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A support group that provides under standing,
hope and infor mation to prostate cancer patients and their families

Dr. Shabbir Alibhai will be our speaker for the October 16 meeting. The primary focus

problems they could cause.

Meeting Date:  October 16th, 2008

Place: Newmar ket Seniors Meeting Place
474 Davis Drive, Newmar ket

of histalk will be on Osteoporosis, a potential side effect of hormone treatments. Dr.
Alibhai’s research interests are in geriatric oncology, with a primary focusin prostate
cancer. His major research projects include examining the impact of androgen depriva
tion therapy on health outcomes (including quality of life, physical function, cognitive
function, and bone mineral density). Heis aso looking at short-term toxicities of
treatment of prostate cancer as afunction of age, comorbidity, and randomized trials to
treat cancer-related fatigue. Come and get other opinions on hormone treatments and the

Time: 7:00t09:00 pm
Speaker : Dr. Shabbir Alibhai, Toronto General Hospital.
Subj ect: Osteoporosis
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September Speaker notes Dr. Padraig Warde, Southlake Health Centre
and Princess M argaret Hospital

Subj ect:

The New Cancer Centre at Southlake

Dr. Padraig Warde, is the deputy Head of the Radiation Medicine program at Princess Margaret Hospital and Professor,
Department of Radiation Oncology at the University of Toronto. Heis on loan to Southlake to supervise much of the building
and equipping of our new regional cancer centre. Padraig gave us a timeline on the progress they are making asto when the
cancer centrewill bein full production. He also, with the aid of a power point presentation, demonstrated what the new state
of the art equipment that they will be installing in 2009 will do. Hereiswhat hehadtosay. . .

The motto of Southlake Hospital is
"Shaockingly Effective Service" and that's
what we intend to do here with high pre-
cision radiation therapy, get maximum tu-
mour control in order to maximizethe con-
trol of cancer and minimize the side ef-

. fects. To achieve that, we really want to
[ get the smallest amount of tissue margins.
| always tell my residents when they start
working W|th me at first that | can cure every cancer thereis,
when you put enough radiation in to any cancer, it will oblit-
erateit. The trouble is keeping the normal tissues which are
adjacent to the cancer from being damaged at the same time.
That'swhy the precision to actually put the radiation exactly
where you want it. SO we need to have very precise target
definition. We need to know where the tumour is and you'll
seetherelevance of that when you see how much the prostate
moves on a minute to minute basis and also the critical or-
gans. Thereal critical areafor prostateisthe rectum. We must
be able to deliver the treatment accurately and precisely, the
same way every day and minimize any error.

The timelinesfor the Interim Cancer Centre opened in
May of this year, we started a consultation service. The pa-
tients are seen in Southlake but we transport patientsto Prin-
cess Margaret for treatment. The head of Physics at Princess
Margaret, David Jaffery, has become the interim Head of
Physics for Southlake and a so the deputy head of Radiation
Therapy. So we have a good team to work with. The new
radi ation equipment will be commissioned and installed some
time in May and June as the building must be completed be-
fore we put in the high precision equipment. We will put in
three accelerators at acost of three million dollars each sowe
don't want to put them in and then have major construction
around them. We'll have occupancy in October and have our
first patientsin November of 2009. | know these are all buzz
words but well have three IMRT, which is high precision
radiation therapy, intensely modulated, they are |IGRT, which
is image guided and, they are a mirror of the machines we
have at Princess Margaret, in fact they are more advanced.
They will be matched to the machines we have at PMH so
that anything we develop in either institution can be trans-
ferred back and forth. So there's a partnership with Princess
Margaret and this involves my time up here to help get it
open and mentoring support during the start up and the de-
velopment of high precision radiation therapy. If you look
back at all the other Cancer Centresthat have been openedin

Ontariointhe last few years, generally the way they've done
it isto open with fairly good standard techniques but to take
over the next three to five years to develop into a high preci-
sion program. Infact, Credit Valley Hospital after four tofive
years is just starting its IMRT, its high precision program.
What we aim to do here is jump start that by three to five
years and go straight into a High Precision Program, an im-
age guided program by partnering with PrincessMargaret and
following the policies and procedures of the way they do
things from PMH and having a sharing of experience and
staff over the first few years of start up and getting going.
Theaimisthat if you go to 40,000 feet in November of 2009
and look down at the two institutions and two patients each
went into aroom, the treatment should be absolutely identi-
cal. | like to say that it will probably be better at Southlake
because we will have better machines. Also we're helping the
development of research as part of the cancer centre and the
education program and various other things.

