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

Christmas Potluck Social
Our annual potluck Christmas Social is just around the corner!
Based on past experiences, where we seem to end up with more food
than people , we are toying with the idea for members to bring sufficient food quantities for 5
people instead for all. If you’re planning to attend, répondez, s'il vous plaît via
info@newmarketprostatecancer.com so we can have a more accurate headcount for food, supplies, etc.
As per tradition, we will be making a collection for the Newmarket Food Bank. Suggested items
like canned or non-perishable food items, baby needs, pet needs and toiletries will work. When making
a food donation, please ensure that items have been checked and are within the Best Before period or
have not expired. This helps to reduce food waste and unnecessary work.

Meeting Date:
Place:
Time:

Thursday, December 14, 2017 (NOTE: One week earlier than usual!)
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
Chairman (To be determined)
Phil Mahon
905-473-2688
Secretary, Meeting Host, Webmaster
Samuel De Simone
Treasurer
Mike & Pat McMaster
905-235-7021
Communications, Newsletter, Refreshments,
Gift Management
Dave Adams
705-717-4771
Membership
Bob Forbes
Meeting Host
Greeters / Members-at-large
Jim Quance, JL Leduc, Michael Artichuk, Peter Hall

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

Using Genetics to Tailor
Prostate Cancer Care
& Male Oncology
Research and
Education (MORE)
program
by
Mike McMaster, Copy Editor,
November 16, 2017

Dr. Vesprini: We are going to talk to
you today about Using Genetics to
Tailor Prostate Cancer Care and our
Male Oncology Research and
Education Program and the
importance of it - the program looks at
men who have a high risk of
developing prostate cancer.
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For the month of November
we had two speakers from the
Sunnybrook Health Sciences
Centre:
Danny Vesprini, MD,
MSc, FRCPC is a Radiation
Oncologist who treats both
prostate and breast cancer at
the Sunnybrook Odette Cancer
Centre in Toronto, Affiliate Scientist in the Biological Sciences
at the Sunnybrook Research Institute and an Assistant Prof. in
the Dept. of Radiation Oncology
at the Univ. of Toronto. Dr
Vesprini’s research includes a
focus on the genetic predisposition to aggressive prostate cancer. He is one of the Principal
Investigators of the Sunnybrook
Active Surveillance Program as
well as the Director of the Male
Oncology Research and Education (MORE) program which focusses on men at increased risk
of developing prostate cancer,
including men of with a strong
family history of the disease,
men with a BRCA mutation and
men of Caribbean/Western
African heritage.
Justin Lorentz, MSc,
CGC, has worked at the Sunnybrook Odette Cancer Centre
since 2012 as a cancer genetic
counsellor and Male Oncology
Research and Education
(MORE) Program Lead. His research interests include evaluating alternative prostate cancer
screening options for men at
high risk for prostate cancer and
identifying inherited genetic factors that predispose men to
prostate cancer.
This is what they had to say.

Genetically Engineered
Therapy
We are talking about genetic
engineering here: Can we identify and
manipulate genes to develop prostate
cancer treatments and outcomes in
men? Can we tailor things? You will
hear these terms throughout the
presentation tonight: Genomic, that
which is inherited in your DNA and
Somatic, which is an acquired change
in a cell. Cancer cells will have
acquired mutations in genes and we
call that somatic mutation.
A recurring theme throughout this
presentation will be the BRCA gene
mutation carriers. We know that these
mutations cause a very high risk in
women developing breast and ovarian
cancer and we also now know that
they contribute to men developing
high-risk prostate cancer much earlier
than expected. That is the kind of
proof of concept principles we pursue.
We have a gene we know predisposes
men to prostate cancer, we can do
studies around this to discover genetic
biomarkers that can be used to
identify other men at high risk of
developing prostate cancer.
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Dr. Danny Vesprini
Radiation Oncologist

