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Anew year offers many 
opportunities for new

initiatives as well as
maintaining and improving the
things we are already doing. Not
least is continuing to provide
the comfort and support for

newly-diagnosed patients. Interestingly, we seem to see
only a small percentage of such men, yet those we do see
strongly affirm that the service has been most helpful to
them and their families in dealing with their diagnoses and
treatments. 

The awareness activities we pursue are recognized
as positive contributions to the betterment of our
community. Last year, members talked with many people
at fall fairs and farmers’ markets, audiences we intend to
reach out to again this year. As well, we will return to
urban sites, such as shopping malls or big box stores, to
reach men and women with the message of early detection
and appropriate treatment.

This month, members will have shown their
support for the Ottawa Regional Cancer Foundation by
volunteering at or contributing financially to the annual
telethon. The Father’s Day Alterna Do It for Dad run and
family walk may seem to be quite a time off but already

work is underway to ensure it continues as a significant
awareness and fund-raising event. As well, with our friends
at the Canadian Cancer Society and Ottawa Public Health,
we are planning for Prostate Cancer Awareness Week in
September. 

The Cancer Assessment Centre, so long in the
planning stages, has now reached fruition and we can look
forward to the opening of the prostate unit this spring at
the General site of The Ottawa Hospital. The unit is
expected to expedite the diagnostic staging of patients.
PCAO will have a presence in the unit to let men know
they need not be alone in dealing with the trauma. 

For you, the members, the Steering Committee
will continue to provide interesting and informative
speakers at our monthly meetings, produce this monthly
newsletter, maintain an up-to-date website and ensure
other various services are available for you. Of course, we
need and welcome assistance as well as ideas to carry out
these activities. We count on each member to contribute as
best he can. 

In the meantime, on behalf of myself and my colleagues,
I am happy to welcome you to 2007 and wish you the best
of health.

Ted Johnston

Thursday, January 18, 2006

PLEASE REMEMBER YOUR CONTRIBUTION FOR ST. STEPHEN’S FOOD BANK.

6:00 P.M. Orientation for 
new patients and 
spouses

6:30 P.M. Social time and 
exchange of information
- coffee and biscuits

7:00 P.M. Meeting called to order - Association Business
7:20 P.M. Presentation of the Dried Prostate Award to Dr.
Michael McBurney and colleagues at the Cancer
Therapeutics Research Laboratory of The Ottawa Hospital
Research Institute. The recipients will form a panel to outline
the current status of their work and where prostate cancer
research is heading locally and nationally.

We meet the third Thursday of each month at St. Stephen’s Anglican Church, 930 Watson Street. Follow the
Queensway to the Pinecrest exit and proceed north, past the traffic lights, to St. Stephen’s Steet on the left,

parking is at the rear of the church.

Message from the Chair
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P.O Box 23122
Ottawa, ON. K2A 4E2

Tel: (613) 828-0762 (Voice Mail)
E-mail: pca@ncf.ca

Website: www.ncf.ca/pca

The PCAO is a volunteer organization of prostate
cancer survivors and caregivers. Our purpose is to
support newly- diagnosed, current and continuing

patients and their caregivers.

Chair Ted Johnston
Vice Chair Vacant
Vice Chair (DIFD) Vacant 
Treasurer Bill McColm
Secretary Laurie Hill
Past Chair John Dugan

COMMITTEE CHAIRS
Member Services Vacant
Program David Brittain
Volunteers Murray Gordon
CPCN Liaison Vacant
Church Liaison Bob McInnis
Setup Bob Blackadar
Orientation Stewart Given, John Webster,

Milan Gregor, Harvey Nuelle,
Ron Marsland, Ken Cowan,
Andy Proulx, Jim White,
Dick Howey 

Hand-in-Hand Vacant
Awareness Murray Gordon
Prostate 
Awareness Week Dick Howey
Newsletter Drake Gifford, Dan Livermore,

Elie Moussalli, Duane Hess,
Marc Guertin

Distribution Vacant
Members at Large Jim Annett,Wilf Gilchrist,

Ron Marsland, John Trant,
John Webster, Eric Meek

PCAO is a member of the 
CANADIAN PROSTATE CANCER

NETWORK: www.cpcn.org
The Prostate Cancer Association of Ottawa does not assume
responsibility or liability for the contents or opinions expressed
in this newsletter.The views or opinions expressed are solely for

the information of our members and are not intended for 
self-diagnosis or as an alternative to medical advice and care.

