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Four	new	Drugs	Will	Change	
prostate	Cancer	Care	

This April, we shower you with drugs in 
all their splendour. Alas, The Walnut is 
not a drug-free environment.  
Our issue delves into a little more 
scientific research than normal as a 
result of our senior (as in experienced) 
reporters trolling the halls of virtual 
academia in search of the most recent 
developments. Oh, and there’s that 
internet thing, too.
More poetic license on page 4 from our 
laureate plus we are able to answer the 
oft-posed question: what do intelligent 
people have in common with  
your home’s plumbing?
All this for only $5.95, with 
a one-time discount of 
100%, valid till May 1. 
Not transferable. 
Not negotiable.

CraCking	open	This	WalnuT

after a decade and a half of near 
stagnation, four new drugs could 

help make advanced prostate cancer 
a chronic illness instead of a terminal 
disease, a leading Colorado prostate 
cancer expert says. 

“It’s not just chemotherapy. The 
drugs have different and innovative 
methods of action. One is a bone 
protective agent; another’s a 
more effective hormone agent; 
another is radiotherapy; and the 
final one is the first drug tested 
for cancer immunotherapy,” says 

E. David Crawford, MD, investigator 
at the University of Colorado Cancer 
Center and head of urologic oncology 
at University of Colorado Hospital.

“Even without the addition of any 
more drugs, we may now have the 
tools that in combination will allow 
us to extend the survival prognosis of 
a prostate cancer patient long enough 
to make prostate cancer a disease a 
patient is more likely to die with than 
from,” Crawford says.

Along with Thomas Flaig, MD, 
Crawford describes these advances in 
prostate cancer treatment in a recent 
review for the journal Oncology.

First is the drug Denosumab. It can 
prevent bone fractures in patients 
with existing bone metastasis; it can 
prevent osteoporosis in patients whose 
calcium is depleted as a side-effect of 
hormone therapy; and (pending FDA 
approval) it has been shown to hold off 
the occurrence of bone metastasis for 
an average of four months in patients 
whose spiking PSA scores predict the 
likely onset of bone involvement.

Second is the drug Alpharadin, which 
is one of a novel and exciting class of 
“radiopharmaceuticals” – drugs that 
emit radiation and allow doctors to 
precisely deliver radiation to tumor 
sites. In the case of Alpharadin, it 

emits alpha rather than beta particles, 
which allows more precise tumor 
targeting of bone metastasis sites with 
less collateral damage to surrounding 
bone marrow.

Third, the drug Prostvac is the first 
“immunotherapy” drug used for the 
treatment of cancer. The drug acts like 
a vaccine, priming the immune system 
to recognize and thus fight against 
prostate cancer cells. In a phase II 
clinical trial of 125 patients, the drug 
extended the median survival time 
from 16.6 to 25.1 months.

Finally, the drug Abiraterone Acetate 
completely suppresses the body’s 
ability to make testosterone, which 
many prostate cancers need to grow 
(as opposed to previous drugs, which 
hoped to out-compete testosterone 
with estrogen, or imperfectly 
controlled testosterone production).

Crawford notes that these drugs are 
being approved for use only after more 
established therapies have failed and 
hopes that in coming years science 
may accelerate the use of these drugs 
to first-line therapies.

“Before we just had hormone therapy, 
then we got chemo, and each therapy 
we added packed on another couple 
months of survival. Now with these 
news drugs we’re tacking on even 
more time. The light at the end of 
the tunnel is the hope that we’ll 
turn this into a chronic disease and 
now we might have the tools that 
in some combination will do it,” 
Crawford says. 

http://medicalxpress.com/news/2012-02-drugs-prostate-cancer.html
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steering	Committee	Meeting	summary	
Thursday,	February	23,	2012
alterna	ultimate	run	for	Men’s	Cancers
PCCN Ottawa will again help the Ottawa Regional Cancer Foundation when they 
hold their annual Alterna Ultimate Run for Men’s Cancer, formerly the Do It For 
Dad Run, on Father’s Day, Sunday, June 17, 2012. We will provide volunteers and 
will set up an information booth again. The Prostate Gurus and Team Don Hampton 
running teams will be continuing their fleet of foot support. The target this year 
is $500,000. 

ra	Centre	and	pCCn	ottawa
A Memorandum of Understanding has been signed between the RA Centre and 
PCCN Ottawa to offer a Cancer Survivor Exercise Program at the RA Centre. 
The objective is to encourage PCCN Ottawa members, and all cancer survivors, 
to become more physically active. RA Centre staff will make a presentation on 
exercise and the new program at the April PCCN Ottawa meeting.