The Basics of Cancer
I like to start these presentations off
with a discussion of the basics of
cancer so that everyone has the same
common understanding in order to
dispel any myths out there and to
understand what cancer is in general.
The body is made up of organs,
each of these organs have different
functions. The prostate, for example,
makes PSA, that is its main job. PSA
is an enzyme that liquefies semen so
that sperm can swim well through the
vaginal tract. It makes about 80% of
our ejaculate the rest of the ejaculate
is sperm from the testicles.
Each organ in the body is made up
of distinct sets of cells. The cells in
the prostate that we see turn into
cancer are glandular cells adenocarcinoma. ‘Adeno’ just means
that it is made from a gland. It is
estimated that there are about 40
trillion cells in the body. Most of the

tissues are made up of cells that are in a “steady state,”
meaning when one dies another is generated. For example,
if you cut off a piece of your liver it will grow back, that is
the process that most organs go through.
What is Cancer?
Cancer is the uncontrolled growth of cells. It is a cell like
the others except it no longer stops growing. Normal cells
know when to stop growing, so if you cut your hand, cells
will grow to fill the gap in the skin and once they touch
each other they will stop growing – it’s called “contact
inhibition.” Cancer cells lose this function resulting in the
uncontrolled growth of cells, which will eventually cause
death. A tumour in the body does not have the
programming to stop growing. To put it into perspective –
the scope of the problem – an area the size of a pea can
contain 1 billion cancer cells! The small size is why a
cancerous tumour sometimes is not picked up on scans.

live long enough you will eventually get some type of
cancer because you slowly accumulate these mistakes.
Genetic Mistakes
DNA, our genetic blueprint to make proteins, is found in
every cell. Every animal has them; we share a lot of our
genes with plants and other animals because we all have
evolved from the same essential organism. The specific
sequences that have the blueprint for these proteins are
made of 4 different molecules.

How Does Cancer Start?

PowerPoint slides, Courtesy of Dr. D. Vesprini & J. Lorentz.

One of our cells makes a mistake, or you are born with a
mistake, an inherited genetic condition. The mistake can
also be made for you, like in the case of a virus. The virus
we hear most about now is the HPV virus, a virus that is
very common. It creates warts and is one of the leading
causes of cervical cancer in women. And what we are
seeing now, in men, is that it is a leading cause of cancer in
the nasal pharynx – the back part of the nose and throat.
This is why children should all be vaccinated. It is
controversial because it is a sexually transmitted virus, but
at the end of the day, you protect your children and let
them make their own choices in life later. In truth, viral
causes of cancer are rare; the vast majority of cancers are
not virus-related.
The mistakes are almost always in our genes. The
epidemiology of human cancers – the fact that they happen
more as we get older – indicates that most cancers are
caused by an accumulation of mistakes. We see more
cancers now because people live a lot longer and if you

