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A support group that provides understanding, hope and information
to prostate cancer patients and their families.
Topic for the upcoming October Meeting…

Bendable silicon rods? Hydraulic, inflatable prosthesis?
Dr. Frank Baillie, our presenter for October, is expected to provide us an overview of surgical
penile implants and the various related treatment options.
Dr. Frank Baillie, M.D., Ch.B., FRCSC, who is now retired, served as Advisor of HIO Group Inc.
Previously, he served as Postgraduate Surgical Program Director at McMaster University Faculty of
Health Sciences. He had served as Ex Officio Director of Hamilton Health Sciences Corporation. Dr.
Baillie served as the International Medical Liaison Officer for Hamilton Health Sciences Corporation
and the Medical Director for Ontario CritiCall Service. He had managed a number of medical
programs, including Hamilton General Hospital, Chedoke McMaster Hospital and St. Peter's Hospital.
Dr. Baillie has over twenty years of clinical and managerial experience as an Emergency
Physician and General Surgeon in an academic setting. He had provided consultative services
regarding the delivery of emergency care for the Ontario government as well as internationally in
Thailand, Malaysia, Kerala Province in India, Beijing and Abu Dhabi. He had maintained a surgical
practice at McMaster University Medical Centre in Hamilton, Ontario since 1979. He served as a
Director of Med-Emerg International Inc. since January 1, 2002. He introduced emergency physician
staffing and postgraduate training in Emergency Medicine at McMaster's Faculty of Health Sciences.
Dr. Baillie was Assoc. Prof. of Surgery at McMaster University Faculty of Health Sciences.
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Can they be treatment options for men with erectile dysfunction?

Dr. Frank Baillie

Thursday, October 20, 2016
Newmarket Seniors Meeting Place
474 Davis Drive, Newmarket
6:30 pm to 9:00 pm

Prostate Cancer Canada Network – Newmarket
Newmarket, ON

http://www.newmarketprostatecancer.com
info@newmarketprostatecancer.com
A member of the

Assisted by
Canadian Cancer Society, Holland River Unit
(905) 830-0447
Cancer Information Service: 1-888-939-3333

Your Executives
Walt Klywak, Chairman,
Communications

905-895-1975

Phil Mahon, Secretary

905-473-2688

Ivan Martin, Treasurer

905-775-7576

Dan Ho, Photography, Layout Editor

416-953-8889

Mike McMaster, Copy Editor

905-235-7021

Bernard de Paulsen, Membership

905-889-8095

Timothy Clarida, Member-at-large

905-476-7213

The Newmarket Prostate Cancer Support Group does not recommend products, treatment
modalities, medications, or physicians. All information is, however, freely shared.

Our speaker for September was Dr. John L. Preiner who is a staff Urologist at Southlake Regional Health
Centre in Newmarket. He was an honours student at the University of Western Ontario where he studied
Chemistry. He went on to take his medical training at the University of Toronto where he completed his
residency in both Anesthesiology and Urology.
Dr. Preiner completed his clinical fellow-ship in Urodynamics and Reconstructive Urology at Sunnybrook
and Women’s College Health Centre in Toronto. Prior to joining the staff at Southlake, he did locum tenens
as a Courtesy Staff Urologist at William Osler Health Centre in Brampton and Sudbury Regional Hospital in
Sudbury, Ontario.
Dr. Preiner has assisted in over 25 research projects ranging from drug studies to determine
treatment effects, safety, long term benefits and side effects for treatment of prostate cancer, benign
prostatic hyperplasia, bladder cancer, overactive bladder, urinary incontinence and cystitis.
When he is not in his office, in surgery or providing insight to the many research projects, and he can just
be John; he enjoys recording and producing music, vintage guitars, skiing, cycling, sailing, canoeing and travel.
This is what Dr. John L. Preiner had to say.

Prostate Cancer topics
with

Dr. John L. Preiner
by
Mike McMaster, Copy Editor
September 15, 2016

Thank you very much for the invitation and the kind
words. I am honoured to be here. I came on staff as a
urologic surgeon here at Southlake Regional Health Centre
in July, 2002. My academic interest is in doing laparoscopic
surgery. I do laparoscopic nephrectomies, among other
things – I have done about 400 – so all of the kidney
tumours at Southlake come to me. My partners don’t do that
type of surgery.

