

Radioligand Therapy for Prostate Cancer: The New Kid on the Block

Speaker 1  00:02
You're listening to the cancer assist podcast, hosted by Dr Bill Evans and brought to you by the cancer Assistance Program. Wherever you are in your experience, we're here to provide help and hope as you navigate cancer prevention, treatment and care, help when you really need it.

Dr. Bill Evans  00:21
Welcome to the cancer assist Show. I'm your host, Dr Bill Evans, and today we're going to be talking about something kind of new called Radio ligand therapy. And I imagine most of our listeners are going to be unfamiliar with this. So you're going to have an interesting show today. But before we get into it with our guests, I just wanted to remind everybody the cancer assist show is brought to you by the cancer Assistance Program here in Hamilton, provides a variety of really excellent services just when you need them, if you're a cancer patient. So whether you need a ride to the cancer center, you need equipment, like a rollator or a wheelchair, a commode chair. All these things are available, as well as nutritional supports, urinary incontinence supplies, mastectomy aids for women who've had breast cancer surgery, and many other supports just in time, and this is part of caps programs too, to educate our community and beyond about advances in Cancer. So welcome to our show, and welcome to our guests. And I have a return guest, Dr Ali Khan lilani. If you've watched many of our shows, particularly on urological cancers, you've seen Dr lilani and hurt him talking about bladder cancer and kidney cancer, and He's chair of the urogenital cancers disease site team here in Hamilton, the juravinsky Cancer Center, and He's an associate professor at McMaster University. Welcome back for a third time.

Speaker 2  01:48
Nice to be back and good to be with you.

Dr. Bill Evans  01:50
Thank you. And with him is Anne kurshed. And Anne is a nuclear medicine charge technologist at Hamilton Health Sciences and safety, Radiation Safety Officer, I may have this wrong, and you can correct me, and I'm fine with that, but I know you're working also at St Joe's and on this really interesting therapy for prostate cancer. So we'll hear from you on the many aspects of radiation safety and implement implementation of this program, which must have been a bit of a challenge, because it's brought together players who didn't normally play together in the care of cancer patients, certainly at the treatment level. Anyway, I thought Ali Khan that would be good to start just sort of level setting on the on the treatment of prostate cancer. And it's basically most men presenting with it, if they have localized disease, get a localized therapy, which may be surgery or or localized radiation. What we want to focus on, because of the nature of these radio ligand therapy is on metastatic disease, and the metastatic disease may be hormonally sensitive, in which case there are specific, standard hormonal interventions. And I'll let you take the story from there and and then maybe talk about when they become resistant and where the option,

Speaker 2  03:13
yeah, wonderful setup you obviously recall a lot, and I would say you're absolutely correct that the mainstay of treatment for these men with spread prostate cancer is what we call hormone or androgen deprivation therapy. These are injections or pills men have, and the plan is to build upon that what we would call oral pills, such as androgen receptor pathway inhibitors or arpis. These are many common medications that our men are receiving is the mainstay after cancer grows on those pills, then chemotherapy becomes an option. And so these have been the standard sequential options. There are studies that have shown maybe doing both together, where men are eligible is a good start, but ultimately, we have many men around the world who have what we call hormone resistant prostate cancer, having progressed on pills and a type of chemo. Options have been like recycling another type of chemo. So our cousin chemo medication there are, there have been some nuclear medicine options, like radium, we might get to that, but only in select patients, and so there's been a wide open field. But how can we help men who have a cancer that's clearly grown on hormone pills, clearly grown on chemotherapy, and this is where radio ligands have been studied, and one particular drug is now available for our men in this area, called plavicto or Lutetia.

Dr. Bill Evans  04:39
That's what we want to focus on. And because it's really quite a an innovative new approach, and and I would say for prostate cancer patients, it's a very hopeful new approach, because really compared to some of the other cancers, like breast cancer and lung cancer, there just aren't as many therapeutic options for prostate cancer. So it's great when something new and innovative comes about and but maybe you've touched on radium, and maybe before we jump to the radio ligand, because radium two to three has been around for a while, and as you intimated, it's it's valuable, but it's somewhat restricted to because it's kind of like calcium, so it goes to the bone, and it's for men who just have metastasis to the bones themselves, not to soft tissues like the liver or other soft tissue structures. And maybe that's where Anne could come in, because it emits a certain type of radiation, and it has benefits and potentially harms, I guess so gets us into the safety area, but maybe just describe a little bit the the particle size and and the radiation effects of radium, two to three for audience.

