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FROM THE EDITOR

In This Issue …

In keeping with the venue of Oncology 
News, we endeavor to cover highly 
topical and timely issues. This is the 

case in the current issue, wherein, inclusive 
of articles on malignant gliomas by Ingela 
Oberg and the “Womb Cancer Alliance” by 
Daloni Carlise, I, albeit difficult to choose, 
selected to comment on the article on 
personalised medicine by Marius Geanta [1] 
and on tomatoes and prostate cancer by 
Vanessa Er [2].

“One of the greatest promises of the future” 
[1], it is widely accepted that further progress 
in the treatment of many diseases, including 
cancer, are requisite of a personalised 
approach to healthcare, i.e., personalised 
medicine (PM). PM is not ‘new’. What is ‘new’ 
are developments in biotechnology that 
permit more precise and in depth investigation 
providing knowledge at the molecular level 
of the pathophysiology of many diseases [3]. 
Buoyed earlier this year by US President Barack 
Obama’s multi-tiered $215 million PM initiative 
[4] and most recently by one of the continuing 
focuses of the American Society of Clinical 
Oncology (ASCO), where at a press briefing 
during their 2015 Annual Meeting (Chicago, 29 
May – 2 June 2015), ASCO and the National 
Cancer Institute announced plans for PM 
clinical trials [5].

Within the concept of PM, i.e., “one 
treatment does not fit all”, as pointed out by 
Geanta [1], we equally need the companion 
diagnostics, i.e., the biomarker (target) 
and bioanalytical methodology to guide 
development and assess whether a patient 
will and has responded favorably to a specific 
treatment –“without a test there can be no 
drug” [1].

Lest, I be remiss, PM is also a system of 
predicting and preventing disease, not just 
treating it.

Thru data analysis acquired in evaluation and 
stratification of patients this permits biological 
sub classification in accord with genomic 
characteristics, whereby precise individual risks 
for specific diseases leading to early detection 
and prevention may be acquired.

Of major concern, and perhaps a ‘flaw’ 
to be reckoned with in PM, is ‘tumour 
heterogeneity’. Cancer is a highly proliferating 
disease, whereby our current appreciation 
of the range of mutations and alterations 
remains incomplete. Therefore, will, as thus far 
experienced, the benefits of PM continue to 
be short-lived, before other mutations emerge 

and disease control lost? Perhaps, we will need 
multiple targets or is it unrealistic, we can 
‘knock out’ the tumour before it mutates?

For now, many concerns, not the least 
of which include cost of reimbursement 
and equal access in the case of healthcare 
disparities, need consideration. These and 
others remain for Doctor Geanta and others 
to resolve.

In tomatoes and prostate cancer [2], Doctor 
Er takes us thru an overview, but with a focus on 
lycopene, from a recent publication [6] comparing 
the World Cancer Research Fund/American 
Institute for Cancer Research recommendations 
for cancer prevention (not specifically targeted 
for prevention of prostate cancer) to a prostate 
cancer ‘dietary index’ of calcium, selenium and 
foods containing lycopene associated with the risk 
of prostate cancer.

Lycopene, a carotenoid found in high 
quantities in tomatoes and tomato-rich 
products, has been explored for several 
decades in relation to the prevention and 
treatment of various types of cancer, notably 
prostate cancer [7]. And, as noted by Er [2] and 
communicated to me by Pier Giorgio Natali 
(“Regina Elena” National Cancer Institute, 
Rome, Italy [12 June 2015]), investigating 
various tomato preparations, there is ample 
evidence in animal models that highly mimic 
the human pathology, e.g., in transgenic 
adenocarcinoma of the mouse prostate 
(TRAMP) of the preventive activity of whole 
properly processed tomatoes (See: www.
lycoprozen.com) against prostate cancer. While 
epidemiologic studies have yielded mixed 
results and are requisite of prospective clinical 
trials. In this regard, a take away message 
from the use of PM, we need ‘companion 
diagnostics’ to determine which patient may 
be most likely to benefit from lycopene 
supplementation, and what is the most 
appropriate dose form, i.e., tablet, capsule, 
juice, et al., method of supplementation and 
duration; and the least, the outcome assessed.

With several recent studies, looking into 
the possible mode of action of tomato-based 
products, but beyond consideration here, 
the impact of dietary tomato and lycopene 
on androgen signaling- and carcinogenesis-
related gene expression [8] is particularly 
noteworthy. These studies during early 
TRAMP prostate carcinogenesis demonstrate 
a profile of testosterone-regulated genes that 
are potential mechanistic targets of dietary 
tomato components [8].

Richard J Ablin
PhD, DSc (hon), Dr hc
Associate Editor
E: ablinrj@email.arizona.edu
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Individual Meaning-Centered Psychotherapy for Patients with Advanced 
Cancer
William S Breitbart, Shannon R Poppito. Published by: Oxford University Press. Price: £19.99. ISBN: 978-0-19-983724-3.

Meaning-Centered Group Psychotherapy for Patients with Advanced Cancer
William S Breitbart, Shannon R Poppito. Published by: Oxford University Press. Price: £19.99. ISBN: 978-0-19-983725-0. 