Why are these genetic mistakes so bad? Because they
make cells forget how to behave properly. They do things
they shouldn’t do and they don’t do things that they should
do. Normal cells know when to stop growing and they also
know when to die. If there is damage to a cell – too many
mutations – that cell will kill itself. A cancer cell continues
to grow even if it has unrepaired DNA damage. As the
mutations continue to grow we see more and more
aggressive cancers.
Why are there mistakes? If you recall we have about 40
trillion cells in the human body. We have about 3 billion
‘letters’ in our genetic code, the vast majority of the data is
‘junk’ – they are intervening spaces between genes. There
is an enormous amount of information in every single cell.
There are 1,000 to 1,000,000 mistakes in DNA per cell per
day – that’s just nature. Thankfully, cells have a very
intricate DNA repair system so the vast majority of these
mistakes are repaired.
This is how animals have evolved: We have acquired
mutations over thousands, if not hundred of thousands of
years, and once in a while one of those mutations provides
an advantage and that organism continues to go on. This is
something that is needed for life. If you didn’t have a low
level of (ambient) radiation, which causes some of these
mistakes, we never would have evolved. These mistakes
are happening all the time, this is why, if you live long
enough, you will eventually get a cancer.
How do we accumulate theses mistakes? First of all, they
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just happen naturally. Next, we get them from the
environment: pollution, cars, exposure to other chemicals
and radiation. There is still radiation in the air from
Chernobyl, but now, quite frankly, we get most of our
radiation from medical imaging – CAT scans and X-rays.
There is an estimation these days that 0.25% of the cancers
we see today are caused by CAT scans people got 10 to 15
years ago. CAT scans expose you to a high rate of
radiation.
Infection is another cause. We have identified a couple
of viruses, like HPV, that can cause cancer. But more
important is lifestyle – what you eat; do you exercise? Do
you smoke? These things all contribute. These are things
you can control but the vast majority of us don’t want to.
We live in this crazy world where people will go to the
store and buy vitamins and supplements but nobody wants
to eat right - no one wants to exercise.
The more important thing is genetics, and that is what we
are here to talk about today. These are things that you can’t
control - it is inherited. We get our genes from our parents;
half our genes from our mom, half our genes from our dad.
Some people are born with a predisposition to a particular
cancer. We know this because, for example, women born
with the BRCA mutation have a very high risk of getting
breast cancer. The estimation is over 60%, some may have
the mutation and never get the cancer, but it does
predispose one to it.
Bottom line is; you can’t control this. All you can do is,
be aware; and that is why genetic tests are important, that
is why knowing is power. In the future we will be able to
use this information to determine the course of treatment.
Only about 5 to 10% of prostate cancers are thought to be
genetically inherited. If there is a family predisposition
then the entire family should be tested so that they can
decide what to do. If you have it there is a 50% chance you
will pass it on to your sons.
So, with that I will hand it over to Justin Lorentz.
Who Is At Increased Risk for Prostate Cancer?
Justin Lorentz: What I would like to talk about is things
that increase people’s risk for prostate cancer.
The first, is someone’s ancestry. The most at risk
ancestry for increased risk of prostate cancer are people of
West African and Caribbean ancestry. The second is
family history. We have no control over what type of
family we are born into but having a father, a brother or an
uncle with prostate cancer can increase our own risk.
These are uncontrollable things but the thing they have in
common is a genetic face. That is because we share genes
within a family and that is why we have a program like we
do where we follow individuals and see if we can identify
the genetic connections. People from a particular
demographic or geographic area can share an inherited
risk.

Justin Lorentz
Cancer Genetic Counsellor and MORE Program Lead

Ultimately, there are a few genes that we know of that
increase risk for prostate cancer. Sometimes these genes
can explain the family history.
Let’s start off by talking about people with West African
and Caribbean ancestry. It’s not just black men, that is far
too general, we are talking about men from a specific
geographical area, in particular, West Africa and the
Caribbean. Although these are two distinct geographical
areas separated by an ocean, they share a common
ancestry. If you think about the slave trade many of those
in the Caribbean are descended from those that were
forced to move, unwillingly, from West Africa.
What we see then, are two groups of people living in two
completely different environments, in different parts of the
world, eating different foods, but still sharing the same
genetic predisposition to prostate cancer. This is
interesting from a genetics perspective because prostate
cancer rates are staying the same despite the fact that diet
is different, despite the fact that living conditions are
different. What is the one consistent thing? It is genetics.
We still haven’t been able to pinpoint what genes are
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responsible for predisposing these men to prostate cancer.
If we find these genes it could be a proof of concept
principle; perhaps it’s a gene on the Y-chromosome that is
increasing risk. If we can identify that in this population
we can use that information and apply it to people who are
not of West African descent and see if these changes are
present in different populations.
Global Incidence of Prostate
Cancer
We see higher incidence
of prostate cancer in North
America, North Western
Europe and Australia. To be
objective you have to
acknowledge that there may,
in fact, be a higher
incidence, or perhaps it is
because of the availability
of advanced medical
systems that are detecting
the presence of prostate
cancer. Asian countries
appear to have a decreased incidence of prostate cancer.
However, mortality from prostate cancer is low in North
America despite the great incidence of it. Conversely, we
see a higher incidence of death from prostate cancer in
West Africa, the Caribbean countries and in North
Western Europe. On the other end of the spectrum, we
could be asking: Is there something genetically that is
protecting the people of Asia from low incidence of
prostate cancer and low death rates?
Prostate Cancer and Family History
Another at-risk population is people who have a family
history of prostate cancer. Five to ten percent of prostate
cancers are caused by something genetic. Much of the
time, cancer happens by chance as we accumulate
mutations over the course of our life caused by somatic
mutations. But, there is also another way we get cancer
and that is called familial cancers. So, there are genetic
factors but perhaps some environmental factors like people
living in the same house for twenty-plus years eating the
same food. Maybe they live close to some environmental
risk, like radiation or some other contaminant.
Any man who has a brother with prostate cancer, relative
to the rest of the population, his risk is over three fold. The
general population has a 15% lifetime risk of contracting
prostate cancer, so a guy with a brother who has prostate
cancer skyrockets to a 45% chance. Anyone who has two
first degree relatives, under the age of 65, like a father and
a brother, has 5 times the relative risk of developing
prostate cancer compared to the general population.
If you have family history, get tested for prostate cancer

