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Let me turn your attention
away from prostate cancer

for a few minutes. 
April has been designated as

colon cancer month and the
Ontario Government has
embarked on a campaign to
make people more aware of the

threat – and the ease of self-testing.
The Fecal Occult Blood Test (FOBT) is an inexpensive

and effective tool for each of us to use. It does involve a
closer connection with one’s stools, but is still tidy and
neat. It also requires a certain amount of discipline with
respect to your diet before testing. 

I was surprised to learn how few people take advantage
of this test each year, apparently preferring to keep clean
hands and defer a diagnosis of this cancer. 

The Colorectal Screening Initiative Foundation recently
distributed a concise pamphlet in daily newspapers. The
pamphlet ask, “Will you be the 1 in 17 who gets colon
cancer?” and outlined symptoms, preventive measures, and
tests. 

“Many people assume colorectal cancer (CRC) affects
only sedentary old men,” reads the pamphlet. “But that’s a
stereotype, and a misleading one. One in 17 Canadians
will develop it in their lifetime: more Canadians die of
colorectal cancer than of prostate or breast cancer. In fact,

colorectal cancer is the second-deadliest form of cancer in
Canada, second only to lung cancer.”

I hope you and your family members took the time to
read it, and then the initiative to ask your family doctor to
issue the test kit. If you didn’t read it, visit the website at
www.ccsif.ca.

Back to prostate cancer, I was heartened by Dr.
Gerridzen’s presentation at the March meeting, particularly
by his comments about the PSA test not being “marketed”
properly in the past. I think we have all recognized that it
is a marker, not a definitive diagnostic test. Dr. Gerridzen
and other speakers to our Association have emphasized that
the reduction in metastatic cases being presented at the
first assessment can be attributed to the PSA test catching
the possibility of cancer at an early stage. Properly
interpreting the test results needs to be better understood
by doctors in general so a patient is not rushed into a
decision he may later regret. 

It seems to me that if the Provincial Government can
urge – and pay for - the FOBT for the general population,
it would make similar sense to encourage PSA testing for
men to establish a baseline from which to observe and
chart the speed and intensity of any subsequent change.
Since age 50 seems to be the point at which colon or
prostate cancer may develop, why not make both tests
mandatory when men reach that golden point?

Ted Johnston

Thursday, April 19, 2007

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

6:00 -7:15 P.M.  Orientation for new patients and
spouses. The presentation is timed to allow patients to hear
the main speaker but everyone is welcome to continue this
consultative discussion for as long as they find it useful.

6:30 P.M. Members are welcome to socialize and share
experiences over coffee,  tea and biscuits.

7:00 P.M.  Meeting called to order - 
Association Business

7:20 p.m. Jennifer Smylie, R.N., who, as the
clinical coordinator, will describe the new Cancer
Assessment Centre at The Ottawa Hospital with
special attention to the Prostate Cancer Unit.  

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, 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 Arland Benn, Andy Proulx,
David Walsh

Members at Large Jim Annett,Wilf Gilchrist,
Ron Marsland, Jim McKenzie
Eric Meek, John Trant, John Webster

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

Please note: The April 26 meeting coincides with the
public launch of Alterna Do It for Dad at St. Laurent

Shopping Centre. Steering Committee members will attend
the launch at 10 a.m. then meet informally in the Food

Court following the ceremony. There will be no meeting at
St. Stephen’s that day, but a special meeting may be called

for early May.

STEERING COMMITTEE

ASSOCIATION BUSINESS
By Laurie Hill, Secretary

The Steering Committee met March 29 in the Board Room of the new
Cancer Assessment Centre at the Ottawa Hospital, General Campus (see
page 6).  The highlight of the meeting was a tour of this new facility, with
Clinic Manager Jennifer Smylie as our guide.  After the tour, we continued
with regular business.  

David Brittain reported that Ms. Smylie has accepted the invitation to
speak at the April meeting. Diane Manii, a social worker at the Cancer
Centre, will be our guest in May to talk about dealing with emotional
balance when under treatment. Dr. Christina Canil, medical oncologist,
will be the June speaker.

