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Cracking open this Walnut

Ctrl (S)Alt Delete
by Diane Desjardins 
Ottawa Public Health Nurse

continued on page 4

(Editor’s note: The following are  
highlights of notes and slides presented 
by Ms. Desjardins to the March  
PCAO meeting)

What does sodium do?
Sodium controls blood pressure and 
blood volume, is involved with heart 
rhythm, nerve impulses, and muscle 
contractions. But too much is also the 
leading cause of hypertension or high 
blood pressure.

Salt is most often used as a seasoning 
to enhance flavour. It helps to coun-
terbalance bitter taste and works as a 
food preservative to prevent bacterial 
growth which can lead to spoilage. In 
breads and bakery products it acts as a 
leavening agent.  Sodium also has an 
effect on food texture.

How much sodium do we need?
The adequate intake for an adult is 
1500 mg/day with an upper limit of 
2300mg/day. Unfortunately, on aver-
age, Canadians consume 3100 mg/day, 

more than double the adequate amount 
recommended.

A child age 4-8 would have an adequate 
intake of 1200 mg and an upper limit 
of 1900 mg/day. A youth age 9 to 13 
should have an intake of 1500 mg to  
a maximum of 2200 mg /day.

Remember: 2400 mg represents one 
teaspoon of salt! The upper limit of 
2300 mg is just a little less than that  
1 tsp of salt!  

Among people aged 9 to 70, over 85% 
of males and between 60% to 80% of 
females had sodium intakes that sur-
passed the recommended limit.

Health risks
The number one health risk of over 
consumption of sodium is High Blood 
Pressure (hypertension) which is pres-
ent when the pressure is more than 
140/90 mmHg. (A healthy blood pres-
sure should be 120/80 mm Hg).

Hypertension cannot be cured, 
but it can be controlled through 
lifestyle changes and prescrip-
tive medication. Untreated 
hypertension can lead to other 
health complications such as 
strokes, kidney failure, impaired 
vision, heart attack, and heart 
failure. 

It’s important to have blood 
pressure regularly checked by 
your doctor. Drug store blood 

pressure monitors may not be reliable, 
so take this measurement with - a 
grain of salt.

Where is the most sodium in  
our diet?
All foods have sodium; some just have 
more than others.  You can be sure that 
processed food or food sold in delis 
or restaurants will have more sodium 
than fresh vegetables or fruit, meats 
and unprocessed whole grains.

Processed and restaurant foods  
account for 77% of the foods we eat. 
On average people eat out 4-5 times 
per week and spend 24.7% of its total 
food dollar on food service (43.5% for 
U.S. households).

Which foods have sodium?
(Fresh, frozen or dried produce  
usually have no added sodium.)

• Most canned vegetables are high 
in sodium, except when labeled as 
low(er) in sodium

• Limit vegetables with a sauce.

Which foods have sodium?

Vegetables and Fruit 
Lower in sodium 
–  All fresh produce is naturally 

very low in sodium

Higher in sodium 
– Canned vegetables 
– Vegetable juices/cocktails 
– Tomato/spaghetti sauces
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The PCAO is volunteer organization of prostate cancer 
survivors and caregivers. Our purpose is to support 
newly-diagnosed, current, and continuing patients and 
their caregivers.

Chair Dan Livermore (Acting)
Vice Chair Vacant
Treasurer Sherry Coates
Past Chair Ted Johnston
Administrative Director John Dugan

Team leaders
Membership Vacant
Mentoring Harvey Nuelle
Outreach  Ted Johnston
Meetings Program Bill Dolan
Meetings Setup Bob Blackadar
Women’s Focus Group Diane Desjardins
Newsletter: Editor: Richard Bercuson
 Layout: Shannon King
 Distribution: Andy Proulx
 Contributors:
 Ludwick Papaurelis 
 John Dugan
 Diane Desjardins
Members at large Jim Arnett, Wilf Gilchrist,
 Ron Marsland, Eric Meek, 
 David Brittain,  
 Mottie Feldman,  
 Ludwick Papaurelis

Cards & Greetings Joyce McInnis
Church Liaison Bob McInnis

The Prostate Cancer Association of Ottawa does not 
assume responsibility or liability for the contents or opin-
ions 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 alterna-
tive 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 par-
ticipate in events that provide a venue for promoting 
awareness of prostate cancer through our informed 
member interaction at public gatherings or as speak-
ers. 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

Wilf Gilchrist, Chairperson, welcomed guests John Arnold and Doug Meredith.