Speaker 3  05:53
So radium is what we call an alpha emitter. So it's a particle, it's a little bit bigger, a little bit heavier. So from an atomic perspective, it's like a beach ball bouncing around on the inside. So because it's so large, it doesn't travel very far. So because it's a calcium based it attaches to the bone cells and then it emits its radiation. But it can't go very far, just because of the large size. So it just goes very maybe 12 cell depth, and it emits its radiation in there, and it damages the DNA in the cells, which causes death of the tumors.

Dr. Bill Evans  06:38
And from studies, it does extend survival. So if you're one of in that group of patients who only have bone metastases, and it does have a survival benefit, but if you've got disease outside of the skeleton, then it's a non starter, because it won't be beneficial there. So hence the hence the need for something different, and what makes it possible to target disease that's outside. This gets us into the whole range of expression of protein glycoprotein on the surface of the prostate cancer cell. And maybe you could talk about that. Ali Khan,

Speaker 2  07:14
yeah, yeah, very briefly. And this is where we all then get to meet together and work on this drug. Is this knowledge that there's a prostate specific membrane antigen which we can through IV die find in our patients through a test so a PSMA PET scan. PET scans have been used in many cancers. Prostate Cancer has something that's a little more specific for the expression of this agent, and we've thrown through studies that have found men who have prostate cancer that express PSMA. So PSMA positive PET scans that this is where drugs like lutetium have been studied, and shown that in the indication we have now, post cancer growing on a hormone pill and pose cancer growing on a chemotherapy that this type of treatment in men who have been found to have expression on a PET scan can be administered to, ideally, go to those areas that have been found to be on a PET scan. So it's why we call it a kind of a theranostic, meaning it's a diagnostic, there's a test, but we can do something about it. So it's a therapeutic. And so we have a theranostic approach to help these men.

Dr. Bill Evans  08:20
One of the things I wasn't sure of as I was trying to read about this is how often is the cancer resistant? Prostate cancer resistant, malignancy express the PSMA. Is Prostate Specific, and does the amount of expression Have you know? Does that give you information about whether your treatment is going to work or not? It's

Speaker 2  08:42
such a great or not. It's such a great question. It's one we still try to think through. So I'll give from a medical oncology lens. I think we've long suspected that PSA, which is a good blood test that many men are using to monitor their prostate cancer, is one good signal. But even in men who have a PSA rising, but the CT and bone scan that they might be getting tested don't show any obvious spread more than four to five, four and a half out of five of these men, so nine out of 10 men might have a PSMA positive PET scan. So it is trying to get to be even more of a microscopic camera test, so to speak, an image to try and say, Hey, we know the PSC is rising. Something is driving that. And yet the CT and bone scan, which have been what we call conventional or usual approaches, don't capture everything quite as well as a psmi pet scan. So now, when you look at men who have had a cancer, objectively growing, meaning growing on bone scans or CT scans, on hormone pills and on chemotherapy. When those men are getting PSMA PET scans, the likelihood of being positive is quite high. There's lots of technical features because and what we'll talk about when we review these images together with our nuclear medicine team,

Dr. Bill Evans  09:59
is.

Speaker 2  10:00
Is that there might be some discordance, some areas that look like they're shining on the PET scan and that maybe aren't showing uptake. But yet, we know on CT and bone scan, there's something there that's discordance. We need to sort out what that is. But by and large, quite a lot of men that we review in the current indication are positive on PET scan. And there's fancy terminology like the SUV or the uptake. We think a lot about mean and Max and median. Maybe Ann can tell us more, but this is the kind of stuff we go through together to make it quantifiable

Dr. Bill Evans  10:32
so it's variable. Some men will have the low levels in the same person. Can you have a site that's at a high uptake and a low uptake in another area.

