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Treating Men After Prostate Cancer For Erectile 
Dysfunction and Incontinence 
In an interview with CURE®, Dr. Christopher Wolter, of Mayo Clinic in Arizona, discusses  
post-treatment options for men with prostate cancer to manage side effects including  
erectile dysfunction and incontinence.  By Conor Killmurray 

SIDE EFFECTS FROM PROSTATE cancer treatment, whether 
surgery or radiation therapy, can lead to erectile dysfunction 
and incontinence that impacts men’s physical and mental 

well-being, but there are many treat-
ments to help their quality of life, ac-
cording to Dr. Christopher Wolter. 

Wolter, a urologist at Mayo Clinic 
in Arizona specializing in reconstruc-
tive urology, discussed treatments 
for erectile dysfunction and incon-
tinence at the 2020 CURE® Educated 
Patient® Prostate Cancer Summit.  

At the virtual presentation, Wolter 
discussed the treatments available for the majority of 
men who will experience mild erectile dysfunction and in-
continence, but also discussed effective internal devices 
that some men may need: the penile prosthesis and the  
artificial sphincter. 

CURE®: Why does prostate cancer treatment, such 
as surgery, lead to side effects such as erectile 
dysfunction and incontinence?
Wolter: There are structures along the side of the prostate 
gland that are called the neurovascular bundles. It’s just 
kind of how they’re collectively known, but these are im-
portant nerves and blood vessels that go actually to the pe-
nis and also really to the external urethral sphincter, which 
is what allows for normal continence. And while it is not 
every surgery that results in this, there are certain situa-
tions, and just even in a surgery that is perceived to have 
gone perfectly well, there are consequences to manipulat-
ing these structures that can lead to both erectile dysfunc-
tion and incontinence.

When it comes to radiation, these structures are not nec-
essarily spared either. So, the radiation could have direct 
effects to the nerves and blood vessels around that area. 
And specifically to incontinence, the radiation could also 
have direct effects to the bladder, making it more unstable, 
and also effects to the external sphincter muscle, making it 
less functional. And again, this is the exception rather than 
the rule, but these certainly do happen.

How likely is it that men treated for prostate cancer 
will experience severe enough erectile dysfunction or 
incontinence to require surgery?
Erectile dysfunction is probably more common in general. But 
as far as making it severe enough to require a surgical proce-
dure, you’re looking at a number that’s probably less than 5%.  

So it’s not real common. It all depends on their preopera-
tive function, of course, but you know, a lot of men are able 
to get by on more conservative measures, things like medica-
tions or injections. And, I think, for the second part of that was 
the incontinence.  

The incontinence, it’s probably somewhere in the neighbor-
hood between 3% and 10% of men who have incontinence bad 
enough to require a surgical intervention down the road. Over-
all, the incidence of incontinence is actually less common. But 
obviously, it is something that’s probably going to drive a man 
to take action more quickly, because the presence of inconti-
nence is usually pretty, pretty poorly tolerated, obviously. 

What are some of the methods for treating mild side 
effects related to prostate cancer treatment?  
I’ll start with erectile dysfunction again. You know, sometimes 
it’s just a matter of time, just letting the structures heal, but 
any of the nerve dysfunction that happens after surgery just 
needs time to re-establish itself. Same thing with blood flow 
as well.  

Taking it a step up from there, there are the oral erectile 
dysfunction medications that are very commonly prescribed 
now, and a lot of men do very well with those, they don’t do so 
well without them. But when they’re taking these meds, they 
are able to become quite functional. On the medical front, 
the next level of therapy would be injection therapy, where 
a man is actually going to give himself a direct injection into 
his penis of a medication that will allow for him to increase 
the blood flow and cause an erection as well. As far as incon-
tinence is concerned, the mainstay of therapy, especially for 
the first 12 to 18 months after prostate cancer surgery, would 
be pelvic floor physical therapy.  

So these are what are otherwise known as Kegel exercises, 
so any men listening to this, their wives probably know what 
the Kegel exercises are, something that you get prescribed 

 DR. CHRISTOPHER 
WOLTER
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after childbirth frequently. But the Kegel exercises are for the 
Kegel muscles, which are muscles of the pelvic floor, includ-
ing the external sphincter complex.  

Like any other muscle, the more you exercise it, the more 
responsive and the stronger it’s going to become, and a lot of 
men do very well with just those exercises. Men will have to 
wear pads or some kind of barrier, and there’s also external 
clamps and external collection devices that can be employed 
as well, things such as condom catheters. And there’s other 
external collection devices that are available.

