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This month…  
At our September Zoom meeting we welcomed Steven who joined 22 
PHCSG members catching up with their PC progress.  As always we are 
pleased that Carla, specialist PC nurse from the Austin, and Paula from the 
PCFA, were able to join us to give their support and advice.  Finally we must 
acknowledge our appreciation to Mike Waller who has taken over from Max 
Shub as convenor. 

In this month’s newsletter we highlight: 

• World Osteoporosis Day 

• Lifestyle Factors and Chronic Disease 

• Hormone Therapy for PC 

• Early ADT for Recurrent PC Challenged   

• Unexpected aPC weakness can be targeted by drugs 

• Hijacking an Epigenetic Program 

• New PC Research:  Immunotherapy; Gut Microbiome 

• Veyonda New Research on Survival Rates  

We want to ensure that everyone stays physically and mentally as well as 
possible at this difficult time, so please don’t hesitate to contact us if there is 
anything you want to talk through in relation to your treatment or wellbeing. 

Max Shub                0413 777 342 

Mike Waller              0438 616 240  

Michael Meszaros   0407 837 538 

Next PHCSG Meeting – Tues 20 Oct (via Zoom) 
                                                     10am – 12:30pm  
Join Zoom Meeting 
 

PHCSG provides 
information, education 
and support for those 
affected by Prostate 
Cancer. At our meetings 
we are committed to:  

Prostate 
Heidelberg 
Cancer 
Support Group 

§ showing respect to 
members, speakers and 
guests 

§ allowing  members to 
speak without 
interruption 

§ respecting confidentiality 

 

For Education, Information and Support 
Meeting Hall: Ivanhoe Uniting Church 19 Seddon Street, Ivanhoe 

POB 241 Ivanhoe Victoria 3079    

Email: prostateheidelberg@gmail.com 

Website: www.prostateheidelberg.info 

Please note that all face-

to-face meetings have 

been cancelled until 

further notice.  Please 

check your email regularly 

for updates from the 

PHSCG Committee. 

 

 

https://us02web.zoom.us/j/85326699704?pwd=enp4
M1RPN25jSXQxejVQNFYxQUtiZz09 

Meeting ID: 853 2669 9704 

Passcode: 880110 
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WorldOsteoporosisDay  
20 October 

 

As recipients of our newsletter will 
know, Max Shub has decided to 
step back from the role of 
Leader/Convenor of the PHCSG 
that he has held with distinction for 
many years. On behalf of the 
PHCSG Steering Committee and all 
our members, I should like to 
express the Group’s heartfelt thanks 
and appreciation for his huge 
contribution to both our group and 
to furthering understanding of the 
needs of those with prostate 
cancer, and their families, at state 
and national levels.  

Following his diagnosis with 
advanced prostate cancer, Max 
joined Prostate Heidelberg CSG in 
2005. Since then, in addition to his 
pivotal role in PHCSG, Max was the 
chair of the Victorian and 
Tasmanian chapter of the Prostate 
Cancer Foundation of Australia 
(PCFA) for four years and has also 

Thankyou Max 

been a member of a wide range of 
cancer research groups.  In 
recognition of his contributions, Max 
received the PCFA’s Max Gardner 
Award for Distinguished Service for 
2012 and an Order of Australia 
Medal for service to community 
health in the 2019 Australia Day 
Honours List.  

Fortunately for us, Max will remain on 
the PHCSG Steering Committee as a 
source of invaluable personal 
counsel and strategic advice and 
insight into prostate cancer 
treatment and research. Max’s 
untiring optimism and positivity in the 
face of diagnosis with this complex 
and challenging disease is an 
inspiration and object lesson for us 
all. 

Very many thanks and best wishes, 
Max. 

Mike Waller 
Convenor PHCSG 

World Osteoporosis Day, on October 20 each year, marks a year-long campaign dedicated to raising global awareness of 
the prevention, diagnosis and treatment of the disease. 

Osteoporosis is a condition in which bones become weaker, less dense, and more likely to break. Many people –even 
some doctors – think of osteoporosis as a women’s disease, but millions of men develop it too. Men who break bones are 
less likely than women to be treated for bone disease, even though treatment can help prevent broken bones in the future. 
Risk factors for developing osteoporosis include: 

• Being thin or having a small frame. 
• Having a family history of the disease. 
• Using certain medications, such as glucocorticoids. 
• Not getting enough calcium. 
• Not getting enough physical activity. 
• Smoking. 
• Drinking too much alcohol. 

Osteoporosis is a silent disease because it can weaken bones over the years without causing symptoms. For men coping 
with prostate cancer, weak bones may not seem very important. But weak bones can cause problems because they 
break easily, and broken bones often initiate a downward health spiral. But it is never too late to improve your bone 
health: osteoporosis can be treated and prevented. 

The link between prostate cancer and osteoporosis 
Most men diagnosed with prostate cancer are age 65 or older. And, as men get older, their risk for osteoporosis also increases. 

Studies show that men who receive hormone deprivation therapy for prostate cancer have an increased risk of 
developing osteoporosis and broken bones. Hormone deprivation therapy is also called androgen deprivation therapy 
because it deprives cancer cells of the male hormones (called androgens) that the cancer needs to grow. 

Hormones such as testosterone protect against bone loss. So, once these hormones are blocked, bone becomes less 
dense and can break more easily. 

Osteoporosis management strategies 
• Nutrition 
• Exercise 
• Healthy Lifestyle 
• Bone mineral density test 
• Medication 

Osteoporosis management strategies 
• Nutrition 
• Exercise 
• Healthy Lifestyle 
• Bone mineral density test 
• Medication 
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To check your bone density ask your doctor  
to refer you for a DEXA scan - a high  
precision X-ray that measures bone mineral  
density and bone loss, indicating the risk for  
osteoporosis and bone fractures. 
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which has been shown to possibly 
have cancer-fighting properties. 

10. Relax and enjoy life. Studies 
have shown that the stress hormone 
cortisol can interfere with cancer 
cell death. Elevated stress is linked 
to several disorders including 
depression, anxiety, sleep problems, 
weight gain, digestive issues, and 
heart disease. The good news? 
There are effective interventions to 
help reduce stress. These days, with 
so much additional uncertainty and 
hardship caused by COVID-19, 
finding a strategy that works for you 
is all the more important. If you need 
more help, talk to your doctor. 

 

Alzheimer’s because they have 
“good fat,” particularly omega-3 
fatty acids. Omega-3s may also 
benefit people with Type 2 diabetes. 
Watch out for high levels of mercury 
in larger, deep-ocean fish such as 
shark and swordfish. Women who 
are pregnant or nursing, and children 
should be especially careful. 

5. Cook with extra virgin olive oil. 
20 years ago, the dominant dietary 
“prescription” was that all fats were 
bad. Now we know that trans fats (in, 
for example, margarine, microwave 
popcorn, and packaged baked 
goods) are the ones to avoid. For 
EVOO, consider 1-3 tablespoons per 
day, depending on your size. Make 
sure you use the first pressed “extra 
virgin” oil: it contains more 
polyphenols, natural compounds with 
a broad spectrum of potential anti-
oxidant, anti-inflammatory, anti-cancer, 
and other health-promoting effects. 

6. Incorporate cruciferous 
vegetables (like broccoli and 
cauliflower) into many of your weekly 
meals. They contain compounds 
called glucosinolates that have anti-
cancer properties: they promote 
cellular excretion of mutation-causing 
carcinogens, aid with anti-oxidation, 
and arrest cancer cell growth. 

7. Enjoy coffee, if you drink it. A 
recent study of adults in the US found 
that coffee drinking (1 or more cups 
per day) was linked to lower risk of 
death during the study follow-up 
period. We don’t currently think it’s 
the caffeine that provides the health 
benefits, so feel free to enjoy a cup 
of decaf in the afternoon if you like. 