Chairman Ted Johnston and Treasurer Bill McColm have announced
their intentions to step down at the end of the year. John Dugan is
heading up a Nominations Committee and would like to hear from
anyone interested in serving on the Executive.  

The treasurer reported that paid membership is now 305, up from 282
at the end of January.  Eleven new people attended the Mentoring Session
on March 15, the most we have seen in the past year.  Six of them gave
contributions to become regular members of PCAO.  Also during March,
four of our mentors attended a “Safe Talk” course on suicide intervention. 

Murray Gordon will respond to an invitation to visit the support group
in Deep River and he reported a request from the Pembroke group for a
bulk supply of The Walnut.

John Dugan and Ron Marsland met with two organizations, the
Canadian Cancer Society (CCS) and Motorcycle Ride for Dad (MRFD),
to discuss ways in which our organizations can work together on fund-
raising and awareness activities. PCAO volunteers will be participating in
the annual CCS Daffodil Sale and at the Annual Motorcycle Ride for Dad
on May 26. 

Dick Howey reported PCAO will be represented at the “Guy Show” at
the end of April in the Civic Centre, possibly at the Central Canada
Exhibition in the summer, and at several fall fairs in the Valley.
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At the March PCAO meeting, Dr,. Ronald Gerridzen,
Chief of Urology at The Ottawa Hospital, provided a brief
history of hormonal treatment.

Dr. Gerridzen emphasized the importance of listening to
patients and taking into consideration factors such as age,
PSA readings (particularly velocity) and the stage of the
cancer, along with other health problems, the present and
anticipated quality of life, family history and the patient’s
wishes. These are all factored into the dosage of drugs that
may be administered.

Hormone therapy, or androgen blockade, is intended to
block the production of testerone on which the prostate
cancer cells feed. He said these cells are heterogeneous in
the sense that some are hormone sensitive and others are
not. 

The objective of this therapy is to eliminate the
symptoms, to prolong the time to progression of the
disease and, possibly, prolong survival. It is not a cure, and
on the downside of the treatment are side effects which,
essentially, are the loss of maleness and the possibility of
osteoporosis and/or anemia.

A few decades ago, he noted, the treatment method, the
“gold standard,” was surgical castration from which there
were immediate improved symptoms in the patient. Now
though there is medical castration that is emotionally more
appealing to most men. These LH-RH analogs (e.g.
Lupron) stimulate the brain to overproduce testosterone
but the feedback then leads to a shutdown of production.

At the outset of treatment, because of the overproduction,
there is a “flare” effect in which the PSA count goes up
rapidly in the short term.

Dr. Gerridzen cautioned that this therapy following a
radical prostatectomy is not recommended as studies show
it offers no advantage in either biochemical or clinical
progression three to four years later. When radiation is the
treatment, the use of hormones is a different story as there
has been shown to be a better survival rate. Intermittent
hormone therapy is intended to reduce adverse effects on
the patient. However, there is a twenty per cent attrition at
each restart. He said there is a need for more long term
data on these effects as “one injection could take up to a
year to recover testosterone production – this is powerful
medicine.”

If, despite the androgen blockade, there is disease
progression, the doctor should test for compliance of
testosterone with the prescribed drugs. If on peripheral
anti-androgen treatment, it should be stopped.

He summarized by noting that hormone therapies are
constantly evolving as more information is uncovered. At
the present time, the prescribed treatment is to begin with
daily 50 mg of Casodex so that flare is controlled when,
after 10 to 14 days, the LH-RH agonists (Lupron,
Zoladex) are injected; then follow the PSA readings and
each patient’s symptoms. 

Dr. Gerridzen then answered questions from members
on any aspect of treatment and side effects.

Monthly Meeting

UPCOMING MEN’S HEALTH SYMPOSIUM
Doctors at The Ottawa Hospital are offering a symposium on Men’s Health on Tuesday, April 17, at the Civic Hospital

auditorium beginning at 5:30 p.m. Admission is free, but space is limited.

On the agenda are all topics of interest to men and particularly the prostate cancer guys. 