Dr. Wardethen gave his dide presentation showing how
they try to pinpoint the exact location of the prostate. Radia-
tion techniques have evolved over the years. Originally, ra-
diation treatments were applied from the front and the sides.
Because of the prostate's location and proximity to other or-
gans, wewere limited asto how much radiation we could put
into that area as we were simultaneously treating parts of the
bladder arectum. With thistechnique, the most radiation dose
we could put in was 65. Then we got to a 3D conformal and
could avoid the rectum a bit. Now we have aIMRT strategy
and we can actually put a radiation dose wherever we want.
We can place a higher dose into the prostate and very little of
it goes into the rectum. By doing this we actually can drive
the dose from 65 units up to around 82 units. That's a huge
increase that we could only have dreamed about five or ten
years ago. With intensely modul ated radiation therapy, if the
areayou want to treat isavery irregular shape, now you can
actually shapeit to whatever way you want. That'swhat we're
going to havein Southlake. For each patient, we actually work
out what we're going to treat then two or three days before
we start the treatment, weroll in aphantom, which lookslike
a patient but it's made out of plastic. We know where the
prostate is and have the position there and we put in aradia-
tion detector. We run the beams then check the detector and
physics associateswork overnight checking to make sure that
everything is correct. For the first ten years of my practice,
we didn't have the technology to take a picture everyday to
see how things were progressing. We would take a picture



the first day to make sure everything was O.K. but we didn't
have the facility to be able to take a radiation picture every
day. In order to cope with that we took a big area around the
cancer and we would treat the whole area. That way we were
pretty sure. Then we brought in a system of imaging where
we could take apicture every day, which wasalittle bit more
accurate but we still had to treat abig areain order to be sure
that we attacked the cancer. The trouble with IMRT is that
you can paint exactly where we want it to go but we can't be
sure that our target is still in that position. With IGRT, each
day when the patient is on the bed we can actually take a
image and see exactly where the tumour is, where the pros-
tateis, so that we can be both accurate and precise, so we can
hit the cancer and avoid the other tissues. Dr. Ward then
showed us severa visuas indicating how the prostate can
move from day to day. He al so showed an MRI scan showing
adramatic movement of the prostate over the period of an
hour. So what Southlakeisgoing to haveisacomplete Image
Guidance System (IGRT), which will pinpoint exactly the
location of the prostate and other organs as needed during
treatment. Thiswill also allow usto push the dose higher and
because we are so precise, we're looking at shortening the
period of the treatment down to four weeks.

We did a study on 120 patients, which looked very
promising. My colleague, Dr. Catton, is now doing a world-
wide study in which half the patients get four weeks treat-
ment, with the other half getting the regular eight weeks stan-
dard treatment and we'll see what the results will be over a
period of time. Because of the connection with Cancer Care
Ontario and Princess Margaret, we will hopefully be able to
offer patients at Southlake the opportunity of participatingin
quite a few clinical trials. While clinical trials are very im-
portant to give us some answers for the future, | also think
that patients have a right to know what trials are available
and they can learn and decide whether or not they can partici-
pate. | encourage all patientsto ask what trials are available.