8. Avoid smoking for many reasons. 
Smoking accounts for 19% of cancer 
cases, across multiple cancer types, 
including lung, oral cavity, larynx, 
and esophagus. Smoking causes 
lung disease, type 2 diabetes, heart 
disease and stroke, and triggers 
asthma. If you don’t smoke, but live 
with someone who does, support 
them in quitting. Secondhand 
smoke can damage health, too. 

9. Drink alcohol in moderation. 
Moderate alcohol use has been 
linked to decreased risk heart disease 
and stroke, but with increased risk of 
breast and other cancers, and a 
recent recommendation from a 
federal committee on new US 
dietary guidelines states that men 
should limit drinks to one per day (vs 
the previous limit of two). If you do 
drink, try one glass of red wine per 
day. Red wine contains resveratrol, 

Here’s a list of 10 important 
things you can do to decrease 
your risk of chronic diseases 
like cancer, obesity, heart 
disease, and diabetes. 

1. Adopt an “anti-inflammatory 
diet,” low in red meat, sugar, processed 
foods, and dairy products, and high in 
foods that fight inflammation, like the 
30 shown at the end of this article. 
Chronic inflammation as a general 
“state” in the body—different from the 
temporary swelling around a minor 
cut—has been linked to many 
conditions, such as heart disease, Type 
2 diabetes, cancer, obesity, liver disease, 
and even Alzheimer’s disease. 

2. Eat fewer calories AND exercise 
more to maintain a healthy weight. 
For many people, both of those 
approaches are needed for effective 
weight loss or weight maintenance. 
Excess body weight is linked to 
increased risk of several cancers, 
cardiovascular disease, type 2 
diabetes, sleep apnea, and arthritis. 
Check with your doctor before starting 
a new eating and/or exercise program. 

3. Exercise as often and as 
vigorously as you can, within the 
bounds of safety for your personal 
physical fitness level. While there is 
no magical prescription for longevity 
and good health, exercise comes 
close. Among men with prostate 
cancer, several studies have shown 
that faster-paced walking or vigorous 
exercise significantly reduced the risk 
of prostate cancer recurrence or 
prostate cancer death (respectively), 
compared with less intense or slower-
paced exercise. But as researchers 
continue to study the effects of 
exercise, we’re learning that you don’t 
have to do punishing daily Cross-Fit 
workouts to see benefits. That famous 
10,000 steps-per-day goal has no clear 
scientific basis; in fact, a large study 
of older women showed reduced 
risk of death with as few as 4,400 
daily steps (a little over 3kms), with 
increasing benefit up to 7,500 steps. 

4. Eat more fish—evidence from 
several studies suggest that fish may 
lower the risk of heart disease and 

Top 10 Things 
to Know: 

Lifestyle Factors 
and Chronic 

Disease 

Source: 
https://www.pcf.org/blog/top-10-

things-to-know-lifestyle-factors-and-
chronic-

3 

1. Kale 
2. Brussels sprouts 
3. Broccoli 
4. Avocado 
5. Sweet potato 
6. Blueberries 
7. Apple 
8. Banana 
9. Green peas 
10. Edamame 
11. Lentils 
12. Black beans 
13. Almonds 
14. Pumpkin seeds 
15. Flax seeds 
16. Acorn squash 
17. Okra 
18. Shiitake mushrooms 
19. Popcorn 
20. Eggplant 
21. Cabbage 
22. Tomato 
23. Onion 
24. Garlic 
25. Bean sprouts 
26. Quinoa 
27. Oats 
28. Barley 
29. Tempeh 
30. Pickles 
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When is hormone therapy used? 

Hormone therapy may be used: 

• If the cancer has spread too far to be cured by surgery or radiation, or if you can’t 
have these treatments for some other reason 

• If the cancer remains or comes back after treatment with surgery or radiation 
therapy 

• Along with radiation therapy as the initial treatment, if you are at higher risk of the 
cancer coming back after treatment (based on a high Gleason score, high PSA 
level, and/or growth of the cancer outside the prostate) 

• Before radiation to try to shrink the cancer to make treatment more effective 

Types of hormone therapy 

Several types of hormone therapy can be used to treat prostate cancer. 

Treatment to lower testicular androgen levels 

Androgen deprivation therapy, also called ADT, uses surgery or medicines to lower 
the levels of androgens made in the testicles. 

Orchiectomy (surgical castration) 

Even though this is a type of surgery, its main effect is as a form of hormone therapy. 
In this operation, the surgeon removes the testicles, where most of the androgens 
(testosterone and DHT) are made. This causes most prostate cancers to stop growing 
or shrink for a time. 

This is done as an outpatient procedure. It is probably the least expensive and 
simplest form of hormone therapy. But unlike some of the other treatments, it is 
permanent, and many men have trouble accepting the removal of their testicles. 

Some men having this surgery are concerned about how it will look afterward. If 
wanted, artificial testicles that look much like normal ones can be inserted into the 
scrotum. 

LHRH agonists 

Luteinizing hormone-releasing hormone (LHRH) agonists (also called LHRH analogs or 
GnRH agonists) are drugs that lower the amount of testosterone made by the 
testicles. Treatment with these drugs is sometimes called medical castration because 
they lower androgen levels just as well as orchiectomy. 

Even though LHRH agonists cost more than orchiectomy and require more frequent 
doctor visits, most men choose this method. With these drugs, the testicles stay in 
place, but they will shrink over time, and they may even become too small to feel. 

LHRH agonists are injected or placed as small implants under the skin. Depending on 
the drug used, they are given anywhere from once a month up to once a year. 
The LHRH agonists available in the United States include: 

• Leuprolide (Lupron, Eligard) 

• Goserelin (Zoladex) 

• Triptorelin (Trelstar) 

• Histrelin (Vantas) 

When LHRH agonists are first given, testosterone levels go up briefly before falling to 
very low levels. This effect is called a flare and results from the complex way in which 
these drugs work. Men whose cancer has spread to the bones may have bone pain. 
Men whose prostate gland has not been removed may have trouble urinating. If the 
cancer has spread to the spine, even a short-term increase in tumor growth as a 
result of the flare could press on the spinal cord and cause pain or paralysis. A flare 
can be avoided by giving drugs called anti-androgens (discussed below) for a few 
weeks when starting treatment with LHRH agonists. 

LHRH antagonists 

Degarelix (Firmagon) is an LHRH antagonist. It works like the LHRH agonists, but it 

Hormone 
Therapy for 

Prostate Cancer  
Source: 

cancer.org 
18 December 2019 
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(continued) 

Hormone therapy is also 

called androgen suppression 

therapy. The goal is to 

reduce levels of male 

hormones, called androgens, 

in the body, to stop them 

from fuelling prostate cancer 

cells. 

Androgens stimulate prostate 

cancer cells to grow.  The 

main androgens in the body 

are testosterone and 

dihydrotestosterone (DHT).  

Most androgen is made by 

the testicles, but the adrenal 

glands (glands that sit above 

your kidneys) as well as the 

prostate cancer itself, can 

also make a fair amount.  

Lowering androgen levels or 

stopping them getting into 

prostate cancer cells often 

makes prostate cancers 

shrink or grow slowly for a 

time.  But hormone therapy 

alone does not cure prostate 

cancer. 
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Learn to be your own 
researcher to make 
the best treatment 
decisions, by being 

proactive and an 
advocate for your 

own health 

lowers testosterone levels more quickly 
and doesn’t cause tumor flare like the 
LHRH agonists do. Treatment with this 
drug can also be considered a form of 
medical castration.  

This drug is used to treat advanced 
prostate cancer. It is given as a 
monthly injection under the skin. The 
most common side effect are 
problems at the injection site (pain, 
redness, and swelling). 

