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A 
65-year-old man presents to 

the emergency department 

with increasing back pain. His 

history includes hypertension, pe-

ripheral neuropathy, duodenal ulcer, 

superior mesenteric vein thrombus, 

stage IIB colon cancer treated with 

surgery and adjuvant chemother-

apy, renal cell carcinoma treated 

with surgery, and prostate cancer 

treated with surgery and radiation. 

He is otherwise healthy. His family 

history is positive for colon cancer. 

Physical examination found signifi-

cantly elevated blood pressure and 

a computed tomography scan of 

the thoracic and lumbar spine was 

performed, with findings of a type 

B aortic dissection extending from 

the aberrant right subclavian artery 

down to the abdominal aorta.

Acute Aortic Dissection

The estimated incidence of 

acute aortic dissection is about 3 

in 100,000 per year (Papadopou-

los et al., 2015). Aortic dissection 

begins with a small tear in the 

lumen of the aorta. As the heart 

continues to pump blood through 

the tear, a false channel is created, 

which may quickly become larger 

than the aorta itself. If left untreat-

ed, death will often occur from 

a rupture in the aorta (Pyne & 

Apple, 2013). The most significant 

risk factors for aortic dissection 

include hypertension, age (risk 

increasing with age), and gender 

(men are at higher risk) (Golledge 

& Eagle, 2008; Papadopoulos et 

al., 2015). Other risk factors in-

clude known connective tissue 

disorders, smoking, direct blunt 

force trauma, and drug use (e.g., 

cocaine, amphetamines) (Nien-

aber & Clough, 2015). Presentation 

most commonly includes abrupt 

onset of chest and/or back pain, 

pulse deficit, and abnormal chest 

imaging; however, these symptoms 

are not always present (Pape et 

al., 2015; Ranasinghe, Strong, Bo-

land, & Bosner, 2011). Immediate 

management of aortic dissection 

includes pain control and antihy-

pertensive therapy with the initial 

goal of rapid reduction of blood 

pressure. Additional management 

is dependent on the type and lo-

cation of dissection (Golledge & 

Eagle, 2008; Nienaber & Clough, 

2015) (see Table 1).

Prostate Cancer

Prostate cancer is the most com-

mon cancer among men in North 

America (American Cancer Society, 

2016; Canadian Cancer Society, 

2015). Worldwide, prostate cancer 

is the second most frequently diag-

nosed cancer and the sixth-leading 

cause of cancer death in males, 

accounting for 14% (903,500) of 

the total new cancer cases and 6% 

(258,400) of the total cancer deaths 

in males in 2008 (World Cancer 

Research Fund International, 2014). 

The natural history of prostate 

cancer is extremely variable and is 

largely dependent on Gleason score, 

a measure of cell differentiation. 
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With the advent of serum prostate-

specific antigen (PSA) screening, 

the majority of prostate cancers 

are detected early when still small 

and localized to the prostate. Low-

grade disease (Gleason score of 6, 

or well differentiated) may remain 

indolent for more than 10 years; in 

men with low-risk prostate cancer 

(low grade and low volume), the 

risk of disease progression within a 

decade is less than 6% (Albertsen, 

2015). In contrast, about 20%–30% 

of men are diagnosed with high-risk 

prostate cancer (Gleason score 

of 8–10, or poorly differentiated, 

with a PSA greater than 20), which 

typically results in death within 10 

years (Albertsen, 2015; Punnen & 

Cooperberg, 2013). 

Treatment options for localized 

prostate cancer commonly include 

surgery, radiation, or active sur-

veillance, and choice of treatment 

should be tailored to patient prefer-

ence (Mohler et al., 2010; Wang et 

al., 2015). Radical prostatectomy 

(RP) is the treatment of choice 

for many men and involves re-

moval of the entire prostate and 

select lymph nodes. Research indi-

cates that about 15%–46% of men 

treated with RP will experience 

a biochemical recurrence (BCR) 

within 15 years (Kellogg Parsons & 

Partin, 2006). BCR refers to a rise 

in PSA following definitive treat-

ment for prostate cancer, and the 

natural history of BCR is generally 

prolonged. A landmark study by 

Pound et al. (1999) found that post 

RP, the median time from BCR to 

metastatic disease was eight years, 

and time from metastatic disease to 

death was five years.

Radiation therapy for the treat-

ment of localized prostate cancer 

most commonly involves exter-

nal beam radiation therapy or 

brachytherapy. BCR is common, 

and one large study using the Can-

cer of the Prostate Strategic Uro-

logic Research Endeavor database 

found recurrent disease in 63% of 

men treated with external beam 

radiation therapy (EBRT) (Argar-

wal, Sadetsky, Konety, Resnick, & 

Carroll, 2008). BCR after primary 

radiation therapy is also prolonged 

and may be detected as many as 20 

years after treatment and beyond 

(Swanson, Riggs, & Earle, 2004). 

Several treatment options are 

available for BCR, and treatment 

will depend on determining if the 

recurrence is localized to the pros-

tate or involves metastatic disease 

(Kellogg Parsons & Partin, 2006). 

For patients who have previously 

been treated with surgery, salvage 

radiation may be offered. For pa-

tients previously treated with EBRT, 

treatment for localized recurrence 

may include salvage cryotherapy 

or salvage radical prostatectomy; 

however, this surgery is extremely 

difficult, with a high rate of compli-

cations (Williams & Choueiri, 2013). 

