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On January 26, 2012 Dr. Guila De-

louya, from the Dept. Of Radiation 

Oncology, CHUM ï Notre Dame 

Hospital, will speak to us. The topic 

will deal with ñBrachytherapy for 

Prostate Cancerò 

 

On February 23, 2012, our speaker 

will be Dr. Jacques Corcos, Professor 

of Urology, McGill University and the 

JGH. His talk is entitled ñFocal Ther-

apy ï New Treatment Avenue of 

Prostate Cancer.ò 

Formerly   

The Montreal West Island Prostate  

         Cancer Support Group  

Wishing you and yours the best in all things, for 

this coming year ñ 2012            Your Steering  Committee 
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Hormonal Prostate Cancer Therapy Tied to Blood Clots 
 

By Amy Norton 

 

NEW YORK (Reuters Health) - Hormone-targeted therapy for 

prostate cancer may raise the risk of potentially dangerous blood 

clots, a large U.S. study suggests. 

      Analyzing data on more than 154,000 older men with prostate 

cancer, researchers found that those who received hormonal ther-

apy had double the rate of blood clots in the veins,  arteries or 

lungs compared to men not on the treatment. 

      Of the 58,000-plus men taking hormonal therapy, 15 percent  

developed a blood clot over roughly four years, versus seven  

percent of men who did not receive the therapy. 

      A clot in the blood vessels can prove fatal if it breaks  loose 

and travels to the lungs, heart or brain. 

      In this study, men who developed blood clots ended up in the  

hospital about one-quarter of the time, the researchers report  in 

the journal Cancer. 

      "By no means is this a trivial risk," said lead author Dr. 

Behfar Ehdaie, of Memorial-Sloan Kettering Cancer Center in 

New York. 

      For men weighing their options for prostate cancer treatment, 

Ehdaie said the risk of blood clots -- and other side effects -- 

needs to be balanced against the benefits. 

      Other potential side effects of hormonal therapy include  

weight gain, bone thinning, hot flashes and erectile dysfunction. 

      And for many prostate cancer patients, experts say, the  bene-

fits of hormonal therapy are not clear. 

      The approach is based on the fact that testosterone can fuel  

the growth of prostate cancer. Curbing a man's production of  the 

hormone -- by surgical removal of the testicles or, far  more of-

ten, medication -- can be helpful. 

       But hormonal therapy was originally given only to men with  

advanced prostate cancer that had spread to other sites in the  

body. For them, the treatment offers symptom relief that  gener-

ally outweighs the risks of side effects, said Dr. Vahakn B. 

Shahinian, of the University of Michigan in Ann Arbor. 

       Hormone therapy can also improve survival when given 

along  with radiation therapy to men with "high-risk" prostate 

cancer  that is likely to progress. (Many prostate tumors are   

slow-growing and may actually never advance to the point of          

threatening a man's life.) 

       "Those are the two scenarios where there is clear-cut  evi-

dence of a benefit," said Shahinian, who wrote an editorial  pub-

lished with the study. "The issue comes when you look at the host 

of other scenarios where hormone therapy is used." 

       In the past two decades, some doctors started giving hormo-

nal therapy as a first-line therapy to men newly diagnosed with 

tumors that were still confined to the  prostate. That's despite the 

fact that the benefits for those  patients are not established. 

       In some cases, men may be in poor health, and aggressive  

treatment with radiation might not be wise. But the doctor and  

patient may feel the need to "do something," Shahinian said. So 

hormonal therapy is the choice. 

        There's also evidence that financial motives have played a 

part, Ehdaie noted. 

         By 1999, hormonal therapy was given to about half of pros-

tate cancer patients. But studies have found that after more re- 

cent cuts in Medicare reimbursement for the therapy, fewer doc-

tors are using it. 

     The bottom line, both Ehdaie and Shahinian said, is that men 

should thoroughly discuss the risks and benefits of different  

prostate cancer treatments with their doctor. 

      As for why hormonal therapy would promote blood clots, the 

mechanisms are uncertain. 

      In fact, the current findings do not prove that the therapy it-

self is the direct cause of men's blood clots. Ehdaie's team tried to 

account for other factors that could explain the link; and they did 

find that men on hormonal therapy tended to be older and in 

poorer overall health. 