PCAO MISSION STATEMENT

We provide information on prostate cancer
to those in need, gathered from a variety of

sources.We participate in events that provide
a venue for promoting awareness of prostate

cancer through our informed member
interaction at public gatherings or as speakers.
Raising funds for prostate cancer research is a

continuing challenge.We collaborate with
local organizations such as the Ottawa

Regional Cancer Centre, Canadian Cancer
Society, and urologists and oncologists, as key

sources for information

PCAO PROSTATE 
CANCER 
ASSOCIATION 
OTTAWA

The next meeting of the Committee will be on Thursday, January
25, 2007. Members are always welcome to attend these meetings to
learn what makes the Association tick and how they can make their
contribution. The meeting begins at 9:30 a.m. in the Shalom Room
at St. Stephen’s Church and usually runs to 12 o’clock.

ASSOCIATION BUSINESS
By Laurie Hill, Secretary
The Steering Committee met on Jan. 4th, 2007 under the chairmanship

of Ted Johnston.  Present at the meeting were David Brittain, John Dugan
(on crutches – but mobile), Wilf Gilchrist, Stewart Given, Murray Gordon,
Laurie Hill, Dick Howey, Jim MacKenzie, Ron Marsland, Bill McColm,
and Eric Meek.

Finance: Bill McColm reported that the Association’s finances are in
good shape and recent membership contributions are swelling the
operating account for the year ahead.

Membership: The Membership Renewal drive for 2007 has been
underway for more than a month, and response has been more than 50%.
In the last week of December, a second mailing was sent out to roughly
150 more “active members” (paid-up members in 2004, 05, or 06) who
were missed in the earlier mail out.  Wilf Gilchrist and Ron Marsland have
been working to rebuild the data management system, update the
membership list, print the letters and forms and stuff the envelopes, while
Bill McColm, our Treasurer, is handling the large volume of responses and
sending out receipts.

Mentoring: Stewart Given reported that attendance at mentoring
sessions dropped during 2006 to only 38 new patients from 54 new
patients during 2005.  He was asked to consider the significance of this for
the Association and, in consultation with his colleagues, prepare
recommendations.  

Outreach: We will be continuing our presence at Regional Fairs in 2007
and will return to urban sites such as big box stores and malls. Dick Howey
will be recruiting and coordinating volunteers for those sessions.  Messrs.
Dugan and Marsland undertook to distribute the new pamphlet to
urologists’ offices in Ottawa. 

Monthly Meetings: In December, General Paul Manson, former Chief
of the Canadian Defense Staff, showed how the principles of warfare could
be applied to the battle against prostate cancer, and what we survivors can
do to help (see Page 3).  At the Jan. 18th Meeting, the Dried Prostate will
be awarded for 2006 and representatives of last year's award, The
Motorcycle Ride for Dad, will be on hand.

Newsletter/website: Wilf Gilchrist recently completed his work to
revamp the website, and all members are encouraged to sign on to look at
it.  The website is in need of a content manager while the newsletter is still
working with a temporary editor who would welcome relief and more
contributions. 

Liaison: We need someone to take charge of the liaison with
organizations with which we should maintain regular contact. This would
involve recruiting members who would be assigned individual contact with
one or two organizations.

STEERING COMMITTEE
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December’s Speaker by Elie Moussali 

“Waging the War” on Prostate Cancer
Military terminology has been a part of medical jargon

in the fight against and treatment of cancer long before the
metaphors of war and combat crept into the vernacular. To
wit, “damage control” and “uphill battle.” So who could
inform us better on the use of such language than a former
fighter pilot and former Chief of Defence Staff of the
Canadian Armed Forces?  

Our December speaker, General Paul Manson (Retired),
aimed at the heart of the matter: how does the military
apply itself to tackle problems in war, what are the guiding
principles that underpin the actions of the people in
uniform, and what, if any, lessons can be applied in the
war against Prostate Cancer.