Speaker 2  10:42
You're right. We can and we oh, there's all sorts

Dr. Bill Evans  10:44
of variability. Really important

Speaker 2  10:46
for us to put all the pieces together, isn't it, to say, what is the PSA doing? How is the patient doing in the other treatments they've had? And then we will get to our review together a tumor board, which we'll talk about, which shows, overall it looks like there's uptake, but there's some areas that don't, and then, if they've had radiation before, we can see some innovative changes. So, and we've seen a

Speaker 3  11:05
lot, we have seen, yeah, so sometimes that radiation, that could still be a PSMA avid spot, but because of the radiation, it's killed some of those cells. So you're just seeing that discordance, and not necessarily having a true sense of how much PSMA avidity there is for that tumor. But would you want to see that positivity, to know that the luchi and PSMA is going to

Dr. Bill Evans  11:30
work, right? I can see it's complicated. I can see it needs a team approach and and you've created a multidisciplinary team to evaluate the cases that go forward with this new radio ligand treatment. Is that how it works?

Speaker 2  11:45
Yeah. And I want to acknowledge how many hands come together. And Anne and I meet regularly. I just give a little bit of a take, and I want Anne to show how we brought both the interface from the Medical Oncology Group at the cancer center, but the nuclear medicine teams together. So from from from the clinician end, this is a approved and available, meaning, covered, expensive treatment, which, typically, if a man is eligible, would get up to six times and so six injections, which are about six weeks in duration. But before getting to that to exactly what you were asking is we need to review and make sure the tumor board all supports that this patient is eligible and can get treatment. So from a clinician side, we had to create this tumor board because this is a new treatment. So it wasn't a board we had, but we knew the right player, so we created a tumor board, where folks like doctors or physicians who look after these patients, the nuclear medicine team, which includes Anne and and our physician team, can come together review the images. So that's important, is this a good image? Do we have it? And is this got the uptake that would be eligible for treatment? And then what's really important? Is, okay, great. Now what? Let's deliver it, and, and, and there's so many pieces that come to then have an assessment by a nuclear medicine team and then a follow up by medical oncology, but maybe Anne, you can take us through what it looks like on that end,

Speaker 3  13:18
of course. So after the tumor board, where we've decided this patient is going to go ahead with lutetium therapy, then we have the patient come to the Nuclear Medicine Department for a consult. We want to explain, from a nuclear medicine perspective, what this treatment actually is. It is actually very quick. It's an IV infusion, much less than your IV chemos. Their patients are in and out very, very quickly. Sometimes for the patients, the most difficult part is getting that IV access, depending on what their veins are to we have very skilled staff, though, that have some very good IV skills, so not too terrible on that side. But we do want to explain everything and explain all the radiation safety precautions that the patient's going to have. We give them all six treatment dates up front, but also letting them know that these are subject to change depending on how the patient is doing. But we also want them to review them at home, making sure that they don't have any thing that's going to get in the way. But also we give them documentation to take home, read it, review it, make sure that they're comfortable with everything and the precautions that they need to take, from a radiation safety perspective, make sure their family is comfortable with it, and that way they can come back and ask more questions if they want.

Dr. Bill Evans  14:36
Now we talked about the kind of radiation that comes from radium, and how is it different with lutician? Is it so?

Speaker 3  14:43
Yep, so lutetium is actually a beta emitter, so it's also a particle, but it's much, much smaller from that atomic perspective, so it can travel a little bit further, but it attaches similar to an alpha it would attach to. The surface of the tumor, but because it can travel a little bit further, it has a little more depth of getting into that tumor cell, so we can kill a few more of those tumor cells as it penetrates a little bit further.

Dr. Bill Evans  15:12
Now we better connect the dots here for the listeners, because we talked about radiation on one hand and we talked about PSMA, which is the this Prostate Specific membrane antigen. So these two come together with some kind of connector, and it's kind of like a smart bomb. I guess you're delivering the radiation. So maybe just elaborate on that, if you would.