The objective (of this presentation) is to give a basic
understanding about the background incidence of prostate
cancer in Canada and talk a little bit about the controversies
around screening for prostate cancer. In fact, there was a
headline in the news today stating that screening doesn’t
really make any difference. I think that most people here
would argue otherwise. I certainly would argue otherwise.
Prostate cancer is such a variable disease in that we see
men in their 80’s who have had it for thirty years and men
in their 50’s who are dead within a year or two. The
challenge is to identify who has a bad cancer and treat those
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As mentioned, I play guitar. I have a bunch of vintage
guitars. I play in two groups; one is a four piece jazz group
where we do some contemporary music that we “jazzify.”
And I also play with a bunch of urologists; we call
ourselves “The Void.” The guitars are a ‘53 Telecaster and
a ‘55 Strat – those are my two favourites.

Dr. John L. Preiner

men aggressively and who is going to have a more indolent
tumour and spare those men the harmful potential risks of
treatment.
We will also talk about the screening issues; the staging
and grading of prostate cancer; different treatment options;
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the male pelvic anatomy; and, what I have been asked to
talk about, what to do when localized treatment fails and
there is detectable PSA after a radical prostatectomy or
rising PSA after radiation? It is a difficult dilemma.

are many factors that can disrupt PSA levels including
cancer, a biopsy, prostatitis, an infection, a catheter or scope
put up your urethra, or from enlargement of the prostate or
BPH. In reality, it is a pretty crummy test, but it is the best
we have got and there is a lot of controversy about whether
we should be doing these tests.

Prostate Cancer Background

Prostate cancer is the most common cancer in Canadian
Staging (TNM)
men. Your lifetime risk of being diagnosed is one in six. It
is the second highest cause of male deaths in Canada. There
The staging system that we use for prostate cancer is the
are 24,000 new cases per year and 4,000 deaths per year in
TNM (Tumours, Nodes, Metastases) Staging. In a nutshell,
Canada.
T1 is a clinically undetectable cancer. T2 refers to whether
The prostate is the gland that produces the fluid that
there is a nodule detectable on Digital Rectal Exam. T3 is
nourishes and enriches the sperm. It sits below the bladder
when the nodule extends beyond the capsule of the prostate
and in front of the rectum. The urethra goes through the
but has not spread to other organs. T4 is when the cancer
prostate and that is what brings most men to our attention as invades into adjacent structures such as the bladder or the
they start to develop urinary symptoms as they get older.
pelvic muscles.
That will prompt a visit to their family doctor and they will
refer them on to us and we will continue on from there.
Grading
The nerves to the penis run adjacent to the prostate and
that is
significant
because most of
the treatment
options will
have an affect
on men’s sexual
function.

The most important predictor of the natural history of
prostate cancer
is the grade. The
Gleason grade is
obtained when
the pathologist
looks at the
biopsy
specimen. They
look at the two
most prevalent
areas of cancer
they can identify
and they give
each of them a
score from one
to five and then
they add the two
numbers
together.
Patterns one,
two and three are slow growing tumours and patterns four
and five are much more aggressive. The single strongest
correlator in the natural history of prostate cancer is the
amount of Gleason 4 and 5 disease present.

The main risk
factors for
prostate cancer
are age, family
history, ethnicity
and lifestyle for example, a
sedentary
lifestyle, obesity
and a high
protein, high fat
diet.

Screening
How do we screen? The screening is done with the
Digital Rectal Exam (DRE) and the PSA blood test. It is
important that both tests be done together to help interpret
the PSA. The PSA is less reliable if it is done on its own
without the Digital Rectal Exam.
PSA stands for Prostate Specific Antigen. It is a
glycoprotein produced primarily by the prostate, however,
there is some PSA produced by the seminal vesicles. There

It is almost as though the Gleason 1, 2, 3 disease are slow
growing and they don’t behave like cancer because they are
very indolent and slow growing - the Gleason 4’s and 5’s
need to be treated more aggressively. Gleason two to six are
low risk cancers. Gleason 8 to 10 is high risk and Gleason 7
is intermediate.
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Grading…
The challenge is, if we had a marker that could identify
the high grade cancers much more accurately that would be
ideal, but currently we don’t. The problem is that many of
the cancers that we detect will never cause men any harm
and there are risks and downsides of treatment that they
really may not need.

Canadian Urologic Association
Guidelines (2011)

being treated with radical prostatectomies due to a decline
in screening by the family doctors. I think we are going to
see an increase in deaths as a result of the change in
screening but it will be years before we see that change
show in statistical data.

Primary Treatment Options
for Localized Disease
What are the options if someone has localized
disease?