Dr. John Collins will discuss the onset and symptoms of andropause, the male change of life; Dr. Ron Gerridzen will
discuss incontinence under the title of “Mind Over Bladder”; Dr. Chris Morash will address prostate cancer diagnoses and
treatments; Dr. Stuart Oake, the “What’s Up” man, will explain sexual dysfunction issues; and Dr. Kevin Power is to talk
about “Going with the Flow,” i.e. urinary problems  

The symposium is expected to last for approximately two and a half hours. No reservations are required.
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Dan Livermore reports on the talk given by
Erika Brown, Program Coordinator for the
Canadian Prostate Cancer Research Initiative, at
our November meeting:

“Ms. Brown effectively addressed some key
questions for everyone interested in prostate cancer: 

a) What is the Canadian research environment? 

b) What is the Canadian research now under way and
how is it going to help?

“She says prostate cancer research in Canada faces a
number of challenges.  Firstly, there has been a
tendency in recent years to fund more general
research rather than work on specific cancers, which
works to the detriment of research on prostate cancer.
Secondly, while there is short-term funding for
prostate cancer, there has been only a limited longer-
term funding base to sustain research efforts over
time.  Thirdly, awareness programs have not been
visible enough, and advocacy efforts have fallen short.  

“Her presentation raised important questions,
including: where are we now and how are we doing?
Canada ranks relatively low in national funding of

prostate cancer research.  Our total national research
effort pales in comparison to what is available in the
USA, although some Canadian researchers have
access to this giant funding base.  We also need to
reverse what appears to be a declining pattern of
support from some past participants in funding
efforts.   And at a time when other health advocacy
groups are increasing their advocacy and fund-
raising opportunities, we appear to be lagging
behind.  Is it something about prostate cancer?  Or
is it something about men and the way we confront
disease and ill health?

“Whatever the reasons, Ms. Brown laid down the
markers.  We survivors need to increase our
advocacy efforts.  We need to help communicate the
importance of research beyond the confines of the
prostate cancer community.  And we need to
increase fund-raising at a local level to support both
local and national programs.  These are all tough
challenges.  The CPCRI conference next September,
as well as the PCRFC conference in January,
provides a great opportunity to show-case the
challenges ahead and get prostate cancer research in
Canada up to the level where it needs to be.”

The Canadian Prostate Cancer Research Initiative was created in 1997 at the Canadian Cancer Society to
support a broad spectrum of research specific to prostate cancer.  

Beginning in 1999 a five-year initial round of research was kicked off with an annual commitment of
approximately $2 million from a variety of partners:  the Canadian Cancer Society, the National Cancer
Institute of Canada, the Canadian Prostate Cancer Network, the Medical Research Council, and Health Canada.
Ms. Brown described in detail the initial program’s objectives, its funding, and its results, all of which resulted in
increased capacity and better collaboration across Canada.  The results were impressive, given the modest
funding base.

As CPCRI initiated its second phase of sponsored research, from 2005 to 2009, it encountered problems.
Health Canada ceased its partnership (read: funding); the Canadian Institutes of Health Research stopped its
ongoing open-funding concept. Thus the annual partnership contributions dropped from about $2 million to
about $500,000.   

Entering 2007, we are marking a decade of prostate cancer research under the CPCRI auspices.  A major
conference to be held in Toronto September 28-30, 2007, will look at all of the basic themes and take stock of
where we are: prevention, early detection, diagnosis, treatment and survivorship.  This will be an important,
possibly a defining conference, in the evolution of prostate cancer research in Canada. 

IT’S  MY OPINION…

About the CPCRI
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The doctor’s hands reminded me 
of comic Morey Amsterdam’s

routine from an old LP. He was the
comedian who played Buddy Sorrell
on TV’s Dick Van Dyke Show.

“He had hands like basketballs,”
Amsterdam deadpanned. “No fingers. Just
basketballs.”

I smirked when I looked at the hands. This seemed to
unsettle him since, after all, he was a resident surgeon in
urology. 

“You’re going to poke around my innards with those?” I
kidded him, trying to lighten my mood. 

Fortunately, he had a sense of humour and wisecracked
that his role was just to rip back muscle while the surgeon
handled the finer details. When the surgeon entered, I
looked at his hands first, too. He caught my glance and
assured me I’d be in good hands, so to speak.