How would you address the psychosocial issues that 
come with these side effects? 
A big part of it is just reassuring them that a lot of these issues 
that they’re having are treatable. I think that really provides 
a big sense of relief to men up front. Sometimes, the timing 
of when they come in might be a little too early for when we 
would be comfortable surgically intervening on something 
like this that may get better on its own.  

And in that case, again, reassurance is key, but ... you want 
to explain to them, that there are solutions down the road, or 
these problems may actually even get better on their own, or 
with a little physical therapy and a little extra work on their 
part. I think one of the other things is just validating how up-
set they are over this.  

Emphasizing that fact that they had a meaningful cancer, 
you know, meaningful enough to require treatment, that their 
longevity is really first and foremost in their cancer surgeon’s 
mind, or their radiation oncologist’s mind. And it’s up to me 
to take care of whatever consequences might have come from 
that therapy. 

In your presentation, you mentioned that the  
penile prosthetic for erectile dysfunction can last  
10 to 12 years. Why is this treatment so durable  
and effective?
The reason it is such a robust and durable treatment is it’s es-
sentially a hydraulic device. You’ve got advanced surgical sili-
cone materials that can withstand a lot of pressure, which is 
exactly what the human erection is capable of as well. You’re 
pumping a high volume of pressurized fluid into the space 
created inside of the penis, and what I call the erectile bod-
ies. And these materials, they’ve been engineered really well, 
they stand the test of time. And you can put a lot of pressure in 
doing so, create a very rigid, realistic erection, and essentially, 
it’s almost indecipherable from the natural thing.  

What can men with the penile prosthesis expect when 
using it and how might it change their sex life?  
Not all men are the same with this. But, you know, in general, 

if I could speak in a generalization here, in the beginning, I 
think men are more aware of the implant, especially where it 
is in their penis, now, there’s the pump component of it, that’s 
also in the scrotum, they’re always aware of that, because 
that’s how they access the device. But for a lot of men, they 
do report that it almost just becomes second nature to them.  

You know, just by having the prostate removed, or pros-
tate cancer treated by radiation, especially years down the 
road, you know, orgasm and ejaculation are affected by that 
as well, too. Men can still have the sensation of orgasm, but, 
obviously, the mechanism for ejaculation is completely re-
moved, so that part is gone as well. So, you know, sex is fun-
damentally altered, for sure, after prostate cancer treatments, 
but in terms of pleasurability is largely maintained.

In your presentation, you described the artificial 
sphincter as the “gold standard” of incontinence 
treatment if they need to move on from mild 
treatments. Can you explain why that is and how it 
might alter patients’ day-to-day?  
Two reasons that the artificial sphincter is the gold standard. 
No. 1, it’s been around for a long time with a very long track 
record of success. And No. 2, it is the most effective treatment 
we have. I think that qualifies for it being called the gold stan-
dard. The other treatment, which is the male sling, there’s 
been various iterations of that, not quite as robust of a treat-
ment, they’re very successful. 

But, you know, again, for more minor cases of inconti-
nence, it’s definitely not for everybody. Whereas the reverse 
would be true. I mean, you could theoretically put an artifi-
cial sphincter in any incontinent man and significantly im-
prove their dryness, as long as it’s primarily due to stress                                            
urinary incontinence. 

Whichever incontinence treatment you choose, you know, 
the man is going to now be able to confidently go around, 
usually with minimal to no protection, I’m talking about pads 
or diapers here. Their bladder will then fill up like it’s sup-
posed to, and they will still get basically a normal urge to uri-
nate when their bladder gets full.  

They can appropriately bring themselves to the appropri-
ate location and relieve themselves, and then just get back 
about their day. So the sensation of the need to urinate, the 
urgency to go, things like that, are largely maintained, if not 
completely maintained.  

cure_magazine Cure Magazine CureToday

Join the conversation on social media using  
#MoreThanAPatient
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The Role of Surgery in Prostate Cancer Treatment
Some patients are better suited for surgery than others. In general, patients with widespread 
metastatic disease are not good candidates for surgery, particularly if their cancer has spread 
beyond the prostate to areas like the liver, lungs and bones. By Jessica Skarzynski

IN ADDITION TO AN in-depth look at the role surgery plays in 
the treatment of prostate cancer, Dr. Mark Tyson II, an asso-
ciate professor of urology at Mayo Clinic in Phoenix, recently 
offered patients a glimpse into the future with an overview of 
up-and-coming procedures including focal therapy at CURE®’s 
Educated Patient® Prostate Cancer Summit. 