      But even with those differences considered, men on hormonal 

therapy had a 56 percent greater chance of developing a blood  

clot. And the clot risk generally climbed the longer a man was          

on the treatment. 

       "We can't infer causality, but it is a strong association," Eh-

daie said. It's possible, he noted, that hormonal therapy raises the  

risk of clots because of its negative effects on metabolism, which 

can include boosting a man's fat mass. 

      "I think the take-away message is that this reinforces the  fact 

that hormonal therapy has potential risks, and men should  be 

informed," Shahinian said. 

      Shahinian is a paid consultant to Amgen, which is seeking  

approval for its bone cancer drug, Xgeva, to treat certain men 

with advanced prostate cancer. 

      For many men with prostate cancer, having no immediate  

treatment at all is an option. 

      According to the National Cancer Institute, about half of the  

more than 190,000 U.S. men diagnosed with prostate cancer in  

2009 fell into the "low-risk" category -- meaning their cancer  

had low odds of progression. 

     They are among the men who can choose to forgo treatment 

and instead have their cancer monitored -- what doctors call  

"active surveillance." 

      Such watchful waiting can be stressful, Shahinian noted. But  

men should be aware that "doing something" comes with poten-

tial risks, he said. 

 

Reprinted from Cancer, online November 9, 2011. 
 

 

Nanotechnology Researchers Develop New Strat-

egy To Deliver Chemotherapy To Prostate Cancer 

Cells 

(ref. www.medicalnewstoday.com) 

 

      Honing chemotherapy delivery to cancer cells is a challenge 

for many researchers. Getting the cancer cells to take the chemo-

therapy "bait" is a greater challenge. But perhaps such a chal-

lenge has not been met with greater success than by the nanotech-

nology research team of Omid Farokhzad, MD, Brigham and 

Women's Hospital (BWH) Department of Anesthesiology Pe-

rioperative and Pain Medicine and Research.  

      In their latest study with researchers from Massachusetts In-

stitute of Technology (MIT) and Massachusetts General Hospital, 

the BWH team created a drug delivery system that is able to  
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Jacksonville, Fla., prospectively studied 211 men with low-, in-

termediate-, and high-risk prostate cancer. The men were treated 

with proton therapy, a specialized type of external beam radiation 

therapy that uses protons instead of X-rays. After a two year fol-

low-up, the research team led by Nancy Mendenhall, MD, of the 

University of Florida Proton Therapy Institute, reported that the 

treatment was effective and that the gastrointestinal and genitou-

rinary side effects were generally minimal.  

     "This study is important because it will help set normal tissue 

guidelines in future trials," Dr. Mendenhall, said.  

In the second study, researchers from Massachusetts General 

Hospital in Boston, Loma Linda University Medical Center in 

Loma Linda, Calif., and the Radiation Therapy Oncology Group 

in Philadelphia performed a case-matched analysis comparing 

high-dose external beam radiation therapy using a combination of 

photons (X-rays) and protons with brachytherapy (radioactive 

seed implants).  

      Over three years, 196 patients received the external beam 

treatments. Their data was compared to 203 men of similar stages 

who received brachytherapy over the same time period. Re-

searchers then compared the biochemical failure rates (a statisti-

cal measure of whether the cancer relapses) and determined that 

men who received the proton/photon therapy had the same rate of 

recurrence as the men who received brachytherapy.  

     "For men with prostate cancer, brachytherapy and external 

beam radiation therapy using photons and protons are both highly 

effective treatments with similar relapse rates," John J. Coen, 

MD, a radiation oncologist at Massachusetts General Hospital in 

Boston, said. "Based on this data, it is our belief that men with 

prostate cancer can reasonably choose either treatment for local-

ized prostate cancer based on their own concerns about quality of 

life without fearing they are compromising their chance for a 

cure."  

Red Journal Editor-in-Chief Anthony L. Zietman, MD, FASTRO, 

is a co-author on the second study.  

Article URL: http://www.medicalnewstoday.com/

releases/239999.php 

 
 How Obesity Affects Cancer Screening  
 

     Researchers in Family and Community Medicine at Thomas 

Jefferson University recently found that obesity was linked to 

higher rates of prostate cancer screening across all races/ethnic 

differences and lower rates of cervical cancer screening, most 

notably in white women. Their study on the role of obesity in 

cancer screening rates for prostate, cervical as well as breast and 

colorectal cancers across race/ethnicity and gender is examined in 

the current issue of the Journal of Obesity.  