His was the last on what had been a seemingly endless
list of names for second opinions and treatments. A few
members of the local prostate association had said he was
indeed one of the experts I sought if I were to go the
surgical route. It was almost reassuring, or as reassuring as
you could get with the prospect of cancer surgery and god
knows what aftermath.

I told him of my sojourns to other cities, researching
alternatives, and wondering if laparoscopic surgery was for
me. As I’d done with each doctor, I asked him straight out:
why should I have surgery, why should he be the guy to
do it, and what about the new laparoscopic approach.

He was matter-of-fact with his answers, almost making
me look forward to being dropped on a metal slab, cut
open, and rendered a different fellow.

The bottom line (which holds altogether different
meaning nowadays):

- My “numbers” were low enough and the tumour
probably contained

- I was young (relatively) and in good shape

- It seemed like I had a positive attitude (or I was
delusional, both acceptable states)

- There was every indication of “a positive outcome”

D
by Drake Gifford

As to the laparoscopy, he clarified a few things. The
technique was relatively new and not yet available in

this city. Besides, why, he asked rhetorically, would
he start learning something new and subjecting his
patients to his learning curve when he’d
developed expertise in hundreds of open
prostatectomies. As to my case, yes, there were
risks. Even a dental procedure has risks.
However, they were minimal. I was in a job in
which I could afford time off for proper
recovery. What then, he wondered, was my rush
to laparoscopy when the alternative with him

promised at least as good a result, close to
home and his care should there be a problem.

He reeled off a list of hazards, all of which
I’d already heard.

He gave me two potential surgery dates. I promised
to contact him shortly with my decision.

I shook hands with them, offering a parting shot to the
resident who countered with his reassurance I wouldn’t feel
anything after the first punch.

If it’s possible to feel better after meeting a man who will
dive, fingers first, into my gut, then I felt better. I wasn’t
looking for a surgeon who could wow me with his bedside
manner. I didn’t need someone who could tell a joke or
recite sports stats or spin yarns about weirdo patients.

I needed to feel confident in his skills. I needed to know
I could ask a question and get a straightforward answer,
without having to figure out if he was being coy. I wanted
a doctor who gave me the impression my case wasn’t just
another surgery.

I wanted a doctor who had the unmistakable, yet
indescribable, aura of a medical artist.

Every one of the doctors I’d seen nearly fit the bill.
Except this one, Dr. M., gave me the sense that in his able
hands, with his approach and expertise, I’d (he’d) lick
prostate cancer and each of its ugly ramifications.

Four days later, I called his office and booked myself a
date with his knife. It would be Jan. 17, nearly two months
ahead.

It left me plenty of time to take care of important
personal matters, like my will, cell phone plan, and who
would inherit my beloved car.

Not that I was morbid or anything. But you can’t be too
prepared.

Next month: Spurting blood and bad dreams

Drake Gifford is the pen name for Gary Drake, which is
a pseudonym for someone else. All three are PC
survivors.

is for
Decision   
is for
Decision       



LACK OF NEW FUNDS MAKES AMERICAN HEALTH SYSTEM SICK
The issue of scientists having to spend time seeking funding rather than pursuing their studies has been highlighted in a

report by leading American universities. The report decries the lack of increased funding for the National Institutes of
Health which, it argues, has halted “promising research in mid-stream, challenged seasoned researchers to continue to
achieve scientific progress, and threatened the future of young investigators pursuing careers in academic research.”

The report, presented to the U.S. Congress in March, says the U.S. reaped a strong pay-off from previous years of robust
funding of biomedical research, achieving progress in treating and preventing many devastating diseases and conditions.
But, it argues, the American public will ultimately pay the price for slowing the pace of research as scientists downsize their
laboratories and abandon some of their most innovative work. 

One example of the price in cancer research was cited by the chair of the Department of Cell Biology at Harvard
Medical School: “The number of drugs moving into the pipeline that are based on our new, more profound genetic and
molecular understanding of cancer is extraordinary – and there’s no money to handle the testing of new compounds.”