Basics of Radical Prostatectomy
Radical prostatectomy, or the complete removal of the prostate 
gland, surrounding tissues and seminal vesicles, is the main 
type of surgical treatment for prostate cancer in men whose 
disease is located solely in the prostate. 

As Tyson explained, there are two ways to ap-
proach this procedure: robotic, which is how the 
vast majority of prostatectomies are done today in 
the United States, or open, which is a more tradi-
tional approach that involves a single long incision 
done by a surgeon. 

Patients undergoing robotic surgery generally 
spend one night in the hospital, but Tyson noted 
that recovery time is shortening, with about half to 
three-quarters of patients now going home on the same day. 
But while some might consider robotic surgery preferable, in 
areas where the technology is not available, open prostatec-
tomy is an equally effective method. 

“I do like to make the point with patients that open (pros-
tatectomy) is just fine,” Tyson said during the presentation. 
“Aside from a little more pain and maybe another day or two 
in the hospital, there’s really no difference. Long-term out-
comes like urinary incontinence and erectile dysfunction and 
cancer control are about the same.”

When identifying candidates for surgery, Tyson explained, 
some patients are better suited for surgery than others. “In gen-
eral, if somebody shows up in a wheelchair, on oxygen, that’s 
a good sign that they’re probably not healthy enough for sur-
gery,” said Tyson. “We’re also looking to make sure patients are 
going to live long enough to benefit from surgery.”

In general, patients with widespread metastatic disease are 
not good candidates for surgery, particularly if their cancer has 
spread beyond the prostate to areas including the liver, lungs 
and bones. For these individuals, Tyson recommends systemic 
therapy. However, individuals with limited metastatic disease 
could be candidates for surgery in addition to other treatments 

like radiation. This more controversial theory is under investi-
gation by the Southwest Oncology Group (SWOG).

Possible Complications and Side Effects 
When undergoing prostatectomy, patients can expect some 
side effects and complications, Tyson noted, though they are 
mostly rare. More common complications include incisional 
pain, nausea as a result of anesthesia, urinary tract burning 
sensation and constipation. 

Rarer complications, according to Tyson, include infection 
of both the wound and the urinary tract, as well as urine leaks. 

“When you have patients with a catheter in for  sev-
en days, (whose prostate has been excised), you 
obviously injure the urinary tract, and so infections 
are not totally out of the ordinary,” Tyson said. 

And while they are extremely rare, Tyson said, inju-
ries during surgery can occur to areas like the rectum, 
vasculature, bladder or even the lower extremities. 
“These are all really, really rare complications, but 
they’re important to remember. In surgery, we take 
nothing for granted.”

In less than 1% of patients, Tyson explained, lower extrem-
ity lymphedema is also a possible complication to consider, 
especially when pelvic lymph node dissection is involved. In 
these cases, plastic surgeons are called in to restore microcir-
culation of the lymphatic system from the legs to the heart.

“Not All Cancers Need to Be Treated”
While the focus of his presentation was on surgery, Tyson 
briefly discussed the role of active surveillance in prostate 
cancer. “Not all cancers need to be treated,” he explained, cit-
ing data from a recent study that demonstrated the predicted 
probability of death to be “precisely the same” whether pa-
tients choose surgery, radiation or active surveillance. 

“The reason why we often recommend active surveillance 
for patients with low- and very low-risk disease is because we 
cannot look you in the eye and tell you that treatment is going 
to materially alter your survival outcome,” Tyson said. 

Goals of Prostatectomy
The first and most important goal of prostatectomy is curing 
the cancer. But with this goal in mind, the risk for failure is 
directly related to the risk for the disease, Tyson explained. 

 DR. MARK TYSON II





In short, the more involvement the disease has with lymph 
nodes and surrounding tissue, and the higher a patient’s PSA, 
the more likely the need for additional post-surgical treat-
ment such as hormone therapy or radiation.

“If a cancer is clinically localized to the prostate, and you have 
negative margins, and get the whole thing out, and connect the 
bladder back down the penis and then the job is done, the can-
cer is cured and the patient will live the rest of their life without 
a problem,” Tyson said. “But that’s not always the case.”

As for hormone therapy, Tyson noted, while many men toler-
ate it reasonably well for the first year, some individuals experi-
ence side effects including fatigue, loss of libido and erectile dys-
function, but these are reversible once therapy is discontinued. 

If the primary goal of surgery is to cure the cancer, Tyson 
added, the secondary goals are to avoid urinary incontinence 
and preserve erectile function. 