Given that prostate cancer is 

largely androgen dependent, sup-

pression of testosterone with an-

drogen deprivation therapy (ADT) 

is a mainstay of treatment for meta-

static disease (Sternberg, Petrylak, 

Madan, & Parker, 2014). ADT, also 

called hormone therapy, can be 

added to primary or salvage thera-

pies (Williams & Choueiri, 2013). 

Following suppression of testoster-

one, either medically or surgically, 

tumor regression is seen, with a 

decline in PSA and improvement in 

systemic symptoms (Sternberg et 

al., 2014). Unfortunately, despite ini-

tial improvement, virtually all men 

will experience disease progres-

sion, regardless of castrate testos-

terone levels, to what is known as  

castration-resistant prostate cancer 

(CRPC) (Sternberg et al., 2014). The 

natural history of CRPC will typical-

ly include worsening of symptoms 

and eventually death. Disease pro-

gression in the castration-resistant 

state may lead to the development 

of serious or life-threatening com-

plications, including anemia, uri-

nary tract obstruction, spinal cord 

compression, pain, cachexia, and 

pathologic fractures (Sternberg et 

al., 2014). Several agents are now 

available for the treatment of CRPC, 

including enzalutamide (Xtandi®), 

abiraterone acetate (Zytiga®), caba-

zitaxel (Jevtana®), docetaxel (Tax-

otere®), sipuleucel-T (Provenge®), 

and radium-223. Although all have 

demonstrated improvement in 

overall survival, resistance will ul-

timately develop to these agents as 

well (Sternberg et al., 2014). 

Enzalutamide is an oral androgen 

receptor antagonist used in men 

with CRPC. Enzalutamide is effec-

tive and generally well tolerated. 

TABLE 1. Treatment Characteristics of Acute Aortic Dissection by Type

Variable Type A Type B

Description Dissection of ascending or 

proximal aorta

Dissection of descending or 

distal aorta

Treatment Open repair of aorta to re-

move entry into false lumen

Medical management for 

uncomplicated dissection;

endovascular or open repair

Aim of treatment Prevent aortic rupture; 

prevent development of 

pericardial effusion and 

cardiac tamponade

Prevent aortic rupture

Indication for  

surgical treatment

Always indicated Persistent or recurrent chest 

pain; malperfusion; expan-

sion of aortic diameter

Note. Based on information from Erbel et al., 2001; Nienaber & Clough, 2015; Pape 

et al., 2015.
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Common side effects include fa-

tigue, diarrhea, hot flashes, muscu-

loskeletal pain, headaches, hyper-

tension, and seizure (Scher et al., 

2012). One large study reported hy-

pertension was the most common 

severe or medically significant side 

effect, occurring in 7% of patients 

(Beer et al., 2014). Abiraterone 

acetate inhibits the biosynthesis 

of androgens and is also prescribed 

orally for the treatment of CRPC. 

Common side effects reported, 

similar in treatment and placebo 

groups, include fatigue, back pain, 

nausea, constipation, and bone 

pain. Side effects more common in 

patients treated with abiraterone 

acetate versus placebo include 

fluid retention, hypokalemia, and 

hypertension (de Bono et al., 2011). 

Case Study

After the patient was diagnosed 

with type B acute aortic dissec-

tion, it was noted that he had been 

started on enzalutamide for CRPC 

several months earlier. Unfortu-

nately, after starting on this new 

treatment, the patient was not seen 

for follow-up or assessed for side 

effects. His blood pressure was 

not monitored. Enzalutamide was 

discontinued immediately, and the 

patient was admitted to the cardiac 

unit for aggressive management of 

his hypertension with IV antihy-

pertensives. Following the stabili-

zation of blood pressure, enzalu-

tamide was reinstated; however, 

the patient’s blood pressure rose 

significantly almost immediately. 

Enzalutamide was permanently 

discontinued; however, there was 

continued difficulty in controlling 

the blood pressure. The patient un-

derwent endovascular repair and 

left carotid subclavian bypass for 

treatment of the aortic dissection 

and was discharged more than a 

month following initial presenta-

tion. The patient has experienced 

exacerbations of hypertension and 

remains on metoprolol (Lopres-

sor®), nifedipine (Procardia®), and 

irbesartan (Avapro®). Following 

discharge from the hospital, the 

patient was started on abiraterone 

acetate for treatment of CRPC and 

was monitored closely for side ef-

fects. 

Implications for Nursing  

and Conclusion

This case highlights the impor-

tance of nursing knowledge and 

assessment of potentially danger-

ous side effects. Cancer treatments 

are rapidly evolving, and oncology 

nurses must have a basic under-

standing of the treatments common-

ly prescribed in their setting, as well 

as potential side effects that may 

require close monitoring. Oncol-

ogy nurses play an important and 

effective role in educating patients 

on their treatment and possible side 

effects (Koutsopoulou, Papathanas-

soglou, Katapodi, & Patiraki, 2010). 

Nurses also play a pivotal role as 

part of a multidisciplinary team, of-

ten serving as the main contact for 

the patient and medical staff, and 

are in the best position to observe 

the effects of treatment-related side 

effects on the patient (Sonnek & van 

Muilekom, 2013). Frequent nursing 

assessment should be routine for 

patients started on new treatment 

to ensure treatment-related side ef-

fects are managed proactively and 

promptly. 
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• Dermatitis

• High-risk prostate cancer will typi-

cally recur following curative treat-

ment and will eventually progress 

to be classified as castrate-resistant 
prostate cancer.

• Significant research has resulted in 
the development of several novel 

agents for the treatment of prostate 

cancer.

• Oncology nurses must have a basic 

understanding of agents commonly 

prescribed in their practice setting.

CLINICAL HIGHLIGHTS
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