once you are over the age of 40. This is a big guideline for
prostate cancer screening because there is a genetic
predisposition to inheriting prostate cancer. Sometimes, if
there is a strong family history, it is not a question of if you
are going to get prostate cancer, but when.
Most cancers happen sporadically (70 to 80%)
happening by chance. Some cancers are familial (10 to
20%) due to shared genetic
and environmental factors.
Hereditary cancers (5 to
10%) are caused by inherited
mutations in cancer-causing
genes like BRCA1 and
BRCA2. This is what I am
most interested in.
There are 13 gene
mutations that we know of
that are associated with
prostate cancer.
Ironically, you want these
genes because most of these
genes are cancer-protecting
genes. It’s when you have the
mutation in them that it means they can’t do their job of
repairing damaged DNA and they can’t do their job of
protecting from cancer. So, we want to hope that we have
perfectly working genes. The problem arises when we are
born with a mutation or a mistake in these genes. We have
about 20,000 to 30,000 genes and every one of those genes
are in every single cell of your body. And so, every cell
has 20,000 to 30,000 genes and if someone is born with a
gene mistake or mutation that mutation is present in every
cell in their body.
When we do a genetic test we do a blood sample because
the DNA in the blood is the same as the DNA is the skin,
which is the same as the DNA in the brain cells, which is
the same as the DNA in the prostate cells. In blood we are
looking at white blood cells because red blood cells are the
only cells that do not contain DNA. Blood cells are a richer
source of DNA than cheek or saliva cells. Now, with the
improvements in technology, it is not so much of an issue
because we need very little DNA to do a thorough analysis.
BRCA1 & BRCA2
BRCA1 & BRCA2 these are the main
culprits; if you have a
mistake or a mutation in
one or both of these
genes. (BR means
breast and CA means
cancer.)
One of the figureheads for BRCA1 and
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Angelina Jolie and
Rabbi Jon Adland

BRCA2 is Angelina Jolie. She has a mistake in BRCA1
and that has predisposed her to breast and ovarian cancer.
She had her breasts removed and she had her ovaries
removed to decrease her risks. A less well-known figure is
Rabbi Jon Adland. He has a mistake in both BRCA1 and
BRCA2. He is of Ashkenazi Jewish ancestry; people of
Ashkenazi Jewish ancestry are 10 times more likely to
have a gene mistake than people who are not of that
ancestry.
If a man has a mistake in BRCA1 or BRCA2, we would
treat his prostate cancer differently. Men with BRCA2
have more aggressive prostate cancer. BRCA-associated
prostate cancers, compared to the general population,
occur at a younger age, are a more aggressive disease, and
have worse outcomes. Median survival with BRCA1 is 8
years; with BRCA2 it is 4 years. If you suspect a family
history of BRCA1 or BRCA2 it may definitely be
worthwhile to have your genetic testing done.
And with that, Dr. Vesprini, it is back to you.
What is the best treatment for me?
Dr. Vesprini: Why is understanding all this important?
Because it is not an easy decision what treatment to
choose. For example, the choice between surgery and
radiation, and understanding what treatment could be
better for you and part of that is genetics. The thing about
prostate cancer treatment is that they all have some good
things and some bad things about them and we have no
evidence to suggest that one is better than the other. One
may be better for you because of your values and
principles in life. Hopefully, with genetic input, we may be
able to help people get out of the quagmire of deciding
what is best for you.
People ask what should I do? The reality is; you have to
pick your poison - all of the treatment options have risks.
For example, even Active Surveillance has risks; there are
psychological risks and there are the biopsy risks. The
bottom line is, nothing is without its risks - at some point
men have to decide which poison to pick. But, at some
point, we hope to be able to give you more information on
what works and what doesn’t work based on your genetics.
Personalized Care
What we strive to have is personalized care. For the
people that are diagnosed with the disease we will take out
cells, analyze their DNA, and determine the biomarkers biological indicators for whatever you are looking for.
And, based on the results, we may be able to suggest that
you may have better results with one treatment compared
to another. Men diagnosed with prostate cancer that have
the BRCA2 gene die from the disease within a very short
period of time, usually about 5 years, and knowing that
could influence the life decisions that they make.

