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Abstract
Purpose of Review This study aimed to summarize evidence published between 1999 and June 2020 examining diet and lifestyle
after prostate cancer (PC) diagnosis in relation to risk of biochemical recurrence, PC progression, and PC-specific mortality.
Recent Findings Secondary prevention is an important research area in cancer survivorship. A growing number of studies have
reported associations between post-diagnostic modifiable behaviors and risk of PC outcomes.
Summary Evidence on modifiable lifestyle factors and PC remains limited. Where multiple studies exist, findings are often
mixed. However, studies consistently suggest that smoking and consumption of whole milk/high-fat dairy are associated with
higher risk of PC recurrence and mortality. In addition, physical activity and ½ to 1 glass of red wine/day have been associated
with lower risk of recurrence and PC-specific mortality. Greater inclusion of racially/ethnically diverse groups in future research
is necessary to understand these relationships in populations most impacted by adverse PC outcomes.

Keywords Nutrition .Physicalactivity .Exercise .Survivorship .Modifiableriskfactors .Prostatecancer .Fish .Meat .Poultry .

Eggs . Dairy . Dietary fats . Cruciferous vegetables . Tomatoes . Alcohol . Supplements . Obesity . Bodymass index . Smoking

Introduction

Prostate cancer (PC) is the second most common malignancy
diagnosed among men worldwide, with an estimated 1.3 mil-
lion diagnoses worldwide in 2018 [1]. Despite its relatively
high survival rate, it remains the fifth most common cause of
cancer-related death among men worldwide, with 358,989
deaths reported in 2018. Moreover, it is the leading cancer-
related cause of death in men in 46 countries [1]. The varying

disease courses PC can take underscore its heterogeneity in
presentation and prognosis and highlight the importance of
secondary prevention. Over the past two decades, there has
been a growing interest in identifying modifiable factors, such
as diet and lifestyle factors, associated with overall health,
disease progression, and mortality among men with PC.

Methods

In this review, we summarize findings from studies evaluating
associations of post-diagnostic dietary and lifestyle (e.g.,
physical activity, body size, smoking) behaviors with PC re-
currence, progression, and mortality; highlight important new
research; and discuss where additional research is needed. We
focused on observational studies to complement a recent re-
view of randomized trials on this topic [2•]. Although focused
on literature from the last 5 years, additional studies from the
past two decades provide further context. We used the search
terms “prostate cancer”, “progression”, and “mortality” in
combination with each dietary or lifestyle factor (see subsec-
tion headers below) to search PubMed for articles published
through June 22, 2020. Papers that examined all-cause
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mortality (ACM) were included if a PC-specific outcome (re-
currence/progression, PC-specific mortality (PCSM)) was also
evaluated. A single author (CSL) reviewed titles and abstracts
of 1894 returns and identified 168 unique articles for further
review. Eighty-three were deemed relevant, 33 of which were
published between 2015 and 2020. Most common reasons for
exclusion included exposure assessment prior to diagnosis and
lacking assessment of any of the outcomes of interest.

Given known racial/ethnic disparities in PC, including a
greater mortality burden among African-American/Black
(AA/B) men, we assessed the race/ethnicity distributions of
the populations studied. Table 1 summarizes characteristics of
the studies reviewed, stratified by exposure. Table 2 summa-
rizes the findings of all included observational studies. Where
relevant, we supplement our discussion with findings from
randomized trials [2•].

Diet

Fish

Five studies published between 2006 and 2020 examined
post-diagnostic fish intake in relation to PC outcomes, three
of which considered recurrence or progression [4, 6, 7]. One
of these, a study of 1202men with non-metastatic PC from the
Health Professionals Follow-up Study (HPFS), observed evi-
dence of an inverse association in models adjusted for pre-
diagnostic fish intake (hazard ratio (HR) for 1 serving/day
increase: 0.52, p = 0.006; 95% confidence interval (CI) un-
available) [7]. The other two—a study of 940 men with stage
≤ T3 PC from Washington University and a study of 1294
men with localized/regional disease from the Cancer of the
Pros ta te St ra teg ic Urologic Research Endeavor
(CaPSURE™)—observed no association [4, 6]. However,
the Washington University study reported a statistically sig-
nificant inverse association for recurrence when modeling the
substitution of fish/poultry for red meat [4]. The remaining
two studies examined PCSM and ACM and observed no sta-
tistically significant associations for fish intake, though one of
these reported a borderline statistically significant inverse
trend per 1 standard deviation (SD) of greater fish intake and
ACM (HR: 0.90; CI: 0.80 to 1.01; p = 0.08) [3, 5]. No study
reported an elevated risk of adverse PC outcomes with fish
intake. In summary, evidence that fish intake following PC
diagnosis is associated with PC outcomes is very limited.