TReaSuReR’S RePORT - bank balances for the month ending 
February 28th 2010:

Alterna Savings & Chequing Account - $9720.47 
Alterna Savings in Trust Account - $3715.79 
Manulife Bank Business Advantage Account - On Budget
Membership drive response of October 1st 2009 is 288 renewals for a total of 
$13,120.00. Members are reminded to mail in their annual donations to help offset 
increasing costs. We are most appreciative to families who lost loved ones for  
forwarding Memorial Donations:
Derek Cushing who passed away March 6 2010 - $410.0
John Beamish who passed away March 12 2101- $300.00
Copies of the bequest entitlement letter relative to the estate of Thomas James 
Coates were distributed.

aDMInISTRaTIVe RePORT - Above normal activity on both the website 
and HELP LINE. Dugan and Gilchrist reviewed earlier DIFD Operations  
Committee meeting at the ORCF. We must provide volunteers for various events. 
DIFD will recognize Men’s Wellness involving prostate cancer, colon cancer and 
testicular cancer. Dugan proposed replacing display units with something more  
professional and easier to transport. Gilchrist reviewed revisions to DIFD promo 
documents. They now include photos of the Gurus and Ron Marsland. PCAO  
deserved a more prominent place. Secretarial support and Volunteer Director  
remain open.

aFFIlIaTIOn agReeMenT - Dugan tabled latest draft of letter to join the 
Prostate Cancer Canada Network. Another draft recommended with emphasis on 
three major concerns: the title Do It For Dad, charges for 2009 and 2010 DIFD 
events, and future fundraising initiatives

MeMBeRShIP/PROgRaM - March program well received. Dr. Eric Saltel 
will be April speaker on bladder incontinence. Excellent programs planned for  
coming months leading to the September meeting highlighting Dr. John Bell and  
his research involving oncolytic viruses that attack cancer cells without harming 
normal cells. Desjardins organizing Women’s focus meeting to include couples.

MenTORIng - Attendance varies but those attending recognize they are not 
alone. Activity goes beyond the monthly meeting, including answering requests  
and HELP LINE follow up.

OuTReaCh - Dugan, Marsland and Wilkins will attend Jamaican Canadian 
Workshop on Men’s Wellness April 17th. Members invited to Winchester breakfast 
April 24th, proceeds to PCAO. Tickets $12. Contact Ron Marsland 613 824-8624 
for details. Nuelle and Wilkins will represent PCAO at Nordion Lunch & Learn. 
Gilchrist and Dolan will be guests of Ottawa Hospital on April 22nd celebrating the 
success of their 20-20 Campaign. Nuelle will be at Algonquin College March 29th 
promoting PC Awareness.

COMMunICaTIOnS - On April 12th Richard Bercuson will be interviewed on 
a podcast discussing ATP. Details on Hear Ye page. 

neXT MeeTIng - Thursday April 29th 2010 - St. Stephens Anglican Church - 
9:30 am - Everyone welcome n
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6:30-7:30 pm:  Mentoring for newly diagnosed in the Shalom Room
7-7:15 pm: Association business
7: 15 pm:   Dr. Eric Saltel, Associate Professor of Urology at the Ottawa Hospital, Civic Site, will discuss male 

urethral stricture disease, urethral injuries in trauma, urinary diversion and urinary incontinence.
  Dr. Saltel completed his Urologic Residency at the University of Ottawa, followed by a Clinical  

Fellowship in Urodynamics and Reconstructive Urology at the University of Toronto. He is the  
Civic Campus Urology site coordinator for the University of Ottawa Medical School.