Male Oncology Research & Education (MORE) Program
The main work that we do right now is men with the
BRCA1 and BRCA2 gene mutation. We have an MRIguided biopsy trial where the men all have MRI’s and they
all have biopsies. If you detect these diseases earlier then
they won’t have that really bad prognosis that we see. And
again, proof of concept, with the MRI approach if we can
identify the cancers early in the BRCA group then perhaps
we should open this up to all men with high risk prostate
cancer.
The second study that we are doing is trying to find some
of the other genes that may contribute to prostate cancer.
We were lucky enough to get a grant from ‘Ride for Dad’
to fund this research. In the Odette Cancer Centre (OCC)
MORE Program we have followed 50 men who have a
strong family history of prostate cancer. If we can identify
a variation in some of these genes then we could go back
to family members and offer counseling and further
testing.
There are 13 genes that we are looking at. It is, in part,
research because it is exploratory, but it is also clinical in
nature because of the ability to help other family members
today.
There is other research that is being done: We are taking
prostate tumours from men with high-risk disease and
trying to find out if the genes are mutated at birth or if they
become mutated over time. In the MORE program, we are
also looking to see if we can predict which cancers are
more aggressive, and this is more to help drive therapies.
For example, if we can identify a particular gene mutation,
can we develop a drug to combat that?
The biology of BRCA1 & 2 is driving much of this even
though only about 2% of prostate cancers are related to
those genes. But if identified, you can use it as proof of
principle. Another thing we intend to do is conduct genetic
testing on every man in our active surveillance program. It
used to be a big problem because those were genes that
were patented – as crazy as that sounds because we all
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have the same genes, they weren’t invented by anyone –
but the patent no longer applies so analyzing the genes is
much less expensive now.
Another consideration is whether to analyze a man’s
genetic profile prior to prostate cancer treatment to
potentially tailor their treatment – adding radiation to
surgery, for example.
We are also looking at drugs that target the cells that
have these harmful mutations in the genes. They are called
PARP inhibitors [a group of
pharmacological inhibitors of
the enzyme poly ADP ribose
polymerase. They are
developed for multiple
indications; the most
important is the treatment of
cancer http://bit.ly/2bBj9s2 ]
and they have been used in
trials in women with ovarian
cancer and breast cancer.
This is currently for people
with very bad disease at the
end-stage of life. As with
many of these cancer drugs
they are often first used in
people who have very few other options and if you can
show that they actually work then you can start to use them
earlier and earlier in treatment. This is a very promising
drug that we hope will have some significant benefit in the
future.
Q&A
Q: How do you feel about PSA testing?
A: Everyone probably knows that PSA testing went down
for about 5 years or so because of recommendations made
by some government agencies. It is not because PSA
testing is bad, PSA testing is excellent. But we have
misused the information and we have been doing
unnecessary procedures like surgery and radiation when
active surveillance may have been more appropriate. The
problem is that it costs governments a lot of money to do
the PSA testing and the subsequent treatment. There were
no cancer experts on the recommending panels.