Meat, Poultry, and Eggs

Three studies conducted between 2006 and 2016 considered
post-diagnostic consumption of meat, poultry, and eggs in
relation to recurrence/progression and observed no associa-
tions with total poultry or total, processed, or unprocessed

red meat (Table 2) [4, 6, 7]. A study of 1294 men with
localized/regional PC in CaPSURE observed a positive asso-
ciation between poultry with skin and risk of PC progression
(HRtertile3 vs 1: 2.26; CI: 1.36, 3.76; p trend = 0.003) [6]. This
study also observed a borderline statistically significant asso-
ciation with egg intake (HRquartile 4 vs 1: 2.02; CI: 1.10, 3.72; p
trend = 0.05), which was not replicated by a later study of 940
men from Washington University [4].

Three studies examined post-diagnostic intake of meat,
poultry, and eggs with respect to PCSM, with mostly null
results [3, 5, 8]. However, a study of 4882 men with non-
metastatic PC from the Cancer Prevention Study-II
Nutritional Cohort (CPS-II) reported an inverse relationship
with unprocessed red meat (HRquartile 4 vs 1: 0.64; CI: 0.46,
0.91; p trend = 0.01) [3]; while a study of 926 men with non-
metastatic PC from the Physicians’ Health Study (PHS) ob-
served a higher risk per 1 SD increase in processedmeats (HR:
1.32; CI: 1.06, 1.64; p = 0.01) [5].

Two studies examining PCSM also examined ACM, with
mixed findings (Table 2) [3, 5]. In the PHS, there was a higher
risk per 1 SD increase in intake of processed meats (HR: 1.17;
CI: 1.06, 1.30; p = 0.003) and eggs (HR: 1.12; CI: 1.02, 1.24;
p = 0.02), but no association with total red meat [5].
Conversely, the CPS-II study observed an association with
total red meat (HRquartile 4 vs 1: 1.22; CI: 1.07, 1.39; p trend
= 0.03), but not with eggs [3]. Furthermore, despite not dem-
onstrating a statistically significant trend, each upper quartile
(Q) of processed red meat intake in CPS-II had a higher risk of
ACM compared to Q1 (HRQ4: 1.17; CI: 1.04, 1.33. HRQ3:
1.15; CI: 1.02, 1.30. HRQ2: 1.14; CI: 1.01, 1.28; p trend =
0.07) [3]. This study also reported an inverse association with
total poultry and ACM (HRQ4: 0.84; CI: 0.75, 0.95; p trend =
0.01), which was not examined in the PHS.

In summary, recommendations on post-diagnostic meat,
poultry, or egg intake specifically for PC outcomes cannot
be made due to lack of concordance across a limited number
of studies. However, based on national guidelines for general
and cardiovascular health, it is prudent to limit consumption of
processed meat and select lean choices of meat or skinless
poultry [86, 87].

Dairy

Three studies conducted between 2006 and 2018 considered
post-diagnostic dairy intake in relation to PC recurrence or
progression [7, 9, 11]. Where there was overlap in exposures
examined, studies agreed. Studies in CaPSURE and HPFS
both found no association with total, high-fat, or low-fat dairy,
but reported positive associations between > 4 servings/week
vs 0–3 servings/month of whole milk and risk of progression
(HR: 1.73; CI: 1.00, 2.98; p trend = 0.04. HR: 1.51; CI: 1.03,
2.20; p trend = 0.03) [9, 11]. Two studies from the HPFS
found no association between total milk and risk of PC
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progression [7, 11], although one of these noted a positive
association in models adjusting for pre-diagnostic intake
(HRcontinuous: 1.12, p = 0.04, CI unavailable) [7]. Table 2
shows various other dairy items that were examined by a
single study [9].