     "Numerous studies have suggested that obesity constitutes an 

obstacle to cancer screening, but a deeper examination also con-

sidering the role of race/ethnicity and gender in the equation has 

not been done before," said Heather Bittner Fagan, MD, FAAFP 

MPH, lead author and associate professor, Thomas Jefferson Uni-

versity and director of Health Services Research, department of 

Family and Community Medicine, Christiana Care Health Sys-

tem. "A greater understanding of the relationship between cancer 

screening and obesity, race/ethnicity and gender can also help 

explain the association between obesity and increased cancer 

mortality."  

effectively deliver a tremendous amount of chemotherapeutic 

drugs to prostate cancer cells.  
     The study is electronically published in ACS Nano.  

     The process involved is akin to building and equipping a car 

with the finest features, adding a passenger (in this case the 

cancer drug), and sending it off to its destination (in this case 

the cancer cell).  

      To design the "vehicle," researchers used a selection strat-

egy developed by Farokhzad's team that allowed them to essen-

tially select for ligands (molecules that bind to the cell surface) 

that could specifically target prostate cancer cells. The re-

searchers then attached nanoparticles containing chemotherapy, 

in this case docetaxel, to these hand-picked ligands.  

To understand Farokhzad's selection strategy, one must under-

stand ligand behavior. While most ligands mainly have the 

ability to bind to cells, the strategy of Farokhzad and his col-

leagues allowed them to select specific ligands that were not 

only able to bind to prostate cancer cells, but also possessed 

two other important features: 1) they were smart enough to 

distinguish between cancer and non-cancer cells and 2) they 

were designed to be swallowed by cancer cells.  

     "Most ligands are engulfed by cells, but not efficiently," 

said Farokhzad. "We designed one that is intended to be en-

gulfed."  

     Moreover, the ability for a ligand to intentionally be en-

gulfed by a cell is crucial in drug delivery since it enables a 

significant amount of drug to enter the cancer cell, as opposed 

to remaining outside on the cell surface. This is a more effec-

tive method for cancer therapy.  

     Another important aspect of this drug delivery design is that 

these ligand-nanoparticle components are able to interact with 

multiple cancer markers (antigens) on the cell surface. Unlike 

other drug delivery systems, this makes it versatile and poten-

tially more broadly applicable.  

     According to the study's lead author, Zeyu Xiao, PhD, a 

researcher in the BWH Laboratory of Nanomedicine and Bio-

materials, current strategies for targeting nanoparticles for can-

cer therapy rely on combining nanoparticles with ligands that 

can target well-known cancer markers. Such strategies can be 

difficult to execute since most cancer cells do not have identifi-

able cell surface markers to distinguish themselves from nor-

mal cells.  

      "In this study, we developed a unique strategy that enables 

the nanoparticles to specifically target and efficiently be en-

gulfed into any desired types and sub-types of cancer cells, 

even if their cancer markers are unknown," said Xiao. "Our 

strategy simplifies the development process of targeted 

nanoparticles and broadens their applications in cancer ther-

apy."  

Proton Therapy -Effective Prostate Cancer Treatment 
08 Jan 2012  

 

     Proton therapy, a type of external beam radiation therapy, is 

a safe and effective treatment for prostate cancer, according to 

two new studies published in the January issue of the Interna-

tional Journal of Radiation Oncology.Biology.Physics (Red 

Journal), the American Society for Radiation Oncology's 

(ASTRO) official scientific journal.  

     In the first study, researchers at the University of Florida in  
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     Obesity is second only to tobacco use as a risk factor for cancer 

and is associated with increased mortality for all cancers combined 

as well as for cancer of specific sites, including cancer of the colon/

rectum, prostate, breast, and cervix.  

ANALYSIS  
     In cervical cancer screening, increasing weight was consistently 

associated with lower rates of Pap smear use. Studies showed this 

to be most notable in white women, with black women, particularly 

black women of high socioeconomic status showing an absent or 

less strong association.  

     In contrast, prostate cancer screening levels were consistently 

shown to increase with weight. In three of four studies obese men 

were more likely to receive a PSA test for prostate cancer screening 

than their normal weight peers. This unique finding seems to re-

main across race/ethnicity differences.  