While temporary urinary incontinence is common in pa-
tients who have undergone a radical prostatectomy, it is often 
temporary, lasting up to six months. It can be treated with Ke-
gel exercises that can strengthen the pelvic floor muscles, and 
in more drastic cases where permanent incontinence is a con-
cern, surgical procedures like slings or sphincters can help.

Erectile function is another area where patients may suffer 
as a result of surgery. The procedure itself is mostly to blame 
here, Tyson said, as patients lose ejaculatory function be-
cause those organs are removed during the surgery. However, 
this is usually treated with oral medications like Viagra (silde-

nafil citrate) and, in more difficult cases, procedures involving 
mechanical pumps or surgical prosthetics are also an option.

Future of Surgical Prostate Cancer Treatments
When looking at where the field of prostate cancer surgery is 
headed, Tyson explained, increased use of focal therapies is 
likely. 

In cases where the cancer is localized to only one region of 
the prostate, patients often ask why the entire prostate must 
be removed. Here, focal therapies that are generally more 
noninvasive attack only the cancer while leaving the rest of 
the gland intact, sparing normal tissue and protecting pa-
tients from many of the negative side effects of prostatectomy. 

Tyson and his colleagues at Mayo Clinic in Arizona are us-
ing high-intensity frequency ultrasound (HIFU) to perform 
MRI-assisted focal ablation of just one region of the prostate. 
This type of noninvasive procedure offers a number of advan-
tages over surgery, including that it’s a same-day treatment 
involving no incisions, and the side effects seem minimal. 
Downsides include the need for general anesthesia, a lack of 
research around the procedure and the fact that many insur-
ers do not cover it.

“I think emerging surgical technologies like HIFU … will 
likely dominate the surgical landscape decades from now, but 
at the present time, it’s a new surgical approach, and it should 
be reserved for highly selective and well-informed patients,” 
Tyson said.   

CURE® is now accepting nominations to recognize our 2021 Class of Lung Cancer HeroesTM, individuals who go 
above and beyond to make a difference in the lives of those affected by lung cancer. Each hero is nominated 
by patients, caregivers, and fellow health care professionals for their heroic contributions in the field of lung 
cancer, or in the individual lives of people with lung cancer. 

Submit yours by June 30, 2021. 

Three Lung Cancer HeroesTM, along with their nominators, will be interviewed by CURE® and honored at a 
special reception to be held later in 2021. More details will be announced as they become available.

Submit your essay today at curetoday.com/LCH21

CURE®, Takeda, and Lung Cancer HeroesTM, the advocacy community are dedicated to bringing together 
the lung cancer community to end the stigma, inform, connect, and empower anyone who has been impacted 
by lung cancer. 

Nominate your
Lung Cancer Hero today!
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Breaking Down Radiation Therapy for 
Prostate Cancer
Active surveillance can be used for many patients with prostate cancer; however,  
radiation therapy is an option when the cancer is localized.  By Katie Kosko

ALTHOUGH ACTIVE SURVEILLANCE IS appropriate for many 
patients with prostate cancer, radiation is an option for those 
whose disease is localized to the prostate, according to  
Dr. Sameer Keole, who recently presented on the topic during 
CURE®’s Educated Patient® Prostate Cancer Summit.

“I always counsel patients that when they’re making a 
prostate cancer decision option, usually it’s not so they’re 

alive, but rather they’re alive relative 
to freedom of disease progression,” 
said Keole, a radiation oncologist at 
Mayo Clinic in Phoenix. 

He presented data from a clini-
cal trial held in England, since many 
experts thought it couldn’t be done. 
Patients were randomly selected to 
receive surgery, radiotherapy or ac-

tive surveillance. While surgery and radiotherapy were equal 
when examining disease control, patients had a 10% lower 
chance of having disease control with active surveillance. 

“This isn’t to say one treatment is better than the other, but 
they’re different,” Keole said. “And they have different side ef-
fects. That’s how I counsel patients to make decisions.”

A newly diagnosed patient will see a radiation oncologist 
who will decide whether they should be treated. Then com-
puterized tomography (CT) simulation is done by using a CT 
scanner machine, followed by MRI and the treatment plan. A 
patient who is treated is seen weekly and followed afterward, 
Keole explained.

Typically, patients with a Gleason score of 6 are good candi-
dates for active surveillance, according to a panel discussion 
following the presentation. A Gleason score is used to deter-
mine the aggressiveness of the prostate cancer (a score of 6 is 
low grade, 7 is intermediate and 8 to 10 is high grade). 