Three studies examined post-diagnostic dairy intake and
PCSM (Table 2) [5, 10, 11]. While results for most subcate-
gories of dairy were null, there were consistent positive asso-
ciations for whole milk. One of these, a study of 3918 men
with localized/locally advanced PC from the HPFS, observed
a relationship with > 4 serving/week vs 0–3 servings/month of
whole milk (HR: 2.15; CI: 1.28, 3.60; p trend < 0.01) [11]. A
population-based study of 525 Swedish men did not observe
this association in the full cohort but replicated this finding for
≥ 3 vs < 1 serving/day of high-fat milk among 230 men diag-
nosed with localized disease (HR: 4.86; CI: 1.52, 15.57; p
trend = 0.003) [10].

Two studies examining PCSM also examined ACM; both
observed an association with high-fat dairy intake (HR1 SD

increase: 1.18; CI: 1.07, 1.30; p = 0.001. HR ≥ 4.5 serv/day :
1.04; CI: 0.73, 1.49; HR3–< 4.5 serv/day: 0.82; CI: 0.58, 1.17;
HR1–< 3 serv/day: 0.75; CI: 0.53 to 1.04 vs < 1 serv/day; p trend
= 0.05) [5, 10]. Effect modification was observed in the
Swedish cohort based on stage at diagnosis and milk type.
There was a positive association for servings/day of high-fat
milk (HR ≥ 3 vs < 1: 3.32; CI: 1.85, 5.97; p trend = 0.001)
among men diagnosed with localized PC, while low-fat milk
was positively associated with ACM among 295 men diag-
nosed with advanced PC (HR ≥ 2 vs < 1: 1.72; CI: 1.14, 2.57; p
trend = 0.02) [10].

In summary, men should limit whole milk to < 4 servings/
week following a PC diagnosis to minimize risk of progres-
sion and PCSM. Limiting high-fat dairy is also advised, and
consistent with heart-healthy diet recommendations, to de-
crease risk of ACM following PC diagnosis.

Dietary Fats

Five studies examined post-diagnostic dietary fats in relation
to PC outcomes, with only one published in the last 5 years
[12–16]. Only one, a study of 390 men who underwent radical
prostatectomy (RP), examined risk of recurrence and reported
a higher risk associated with saturated fat (HRQ4 vs Q1–3: 1.90;
CI: 1.16, 3.11; p value unavailable) [15].

Four studies examined specific types of dietary fat
(Table 2) with respect to PCSM [12–14, 16]. Studies agreed
that there was no association with monounsaturated, polyun-
saturated, trans, or animal fat intake. Two studies also exam-
ined total dietary fat and found no association, although one—
a Swedish study of 525 men—reported a positive trend be-
tween total dietary fat and risk of PCSM among the subgroup
of men diagnosed with localized PC (HRQ4 vs Q1: 2.07; CI:
0.93, 4.59; p trend = 0.03) [14, 16]. There was mixed evidence

regarding saturated and vegetable fat intake. Two studies—a
Canadian study of 384 men and a study of 926 men with non-
metastatic PC in the PHS—observed a relationship with satu-
rated fat intake (HRtertile 3 vs 1: 3.1; CI: 1.3, 7.7; p trend =
0.008; HR for 5% caloric exchange of saturated fat for carbo-
hydrates: 2.78; CI: 1.01, 7.64; p = 0.05) [12, 16]. Two other
studies reported no statistically significant relationships be-
tween post-diagnostic saturated fat and risk of PCSM [13,
14]. Regarding vegetable fat, a study of 4577 men with non-
metastatic PC from the HPFS observed an inverse relationship
with PCSM (HR for 10% caloric exchange of vegetable
fat for carbohydrate: 0.71; CI: 0.51, 0.98; p = 0.04),
whereas the PHS analysis did not observe a statistically
significant association [12, 13].

