 
maintain their sexual relationship and per-
sonal intimacy.  Early physical intimacy 
after treatment prevents turning off and 
turning away from each other within the  
relationship. 
 
Three oral agents are also available –  
Viagra™, Levitra™ and Cialis.  ™ 
 
These PDE5 inhibitors work only in the 
presence of intact cavernosal nerves.  
Your medical professional should explain 
the treatment alternatives in a frank and 
understandable manner and when and 
how the medication should be taken.  

Dr Katelaris presented to our group at which 
time a DVD was produced.  We highly recom-
mend that you, as an individual or couple and/
or as a support group, view this DVD as it will 
encourage you to speak to your medical pro-
fessional at the earliest possible time after 
undergoing a radical prostatectomy to regain 
the intimacy and romance in your lives.  You 
will also be encouraged to learn more about 
yourself and to enjoy a laugh!   
 
The evening ended with an interaction of 
questions and answers on the more serious 
aspects of a prostate cancer diagnosis, treat-
ment and side effects which was a very valu-
able part of the evening. 
 
Some information you may find of value fol-
lows and was taken from the website of Dr 
Katelaris: www.prostatecancer.com.au under 
Journal Articles.   
 
Sexual rehabilitation after prostate cancer 
treatments: 
 
Erectile dysfunction (ED) is very common in 
the community.  It frequently occurs in men 
aged in their mid-forties onwards.  It is not 
often spoken about so when a diagnosis of 
prostate cancer occurs then it becomes an 
important issue as a result.  ED is a problem 
that needs to be discussed frankly with a man 
and his partner.  It should be viewed as any 
other medical complaint with advice sought 
and appropriate treatment options explained.   
Softening erections, in the general population, 
are a significant predictor of an adverse car-
diovascular event within a five-year period, as 
per the Massachusetts Male Aging Study in 
the US.  This study showed that rates of heart 
attack and stroke were increased for such men 
if critical lifestyle issues were not addressed.  
These lifestyle factors included smoking, obe-
sity, diet, cholesterol, blood sugar control and 
blood pressure.  Regular exercise was also 
found to be very important.  Lifestyle modifica-
tions are as important to men treated for pros-
tate cancer as they are for men in the popula-
tion at large. 
 
Pre-treatment discussion should cover man-
agement options.  Issues relating to the Glea-
son Grade and clinical stage of the prostate 
cancer need also to be explained.  A realistic 
assessment of life expectancy, factoring in the 
patient’s age and any co-existing medical dis-
ease, needs to be taken into account when 
considering the best management option for 
an individual.  The chance of long-term cure 
should be discussed with patients in detail and 
concepts such as margin positivity after sur-
gery and rising prostate specific antigen (PSA) 
after radiotherapy or brachytherapy explained 
frankly.    

SEXUAL REHABILITATION AFTER PROSTATE CANCER TREATMENTSDr 
Phillip Katelaris, Urologist — 23 November, 2009 

        Report by Pam Sandoe  

     major priorities 
· Option in patients requiring sal-

vage therapy 
 
Future directions in improving deci-
sion making 
· Improved molecular markers 
 
Summary: 
· Individualised treatment is vital as 

one size does not fit all�
· Multidisciplinary care�

· Patient centered approach�

· Patient empowered with informa-
tion and time to make informed 
choices�

 
 
Our sincere thanks go to Dr Rasiah for his 
excellent presentation. 
 
The DVD will be available through the  
library at Jacaranda Lodge (phone 02 9487 
9061) and the offices of PCFA.  (Please 
contact Paul Redman in Sydney for avail-
ability.) 
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   Dr Kris Rasiah 



 

 

PDE5 inhibitors are safe compounds  
providing they are not taken with nitrate  
medications commonly used for the 
management of heart disease. 
 
The Penile Prosthesis  
The penile prosthesis has been around 
for the past 30 years.  The best pros-
thesis consists of a three-part inflatable 
model that comprises a reservoir of 
normal saline that is placed retro-
pubically, inflatable cylinders within the 
erectile bodies and an inflate-deflate 
mechanism within the scrotal pouch.   
The patient is operated on under either 
a general or a spinal anaesthetic and 
discharged (generally) within 24 hours 
of surgery.  A settling-in period of four 
to six weeks is necessary and thereaf-
ter the device is ready to use.  When a 
man wants to make love he feels for 
the inflate mechanism within the scro-
tum and a well-maintained rigid erec-
tion will be produced within 20 seconds.   
After love-making the deflate mecha-
nism is pressed and the penis becomes 
flaccid as the fluid transfers from the 
penis to the retropubic reservoir. 
 
A man should be considered for penile 
prosthetic implantation if he was impo-
tent pre-operatively or if he has under-
gone a nerve-sparing radical prostatec-
tomy that has not been successful.  It is 
important that couples are counseled 
about penile prosthetics and not left 
untreated should they not respond to 
penile injectable or oral medications. 
 