Possible side effects: Orchiectomy 
and LHRH agonists and antagonists 
can all cause similar side effects from 
lower levels of hormones such as 
testosterone. These side effects can 
include: 

• Reduced or absent sexual desire 

• Erectile dysfunction (impotence) 

• Shrinkage of testicles and penis 

• Hot flashes, which may get better 
or go away with time 

• Breast tenderness and growth of 
breast tissue (gynecomastia) 

• Osteoporosis (bone thinning), 
which can lead to broken bones 

• Anemia (low red blood cell counts) 

• Decreased mental sharpness 

• Loss of muscle mass 

• Weight gain 

• Fatigue 

• Increased cholesterol levels 

• Depression 

Some research has suggested that the 
risk of high blood pressure, diabetes, 
strokes, heart attacks, and even death 
from heart disease is higher in men 
treated with hormone therapy, 
although not all studies have found 
this. 

Many side effects of hormone therapy 
can be prevented or treated. For 
example: 

• Hot flashes can often be helped by 
treatment with certain 
antidepressants or other drugs. 

• Brief radiation treatment to the 
breasts can help prevent their 
enlargement, but this is not 
effective once breast enlargement 
has occurred. 

• Several drugs can help prevent 
and treat osteoporosis. 

• Depression can be treated with 
antidepressants and/or counseling. 

• Exercise can help reduce many 
side effects, including fatigue, 
weight gain, and the loss of bone 
and muscle mass. 

There is growing concern that 
hormone therapy for prostate cancer 
may lead to problems thinking, 
concentrating, and/or with memory, 
but this has not been studied 

liver blood tests, nausea, vomiting, 
gynecomastia (enlargement of breast 
tissue in men) and a skin rash. 

Drugs that stop androgens from 
working 

Anti-androgens 

For most prostate cancer cells to 
grow, androgens have to attach to a 
protein in the prostate cancer cell 
called an androgen receptor. Anti-
androgens are drugs that also 
connect to these receptors, keeping 
the androgens from causing tumor 
growth. Anti-androgens are also 
sometimes called androgen receptor 
antagonists. 

Drugs of this type include: 

• Flutamide (Eulexin) 

• Bicalutamide (Casodex) 

• Nilutamide (Nilandron) 

They are taken daily as pills. 

In the United States, anti-androgens 
are not often used by themselves: 

• An anti-androgen may be added 
to treatment if orchiectomy or an 
LHRH agonist or antagonist is no 
longer working by itself. 

• An anti-androgen is also sometimes 
given for a few weeks when an 
LHRH agonist is first started to 
prevent a tumor flare. 

• An anti-androgen can also be 
combined with orchiectomy or an 
LHRH agonist as first-line hormone 
therapy. This is called combined 
androgen blockade (CAB). There is 
still some debate as to whether  
CAB is more effective in this setting 
than using orchiectomy or an LHRH 
agonist alone. If there is a benefit, it 
appears to be small. 

• In some men, if an anti-androgen is 
no longer working, simply stopping 
the anti-androgen can cause the 
cancer to stop growing for a short 
time. This is called the anti-
androgen withdrawal effect, 
although they are not sure why it 
happens. 

Possible side effects: Anti-androgens 
have similar side effects to LHRH 
agonists, LHRH antagonists and 
orchiectomy but may have fewer 
sexual side effects. When these drugs 
are used alone, sexual desire and 
erections can often be maintained. 
When these drugs are given to men 
already being treated with LHRH 
agonists, diarrhea is the major side 
effect. Nausea, liver problems, and 
tiredness can also occur. 

Newer anti-androgens 

Enzalutamide (Xtandi), apalutamide 
(Erleada) and darolutamide (Nubeqa) 

thoroughly. Still, hormone therapy 
does seem to lead to memory 
problems in some men. These 
problems are rarely severe, and most 
often affect only some types of 
memory. More studies are being done 
to look at this issue. 

Treatment to lower androgen levels 
from the adrenal glands 

LHRH agonists and antagonists can 
stop the testicles from making 
androgens, but cells in other parts of 
the body, such as the adrenal glands, 
and prostate cancer cells themselves, 
can still make male hormones, which 
can fuel cancer growth. Drugs are 
available that block the formation of 
androgens made by these cells. 

Abiraterone (Zytiga) blocks an enzyme 
(protein) called CYP17, which helps 
stop these cells from making 
androgens. 

Abiraterone can be used in men with 
advanced prostate cancer that is 
either: 

• High risk (cancer with a high 
Gleason score, spread to several 
spots in the bones, or spread to 
other organs)  

• Castrate-resistant (cancer that is 
still growing despite low 
testosterone levels from an LHRH 
agonist, LHRH antagonist, or 
orchiectomy) 

This drug is taken as pills every day. It 
doesn’t stop the testicles from making 
testosterone, so men who haven’t had 
an orchiectomy need to continue 
treatment with an LHRH agonist or 
antagonist. Because abiraterone also 
lowers the level of some other 
hormones in the body, prednisone (a 
corticosteroid drug) needs to be 
taken during treatment as well to 
avoid certain side effects. 

Ketoconazole (Nizoral), first used for 
treating fungal infections, also blocks 
production of androgens made in the 
adrenal glands, much like 
abiraterone. It's most often used to 
treat men just diagnosed with 
advanced prostate cancer who have 
a lot of cancer in the body, as it offers 
a quick way to lower testosterone 
levels. It can also be tried if other forms 
of hormone therapy are no longer 
working. 

Ketoconazole also can block the 
production of cortisol, an important 
steroid hormone in the body, so men 
treated with this drug often need to 
take a corticosteroid (such as 
prednisone or hydrocortisone). 

Possible side effects: Abiraterone can 
cause joint or muscle pain, high blood 
pressure, fluid buildup in the body, hot 
flashes, upset stomach, and diarrhea. 
Ketoconazole can cause elevated (continued) 
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are newer types of anti-androgens. 

• All of these drugs can be helpful in 
men with cancer that has not 
spread but is no longer responding 
to other forms of hormone therapy 
(known as non-metastatic 
castrate-resistant prostate cancer 
(CRPC), described below). 

• Enzalutamide can also be used for 
metastatic prostate cancer  
(cancer that has spread), whether 
it is castrate-resistant or castrate-
sensitive (still responding to other 
forms of hormone therapy). 

• Apalutamide can also be used for 
metastatic castrate-sensitive 
prostate cancer. 

These drugs are taken as pills each 
day. 

Side effects can include diarrhea 
fatigue, rash, and worsening of hot 
flashes. These drugs can also cause 
some nervous system side effects, 
including dizziness and, rarely, seizures. 
Men taking one of these drugs 
are more likely to fall, which may lead 
to injuries. Some men also had heart 
problems related to these newer types 
of anti-androgens. 

Other androgen-suppressing drugs 

Estrogens (female hormones) were 
once the main alternative to 
removing the testicles (orchiectomy) 
for men with advanced prostate 
cancer. Because of their possible side 
effects (including blood clots and 

breast enlargement), estrogens have 
been replaced by other types of 
hormone therapy. Still, estrogens may 
be tried if other hormone treatments 
are no longer working. 

Current issues in hormone therapy 

There are many issues around 
hormone therapy that not all doctors 
agree on, such as the best time to 
start and stop it and the best way to 
give it. Studies are now looking at 
these issues. A few of them are 
discussed here. 

Treating early-stage cancer 

Some doctors have used hormone 
therapy instead of observation or 
active surveillance in men with early-
stage prostate cancer who do not 
want surgery or radiation. Studies have 
not found that these men live any 
longer than those who don’t get any 
treatment until the cancer progresses 
or symptoms develop. Because of this, 
hormone treatment is not usually 
advised for early-stage prostate 
cancer. 

Early versus delayed treatment 

For men who need (or will eventually 
need) hormone therapy, such as men 
whose PSA levels are rising after 
surgery or radiation or men with 
advanced prostate cancer who don’t 
yet have symptoms, it’s not always 
clear when it is best to start hormone 
treatment. Some doctors think that 
hormone therapy works better if it’s 
started as soon as possible, even if a 
man feels well and is not having any 
symptoms. Some studies have shown 
that hormone treatment may slow the 
disease down and perhaps even help 
men live longer. 