Two studies considered ACM with mixed results [12, 13].
Both observed no association withmonounsaturated or animal
fat, but an inverse association with vegetable fat (PHS HRQ4 v

Q1: 0.65; CI: 0.45, 0.93; p trend = 0.03; HPFS HRquintile5 vs 1:
0.65; CI: 0.52, 0.83; p trend < 0.001) and a positive associa-
tion with saturated fat (PHS HR for 5% caloric exchange of
saturated fat for carbohydrate: 1.81; CI: 1.20, 2.74; p = 0.005;
HPFS HR for 5% caloric exchange of saturated fat for carbo-
hydrate: 1.30; CI: 1.05, 1.60; p = 0.02) [12, 13]. The
HPFS also observed an inverse relationship between
polyunsaturated fat and ACM (HRquintile 5 vs 1: 0.73;
CI: 0.57, 0.94; p trend = 0.004) and a positive associ-
ation with trans fat (HRquintile 5 vs 1: 1.51; CI: 1.14,
2.01; p trend = 0.002) [13]. The PHS observed no as-
sociations with polyunsaturated or trans fats [12].

Overall, diets with higher saturated fat may increase risk of
PC recurrence and mortality. Replication of findings for veg-
etable, polyunsaturated, and trans fats with mortality out-
comes is needed, though findings are consistent with recom-
mendations for overall health [86, 87].

Vegetables: Tomato (Lycopene), Cruciferous

We identified three studies that considered post-diagnostic
tomato intake in relation to PC outcomes [5, 7, 17]. Two of
these evaluated tomatoes in relation to risk of PC progression
with inconsistent findings. The first, a study of 1560 men with
non-metastatic PC from CaPSURE, found no statistically sig-
nificant association with either fresh tomatoes or tomato sauce
[17]. In contrast, a study of 1202 men with localized/regional
PC from the HPFS reported an inverse association with toma-
to sauce (HR1 serving/day: 0.46, p = 0.04, CI unavailable) and a
positive association with fresh tomato intake (HR1 serving/day:
1.27, p = 0.02, CI unavailable) [7]. However, associations
were attenuated and neither was statistically significant when
pre-diagnostic intake was excluded from the models [7].
Clinical trials have reported that supplemental lycopene is
associated with return to normal PSA and normal bone scans
in men with metastatic PC treated with orchiectomy [2].
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Lycopene concentrations are higher in cooked than raw toma-
toes, which may explain why a protective association is only
observed for cooked tomatoes.

A single study of 926 men with non-metastatic disease in
the PHS examined PCSM and ACM and found no association
between tomato intake as part of a prudent diet and risk of
PCSM or ACM [5].

Two observational studies examined cruciferous vegeta-
bles [5, 17]. CaPSURE reported an inverse association be-
tween cruciferous vegetable intake and risk of PC progression
(HRQ4 vs Q1: 0.41; CI: 0.22, 0.76; p trend = 0.003) [17]. The
PHS found no association with either PCSM or ACM [5].

Recent findings from the Men’s Eating and Living
(MEAL) trial warrant discussion. MEAL randomized 443
men with low-risk PC on active surveillance to receive
counseling promoting consumption of ≥ 7 vegetable-fruit
servings/day, including at least two servings each of crucifer-
ous vegetables and tomatoes [88]. During the 2-year interven-
tion, 245 events of progression were observed. Though the
intervention modestly increased daily servings of cruciferous
vegetables (between group difference at 24 months: 0.49; CI:
0.33 to 0.64; p < 0.01) and tomatoes (between group differ-
ences at 24 months: 0.14; CI: 0.03, 0.26; p = 0.02), it did not
affect risk of disease progression.

Overall, results for post-diagnostic intake of tomatoes/
lycopene and cruciferous vegetables and PC outcomes
are inconsistent. Nonetheless, it is prudent to encourage
PC survivors to include a wide variety of vegetables in
their diet for weight management and risk reduction for
many chronic diseases, including diabetes and cardiovas-
cular disease [86, 87].

Alcohol

Two studies examined post-diagnostic alcohol consumption
and PC outcomes [18, 19]. Only one, a Canadian study of 829
men with ≥ T2 disease, considered recurrence, and observed
no association with total alcohol [19].

