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The Last Newsletter - For Now
.

These are uncertain times. Our last in-person meeting was 15 months ago and our meeting
place is now a COVID Assessment Centre. We have no idea when that will change.
Since there have not been any new guest speaker presentations the monthly newsletter has
been a re-issue of past presentations. We will take our usual pause for July and August and
whether or not we start to publish again in September remains to be seen. All past newsletters
are archived on our website - www.newmarketprostatecancer.com.
The Toronto Support Group has done an excellent job using Zoom to provide peer-to-peer and
speaker presentations. You can visit their site - www.pcstoronto.ca - for more information.
Another valuable source of information is Prostate Cancer Foundations BC. They have assumed a national leadership role and their website - www.prostatecancersupport.ca - provides
monthly virtual support group meetings with guest speakers.
Till we meet again, we hope everyone enjoys a safe and happy summer!
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For the month of February, 2020 our guest speaker was Dr. Andrew Loblaw
who is a radiation oncologist, clinician scientist and a full professor in the department of radiation oncology, and Institute of Health Policy, Management
and Evaluation at the University of Toronto. He has a masters in clinical epidemiology from the University of Toronto and is a graduate of the Royal College's Clinician Investigator Program. His clinical practice focuses on prostate
cancer.
The title of Dr. Loblaw’s presentation was
Stereotactic Ablative Body Radiation (SABR) for Prostate Cancer
What is it and who should get it?
This was the last presentation prior to the pandemic.
Editor’s Note: Dr. Loblaw opened his presentation with a
short video about SABR which can be seen at
www.prostatecure.ca
Stereotactic radiation is a technique that can be used to treat
several types of cancer including small cell lung cancer, brain
and liver cancer as well as prostate cancer.

Dr. Andrew Loblaw

pare two different groups in two different trials. You don’t
know for sure if it’s the men in the trials that are different or if
it’s the treatment that is causing the difference.
It’s kind of like comparing two teams in the Stanley Cup finals and saying the conference champions from one division
should be favoured because they had more points in that conference than the other team had in theirs. But, you really don’t
Tonight I will be discussing SABR, a five-course treatment of know who the better team is until they both go head to head
radiation for prostate cancer that is easier for our patients, has
against one another.
fewer side-effects, and gives them a better quality of life.
Clinical Trials
SABR vs. SBRT
Trials are still going on; the most important one is a Swedish
Stereotactic Ablastudy
which involves 1,200 patients divided into two groups
SABR vs SBRT
tive Body Radioand compares 78 Gy delivered over 8 weeks in 39 fractions to
therapy (SABR) and
one group and 42.7 Gy delivered over 2.5 weeks in 7 fractions
Stereotactic Body
to the other group.
Radiation Therapy
Note: Gy stands for Gray, a unit of measure for radiation
(SBRT) are essendose. A fraction is a radiation treatment.
tially the same
Basically, they found that the side-effects were the same betəˈmeɪtoʊ
təˈmɑːtəʊ
thing; both are a
tween the two groups; and there was really no difference in
@david_a_palma
form of External
terms of cancer control. You are certainly no worse off with the
Beam Radiation Therapy (EBRT) where the radiation is deliv- shorter treatment.
ered more precisely, over fewer treatments reducing the conventional 39 treatments (fractions) down to 5. SBRT is the term
Does Dose Escalation with SABR Matter?
more commonly used in the U.S.
For radiation therapy in Canada, SABR is rapidly becoming
Brachytherapy is the most effective way we have of treating
the new standard of care; and for select patients – those with
prostate cancer that we have today. We are putting radioactive
low and intermediate-risk disease – stereotactic radiotherapy is seeds, either permanently or temporarily, into the prostate dea reasonable thing to offer the patient.
livering very high doses of radiation very close to the tumour.
Many cancer centres that have looked at this technique have
Because the radiation is delivered so close to the tumour it
found high success rates in terms of getting rid of the cancer
doesn’t affect the normal tissues around the prostate as much
with very little side-effects. We have over 2,000 patients now
and that is why we can get away with delivering such high
who have received this treatment and those reporting adverse
doses.
side-effects are in the neighbourhood of 1%. We have experiBrachytherapy, when compared to external beam, has been
enced excellent results.
found to be more effective. You are less likely to have the canWith SABR the chance of failure over time – that is the
cer come back; it reduces the risk of the cancer coming back by
chance of the cancer coming back – is about 9% at 8 years;
43% which is quite a bit.
with the 9 week program of 39 treatments that we used to use
Sunnybrook’s Dr. Gerard Morton’s famous study looked at
the chance was 20% at 8 years. So, it looks like we are doing
patients that had a single internal radiation treatment of High
better than the older technique, although it is difficult to comDose Rate Brachytherapy which was followed by 3.5 weeks of
2 of 6

external beam radiation. After 7 years 93% of patients were
cancer-free which is amazing. So, that is our high water mark,
the standard by which we should compare ourselves.

