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

As a reminder, we’ve reserved our regular meeting rooms and
the outside patio for our year-end ‘let’s meat and ketchup’ BBQ
meeting. We are hoping for good weather so we can mingle
outside. We will have a simple menu with salads, hamburgers,
veggie burgers and sausages.
Also, do check out the back page for information on the
Canadian Cancer Society “Relay for Life.” This is a very
worthwhile event and we hope you will consider attending.
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Thursday, June 15, 2017
Newmarket Seniors Meeting Place
474 Davis Drive, Newmarket
6:30 pm to 9:00 pm
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Vo

Our speaker in May was Dr. Louis Fenkell. He is a Radiation Oncologist at the Stronach Regional Cancer
Centre and the Princess Margaret Cancer Centre where his main research focus is on genitourinary and
breast malignancies. This includes investigation of novel techniques and technologies for the treatment of
prostate and breast cancer that allow for improved cancer targeting and reduced side effects.
He is also the Cancer Care Ontario Radiation Oncology Prostate Cancer Champion for the Central
Local Health Integration Network (LHIN). The Central LHIN is geographically varied and comprises
sections of northern Toronto, a portion of Etobicoke, most of York Region and South Simcoe County.
This is what Dr. Fenkell had to say.
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Mike McMaster, Copy Editor
May 18, 2017

damentally changing the way we are treating people
and what we are able to offer people for treatment.
I would like an open discussion to be a fundamental
part of the presentation tonight.

Photography by Daniel Ho

VMAT

Dr. Louis Fenkell

Tonight I am going to give you an update about
VMAT which is a way of delivering radiation. If you
are comparing it to surgery, it is our scalpel so to
speak, it is our way of giving the radiation.
Next, I am going to talk about some interesting trials
that have come out in the last little while that are fun-

With VMAT, radiation is delivered by a linear accelerator. The room, in which the radiation is delivered, is
surrounded by walls that are 6 to 8 feet thick, filled
with lead-filled concrete. The treatment bed can rotate
around, which allows us to sculpt the radiation dose.
The radiation beams come out of the treatment head.
The beams are high energy X-rays.
The beams are guided by a cone-beam CT scanner,
an imaging device that tells us what the bladder and
bowel look like. The bladder should be full and the
bowel empty. The whole bed rotates around 360° so
we can deliver the radiation accurately.
VMAT itself is the way we give the radiation in a
very efficient and precise way. VMAT stands for Volumetric Modulated Arc Therapy. The radiation beams
are sculpted so we can give the prostate a very high
dose but spare the surrounding tissues – the rectum,
the bladder and the bones of the pelvis.
In the past, radiation treatment would take 15 to 20
minutes because of all the stopping and starting of the
radiation beams. With VMAT, it is a continuous arc,
360°, without stopping and it delivers the radiation
very quickly. We can treat a prostate now in about 2
minutes rather than 15 minutes. It is much easier for
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the patient to hold a full bladder for 2 minutes than 15
minutes, so it makes a huge difference for patients having prostate treatment.
You can sculpt the dose and deliver it in a very efficient way. The benefits of that are reduced treatment
times, improved target coverage, and a reduced dose to
the surrounding organs. When we are treating a
prostate, the main areas of concern are the rectum and
the bladder and by avoiding them, we can deliver a potentially higher dose of radiation to the prostate.
When compared to IMRT (Intensity Modulated Radio-Therapy), we can now be much more precise delivering more radiation to the prostate to get rid of the
cancer while sparing the surrounding tissue.
In the case of salvage radiation, if you have no
prostate, we would be treating the same area – the
prostate bed – using the muscles and the bones surrounding where the prostate used to be to guide us.
In difficult cases, there is now a compound that can
be injected between the prostate and the rectum to
spare the rectum from radiation damage. Later, the material is broken down over time in the body.