Since the change in the guidelines, in the last 4 to 5
years, there has been a blip up in the rate of very
aggressive cancers that have been diagnosed because men
have not been having PSA tests. I see it in my practice. I
see guys come in with a first-reading PSA of 40 and a huge
tumour and I think it is quite sad. It is sad because those
men were doing what they were supposed to do and the
family doctors were doing what they were told to do. So,
the recommendations have changed in the last three
months or so the panel
recommendations have been
revised.
There still are some family
doctors that are dogmatically
against the PSA test; if so,
then get a new family doctor
because it is your health. If
you decide you want to be
screened then you should be
screened.
Q: How do you feel about
CAT scans?
A: I think CAT scans for
frivolous reasons are bad.
CAT scans should be done for specific indications: for
example, if someone comes into Emerge with tummy ache,
you should not have a CAT scan; if someone comes in and
they haven’t passed stool and they’re about to vomit, they
need a CAT scan.
The estimate for dose of radiation is that for every one in
100,000 to 200,000 CAT scans it will cause a cancer in 20
years. That is why we love MRI’s – there is no radiation,
it’s just a big magnet that spins around you. The problem is
that MRI’s are expensive and we don’t have ready access
to them and they take a long time. A CAT scan of the chest
is equivalent to about 400 to 500 X-rays (in terms of
radiation.)
For all men treated for prostate cancer they should have a
PSA test once a year for the rest of their lives because PSA
is a very valuable test after being treated - if the PSA goes
up quickly it is a sign of (recurring) disease.

New Prostate Cancer Study from the University of British Columbia
Hello, I work at the Men’s Health Research Unit at the University of British Columbia, with Dr. John Oliffe. We are
running a new study until December 29th that aims to find out how men with prostate cancer manage their health and
healthcare. The study will help develop better programs, policy, and research on prostate cancer. There’s also $500
draw available at the end of it.
Here’s the link: https://survey.ubc.ca/s/prostate-cancer-hlq
Thanks in advance for your consideration,
Andrew Munroe (604-822-0370) andrew.munroe@ubc.ca
Men’s Health Research, University of British Columbia, Room 107,
Medical Sciences Block C, 2176 Health Sciences Mall, Vancouver, BC, V6T 1Z3
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FYI — Resources of interest
PCCN-Toronto Prostate Cancer Support Group has a
lot of videos online from their Awareness Night program.
These video recordings were presented by leaders in
prostate cancer treatment.
https://pccntoronto.ca/pccn-toronto-videos/
A great resource for those who are unable to attend or
make the drive down from Newmarket to North York.
Watch the videos in the comfort of your home!
Awareness Night Meetings are held every 2 months at
the Toronto Botanical Gardens, 777 Lawrence Ave. E.,
North York, ON M3C 1P2 (@ Leslie St.)
For information on upcoming meetings:
https://pccntoronto.ca/awareness-night/

Expert-Angle Webinars
Interested in short, educational, on-demand webinars to
address the many varied and complex questions that come
with a prostate cancer diagnosis? Check out:
http://prostatecancer.ca/Support/Expert-Angle
http://bit.ly/2sJ9UIQ
Looking for additional local Support Groups?
http://bit.ly/2AGby5P
Prostate Pointers is one of the most active and popular
prostate communities available online.
http://www.ustoo.org/Prostate-Pointers

~ ~ ~ Notes from The Chair ~ ~ ~

And just one more thing…
I expressed the thought last month that I had written my last Notes From The Chair. Here I am
again subjecting you to my drivel.
I volunteered to do one more to congratulate the new Executive members. During our elections
we had several people step forward to fill most of the positions. I think we have the makings of a
very strong Executive and look forward to good things for the future of the Support Group. The one
position still left unclaimed at this point is Chairman.
In past years, new Executive members were added to an existing Executive base, so the duties of
the new members were pretty much guided by the old guard. Since the new members will now
outnumber the old guard, I think this will help to breathe fresh ideas and possibly a new positive
direction for the Support Group. One of these changes may be dropping "Notes From The Chair" as
part of the structure of the newsletter. Or, maybe each member will take a turn in putting forth ideas
to the group.
Your new Executive is listed on the front of the newsletter. Please join me in welcoming them to
the Executive and congratulating them for taking a stand.
Just another reminder -- our December meeting is a week earlier and will be held on Thursday,
December 14. We are planning a potluck social gathering. Do RSVP to
info@newmarketprostatecancer.com
if you are planning to attend so we can determine seating, refreshments, etc.
Since this is a time of year for giving, let us think of those less fortunate than ourselves and
bring a food item or donation for the Newmarket Food Bank.

Walt Klywak
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