Speaker 2  15:33
Well, I think we have so much in cancer care that is this kind of delivery system where we can have a targeted approach. So find your target. And it happens in prostate cancer to have this theranostic, to look for this expression of that PSMA. So that's why we do the PET scan to figure out if it's there. And then this can be delivered through the IV for a patient, but then finding out that target, ideally, and delivering a lot of the backpack or the delivery agent of what we're dropping off at each of these cancer cells, in terms of this beta emitter. So it's and the great part about cancer care in general, we have lots of other things that are designed this way, antibody drug conjugates, which is not the focus of today's talk, but this is one other example where we actually have a test to look for this expression, and then the modality to deliver it. So something is seeking out the expression, dropping off the backpack at those cells. And one thing we probably should mention is it sounds really good, but because any cancer treatment has side effects when you know there's expression in healthy tissue, and so much of our follow up is because, well, that backpack is going to get dropped off at healthy tissue that also expresses that. And this is where our team, but certainly Anne and the nuclear medicine team, really remind the patient, hey, there's other areas our treatment will go out and find, and we have to ask them about

Dr. Bill Evans  16:57
it.

Dr. Bill Evans  16:57
So I understand PSMA is expressed on salivary glands and in the kidney tubules. So that would explain certain side effects that can

Speaker 3  17:07
occur. So the majority the radioactive material that doesn't get taken up by the tumor cells is excreted from the body through the urine. So in that first three days, the urine is highly radioactive. So the personal hygiene side of it is very important. So making sure that you sit when you use the washroom, so that there's not splashing, making sure that you're washing your hands well afterwards, so that you're not doing your touch contamination around. Sometimes they say it's like fairy dust. It gets in places that you just don't imagine it's going to and you just can't see it. So it is important that the hygiene side of it is very well taken care of. So if there is some incontinence, making sure that briefs are changed appropriately stored in a separate area away from the regular garbage in the bathroom so that every so that radioactivity isn't irradiating everyone when they go in to use the washroom.

Dr. Bill Evans  18:07
So what's the evidence that it's worthwhile doing in patients? What's the evidence base? Because they were very evidence based here. So we are, we are so

Speaker 2  18:15
absolutely this wouldn't go anywhere unless there was significant investment time and thought many men and their families who committed to clinical trials, which we also had in Hamilton that looked at this. And so as I mentioned, I kind of set up that after pills and chemotherapy, there weren't a lot of options. So trials like the vision study, published in the New England Journal of Medicine showed that this treatment compared to an alternate treatment a man might have already had. It was better to do this. It delayed progression. So a progression free survival benefit, a really significant hazard ratio in the point four range, which is a really nice reduction, but it also was life prolonging that there's an overall survival benefit. And that's, I think, very reassuring. Where we're talking a lot about the logistics and the imaginations, but the end of the day, men and their families want to know, like, what is this magnitude of benefit that I can accept? It's not a cure. It has side effects, but it's actually, I think, quite feasible and tolerable. And so on that basis of evidence, it was reviewed by Health Canada, so it has safety data that was reviewed, the Canada drug agency supported it. There's negotiation, as always in a public health care system about pricing, and eventually that got secured because it is even at six infusions, a fairly expensive treatment. Comes back to the logistics of why we need to make sure we can't just waste this drug. We need to make sure it's preserved and given to the patient in a timely way. But to your question, there is evidence of that benefit, and now there are trials that hopefully we'll see as more mature data comes, we might even be able to use this drug or treatment approach earlier, meaning, after men have used whole. Hormone pills for some time, and if that cancer were to grow, we might have a future landscape where this treatment could be available, but that's not quite ready for prime time yet. There's more data to come, but just to show you that these are all based on randomized phase three trials that will be reviewed at the highest levels before it gets approved for regular use, it's

Dr. Bill Evans  20:20
probably a good place to just take a pause, and we'll come back and talk a little more about not only the benefits, but also the side effects of it used in the castrate castration resistant patients, but some of this evolution to earlier stage disease and the trials that are being undertaken. So we'll be right back.

Dr. Bill Evans  20:40
We'd

Speaker 1  20:41
like to take a moment to thank our generous supporters, the Hatton Family Fund and Banco creative studio, who make the cancer assist podcast possible. The cancer Assistance Program is as busy as ever providing essential support to patients and their families. We remain committed to providing free services for patients in our community, including transportation and equipment, loans, personal care and comfort items, parking and practical education. These services are made possible by the generosity of our donors, through one time gifts, monthly donations, third party fundraising, corporate sponsorships and volunteer opportunities. Visit cancer assist ca to see how you can make a difference in the lives of cancer patients and their families.

