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I. Diet 
I want to thank Dr. Dan Rosenblum who has worked closely with me on prostate cancer 
and other issues, as well as Virgil and the organizers for inviting me, and all of you for 
coming today.  I will talk primarily about primary prevention strategies for prostate 
cancer.  As Virgil mentioned, we are way behind in prostate cancer in comparison to 
other cancers such as breast cancer.  As primary prevention, we have vaccines to prevent 
cervical cancer and liver cancer since we know the respective causative agents, but the 
cause of other cancer types is unknown, including prostate cancer. 
Recent articles citing no evidence for the value of PSA screening were misguided and 
premature.  Such a cost-benefit analyses cannot be done yet.  A 14-year follow-up study 
indicated that half of the people screened with PSA showed a 50% reduction in prostate 
cancer death, and we are still early in this trial. 
What can we do in terms of primary prevention of prostate cancer?  Firstly, the incidence 
and mortality rates exhibit widespread geographic variation.  This slide shows that 
prostate cancer incidence is hugely higher among Blacks and Caucasians in the U.S. in 
comparison to other countries.  For mortality, we far better among U.S. Whites than U.S. 
Blacks.  The U.S. has made advances in treatment, yet we have made few advances in the 
realm of prevention.  Interestingly, Japanese men, a group who demonstrate a low 
incidence of prostate cancer, show an increased risk of prostate cancer over time when 
they come to the U.S.  Factors which influence a man’s chance of getting prostate cancer 
include age, racial background with Blacks at greater risk than Whites, and family history 
and genetics, which are not controllable, versus factors which are controllable, including 
weight, with obese men being at increased risk, and unidentified dietary and 
environmental factors. 
Regarding prostate cancer prevention, we must beware of false claims: studies have 
shown that neither vitamin E nor selenium prevent prostate cancer, nor have exercise or 
weight reduction shown proven decline in prostate cancer.  The SELECT trial, the largest 
controlled clinical trial in prostate cancer prevention, concluded that neither vitamin E 
nor selenium, nor a combination of the two, did not prevent prostate cancer, but rather 
each may present slight harm to health. 
The good news regarding prostate cancer is that when a man is diagnosed, his odds of 
surviving ten years are roughly 93%.  Deaths rates have declined since 1990.  
Unfortunately, we do not yet know how to prevent prostate cancer; we may be observing 
two different types of prostate cancer, indolent versus aggressive.  There is suggestive 
evidence concerning possible dietary and lifestyle factors which may influence the risk 



prostate cancer, and such evidence is useful only to generate hypothesis for good studies, 
rather than make health recommendations.  Some suggestive evidence may be very 
healthful with respect to other diseases, such as cardiovascular disease. 

II. Chemoprevention 
The 5-alpha-reductase inhibitors, or 5ARIs, are drugs with antiandrogenic activity used to 
treat benign prostatic hyperplasia, which decrease the available levels of 5-alphas-
reductase and inhibit the enzyme which reduces excessive prostate growth.  Within six 
months of using either finasteride and dutasteride, PSA is generally lowered.  In most 
men, BPH is a progressive disorder, and over time, the prostate grows larger, urinary 
flow becomes impeded, and voidance symptoms increase; thus, both Proscar (finasteride) 
and Avodart (dutasteride) have been approved by the FDA to treat BPH. 
Both these agents have been examined in clinical trials to assess efficacy in prostate 
cancer.  Finasteride has shown a clear decrease in PSA, and a prolongation where PSA 
has started to rise, and has been associated with increased survival.  Results from the 
ARTS study has yet to be released on the use of dutasteride in the setting of biochemical 
recurrence, but will probably be similar to those of finasteride. 

Potential harms from 5ARIs include erectile dysfunction, decrease in ejaculate volume, 
decrease in libido, and sexual dysfunction, all reversible, as well as gynecomastia, which 
may not be reversible.  Other effects include decrease in PSA and decreased male pattern 
baldness.  Parallels can be drawn between studies with these drugs and the earlier studies 
of treatment for breast cancer with tamoxifen. 