IMRT, VMAT, SABR and SBRT Explained

both. First, we give internal radiation with High Dose
Rate Brachytherapy and then follow it with external
beam radiation.
Technically, High Dose Rate Brachytherapy is a single seed that we place on the prostate temporarily
through a series of needles and that seed is then removed. Two weeks later we supplement the procedure
through VMAT or external beam radiation where the
prostate gets treated and, for higher risk disease, the
lymph nodes can also be treated because of the concern of the cancer spreading to the area we can’t cover
with the seeds.
Also, with brachytherapy there is a general anesthetic involved, and needles, so there can be some complications from those procedures. The outcomes for both
are comparable but for intermediate risk cancer, the
outcomes for internal radiation may be better.

Modulating the Dose
How do we modulate the dose? Radiation is delivered like medications in a dose, to give a higher dose
you basically aim that beam at a certain area for
longer. The goal of radiation is to not give that dose in
one beam path, because if you did then everything in
that path would get a high dose of radiation – so that’s
why we do it over 360 degrees, so each point of dose is
1 over 360 degrees, so each beam itself is not giving a
high dose to your normal organs. This allows us to focus the radiation on the prostate but not hit the organs
and the tissue around the prostate.
The way we typically treat is called an isocentric
technique, so the distance from the head of the beam to
an area in the prostate we call the isocentre, and that is
a specified distance from the treatment head which allows us to plane around that.
A trial we conducted at Southlake showed that 4
weeks of VMAT treatment seemed to be equivalent to
8 weeks of traditional treatment. That was in 2011 and
that was what allowed us to get VMAT off the ground
at Southlake. Our expertise has increased so now we
treat gastrointestinal cancers with it, we treat lung cancers with it, we treat the spine with it, and it tends to
lend itself very well to organs that are in the middle of
the body.

All these terms – IMRT, VMAT, SBRT – essentially
describe the way radiation is given, VMAT is a type of
IMRT. It really just means that they are able to modulate the dose in a continuous arc. Now when you hear
terms like SBRT or SABR, they are done on a platform of IMRT, so you could have SBRT done with
VMAT. All that SBRT means is that you are giving a
very high dose in one or a few fractions and the way
you get that dose there is through VMAT.
(Note: SBRT = Stereotactic Body Radio Therapy:
SABR = Stereotactic Ablative Body Radiotherapy –
they are the same thing.) You can deliver SBRT/SABR
with VMAT and you typically would.
What is the difference between seeds and VMAT?
The seeds – brachytherapy – are giving the radiation
from inside the body while VMAT or IMRT are external beam radiation. The benefit of giving the radiation
from the inside is that you can give the prostate a higher dose while sparing the rectum and the bladder.
One of the limiting factors with brachytherapy is that
it doesn’t deliver a high enough dose to the rim around
Fractions
the prostate and, therefore, there is the possibility the
The number of days over which the radiation is decancer might spread and that is why we typically give livered are called fractions. This can vary depending
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on individual circumstances. When we discuss SBRT
or SABR the radiation is given at a very high dose
over a 5 day period. Enhanced imaging allows us to
trim the safety margin around the
prostate down by ensuring that the bladder and the rectum
are not damaged.
With radiation we
tend to be very cautious because there
are very big stakes
involved – if a bowel
or bladder malfunctions then the patient
is left with pretty serious consequences.
When we talk about
shortening the length of treatment these are largely
convenience issues for the patient which are very important but we must be careful we don’t jump to conclusions about individual patient response to certain
treatments. We must balance convenience with safety.