The Ten Principles of War
First articulated by the Chinese general Sun Tsu and

later elaborated by a British General during the
First World War, these are the universal principles
adopted by all military forces. 

1.   Selection and maintenance of the aim: (“Objective”
is in the term used by the American military
establishment). The aim should be attainable,
well-defined, and decisive. The historical example
is the United States, which, once entered into
WWII, stated its objective as being the “defeat of
Germany.” 

There are but few examples where such a
decisive objective can be attained in cancer.
Perhaps Prostate Cancer will be in the sights of
the medical establishment as something like
“diagnose and treat with the intention to cure”  or
similar approach.

2.    Concentration of effort (mass, in U.S. military
lingo): This refers to the large-scale allocation of
resources.  A negative example is the opening of
the southern front in Italy against Germany in
WWII.  Italy’s mountainous terrain favoured
defenders. One might argue that had these
resources been used in Normandy, the war may
have ended sooner.  

What would be the optimal deployment of
medical resources in our collective fight at the
“southern front”?  

3.    Cooperation: The military example, of course, is
the Grand Alliance among the U.S., U.K.,
Canada and the U.S.S.R.. Admittedly, it was an

uneasy one but there was nevertheless a lot of
cooperation.

Similarly, there must be a strong cooperation if
eradication of the disease is the ultimate objective.
This is where the C.P.C.N. and its affiliate
support groups can facilitate cooperation in
scientific research, outreach programs, media
attention, etc.

4.    Offensive action: The example from history is
General Robert E. Lee, who, with smaller forces
than his adversaries, moved and attacked quickly.  

Perhaps the first swift attack that could be
mounted in the war against PC is the threat it
causes and the need for awareness.  A massive
media campaign aimed at the general public
would be a good focus.

5.    Security and Surprise: Taken together, they
remind one of a chess game.  Secure your forces
and surprise your adversary.  

By learning about the factors that decide the
onset and development of the disease, would it be
possible to pre-empt? To cure? 

6.    Flexibility: A counter example from military
history would be the charge of Light Brigade.  An
inflexible dead-end effort, to be sure.  

Likewise, no charging into dead-end research
efforts that yield no results.  A corollary is that
research establishments must have the ability to
change tactics, not the strategic objective.

7.    Economy of effort: One should aim to maximise
the desired effect from limited resources.  

Stated differently, limited resources must be put
to best use in treatment and in research.

8.    Sustainment: Just like in real wars, where
resources are consumed at enormous rates and
casualties mount, a relentless effort must be
sustained in the fight against PC.

9.    Morale: Few can meaningfully define morale.
Morale can’t be reduced to statistics, yet it is real.  

PCAO and CPCN are examples of morale-
builders in this fight.

10. Underpinning all of the above, of course, is
Leadership.
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Men who father daughters, not sons, may be at a
greater risk of developing prostate cancer, researchers
have said.

An Israeli team of researchers found men with three
daughters and no sons were up to 60% more likely to
develop prostate cancer. But the Journal of the National
Cancer Institute study suggests the cause may be the male
"Y" sex chromosome, not the act of having either a son or
daughter. 

UK experts said a common genetic cause may affect both
cancer risk and the chance a man will father girls. 

The Israeli research looked at more than 38,000 men,
and compared the families of the 712 diagnosed with
prostate cancer with those of the other men. Overall,
compared with men who had at least one son, those with
only daughters were 40% more likely to develop prostate
cancer. The risk increased when a man had three or more
daughters and no sons. 

The researchers looked for alternative explanations for
the apparent difference. Since prostate problems are often
only detected when a man attends for routine health
screening, they suggested that it was possible that having a
predominantly female family might encourage a man to be
more health-conscious. 

Three conferences on prostate cancer research,
treatment, awareness, support and funding are
planned for 2007. 

The Prostate Cancer Research Foundation of
Canada (PCRFC) has invited scientists from across
the country to discuss new developments in prostate
cancer research. The meeting, outside Toronto, takes
place January 19 and 20. Described as “the first ever
scientific retreat dedicated to prostate cancer in
Canada”, results will be posted to their website
(www.prostatecancer.ca ) in early February.