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.

NExT MONTHLY MEETING Thursday, April 15, 2010

Please remember your contribution for the St. Stephen’s food bank. 

In March 2009 the results of two long awaited trials were 
published in the New England Journal of Medicine. One 

said that screening with PSA reduced deaths from prostate 
cancer by up to 27% and the other claimed it didn’t work. 
What are we to believe? Like many things “the devil is in the 
details” and understanding these details could save your life!   

First, the positive trial was a landmark study carried out in 
seven European countries that studied 162,000 men who 
were randomized to PSA screening every four years versus 
no screening. With long-term follow up out to fourteen years, 
there was a 20% decrease in deaths from prostate cancer in 
the group of men assigned to screening. However, since only 
85% of these patients actually underwent screening, if one 
includes only the men who were actually tested, the decrease 
in prostate cancer deaths is 27%. 

This reduction in death from prostate cancer is similar to the 
30% reduction in mortality from breast cancer in women 
who undergo mammography and the 33% reduction in 
prostate cancer mortality that occurred in the United States 
between 1994 and 2003 following the introduction of PSA 
screening. Thus, the results from the European study support 
other findings and unequivocally demonstrate that PSA  
testing can save lives.

The second trial, which was carried out in the United States, 
was half the size of the European trial. It compared screening 
with PSA every year for six years with no screening thereafter 
versus no planned screening. It showed no improvement in 
prostate cancer mortality at 7 years. In the many sound bites 
on television and reports in print media proclaiming “no 
effect,” the words “seven years” were conveniently deleted. 
This is the major flaw in this study. Death from prostate  
cancer at seven years is meaningless: 

1) screening and aggressive treatment are  
typically reserved for individuals with at least 
a 10 year life expectancy; 

2) any patient who dies within seven years of 
diagnosis has advanced non-curable disease 
at the time of diagnosis and would not benefit 
from PSA screening;

3) in the positive European trial mentioned 
above, there was also no improvement in  
survival at seven years. 

The U.S. trial also failed to achieve some of the important 
milestones that one would expect from a screening trial if it 
were successful. In the European prostate cancer trial, with 
screening there was a 71% increase in the number of cases 
and a 41% decrease in the number of men with incurable 

A critical analysis of two randomized trials 

by Dr. Patrick Walsh, M.D. 
Johns Hopkins Medicine

Does PSA testing save lives?

continued on page 5
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continued from page 1

How to lower sodium intake
One big drawback to the current 
Nutrition Facts Panel is the reference 
amount the % Daily Value for sodium 
is based on.  The reference value used 
for sodium is 2400 mg. It’s the same 
amount of sodium that it is one tea-
spoon. This makes it confusing since 
the Adequate Intake and the Upper 
limit are both lower.

It is important to remember to  
only use the % DV to compare  
similar products to get an idea  
which is lower.

Rule of thumb when evaluating  
packaged food.
If it has 400+ mg of sodium, this is too 
much. Choose foods between 200-400 
mg, preferably less.

Different kinds
Salt (sodium chloride) comes from 
either salt mines or from the sea.  Most 
salt comes from mines.

Table salt: may or may not be 
iodized

Kosher salt: additive free coarse 
grained

Sea salt: evaporation of sea water

Rock salt: not as refined, so contains 
more minerals and harmless  
impurities

Pickling salt: contains no additives

Salt is salt is salt… Each type has the 
same amount of sodium. The main dif-
ference is the coarseness of the granule 
and where it was harvested.

Salt substitutes are made from  
potassium instead of sodium. Check 
with your doctor before switching to a 
salt substitute as there are some condi-
tions, like renal disease, that require 
people to limit potassium intake. Also, 
some medications will affect potas-
sium needs.

Nutrition claims for sodium
The food product must meet specific 
criteria. 

Free
• for sodium free, the product must 

have less than 5 mg of sodium per 
specific amount of food and a pre-
set amount of food specified in the 
regulations;

Low
• 140 mg or less of sodium per 30g or 

30 mL; or 140 mg or less per 100g if 
the food is prepackaged.