Dr. Bill Evans  21:22
We're back with Ali Khan Alani and Ann kershad talking about this new therapy. We haven't actually named it yet. I don't think we just talked about radio ligands. We haven't called it pluvicto yet, but I guess we should and about the results from the vision trial, which showed that actually there's a survival advantage and these individuals had become resistant to the standard treatments. It's sort of a common thing in oncology that once we have something that works in advanced disease, we move it up, right? And we find patients who are earlier stage. And in this case, it's hormone sensitive disease people are looking at, I gather with another trial, maybe you'd like to talk a little bit about that. It's, I know it's not prime time yet that it's, this is work that's ongoing.

Speaker 2  22:10
Happy to as mentioned, Vision trial in the setting after pills and after chemotherapy. Those men in that study, the PSMA for trial was for men who had already used a hormone pill for their cancer and trying to see if this drug works. There a positive study pending some more data, and we're very proud of in Hamilton. And again, it needed the collective work of our nuclear medicine team and us working there that they could bring up the trial called PSMA addition, which essentially was saying that in a brand new stage for prostate cancer setting, where, for example, androgen deprivation therapy, or what we call hormone injections and pills are standard, could we also add this pluvicdo drug in that scenario? And that has very initial data showing that it looks like there's promising initial information that perhaps it can delay cancer from progressing. It's still very early, because those men have a little bit of a long runway to go to see if we've proven its life promonging. But I will say even further, we could be talking about this in a future landscape where even prior to the men who get a surgery for prostate cancer. Could there be a way to give them lutetium before or after surgery? This is very early, so your urologist won't be able to talk about that right now, but it's so promising, and because it's intended to find the men who have that expression, we feel we can be quite specific as we move it earlier. So there's so much more to come in this space, and then, as you say, combining it with different things and next generation or cousin medications too.

Dr. Bill Evans  23:48
So it sounds like an expanding indication is potentially possible here and and that's going to lead to some challenges logistically, because from what I'm hearing, it's not simple to handle even a single patient. You've got to have a PET scan, and then you're going to conference a patient, and then you're going to have six doses of the drug at what six week intervals, I think, correct, and going to accumulate to more and more patients on treatment. So I'm amazed that you've been able to implement this in the past year. Must have been a lot of cooperation and enthusiasm for introducing this, because introducing new therapies is never easy, one that involves different players coming together. I want to talk a bit about that. Why you've been so successful here in Hamilton implementing this,

Speaker 2  24:41
yeah, and you have experience, obviously, in your roles, to know that it's, it's multi system, multi layers, multiple players. So it's, it's that data, drugs available, and we're all excited about it, but we needed, I think, our institution, so Hamilton Health Sciences, to say, Hey, this is a priority for us. We need to be. Ready to deliver this. I hinted a bit about this earlier. We needed to meet the ministry requirements. So the Ministry of Health that says, hey, you need to review these patients in a tumor board make sure they have a checklist of them being eligible. We get down into the nitty gritties on tumor board to say, Okay, well, we are lucky in Hamilton to have two locations that can deliver this drug, we try and make sure our patients are assigned to that area in the most, quickest way for them to receive this care safely. And both institutions have come together to say, yes, we can. We can do this and deliver. Then there's a need to make sure the delivery is one thing. And as mentioned, it's quick, but there are safety concerns. But then the oncologist needs to see the patient back to make sure they're they've handled it well. Ask about side effects and, oh, by the way, is it working? And so there's that piece that needs communication, this world of electronic medical records, which are great, but will the systems talk? So not so much for patients to worry about. But we do a lot of that on the back into a

Speaker 3  26:00
lot of brain about whether we're our systems are talking appropriately

Speaker 2  26:04
100% and so we wanted to create a systematic way not one doctor emailing someone and texting someone. No, it should be systematic and trackable. So that's part of the work behind the scenes that that we did to establish this. And oh, by the way, wouldn't you know that not every hospital in Ontario can deliver this, and they have patients. So then they reach out to us and say, Hey, I'm Dr Oakville, or I'm even in Trillium, or in Niagara, which is obviously what's in our region, My Patients are eligible. And how can we have those patients meet the chance to get this treatment. And so again, we have to work in that whole context we've laid out to be able to take patients from different postal codes where it makes sense to do it, until other places in this province are able to deliver it, which is their aim. So to your question, it's a, it's a, we can't look after the whole province, obviously, but, but we know that we are being counted on now and then, at some point, we're able to hand that baton off to other people to look after patients in their areas. But it's very specialized experts and safety officers like Anne aren't everywhere in this province, able to help our patients get treatment. So we have been asked to be a leader, and we're happy to do that.