Our thanks to Dr Katelaris for a lively and 
entertaining presentation. 
 
The DVD is available from the Cancer Sup-
port Centre or through PCFA. 
 
 

Dr Phillip Katelaris  

BE A MAN.  ASK THE VAN. 
 

Men have a reputation for being reluctant to take or seek advice on their health or act early on 
any symptoms, but it is hoped a new partnership between Cancer Council Tasmania (CCT) and 
Prostate Cancer Foundation of Australia (PCFA) will help to turn this around. 
 
The Men’s Health and Cancers Project, officially launched at Bunnings Moonah in the State’s 
South recently, calls on the joint resources of CCT and PCFA to promote men’s health and 
raise awareness of cancer in Tasmania.  The project will have a specific focus on prostate can-
cer, the most commonly diagnosed cancer in Tasmanian men. 
 
Part of the awareness-raising initiative is the ManVan, which is available to attend community 
and sporting events, workplaces, retail outlets, service clubs and educational institutions.  Staff 
and volunteers trained in delivering men’s health and cancer presentations, and in providing 
information and handouts, accompany the ManVan on all outings.   

 
   Report by David Gregory, Convenor Hobart PCSG & Ambassador for PCFA 

Dr Charles “Snuffy” Myers (as guest of PCFA & St Vincent’s Prostate Cancer Centre,) will be 
presenting a series of lectures in Australia at the following venues: 
 
Sydney        8 February, 7—9 pm, Garvan Institute, 384 Victoria Street, Darlinghurst 
 
Brisbane    10 February, 3—5pm, Queensland Conservatorium of Music, 16 Russell Street 
           South Bank Brisbane. 
 
Melbourne  11 February, 4.30—6.30pm, RACV, Level 17 Function Room, 501 Bourke Street,  
            Melbourne 
 
TOPIC:   Advanced Prostate Cancer—How To Tailor Tre atment For Your Disease . 
COST: $10 including refreshments—served at the venue 30 minutes prior to  
  commencement of the event. 
BOOKING: Online only at www.prostate.org.au .  Seats are limited so book early. 
 
Dr Myers is the Medical Director of the American Institute for Diseases of the Prostate and 
President of the Foundation for Cancer Research & Education.  He has published over 250 
research papers in the clinical and basic sciences of cancer and other diseases.  Dr Myers 
speaks frequently to patient groups and physicians and is editor of the Prostate Forum and has 
written several books on prostate cancer. 

 UPDATE  
 MOvember results for 2009 continue to be outstanding with 
 just over $18million raised in Australia alone, as of to-
 day’s date—11th December. 
 World-wide the event has raised close to $AUD40million 
 and its success will be felt in Canada, the UK, the USA, 
 Ireland and New Zealand. 
 Congratulations to all those Mo-bros and Mo-sistas who 
 were involved and to their amazing and generous follow- 
 ers who contributed so outstandingly to assist Beyond Blue 

 & PCFA. 

L—R:  David Rhodes, State 
Manager PCFA Victoria/
Tasmania;  Dr Raj Gogia, Urolo-
gist; Graeme Johnson & David 
Sandoe (Chair & Deputy Chair 
PCFA); Deb Church, CCT 
Acting CEO and Peter Fisher,  
Project Manager 



 

 

 
 
 

Prostate Cancer Support Group Details - Cancer Supp ort Centre Jacaranda Lodge  
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Disclaimer:  The information in this newsletter is not intended to be a substitute for professional medical advice, diagnosis 
or treatment.   Always seek the advice of your qualified medical professional. 
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 February     8  Support Group Discussion Meeting 
    22  Brachytherapy  
     Dr Michael Izard, Radiation Oncologist 
  
 March     8  Support Group Discussion Meeting 
    22  Pathology Results—Determining Factors  
     Dr Bevan Hokin, Pathologist (Laboratory report).   
     Dr Suzanne Danieletto, Pathologist  (Clinical report)   
    
  
 April    12  Support Group Discussion Meeting 
     No evening meeting due to Anzac Day Public Holiday 
  
 May   10  Support Group Discussion Meeting 
    24  TBC 
 
 June                 8  No afternoon meeting—long weekend 
    28  Sexual Rehabilitation after prostate cancer trea tment 
     Dr Phillip Katelaris, Urologist 
 
 July   12  Support Group Discussion Meeting 
    26  Topic to be confirmed 
     Assoc. Prof. Henry Woo, Urologist 
 
 August    9  Support Group Discussion Meeting 
    23  Clinical Trials 
     Dr Gavin Marx, Medical Oncologist 
 
 September     13  Support Group Discussion Meeting 
               27  Topic TBC 
     Dr Kris Rasiah, Urologist 
 
 October  11  Support Group Discussion Meeting 
    26  TBC 
 
 November        8  Support Group Discussion Meeting 
    22  Palliative Care 
     Dr Yvonne McMaster, Palliative Care specialist (ret). 
 
 December   13  Christmas Afternoon Tea 