The Canadian Prostate Cancer Research Initiative
(CPCRI) and the Canadian Prostate Cancer Network

(CPCN) will team up in September in parallel
meetings, to take stock of achievements in the past
decade. The CPCN national meeting, to be held in
Toronto September 27-30 takes the theme” Prostate
Cancer: A Decade of Promise –A Future of Hope”.
Details of the conference and agenda will be posted
in the near future on www.cpcn.org.

CPCN has also produced a new booklet
“Living with Prostate Cancer” that provides a guide
on chemotherapy for patients that have advanced to
metastatic hormone-refractory cancer. A few copies
are available from the Association.

Another possibility was that men having daughter after
daughter might go to the doctor to find out if there was
any problem stopping them from fathering a son. 

However, there was no evidence to support these
explanations, and the researchers suggested that a genetic
cause could be contributing to both the birth of daughters
and the risk of cancer. 

Men supply one sex chromosome in their sperm - this
can be either a Y, producing a male embryo, or an X,
producing a female embryo. Faults on the man's Y
chromosome might not only affect the likelihood of
conception or development of male offspring, but also lead
to cancer development, it was suggested. 

The Prostate Cancer Charity head of policy and research
Chris Hiley said, “This is an interesting study - it certainly
attracts the attention, but it doesn't yet translate into useful
advice for men until other complex genetic studies are
done.” 

BBC News, Jan. 3, 2007
For further information, go to:
http://www.eurekalert.org/pub_releases/2007-01/cums-
mwn122906.php

NATIONALNEWS

Daughters Linked to Prostate Risk

PCAO THANKS ASTRA ZENECA FOR ITS GENEROUS SUPPORT OF THE WALNUT
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Iread books, watched online videos, reviewed countless
journals, and conducted extensive internet searches. I
spoke with PC survivors who’d undergone a wide array

of treatments.

The tough part was clearly going to be finding a doctor
who knew as much as I did.

The first urologist was the one who diagnosed the cancer
and dished me up a four course meal of options, including
the ominous watchful waiting.

“You could do nothing,” he said.

“Nothing?”

“It could be two or three years before the tumor grows.
You need to look at your current quality of life and how it
would be affected by treatment.”

“Alright. How will it be affected by treatment?”

“Can’t say for sure. But it will be affected.”

Meanwhile, the little bugger would be sucking up nice
cells and turning them to the dark side.

He was a fine doctor who had me at ease from the
moment I met him. Until I asked him, at the urging of PC
survivors, how often he’d performed a radical
prostatectomy, should I opt for that treatment.

“About one a month, just to keep my hand in it (no pun
intended).”

One a month, as frequently as I paid my phone bill. As
he spoke those words, the advice I’d been given careened
off the sides of my brain.

“Get an artist!”

“Experience!”

“Don’t be part of someone else’s learning curve!”

“Hundreds of surgeries! Hundreds!!!”

I did the unthinkable; I asked him for names of other
doctors so I could explore my options.

He didn’t mind. Or at least he said he didn’t. For all I
knew, after I left, he might  fling the jar of lubricating
ointment against the examination room wall.

“There’s no professional jealousy in this,” he offered.
“You choose who you’re comfortable with. I won’t be
insulted.”

I thanked him and left, at ease with how, for the first
time in my life, I’d managed to ask for a second opinion. A
few steps down the hall, I thought I heard screaming and a
crash.

Looking for Dr. Right
by Drake Gifford

All but
one of the doctors were out-
of-towners. Three were experts in the
relatively new laparoscopic surgery and one in brachytherapy.
The fifth, the only local one, could wait till I’d seen the
others. Besides, I hadn’t yet decided on a procedure.

Surgery, the urologist said, was my best option for as close
to a full recovery as possible. I was the right age, in great
shape (I’m a long distance runner), and had stats consistent
with a low grade tumor and minimal risk.

Surgery also meant cutting, sewing, bleeding, pain,
tinkering with nerves, and heaven knew what other miseries
to follow. I once had a root canal and don’t recall finding it a
positive experience. A prostatectomy, in a delicate region of
my body which I happened to care deeply for, seemed a
drastic option.