However, for patients who will need radiation therapy, there 
are three major categories: external beam radiation therapy 
(EBRT); brachytherapy; and radioisotopes, also known as ra-
diopharmaceuticals, which are more commonly used when 
the cancer has spread. 

To destroy cancerous cells and shrink tumors, EBRT uses a 
direct beam of radiation from outside the body, while brachy-
therapy involves placing radioactive material inside the body. 
Brachytherapy has three advantages over EBRT: It can be  
delivered at higher doses to more specific areas, it has fewer 

side effects and treatment is usually shorter, according to           
Mayo Clinic. 

Radiopharmaceuticals, which are injected, can be used for 
patients whose prostate cancer has spread to the bones and 
who have accompanying pain. Currently, radium is approved 
by the Food and Drug Administration (FDA), Keole said. But ex-
citement in the field lies in prostate-specific membrane antigen 
(PSMA), which is expressed on the surface of prostate cancer 
cells. “It’s overexpressed in prostate cancer and then further 
overexpressed in aggressive prostate cancer,” said Keole. 

PSMA originated in Europe, and the first radioactive diag-
nostic agent, Gallium 68 PSMA-11, was approved by the FDA 
on Dec. 1, 2020. Researchers continue to assess PSMA in clini-
cal trials.  For instance, the phase 2 TheraP study compared 
PSMA with lutetium-177–labeled PSMA-617 (LuPSMA) with 
Jevtana (cabazitaxel), a type of chemotherapy to treat pros-
tate cancer, in men with metastatic castration-resistant pros-
tate cancer that had progressed on docetaxel. Researchers 
found that LuPSMA had better efficacy and fewer side effects 
than cabazitaxel. 

“We are very, very excited,” Keole said. “We think it’s going 
to be useful for both diagnosis and therapeutic options.”  

 DR. SAMEER KEOLE
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Understanding What Role Theranostics Plays 
in Treating Prostate Cancer
In an interview with CURE®, Dr. Phillip J. Koo explains what theranostics is, discusses  
the treatment’s potential and answers questions patients may have regarding its safety. 
By Ryan McDonald

THERE’S A TREMENDOUS AMOUNT of excitement surround-
ing a new therapeutic option for patients with advanced pros-
tate cancer, according to Dr. Phillip J. Koo.

Koo, who is the chief of diagnostic imaging at Banner MD 
Anderson Cancer Center in Phoenix, recently provided an 
overview of the field of theranostics during CURE®’s virtual 
Educated Patient® Prostate Cancer Summit.

In an interview with CURE®, Koo defined ther-
anostics, discussed its future and addressed safety 
concerns.

CURE®: What is theranostics?
Koo: Theranostics is a play on words. It combines 
the term “therapy,” or therapeutics, with “diagnos-
tics.” And basically, what it’s trying to represent is 
this idea of being able to combine both therapeu-
tics and diagnostics to make sure we can identify patients 
who might benefit from a treatment, and then using that 
information directly to treat a patient with that specific ther-
apy. And this is very relevant because in prostate cancer, the 
protein prostate specific membrane antigen, PSMA, is very 
specific for those prostate cancer cells.

How has the field developed over the years in terms of 
treating patients with prostate cancer?
This field of theranostics, and its use in prostate cancer, has 
been around for a long time. And it was really initiated by a 
group in Germany that really advanced the field. And then it 
started to become much more prevalent in Europe. 

And we’ve recently seen that Australia is really taking 
the lead with a lot of development. And we’ve seen access 
now increase globally to include South America as well.  
So it’s been around for a while. And we’ve seen patients be-
ing treated using this therapy, particularly in international 
patients.

In the United States, it has been much more limited. … 
The main access has been through a clinical trial, mainly the           
VISION trial, which is sponsored by Advanced Accelerator 
Applications, which is owned by Novartis. And that was sort 
of the first opportunity to really get patients in the U.S. en-
rolled into this trial, as opposed to, you know, recommend-

ing patients go to these other countries to get this therapy if 
they had the resources.

Does theranostics involve one specific therapy or a 
class of multiple therapies?
Currently, it’s all being studied with a lutetium-177-PSMA  
molecule that is called 617. Whether it’s lutetium-177, or some-

thing like actinium, that really talks about the  
radioactive material that is being delivered to the 
cancer cells. So, for the time being, lutetium-177 is 
what everyone is really focusing on. 