What we're looking at, over time, is how we can indi-
vidualize treatment by looking at the biology of the patient.
My colleague, Robert Bristow is working on individualiza-
tion therapy. Currently, what we are doing is, if five patients
comeinto my officewith the same problem, | givethem much
the same treatment suggestions, with minor variations, with
very little individualization. What we would like to do is to
be able to take people with prostate cancer and actually look
at them and do alittle bit more testing than we do now. Par-
ticularly we'relooking at some new genetic testsand bio mark-
ers. These could be on the blood test, on the tumour itself on
the biopsy and looking at various things. What we hopeto be
able to achieve is "Joe, you should definitely have radiation
because it's highly likely to be curative, with minimal com-
plications." "You know, Mike, | don't think so. We probably
could cure you but your chances of getting alot of side ef-
fects from the radiation are very, very high, because of the
way you live, because of your genetic make up. You should
probably go to surgery." To be able to say that someone hasa

very high risk of a second cancer from radiation. Your tu-
mour isvery low in oxygen and we know that is a marker to
us that radiation isn't going to work. Or, if you have to have
radiation because you can't have surgery in that setting, then
there are new drugs we can use to have with the radiation to
combat thelow oxygen, so that the radiation doeswork. There
are various other things that we can look at. There are some
things that might indicate that you shouldn't have hormones
becausethey are not going towork for you. Thisiswhat Robert
has been working on for five or ten yearsand slowly but surely
we're beginning to understand more. | wouldn't want you to
think that we will be there tomorrow, or next week, or next
year but we're beginning to understand which type of patients
will get radiation toxicity and beginning to understand which
type of patients will be at high risk of getting a second can-
cer. Stay tuned.

The other thing we're looking at is this whole concept
of onceyou start acourse of radiation: You're having 39 treat-
ments, we see you once aweek to make sureyou're O.K. The
guestion patients ask the most is"How isthe treatment work-
ing?' The truth is, | don't know and won't know until long
after the treatment is over to see if the PSA is going down.
WEe're getting to the point now of being able to actually look
at the response during treatment and beginning to see, maybe
at the end of treatment, or closeto theend, if thereisstill live
cancer there and maybe we should increase the dose there.
Maybe he should have an implant aswell. Thisis more than
a few years away but we've also thought of the concept of
doing a biopsy after five treatments, before the rectum starts
getting too swollen and being able to assess the amount of
radiation damage from the biopsy. It may indicate that we
should go adifferent route, such as surgery or hormonetreat-
ment along with the radiation. We're coming to this concept
of individualization therapy and | believewell get much closer
thereinthe next threeto fiveyears. Thisiswhat | wastalking
about, the monitoring of response during treatment. The moni-
toring of patient's specific response. For instance, looking at
which patients will respond to hormone therapy and then we
can adapt to change in terms of pushing the fractionation up
because your tumour lookslikeit needsthat. We may be able
to do some other things, like biological manipulation of nor-
mal tissues. As the radiation machine is moving around, the
technology has now evolved that we can actually change the
speed by slowing down and the beamsthat are going across,
we can speed them up; the dose rate coming out of the ma-
chine can be changed and we can aso change the position.
What this can doisto a) give you much better targeting of the
tissue and b) our standard of treatment timeis about 15 min-
utes, with the new technology we can cut the time to 10 min-
utes. That might not make much difference to you but to me
it increases how many patients| cantreat. Thisisparticularly
relevant in Southlake because we're opening with three ma-
chines and we hope to treat about 1200 patients in the first
year. If we achieve that, we're actually more efficient than
any other cancer centres in the province.
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High Fat Diet May Encour age Prostate Cancer Progression

Additional investigations looking at associations between post-surgery dietary changes and

disease progression would be worthwhile

Wednesday, July 2 (ReutersHealth) - Dietshighin satu-
rated fat may increasetherisk of prostate cancer progression,
researchersfrom the University of TexasM. D. Anderson Can-
cer Center in Houston report.

In afollow up study of men who had their cancerous
prostates removed, researchersfound that men who consumed
higher amounts of saturated fat — mostly from stesks, burgers,
cheese, ice cream, salad dressings, and mayonnaise — were
nearly two times more likely to experience disease progres-
sion after surgery than men with lower saturated fat intake.

