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TELEPHONE CONTACTS 

751-6888 Kees DeJong: 1996 (56), PSA 24, GS 9; IAD, 
EBRT+Brachy, IADT, keto+HC, Leukine, estradiol  patches; 
Taxotere, Carboplatin, Avastin, Xeloda; cyclophosphamide 
272-1820 Dick Fencl: 2003, PSA 14, GS 6; EBRT + Brachy 
253-6768 John Hoffmann:  1997, PSA 5, GS 6; RP, EBRT  

 
 

871-3844 Carol Cappiello 

528-2769 Gordon Huntley: 1999, PSA 4, GS 9; RP and Or-
chiectomy  
733-5745 Bill Riggs: 1995, PSA 33, GS 6; RP, EBRT, ADT 
984-3343 Tom Young: 2002, PSA 7.8, GS 6; RP 

 
19/20xx: year of diagnosis - PSA: Prostate Specific Antigen - GS: Gleason Score - RP: Radical Prostatectomy - EBRT:  External Beam Radiation Therapy   

-Brachy: Brachytherapy (‘seeds’) - ADT: Androgen Deprivation - IAD: Intermittent Androgen Deprivation 
Carol Cappiello is a partner of a PC patient; she will be happy to answer any questions about PC, in particular from other partners. 

______________________________________________________________________________________________________________________________________ 
 

Our next APC Meeting will be held before the Large Meeting,  
 

Men with Advanced Prostate Cancer, please, come!! 
(5.30 to 6.30 pm; bring your spouses/partners) 
----------------------------------------------- 

Large Group Meeting Will Be Held Wednesday, October 29th 
at The Wellness Community, 4918 Cooper Road, Blue Ash  

  
 

Women Are Very Much Welcome! 
 

 6.30—7.00 pm: hospitality and networking  
7.00—7.30 pm: new membe s & sharing r

7.30 pm:    
"Report from the recent PCRI Conference 

on Prostate Cancer in LA" 
 Tom Bretz, PCNG Member 

Tom follows the Acive Surveillance protocol under the guidance of dr. Charles Myers in Earliesville (VA) 
8.30—9.00 pm: hospitality and networking 

--------------------------- 

Next Small Discussion Group Meeting (for men only) will be held on Wednesday, November12th, 7.00-9.00 pm 

 
 

Newsletter Finally on Time! – Bob Kanter 80 years old 
 

After two months our PCNG newsletter be-
ing late, the October newsletter will be on time. 
Hurrah! 

Tom Bretz will share with us his experiences 
at the PCRI Conference in La, and tell us about one 
of the very best talks he heard, from Dr. Stephen 
Strum about “Suppressing Relapsed Disease with 
Intermittent Testosterone Blockade.” 

We plan to show the DVD of his talk after 
our fourth Annual Holiday Potluck on December 3.   

Sending our newsletter by e-mail is much 
easier than sending it with the US Post, but you will 
need an e-mail address. 
           Please, subscribe to our PCNG Mailing List: 
http://health.groups.yahoo.com/group/PCNGCincin
nati  and join our group, or send an e-mail to Ed 
Sweeney esweeney@one.net. 

Finally, Bob Kanter, our founder, plans to 
attend the October meeting. He will be 80 years old 
this month. Congratulations!   
                                                                 Tom Young

mailto:kees.dejong@uc.edu
http://health.groups.yahoo.com/group/PCNGCincinnati
http://health.groups.yahoo.com/group/PCNGCincinnati
mailto:esweeney@one.net
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Schroeck FR et al: Eur Urol. 2008 Oct;54(4):785-93. . 
Satisfaction and regret after open retropubic or robot-assisted laparoscopic radical prostatectomy (RALP). 

 
CONCLUSIONS: ... Patients who underwent RALP were more likely to be regretful 
and dissatisfied   <than patients who had open surgery> 
 

Why? This question is partially answered in the following editorial: 
 

Robotic-Assisted Prostatectomy: Is There Truth in Advertising? 
James A. Eastham:  Eur Urol. 2008 Oct;54(4):720-2. 