It’s a radioactive material that emits a radia-
tion particle that can kill the prostate cancer 
cells. The trial from Australia and the VISION 
trial are focused on lutetium-177-PSMA. And the 
great thing about that radioisotope is it can kill 

the prostate cancer cells, and you can image patients with 
that as well.

There are other trials currently in process that are looking 
at other radioisotopes such as thorium or actinium, as these 
isotopes may have higher energy power, but there might be 
side effects that we need to learn about as well. So it really 
has to be studied very closely before it gets approval.

What is the potential of this treatment option?
I think there’s a lot of excitement because a lot of those single-
site trials have shown in some patients this amazing response 
on imaging, and amazing response with regards to their PSA 
levels. Their PSA values might go from hundreds or thousands 
to maybe even undetectable, or their imaging scans might go 
from seeing all these different metastases throughout the 
body, to then no longer seeing them. 

Visually, it creates a lot of hope that something like this can 
really make a huge difference. And again, that’s kind of why 
we need to sort of see the data to really understand where the 
treatment best fits. 

For the time being, the existing studies have really looked at 
it in later-stage patients — patients who have metastatic cas-
tration-resistant disease and have received two to three lines 
of therapy already. And, there are patients who will respond, 
(but) there (also) might be some patients who don’t. 

 DR. PHILLIP J. KOO
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And that’s another question we need to figure out. How 
do we know who the patients who will respond are and who 
the patients who won’t respond are, because that’s another 
important piece as well, because we do not want to have pa-
tients undergo this therapy and potentially suffer from any 
side effects if it’s not going to benefit them. When you look at 
the PSA response and the imaging response, it creates a tre-
mendous amount of hope for those patients who will respond 
to this therapy.

How does this treatment differ from what’s currently 
available to treat patients with prostate cancer?
There are currently so many different therapies avail-
able and in Dr. Alan Bryce’s lecture that he gave during 
CURE®’s Educated Patient® Summit, he talked about this 
era of warp-speed development in research and prostate 
cancer developments. 

There are various mechanisms of action. So, various ways 
drugs are helping patients, perhaps live longer or live a bet-
ter life. The great thing about theranostics is it’s very different 
from the therapies we’ve had in the past for prostate cancer. 

I like to group radiopharmaceuticals into one big bucket. 
And within that, we’ve had radium 223. It’s an alpha particle, 
it’s a radiation particle that we inject into patients, it distrib-
utes throughout the body, it goes to the bones and kills the 
prostate cancer cells. But it focuses just on the bones. This 
takes it a step further, it focuses on the prostate cancer cells 
themselves, wherever they might be, because it’s targeting 
PSMA. And to take it beyond that, we compare that therapy 
with an imaging test. 

We could do an imaging test in a patient, see where all 
the sites of disease are, give them that radiopharmaceuti-
cal. And then after we give it to them, we can image them 
and confirm that all those sites of disease that we saw on the 
diagnostic test, taking up the radiopharmaceutical, that is 
now treating it, so it provides this confirmation as well, that 
I think adds a lot of security and comfort in knowing that 
it’s getting to where it needs to and hopefully will do what 
it needs to as well to kill those prostate cancer cells. It’s a 
completely new type of therapy that just gives us even more 
weapons to help someone who has metastatic prostate can-
cer fight their disease.

How do you see the field of theranostics developing 
over the next several years?
We’re hoping that the data from the VISION trial gets pre-
sented in mid-2021. And if (those) data (turn) out to be posi-
tive, it clearly proves that it’s good for patients. We’re hoping 

that maybe it receives Food and Drug Administration (FDA) 
approval soon after that, and then it could be distributed to 
patients perhaps late 2021 or at some point in 2022. 

That would be just the beginning. That is what allows for 
this drug to get FDA approval. But that’s just only step one. 
There would need to be more trials, testing this in a variety of 
different disease states, testing it in combination with other 
drugs, testing it perhaps earlier in disease. Maybe testing it 
when a patient is diagnosed with metastatic prostate cancer, 
and maybe they would benefit from this and you might be 
able to cure a patient. So, you could imagine that there’s go-
ing to be even more questions that need to be answered. The 
potential applications of this could increase exponentially in 
the future, as well.

How does safety play a role in theranostics?
Radiation safety is a topic that I think oftentimes brings a lot 
of fear in patients since theranostics involves radiation. And 
oftentimes, radiation sort of creates just some general fear in 
the patient population. I think what we’ve discovered with lu-
tetium therapies that we’re using for other diseases, is that it 
is a very safe drug. 