But not all doctors agree with this 
approach. Some are waiting for more 
evidence of benefit. They feel that 
because of the side effects of 
hormone therapy and the chance 
that the cancer could become 
resistant to therapy sooner, treatment 
shouldn’t be started until a man has 
symptoms from the cancer. This issue is 
being studied. 

Intermittent versus continuous 
hormone therapy 

Most prostate cancers treated with 
hormone therapy become resistant to 
this treatment over a period of months 
or years. Some doctors believe that 
constant androgen suppression might 
not be needed, so they advise 
intermittent (on-again, off-again) 
treatment. The hope is that giving men 
a break from androgen suppression will 
also give them a break from side 
effects like decreased energy, sexual 
problems, and hot flashes. 

In one form of intermittent hormone 
therapy, treatment is stopped once 

the PSA drops to a very low level. If the 
PSA level begins to rise, the drugs are 
started again. Another form of 
intermittent therapy uses hormone 
therapy for fixed periods of time – for 
example, 6 months on followed by 6 
months off. 

At this time, it isn’t clear how this 
approach compares to continuous 
hormone therapy. Some studies have 
found that continuous therapy might 
help men live longer, but other 
studies have not found such a 
difference. 

Combined androgen blockade (CAB) 

Some doctors treat patients with both 
androgen deprivation (orchiectomy or 
an LHRH agonist or antagonist) plus an 
anti-androgen. Some studies have 
suggested this may be more helpful 
than androgen deprivation alone, but 
others have not. Most doctors are not 
convinced there’s enough evidence 
that this combined therapy is better 
than starting with one drug alone 
when treating prostate cancer that 
has spread to other parts of the body. 

Triple androgen blockade (TAB) 

Some doctors have suggested taking 
combined therapy one step further, by 
adding a drug called a 5-alpha 
reductase inhibitor – either finasteride 
(Proscar) or dutasteride (Avodart) – to 
the combined androgen blockade. 
There is very little evidence to support 
the use of this triple androgen 
blockade at this time. 

Castrate-sensitive, castrate-resistant, 
and hormone-refractory prostate 
cancer 

These terms are sometimes used to 
describe how well a man's prostate 
cancer is responding to hormone 
therapy. 

• Castrate-sensitive prostate cancer 
(CSPC) means the cancer is being 
controlled by keeping the 
testosterone level as low as what 
would be expected if the testicles 
were removed (called the castrate 
level). Levels can be kept this low 
with an orchiectomy, or by taking 
an LHRH agonist or an LHRH 
antagonist. 

• Castrate-resistant prostate cancer 
(CRPC) means the cancer is still 
growing even when the 
testosterone levels are at or below 
the castrate level. Some of these 
cancers might still be helped by 
other forms of hormone therapy, 
such as abiraterone or one of the 
newer anti-androgens. 

• Hormone-refractory prostate 
cancer (HRPC) refers to prostate 
cancer that is no longer helped by 
any type of hormone therapy, 
including the newer medicines. 
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Early ADT for Recurrent 
Prostate Cancer Challenged 

with novel anti-androgens,” Dr 
Handy Marshall said. “We were 
interested in this because those trials, 
and the non-metastatic castration-
resistant state, result from the non-
validated initial implementation of 
ADT for biochemically recurrent 
prostate cancer.” 

Kevin Courtney, MD, PhD, Associate 
Professor of Internal Medicine in the 
Division of Hematology/Oncology 
and Co-Leader of the Genitourinary 
Oncology Disease Oriented Team at 
the University of Texas Southwestern 
Medical Center in Dallas, said 81% of 
the men in this study had low- or 
intermediate-risk disease, which may 
need to be taken into account in 
future analyses. Various studies have 
looked at whether ADT should be 
started in patients with biochemical 
recurrence in the absence of tumor. 
“This [study] shows you can safely 
delay ADT in men with biochemical 
recurrence after prostatectomy. That 
is consistent with what has been 
found in previous work. However, 
there are challenges in extrapolating 
these findings to patients with non-
metastatic castration-resistant 
prostate cancer (M0 CRPC). Further 
work is needed to validate 
metastasis-free survival as an end 
point for those patients.” 

Paul Mathew, MD, a genitourinary 
oncologist at Tufts Medical Center in 
Boston, said the findings of Dr Handy 
Marshall’s group are relevant, but he 
is concerned that the men in the 
study may not be biologically 
comparable to the men who 
participated in the trials of novel 
antiandrogens. “It is difficult to know 
if these populations are equivalent,” 
Dr Mathew said. “There is probably a 
subgroup of patients with BCR for 
whom early implementation of ADT 
would impact overall survival 
favorably, but this is likely to be a 
small fraction of the overall 
population for which we do not 
have reliable tools for definition.” 

Clinicians already are concerned 
about using the novel antiandrogens 

Men with biochemically recurrent 
non-metastatic prostate cancer 
following radical prostatectomy 
have long survival times from the 
time of surgery without hormonal 
treatment, a study found. 

Findings from a recent study may 
challenge the early use of androgen 
deprivation therapy (ADT) for men 
who experience biochemical 
recurrence of prostate cancer 
following radical prostatectomy (RP). 

“We found that the median overall 
survival and metastasis-free survival 
from time of diagnosis of prostate 
cancer is quite long in men with 
biochemically recurrent prostate 
cancer and is comparable to the 
overall survival estimated in 
contemporary clinical trials,” lead 
investigator Catherine Handy 
Marshall, MD, of Johns Hopkins 
University School of Medicine in 
Baltimore, told Renal & Urology 
News. “Early ADT, at time of 
biochemical relapse, does not 
clearly prolong overall survival or 
improve quality of life, and when to 
start this therapy is still a matter of 
debate.” 

Dr Handy Marshall’s team 
retrospectively studied 2930 men 
with a median age of 61 years and 
median follow-up of 10 years. 
Metastasis developed in 595 men 
(20%), and all of them received ADT. 
As measured from the time of RP, 
median metastasis-free survival 
(MFS) for the entire study population 
was not reached, she and her 
colleagues reported in a poster 
presentation at the European 
Society for Medical Oncology 2019 
Congress in Barcelona. In the 
metastasis-only group, median MFS 
was 6 years. Median overall survival 
for the study population as a whole 
was 21 years. 

“We did this retrospective analysis 
because 3 recent clinical trials 
[PROSPER, SPARTAN, and ARAMIS] 
showed improvement in MFS for men 
with non-metastatic castration 
resistant prostate cancer treated 

7 October 2020 

Source: 
https://www.renalandurologyn
ews.com/home/news/urology

/prostate-cancer/early-adt-
for-recurrent-prostate-cancer-

challenged/ 
25 October 2019 

 
because they are extremely 
expensive and can adversely 
impact quality of life with adverse 
effects such as chronic fatigue. 
“Another criticism is that there is no 
overall survival advantage 
documented, although this may 
materialize with more mature follow-
up,” Dr Mathew said. “If I had 
started a patient on ADT for BCR, 
and their PSA was rising rapidly, I 
would use a first-generation 
antiandrogen such as bicalutamide 
first because it is cheap and has few 
side-effects.” 

“It is going to take better head-to-
head trials looking at deferred ADT 
and defining the true benefits of 
these novel agents and at what 
stage they should be implemented 
in terms of overall survival,” said 
Soroush Rais-Bahrami, MD, Associate 
Professor of Urology and Radiology 
at the University of Alabama at 
Birmingham and Co-Director of the 
UAB Program for Personalized 
Prostate Cancer Care. Advances in 
targeted imaging techniques, such 
as prostate-specific positron emission 
tomography tracers, that pinpoint 
tumor sites also could help clinicians 
decide when to begin ADT, he said. 