Initial findings from the Prostate Cancer Prevention Trial showed that finasteride lowered 
the incidence of prostate cancer, yet might show increased risk for developing more 
aggressive tumors.  Subsequent studies have shown the agent, in fact, does not promote 
growth of the more aggressive tumors and may actually lower their risk.  The REDUCE 
trial showed that dutasteride statistically significantly lowered the risk of prostate cancer 
by 23% compared to placebo, and without greater risk for developing aggressive prostate 
tumors.  Studies of these drugs showed reduction in occurrence of prostate cancer. 
Following publishing of trial findings, there was found to be no significant change in 
prescribing patterns initially seen from doctors.  Initial concerns over growth of more 
aggressive tumors should now largely be alleviated; analyses on finasteride indicate that 
the agent actually increases the ease of detection rather than the occurrence of such high 
grade tumors.  There is currently a lack of knowledge among PCPs about the potential 
use of finasteride in chemoprevention.  An educational issue still exists if physicians do 
not readily accept data on the use of chemopreventive agents for prostate cancer.  There 
may be concern that perhaps we are too early and do not have enough follow-up data yet 
to know what are the adverse effects with finasteride. 

Male Participant 
I had a radically prostatectomy with subsequent return of my prostate cancer.  I had 
recommendations since to use soy products and green tea.  Is this still a recommended 
protocol? 



Dr. Weiss 
There are clinical trials ongoing now but results have not yet been reported; there were 
earlier suggestions prior to the trials that these products might be helpful.  Also, 
prevention is very different from treatment.  While something may not cure or prevent 
prostate cancer, it may decrease recurrence or decrease the rate of progression of prostate 
cancer. 

Male Participant 
The trial looking at vitamin E is now dated and inaccurate.  The same group which did 
the original study has now determined, following further analyses of the study, that 
excluding the smoker population leaves definitive beneficial results of supplementation 
with vitamin E. 

Dr. Weiss 
I would disagree because the design of the trial did not allow for such further analysis.  I 
would use caution in interpreting those types of later re-analyses. 

Male Participant 
I was diagnosed with prostate cancer around age 56.  Fortunately, my PSA has remained 
low following surgery.  How do I advise my 30-year-old son who may be at increased 
risk for prostate cancer? 

Dr. Weiss 
We have no firm guidelines, but a general guideline with family history/genetic 
predisposition is that if there is benefit to screening, consider such screening 10-15 years 
before the diagnosis of the youngest related family member.  Data suggests that testing at 
a younger age gives a baseline that is fairly useful, not necessarily to repeat the test near-
term, but rather to have important baseline information.  Also, if your PSA became 
measurable and increased over time, with no symptoms of biochemical recurrence, we 
are not certain what should be done in such a situation; if that happened, discuss carefully 
with your doctor what we know at that point.  Data today is irrelevant to what happens in 
five, ten, or 20 years.  Finally, clinical trials are very important; if you were offered a 
clinical trial in nutritional intervention, for example, I would seriously consider it. 

Male Participant 
I have seen reports citing a higher incidence of prostate cancer in men in the 
northernmost latitudes.  The hypothesis is the lower naturally occurring incidence of 
sunlight for vitamin D production. 

Dr. Weiss 
I read the same reports; I do not know.  There is clear evidence that we underappreciate 
the importance of vitamin D systemically, and a huge number of people are vitamin D 
deficient.  Medicine has its history of seesawing from one extreme to another.  I think 
vitamin D in moderation, and particularly if someone is deficient to correct that, is 



probably important just in terms of osteoporosis.  How useful it is in prostate cancer is 
anyone’s guess: the reasons for suggesting its use are reasonable, as are the reasons to say 
it will fail.  This is an ideal issue for a clinical trial. 

Male Participant 
Regarding the FTC’s recent charges against Pom Wonderful LLC for deceptive 
advertising relating to pomegranates in prostate health, should government interfere with 
such promotions? 

Dr. Weiss 
I think they should.  We are underregulated in that respect.  There are an enormous 
number of false claims that are put out there, and the use of some agents is actually 
harmful rather than helpful. 
 