And there was, of course, the question of who to do it.

Radiation. Now there was a painless procedure which
could quietly fry the offending cells. However, from what I’d
read, even in the hands of an expert, radiation was no more a
guarantee than surgery and still ran the risk of zapping parts
of my innards that didn’t need zapping.

The question was, if I’m a candidate for radiation, who
was the best person in my affordable galaxy to handle it?

As for watchful waiting, I figured that by the time I’d seen
all these doctors and arrived at a decision, I’d watchfully
waited long enough. Courting a tumor was too risky for my
taste.

It was September, two months after the initial diagnosis. I
began contacting doctors. I didn’t care when or where they
could fit me in so long as they could do it before my tumor
chose to win over new cells.

Next month: “Looking for Dr. Right –Part Deux”

Drake Gifford is the pen name for Gary Drake, which is a
pseudonym for someone else. All three are PC survivors.
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According to the U.S. National Prostate Cancer
Coalition, the top five stories from last year were:

1. A Revolution in Gene Research
2. Screening Works - Prostate Cancer

Death Rate Drops 32.5 Percent in Ten
Years 

3. Hopkins Researchers Find Better Blood
Test for Prostate Cancer 

4. Proscar Safe to Use for Prostate Cancer
Prevention 

5. Can Cancer Take the Heat?

1.  A Revolution in Gene Research
This may be the biggest story yet in the history of

cancer. To say it is a revolution in the way we treat cancer
would not be an understatement. Consider this:

Before: Doctors take a sample of suspect cells and look
at them through a microscope. If the cells look mutated,
the person has cancer. The cancer is usually either
surgically removed or killed with radiation. In some cases,
people are given drugs that may or may not kill these
mutated cells, but often take a bunch of healthy cells with
them.

After: Doctors will take a sample of suspect cells; analyze
them to determine exactly which genetic mutations caused
this case of cancer. They will give the patient a
combination of drugs designed to selectively counteract the
bad behavior caused by their specific group of mutations.
This treatment may have no side effects at all.

Further in the future, doctors may be able to test you for
gene mutations that cause cancer and give you a drug to
counteract the mutations before they even get the chance
to cause cancer.

Sound like a fantasy? Well it's not. In fact, it's already
happening.

Defects or mutations in genes create rogue proteins,
whose behavior allows cancer cells to grow beyond their
natural life span and evade the natural process of cell death
(apoptosis). Proteomics is the study of this protein
behavior, and the development of targeted drugs to
counteract it.

Thanks to massive increases in computer processing
speeds, large scale cancer genome mapping projects are
underway, and within a few years, they will give us a clear
list of specific gene mutations involved in different types of
cancers.

As researchers develop ways to counteract specific
cancer-causing protein activities, being able to match

the cure to the cancer will both reduce unnecessary
treatment and save lives.

For the first time ever, the complete genetic map of any
type of cancer has been determined through systematic,
genome-wide scans of breast cancer and colorectal cancer.

Researchers working to build "The Cancer Genome
Atlas" sequenced the protein-coding regions of some
13,000 genes within the tumors, identifying nearly 200
mutated genes, most of which were not previously known
to play a role in cancer. Scientists can now begin the search
for ways to counteract the effects of these gene mutations.

This year, the National Cancer Institute (NCI), part of
the National Institutes of Health, launched and completed
an initiative to identify genetic alterations making people
susceptible to prostate cancer, one of the most commonly
diagnosed cancers in the United States.

Cancer Genetic Markers of Susceptibility (CGEMS)
initiative conducts scans of the entire human genome to
identify common, inherited gene mutations that increase
the risks for prostate cancer.

Cancer has long been defined by where it is found in the
body. Patients have breast cancer, prostate cancer, lung
cancer. In a significant shift, researchers are coming to
believe that cancer comprises hundreds of subgroups based
more on genetic makeup than location.

This new thinking means that instead of focusing cancer
treatment on organs, the emphasis increasingly is going to
be on finding the specific genetic changes driving a
person's cancer and targeting them with drugs. Some
people who have cancers in different organs may end up
taking the same drugs because common genetic mutations
are involved.