Amar U. Kishan, MD, Assistant 
Professor in the Department of 
Radiation Oncology at the University 
of California, Los Angeles, said an 
important finding from the new study 
is that many men who have BCR 
after RP and are managed 
expectantly until developing 
metastases still have excellent 
overall survival outcomes, suggesting 
that a large proportion of men may 
be “overtreated” if they are started 
on hormonal therapy. 

“I think the guidelines as they 
currently are, which do not mandate 
ADT, but rather allow either ADT or 
observation depending the clinical 
circumstance and patient 
preference, are reasonable, though 
this work certainly underscores that 
most men may not need ADT,” Dr 
Kishan said. 

Reference 

Handy Marshall C, Chen Y, 
Cullen J, et al. Overall survival 
(OS) and metastasis free survival 
(MFS) in men with biochemically 
relapsed (BCR) prostate cancer 
after radical prostatectomy (RP) 
managed with deferred 
androgen deprivation therapy 
(ADT): A combined Johns 
Hopkins and CPDR study. 
Presented at the European 
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PLEASE NOTE:           
 Treatments may vary in 

Australia. Please ensure you 
discuss your diagnosis and 

treatment options with your 
consulting specialist 

Advanced prostate cancer has 
an unexpected weakness that 

can be targeted by drugs 

Researchers reported that the SUCLA2 
gene is frequently involved in the 
deletion of the tumour suppressor 
gene RB1 in advanced prostate 
cancer. RB1 deletion makes cells 
resistant to hormone therapy but 
SUCLA2 deletion induces a metabolic 
weakness. The study showed that 
thymoquinone selectively killed 
SUCLA2-deficient prostate cancer 
cells in vitro and in vivo. The findings 
highlight a vulnerability of advanced 
prostate cancer cells that can be 
targeted by drugs. 

The compound thymoquinone (TQ) 
selectively kills prostate cancer cells 
at advanced stages, according to a 
new study published in Oncogene. 
Led by researchers at Kanazawa 
University, the study reports that 
prostate cancer cells with a deletion 
of the SUCLA2 gene can be 
therapeutically targeted. SUCLA2-
deficient prostate cancers represent 
a significant fraction of those resistant 
to hormone therapy or metastatic, 
and a new therapeutic option for 
this disease would have immense 
benefits for patients. 

Hormone therapy is often chosen for 
the treatment of metastatic prostate 
cancer but nearly half of patients 
develop resistance to the treatment 
in as little as 2 years. A mutation in 
RB1, a tumour suppressor gene that 
keeps cell growth under control, has 
been pegged as a particularly strong 
driver of treatment resistance and 
predicts poor outcome in patients. 

"Mutations in tumour suppressor genes 
are enough to induce initiation and 
malignant progression of prostate 
cancer, but so far we haven't been 
able to directly target these mutations 
with drugs to treat prostate cancer," 

Source: 
Kanazawa University 

07 October 2020 
DOI: 10.1038/s41388-020-1381-6 

says the lead author Susumu Kohno. 
"We wanted to find a genetic 
aberration associated with that of a 
tumour suppressor gene which we 
could target therapeutically." 

In the genome, SUCLA2 neighbours 
RB1. An analysis of prostate cancer 
cells showed that cells with a RB1 
deletion were also missing SUCLA2, 
pairing up the SUCLA2 deletion with 
the RB1 deletion present in advanced 
stage prostate cancer. Kohno and 
colleagues analyzed prostate cancer 
tissue and found that 11% of cases 
were missing both SUCLA2 and RB1. 

The researchers screened compounds 
to identify drugs that would selectively 
kill cells with a SUCLA2 deletion. Out 
of around 2,000 compounds, TQ 
emerged as a hit compound. TQ 
already has known anti-cancer effects 
and was shown to be safe in a phase I 
clinical trial. Kohno and colleagues 
applied the TQ treatment to a mouse 
model of SUCLA2-deficient prostate 
cancer and TQ selectively suppressed 
tumour growth. 

"These findings show that TQ treatment 
could be an effective therapy for 
treating prostate cancer cells that 
harbour SUCLA2 deficiency" says the 
senior author Chiaki Takahashi. 

In a search of genetic databases from 
patients with prostate cancer, the 
researchers found that the frequency 
of SUCLA2 loss was almost perfectly 
aligned with RB1 loss at every disease 
stage -- meaning the SUCLA2 deletion 
could identify people with prostate 
cancer needing advanced therapy. 

Finding this drug-targetable 
vulnerability opens a crack in the 
barrier of treatment resistance for 
prostate cancer. More work needs 
to be done to improve efficacy of TQ 
and identify patients that would 
benefit from this type of treatment, 
but the compound provides a 
promising route for new treatment 
options for advanced prostate cancer. 

Study title 
  Improving the mental health of 
cancer survivors with an online 
mindfulness program: a partnership 
model to impact on cancer care. 
Lead investigator 
  Professor Trish Livingston, Deakin 
University, Burwood, Victoria 

Summary of project 
   After having cancer treatment, it is 
common to feel anxious or scared that 
the cancer will come back.  
  Mindfulness practice can help people 
learn to manage their fears and 
worries. 
   We have developed an online 
mindfulness program (MindOnLine) and 
would like to test if it can help people 
with prostate, breast or colorectal 
cancer. 
   During this project you may be 
randomized to the intervention group 
where you will receive access to the 9-
week MindOnLine program. Or, you 
may be randomized to the control 
group where you will receive your usual 
care from your healthcare service 
provider. 
   We will ask you to complete surveys 
at the beginning of the study, around 9 
weeks later and again 6 months later. 
   People in the control group will be 
able to access MindOnLine after they 
complete the last survey. 
   Ethics approval has been granted by 
the Peter MacCallum Cancer Centre 
Human Research Ethics Committee 
and the Deakin University Human 
Research Ethics Committee. 
Who is this study for? 
   You may be eligible for this study if you: 
• are over 18 years old, can speak 

and write in English and have 
access to the internet 

• have finished cancer treatment in 
the last five years, OR 

• are on hormone therapy after 
finishing cancer treatment, OR 

• are on Active Surveillance 
For more information or to take part in 
this study please contact: 
Name: Dr Natalie Heynsbergh 
Tel: (03) 9246 8225 
Mobile: 0419 263 117 
Email: n.heynsbergh@deakin.edu.au 

Researchers identified that 
SUCLA2-deficient prostate 
cancer cells can be 
selectively treated with 
thymoquinone 
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Prostate Cancer Metastasizes by 
Hijacking a Developmental 

Epigenetic Program 

Through comparisons with a large 
number of epigenomes of normal 
fetal and adult human tissue, Dr 
Pomerantz and his colleagues found 
that the epigenetic program 
activated in metastatic tissue was 
most similar to that activated in a 
cell line from the human urogenital 
sinus, the fetal structure that creates 
the prostate, and fetal tissue 
developmentally most related to the 
prostate. The findings suggest that 
localized prostate cancer 
metastasizes not by inventing a new 
mechanism, but by tapping into a 
developmental program used by its 
embryonic ancestors that allow it to 
migrate through the body and 
invade foreign tissue. 

“It makes sense that the cancer cell 
will reach for that low-hanging fruit. 
Because just like an embryo, a 
cancer needs to have cells that . . . 
are able to travel and take up 
residence somewhere else,” Dr 
Pomerantz said. 

Comparisons with breast cancer 
tissue suggested that this specific 
mechanism might be unique to 
prostate cancer, but Dr Pomerantz 
said he suspects that other cancers 
could also be exploiting latent 
developmental programs. In addition, 
he and his colleagues also found 
that the sequences encoding the 
prostate-specific regulatory elements 

harboured genetic variants associated 
with prostate cancer risk. 

Further analyses suggested that the 
epigenetic machinery used in fetal 
development doesn’t entirely 
disappear, but that “traces” of this 
program remain long into adulthood, 
as evidenced by other transcription 
factors, FOXA1 and HOXB13, that 
linger around embryonic regulatory 
regions — as if they’re “poised” to 
reactivate latent developmental 
programs, Dr Pomerantz said. 