(the Editor of this Newsletter underlined some of the Sentences)  
   

The goal of radical 
prostatectomy (RP) is to remove the 
entire prostate with negative surgical 
margins, without intra- or periopera-
tive complications or blood transfu-
sions and with full recovery of base-
line urinary continence and erectile 
function. While no surgeon univer-
sally achieves these goals, there cer-
tainly is the suggestion, both in the 
published literature and on the Inter-
net, that optimum patient outcomes 
after RP are more consistently 
achieved with robotic-assisted ap-
proaches than with open ones. In-
deed, the manufacturer of the robotic 
system states on its Web site that the 
potential benefits of robotic-assisted 
prostatectomy are:  
  Effective Cancer Control: Studies 
have shown that experienced sur-
geons have achieved excellent re-
sults in removing prostate cancer 
without leaving cancer cells behind. 
  Improved and Early Return of 
Sexual Function: Studies have 
shown that most patients have a 
rapid return of sexual function.  
  Improved and Early Return of 
Continence: Studies have shown 
that most patients have a rapid return 
of urinary continence. 
  Such claims are made de-
spite a paucity of clinical data. There 
have been no prospective random-
ized trials comparing patient out-
comes after robotic-assisted and 
open RP. Single-institution studies 
have their own inherent biases. Most 
ultimately conclude that the ap-
proach favored by the investigators 
has ‘‘better’’ outcomes. Few hospi-
tals promote open RP, whereas the 

majority of centers with the robotic 
system advertise these services. Pa-
tients are given the distinct impres-
sion that robotic-assisted RP is supe-
rior in essentially every compari-
son— oncologic and functional—to 
open surgery.  

Why, then, is patient satis-
faction with robotic-assisted surgery 
inferior to open surgery? The simple 
reason is unmet patient expectations. 
Unsubstantiated claims are made 
about the benefits of undergoing a 
robotic-assisted RP rather than an 
open RP. Schroeck et al detail out-
comes in patients who had under-
went open radical RP or robot-
assisted RP between 2000 and 2007 
[2]. Patients were mailed cross-
sectional surveys composed of so-
ciodemographic information, the 
Expanded Prostate Cancer Index 
Composite (EPIC), and questions 
regarding satisfaction and regret. A 
total of 400 patients responded (re-
sponse rate: 61%), of whom 84% 
were satisfied and 19%regretted 
their treatment choice. …… 

The investigators conclude 
that socio-demographic variables 
and quality of life were important 
variables associated with satisfaction 
and regret with patients who under-
went robotic-assisted RP who were 
more likely to be regretful and dis-
satisfied. The authors suggest that 
urologists carefully portray the risks 
and benefits of the robotic-assisted 
procedure during preoperative coun-
seling to minimize patient regret and 
maximize satisfaction. These results 
further suggest that there is no basis 
for portraying open RP, a procedure 

with which the patient is likely to be 
4.4 times more satisfied, as inferior 
to robotic-assisted RP.  

The study by Schroeck et al 
[2] strongly suggests that the poten-
tial or theoretical benefits of roboti-
cassisted RP are conveyed to the pa-
tient rather than realistic outcomes. 
The concept that lower blood loss 
and magnification leads to a better 
ability to perform RP is simply un-
proven. This is most apparent in the 
area of recovery of erectile function.  

Rojas-Cruz and Mulhall [3] 
accessed links posted on the Intui-
tive Surgical Web page 
(www.davinciprosta-tectomy. com). 
They identified 116 hospital Web 
pages and reviewed them for infor-
mation regarding erectile function 
outcomes, focusing on any claims 
that robotic-assisted RP was advan-
tageous over open RP and data to 
support such claims. Of the 116 
Web pages reviewed, 75 described 
robotic-assisted RP. Approximately 
40% contained text that was explic-
itly copied from the Intuitive Surgi-
cal Web page, with a similar per-
centage having direct links to that 
Web page. Of the 45 (60%) sites re-
porting information on potency, 
78% stated potency was better after 
robotic-assisted RP than open RP, 
52% stated that nerve preservation 
was better, and 15% stated that po-
tency results might be similar. Only 
15% had any potency data, and only 
two sites reported their own data.  