When examining PCSM, the two studies agreed there
was no association for overall trend of total alcohol or
liquor intake. However, the Canadian study observed a
positive association with moderate intake of liquor in
analyses excluding non-drinkers (HR≥ 3.7 vs > 0–< 0.9

drinks/week: 2.41; CI: 1.20, 4.84; p trend = 0.01) [19].
Conflicting findings were reported for other types of al-
cohol. A study of 5182 men with non-metastatic PC
from the HPFS observed a borderline statistically signif-
icant positive association with beer intake (HR≥ 7 vs 0

serving/week: 2.64; CI: 0.58, 12.06; p trend = 0.05) and
an inverse association with moderate total wine intake
(HR3–< 7 vs 0 serving/week: 0.53; CI: 0.26, 1.07; p trend =
0.03), which appeared to be driven by red wine (HR3–< 7

vs 0: 0.49; CI: 0.25, 0.97; p trend = 0.05) [18]. Notably,

the inverse association was not observed among men
with higher levels of wine intake. The Canadian study
found no evidence that total wine or beer were associat-
ed with PCSM [19].

Both studies also examined ACM and found no asso-
ciation with post-diagnostic total alcohol, beer, or liquor
intake [18, 19]. However, the Canadian study observed
an association with total alcohol (HR≥ 2 vs > 0–< 2 drinks/

day: 1.45; CI: 1.06, 2.00; p = 0.02) and liquor (HR≥ 3.7 vs

> 0–< 0.9 drinks/week: 1.82; CI: 1.20, 2.79; p trend = 0.01)
in analyses excluding non-drinkers [19]. The HPFS
found an inverse association with 3–< 7 vs 0 servings/
week of red wine (HR: 0.64; CI: 0.45, 0.90; p trend =
0.007) and total wine (HR: 0.57; CI: 0.40, 081; p trend =
0.08), though overall trend for the latter did not reach
statistical significance [18]. The Canadian study also ob-
served an inverse association with moderate total wine
intake (HR0.2–< 0.9 vs 0 drinks/week: 0.60; CI: 0.46, 0.79; p
trend = 0.01) that was not observed at higher levels of
wine consumption [19].

The limited data among PC survivors suggests a potential
benefit of red wine at modest intake levels (1/2–1 serving/
day). Men should limit total alcohol consumption to ≤ 2
drinks/day, as excess alcohol damages the heart, liver, and
pancreas; increases risk of other cancers (including head and
neck, esophageal, liver, and colorectal); and weakens the im-
mune system [89]. This aligns with recommendations from
many cancer control agencies [1, 90, 91].

Supplements or Single-Nutrient Intake from Diet

Selenium

A single study within the HPFS examined selenium supple-
ments (mg/day) and PC outcomes and found an increased risk
of PCSM (HR≥ 140: 2.60; CI: 1.44, 4.70. HR25–139: 1.33; CI:
0.77, 2.30. HR1–24: 1.18; CI: 0.73, 1.91 vs 0; p trend = 0.001),
but no association with recurrence or ACM [21].

Vitamin D

Three studies examined vitamin D (dietary intake or serum level)
and PC outcomes [10, 20, 22]. Only one, a study of 1476 men
from Seattle, examined recurrence/progression and found no as-
sociation with serum 25(OH)D [22]. All three studies examined
PCSM and reported no association with serum level or dietary
vitamin D intake [10, 20, 22]. Two of the studies examined
ACM outcomes [10, 20]. One, a study of 1119 men from New
South Wales, reported an increased risk of ACM among men
with higher levels of 1,25(OH)2D (HRQ4 vs Q1: 0.45; CI: 0.29,
0.69; p trend = 0.005) [20]. The other, a study of 525 Swedish
men, observed no association between dietary intake of vitamin
D and ACM [10].
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Calcium and Phosphorous

A single study from Sweden considered both dietary calcium
and phosphorous intake and observed no association with ei-
ther PCSM or ACM [10].