“I think it’s an excellent approach 
to understanding . . . where do 
these [epigenetic] changes come 
from,” said Dr Quigley of the study. 
“It’s really consistent with the long-
known relevance of developmental 
pathways in cancer.” 

In a second study published on July 
13, 2020, Dr Quigley and his 
colleagues focused on a specific 
kind of epigenetic alteration to DNA 
— methylation, which regulates 
gene expression by modifying the 
accessibility of DNA to transcription 
factors.2 They reported distinct 
differences in methylation between 
metastatic prostate cancer tissue, 
primary prostate cancer tissue, and 
benign human tissue. 

Interestingly, they observed a 
distinct epigenomic-based subtype 
in 22% of 100 examined mCRPC 

samples. This was associated with 
hypermethylation as well as somatic 
mutations in genes such as TET1, 
DNMT3B, BRAF, and IDH1, which are 
key components of the methylation 
machinery. “[These genes] are 
associated with these global increases 
in methylation in the tumors in which 
they are mutated,” Dr Quigley said. 

Dr Quigley said he expects such 
observations to spur the next cycle 
of functional studies that model 
such epigenetic changes in 
laboratory models and experimentally 
decipher what these epigenetic 
changes mean and how they alter 
prostate cancer cell function. 
Further down the road, that could 
pave the way for developing 
biomarkers based on epigenetic 
changes, or even novel therapies 
that tinker with the epigenetic 
machinery. 

“As we explore the critical 
regulatory regions driving prostate 
cancer progression, we can begin 
to figure out which factors make 
these regulatory elements work, and 
which factors can be targeted and 
taken away to short-circuit these 
new regulatory programs,” Dr 
Pomerantz said. The ultimate 
question is, “can we rewire the 
epigenome and re-differentiate 
these cells to turn them back into 
the normal, benign tissue?” 
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New Prostate 
Cancer Research 

An antibody for treating advanced 
prostate cancer improves progression-
free survival in patients with 
metastasised, castration-resistant 
prostate cancer. 

This is the finding of the long-term 
analyses of an international phase 3 
clinical trial, recently published 
in European Urology. 

The study showed that overall survival 
was 2 – 3 times higher than in the 
placebo arm. 

Ipilimumab is a humanised 
monoclonal IgG1 antibody that is 
active against CTLA-4. CTLA-4 is a 
molecule that controls part of the 
immune system by down-regulating it. 

“Cancer cells can evade the 
endogenous defence of the immune 
system by deactivating it. 

An antibody that targets CTLA-4, a so-
called checkpoint inhibitor (CPI), can 
block this deactivation, thereby 
reactivating the immune system once 
again. 

This reactivated immune response can 
then help the body to destroy cancer 
cells,” explains oncologist Michael 
Krainer from the Department of 
Medicine at MedUni Vienna/Vienna 
General Hospital and from the 
Comprehensive Cancer Center (CCC). 

The internationally renowned 
“Urological Tumours” working group 
from the division led by Krainer was 
invited to participate in the first global 
clinical phase 3 trial of a CPI in prostate 
cancer CA184-043, the long-term 
results of which have now been 
published in European Urology, the 
world’s most influential urology journal. 

The recent trial included a total of 799 
men. 

It was conducted globally: in the USA, 
Canada, South America, Australia and 
European countries. 

Patients were randomised in a 1:1 ratio 
to receive bone metastasis radiotherapy 
(a single 8 Gy fraction) followed by either 
ipilimumab 10 mg/kg or a  placebo every 
three weeks via up to four injections. 

Although in the first planned analysis, 

the survival advantage in the treated 
group was present it was not significant, 
whereas the recent analysis shows that 
long-term survival after 3, 4 and 5 years 
is two – three times higher in the 
immunotherapy arm as opposed to 
the placebo arm. 

Ipilimumab is already licensed by the 
European Medicines Agency to treat 
melanoma, lung cancer and bladder 
cancer. 

However, there is still a lack of reliable 
data for approval to treat prostate 
cancer, since the first planned analysis 
did not show any significant survival 
advantage. 

In the light of the new long-term results, 
Krainer says: “Immunotherapy is highly 
promising and can be used, for example, 
when chemotherapy options have 
been exhausted or are undesirable. 

It can also be expedient to start it at an 
early stage, since any treatment is more 
effective if there is little cancer present 
and the patient is in good general health. 

We are the first group in Austria to gain 
such valuable experience and we are 
now attempting to incorporate 
immunotherapy into the treatment in 
the context of international clinical trials.” 

The working group will soon start on 
two study protocols using 
immunotherapy before a 
chemotherapy that is currently the 
standard treatment for patients with 
castration-resistant prostate cancer. 

“Research is beginning to uncover the 
ways in which the human microbiome 
influences cancer development, 
progression and treatment,” explains 
Brendan Daisley, a PhD candidate at 
Western’s Schulich School of Medicine 
& Dentistry who is conducting research 
at Lawson. “Our study highlights a key 
interaction between a cancer drug 
and the gut microbiome that results in 
beneficial organisms with anti-cancer 
properties.” 

Traditional prostate cancer therapies 
are designed to deprive the body of 
hormones called androgens, which 
are responsible for prostate cancer 
growth. 

“Unfortunately, traditional androgen 
deprivation therapies are not always 
effective,” explains Dr. Joseph Chin, 
Lawson Associate Scientist, Professor at 
Schulich Medicine & Dentistry and 
Urologist at London Health Sciences 
Centre (LHSC). “In those cases, 
alternative therapies are explored.” 

Abiraterone acetate is a highly 
effective therapy used in the 
treatment of prostate cancer that has 
been resistant to other treatments. 

While abiraterone acetate also works 
to reduce androgens in the body, it 
does so through a different 
mechanism and, unlike traditional 
therapies, it is taken orally. 

“When drugs are taken orally, they 
make their way through the intestinal 
tract where they come into contact 
with billions of microorganisms,” says 
Dr. Jeremy Burton, Lawson Scientist, 
Associate Professor at Schulich 
Medicine & Dentistry and lead 
researcher on the study. 

“While it’s long been a mystery why 
abiraterone acetate is so effective, 
our team wondered if the gut 
microbiome plays a role.” 

The team’s study included 68 prostate 
cancer patients from LHSC, including 
those being treated with abiraterone 
acetate and those being treated with 
traditional androgen deprivation 
therapies. They discovered that patients’ 
gut microbiomes changed drastically 
after taking abiraterone acetate. 

Bacteria in the gut metabolised the 
drug leading to a significant increase 
in a bacterium called Akkermansia 
muciniphila. 

Referred to as a ‘next-generation 
probiotic,’ this bacterium’s relevance 
has recently been explored in several 
large cancer studies. 

It’s been shown to facilitate a better 
response to cancer immunotherapy 
drugs and it can elicit a wide range of 
other positive health benefits as well. 

“This could lead to a new frontier in 
personalised medicine.” says Dr Burton. 

Immunotherapy 
offers hope 
Oncologynews.com.au 

2 October 2020 

Eurpopean Urology 2020 

DOI: 10.1016/j.euroro.2020.07.032 

Gut microbiome 
may influence 
how cancer 
patients respond 
to oral therapies 
Oncologynews.com.au 

2 October 2020 

A new study from Lawson Health 
Research Institute and Western 
University illustrates how the gut 
microbiome interacts with an oral 
medication in prostate cancer 
patients, suggesting bacteria in the 
gut play a role in treatment outcomes. 

The findings, published in Nature 
Communications, highlight how the 
drug abiraterone acetate is 
metabolised by bacteria in the gut to 
reduce harmful organisms while 
promoting those that fight cancer. 

The team suspects this is one of many 
examples of how the microbiome 
influences our response to medications. 
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Clinical Overview 

The primary objective of our clinical 
development program is to establish 
Veyonda® as an essential adjunct to 
radiotherapy in the treatment of 
prostate cancer, 

Two separate prostate cancer 
programs are currently underway: 

• DARRT program 
• LuPIN program. 