The reality is that there are 
no data to confirm a potency benefit 
after robotic-assisted RP, either in 
terms of time to potency or overall 

http://www.ncbi.nlm.nih.gov/pubmed/18585849?ordinalpos=2&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubmed_RVDocSum
http://www.ncbi.nlm.nih.gov/pubmed/18657350?ordinalpos=6&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubmed_RVDocSum
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potency outcomes. Confusion about 
the facts is further confounded by 
the practice of reporting outcomes in 
the most favorable patients, even if 
this subgroup represents a minority 
of the patients being treated. Con-
sider the well-cited manuscript by 
Menon et al [4]. The authors state in 
the abstract that ‘‘the intercourse 
rate was 93% in men with no preop-
erative erectile dysfunction undergo-
ing veil nervesparing surgery.’’ 
While this statement is true, the ca-
veats of this conclusion are deep 
within the manuscript itself. The au-
thors state that 42% of patients un-
derwent standard bilateral nerve 
sparing, 25% of patients had a uni-
lateral veil with contra-lateral stan-
dard nerve sparing, and 33% of pa-
tients underwent a bilateral veil 
nerve-sparing operation. This is 
quite perplexing in that no patient is 
reported to have even a portion of 
his nerve bundle resected. No other 
published surgical series detailing 
potency outcomes after RP includes 
100% of patients undergoing bilat-
eral nerve sparing. This is despite 
the fact that 22% of this patient 
population had clinical stage T2 dis-
ease or higher and 70% had Gleason 
score 7 cancer. Twelve months fol-
lowing robotic-assisted RP in men 
with a preoperative Sexual Health 
Inventory for Men (SHIM) ,  40% of 
men undergoing standard bilateral 
nerve sparing, 60% of men undergo-
ing unilateral veil and contra-lateral 
standard nerve sparing, and 70% of 
men undergoing bilateral veil nerve 
sparing were potent (defined as 
‘‘able to have intercourse’’). The 
true number of men with this level 
of preoperative erectile function is 
not stated in the manuscript. Two 
questions arise. First, if preoperative 
potency is defined by a SHIM score, 
why is postoperative potency de-
fined as ‘‘able to have intercourse’’ 
rather than a SHIM score? Second, 
what is the likelihood of potency for 
an individual patient undergoing ro-
botic-assisted RP? A given patient is 

most likely to be quoted the most 
optimistic outcome, which would 
only apply to the minority of pa-
tients. In addition, are these out-
comes really ‘‘better’’ than open 
surgery?  

Montorsi et al reported po-
tency outcomes after open RP [5]. In 
the select population— patients who 
were preoperatively potent and un-
derwent bilateral nerve sparing—
patient-reported postoperative erec-
tile function (International Index of 
Erectile Function [IIEF] erectile 
function domain score 26) was 58% 
6 months after surgery. Similarly, 
Masterson et al reported that in pre-
operatively potent patients undergo-
ing bilateral nerve-sparing open RP 
(representing 60% of the patient 
population), patient-reported post-
operative erectile function (corre-
sponding to an IIEF erectile function 
domain score 20), was 79% 6 mo af-
ter surgery (Table 1) [6]. Clearly, 
any claim that potency after robotic-
assisted RP is superior to potency 
outcomes after open RP is un-
founded.  

What about the claims that 
cancer control, the primary objective 
of RP, is more likely to be achieved 
using robotic-assisted techniques? A 
recent report suggests that oncologic 
outcomes after robotic-assisted RP 
may actually be inferior to outcomes 
obtained with open RP. Hu et al 
studied 2702 men undergoing mini-
mally invasive (robotic-assisted and 
laparoscopic) RP and open RP be-
tween 2003 and 2005 from a na-
tional 5% sample of Medicare bene-
ficiaries [7]. The investigators de-
termined that men undergoing a 
minimally invasive RP were >3.5 
times more likely to be treated with 
salvage therapy (radiation and/or 
hormonal therapy) within 6 mo of 
surgery than men treated with open 
RP (minimally invasive RP: 28%; 
open RP: 9%; …). While this differ-
ence narrowed as minimally inva-
sive surgeons gained experience 
(minimally invasive RP salvage 

therapy ranged from 40% for low-
volume surgeons to 19% for high-
volume surgeons), the use of salvage 
therapy remained higher. The study 
by Hu et al [7] highlights the impor-
tance of surgical experience in im-
proving oncologic outcomes. Vari-
ous authors have concluded that in 
order to become proficient at ro-
botic-assisted RP (defined as achiev-
ing outcomes comparable to their 
open surgical experience), a surgeon 
must perform as few as 8–12 cases 
[8] to as many as 200 cases [9]. Cer-
tainly the perceived number of cases 
will depend upon the expectations of 
the surgeon regarding patient out-
comes. Current data suggest that the 
most significant outcomes (cancer 
control, continence, and potency) 
with robotic-assisted RP are no bet-
ter than with open RP. If a surgeon 
opts to convert from open to robotic-
assisted RP, he or she must go 
through a learning curve that, con-
servatively, is a minimum of 100 
cases. Simple math predicts that a 
number of patients are achieving in-
ferior outcomes than they might oth-
erwise have obtained. In addition, 
some surgeons do not have the pa-
tient volume to ever complete their 
learning curve.  