Video	recording	of	pCCn	ottawa	Meetings
A discussion was held on the video recording of future meetings. Since last 
November, three have been recorded. They’re on the PCCN Ottawa website as 
an aid. The consensus was that these have a real benefit in helping members get 
the most out of meetings. It was decided to investigate the purchase of our own 
recording equipment and to recruit a PCCN Ottawa member to operate it. Training 
will be provided.

The	da	Vinci	surgical	system
PCCN Ottawa has received an invitation to a celebration at The Ottawa Hospital. 
In recognition of the contributions made by PCCN Ottawa in helping with the 
purchase of the new da Vinci Robotic Surgical system, we have been invited to a 
celebration of the new system on Friday May 11, 2012. Bill Dolan, Harvey Nuelle, 
Wilf Gilchrist and David Brittain will attend to represent us.

new	Display	Banners
Thanks to a contribution from Cancer Care Ontario, PCCN Ottawa has purchased 
two new display banners, one English and one French. They will be used at prostate 
cancer awareness displays at various locations.

prostate	Cancer	research	institute	annual	Conference
On September 7 to 9, 2012, the Prostate Cancer Research Institute will hold its 
Annual Conference in Los Angeles. PCCN Ottawa will send two delegates on 
behalf of PCCN Ottawa’s Warriors Group.

Canadian	Cancer	society’s	Daffodil	sales
PCCN Ottawa provided volunteers to sell daffodils for the Canadian Cancer 
Society on the March 30 to April 1 weekend. Last year, CCS raised over 
$3,000,000 in the Ottawa area. In the last five years, CCS has provided over 
$3,000,000 for cancer research in the Ottawa area. 

p.O. Box 23122, Ottawa, ON  K2A 4e2 
613-828-0762 (Voicemail) 
email: info@pccnottawa.ca  •  pccnottawa.ca
pCCN OTTAWA is a volunteer organization of prostate 
cancer survivors and caregivers. Our purpose is to 
support newly-diagnosed, current, and continuing 
patients and their caregivers. pCCN Ottawa is a 
member of the prostate Cancer Canada Network.
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pCCn	ottawa	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.	We	collaborate	with	local	
organizations	such	as	The	ottawa	hospital,	the	
ottawa	regional	Cancer	Foundation,	the	Canadian	
Cancer	society,	urologists	and	oncologists	for	
information	and	support.



6:30-7:30	p.m.: Mentoring for newly diagnosed in the Shalom room.
6:30	p.m.:	  prostate Café. it’s coffee time. An open forum and social time for everyone and an opportunity for 

discussions in small groups in the Café before the meeting starts.
7:15	p.m.: Time for pCCN Ottawa business.
7:30	p.m.:	  (Come prepared to do some basic exercises.)
  Brenda Hamm and Joe Mcgurk from the rA Centre will discuss “exercise, The Why and The How.” 

They will explain why exercise is beneficial to the body and why it helps people cope better with 
cancer treatments and their side effects. 

  Joe, who runs the rA’s lifeFiT program, has a great deal of practical experience on how to exercise. 
Together they will also get us involved in doing	some	exercises. They will explain how to join the 
new program, become more physically active and improve one’s fitness level.

  The rA Centre, with the support of pCCN Ottawa, has developed a Cancer Survivor exercise 
program for those who want to exercise regularly. exercise is beneficial in countering the side  
effects of cancer treatments such as loss of muscle and bone density. Once a patient’s  
treatment is completed, it continues to provide people with the ability to cope with long term  
treatment effects.

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.
please	reMeMBer	your	ConTriBuTion	For	The	sT.	sTephen’s	FooD	Bank.	

nexT	MonThly	MeeTing	 Thursday,	april	19

March	meeting	panel	share	their	tales
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The March meeting featured a five 
member panel of prostate cancer 

survivors who generously shared 
their stories.