Overall, evidence on dietary supplement use or single-
nutrient intake and risk of PC recurrence or mortality is limit-
ed. Additional studies are needed to confirm the finding that
selenium supplementation is associated with an increased risk
of PCSM. Men with PC should follow the recommendations
of the American Institute for Cancer Research and the World
Cancer Research Fund and aim to meet nutritional needs
through diet alone [90, 91].

Obesity

Obesity is among the most extensively studied potential risk
factor among men with PC, and the evidence is inconsistent.
Regarding recurrence/progression outcomes reported between
2015 and 2020, six studies observed no association with body
mass index (BMI) [25–27, 31–33], while three reported a
positive association [28, 30, 34]. A report by our team
attempted to clarify the discrepancies in past studies by exam-
ining adjustment for clinical and, separately, pathological
characteristics in a population of men undergoing RP from
CaPSURE [27]. We hypothesized that residual confounding
by disease stage may partially explain positive associations
reported between BMI at the time of diagnosis and risk of
recurrence. We observed that with adjustment for disease se-
verity using metrics from diagnosis (biopsy) only, there was
evidence of a positive relationship between very obese men
(BMI ≥ 35 kg/m2) and risk of recurrence [27]. However, when
we controlled for surgical pathology characteristics, the ob-
served association was no longer statistically significant.
Consistent with our finding, two of the three studies that found
an association between BMI and risk of recurrence did not
adjust for pathologic features [30, 34]. Four of the six studies
that reported no association adjusted for pathologic features
[25–27, 32]. Such data suggest that obesity influences tumor
aggressiveness earlier in the natural history of prostate cancer
and are consistent with a larger body of evidence implicating
pre-diagnosis BMI in healthy populations and risk of fatal
prostate cancer [92].

Seven studies published between 2015 and 2020 examined
BMI and PCSM [23, 24, 26, 29–31, 34]. Only one—a study of
1442 men treated with intensity modulated radiation therapy
for localized disease, and therefore lacking pathologic mea-
sures of disease severity—observed an association
(HRcontinuous: 1.15; CI: 1.07, 1.23; p < 0.001) [34]. Three
additional studies published before 2015 also reported
a positive association, only one of which controlled
for pathologic metrics [57–59]. The two studies that

considered waist circumference and waist-to-hip ratio
found no association [23, 29].

Five studies published between 2015 and 2020 examined
BMI and ACM with mixed results [23, 24, 27, 29, 34]. Three
of these reported a higher risk associated with higher BMI
(HR≥ 35 vs 18.5–25: 1.70 (1.12, 2.60), p trend = 0.001.
HRcontinuous: 1.05; CI: 1.02, 1.08; p = 0.004. HRper 5-unit:
1.07; CI; 1.02, 1.12; p = 0.01) [24, 27, 34]. The two others
observed no associations with BMI, waist circumference, or
waist-to-hip ratio [23, 29]. There were numerous older studies
that reported similarly null findings between BMI and ACM
among men with PC (Table 2).

Evidence is mixed regarding if obesity measured following a
PC diagnosis is associated with worse PC outcomes, and further
research is warranted regarding whether weight loss among PC
survivorswho are obese offers PC-specific benefits. Nonetheless,
given the relationship of obesity with other chronic diseases,
including other malignancies and heart disease, men should be
counseled to reach and maintain a healthy weight.

Physical Activity

Multiple studies have examined various forms of post-
diagnostic physical activity (PA) in relation to PC outcomes
(Table 2). Only three of these considered recurrence/
progression outcomes with mixed results [37, 40, 42]. Two
examined different types of PA in the same cohort of 237
Canadian men on active surveillance [37, 40]. These studies
demonstrated a lower odds of disease reclassification (OR >

92.27 vs < 46.62: 0.43; CI: 0.21, 0.88; p trend = 0.027) but not risk
of progression, with higher MET-hour/week of total PA, as
well as lower odds associated with vigorous PA (OR > 0 vs 0:
0.42; CI: 0.20, 0.85; p = 0.016) [37, 40]. In contrast, a
CaPSURE analysis of 1455 men with localized disease found
no association between vigorous PA and risk of PC progres-
sion. However, few men engaged in vigorous activity in this
population, and brisk walking pace was associated with a
statistically significant 57% lower risk of progression [42].