     "This could be explained by differences in access and utilization 

of health care; as weight increases so do other comorbid conditions, 

making heavier men higher users of health care and perhaps more 

encouraged to be tested by their health care provider," said Richard 

Wender, MD, professor at Jefferson Medical College of Thomas 

Jefferson University and chair of Family and Community Medicine 

at Thomas Jefferson University Hospital, an author on the study.  

      A review of breast cancer screening research showed no corre-

lation between weight and mammography use in women. In the 

three studies examined that stratified the obesity-screening relation-

ship according to race, one study showed obesity corresponded 

with a decreased use of mammography in white women and in-

creased use in their black counterparts. Two of the three studies 

found a positive association between obesity and mammography 

use in black women, while one study showed no effect.  

      Similarly, higher weight women, according to the team's analy-

sis, were less likely to be screened for colorectal cancer (CRC), 

though the data made no reference to disparities in screening levels 

between races; research showed inconsistencies in the association 

between obesity and CRC screening in men. The studies available 

on CRC screening looked at a variety of testing options, making 

direct comparison difficult. On the whole, research showed that 

endoscopy, not fecal occult blood test (FOBT), was more likely 

influenced by weight status, specifically in women. Researchers 

surmise that this could be related to the fact that endoscopy is more 

invasive and therefore more difficult on obese patients relative to 

other screening tests. 

CONCLUSIONS  
       Cultural differences among men, women, blacks and whites as 

well as socioeconomic factors such as insurance status and access 

to health care, which can be confounded with race/ethnicity and 

gender, may limit or grant access to certain cancer screenings.  

     "We hope to have built a more detailed picture of the relation-

ship between obesity and cancer screening to inform efforts to 

identify and reduce disparities in cancer screening," said Fagan and 

Wender.  

     "Screening behaviors can vary by ethnicity/race and gender, but 

more research is needed to create a comprehensive understanding 

of obesity and cancer screening in race-gender subgroups such as 

white men, white women, black men and black women, accounting 

for the effects of the doctor-patient relationship, access to care and 

type of screening test."  

Ref. URL: http://www.medicalnewstoday.com/

releases/240118.php 

 

Proton Therapy: The Basics 

 
What is radiation therapy? 

 

 Radiation therapy uses high energy x-rays to dam-

age the DNA of cells, thereby killing the cancer cells, or at 

least stopping them from reproducing. Radiation also dam-

ages normal cells, but because normal cells are growing 

more slowly, they are better able to repair this radiation 

damage than are cancer cells. In order to give normal cells 

time to heal and to reduce a patient's side effects, radiation 

treatments are typically given in small daily doses, five 

days a week, over a 5-7 week period. It is estimated that 

more than 50% of cancer patients will receive radiation at 

some point during their treatment. 

 

How is radiation therapy given? 

 

 Radiation therapy is considered to be a "local" ther-

apy, meaning it treats a specific localized area of the body. 

This is in contrast to systemic therapy, such as chemother-

apy, which travels throughout the body. There are two main 

types of radiation therapy: external radiation therapy, where 

a beam of radiation is directed from outside the body, and 

internal radiation therapy, also called brachytherapy or im-

plant therapy, where a source of radioactivity is surgically 

placed inside the body near the tumor. 

 External radiation may also be called x-ray therapy, 

cobalt therapy, proton therapy, or intensity modulated ra-

diation therapy (IMRT). This type of radiation is adminis-

tered using a machine. (Learn more about the steps in-

volved in radiation therapy). Treatment can be given once 

or twice a day, depending on the treatment protocol being 

used. Treatments are given 5 days a week for several 

weeks, depending on the total final dose of radiation that is 

planned. Patients are given a break from treatment on week-

end days to give normal cells some time to heal, thus reduc-

ing side effects. A person receiving external radiation ther-

apy is not radioactive or dangerous to the people around 

him or her. 

 Internal radiation therapy places the source of the 

high-energy rays inside the body, as close as possible to the 

cancer cells. This may be done by implanting 

"seeds" (small pieces of the radioactive substance) or by 

using an implanted reservoir, into which a liquid radioac-

tive substance is injected. This delivers very intense radia-

tion to a small area of the body and limits the dose to  

 

 

http://www.oncolink.org/treatment/article.cfm?c=5&s=27&id=6
http://www.oncolink.org/treatment/article.cfm?c=5&s=27&id=6
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 The depth of the Bragg Peak in tissue is depend-

ent on the energy of the beam; the higher the energy, the 

deeper the Bragg Peak and therefore, the deeper the 

dose. This allows the radiation team to calculate the en-

ergy required to position the dose at the depth of the can-

cer and spare the healthy tissues surrounding it. 