SABR vs HDR Boost
35/5 SSIMRT, n=86

Sunnybrook SABR Experience

15 Gy HDR + 37.5/15 3DCRT, n=123
50% v 71%, p=0.007

If we look at PSA control, the higher doses of SABR, the
equivalent of 11 weeks vs. 9 weeks of conventional therapy,
will contribute to better outcomes. The other thing that we
learned is that we found a very strong predictor of cure at 4
years.
When my patients ask me: Doc, have we got this, am I cured?
If the PSA is under 0.4 at the 4 year mark there is basically 0%
chance that the cancer is going to come back. This helps us
reassure patients that their cancer is cured and there is very
little chance that it will come back.

18% v 58%, p<0.0001

32% v 44%, p=0.25

MCIC = 0.5*SD baseline for average QOL scores 6-60 mo
Helou J et al., Radioth & Oncol 2014

Again, using brachytherapy as the comparative standard,
when we compare quality of life we divide it into 3 buckets;
bladder control, bowel function and sexual function.
We always knew that brachytherapy was a little harder on the
urinary system so SABR did a little bit better there. And we
SABR vs. Brachytherapy
thought external beam would be harder on the bowels but what
How do SABR and Brachytherapy compare? In the favourable we saw was that SABR had the same side-effects as brachyintermediate-risk (FIR) group the results were almost the same therapy, so that was good.
based on 2,000 patients from different centres. At Sunnybrook
But the really important thing is that with SABR there was
based on our experience with 114 patients only 5% of patients better sexual function. The main reason is that we are not putare failing at 8 years.
ting needles into the prostate which, as you know, has the
We have found that it is just as effective to administer the
nerves that control the penis running right down the back of the
SABR treatments once a week as opposed to every other day
prostate. So when you traumatize the prostate with the needles
and the nice thing we found is that the treatment is tolerated
the scar tissue that can form as a result might affect the nerves.
way better. Other centres around the world that administer the
When a group in the U.S. pushed the dose to the equivalent of
treatments every other day have experienced more adverse uri- 17 weeks of conventional therapy they reported some serious
nary and bowel side-effects.
side-effects like the need for a TURP, or an operation, or hospitalization. So, when you push the dose of radiation too high you
can run into trouble very quickly.
BCR: SABR vs Brachytherapy
The technology has developed to the point where we can target a higher dose to a specific region of the prostate delivering
more radiation to the tumour and less to the surrounding
33.5–40 Gy / 4–5 fx
5.4% ADT
FIR: 10%
healthy tissue of the prostate; so we can dose paint. We even
UIR: 25%
nPSA 0.16
have a stem that we use to keep the patient really still to ensure
FIR: 8.6%
even more accuracy.
US-based HDR 15 Gy
UIR: 19%
+ EBRT 37.5 Gy / 15 fx
When we did a study comparing 2 treatments (fractions) of
16% ADT
SABR to 5 with the stem – an inserted device that improves
accuracy of the delivery of the radiation – we had less bowel
problems which made small improvements to quality of life.
Kishan A et al., JAMA Open 2019

Martell K et al., Radioth & Oncol 2019

Non-Invasive SABR
What we are seeing is that SABR seems to deliver the same
outcomes as HDR Brachytherapy in terms of tumour control
and how low the PSA goes.
The really great news is that with the low to intermediate-risk
category we can cure about 99% of the cases.
Toxicity
So, if you are going to cure almost everybody you have to
ensure their quality of life is really good. The focus starts to
shift from just tumour control to tumour control and good quality of life. That is where I think SABR has another advantage.
When we measure adverse side-effects SABR is either equal
to or lower than all the other standard treatments.
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Non-Invasive SABR Now Available