Reduced
• At least 25% less sodium than its 

original product

Lower
• At least 25% less sodium

No added salt
• The food contains no added salt, 

other sodium salts, or ingredients 
that contain sodium that substitute 
for added salt

Lightly salted
• At least 50% less sodium added 

than the sodium added to the similar 
reference food

Food labels
All packaged foods will contain an in-
gredient list and a nutrition facts panel.  
Can you find these on your label?

When comparing these frozen entrees 
of beef and chicken, what are you 
looking for? 

1. They must be similar products. 
These are both frozen intended to be 
a meal. 

2. Serving Size: Are they comparable? 
How much of the product will you 
eat?  The meal on the left is larger. 
There is 65 g more so you have to 
expect that there will be slightly more 
calories, fat etc. However, because 
the products are both  
intended to be an entrée they are still 
comparable.  

3. Sodium content: Look at both the 
number of mg and the % DV.  The 
amount of sodium that we should be 
getting is 1500 mg. So you can see 
on the left the sodium content in this 
one measly meal is more than we 
need in a day. If you were trying to 
control the amount of salt you were 
eating, the better choice would be 
the one on the right. n

Nutrition Claims
Ingredient List

Nutrition  
Facts  
Panel
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The kind of treatment received by a prostate cancer patient 
often depends on the type of specialist providing the pa-

tient’s care, new research shows.

U.S. researchers analyzed data on more than 85,000 Medicare 
beneficiaries aged 65 and older who were diagnosed with 
prostate cancer between 1994 and 2002. Of those patients,  
50 percent were seen only by urologists, 44 percent by urolo-
gists and radiation oncologists, 3 percent by urologists and 
medical oncologists, and 3 percent by all three specialists. 

Within nine months after diagnosis, 21 percent of patients 
had surgery to remove the prostate and surrounding tissue 
(radical prostatectomy), 42 percent had received radiation 
therapy, 17 percent underwent a hormone therapy called 
primary androgen deprivation and 20 percent chose no  

PCa therapy influenced  
by physicians’ preferences

treatment (“watchful waiting”), according to the report  
published in the March 8 issue of the journal Archives of 
Internal Medicine.

The researchers found a strong association between the type 
of treatment and the type of specialist consulted, according to 
a news release from the journal’s publisher. 

Radical prostatectomy was the most common type of treat-
ment in patients aged 65 to 74 seen only by a urologist (34 
percent of these men). Radiation therapy was the most com-
mon treatment for patients of all ages seen by both urologists 
and radiation oncologists. Primary androgen deprivation or 
watchful waiting were most common among patients seen by 
urologists (with or without medical oncologists) than among 
patients seen by urologists and radiation oncologists.

“Our findings provide new insight into the relationship 
between physician visit patterns and receipt of therapy for 
localized prostate cancer,” wrote Dr. Thomas L. Jang and 
colleagues. “The pattern of specialist visits and treatment that 
we observed suggests that [physician] preferences may be 
affecting treatment decisions.” n

disease. For this reason with longer follow up, the favorable 
impact on mortality is likely to increase. In contrast, in the 
U.S. study there was only a 17% increase in the number of 
new cases and no decrease in advanced disease. For this 
reason, with longer follow up of the men in the U.S. trial, 
unfortunately the results will not change.

What’s the problem with the study carried out in the United 
States? First, it did not test screening versus no screening – 
it just compared more screening versus a little less screen-
ing. In the screening arm, 85% of patients underwent PSA 
testing compared to 52% in the controls. That’s right, only a 
33% difference! Furthermore, 44% of the men who entered 
the trial already had 1 or more prior PSA tests. Consequently 
these men were not only less likely to have cancer, but also 
less likely to have life-threatening disease. This explains why 
there were so few cancer deaths in either arm of the study. 

Finally, the American study used an outdated cut point  
for PSA to trigger a biopsy and only 30% of the men who 
developed a PSA greater than 4.0 ng/ml while in the trial  
actually underwent a biopsy! If most of the men with elevated 
PSA levels never underwent a biopsy, how can anyone expect 
this trial to show that screening saves lives?