And in terms of restrictions for the patient, and people 
around them, it isn’t too restrictive. The interesting piece with 
lutetium-177-PSMA is that globally, each country or each state 
has its own way in which they like to manage radiation expo-
sure to the public. 

There are some countries out there that will require pa-
tients to be admitted to the hospital to get this therapy, 
whereas other countries will have these patients discharged 
four to six hours after receiving the therapy. It’s important just 
to follow the directions of the radiation safety officer and the 
physicians who are providing this therapy. But I think overall, 
it’s a very safe and tolerable drug, and the radiation exposure 
to family members is relatively low and can be controlled and 
not harmful to the public if we follow those directions.  

Visually, (theranostics) 
creates a lot of hope 

that something like this 
can really make a huge  
difference.” —DR. PHILLIP J. KOO
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Exercise and Diet Can Boost Bone Health  
in Prostate Cancer
Prostate cancer treatment can be detrimental to bone and muscle health, but an  
exercise regimen and healthy eating habits can help. By Brielle Benyon 

ANDROGEN DEPRIVATION THERAPY (ADT), also known as 
hormone therapy, for prostate cancer can have a negative im-
pact on bone health, but a healthy lifestyle can mitigate skel-
etal side effects and promote overall well-being. 

“The foods you choose to eat and the amount of physical 
activity you get can impact your health as well as your pros-
tate cancer risk, recovery and survival,” said Dr. Cassandra N. 
Moore, of Mayo Clinic, at the CURE® Educated Patient® Pros-
tate Cancer Summit. 

Exercise for Bone Health
ADT can increase body fat and insulin resistance, 
and can affect blood vessels. It can also increase 
a patient’s likelihood of developing diabetes,  
cardiovascular disease and fractures — especially 
in men undergoing continuous ADT for six months 
or longer. 

“These treatments for prostate cancer, although 
they benefit the cancer treatment, can have a nega-
tive impact on your body,” Moore said. “So not only 
does the normal aging process (affect health), but 
also hormone therapy can lead to a loss of muscle mass and 
bone density, which can possibly result      in osteoporosis.” 

To combat bone deterioration, patients are advised not 
to smoke or drink alcohol in excess, as both can contribute 
to poor bone health. Also, weight-bearing aerobic and re-
sistance exercises can improve bone density. Exercise also 
improves muscle strength, physical function and balance in 
men with prostate cancer, thus reducing fall risk and improv-
ing quality of life. 

“An active lifestyle through exercise is essential to bone 
health in men with prostate cancer on hormone therapy,” 
Moore said. “Both weight-bearing aerobic and resistance 
exercises are beneficial in improving bone density in men 
with normal bone density, and also in those who are at risk  
of osteoporosis.” 

Moore explained that exercise has been shown to have 
positive impacts on quality of life, fatigue, lean muscle mass, 
muscle strength, physical function and balance in patients 
with prostate cancer. 

Nutrition Is Important 
Proper nutrition can also contribute to bone 
health, Moore emphasized. 

Particularly, patients should get enough calcium 
and vitamin D — preferably together, because vi-
tamin D, which may improve muscle strength and 
function, helps the body absorb calcium and phos-
phorous, which are good for bone health. Data 
have shown that a daily dose of vitamin D (800 IU) 
reduced hip fractures for people 65 or older. 

“General recommendation for while you are on hormone 
therapy is to have a bone mineral density test every one to 
two years,” Moore said. “And it will be important to discuss 
with your doctor as to your particular health conditions, if it 
is safe to increase your total daily dietary supplemental cal-
cium intake to 1,500 (milligrams) and vitamin D to 800 IUs  
a day.” 

While vitamin supplements can be beneficial, Moore said 
that it is best for people to get their nutrients from whole 
foods, including at least five servings of fresh fruits and veg-
etables daily; whole grains; healthy sources of protein such 
as fish, eggs and beans; and healthy fats, including olive oils, 
nuts and avocados. 

Sugar-sweetened drinks, such as soda and many fruit juic-
es, and excess salt should be avoided. 

“It’s more important to aim for a healthy eating pattern 
rather than focusing on specific foods,” Moore said. “We re-
ally don’t have data to support any one specific food. It’s just 
better to aim at an overall healthy eating pattern.”   

An active lifestyle 
through exercise is 

essential to bone health in 
men with prostate cancer 
on hormone therapy.”