Dr. Bill Evans  27:18
So what is the rollout look like for Ontario?

Dr. Bill Evans  27:20
Yeah, it's

Speaker 2  27:21
a great question. And maybe Anne can can say if she knows more about what's coming. But initially there was a wording of sites to be able to but from the ministry to say, Hey, you are a site that can do this. So you know, certainly Hamilton Health Sciences was one west of us, London was another, Sunnybrook in Toronto, UHN, and then Ottawa in that we're a 14 million person province that's five sites to look after a lot of potential men. Then they asked for Who else wants to put their hand up and say that we're ready? And St Joseph's Healthcare Hamilton put their hand up and we're awarded. And so I work a lot with Anne and her counterpart, Laura at St Joe's. So right now, these are the major sites, but there's, as mentioned, many coastal codes out there, so I think we anticipate that there'll be other places applying.

Speaker 3  28:12
Yeah, there were quite a few other sites that have applied in that second second round, Hamilton was very excited that we were the first area to get that second secondary site, and have been able to launch them so quickly. So they've already, they just started at the end of March, and they already have six patients. So we're doing quite well to keep that wait list down for our area, so that from time of approval at the MCC to the time of first infusion is about four weeks. So we're doing quite well that way. I do think in the next few weeks we should be hearing about a few more seminary sites that have now been approved by Oh CCO. So looking forward to having other areas being able to give the treatment, so that patients are not traveling quite as far as what they need to. Right. Our northern areas of the province should have access to this treatment as well,

Dr. Bill Evans  29:14
because in your listing of sites, I didn't hear any of the Northern centers yet, so that these population that it's not covered, you touch a little bit on toxicity. It certainly sounds like it's much less toxic than, say, taking the chemotherapy that would be kind of the next standard thing to do after hormones fail. But maybe could just comment a little more about the toxicities that do occur and men could anticipate,

Speaker 2  29:42
yeah, and Anne's covered very nicely the considerations and guidance we give them because of where the drug can go. I think when we see men in clinic, they are, they are amazed, hey, that that was pretty quick. It was efficient. It felt they've already had chemotherapy before. So they like this. Felt different. So in that sense, there's quality of life. Life might be better, but because of where it goes and might target and because their prostate cancer might have been in the bones. Bones become a factory of us to make stem cells that become things like hemoglobin and platelets, important things we need. It's possible that through the cancer or the cancer treatment, these may be affected. So we will check a lot in men, their blood test that looks at it's a complete blood count. This is routine, but we need to look

Dr. Bill Evans  30:30
at

Speaker 2  30:30
that. So those type of numbers we need to make sure are safe. We do ask because there's expression in the salivary glands. They'll tell us about dry mouth. And we listen, there are times it's considered low grade so noticeable by the patient, but maybe not adversely affecting their day to day life. We might have to say that's acceptable, but they have to tell us that as a patient, because it varies by patient. And then we look at higher grade issues, we certainly follow the kidney function. These would be the most common things we hear about. And of course, any cancer treatment can cause some fatigue. Our hope is that if this treatment is working, then the fatigue from cancer will be dealt with appropriately by maybe less fatigue from a treatment. So overall, as they go, they start to say, Hey, I'm feeling a bit better, and we might get into a patient experience. Or an example, I would just say, while this treatment is not a home run for everyone, we want to offer it to men, but we have had experiences already, vivid examples where men have come at the start of this treatment using a walker or a cane, needing pain medication because of where their body has changed with the cancer and after they started this treatment, I have very vivid examples of men where not only the PSA comes down, but then I see them without the walker now, without the cane, and my nurse will say, You know what, they're not using pain medications anymore. And this even before we talk about survival estimates and this,