In the European study it is estimated that to prevent one pros-
tate cancer death at ten years, 1,400 men would need to be 

screened and an additional 48 men would need to be treated. 
Ten years is the earliest time at which one would expect any 
benefit and if one looks at a 50 year old man who is going to 
be alive for another 35 years, those odds would be entirely 
different. Also, with longer follow up in the European trial 
these odds will improve. However, if screening for prostate 
cancer is ever going to receive popular support, it will be 
necessary to avoid over-diagnosis in men who are unlikely to 
have a survival benefit (men who are too old or too ill to live 
longer than ten years) and to avoid over-treatment in men 
over age 65 who have low volume disease. Most of all, it is 
imperative for us as physicians to continue to improve the 
quality of treatments to reduce their morbidity. If one day it 
were possible to reduce these side effects to a minimum, the 
debate would end.

What is the take home message? If you are the kind of 
person who doesn’t wear a seat belt nor goes regularly to 
the dentist or your family doctor for a check-up and are not 
worried about dying from prostate cancer, do not undergo 
PSA testing. On the other hand if you are a healthy man age 
55-69 who does not want to die from prostate cancer, the 
European trial provides conclusive evidence that PSA testing 
can save your life. n

Bloomberg Business Week 
HealthDay News

continued from page 3
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Harvey Nuelle was recently invited to reprise 
his appearance at an Algonquin College panel 

discussion for cancer survivors. He spoke to third 
year nursing students along with survivors of breast, 
bladder, and Hodgkin’s lymphoma cancer. 
He comments, “It is comforting to know that the expe-
riences shared were not unique to each, but the initial 
news and following experiences of treatment were 
very intimately shared. You must walk in each other’s 
shoes to truly understand the anguish the person 
experiences. Support from families and friends help 
carry you through.
Fate and a positive approach are also good com-
panions when battling cancer. As Prostate Cancer 
survivors, we are really fortunate to have an excellent 
survival rate and, if treated at an early stage, experi-
ence limited side effects.”

Does the whole Gleason score thing leave you 
scratching your head? Wouldn’t you like a clear 

explanation? Visit the website http://pcainaz.org/
index.php?option=com_content&task=view&id=2
3&Itemid=97
The site, pcainaz.org, features an excellent feature in 
plain English under the heading Prostate Cancer 101/

Two youthful Prostate Guru types ran 
the 22nd annual St. Patrick’s Day 5 km 

Run on March 13. Wilfred Gilchrist and Jack 
Galbraith along with 838 others, (355 in the 
5 Km, 485 in the 10 km) decided to go for 
a splendid outing along Colonel By Drive 
beside the Rideau Canal. 
This was the fi rst race of the year for both 
and so they set personal bests for 2010. 
Jack, now 87, picked up a special award for 
the oldest runner in today’s events. He was 
welcomed with a rousing applause. 

 T he attached photo shows (left to right), Wilf Gilchrist, 
Jack’s daughter Jane Armstrong, and Jack Galbraith.

PCAO volunteers will represent the association at: 
Jamaican Canadian Wellness Day – 
Saturday, April 17 – Good Companions Centre – 
670 Albert St.
Winchester Breakfast – Saturday April 24 – 
St. Paul’s Presbyterian Church – Winchester

Richard Bercuson, author of Assume the position: 
one guy’s journey through prostate cancer, will 

be interviewed on a podcast on April 12. Visit http://
www.canauthors-ottawa.org/authorpodcasts.
shtml to listen to the podcast online.

Wal-nutty!
A woman came home, screeching her car into the 
driveway, and ran into the house. She slammed the 
door and shouted at the top of her lungs, “Honey, 
pack your bags. I won the lottery!”
The husband said, “Oh my God! What should I pack, 
beach stuff or mountain stuff?” 
“Doesn’t matter,” she said. “Just get out.”

hear Ye!   hear Ye!   hear Ye!