so that is what I recommend.” I think, at the end of the
day, the best option is to meet with as many of the specialists as necessary to help you make your decision.
These concerns are
fundamental to cancer-care in general:
How do we get an
unbiased, balanced
cancer treatment
opinion?
I like to think I
have an unbiased
opinion but we all
have inherent biases.
My opinion may depend on whether I
saw someone the
day before who did
particularly well or
particularly poorly in response to a treatment, so that
may change what I say the next day. But the bigger
question is, if you have a question or you don’t understand something stop the doctor and say, “I don’t understand something you just said: Can you explain the
benefit of this treatment versus the other one?”
Faster is better is not necessarily the case
Don’t take anything at face value, if you don’t like
The biggest factor in deciding on a patient’s treatsomething, bring it up. I would never be offended, as a
ment is the specifics of that patient. For example, if
physician, if you stopped me and said; “Hold on I’m
you’re deciding between radiation and surgery, we
missing something here.” If you have a flood of queshave to really sit down and discuss side effects and pa- tions when you get home write them down and ask to
tient priorities like bowel vs. bladder complications.
meet the doctor again and go through everything until
The type of disease is important – high risk, interme- you are comfortable. You should never make a decidiate risk, or low risk? How old are they? What are
sion before you feel you have all the information.
their other medical co-morbidities? There are a lot of
Surgery and Radiation
factors that go into it. It comes down to the individual
It is true that if one has radiation upfront, the radia– what is best for them? Not what is most convenient
tion
can cause some scarring around the prostate that
for us.
would make removing the prostate afterward more difFor example, we do not offer brachytherapy at
Southlake, so we have teamed up with Sunnybrook to ficult – it is possible but it may have a higher risk of
side-effects. What we should really be asking is what
offer a combined program where the patient can retreatment has the best cure-rate? Which treatment has
ceive their brachytherapy at Sunnybrook and then
the least side-effects?
come to Southlake for the follow-up external beam
When we compare treatments head to head, when we
treatment.
compare surgery versus radiation, the outcomes are alExpertise and Options
most identical in a lot of ways. When we compare simI have heard it said, that when I go to a radiation doc- ilar patients and groups of people the outcomes are
tor, he says - “I can offer you radiation.”, and then they pretty much the same. The success-rate is very high
go to a surgeon and the surgeon says – “I’m a surgeon for both.
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You could also argue that; if a patient’s cancer does
come back it is unlikely that they are failing within the
prostate, they often show signs the cancer has spread
elsewhere in the body. In that situation it wouldn’t
have mattered if they had surgery or radiation, those
cells would likely have left the prostate before they
ever had their primary treatment so surgery after radiation would not have helped those patients.
What it really comes down to is: If you look at people 15 years after treatment who is happier? Who has
better urinary function? And if you look at it in that
way the outcomes for both tend to be quite
comparable. My advice is to pick the treatment that has
the best side-effect profile that works best for you with
your lifestyle. Emotionally and psychologically, for
some, after surgery there is relief in knowing the
prostate and, hopefully, the cancer is out of there and
in a bucket somewhere.

don’t see a reason that one should have to pay out of
pocket a pretty significant amount of money for the
treatment. I have seen no evidence that it is superior or
comparable to radiation or surgery.