Dr. Bill Evans  31:54
that's

Speaker 2  31:55
such a huge impact. And it's amazing to see

Speaker 3  31:57
the quality of life for them, I think is really the key thing sometimes that these patients know that this is not a cure, but if they can get additional like better quality of life while they're still dealing with this disease, so that they can go to their grandchildren's ball games and see get to their daughter's wedding, and be able to do that with less pain and a little more energy, then I think we've cleared a couple hurdles,

Dr. Bill Evans  32:25
and certainly sounds a lot easier than chemotherapy that we otherwise would be taking. So what do you think the next steps are in radio ligand therapy? Is it different radioactive sources that are attached to the antibody, or is it different antibodies? Or is it both? Yeah,

Speaker 2  32:45
I'll give kind of my take from a research and a medical oncology perspective. We've talked a lot about seeking out this type of expression in the body, and what we deliver there coming full circle to all other types of particles we're already undergoing at the cancer center clinical trials to look at cousin radio ligand therapies that might be perhaps higher delivery of radiation in shorter areas. Maybe it doesn't affect salivary glands or other areas as much, getting even more specific with a different type of particle delivery. So we have trials already doing it that, and some of this has already undergone some presentation at conferences. So these are early phase trials. It would be lovely that in men who use plavicto, and unfortunately, their cancer later has grown, can we use another cousin, radialungan therapy? There, the question becomes, as you've hinted at, can we put two together and can we move them sooner? Then there's also this whole technology that has been unearthed by this which is not only specific to prostate cancer, but at least in prostate cancer, there might be other targets we can go to where we can do the same thing, kind of seek out the targets have a backpack of delivery of a effective radiation to that area. And so as you mentioned, that target is important, but also what we deliver is evolving. And we're looking at a lot of men, for example, whose PSA doesn't rise, so their prostate cancer isn't expressing PSA, but their cancer is still growing. These are variant or different types of prostate cancer that I think we need to do better for those men, too. So lots to come. It's moving sooner. We're trying to combine, and we're trying to, ultimately, at the end of the day, hit these resistant cancer cells. Their job, as you know, and through all your podcasts that probably through line is there's resistance coming, right? And how can we attack that? And so that's what we're trying. We're trying

Dr. Bill Evans  34:43
to

Dr. Bill Evans  34:43
do. So it's hopeful, yeah, and clearly it's kind of following the footsteps of some other cancers that we used to think of as more homogeneous. And then we subdivide and subdivide different expression of antigens on surface, different targets, and so on. So it's very. The interesting, expanding, exciting area for research at the moment, I guess one of the barriers in quotation marks, perhaps, to expansion is just cost. And you touched on it earlier that. I guess blue Beau is a reasonably expensive,

Speaker 2  35:16
yeah. Do you have the most recent number? You wanted to share how much it is, and again, very, very clearly for patients, we're very lucky in our system. This is not a cause, right, right? We are all taxpayers in many ways. So yeah, I think it's fair to $27,000 per dose, per dose per dose, and they get six doses, up to six, up to six. So not every patient manages all six, but yes, what prevents them from having all six Yeah, and this is part of clinical care. Yeah, it's part of clinical care. So in in our experience, this is where treating these patients as getting interesting, we can make assessments along the way to, first of all, make sure first do no harm. Is a patient handling this? So to your point, we look at the bone marrow make sure it's safe. Can they still have saliva and taste in their food? Right? That's important. But we might know by the second or third infusion in that PSA, for most patients, should have shown a hint as to it's responding or it's not. And so if there is that sharp decline in responding. Obviously exciting for patients. It gives us confidence to say, this is a, this is a, yeah, a patient that can keep getting this, if we see it in men, that unfortunately, their cells are quite resistant to this, or it's a very minor benefit, but then quickly growing. This is the patient that you might say at this point, I'm worried it'll be more harmful than helpful, and so you might not get the full six treatments. I will tell you. There's one. There's also a scenario where someone could be responding so Well, theoretically their PSMA expression goes down. But if you keep giving the drug where it's got to go somewhere and it's going to find the healthy tissue. So we actually have men who have done quite well. So they're theoretically PSA is going down. The expression in their body is now less, and if you still give them treatment to get to six, well now it's just going to go to the RAV it's all the synchronous manager. So it's so it's almost things are going so well, but now it's going to go somewhere. And so this is where the harm, even though things are going well, so well that there might be some harm. And so we have had to talk to patients, saying, Look, I know you're doing so well, but we can tell that you need to sip on water just to have this conversation. And so maybe it's done its job, and this is enough as well. So it's a fascinating time. I'm just gonna say that word fascinating. It really is. It really is, yeah, yeah.