 

 This ability to spare healthy tissue is the main 

difference between x-rays and protons. Research has 

shown that the biologic effect, or the damage to exposed 

tissues, is essentially the same for both therapies. This 

means the therapies will destroy tumor cells in the same 

manner, but protons should result in less toxicity to 

healthy tissues. This picture shows a prostate tumor 

treatment plan with proton therapy, using beams from 2 

angles. The red area being the highest treatment dose 

(around the prostate), followed by yellow, green and 

blue being the lowest dose. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Example of modulator wheel 

 

 The Bragg Peak is just that, a peak, or spike, of 

energy that may only cover a few millimeters of tissue. 

Most tumors would not be confined to this peak, so a 

special wheel, called a modulator, is used to spread out 

the peak to the width of the target. This diagram (p6) 

shows the doses achieved by various radiation methods. 

You can see the protons 

(orange line) depicting the 

Bragg Peak, with the dose 

dropping off after the peak. 

The blue line represents the 

spread out proton beam 

(SOBP). You can see how the 

dose is "molded" around the 

tumor and how the dose drops 

off right after the target, spar-

ing the tissues beyond it. 

 
 

normal tissue. Internal radiation therapy allows the doctor 

to give a higher total dose of radiation in a shorter time than 

is possible with external treatments. The radioactive sub-

stances used (also called the "radiation source") typically 

include radium, cesium, iodine, and phosphorus. Depend-

ing on the substance, the implant may be temporary or per-

manent, although the effect wears off over time in all cases. 

Depending on the type of radiation source, patients with 

radiation implants may need to be isolated from visitors for 

a period of time, so as not to expose others to radioactivity. 

 

What is proton therapy and how is it different? 

 

 Radiation therapy given by a linear accelerator, 

including 3D conformal radiation and IMRT (intensity 

modulated radiation therapy), uses x-rays as the form of 

radiation. X-rays are a form of photon radiation and use 

high-energy rays composed of photons (or "packets of en-

ergy") to disrupt the cancer cells. Particle radiation is an-

other type of radiation, which uses subatomic particles, in-

cluding electrons, neutrons and protons to generate a 

"particle beam" that kills the cancer cells. Proton therapy is 

one type of particle therapy. 

 The main difference between protons and X-rays is 

the physical properties of the proton beam itself. Protons 

are large particles with a positive charge that penetrate mat-

ter (in this case, tissue) to a limited depth, based on the en-

ergy of the beam, and deposit most of their energy at the 

end of the beam. X-rays are electromagnetic waves that 

have no mass or charge and are able to penetrate com-

pletely through tissue while losing some energy along the 

way. In turn, x-rays enter the patient on one side of the 

body and travel straight through, exiting out the other side, 

with the radiation dose gradually decreasing as it travels 

through the tissues. In order to decrease the amount of ra-

diation healthy tissues receive, the beam is given from sev-

eral different angles, allowing the dose to accumulate in the 

intended target, but be far less to surrounding healthy tis-

sues. This colorful picture shows an IMRT treatment plan 

for a prostate tumor, which utilizes 6 beams to get the 

maximum dose (in red) to the prostate, while giving smaller 

doses (green and blue, which is the lowest dose) to sur-

rounding tissues.  
 
The proton beam is able to 

enter the body at a fairly 

low dose of radiation and 

increase in the last 3mm of 

the beam to the dose re-

quired for treatment. In 

addition, the beam then 

stops, resulting in virtually no radiation to the tissue beyond 

the target- or no "exit dose" as it is called. The ability of the 

proton dose to increase at a specified area is called the 

Bragg Peak.  
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The history of proton therapy 

 

 Proton therapy has been used for quite some time. 

