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THE CAPI TULATI ON OF RADI ATI ON THERAPY HAS BEGUN

Over the past four years, | have witten several papers that
show radi ation therapy is essentially worthless for nen with
pretreatnent PSA s over 10. Even nore shocking, only about
10-20% of nmen with pretreatnment PSA's less than 10 will be
found to have PSA's less than 0.5, ten years later. In
order to be considered cured follow ng radiation, your PSA
after radiation needs to remain under 0.5 and never rise

This is one of the reasons | never recomend radiation
t her apy.

At the 1994 neeting of the Anerican Society of dinical
Oncol ogy, held in Olando, Florida, | attended a session on
prostate cancer. A paper was presented by radiation

therapists that showed the prelimnary results of a study
that conmpared Radiation Therapy alone to Radiation Therapy
plus single agent Zol adex (hornone bl ockade). As ny readers
know, | never recommend nonotherapy (single agent) hornone
bl ockade. | always recomrend triple hornone bl ockade:

(Lupron or Zol adex plus flutam de plus Proscar).

However, this study began in 1987 when it was commobn to use
nonot her apy.

At this 1994 neeting, the results showed that hornone
bl ockade plus radiation therapy arm is doing nuch better
than radiation therapy al one.

| pointed out to the speaker during the ensuing question and
answer session that their study had just shown hornone

bl ockade works in prostate cancer. | also stated that the
next study needs a hornone bl ockade only arm versus hornone
bl ockade plus radiation since, in nmy opinion, the just

conpl eted study proved hornone blockade is necessary, but
does not confirm any value of radiation. A comment after
t he session went sonething like this:



“Bob, do you really think a radiation therapy group
is going to do a study that could prove radiation
is useless treatnent for prostate cancer?”

This week’s (July 31, 1997) New England Journal of Medicine
published the 45-nonth follow up data on this study and an
editorial by Doctors John Bl asko and Paul Lange fol |l owed.

The study showed that a projected five-year PSA |evel |ess
than 1.5 (and renenber it should be less than 0.5 to be
considered cured) occurred in 85% of the nmen on hornone
bl ockade versus only 48% of the nmen treated with radiation
alone. If the authors used a nore honest PSA |evel of |ess
than 0.5 to define “success,” then far fewer than 48% of the
radi ati on therapy only arm woul d be consi dered successful.

Most inportantly, survival was markedly inproved for the nen
on hornone bl ockade. There was approximately a 27% hi gher
survival in the hornone bl ockade arm 27% hi gher probability
of BEING ALIVE if you took hornone bl ockade.

| submt categorically that, in ny very strong opinion, any
man who is treated with radiation therapy alone rather than
wi th hornone bl ockade plus radiation is |lowering his chances

for survival. | don’t yet know if radiation therapy wll
add anything to hornone bl ockade. | have a strong prejudice

that it wll harmnore men than it will help

Recently, Judah Fol kman and others reported that prostate

cancer cells nmake angiostatin, a potent inhibitor of
angi ogenesi s. When you renove a primary cancer (like
prostate cancer or lung cancer in ani nmal nodel s),

angiostatin is no

| onger nuade. Angiostatin inhibits distant netastases from
gr ow ng. If you renove or radiate the prostate (or other

primary cancers |ike lung cancer), you stop angiostatin
producti on. The result is an exponential increase in the
growh rate of netastases. Renoving the inhibitor frees the
net astases and they grow exponentially. This is another
reason why | never recommend any radical |ocal treatnent.

If you don’t cure the patient, then you can cause the occult
net astases to grow nuch faster
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In the August 1997 issue of the Journal of Urology,
Connolly, et al., pp. 515-518 show that the cells in locally
recurrent prostate cancer patients have a nuch higher growth
(proliferation) rate conpared to the original prostate
cancer cells. Could it be the lack of the inhibitor,
angi ostatin, that causes the accelerated growh of these
cells?

| believe this is one good explanation for the rapid
increase we see in so many nen followng the failure of
radi ati on therapy.

The second nail in the radiation therapy coffin has been
pl aced by Dr. John Bl asko. Hopefully, | hel ped hamer the
first nail. He is the radiation therapy doctor who has
champi oned radiation (seed) inplant therapy. In the NEIJM

editorial, Vol. 337, No. 5, July 31, 1997, pp. 340-341, he
wites:

.. treatnment for locally advanced di sease with
ONLY androgen abl ation may be as efficacious as

androgen abl ati on conbined with radiation.”

| congratulate Dr. Blasko for his honesty. He, too, has
seen the enperor’s new clothes. Don’t let yourself be
victimzed by any radiation therapist. If you accept

radiation therapy alone for treatnent, you are either
uni nf or med, naive or ?7??

Statistics don't lie, statisticians do. We have all heard
that line. So have radiation therapists.

In the August 1997 Journal of Urology, Vol. 158, pp. 319-
325, there is a great article by Frank A Vicini, et al
Read page 323 and see Table 8 on that page. This table
shows the actuarial five-year rate of biochem cal control
results from radiation therapy for localized prostate
cancer.

For exanmple, if your baseline PSA is 10-15, then you can
| ook across the table and see successful outcones for 26%
under colum 1; 31% under columm 2; 63% under columm 3, and
100% under col umm 4.
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Your response would be that you want the treatnent given to
patients in colum 4. That was 100% successful . However
this table actually shows that:

“Dependi ng on which definition of biochem cal contro
(or success) was used (based on definitions from
three of the largest acadenmic institutions in the

radi otherapy literature), statistically significant
differences in overall treatnent outcone were
detected attributable ONLY to the definition
(of success) chosen.”

This nmeans that if your definition of success is clinical
| ocal control, then you are 100% successful. If you want to
call success a PSA of less than 4, you are 63% successful

I f you chose a PSA of less than 1.5 to neasure success, then
your control rate drops to 31% and if you choose the nost
honest definition of success to be a PSA of less than 1,
then you are

only 26% successful. In reality, many of us believe you
need a PSA less than 0.5 to have neani ngful success. This
| owers the success rate nuch nore.

So in the sane study, your successful outconmes can range
from 24% to 100% by sinply lowering your standards of

success. Change the definition and you get to claim 100%
success.
It seens that success, |like beauty, is in the eyes of the
behol der.

As ny grandfather once asked ne:

“Bobal a, what’s the catch?” “Here, grandfather,
by changi ng your definition of success, you can fix
your results and make them | ook so nuch better.”
“Here is the catch, grandfather.”

And as al ways --

Be happy,
Be wel |,
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Li ve | ong and prosper

BOB LEIBONTZ, M D., AKA DR BOB