Salvage Radiation with
Adjuvant Hormone Therapy

A recent study looked at adding hormone therapy to
radiation treatment in a post-operative setting after
surgery. There were 760 patients, it was a randomized
trial, so patients could not decide whether they got the
hormone treatment or not.
Both groups of patients got salvage radiation after
surgery with half receiving hormone treatment and the
other half a placebo. The reason these patients were
having radiation after surgery was because they either
had aggressive features of the cancer going through
the edge of the prostate into the seminal vesicles, or
they had positive margins meaning the edge were the
HIFU
prostate was cut out showed cancer cells. In both
HIFU is High Intensity Focused Ultrasound. Ultragroups the primary treatment (surgery) had failed.
sound is basically energy, the same way that X-rays
Both groups had detectable PSA.
are energy. Instead of getting rid of the cancer cells
Half of the people got bicalutamide (Casodex) the
through X-rays which affects the DNA and prevents
other half did not. The patients took a pill, daily, for 2
cancer cells from dividing HIFU heats up the cancer
years and were not treated with hormone injections.
cells. It is targeted by using ultrasound and the treatThe patients were followed for 13 years. People who
ment beams go up and down the prostate.
received the hormone treatment had a 5% improveIn theory, HIFU is a good way of killing cancer cells, ment in survival after 12 years. For some people that
the difficulty I have with it is that HIFU is not endoesn’t sound like a big deal but for medical studies
dorsed by Cancer Care Ontario, it is not a proven treat- this was a very big finding that is why the study was
ment and it is not a funded treatment. So if someone
published in the New England Journal of Medicine.
wanted HIFU it would cost you between $20,000 and
Furthermore, when they looked at that group over
$25,000. I don’t have the data to show it is safe and ef- the 12 year period they had 9% less incidence of the
fective.
cancer having spread elsewhere in the body - 14% vs.
My personal experience with HIFU is that I’ve seen 23%. In this study the survival-rate for the patients on
quite a few people who have had a difficult time with
hormones was 94% compared to 87% in the placebo
it and their cancer has not been controlled and they do group. That means the likelihood of dying from
have severe side-effects. Other people may rave about prostate cancer was cut in half in the group that reit and their outcomes. It is like anything else in mediceived the hormone therapy – 6% vs. 13% - so it is a
cine, what we are trying to do is eliminate the cancer
big difference in terms of their survival.
and minimize the side-effects but inherently there are
Typically hormones are given to higher risk prostate
some cancers that are resistant to the treatments we
cancer patients by starting the hormones first and algive. Some cancers may have spread before we treat
lowing them to work for a few months and then typithem, so in that case, no matter what you do locally,
cally at about the 4 to 5 month mark we give the radiathe outcome is not going to be different.
tion. The first bit of hormones is meant to shrink the
At the end of the day, my concern with HIFU is that, cancer down and potentially make the radiation more
until it is endorsed by Cancer Care Ontario, until it is
effective. The patient then goes through the radiation
funded, I don’t really see an added benefit to it, and I
on the hormones and then they continue the hormone
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treatment for a certain amount of time, generally 1 to 3
years.
It is just not about making the prostate smaller but
you also want it to be stable in size. If, for example,
you started your hormones and your radiation on the
same day and planned the radiation treatment based on
the size of the prostate, the prostate may shrink during
the course of the treatment and the plan you came up
with on day-one may no longer be as precise.
Avodart is a drug that inhibits an enzyme and is given to shrink the prostate and improve urinary flow; it
is not used in this adjuvant treatment situation. Avodart also masks the PSA so anytime anyone is on Avodart I will typically double the PSA number to get a
more accurate feeling of where they are at.
Hormone therapy is not without side-effects and we
intervene where we can to mitigate these. Probably the
most common side-effect is hot flashes and there are
drugs that can help. Libido and impotence are other
side-effects that we are not very good at helping with.
Hormone treatment negatively affects the libido. Osteoporosis is another side-effect; we have to be sure
we counsel people on. If their diet does not include
enough calcium they need to take calcium supplements
and Vitamin D.
From a heart perspective there is some evidence that
long term hormone treatment may increase certain aspects of heart disease. We have to monitor blood pressure and cholesterol and if there are any concerns
make sure the patient sees a cardiologist. Anemia may
also be a concern.

The PROFIT Study
The PROFIT Study compared 8 weeks of conventional radiation to giving the same dose over 4 weeks
which means giving a higher dose per day. They took
1,200 patients and half took the long course and half
took the shorter course, they then followed those patients for six years. Then they looked at two things;
whether they did the same from a prostate cancer control perspective and whether they did the same from a
side-effect perspective. The results for both groups
were the same. This is called a non-inferiority study;
we didn’t look to see if one was better, we just looked
to see if it was the same and safe to do.
The study was for intermediate risk patients; Gleason 7, PSA less than 20 with no evidence the cancer
had spread outside the prostate and a median follow-

up of 6 years. The conclusion was that the treatments
were the same in terms of results.
For the bowel side-effects that were measured the
people in the shorter course treatment had slightly
more acute side-effects but when they looked at the
long term side-effects the results slightly reversed.

Take Home Points
In summary, VMAT, which has been an evolution in
the way we deliver radiation, is a faster treatment with
improved target coverage with more flexibility in how
we plan the radiation. It also reduces the dose of radiation to the normal surrounding organs, specifically the
bladder and the rectum.
We also now know the addition of hormone treatment (Androgen Deprivation Therapy) may improve
the outcome in certain patients having salvage radiation after surgery.
Hypo-fractionated radiation, meaning giving fewer
doses of radiation over 4 weeks, has been shown to not
be inferior to, or equivalent to, 8 weeks of radiation
with no increased toxicity.