Cyclotron facilities that produced proton beams previously 

existed for physics research, but in 1946, Robert Wilson first 

proposed they be used for the treatment of cancer. He recog-

nized the importance of highly localized deposition of en-

ergy as a way of increasing the dose to the tumor, while 

minimizing the dose to normal tissues. Two years later, re-

searchers at the Lawrence Berkeley Laboratory (LBL) con-

ducted extensive studies on protons and confirmed the pre-

dictions made by Wilson. The first treatments on humans 

consisted of radiation to destroy the pituitary gland in pa-

tients with hormone-sensitive metastatic breast cancer. This 

treatment successfully stopped the pituitary from making the 

hormones that stimulated the cancer cells to grow. In the 

1950s, the treatments were effectively duplicated on patients 

at a facility in Uppsala, Sweden. 

 

 This led to the Harvard Cyclotron Facility using 

protons for medical treatments. They began treatment of the 

pituitary gland and developed specialized techniques for 

treating other conditions such as arteriovenous malforma-

tions (AVM). During the 1960s, these facilities worked to 

expand proton treatments to include choroidal melanomas, 

chondrosarcomas, chordomas, and various cancers located 

in the brain. However, this early work was limited due to the 

inability to perform 3-D imaging and the reliance on treat-

ment in facilities primarily dedicated to physics research. 

 

 The development of the CT scanner in the 1970s 

allowed for the treatment of almost any site in the body. The 

subsequent development of MRI, SPECT, and PET scanning 

has further improved the ability to define the target, allow-

ing even further benefits to proton therapy. 

In the 1980s design and construction began on the first dedi-

cated clinical proton facility at Loma Linda University 

Medical Center in California, which has treated over 12,000 

patients with proton therapy. The Proton Therapy Coopera-

tive Group (PTCOG) was also created during the 1980s for 

scientists to exchange ideas on the development of proton 

therapy. This group continues to meet on a regular basis to 

present both clinical and basic science research to the inter-

national proton therapy community. 

  

 Over 55,000 patients have now been treated with 

proton therapy worldwide. There are 5 facilities operating in 

the U.S. with several facilities currently under construction 

or in the planning stages. Many experts argue that without 

clinical trials, the therapy is not proven to be superior to x-

ray therapy. New facilities are making clinical trials a prior-

ity and will help determine which cancers are best treated by 

protons. 

 

 Examples of various different relative doses with respect 

to depth for a variety of photon energies, protons and carbon icons  
The pictures below are an example of using proton therapy to treat 

a pediatric spinal cord tumor. The first image below is a treatment 

plan using x-rays, the second image is using proton therapy and the 

last is a side-to-side comparison, looking through the body from 

head to feet. The colors represent doses of radiation to that tissue, 

with purple being the most and green being the least. 
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Why aren't there more centers? 

 

 There are two issues that limit the development of 

these centers: size and cost. Each facility has a cyclotron to 

produce the beam, which weighs 200 tons. From the cyclo-

tron, the beam passes along a beam line, which can be 100 

yards long. This beam line reaches all the gantries, where 

patients are treated. The gantry itself is 3 stories tall, with 

the patient entering the treatment room on the second floor. 

The facility at the University of Pennsylvania has 4 gan-

tries, one fixed beam room, and a research room, so you 

can begin to imagine the scope and size of such a project. 

Many facilities need to locate the proton center many miles 

away from the main hospital because of the space that is 

required. We are fortunate at Penn that we were able to ac-

quire the space to have the facility on campus. Then there 

is the cost, which can be upwards of a hundred million dol-

lars. This is obviously a limiting factor for facility develop-

ment. Manufacturers have proposed smaller, single room 

facilities that will be less expensive and require less space, 

but these are still in the planning stages. 

  

 So, you can see, proton therapy has been used for 

many years in treating patients. With the development of 

new centers, clinical trials will be critical to determining 

which diseases gain benefit in regards to survival, toxicity 

(both acute and long term) and quality of life. A video was 

produced by IBA, a manufacturer of proton systems and is 

available on the web site. It provides a look at some of the 

technology and opinions from a few of the physicians in-

volved in using this therapy. 

 

Reprinted from www.oncolink.org/treatment/ 

 

Lab Discovers Common Blood Protein Promotes 

Cancer Growth 

 

 Halifax, NS - Researchers at Dalhousie Medi-

cal School have identified a key mechanism of cancer 

metastasis that could lead to blocking tumour growth. 

The discovery was published in the November 1 issue 

of Cancer Research a journal of the American Asso-

ciation for Cancer Research. 