Prostate Cancer screening (PSA and DRE) allows the
detection of potentially lethal cancer at a point in time when
it is more likely to be curable. This comes at the expense of
many patients being treated when their cancer pose no
threat to
their lives hence, the
controversy.
Therefore,
the harms
and benefits
of screening
must be
explained to
each patient
so they
understand
all the
factors to be
considered in
the shared
decisionmaking
about
screening.
Screening should be offered to all men 50 years of age with
at least a 10-year life expectancy.
If there is a higher risk of prostate cancer, such as family
history of prostate cancer or if the patient is of African
descent, screening should be offered at age 40 years.
Furthermore, there may be benefit of offering a baseline
PSA for men 40 to 49 years of age to establish future
prostate cancer risk. Initial screening should include DRE
and PSA.

There is active surveillance; You can have surgery – an
open procedure, a laparoscopic procedure or a robotic
procedure; You can have radiation – external beam or
brachytherapy, low dose with seeds or high dose rate.
There are
other
minimally
invasive
treatments
like
cryotherapy,
where you
freeze the
prostate or
microwave
therapy,
where you
cook it.
There is also
High
Intensity
Focused
Ultrasound
(HIFU.) The
current
guidelines recommend that these only be used as primary
treatments as part of a clinical trial.

The Radical Prostatectomy – The Steps

We have seen a change in the pattern of diagnosis and 10 to
20 years from now, we are going to see the negative impact
from these recommendations. We are already seeing, at
every hospital in Ontario, a decline in the number of men

The surgery that we do was first described at the turn of
the last century (1905) by Hugh Hampton Young. He is the
father of modern urology. He was at John Hopkins and he
used a perineal approach – an incision below the scrotum to
get at the prostate. There are very few people who do that
any more. The retropubic approach with the incision above
the pubic bone was first described in the 1940’s and
perfected by Dr. Patrick Walsh in 1979 and that is the
operation that we do today.
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We try to spare the neurovascular bundles that run along
the urethra in order to preserve men’s sexual function. In
terms of the surgery, we put the patient on his back; we put
in the catheter and make the incision above the pubic bone.
We separate the muscle, we don’t cut it. We develop the
plane behind the pubic bone in front of the prostate. We
take out the obturator lymph nodes so when the prostate
cancer spreads it has a very predictable pattern of spread.
We open up the fascia on either side of the prostate. We
incise the fascia and sweep away the nerves from the
prostate if we are planning on sparing the nerves. We won’t
spare the nerves if there is a palpable nodule (T2), if men
have high grade cancer, or if they have a PSA above 10 or
15. The reason is when prostate cancer spreads locally it
extends out from the prostate in precisely that area where
the nerves are. That is where the blood vessels come in and
that is exactly where it spreads. So, if we try and spare the
nerves in a man that has high grade cancer we worry that
we might leave the cancer behind.
Next, we control the veins in front of the prostate. We
then transect the urethra and transect the pubo-urethral
muscle and develop a plane between the rectum and the
prostate. We control the blood vessels to the prostate.
We then incise the fascia over the seminal vesicles and
dissect the vas deferens and seminal vesicles. We dissect
the prostate from the bladder neck and taper the bladder
neck. We then reattach it to the urethra over a Foley
catheter and irrigate the catheter. We place the drain and
tape the catheter to the thigh. (Do not remove.) We leave
the catheter in for about two weeks.

to the lymph nodes or the bone or elsewhere. It can be very,
very difficult to make that determination.
We will do a staging work up with a CT scan and a bone
scan but if the PSA is very low often both (scan results) will
be normal. We will look for a mass within the bed where
the prostate used to be. We will look for a mass around any
remaining seminal vesicles or lymph nodes.
If the imaging studies often don’t give us an answer we
have to make a guess based on the other parameters - What
was the initial stage? Was there extension beyond the
capsule of the prostate? If there was invasion into the
seminal vesicles often that means there was systemic spread
elsewhere.
We also look at what the lowest level is or the PSA nadir.
It should drop to undetectable levels after surgery but if it
never drops to zero it means, probably, that the cancer had
spread all along and it just wasn’t picked up on the initial
CT scan. If the rise in PSA occurs very early after
treatment, within two years of treatment, often it means
there was cancer present all along. If the PSA recurrence
was late, or more than two years after treatment, it is more
likely that the recurrence is local within the pelvis. The
reason it is important to determine whether there is local or
metastatic disease is that it will guide us as to what the
treatment should be.