“Diet before surgery, especially saturated fat, may
modulate patient outcome after surgery,” Dr. Sara S. Strom,
who was involved in the study, told Reuters Health.

Strom and colleagues aso found significantly shorter
“disease-free” survival timesamong obese men who ate high
amounts of saturated fat compared with non-obese men con-
suming diets low in saturated fat.

These results expand upon the team’s previous finding
linking obesity with prostate cancer progression “and sug-
gest that saturated fat intake plays arole in prostate cancer
progression,” the researchers note in the International Jour-
nal of Cancer.

By Joene Hendry

Strom’s group used standard food questionnaires to
assess the saturated fat intake of 390 men during the year
before surgery for localized, or “ organ-confined” prostate can-
cer. Theresearchersal so assessed the men’smedical and fam-
ily history for other risk factors for disease progression.

The men, all Caucasian, were about 60 years old on
average and consumed between 600 and 5,000 calories daily.
Overall, 293 men averaged 10 percent of their daily energy
from saturated fat (low intake) while 97 men averaged 14
percent (high intake).

Obese menwith ahigh saturated fat i ntake had the short-
est survival time free of prostate cancer (19 months), while
non-obese men with low intake survived thelongest timefree
of the disease (46 months).

Non-obese men with high intake and obese men with
low intake had “ disease-free” survival of 29 and 42 months,
respectively, the researchers report.

Additional investigations looking at associations be-
tween post-surgery dietary changes and disease progression
would be worthwhile, Strom suggests.

SOURCE: International Journal of Cancer,

Studiesfrom over there

Aninternational study led by researchers at The Insti-
tute of Cancer Research will pavetheway for atest to be used
to better tailor treatments and hopefully extend the survival of
men with aggressive forms of metastatic prostate cancer.

The study, to be published tomorrow for Cancer Clini-
cal Research ( available online Oct 1,) has found that this
analysis of Circulating Tumour Cells (CTC) can be utilised
to study the prognosis of prostate cancer and is an indepen-
dent indicator for overall surviva of the disease.

L ead researcher Dr Johann de Bono at The Institute of
Cancer Research and The Royal Marsden Hospital says:

“CTC testing, used in conjunction with the existing
prostate specific antigen (PSA) test, may allow doctorsto more
accurately evaluate the effect of treatment on a patient’s tu-
mour.”

“These studies are avery promising development, al-
lowing cancer cells to be detected using a simple blood test
and may eventualy alow us to tailor cancer treatments to
maximise the benefit for patients. Hopefully thiswill lead to
improving the survival of patients with metastatic prostate
cancer.”

The PSA test has been widely adopted as the bench-
mark test for prostate cancer in the UK, but it is not always
possibleto identify aclear relationship between araised PSA
level and the status of the disease.

Circulating tumour cells (CTCs) are cancer cells that
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have broken away from an existing tumour and have entered
into the bloodstream. The presence of these cellsin the blood
provides valuable insights into disease progression.

This study has shown that the monitoring and detec-
tion of CTCscan provide valuableinformation on the patient’s
prognosis. Further studies are taking place to evauate if the
CTC test may be used to allow doctors to make treatment
decisions more quickly and more reliably for the benefit of
patients.

The test has already been incorporated into several
prostate cancer drug trials that are taking place at The Insti-
tute and The Royal Marsden.

The test has been cleared by the FDA in the United
States to determine the prognosis of patients with metastatic
breast, colorectal or prostate cancer.

The study wasin partnership with the New-York based
Memoria Sloan-Kettering Institute and involved 231 patients
undergoing chemotherapy treatment. Sixty-five clinical cen-
tresin Europe and the U.S. took part in the study.

The patients underwent monthly CTC monitoring to
measure the level of circulating tumour cellsin the blood. A
count of morethan 5 CTC per 7.5 ml of blood was seen asan
indicator towards an “unfavourable’ prognosis whereas a
count of less than 5 CTC per 7.5ml was considered
“favourable”. Thiswas compared with the progression of the
metastatic prostate cancer tumours.