Veyonda® and the DARRT program 

DARRT stands for Direct and Abscopal 
Response to RadioTherapy. 

A DIRECT response refers to the 
effect of radiotherapy on the 
tumours being exposed to radiation. 
An ABSCOPAL response refers to the 
effect of radiotherapy on the tumours 
outside of the field of radiation. 

The typical patient is one with late-
stage cancer who has run out of 
conventional treatment options and 
is presenting for palliative radiotherapy. 
In this situation, 1 or 2 tumours might 
be causing symptoms (pain or pressure 
on vital organs such as the spinal cord) 
and the radiotherapy is being used 
to shrink those tumours to provide 
temporary, symptomatic relief. 

We are exploring two key hypotheses: 

1. that Veyonda®will lead to a 
better DIRECT response to 
radiotherapy by holding cancer 
cells in a state in which they are 
more vulnerable to damage by 
radiation (G2M stage of cell 
division )and then by blocking 
the cancer cell’s ability to repair 
this damage. 

2. that Veyonda®will lead to tumour 
responses outside of the field of 
radiation –  potentially 
ABSCOPAL 

FAQs about Veyonda® and DARRT  

1. What cancers are suitable for 
this approach? 
Veyonda® targets proteins that 
to date have been identified on 
all forms of cancer. We are 

to the peptide, PSMA-617. The 
peptide is the delivery vehicle and 
the 177-lutetium is the payload. The 
PSMA-617 seeks out the protein, PSMA, 
which is found mainly on prostate 
cells (cancerous and non-cancerous), 
but also salivary glands, kidneys and 
stomach cells. Once attached to 
the prostate cancer cells, the 177-
lutetium emits radiation from a 
location close to the nucleus, such 
that damage to the cancer cell is 
achieved with little or no damage to 
surrounding healthy tissues. 

Lu-PSMA-617 is injected intravenously 
on 6 occasions, 6 weeks apart (= 
total 36 week treatment course). The 
rationale for using Veyonda® in 
conjunction with Lu-PSMA-617 is to 
hold cancer cells in a state in which 
they are more vulnerable to 
damage by radiation and then to 
blocking the cancer cell’s ability to 
repair this damage. 

Lu-PSMA-617 therapy is an 
experimental therapy for late-stage, 
metastatic, castrate-resistant 
prostate cancer that is attracting 
considerable attention globally. 

FAQs about Veyonda® and LuPIN  

1. How is this approach being 
tested? 
Veyonda® and Lu-PSMA-617 
currently are being tested in a 
Phase 1b investigator-initiated 
study in Australia. It is a dose-
finding study using both 400mg 
and 800 mg Veyonda® dosages. 

2. What does the program entail? 
A treatment cycle is 
Veyonda® daily for 10 days 
starting 1 day prior to receiving 
an intravenous injection of Lu-
PSMA-617. Each patient 
receives 6 treatment cycles. 

3. What end-points are being 
looked at? 
The two key end-points are safety 
and clinical response being 
monitored on the basis of PSA 
levels, radiographic changes 
and other measures such as 
quality of life, at 3, 6 and 12 months. 

A Study of Apalutamide in 
Participants With High-Risk, 
Localized or Locally 
Advanced Prostate Cancer 
Who Are Candidates for 
Radical Prostatectomy | 
PROTEUS 

Status:Recruiting | Trial 
ID:NCT03767244 

Learn to be your 
own researcher to 

make the best 
treatment decisions, 
by being proactive 

and an advocate for 
your own health 

focusing our initial clinical studies 
on prostate cancer, lung cancer 
and sarcomas, but we expect 
eventually to see the DARRT 
approach being used across a 
broad range of cancers. 

2. What does the DARRT program 
entail ? 
Veyonda® is given twice daily for 
14 days. Sequential (prior-to 
radiotherapy) and concurrent 
(overlapping with radiotherapy) 
strategies are being explored. In 
both instances, Veyonda® 
therapy begins prior to 
radiotherapy to maximise the 
number of cancer cells being 
blocked in their G2M stage of cell 
division. Palliative, low-dose 
radiotherapy (25 Gy of either 
external beam radiotherapy or 
stereotactic body radiotherapy) 
is then given to a single tumour 
over 5 days. Giving subsequent 
cycles of Veyonda® may also be 
feasible and is being actively 
considered for applicable future 
studies. 

3. Safety profile 
Veyonda® targets proteins 
generally not found in healthy 
cells and no adverse effects on 
healthy cells are known. Over 70 
patients have been treated in 
clinical trials to-date and 
Veyonda® has generally been 
well tolerated with few serious 
side effects. Our ongoing and 
planned clinical program are 
designed to confirm and 
expand on these findings. 

4. How is Veyonda®given? 
Veyonda® is self-administered as 
a suppository, twice daily. 

Veyonda® and the LuPIN program 

The LuPIN (Lu-PSMA IN Conjunction 
with Veyonda®) involves men with 
late-stage metastatic prostate 
cancer where the radiotherapy is 
injected intravenously, in conjunction 
with Veyonda® treatment. 

The radiation is in the form of the 
radionuclide, 177-lutetium, attached 

Source: 
https://www.noxopharm.com/site/ 

plpeline/clinical-overview 
https://doi.org/10.1016/j.euo.2020.07.002 

Noxopharm Announces 
Veyonda® New Research Cancer 

Survival Rates 
New Research 

https://doi.org/10.1016/j.euo.2020.07.002 
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PHCSG Videos 
Very many thanks to 
Graham Goeby who does a 
tremendous job of editing 
the videos of our guest 
speakers and to David Bellair 
for keeping the website up 
to date. 

Please check out the new 
page on the PHCSG website  

www.prostateheidelberg.info 
with links to videos of  recent 
speakers.  Just click on 
Videos in the menu on any 
page. 

Topics: 

• The latest Scanning 
Techniques & Treatment 
for PC 

• Urinary Incontinence 

• Erectile Dysfunction 

• PSA & the meaning of Test 
Results 

Prostate 
Heidelberg 
Cancer Support 
Group Meetings 
While we are having to 
distance ourselves and 
are unable to hold 
face-to-face group 
meetings we are 
engaging speakers via 
video conferencing 

October  2020 

Guest Speaker 

Tuesday 15 December 2020 

Dr Cleola Anderiesz is an 
experienced senior executive 
with 18 years of experience in 
health across the research, not-
for-profit, and government 
public sector.  

Committed to quality in 
healthcare, Dr Anderiesz holds a 
PhD in Medicine and a Senior 
Executive MBA. She is skilled in 
policy, strategy, innovation, 
program development and 
implementation, stakeholder 
engagement, and evidence-
based decision making.  

 

Dr Cleola Anderiesz 
Deputy Chief 
Executive Officer  
at Cancer Australia 
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Guest Speaker 

Tuesday 20 October 2020 

Dr Renu Eapen is a Consultant 
Urologist who privately consults 
at Cancer Specialists.  Dr Eapen 
also consults and operates at 
the Peter MacCallum Cancer 
Centre. 

Dr Eapen completed her 
urology training with the Royal 
Australasian College of 
Surgeons in 2014, and then 
undertook research in Female 
Pelvic Medicine and 
Reconstructive Surgery at 
University of Texas Southwestern 
in Dallas. She went on to 
complete subspecialty 
Fellowship training in 
urodynamics, incontinence 
voiding dysfunction and 
reconstruction at the University 
of Toronto, Canada. Following 
this, Dr Eapen subsequently 
obtained her robotics and uro-
oncology fellowship at University 
of California, San Francisco 
under the guidance of Dr Peter 
Carroll and Dr Matthew 
Cooperberg. 