Panel members were (from the 
left) Ron Marsland, Gerry Gilbert, 
Raymond Leclerc, Bill Dolan, and 
Yvan Roger.

It was Raymond who was among the 
first in Ottawa to have a prostatectomy 
using the new da Vinci Robotic 
system. He reported the 4.5 hr. 
procedure produced no pain, total 
blood loss of about one tablespoon and 
no side effects.

Coincidentally, during the discussion 
after their presentations, the group 
heard from a member who’d had the 
procedure just the week before. 
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The new drug, MDV3100, extended 
overall survival by 4.8 months 

in men with castration-resistant 
prostate cancer who had progressed 
after treatment with docetaxel. It also 
reduced the risk for death by 37% 
as compared to placebo. This is an 
impressive feat. Currently, there is 
no standard of care for this group 
of patients.

MDV3100 is an oral, androgen 
receptor signaling inhibitor that 
competitively inhibits the binding of 
androgens to the androgen receptor, 
and uniquely inhibits the receptor 
from translocating to the nucleus 
and binding DNA. MDV3100 was 
chosen for development based on 
robust prostate cancer model systems 
and activity in early stage trials 
in both chemotherapy-treated and 
chemotherapy-naive prostate cancer 
patients. It is the first in a new class 
of agents and different from the 
mechanism of action of currently 
available treatments.

The data part of the AFFIRM study, 
was presented by Dr. Howard I. Scher, 
chief of the genitourinary oncology 
service at Memorial Sloan-Kettering 
Cancer Center, a late-breaking 
presentation at the 2012 American 
Society of Clinical Oncology 
Genitourinary Cancers Symposium. 

In total, 1199 patients were 
randomized over a 1-year time 
period starting in 2009. Patients had 
advanced disease, about 90% with 
bone metastases and 70% with soft 
tissue metastases.

The estimated median overall survival 
was 18.4 months for the MDV3100-
treated patients compared to 13.6 
months for patients treated with 

placebo. MDV3100 treatment was 
also associated with a 50% reduction 
in prostate-specific antigen (PSA) 
levels in 54% of MDV3100-treated 
patients compared with 1.5% of 
placebo patients. The median time to 
PSA progression was 8.3 months in 
the experimental group compared to 
3 months in the untreated group.

Safety was also favorable, with 
mild adverse events, mostly fatigue, 
diarrhea, and hot flashes, which were 
reported in about 2% of patients in 
both the experimental and placebo 
arms. One potential concern is a rare 
incidence of seizure seen in 5 patients 
in the MDV3100 arm. According to 
the trial authors, these cases were 
studied carefully and could be due 
to confounding events including 
brain metastases.

The drug is made by Medivation in 
collaboration with Astellas. There is 
an ongoing clinical trial testing the 
efficacy of MDV3100 in prostate 
cancer patients who have not yet 
received docetaxel.

Abiraterone (Zytiga) and cabazitaxel 
(Jevtana) have also recently showed 
a benefit in survival in phase III trials 
among prostate cancer patients after 
a docetaxel regime. Cabazitaxel, a 
microtubule inhibitor, was approved by 
the Food and Drug Administration in 
2010. The trial that led to the approval 
showed a 30% reduced risk of death 
and improved overall survival by 
2.4 months for cabazitaxel combined 
with prednisone. Abiraterone, a 
steroidal compound with antiandrogen 
activity, was approved last April, 
in combination with prednisone, 
demonstrating a survival benefit of 
3.9 months. 

secondary	Malignancies	
Following	radiotherapy	
for	prostate	Cancer

Human exposure to sources of radiation 
as well as the use of radiation-derived 
therapeutic and diagnostic modalities for 
medical reasons has been ongoing for 
the last 60 years or so. 

The carcinogenetic effect of radiation 
either due to accidental exposure or use 
of radiation for the treatment of cancer 
has been undoubtedly proven during 
the last decades. The role of radiation 
therapy in the treatment of patients with 
prostate cancer is constantly increasing 
as less-invasive treatment modalities are 
sought for the management of this widely, 
prevalent disease. 