According to the 21 page report, eight out of ten research applications go unfunded; and those that are funded often
require multiple submissions and suffer lapses in funding. The full report can be viewed at
http://hms.harvard.edu/public/news/nih_funding.pdf.

The Steering Committee toured the new Cancer Assessment Centre at The Ottawa Hospital in March, then had the privilege of holding its
business meeting around the Centre's Board Room table. At top right, Murray Gordon, Eric Meek and Harvey Nuelle

listen attentively; bottom right, Jennifer Smylie, clinical
coordinator, begins the tour.

CANADIANS SHARE IN U.S. AWARD PROGRAM FOR PROSTATE CANCER
Two Canadian researchers are among 63 investigators recognized through the 2006 Competitive Awards Program of the

Prostate Cancer Foundation of Santa Monica, California. Both are working in British Columbia.
Dr. Martin Gleave, Director of the Prostate Centre at Vancouver General Hospital, receives his award for his research on

“The Role of Clusterin Isoforms and Splice Variants in Prostate Cancer Cell Survival.” Dr. Gleave’s work is intended to
better understand the function and mechanism of action of clusterin (a type of protein) and OGX-011 that are currently
being evaluated in clinical trials. 

Yuzhuo Wang, a Senior Scientist in Cancer Epdemiology at the BC Cancer Agency, has been funded to continue his
research comparing gene expression profiles in two different cell lines in an attempt to identify specific genetic changes that
might serve as targets for the treatment of metastatic prostate cancer.

The PCF says its program supports innovative prostate cancer research projects directed by leading scientists around the
world. The full list of recipients and summaries of their projects is on the PCF website at
www.prostatecancerfoundation.org.

Assessment Centre tour and the 
Steering Comittee meeting
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PCAO THANKS ASTRA ZENECA FOR ITS GENEROUS SUPPORT OF THE WALNUT

N O M I N A T I O N SN O M I N A T I O N S
As members, we each have the responsibility to provide the essential support if the Association is to

continue to function.We can never have too many hands to do what is necessary to support those in our
community who need our help.You and others have the skills, experience, and time to become

contributing members of our team.That time is now.
Over the next few months we will be looking for members to serve in various capacities you will find
both rewarding and satisfying as we prepare for our annual election in the fall. Remember the old

expression about brain cells: use them or lose them.
If you have an interest in getting out of that arm chair and doing something worthwhile with your life,

I want to talk to you.What I have to offer will renew that spark of involvement you enjoyed in the
past working with a fine group of people. Let’s discuss it.

John Dugan – Nominations Committee

The Canadian Medical Association Journal has
published a study on “The Economic Burden of Prostate
Cancer in Canada” that can be seen at
http://www.cmaj.ca/cgi/content/full/162/7/987. 

Researchers developed an economic model of prostate
cancer management from diagnosis to death.

The results: “In the 1997 cohort of 5.8 million
Canadian men between 40 and 80 years old, prostrate
cancer would be diagnosed in an estimated 701,491 men
(12.1%) over their lifetimes. Direct medical costs would
total $9.76 billion, or $3.89 billion when discounted 5%
annually.”

The Interpretation: “The Montreal Prostate Cancer
Model indicates that the economic burden of prostate
cancer to Canada’s health care system will be substantial.
Further analyses are needed to identify the most efficient
means of treating this disease.”

Canadian Cancer Statistics 2006 is now out.
Produced by the Canadian Cancer Society, National
Cancer Institute of Canada, Statistics Canada,
Provincial/Territorial Cancer Registries, and the Public
Health Agency of Canada, it has good news and bad news
about prostate cancer.

Among the findings: more men are being screened for
prostate cancer than for colorectal cancer, but there is

“insufficient evidence to support population-based prostate
cancer screening.”

The report further says, “After years of steady increases,
incidence rates of prostate cancer rose particularly sharply
from 1989 to 1993. By contrast, mortality rates rose much
more slowly from 1978, and started to decline in the mid
1990s. The sharp increase since 1990 was
predominantly the result of increased early detection
using PSA testing (emphasis added) …That early
detection has now exhausted the pool of prevalent cancer
in the population that was screened and the trend has
reverted to its previous more graduate rate of increase of
3.4% annually.”