Local Recurrence Post-Op

After surgery, were the margins positive? If there was
tumour at the cut margin then that would suggest that there
was cancer left behind and it is most likely a local
recurrence. If there is extra capsular extension or extension
Definition of Cure
beyond the capsule of the prostate then that would also lead
us to believe that there is a local recurrence in the pelvis. If
What is the definition of cure after a prostawe do a digital rectal exam and there is a nodule there, even
tectomy or radiation?
though there is no prostate there, then that suggests local
recurrence. And if there is a pelvic mass on the CT scan that
We use PSA to determine whether there is any residual
cancer remaining. After surgery, if you have no prostate and suggests local recurrence.
no cancer, your PSA should be undetectable. If you have
The treatment is to use external beam radiation on the
had radiation, you still have a prostate and we set a target,
prostatic bed and/or the pelvis. The problem is, when a man
or we define cure as a man that has a PSA of less than 1 at
has radiation as the primary treatment for prostate cancer
one year post treatment.
they can identify the prostate on the CT scan and map out
exactly where the radiation should be focused. Here (postDetectable or Rising PSA Post
op,) there is no prostate to look for - there is no target. So,
we use more of a shotgun approach and treat a wider area.
Treatment: What to do?
The problem is, there is likely to be radiation exposure to
What do we do if the PSA remains detectable
the bladder, the rectum, to the sphincter, to the nerves to the
or if it starts to rise after treatment?
penis, et cetera.
The real challenge is to determine if the recurrence is
local, within the pelvis, or whether there is systemic spread

The complication rate goes up when men have had both
surgery and radiation, in terms of incontinence, and their
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plane between the rectum and the prostate. There
is a high risk of getting into trouble (during
surgery.)
About 50% of men will have incontinence if
they have a salvage prostatectomy after radiation.
The risk of bladder neck strictures goes up to
about 20%. The risk of injuring the rectum is
about 10%. PSA levels should be undetectable,
and if they are not, that suggests there is cancer
elsewhere.
There may be other focal treatments for men
who have had radiation and experience PSA
recurrence like cryotherapy and microwave
therapy where we put probes into the prostate and
either freeze it or cook it to try and kill the cancer.

Distal or Metastatic Disease
What do we do if we suspect that the
recurrence is distal or metastatic
cancer?
The gold standard is to do an orchidectomy
where we remove both testicles because 95% of
the testosterone comes from the testicles. But, as
you can well imagine, most men aren’t to keen
about having that done.

erections, and in terms of developing scar tissue at the neck
of the bladder.

There are a number of different drugs that will
achieve the same effect, these are called LHRH
agonists which shut down the pituitary gland’s
signals to the testicles to produce testosterone.
There are a number of different drugs on the
market such as Zoladex, Lupron, Eligard, Trelstar
and Suprafact. No one has ever done any head to
head comparisons - they probably all work equally well.

With the initiation of hormone treatment, with the very
first dose, there can be a paradoxic surge in the testosterone
After men have had both a radical prostatectomy and
radiation PSA levels should drop to undetectable levels, and level. The significance of that, so-called flare phenomenon,
if it does not, then the recurrence was probably not local but is that if someone had a tumour on their spinal cord the
increase in testosterone could cause the tumour to increase
systemic.
in size and they could develop a spinal cord compression.
Local Recurrence Post Radiation
To blunt that effect we use a peripheral anti-androgen like
Casodex or Bicalutamide which blocks the testosterone
What if someone has had radiation as their primary
receptors to block the surge effect. All of these drugs will
treatment and they have a PSA recurrence?
cause osteoporosis so it is important that men take Calcium
This poses a bit of a dilemma in that, we can do surgery and Vitamin D.
after a man has had radiation or brachytherapy but the
Hot flashes can be mitigated with Androcur or soy
incidence of complications goes way up. You can well
protein.
imagine with the radiation to the pelvis all of the tissue
planes are obliterated. It can be very difficult to identify the
There is also a theoretical risk of heart disease or
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atherosclerosis. There is a new drug called Firmagon that is
being marketed in that way. It is an LHRH antagonist so
that men don’t get the (testosterone) “flare phenomenon”
and it is thought not to increase the risk of atherosclerosis.
There is no need to use Casodex for the first dose. It is not
yet available in a long term depot; it has to be given
monthly. So, it is a little more inconvenient to come once a
month for the injection as opposed to once every three or
four months for all the other drugs.

When Should We Start Treatment?
When the PSA starts going up, how important is it to
start treatment early?
It is controversial. There is evidence that treating earlier
is better but it is soft evidence. If the PSA is not very high
or rising very slowly then initiation of treatment may be
safely delayed. We need to make the treatment
individualized and consider the other health issues of the
person.
You look at their age, the initial stage and grade of the
cancer. If someone has a recurrence and initially had a
Gleason 9 tumour you want to start to treat them
aggressively early rather than wait until the PSA starts
shooting up.