2.  Screening Works - Prostate Cancer Death
Rate Drops 32.5 Percent in Ten Years

Prostate cancer death rates dropped 32.5 percent in ten
years (from 1993 to 2003, the last year for which actual
mortality rates are available), according to new reports,
possibly as a result of a dramatic increase in early detection.
The mortality rate for African American men is the lowest
since 1977, but it is still 2.36 times the rate for Caucasian
men.

The American Cancer Society also projects that deaths
from prostate cancer in 2006 will come in at 10% lower
than expected final numbers for 2005.

continued on page 7

Top Five Prostate News Stories of 2006
5
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continued from page 6

If the disease is caught early, nearly 100 percent of men
are still alive five years after diagnosis, but if the cancer has
already spread to a distant location, the five-year survival
rate is only 34 percent. Since 1993, the percentage of men
with distant prostate cancer at the time of diagnosis has
dropped by 40 percent.

The PSA test, introduced in the mid 80's, spurred an
increase in prostate cancer diagnoses peaking at around
1992. The rapid increase in early detection and subsequent
drop in the death rate since 1993 could be attributed to
widespread use of the PSA test, adding to the growing
body of evidence the PSA test saves lives.

Mortality Rates:

In 1993: 39.34 / 100,000

In 2003: 26.55 / 100,000 (Down 32.5 percent.) 

Percent of Men with Distant Spread (Metastatic)
Prostate Cancer at Diagnosis:

In 1993: 6.6 percent

In 2003: 4.0 percent (Down 40 percent.)

3.   Hopkins Researchers Find Better Blood Test
for Prostate Cancer

New research shows Early Prostate Cancer Antigen-2
(EPCA-2) may be a more accurate indicator than Prostate
Specific Antigen (PSA), and could dramatically reduce the
number of men sent for biopsies that turn out to be
unnecessary. Researchers say the new blood test could be
available to the public in 18 months.

The current standard blood test used to screen for
prostate cancer measures the level of Prostate Specific
Antigen (PSA) found in the blood. Anything over the
cutoff level of 2.5 nanograms of PSA per milliliter of blood
(ng/mL), and men are usually sent for further testing and
most likely a biopsy.

Using a cutoff level of 30 nanograms of EPCA-2 per
milliliter of blood, the new test correctly identified 90
percent of the men with local prostate cancer and 98
percent of the men with disease outside of the prostate.
Overall, the EPCA-2 test detected 94 percent of the men
with prostate cancer.

EPCA-2 also did a better job of weeding out men who
did not have prostate cancer - the test was negative in 97
percent of the patients who did not have prostate cancer.
Men with no evidence of disease as well as the control
group of patients with other cancer types and benign
conditions, all had EPCA-2 levels below the cutoff.

4.   Proscar Safe to Use for Prostate Cancer  
Prevention

One of the big debates in prostate cancer research was
solved this year, when new research demonstrated that
Proscar (finasteride) is safe to use for prevention of prostate
cancer, as it is not responsible for increasing the risk of
higher grade prostate cancer.

In the Prostate Cancer Prevention Trial, men taking
Proscar had a 24.8 percent reduced risk of prostate cancer
compared with patients taking placebos, but those who did
get the disease appeared to have a slightly increased risk of
more aggressive cancer. This concern caused many to avoid
recommending Proscar for reduction of prostate cancer
risk.

According to the new study, Proscar increases the
accuracy of PSA testing, allowing for more accurate
diagnosis of prostate cancer. The appearance of a slightly
increased risk of higher grade cancer in the previous study
appears to be caused by the increase in accuracy of the
diagnosis and not to the Proscar itself.

5.   Can Cancer Take the Heat?
Researchers have been zeroing in on the heat sensitivity

of cancer cells, as their potential Achilles' heel. The
miraculous recovery of Lance Armstrong from testicular
cancer that had spread to his abdomen, lungs, and brain,
has brought more attention to this approach. While
testicular cancer cells are particularly heat sensitive, heat
can be used to kill other types of cancer cells and may help
make chemotherapy more effective.