Dr Eapen has a special interest 
in the surgical and non-surgical 
management of prostate 
cancer, as well as kidney and 
bladder cancers. She is trained 
in open, laparoscopic and 
robotic approaches to cancer 
surgery. She is also trained in the 
treatment of benign conditions 
such as benign prostatic 
hyperplasia (BPH) and kidney 
stones. Additionally, she has an 
interest in the treatment of 

voiding dysfunction in men and 
women. 

Dr Eapen has subspecialty 
training in performing 
urodynamic studies and various 
procedures for female urinary 
incontinence as well as male 
slings and the insertion of 
artificial urinary sphincters. 

Dr Eapen is a member of the 
Urological Society of Australia 
and New Zealand(USANZ), the 
American Urological Association 
(AUA), Society of Urologic 
Oncology (SUO) and Society of 
Urodynamics, Female Pelvic 
Medicine and Urogenital 
Reconstruction (SUFU) 

Dr Renu Eapen 
Consultant Urologist 
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The internet is a good 
source for research but it 

should not be trusted to 
give you answers for your 

personal care. Always 
speak to your doctor to 

clarify any medical 
advice. 

Prostate Cancer Foundation of 
Australia for guides & help 
www.PCFA.org.au 

Australian Cancer Trials 
Information on clinical trials 
www.australiancancertrials.gov.au 

USA Prostate Cancer Foundation 
(Guide) PDF guide for men 
newly diagnosed with PC                                                            
www.PCF.org/guid 

Us TOO International PCa 
Education (USA) USA PC support 
groups’ information & newsletter                                                         
www.UsToo.org 

Cancer Council Victoria for 
general support services 
www.CancerVic.org.au 

ExMed Cancer Program 
Melbourne based ‘best 
practice’ exercise medicine 
program                                                
www.EXMedCancer.org.au 

ProstMate (PCFA) A companion 
to record PC results  

Beyond Blue for help with 
depression and anxiety                              
HELPLINE 1300 22 4636 

Continence Foundation of 
Australia for assistance with 
incontinence aids                                                                                                        
HELPLINE 1800 33 0066 

Australian Advanced Prostate 
Cancer Support Group for men 
diagnosed with advanced 
metastatic PC 
www.JimJimJimJim.com 

PCRI Prostate Digest (USA) 
Prostate Cancer Research 
Institute supporting research 
and disseminating information 
to educate and empower 
patients, families and the 
medical community 
www.pcri.org/insights 

PAACT Newsletter (USA) Patient 
Advocates for Advanced 
Cancer Treatments                                                        
www.paact.help/newsletter/ 

PHCSG 
Correspondance 
Prostate Heidelberg 
POB 241 Ivanhoe Vic 3079 
prostateheidelberg@gmail.com 
prostateheidelberg.info 

PHCSG 
Correspondance 
Max Shub  Facilitator 
Mike Waller  Treasurer 
Spiros Haldas  Library 
David Bellair  Web Site 
Michael Meszaros Welfare Officer 
Sue Lawes  Secretary/Newsletter 
 

PHCSG Meetings 2020 
10am – 12:30pm 

Tues 18 Feb (guest speaker) 
Tues 17 March 
Tues 21 April  
Tues 19 May 
Tues 16 June (guest speaker) 
Tues 21 July 
Tues 18 August (guest speaker) 
Tues 15 September  
Tues 20 October (guest speaker) 
Tues 17 November 
Tues 15 December (including 
Xmas lunch) (guest speaker) 

 
Please note that all 
face-to-face meetings 
have been cancelled 
until further notice.  
Please check your email 
regularly for updates 
from the PHSCG 
Committee. 

Internet Resources 
Members have found 
the following websites 
useful 

PCFA ONLINE COMMUNITY 

The new PCFA Online 
Community is now live. 

Log in to contact the online 
community with any 
questions –  

onlinecommunity@pcfa.org.au 

Disclaimer: Information in this newsletter is not intended to take the place of medical advice. Please ask your doctor to clarify any 
details that may be related to your treatment.  PHCSG have no liability whatsoever to you in connection with this newsletter. 
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March 2020  
• PCFA Consumer Advisory- Coronavirus and Cancer 

April 2020 
• Telehealth & Delayed Hospital Treatments due to COVID-19 
• Fexapotide Triflutate (FT) injection – a new kind of focal treatment to extend time on 

active surveillance 
Prostate Cancer Trials 
• DASL-HiCaP Trial 
• Evaluation of a mainstream model of genetic testing for men with prostate cancer 

May 2020 
• ADT May Offer Some Protection From COVID-19 in Men with Prostate Cancer 
• TULSA – Novel MRI-guided ultrasound treatment destroys prostate cancer 
• Whack-a-Mole A Treatment of Oligometastasis 
• Long-term adjuvant ADT improves results of brachy boost therapy in unfavorable-risk 

prostate cancer patients 
• Harnessing the immune system to control prostate cancer spread to the bone 
Prostate Cancer Trials 

• A study to see whether PET scans using a chemical called Exendin can detect 
metastatic prostate cancer 

• Evaluation of a mainstream model of genetic testing for men with prostate cancer 
June 2020  

• Evaluating the Outcomes of AS in Gleason Grade 2 Prostate Cancer 
• Advancing precision medicine for metastatic prostate cancer 
• Impact of Primary Prostate Cancer Treatment with Subsequent Metastatic Disease 
• Comparative Analysis & Survival Outcomes in a Real-World Practice Setting 
• Fexapotide Triflutate (FT) injection – a new kind of focal treatment to extend time on AS 
Prostate Cancer Trials 
• Impact of 18F-DCFPyL PET scanning in patients undergoing post-prostatectomy 

Radiotherapy 
July 2020  

• Testosterone Therapy does not Increase the Risks of PCR or Death after Definitive 
Treatment for Localised Disease  

• Association of Pre-Salvage Radiotherapy PSA Levels after Prostatectomy with Outcomes 
of Long-term Antiandrogen Therapy in Men with Prostate Cancer 

• Testosterone Replacement in the treatment of Advanced Prostate Cancer 
• Memorial Sloan Kettering Cancer Center PCa nomograms Prediction Tools 

August 2020 
• Advanced Prostate Cancer Algorithm 
• Blood Test Predicts Response to PC Treatment (liquid biopsy) 
• The Perils and Pitfalls of Treating PSA in PCa 
• Reprogramming Immune Cells could Switch Defence into Attack in PCa 
• Maintenance of Sexual Activity Following ADT 

September 2020 
• ProtecT Trial showing patient outcomes after AM, RP & EBRT 
• Changes in Penile Length after RP 
• Active Surveillance for PC – is it right for you? 
• The final part of The Perils and Pitfalls of "Treating PSA" in Advanced Prostate Cancer 
• Managing Erectile Dysfunction – A Patient Guide 
Prostate Cancer Trials 
• Efficacy and Safety of Pembrolizumab (MK-3475) Plus Enzalutamide Plus Androgen 

Deprivation Therapy (ADT) Versus Placebo Plus Enzalutamide Plus ADT in Participants 
With Metastatic Hormone-Sensitive Prostate Cancer (mHSPC) 

• Navigate: An online treatment decision aid for men diagnosed with prostate cancer 
and their partners 

October 2020 
• World Osteoporosis Day 
• Lifestyle Factors and Chronic Disease 
• Hormone Therapy for PC 
• Early ADT for Recurrent PC Challenged   
• Unexpected aPC weakness can be targeted by drugs 
• Hijacking an Epigenetic Program 
• New PC Research: Immunotherapy; Gut Microbiome 
• Veyonda New Research on Survival Rates  
Prostate Cancer Trials 
• MIndonline - mindfulness 

 

2020 PHCSG 
Articles 
If you have any feedback or 
wish to include articles on 
specific aspects of Prostate 
Cancer please contact Sue 
at:   

prostateheidelberg@gmail.com  
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Disclaimer: Information in this newsletter is not intended to take the place of medical advice. Please ask your doctor to clarify any 
details that may be related to your treatment.  PHCSG have no liability whatsoever to you in connection with this newsletter. 