QUESTIONS & ANSWERS
Q: I was wondering about quality of life issues and
sexual function?
A: Unfortunately, it is an area that is not as well addressed as it should be. A big part of sexual function,
especially with hormone therapy, is that everyone is a
little bit different with the recovery of their testosterone levels after the treatment stops. You would typically not expect sexual function to return for a year to
a year and a half.
Q: Salvage – is there not a better word we could
use?
A: I agree, it’s not a nice term. We could, and do, use
the term post-operative radiation. We also use the term
adjuvant radiation after surgery but that is basically insurance radiation to ensure there is no evidence of active prostate cancer. But salvage means we are trying
to salvage the surgery.
Q: Can you have radiation following radiation?
A: That would be a salvage scenario and the one technique we are using, if there is no evidence of prostate
cancer elsewhere in the body, we give high dose rate
brachytherapy to the prostate where the cancer seems
to be. There are not many people who receive that
treatment because the likelihood of failing just within
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the prostate is relatively low. We would not use
VMAT to do that because of the repeated dose of radiation to the bowel.
Q: With a Gleason
Score of 6, what would
you recommend?
A: That would imply low
risk prostate cancer, other
factors that go into the decision are: How many
cores are involved? Is the
cancer locally contained?
The treatment answer is
based on the specific patient’s circumstances.
If there is chronic inflammation the PSA may be elevated, not because of prostate cancer, but because the
prostate tissue is chronically inflamed and irritated and
releasing more PSA.
Q: What is the possibility of spreading cancer during a biopsy by means of the biopsy needle?
A: While that is a theoretical concern with prostate
cancer it is almost entirely unheard of because it does
not seed along the path of a needle like a sarcoma
might.

Q: So if that is the case: How do we get metastases?
A: That is an excellent point. The way we get metastasis is a function of cancer cells within the prostate becoming more and more unstable. As the DNA changes
perhaps one in a hundred million may develop the
characteristics where it could stick elsewhere in the
body. We don’t completely understand that process but
the metastatic cells are inherently different from the
others and the goals of treatment and everything else
we are moving toward in research is: How do we treat
those cells that cause the metastatic problem?
Q: What about the role of diet?
A: It is a complex area. The food we eat is packed
with compounds, and drugs are just compounds that
have been distilled down into a high dose of a specific
thing. Certain foods may be bad for causing cancer like
charred meat. We also have some evidence that other
foods like turmeric and other antioxidants may be beneficial.
You cannot go wrong eating a healthy, well balanced
diet. The role of diet is more preventative than curative
because once a cancer is developed the likelihood of
dietary changes getting rid of the cancer are slim.
— 30 —

~ ~ ~ Notes from The Chair ~ ~ ~
This is our last meeting before the summer break. We are looking forward to a good turnout for the
BBQ social. There will not be any presentation this evening, just a relaxed atmosphere. Hopefully you may
be able to catch up with some of the members you may not have seen for a while. If you have not sent your
RSVP upon receiving this newsletter, please phone one of the executive members by Tuesday night so we
can finalize our numbers before we go shopping. At the time of this writing, we have 30 people confirmed.
Prostate Cancer Canada Networks (PCCN) has designated June 16th as “Plaid for Dad” day. <http://
plaidfordad.ca/> Since our BBQ is the 15th, maybe we should try to get a jump on the day and all wear
“Plaid for Dad” to the BBQ. We can get a group photo that we can send off to PCCN to show our support.
We have juggled our agenda for the start of next season. Starting off in September, we have Ruth Barker
providing a virtual tour of the Stronach Cancer Centre at Southlake Hospital. We have moved our peer-topeer session to October to accommodate the Dr.'s schedule from Sunnybrook who will be presenting on the
role of genetics in prostate cancer in November. This may be of interest to many of our members who may
be concerned for what this may mean for their sons and daughters. In December we are planning our Christmas social once again. Please make note we have moved this meeting from the normal 3rd Thursday to December 14th. Everyone's schedule gets tight the week before Christmas so we are hoping this may give us a
boost in attendance. We will continue to remind you of this change.
See you at the BBQ!!
Walt Klywak
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