—DR. CASSANDRA N. MOORE

 DR. CASSANDRA N. 
MOORE
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Prostate Cancer Foundation 
https://www.pcf.org/

ADDRESS:
Prostate Cancer Foundation
1250 Fourth St., Santa Monica, CA 90401

CONTACT INFO:
email. info@pcf.org
tel. 800.757.CURE (2873)

Mission Statement
The Prostate Cancer Foundation (PCF) funds the world’s most promising research to improve the 
prevention, detection and treatment of prostate cancer and ultimately cure it for good.

ONLINE RESOURCES

continued on next page
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 Things Every Man Should Know About  
Prostate Cancer 
https://www.pcf.org/guide/things-every-man-should-know/

THIS QUICK REFERENCE GUIDE provides a brief overview of facts 
about prostate cancer. Available in electronic form only.

3.

The Science of Living Well, Beyond Cancer
https://www.pcf.org/guide/wellness-guide/

WHETHER YOU ARE A CANCER SURVIVOR or someone who just wants 
to prevent any number of chronic diseases, The Science of Living Well, 
Beyond Cancer, is an invaluable resource.

One in three people will be diagnosed with some form of cancer 
in their lifetimes. An aging population, combined with poor lifestyle 
choices, has resulted in an overall rise in chronic disease, including 
cancer, diabetes, heart disease and depression. The good news is 
that about one-third of cancer is thought to be preventable. You can 
become a participant in your own health with a few of the simple life-
style suggestions in this guide.

2.

Prostate Cancer Patient Guide
https://www.pcf.org/guide/prostate-cancer-patient-guide/

PCF’S PROSTATE CANCER PATIENT GUIDE is the definitive, must-have 
resource for all men who have been diagnosed with prostate cancer, 
and their families. Created with the contributions of top-tier doctors 
and researchers in prostate cancer, it focuses all of the information 
available about contemporary prostate cancer diagnosis, treatment, 
family risk and lifestyle factors into one consolidated document.

The electronic version of the Guide has been updated with an  
Appendix describing possible changes to prostate cancer care during 
the COVID-19 pandemic, at each stage of disease.

RESOURCES/LINKS
1.
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PCF.org
Our website covers many topics for Patient Navigation, 
including screening, diagnosis, treatment options for all 
stages of disease, side effects and family cancer risk. 
Start here: https://www.pcf.org/patient-resources/

Our Patient Blog includes timely research updates  
and lifestyle tips: https://www.pcf.org/blog/

Read about the latest research in News: 
https://www.pcf.org/news/

Get the latest on prostate cancer care and science up-
dates from PCF-funded clinician-researchers on our 
YouTube channel: https://www.youtube.com/channel/ 
UCIDj9VHBN-Ly-NYp9itgMxg

Ways to get involved in your organization:
1.  Stay informed: Sign up for our General News and  

Health & Wellness Newsletters: 
https://www.pcf.org/take-action/stay-informed/

2.  Tell us your story:  
https://www.pcf.org/mystory/

3.  Join one of our Facebook groups:  
https://www.pcf.org/patient-resources/ 
patient-navigation/support-groups/

4.  Donate to fund research and help us find a cure:  
https://www.pcf.org/take-action/

RESOURCES/LINKS
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National Alliance of State Prostate  
Cancer Coalitions
www.naspcc.org

ADDRESS:
1999 Avenue of the Stars, Suite 1100,  
Los Angeles, CA 90067

CONTACT INFO:
email. mgrey@health.ucsd.edu
tel. 424-253-1168

Mission Statement
NASPCC is a nationwide organization comprised of state prostate cancer coalitions dedicated to 
saving men’s lives and enhancing the quality of life of patients with prostate cancer and their families, 
through awareness, education and the development of a public policy network.

ONLINE RESOURCES
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RESOURCES/LINKS
Informed Decision-Making Laminate
https://naspcc.org/docs/informed-decision- 
9-11-17.pdf

Prostatepedia Magazine, published quarterly online, 
with weekly Digests: https://naspcc.org/index.php/ 
prostatepedia-magazine 

Webinars: https://naspcc.org/index.php/naspcc-
webinar-series-presents-july-29-2021

Newsletters: https://naspcc.org/index.php/ 
naspcc-newsletters

15th Annual Meeting: https://naspcc.org/index.php/
resources/15th-annual-meeting-proceedings

Events:  
16th Annual Meeting  
Washington, DC 
September 24-26, 2021

Webinar  
January 11, 2021  
“Theranostics in Prostate Cancer” 
Michael Morris, MD

Archived Webinar  
December 8, 2020  
“Incontinence and Sexual Side Effects  
of Prostate Cancer” 
William Brant, MD

 Prostatepedia 
Magazine

  15th Annual Meeting 
website
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