Why isn’t PSA recognized as a valid screening tool?

“There are two reasons why screening with the PSA test
remains controversial. First, it does not discriminate
between cancers that require treatment from those that do
not (as a result, once a cancer is diagnosed, men may face
unnecessary treatment with known risks, including
impotence, urinary incontinence and death). Second, while
early detection of prostate cancer may help to make
treatment more effective there is an insufficient body of
scientific evidence to indicate that screening will reduce the
number of prostate cancer deaths.”

The full report report is available through the Canadian
Cancer Society, at The Ottawa Hospital Regional Cancer
Centre information racks, or on the net at
http://www.cancer.ca and http://www.ncic.cancer.ca.

STATISTICS THAT SHAPE REALITY – OR DO THEY?

*     *     *
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We are getting closer to the main fundraiser for
prostate cancer in the Ottawa Valley. Alterna Do It
for Dad expects to go over the $1 million dollar mark
this year – but it can’t be done without your help and
support.

The Father’s Day Run and Family Walk is a fun
event that has become a much anticipated date on
calendars. In addition to the 5 and 10 kilometer timed
events, there is a two kilometer family walk, a pancake
breakfast, and entertainment. 

This year, Alterna Bank is making a special effort to
bring in runners from throughout the National Capital
Region with funds raised by teams sponsored by the
bank’s Gatineau branches to be directed back to the
Gatineau Hospital Foundation and applied to prostate
cancer activity. This may help create a much-needed

The 2007 Alterna Do It for Dad Run and Family
Walk will be formally launched on April 26 and all
PCAO members are invited to attend. 

CTV’s Michael O’Byrne will be Master of
Ceremonies at Centre Court of St. Laurent Shopping
Centre beginning at 10:00 a.m. He will be joined by

The Canadian Prostate Cancer
Network is soliciting nominations for its
Board of Directors, preparing for the
annual conference, and considering a
patient’s charter of rights. 

The annual conference will be held in
collaboration with the Canadian Prostate
Cancer Research Initiative in Toronto in
September. Representatives of support groups and
interested prostate cancer patients and survivors attend this
meeting, which is addressed by prominent medical experts
in Canada and the United States. 

The call for new board directors suggests those who are
either survivors or relatives of a prostate cancer survivor
and/or who have CPCN's core values of Awareness,
Support and Advocacy at heart, should be encouraged to
apply. Participation involves four teleconference meetings
per year and one face to face at the annual meeting in
Toronto in March.

Consideration in the appointment of applicants will be
given to persons having the following qualities: willing to

take on responsibility for a national
strategy (not focused on local initiatives);
prepared to make a 2 to 5 year
commitment; not currently a leader of a
support group; experienced or
comfortable with securing sponsorships,
partnerships etc.; comfortable in
approaching corporate sponsors for

defined projects in specific time frames; interested in
leveraging their network of contacts. 

A small national working group, including PCAO, has
been formed to consider a draft Charter of Rights, a copy
of which has been circulated to Steering Committee
members. Some early reactions have been to question the
stated need for and purpose of the Charter, items that
should be addressed before actually drafting it. 

More information on these items can be obtained at
www.cpcn.org or from Ludwick Papaurelis by leaving a
message with PCAO Voice Mail (613-828-0762) or our 
e-mail pca@ncf.ca. 

Max Keeping, Honorary Chair of DIFD, and
representatives of the Ottawa Regional Cancer
Foundation, Alterna Savings, PCAO, and others.

The PCAO Steering Committee meeting will be
deferred so members can attend. Those present may
meet informally following the ceremony.

Y O U ’ R E  I N V I T E D

Do It for Dad!
support group being formed on
the east side of the Ottawa
River.

Money raised by Do It for
Dad is directed to The Ottawa
Regional Cancer Foundation and is shared among
treatment, research, education, and social support
activities at The Ottawa Hospital. 

PCAO members are particularly important as
volunteers at the event since they demonstrate the
adage, “You can live with prostate cancer”. But they
also have a role to play in helping to spread awareness
and get financial support for the event throughout
our community. 

Please do your part in making the ninth annual
Do It for Dad another resounding success.