 

 Dr David Waisman and his team discovered  

Newsletter Disclaimer: 

 

All articles appearing in this newsletter, are for information purposes only and not intended to be a substitute for the advice 

of a doctor or healthcare professional or recommendations for any particular treatment plan. It is of utmost importance that 

you rely on the advice of a doctor or a healthcare professional for your specific condition. 

that blood cells called macrophages carry a protein 

called S100A10. Macrophages travel into tumours using 

this protein and facilitate cancer growth. How macro-

phages moved through tissues and into tumours had 

been a mystery until this discovery. 

 

 "We used to think that the only cells that mat-

tered in a tumour were the cancer cells, and that's it, but 

now we are beginning to see that other cells must col-

laborate with cancer cells to drive tumour growth and 

permit an evolution of the cancer cells into metastatic 

cells," said Dr Waisman, professor in the departments 

of Biochemistry & Molecular Biology and Pathology, 

and Canada Research Chair in Cancer Research at Dal-

housie. "This change is what causes poor prognosis and 

ultimately what kills the patient." 

 

 Macrophages chew their way through healthy 

tissues, enter tumours using their S100A10, and then 

combine with cancer cells inside of the tumours. This 

causes tumours to grow and the cancers to spread. 

 

 "We found that the protein, S100A10, acts like a 

pair of scissors on the outside of the macrophages that 

empowers the macrophages with the ability to chew 

their way through tissues and enter the tumour site 

where they release substances that stimulate cancer cell 

growth and metastatic evolution," he added. 

 

 He explained that theoretically, blocking either 

the macrophages or S100A10 chemically could slow, or 

even stop, tumour growth. 

 

 "The next step is to figure out exactly how 

S100A10 functions as a molecular scissor and also to 

identify pharmaceutical agents that can block the action 

of S100A10, thereby preventing the movement of 

macrophages into tumours. By understanding exactly 

how S100A10 works at the molecular level, it may even 

be possible to design agents that block its activity," he 

said. 

This story was originally reported by Allison Gerrard, 

Dalhousie Medical School. 
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IMPORTANT NOTICES: 

 

× The Montreal West Island Prostate Cancer Support Group Inc encourages wives,  

loved ones and friends to attend all meetings. Please ask basic or personal questions 

without fear or embarrassment. You need not give your name or other personal in-

formation. 

× The Montreal West Island Prostate Cancer Support Group Inc does not recommend 

treatment procedures, medications or physicians. All information is, however, freely 

shared. Any errors and omissions in this newsletter are the responsibility of the au-

thors. 

× The Montreal West Island Prostate Cancer Support Group Inc. is a recognized chari-

table Organization. All donations are acknowledged with receipts suitable for income 

tax deductions. Your donations and membership fees (voluntary) are a very impor-

tant source of funds vital to our operations. Together with contributions from several 

pharmaceutical companies these funds pay the cost of printing and mailing our news-

letter, hall rental, phone helpline, equipment, library, etc. 

 

Your support is needed now!  

 

VOLUNTEERS URGENTLY NEEDED! 

YouTube Videos on Prostate Cancer 

  
 Our Publicity and Website Director, Monty Newborn has 

recently added a useful resource on our website, consisting of links 

to YouTube videos posted by experts and others on the subject of 

prostate cancer. Thus if you are searching for information related to 

your particular prostate problems, itôs worth your while to take a 

look at the videos listed. Monty has managed to locate and list fifty

-two of them. In addition, to make it easier to locate information 

pertaining to your own particular issue, he has divided the 

video listings into twelve categories, even though most of 

the videos consider a number of aspects. The categories are as fol-

lows: 

 

 1. LET'S START WITH A LITTLE HUMOR (5) 

 2. BASICS OF PROSTATE CANCER (15) 

 3. DA VINCI ROBOT (3) 

 4. RADIATION THERAPY (4) 

 5. BRACHYTHERAPHY (3) 

 6. CRYOTHERAPY (3) 

 7. HIGH INTENSITY FOCUSED ULTRASOUND (1) 

 8. HORMONE THERAPY/CHEMOTHERAPHY (4) 

 9. RECOVERY FROM SURGERY (8)  

10. KEGEL EXERCISES (1) 

11. PROSTATE CANCER AND DIET (3) 

12. MISCELLANEOUS (2) 

 

Be sure to visit our website and explore this excellent re- 

source, in your quest for knowledge and information. 