Dr. Bill Evans  37:43
That exciting

Speaker 3  37:44
learning. And as we go along, though, like you know, if, for some patients, I think maybe we should start looking at, oh, is every six weeks appropriate? Or is he responding so well that maybe we should actually make it eight or 10? So

Dr. Bill Evans  37:59
we

Speaker 3  37:59
don't have all that information yet as to whether or not that's right, but just, you know, do we delay it a little bit and extend those treatments and pull them out?

Dr. Bill Evans  38:11
Sounds that you're really at the leading edge of implementing this therapy and learning kind of as you go from clinical experience and conferences and publications. I'm sure you're very active in that.

Speaker 2  38:25
Yeah, I think our ham, our whole Hamilton city wide approach has been as we have used these drugs, we've been part of these publications. We're now part of the next wave of Radiology and therapies. But what's important to me is we have a ton of Hamilton and regional patients who've had experience with this treatment, we should be publishing on what their experience has been. How are things going? And so we already have research ethic Board approval to study these patients. Of course, they're anonymous. There's no personal information, but it's just to describe the process, even things like, what is the time from these men coming to our attention to getting treatment. How many infusions do they get? We could look at maybe the dose they're all receiving. How are they doing? What treatments could they get after? Because there might be some cancer treatments very effective after this or not. We need to study that. So not only the whole next wave of exciting drugs that don't have names yet, we're also going to do real world data. I think that's actually quite important, to show that, hey, this is how what our experience is. And then when we pull that with other centers, we start to become a player in the academic game. There too.

Dr. Bill Evans  39:32
Excellent. I'm out of questions. This is an exciting area, and I'm really thrilled that we're doing it here in Hamilton, that you're collaborating between two institutions, drawing in patients from other sites, and that you're seeing some of these. I'm not sure it's a Lazarus story or not, but certainly when you tell me, people come in wheelchairs and then come in walking without their cane after getting treatment, that's pretty significant. Because, in terms of impacting their quality of life and undoubtedly their longevity, any final words you'd like to leave with our listeners, either about the treatment or about safety issues or how this all came together?

Speaker 2  40:13
I mean, my take is that it's a great story about, first of all, we all feel, from a city wide approach, that this treatment is something our men should hear about. Our families, their families should experience, and we tried to come together to do everything to make it efficient. Of course, we will learn and evolve, but as this excitement comes, we are excited to meet our patients from, and I can tell you, it's coming from many regions I know patients are very generous to share their experience with other patients who might and then also be excited by the research we're doing. And so they're quite like, How can I help? And what can I do? And so even though it doesn't necessarily work for everyone, we think every person who's eligible that we can afford this treatment to we've tried our best to do so we love to hear from patients and how they are finding the experience. But I think it has been a fun story to work together.

Speaker 3  41:05
Yeah, I think we've done very well. It's been very collaborative. And I think it's very exciting for nuclear medicine to be in in this in a little bit more detail and depth than what we have been before, to be kind of at that cutting edge of things is very exciting.

Dr. Bill Evans  41:23
Must be very rewarding too, because you're actually involved in the therapy and seeing the benefits of delivering it. So yeah, it is a wonderful story. I really want to congratulate both of you in leading it here in Hamilton, and the success you've had in implementing it's not a simple thing to implement new therapy, and with complexity and bringing different disciplines together and different institutions, they've done an amazing job. Congratulations. Keep up the good work and add to the research, and look forward to hearing subsequent reports and maybe a future podcast. So thank you very much. Thank you so much.

Speaker 1  41:58
You're listening to the cancer assist podcast, hosted by Dr Bill Evans and brought to you by the cancer Assistance Program, wherever you are in your experience, we're here to provide help and hope as you navigate cancer prevention, treatment and care, help when you really need it.
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