Six studies examined PA and PCSM with generally con-
sistent findings of benefits for PA (Table 2) [35, 36, 38, 39, 41,
43]. A HPFS study of 2705men with non-metastatic PC and a
US-based study of 1354 men with localized disease reported
an inverse association with vigorous PA (HR≥ 3 vs < 1 h/week:
0.39; CI: 0.18, 0.84; p trend = 0.03. HR≥ 1 vs < 1 time/week: 0.63;
CI: 0.42, 0.95; p = 0.029) [36, 43]. A Canadian study of 830
men with stage ≥ T2 PC reported a 44% decreased risk for
recreational PA and PCSM (> 26 vs ≤ 4MET-hours/week, CI:
10–65%) [39]. An additional study in the CPS-II cohort sim-
ilarly reported a statistically significant 31% decreased risk of
PCSM associated with recreational PA [38]. A 2015 study of
4623 Swedish men with localized PC reported a 32% reduc-
tion in risk of PCSM for ≥ 1 vs < 1 h/week of exercise after
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diagnosis (CI 6–52%); a similar benefit was reported for
walking/biking ≥ 20 vs < 20 min/day, but not for total recre-
ational physical activity or household work [41]. While there
has been variability in the type, duration, or intensity of PA
associated with PCSM benefits, these reports suggest that PA
offers benefit for reducing risk of PCSM.

Five studies examining PCSM also examined ACM and
overwhelmingly reported an inverse relationship with PA
[35, 38, 39, 41, 43]. The risk reduction comparing the highest
to lowest PA categories were as follows: 42–62% for total PA,
35–49% for vigorous PA, 14–37% recreational PA, and 7–
30% for walking/biking [38, 39, 41, 43].

In summary, there is strong evidence that increased PA fol-
lowing PC diagnosis is associated with lower risk of PCSM and
ACM. The 2018 National PA Guidelines in the USA recom-
mend that adults do ≥ 150 min/week of moderate-intensity or ≥
75 min/week of vigorous-intensity aerobic PA. These guidelines
report lower risk of PC mortality as a health benefit associated
with regular PA for PC survivors [93•]. In addition, clinical trials
have shown that PA improves bone mineral density and quality-
of-life among men undergoing androgen deprivation therapy for
PC [2•]. Considering the totality of evidence, we recommend that
PC survivors engage in regular PA. Trials are underway to de-
velop interventions to help men with PC meet PA goals, while
considering a man’s current capabilities and health-related con-
cerns (see Table 2 in ref. [2•]).

Smoking

Multiple studies have examined the relationship between
smoking and PC recurrence/progression and PCSM
(Table 2). There is overall agreement that men reporting
smoking following diagnosis are at higher risk of recurrence/
progression and PCSM compared to never smokers [44, 46,
47, 51–53, 55].

Some evidence exists that the duration of smoking cessa-
tion may affect the risk of PC outcomes among former
smokers. Specifically, an Austrian study of 6538 men with
localized PC reported that former smokers who had quit ≥
10 years prior had a similar risk of recurrence as never
smokers, but those who had quit < 10 years prior were at
increased risk of recurrence [47]. Results from a US-based
study of 752 men for the outcome of PCSM support this
conclusion, though results did not reach statistical significance
[52]. Limited data on former smoking duration and dose may
account for the mixed evidence regarding whether former
smokers are at an increased risk for poor PC outcomes [44,
46, 47, 51–54].

Fewer studies examined ACM outcomes [44, 48, 53, 56].
A Canadian study of 434 men with localized disease found no
association between former or current smokers and ACM,
though it was limited by a short follow-up period (median
70 months) [53]. As expected, all other studies found a

statistically significant increased risk of death associated with
smoking [44, 48, 56].

In summary, current smokers are at an increased risk of
disease recurrence/progression, PCSM, and ACM. Men who
smoke should be provided with resources to help them quit to
improve their PC-specific prognosis and overall health.