The latest tool we have at Sunnybrook combines an MRI maASCENDE-SBRT
chine with a radiation machine; it is the first in Canada. We just
started treating men with prostate cancer. The treatment is MRI
15Gy x 1 HDR
guided; most of the treatments up until now have been CT
< 30Gy DIL
based; this machine allows us to do treatments that are guided
by MRI which is more accurate.
When I do a SABR treatment with a CT scan I need to put 4
25Gy / 5f
R
12mo ADT
vs
gold seeds in place so I can see the prostate better, with this
machine I don’t need to put the gold seeds in place. So, it is a
completely non-invasive treatment.
35Gy / 5 SABR
Because the procedure is MRI guided it allows us to adjust, in
< 50Gy DIL
real-time during the procedure, to the slightest movement of the
prostate, the bladder and the bowel. The procedure lasts about
30 to 45 minutes.
ASCENDE – SBRT
We are hoping that this machine will make a positive difference for patients; and I think it will.
We have now embarked on another study where we have diOne of the challenges we have as researchers is to prove what vided selected patients into two groups; every patient will rewe think is true, is actually true.
ceive 5 radiation treatments to the pelvis, every patient will get
hormone treatments, and then one half will receive HDR
brachytherapy and the other half with receive stereotactic radioSABR for Unfavourable Risk Disease
therapy to the prostate. We will see how both groups compare.
We have gone through favourable risk prostate cancer and I
Neither group will receive more than 6 treatments.
have told you that we are now in a place where we have very
effective treatments that can cure just about everybody. But,
Patient Selection
what about the patients that have more aggressive disease or
more advanced disease when they come in the door?
So, who can have the SABR treatment? It is actually applicaAgain, brachytherapy is the standard of care for these patients. ble to more men than brachytherapy.
With high-risk patients we always combine hormones and raWhen we are selecting a patient for brachytherapy we want to
diation together; that is the standard when you have high-risk
make sure that the patient has good urinary function to start
disease.
with because, if the patient has bad urinary function you are
With external beam and hormones we see that half the patients just going to make it worse. Patients that have had a TURP
(55%) are free of cancer recurrence at 10 years. Although that
can’t have brachytherapy because the risk of leakage is too
is pretty good, I think we can do better. With a combination of high. Also, patients that can’t undergo general anesthetic bebrachytherapy, external beam and hormone therapy we improve cause they have a bad heart or breathing problems can’t have
the number to 83% of patients being cancer-free at 10 years; a brachytherapy. Probably a third to 40% of patients can’t have
much better chance of getting rid of the cancer.
brachytherapy. But they can all have SABR.
With external beam, the patients who fail tend to fail early
(starting at 4 years) but with brachytherapy the failure rate
Patient Eligibility
tends to level off (at 4 years.)
If the standard of care with brachytherapy included hormone
SABR
Brachy
treatment and 23 to 25 treatments of external beam radiation;
Prostate volumes
< 100 cc
< 60 cc
Bleeding diatheses
Not recommended
we asked ourselves why can’t we do brachytherapy, hormone
Severe IBD
treatment and 5 treatments of radiotherapy?
Major comorbidities
We did that with 30 patients; it wasn’t a big study but it
TURP
showed that we could do it and the patients tolerated it very
IPSS
Any
< 15
well, just as well as the normal techniques. We did one treatLow / Int risk
ment of HDR brachytherapy and 5 treatments of external beam
High risk
On protocol
to the entire pelvis to cover all the places where the cancer can
hide.
In the U.S. there was a study where they decided to treat the
prostate only and not the entire pelvis in high-risk patients and
that resulted in a success rate of 65%.
Summary
We recently did another study where we applied the 5 treatments to the prostate and applied radiation to the pelvis and of
SABR is now a standard of care for low or intermediated-risk
all the patients involved nobody failed after 5 years. It looks
prostate cancer. It has been in place at Sunnybrook for almost 2
like it might be a very successful technique; we have had no
years and is being adopted by many other centres. It has
failures up to 6 years.
equivalent biochemical control, is better tolerated, can be safely
delivered to more patients, is cheaper than all alternative treat4 of 6

If we separate out the groups to high volume (diffuse) versus
low volume (oligo) the results show that there was a really big
impact in the low volume group of keeping the cancer in remission and that actually translated into an improvement in overall
survival.
So, even though the “horse has left the barn” it is still important to treat the prostate locally.
That means an extra year to year-and-a-half of extra life just
by treating the prostate: When we combine this with some of
the new medications that we have these days we think we can
make a really big impact on survival.
You could reasonably ask; what is the role of surgery in this
situation? The results are still in clinical trial; the results we do
have only apply to radiation. We don’t typically do surgery
when the disease has progressed outside the prostate because it
is too aggressive and the side-effects could involve urinary
leakage and sexual dysfunction.
I am not sure that there would be an advantage to surgery; we
find the radiation to be really well tolerated, just 5 treatments –
one visit per week for 5 weeks – it’s non-invasive and you get a
survival advantage. Why would you go through a major operation if it is not significantly better?
If the cancer returns we can combine irradiating the hot spots
along with conventional hormone therapy and do a very effective job of putting the cancer into remission. If the PSA does
not go down sufficiently we can use some of the new drugs like
abiraterone and enzalutamide to deal with that situation of castrate resistant prostate cancer (CRPC.)
PSMA/PET Scan
ments and, in the public system, is a better use of system resources.
SABR for unfavorable risk prostate cancer should only be
done in clinical trials. We are so good at curing prostate cancer
with the standard approaches there has to be some recognizable
value-added proposition for the patient with SABR.