Moreover the wide adoption of screening 
for prostate cancer has led to a decrease 
in the average age that patients are 
diagnosed with prostate cancer. 
Screening has also resulted in the 
diagnosis of low-grade, less-aggressive 
prostate cancers which would probably 
never lead to complications or death from 
the disease. radiotherapy for prostate 
cancer has been linked to the late 
occurrence of second malignancies both 
in the true pelvis and outside the targeted 
area due to low-dose radiation scatter. 
Secondary malignancies following 
prostate irradiation include predominantly 
bladder cancer and, to a lesser extent, 
colon cancer. Those secondary radiation-
induced bladder tumors are usually 
aggressive and sometimes lethal. Care 
should be given to the long-term follow 
up of patients under radiation therapy 
for prostate cancer, while the indications 
for its use in certain cases should 
be reconsidered.

petros Sountoulides; Nikolaos Koletsas;  
Dimitris Kikidakis; Konstantinos paschalidis;  
Nikolaos Sofikitis 
Sage publications, inc.

novel	Drug	To	have	Major	role	
in	prostate	Cancer	Treatment	
By Anna Azvolinsky, phD 
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a new study on relative rates of 
survival at 10 years is probably 

going to get differing reactions from 
patients and physicians depending.

Kibel et al. have reported data from 
an analysis of the 10-year, overall 
survival and the prostate cancer-
specific mortality rates of more than 
10,000 men treated at two institutions 
with any one of three standard first-
line therapies for clinically localized 
prostate cancer between 1995 
and 2005.

The actual breakdown of the number 
of patients treated was:
• 6,485 received a radical 

prostatectomy of some type
• 2,264 were treated with some form 

of external beam radiation therapy 
(EBRT)

• 1,680 were treated with permanent 
seed implant brachytherapy.

The research team also collected 
information on the race, age, and co-
morbidities of all the patients; on and 
disease-specific parameters (e.g., PSA, 
biopsy Gleason score, and clinical 
stage); and on details of the patients’ 
treatments. Here are the findings:
• Adjusted 10-year overall survival of 

the patients by type of treatment: 
 88.9 percent for those who had 

radical prostatectomy
 82.6 percent for those who 

had EBRT
 81.7 percent for those who 

had brachytherapy

• Adjusted 10-year prostate cancer 
specific mortality rates for the 
patients by treatment type: 

 1.8 percent for those who had 
radical prostatectomy

 2.9 percent for those who 
had EBRT

 2.3 percent for those who had 
brachytherapy, respectively.

• Based on propensity score analysis 
(the type of statistical analysis used 
in this study) 
 EBRT was associated with 

decreased overall survival 
 EBRT was associated with 

increased prostate cancer-specific 
mortality

 Brachytherapy was associated 
with decreased overall survival 

 Brachytherapy was not associated 
with increased prostate cancer-
specific mortalitycompared to 
radical prostatectomy.

However, the authors point out that 
even though radical surgery was 
associated with improved overall 
survival and prostate cancer-specific 
mortality compared to EBRT and 
brachytherapy in this particular study, 
the absolute improvement among 
groups at 10 years was modest.

They further note, “These survival 
differences may arise from an 
imbalance of patient or disease related 
confounders despite our efforts to 
adjust for them, from improved cancer 
control when [radical prostatectomy] 
is performed as initial therapy, and/
or from differences in treatment 
related mortality.”

It seems likely that the best way 
to look at this study is to see it as 
showing that the overall 10-year 
survival rates from these three widely 

relative	10-year	survival		
after	surgery,	eBrT,	or		
Brachytherapy	in	the	psa	era
From prostatecancerinfolink.net

used types of first-line therapy is high, 
at > 80 percent, and that the 10-year 
prostate cancer-specific mortality 
rates are low, at < 3 percent. This 
perspective is put into context by 
Kibel et al.: “A man with clinically 
localized prostate cancer is faced with 
a challenging process of selecting 
the optimal treatment. He must 
choose between radical therapy and 
surveillance for a cancer that may pose 
an uncertain threat to his longevity or 
quality of life. If he chooses treatment, 
none has been proven superior in terms 
of quantity or quality of life.” 

sonneT	For	psa	high
by Glenn Kletke

Boys in trouble, not meant to mix
with the regular healthy crowd, they
get packed off to their own boarding 
school, the famous halls of pSA High
where the teachers are their doctors
where courses fall down upon them
so complicated and convoluted, they
throw their hands up in the air, afraid
they may never learn anything at all
where they try to be good, do as they
are told, where they shiver on the seat
of some clinic chair, hands cupping
hope, anxiety and requisition forms
their blood writing its next pSA test.