Diversity of Study Populations

Race/Ethnicity

AA/B men experience higher rates of PC incidence and mor-
tality thanmen of any other race/ethnicity. In the USA, the rate
of PCSM is more than twofold higher in AA/B vs White men
(40.8 vs 18.2 per 100,000 in AA/B and White men, respec-
tively) [94]. Despite this fact, existing evidence on post-
diagnostic modifiable risk factors has been collected almost
exclusively inWhite populations. Characteristics of 33 recent-
ly published (2015–2020) studies are shown in Table 1; 13 did
not report the racial/ethnic distribution of their study sample
[10, 19, 21, 29, 32, 34, 35, 37, 38, 41, 45–47]. An additional
seven dichotomized race as White/Caucasian vs other (all ≥
92% White) [4, 5, 12, 18, 24, 31, 39]. Only six included ≥
10% AA/B/African-Caribbean men [23, 26, 28, 30, 33, 44].

Few studies have examined whether the associations between
lifestyle factors and risk of PC outcomes vary by race/ethnicity.
The two that provided results stratified by race (AA/B vsWhite)
both examined BMI as the primary exposure [26, 33]. The first
was a study of 5929 (33% AA/B) men treated via RP that ob-
served no association between BMI and PCSM or recurrence,
overall or in either race/ethnicity stratum [26]. The other was a
study of 647 men that reported a positive association between
BMI≥ 30 vsBMI< 30with PC recurrence among the 363White
men (HR: 1.80; CI: 1.09, 2.96) but not among the 284 AA/B
men (HR: 1.10; CI: 0.69, 1.76) [33].

Although limited, a few studies have identified mortality dis-
parities among other underrepresented racial/ethnic minority
populations. For example, Puerto Rican and Mexican
American men may have an increased risk of PCSM compared
toWhitemen [95, 96]. Future studies should report race/ethnicity
for their study population and test for effect modification by
race/ethnicity when numbers allow. Deliberate and targeted re-
cruitment of AA/Bmen and other high-risk populations into PC-
related studies is crucial. In the interim, it should be a priority to
identify existing data sources with a sufficient proportion of AA/
B men and other underrepresented racial/ethnic minorities to
begin to address these questions.

Education

We intended to examine educational attainment as a measure
of socioeconomic status; however, only 10 of the 33 recent
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studies (2015–2020) reported education levels of their study
populations [3, 9, 19, 23, 24, 33, 35, 36, 39, 41].

Cohorts

Most of what we know regarding diet and lifestyle following a
PC diagnosis comes from a limited number of cohorts. Table 1
displays literature by exposure, consisting of 64 (non-unique)
studies. The HPFS, CaPSURE, and PHS-II account for one-
third (n = 22) of these (note, EVB, SAK, and JMC were
authors on many of these papers). An additional 15% (n =
10) are from CPS-II, the Shared Equal Access Regional
Cancer Hospital (SEARCH) database, and Royal Marsden
Hospital. Finally, many of the exposures were examined by
only a single study (Table 2), highlighting areas where repli-
cation and confirmation is needed.

Future Direction

In summary, research to date on post-diagnostic lifestyle fac-
tors and risk of PC recurrence and mortality has been limited
to a few cohorts of predominately White men. Large cohorts
that are racially/ethnically, geographically, and socio-
demographically diverse are necessary to advance this field
of research.

Conclusions

In this review, we focused on observational evidence of post-
diagnostic modifiable diet and lifestyle factors in relation to
PC outcomes. Though randomized trials are the gold standard
for determining causation, many diet and lifestyle behaviors
are not suitable/ethical (e.g., smoking) to randomization.
Furthermore, long-term and slow-acting exposures may re-
quire extended follow-up periods to observe outcomes of in-
terest, which may preclude study in a randomized setting.
Overall, the evidence reviewed suggests that following a PC
diagnosis, men should be counseled to increase physical ac-
tivity and quit smoking, consistent with general health recom-
mendations. Additionally, it may be prudent for men with PC
to minimize whole milk/high-fat dairy intake; for those who
consume alcohol, consider moderate consumption of red wine
(e.g., ½ to 1 glass/day) over other types of alcohol, and aim to
meet nutritional needs through food rather than supplements.
Future research that includes more diverse populations, par-
ticularly AA/B men, is needed.
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