A: If it is on one side only we might spare the nerves on the
other side, but, that person is at high risk of having local
extension - I think most urologists would be very uneasy
about saving the nerves. The thought being, that is exactly
where the cancer spreads, by saving the nerves we risk
leaving cancer behind. So in that case we would sacrifice
the nerves.
I warn all men that their sex lives won’t be the same. I
deliberately try and set their expectations as being very low.
If things are working, that’s great. We try and preserve the
nerves but it is often difficult.

Q: I had a radical prostatectomy about fourteen years
ago and eight months after that radiation. Everything

The PSA doubling time is a very important predictor. If
the doubling time is very short then that suggests that the
cancer is aggressive and progressing more rapidly - I would
think that starting hormone treatment earlier would be
better.
Q: Does Gleason score have any relevance once you
have had a prostatectomy?

Q: What is the accuracy of the PSA test - the variability
of one specimen to the next?

Q: Did I understand you correctly that if a patient
presented with T2b and Gleason 9 that you would not
spare the nerve bundles to the penis during a radical
prostatectomy?

A: If it was Gleason 7 initially they should start treatment
immediately whether it be radiation or surgery.

A: If it has taken eight years to get to 0.5 and it takes
another eight years to get to one, you have little to worry
about. The question is - at what point should the hormone
treatment start? It is a dilemma and this is where the
treatment gets very individualized. A lot of men follow their
PSA very closely, and when it starts to go up, they panic. In
those circumstances it might be appropriate to start
hormone treatment early. You may want to wait until it gets
to 5 before you start hormone treatment.

A: Absolutely. If your biopsy specimen was 8 or 9 or 10,
you are at higher risk of recurrence down the road. The
initial grade is very important.

Q&A

Q: If someone presented with Gleason 7 when should
they start treatment?

was fine until recently when, within the last three years,
my PSA has started to rise - it is still only 0.5; what
should I do?

A: As a screening test in the general public, it (PSA) is
crummy. In the variability from one specimen to the next
there can be errors based on conditions like was there an
infection present? But, in terms of follow up, I think it is
much more accurate than in the general population.
I never initiate treatment based on one PSA result. In
someone’s post-treatment, we look for three sequential
rises. It is the trend over time that is important.
Q: How do you feel about intermittent vs. continuous
hormone treatment?
A: With intermittent treatment, the thought is that men feel
crummy on the hormones – they have no energy, they have
no vigor, it does put them at risk of osteoporosis, they have
hot flashes. If we start the hormone treatment and watch the
PSA drop then stop the treatment and wait till the PSA rises
to 10 or so and then start it again, we will reduce the
amount of side-effects of the treatment.
The evidence suggests that overall men do worse on
intermittent treatment than those that are on continuous.
That being said, I have a ton of men in my practice that are
on intermittent treatment.
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~ ~ ~ Notes from The Chair ~ ~ ~
Hope everyone had a great Thanksgiving. The weather has been great for working on fall
chores, getting gardens ready for the winter season, doing windows and closing cottages.
Also a time for enjoying the bountiful fall harvest. Now we just need to work on losing those
extra pounds we gained from the harvest.
We received the following e-mail from Calvin Stillman in Peterborough. His note is very
timely as it fits well with the speaker this month. I know from conversations there are several
men in our group that may be having incontinence issues who may wish to follow up with
Calvin so we have included his message below:
I received your information, as the contact for your local Prostate Cancer Support Group,
from the ProstateCancer.ca website. If you wish me not to contact you, or there is another
contact, please let me know. You are also welcome to forward this information to members of
your local group.
In 1999 at the age of 48 I had a radical prostatectomy with no need for follow up radiation or
chemo. My PSA has been undetected since.
Like many I was left with urinary incontinence and erectile dysfunction. I dealt with it for
many years before seeking treatment. In recent years I have had surgery to install an AMS
800 Artificial Urinary Sphincter and AMS 700CX Penile Implant. In hindsight, I wish I had
looked into my options many years earlier.
In particular with the penile implant it was difficult to find other men who had that particular
procedure done with whom I could communicate to get some of my questions answered. We
men tend to hesitate talking about these kinds of issues. At this time I am aware of only one
hospital, in Ontario, doing the procedure where the cost is covered by the hospital.
Therefore, I would be willing to communicate with anyone who might have questions about
either procedure. Feel free to contact me by email 2451cs@gmail.com
For questions about the Artificial Urinary Sphincter in the subject line put “AMS 800” and
for the Penile Implant put “AMS 700CX”
Calvin Stillman
Peterborough, ON
We hope you will find this month's speaker to be interesting. The topic may open up further
conversation for next month's peer-to-peer discussions.

Walt Klywak
Chairman
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