Microwave technology, similarly to that which you have
in your kitchen, can be used directly to heat and kill cancer
tumors. Other research involves warming the patient to the
temperature of a low fever, to increase sensitivity to other
forms of treatment or chemotherapy.

Cancer cells also use "heat shock" proteins to defend
themselves against damage caused by heat. A number of
treatments are being investigated for their potential to
knock out these cancer protectors.

Reprinted from AWARE, the National Prostate Cancer Coalition
(NPCC) weekly newsletter about prostate cancer. 

You can have your own subscription by going to
http://www.FightProstateCancer.org
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Study disputes wait-and-see approach to prostate cancer;
Researchers say treatment can prolong older men's lives
Edited from The Washington Post  
By Rob Stein  
Dec., 2006 

A large new study is challenging the common  practice
of recommending that older men forgo  treatment for early
prostate cancer and instead wait to see whether the
malignancy progresses.  

The study of more than 44,000 American men ages  65
to 80 found that those who chose to aggressively  treat
their prostate cancer with surgery or radiation  were about
30 percent less likely to die than those  who waited,
indicating that treatment offered a clear  advantage.  

The research, published in the Dec. 13, 2006, Journal of
the  American Medical Association, is the first to directly
examine what has become conventional wisdom: that
many older men need not treat early prostate cancer
because it tends to grow so slowly that they will  probably
die of something else first.  

“For many years, the thinking has been that  observation
or 'watchful waiting' was the safest  option for elderly
patients with early prostate cancer,”  said Yu-Ning Wong of
the Fox Chase Cancer  Center in Philadelphia, who led the
study. “This  suggests there may be a benefit of treatment,
even in  this age group.” 

The findings prompted debate among specialists, who
said the results could have potentially far-reaching
implications because they address one of the central
quandaries about prostate cancer and because the  disease is
so common.  

Some experts said they hope the findings will  encourage
more doctors to consider treating elderly  men.  

Other experts expressed skepticism, saying the  study's
design may have missed another explanation  for the lower
death rate among men who were  treated: They were
probably healthier in ways that  doctors can tell only by
examining them, not by  looking at their medical records,
which is what the  study's authors did.  

“There was probably something about these guys that
made them more likely to get treated that also made  them
more likely to survive,” said Mark S. Litwin of  the David
Geffen School of Medicine at the  University of California
at Los Angeles, who  co-authored an editorial
accompanying the paper.  

Wong acknowledged that the study's design had
limitations, making it important that the findings be
confirmed by additional research. But she said she  and her

colleagues analyzed the data carefully to  account for
factors that could have influenced the  findings, such as the
subjects' ages and whether they  had other health
problems.  

The widespread use of the prostate-specific antigen,  or
PSA, screening to detect prostate cancer early has  led to
intense debate about how aggressively to treat  the disease.
Some doctors fear the cancer is being  over-treated,
particularly in older men, subjecting  them to therapies
that leave many impotent and  incontinent when their
cancer would never bother  them if left untreated.
Autopsies show that most men  will develop prostate
cancer in their lifetimes but  often die of something else.  

Although recent studies have produced evidence that
supports aggressive treatment for younger men, none  had
directly addressed the question in the elderly.  

Wong noted that other advances in medicine have
enabled men to live longer, relatively healthier lives  than
in the past, extending the age at which men may  make
good candidates for treatment.  

Advances in treatment have also minimized some  side
effects, she said, though each patient will have to  weigh
the risks and potential benefits.  

Litwin noted that the side effects can be significant.
“There is a quality-of-life cost that is often paid by
undergoing treatment,” he said.  

Experts said doctors should evaluate patients more by
their overall health and life expectancy than their
chronological age.  

FPinfomart.ca 
Canada's source for research, media monitoring and
company information.

The Association is still in the midst of overhauling, up-
dating, revising our membership lists but the response to
renewal has been excellent. The return at year’s end was over
40% and represented a generous average contribution of almost
$50 per person.

More renewal letters were dispatched at the end of December
and we are looking forward to everyone solicited to sign up
again in support of our campaign against prostate cancer. An
early response will also gain a handy 2007 pocket calendar to
keep straight your dates, especially PCAO meetings on the third
Thursday of each month.

N U M B E R S