How can patient satisfaction 
with robotic-assisted and open RP 
approaches be improved? The sim-
ple answer is, the surgeon should 
always give the patient a realistic 
understanding of the probable out-
comes at that individual surgeon’s 
hand. Actual, rather than theoretical, 
data should be provided. The sur-
geon should discuss his or her own 
results rather than describe the ‘‘best 
case scenario’’ from the literature. 
The benefit to the patient is knowing 
what to expect. The benefit to the 
surgeon is not only having a patient 
who is more likely to be satisfied 
with his outcome but also identify-
ing areas where technique might be 
modified to improve results.      
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PCNG Newsletter October 2008 

Newsletter sponsored by  
(513) 661-3100,                               www.johnsoninv.com 
 
 

PCNG: PROSTATE CANCER NETWORKING GROUP 
OF GREATER CINCINNATI  
Cincinnati Chapter of USToo  
                                                           
Our meetings are at The Wellness Commu-
nity 
4918 Cooper Road, Cincinnati, OH 45242 
 
PCNG: 
- We share Experiences & Information 
- We listen to Talks by Health Professionals and Others 
- We encourage Education about Prostate Cancer 
 
Talk on Wednesday 10/29: 
- Report from the PCRI Conference in LA 
 
Features in this newsletter: 
-Truth in Advertising? 

 

 
 
 
 
 
 
 
 

                    ADDRESS 
SERVICE REQUESTED

 
 
 
 
 
 
 
 
 
Neto CC.: J Nutr. 2007 Jan;137(1 Suppl):186S-193S. Cranberry and its phytochemicals: a review of in vitro anticancer studies. 
 
“This article reviews the existing research on the anticancer properties of cranberry fruit and key phytochemicals that are likely 
contributors to chemoprevention. Results from in vitro studies using a variety of tumor models show that polyphenolic extracts 
from Vaccinium macrocarpon inhibit the growth and proliferation of breast, colon, prostate, lung, and other tumors, as do fla-
vonols, proanthocyanidin oligomers, and triterpenoids isolated from the fruit. The unique combination of phytochemicals found in 
cranberry fruit may produce synergistic health benefits. Possible chemopreventive mechanisms of action by cranberry phyto-
chemicals include induction of apoptosis in tumor cells, reduced ornithine decarboxylase activity, decreased expression of matrix 
metalloproteinases associated with prostate tumor metastasis, and antiinflammatory activities including inhibition of cyclooxy-
genases. These findings suggest a potential role for cranberry as a dietary chemopreventive and provide direction for fu-
ture research.” 

Here is the second Mediterranean dish: Cranberry Chutney (serves 4). 
 

 

Cranberries may be good for you! Please, read the ab-
stract above―interested in reading the article?  
Click on http://jn.nutrition.org/cgi/reprint/137/1/186S 
 
1 1/2 cups each sugar and water 
12 oz. fresh cranberries 
1 cup golden raisins 
1/2 cup red wine 
1 1/2 tsp curry  powder 
2 tablespoons molasses 
2 tablespoons freshly grated ginger root 
1 tablespoon Worchester Sauce 
1 teaspoon salt 
1/2 teaspoon hot pepper sauce 

 
 

In a medium saucepan, bring sugar and water to a boil. 
Simmer for 5 minutes. 
Add cranberries and cook until skins pop - about 5 min-
utes. 
Stir in remaining ingredients. Simmer uncovered for 
about 15 minutes or until thickened, stirring occasion-
ally. Cool and refrigerate until ready to serve. 
 
Refrigerated, cranberry chutney lasts about a month. 
Good with turkey, chicken and pork. 
 
Buon Appetito and Happy Thanksgiving! 

                                  Elaine Camerota
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