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Resistance training and reduction of treatment side
effects in prostate cancer patients
(Galva®o DA, 2006)

TABLE 2. Muscle strength and endurance at baseing and aftr 10 and 20 wk of resstance rening (mean + D).

Variable Baseline Week 10 Week 20 Percentage Change Pvalue
Chest press 1RM (ig) 309:132 54154 30+ 164 4054185 A0t
Seated ow 1AM (kg) %4413 Ug+1¥ 507476% 49:214 <001
Leg press 1RM (kg) 813342 1090+370° 158083 934257 Q0
(Chest press end (rep) 90425 138:27 02455% 149 26 Q01
Chest press ndrep) 90425 13120 94120 324317 0085
Leg press end (1ep) 03479 %8+108 24108 167.1 1436 Q001
Leg press endf{ep) 03:79 %084 72448 53+ 05 004

Sgnfant diference, P< 0.05;  baseine o week 10, basen to eek 20; week 10 o veek 20,
IRM, one:repegtion maximum; end, muscle endurance at baseling test 70% 1RM, rep, number of repetions performed
1 Muscle endurance at postiest 70% 1RM.

Muscle strength and endurance at baseline and after 10 and
20wk of resistance training.

Resistance training and reduction of treatment side
effects in prostate cancer patients
(Galva™o DA, 2006)

Varble Baseline Week 10 Week 20 Percentage Change PValue
Chat e (5 154449 113:3§ 0527 08811 Q0
mbackvard vk () 85193 1874101 f7:0p 03:09 i
st w3 50410 15408 Q3 41102 0
mfatvak 5 31400 3520 35:07 554104 o
A0 vak 5 11800 555408 AR 14159 000
Saircimb (5 10436 §5¢3¢ 83428 -104:98 0o
807 (0-400) 087483 17461 BI46¢ 78469 14

Siifant dene, P<005; basein o week 10 et vk 20; wesk 01 ek 0,

Functional performance measures and sensory organization
test(SOT) at baseline and after 10 and 20wk of resistance
training
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Recreational Physical Activity and Risk of Prostate
Cancer in a Large Cohort of U.S. Men
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Abstract

Recreational Physical Activity and Risk of Prostate
Cancer in a Large Cohort of U.S. Men(Patel AV, 2005)

Table 3. Rate ratios for baseline recreational leisure time physical activity and risk of nonaggressive and aggressive
prostate cancer, CPS-II Nutrition Cohort, 1992 to 2001

No. cases/ person-years RR* (95% C1)

Nonaggressive prostate cancer
MET-h/wkin 1992¢

Physical activity has been proposed as a modifiable risk
factor for prostate cancer because of its potential effects on
circulating hormones such as testosterone and insulin. We
examined the association of various measures of physical
activity with prostate cancer risk among men in the
American Cancer Society Cancer Prevention Study Il
Nutrition Cohort, a large prospective study of U.S. adults.

level of recreational physical activity (>35 metabolic equiva-
lent-hours/wk) and those who reported no recreational
physical activity at baseline (RR, 0.90; 95% confidence
1.04; P for trend = 0.31). We also did not
observe an association between prostate cancer and recalled
physical activity at age 40 or exercise reported in 1982.
However, the incidence of aggressive prostate cancer

interval, 0.78-

None 440/63,885 1.00 (reference)
>07 1,205/161 811 102 (092-1.14)
>721 1,549/188,800 107 (096-1.20)
52135 728/95,816 099 (0.88-1.11)
>35 238/31,182 098 (0.841.16), P for

trend = 0.57

A ive prostate cancer!
%L T-h/wk in 1992¢

Information on recreational physical activity was obtained  was inversely associated with >35 metabolic equivalent- None 184/62,782 100 (reference)
from a self-administered questionnaire completed at cohort hours/wk of recreational physical activity compared with 507 72157940 079 (066094
enrollment in 1992/1993, as well as from a questionnaire that in men who reported no recreational physical activity S 951971 087 (073104
completed as part of an earlier study in 1982. During the 9- (R, 0.69; 95% confidence interval, 0.52-0.92; P for trend = s Demim 077 065094
year prospective follow-up, 5,503 incident prostate cancer 0.06). Our findings are consistent with most previous studies 4 ! o
cases were identified among 72,174 men who were cancer- that found no association between recreational physical >35 66/30,327 069 (052:092), P for
free at enrollment. Cox proportional hazards modeling was  activity and overall prostate cancer risk but suggest physical trend = 0.06
used to compute hazard rate ratios (RR) for measures of activity may be associated with reduced risk of aggressive
recreational physical activity and to adjust for potential prostate cancer. (Cancer Epidemiol Biomarkers Prev
confounding factors. We observed no difference in risk of ~ 2003;14(1):275-9)
prostate cancer between men who engaged in the highest
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