Glenn Kletke’s poetry has most recently 
appeared in “Whistle for Jellyfish” published by 
Booklands Press

The	Walnut	laureate
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Men	can	read	smaller	print	
than	women	can;	women	
can	hear	better.	

The	first	novel	ever	
written	on	a	typewriter,	
Tom	sawyer.	

The	percentage	of	africa	
that	is	wilderness:	28%	

The	percentage	of	
north	america	that	is	
wilderness:	38%	

The	cost	of	raising	a	
medium-size	dog	to	the	
age	of	eleven:	$16,400

Coca-Cola	was	
originally	green.	

it	is	impossible	to	lick	
your	elbow.	

each	king	in	a	deck	of	
playing	cards	represents	a	
great	king	from	history:
spades	-	king	David
hearts	-	Charlemagne
Clubs	-alexander	the	great
Diamonds	-	Julius	Caesar	

intelligent	people	have	
more	zinc	and	copper	in	
their	hair.	

The bladder is the muscle that contracts around the urethra 
(tube that empties urine from the bladder) and prevents 

urine from being lost unintentionally. This muscle can be 
damaged when the prostate is removed, causing occasional 
or continuous dribbling and uncontrolled urine leaks.

If you have had cancer of the prostate that required a radical 
prostatectomy, you may experience accidental urine leaks 
when you put pressure on your bladder, such as during a 
sneeze, cough, or exercise. This condition is called stress 
urinary incontinence. 

In 1999, an estimated 179,300 men were expected to be 
diagnosed with prostate cancer in the United States alone. 
Because treatment of prostate cancer often requires surgery 
to remove the prostate, it is likely that many of these men 
would also suffer from stress incontinence, a disturbing 
complication that often follows radical prostatectomy. The 
average time to regain normal bladder control after this type 
of surgery is about three months. Even so, a recent study 
revealed that 18 months after surgery, 8.4% of patients still 
had poor urinary control (dribbling and accidental leakage).

Treatments for stress incontinence include exercises to 
strengthen the pelvic floor muscles, medication and surgery 
to implant a male or mid-urethral adjustable sling. If at least 
six months have passed after prostate surgery, and exercises 
and medications have not been successful, ProACT Therapy 
can be considered. Due to its minimally invasive nature, 
some urologists consider ProACT first if non-surgical 
methods have not been successful.

ProACT Therapy is a solution to a life-long problem. 
Benefits of ProACT Therapy include:
• Requires a minimally invasive procedure with 

quick recovery
• Offers freedom to be active
• Improves quality of life
• Can be adjusted to best meet each patient’s 

individual needs

The	proaCT	Device	to	Treat	urinary	incontinence	
after	prostatectomy
The ProACT Device consists of two small implantable 
balloons. During a short outpatient procedure, the balloons 
are surgically placed under the skin in the area where your 
prostate was surgically treated. The balloons help protect 
against accidental leaking of urine by increasing the amount 
of pressure required to urinate. (When you need to urinate, a 

normal amount of effort still should 
be required to push the urine out. 
However, the pressure from the 
balloons will help guard against 
unintentional urine loss, such as 
during a sneeze or cough.)

The complete ProACT System is 
implanted within your body and 
once implanted, no-one but you will know it is there. Your 
doctor can inflate, deflate, or remove the device as necessary 
at any time after the surgery. There is no need for you to 
manipulate any part of the device, as would be the case with 
an artificial urinary sphincter.

ProACT Therapy has been been used in more than 
5,000 men in Europe, Canada, Australia, South America 
and New Zealand. It is currently being studied in the United 
States in a Food and Drug Administration clinical study. 

Canadian	practitioner:
Richard William Casey M.D., F.R.C.S. 
The Male Health Centres  
407 – 1235 Trafalgar Road North 
Oakville, ON L6H 3P1 
(905) 338-3130  •  drcasey@malehealth.com

new	Device	for	Male		
stress	urinary	incontinence	

stuff	you	didn’t	know	you	didn’t	know!