We can now see things differently than we did before by using
a PSMA/PET scan. A PET scan is like a bone scan; similar to a
CT scan, you get an injection in your veins and you get scanned
by a machine. It allows us to see things that we previously
could not and this novel imaging will be a game changer; when
you are able to zap the tumour that can buy you more time off
of hormone treatments.
SABR for Metastatic Disease
In another recent study – SABR-COMET - which included
different
types of cancers including breast, colorectal and prosWhat about when the cancer comes back, does SABR have a
tate
cancer
– the conclusion was that the cancer was more
role there? Typically, if we see a hot spot on the bone scan we
likely
to
be
controlled when radiation was added to whatever
would put the patient on hormone therapy; pills first then injecthe
best
standard
of care treatment happened to be for that partions long term. But, we often wondered; is there any value to
ticular
cancer.
That,
in turn, translated into a survival advantreating the prostate locally?
tage.
It
seemed
to
reduce
the risk of death by about 43% - a
The theory we were taught was that “if the horse has left the
barn, it makes no sense to burn down the barn (or close the barn very compelling finding.
door.)” (If the cancer has spread, it makes no sense to treat the
Treating Oligomets
prostate locally.)
#PokeMet
The STAMPEDE study actually asked that question: For men
3500
with metastatic prostate cancer, what is the value of irradiating
1750
the prostate?
1000
When men come through the door we make a distinction between those that have less than 5 hot spots (oligo or low volume) and those with more than 5 (diffuse or high volume.) The
overall results of the study indicated that there was really no
PSMA
difference in survival, but when radiation was applied to the
Novel imaging will be a
prostate there was 25% less chance that the cancer would return
game changer!
over time.
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CROP
In this study we treated 30 patients with prostate cancer who
had 5 or fewer metastatic areas anywhere throughout the body;
most of the patients had disease that had come back after initial
treatment. They were zapped in the areas of metastases and
treated with hormones for one year. With follow up at 3 years,
the cumulative incidence (CI) of restarting ADT (hormones)
was 47.5%; the CI of local failure of irradiated sites was 10%;
and the CI of developing new metastases was 26.3%.
With regard to intermittent hormone treatment, radiation treatment prolonged the period of restarting the hormones to 3 years
instead of the usual 2 years. A study done years ago showed
that stop-and-start (intermittent) hormone treatment had the
same survival rate and the same low-risk of dying from prostate
cancer than continuous hormone treatment. People feel better
when they come off the hormone treatment.
What we worry about when you’re on hormone treatment for
prostate cancer is that the cancer cells will learn how to make
their own testosterone. The cancer becomes castrate-resistant
and doesn’t respond to the primary drugs; we then have to
move to the new drugs like abiraterone and enzalutamide to
stop the production of testosterone. Adding radiation to the
treatment protocol seemed to delay that by a long way.
Currently, we are not offering radiotherapy to patients with
metastatic disease outside of clinical trials because, although
we think it is a good idea, we need to prove that it is before we
offer it as a standard of care.

first to make sure we weren’t harming anyone. We have to wait
3 months and then we offer the other 20 spots.
The study won’t reopen until July so, you could talk to your
doctor to see if you could wait or just get on with the 33 conventional treatments.
Q: What is the risk of a secondary cancer as a result of radiation treatment?
A: The absolute risk is about 2 or 3%. You have to also think
about the flipside, which is; if you don’t do radiation treatment
what is the risk of your primary cancer coming back? The answer is 100%.
Q: What affect do Proscar and Flowmax have on your PSA
reading?
A: The Proscar definitely confounds the PSA reading, that’s for
sure. If you’re on Proscar or Avodart and you get a PSA reading, to get your real PSA reading you have to double the number.
At Sunnybrook it really is a team effort. We have 5 other radiation oncologists, probably 5 or 6 trial staff, 30 different radiation technologists. We have a team of 100 people just doing
prostate cancer at Sunnybrook. It's like having 2 football teams
pulling for you. We are very lucky.

Conclusion
In summary, for oligometastatic disease (5 or fewer hot spots)
irradiating the prostate improves the chance of the cancer staying in remission which translates into a survival advantage; so
that is a meaningful outcome. It is also easier to tolerate for the
patient than the previous standard.
For oligometastatic disease, surgery, in this context, remains
experimental and needs to be examined in a clinical trial.
Q&A
Q: I recently had my prostate surgically removed but my PSA
keeps increasing, my last reading was 0.19. I have started hormone treatment and I am currently scheduled for 33 conventional radiation treatments. I am wondering if I would be better
off with just the 5 treatments at Sunnybrook?
A: Good question. All of the data I have shown you this evening was for patients who had their prostate intact. However,
we did do a study at Sunnybrook with patients who have had
their prostates removed and cut the number of radiation treatments from 33 to 17. The results showed that the treatment was
well tolerated and seemed to be just as effective as the 33 treatments.
We are currently offering a clinical trial where we have reduced the number of treatments down to 5. There are 30 spots
available but the research ethics board mandated that we do 10
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Bob & Dr. Loblaw