T he importance of understanding the needs 
of terminally ill patients, particularly as they 
confront death during their last months of 

life cannot be underestimated. Their emotional and 
spiritual needs are as valuable as their physical and 
palliative needs. However, their life is made short 
only if they fail to live the many moments of their 
life as “meaningful” as possible. Understanding 
the clinical and spiritual/existential importance of 
meaning and the preservation of meaning as a 
concept central to a psychotherapeutic intervention 
for patients with advanced cancer patients facing 
death has led to the development of “Meaning-
Centered-Psychotherapy” (MCP) and “Meaning-
Centered Group Psychotherapy” (MCGP). Well 
structured application of MCP has been found to 
improve emotional and spiritual well being, provide 
a sense of meaning as well as reduced anxiety, 
helplessness and the desire for death. Meaning-
Centered-Psychotherapy can be applied to a group 
of individuals (MCGP) or on a one to one basis in 
a more flexible manner to a particular individual 
(IMCP), according to their convenience.

The readers of the above treatment manuals 
would be struck by realising that how little infor-
mation is available on the subject. These manuals 
present the scientific rationale for IMCP and MCGP 
as an effective intervention for patients with 
advanced cancer. They provide a detailed, easy to 
understand step-by-step guide for professionals 
interested to learn, develop and practice these 

complex therapeutic techniques in an orderly 
manner. These techniques have been proven to be 
an effective intervention for patients faced with 
despair, hopelessness and desire for hastened 
death in the absence of clinical depression, which 
we know can be successfully, treated with conven-
tional antidepressant therapies.

Patients confronting an existential crisis of loss 
of meaning, value and purpose during terminal 
stages of their health can be helped using these 
interventions. These manuals do provide useful, easy 
to follow guidance for appropriate patient selection 
and homework assignments for patients to be able 
to reflect and share during the sessions. The goal 
of these novel interventions is to reduce despair, 
demoralisation, hopelessness and the desire for 
hastened death by enhancing a sense of meaning 
during their last phase of the journey of life. It can 
also help many to understand the meaning of life 
and achieve a sense of spiritual peace which could 
be the most important need of the person. Overall, 
the manuals are well written with clear style and 
provide a valuable tool to professionals frequently 
confronted with terminally ill patients in their day to 
day practice. One of my general observation; these 
manuals are not for practicing surgeons or oncolo-
gists but for the professionals with wider interest in 
providing psychotherapy for their patients.

Dr Sunil Upadhyay, Consultant Clinical Oncology,  
Castle Hill Hospital, Hull, UK.
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Dear Delegate

Welcome to the 2015 BNOS meeting which we are holding this year on the 
campus of Nottingham University. The Presidency of BNOS runs on a two 
yearly cycle and I now have the responsibility of taking on that role for the 
forthcoming 24 months. My involvement with BNOS goes back to its inception 
in 2004 where it rose phoenix like from the ashes of the British Neuro 
Oncology Group, a society with its embryology in a group of pioneering brain 
tumour enthusiasts at The National Hospital, London in the 1980’s. I recall 
attendance at one of the early meetings of BNOG here in Nottingham (circa 
1990) – so local geographical precedence has been set.

The style of this year’s meeting has been led by Professor Walker and I trust 
you will enjoy the diverse programme we have assembled which includes a live 
‘Question Time’ style debate on Thursday afternoon. I (unfairly) lost a more 
traditional debate when I was up against Geoff Pilkington in Edinburgh in 
2005 – as a clinician I was proposing the notion that basic science had made 
a negligible contribution to survival in high grade glioma. The debate predated 
the announcement of the dramatic results of the Temozolomide trial by Roger 
Stupp in Toronto by some 5 months, so maybe Prof Pilkington’s supporters in 
the audience had inside knowledge… 

What of the future? First, I am delighted that my Vice President (and natural successor) is Professor Silvia Marino 
(Blizzard Institute, London). Silvia’s expertise as a basic scientist will help continue to steer BNOS as a focal 
point of brain tumour research in the UK. I see Silvia’s evolving role in BNOS over the next four years as pivotal 
in raising the Society’s profile as the focal point for neurooncology laboratory development in the foreseeable 
future.

As you may be aware, I am a neurosurgeon locally working within a closely knit clinical team with a typical 
demanding ‘real life’ patient work load. A past goal of BNOS has been to expand our interaction / involvement 
with working clinicians treating patients with brain tumours in the UK. This strategy will be expanded further 
and my colleagues working in small subgroups within the BNOS council are actively devising improvements in 
the benefits of BNOS membership for you all. Particular ‘targets’ have included a radical overhaul of our Website 
to enhance its value as a ‘tool’ in your daily clinical and basic science practice. Between the members of Council 
we have also had regular direct communications with our larger sister organisations in North America (SNO) 
and Europe  (EANO) as we believe that the BNOS’s value can only be enhanced by closer ties with these bigger 
societies. This should become apparent in the next few months.

Enjoy the meeting!

Mr David Jellinek 
Vice President, BNOS

CONFERENCE NEWS
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A s is well documented, there are 
around 8,600 patients in the UK each 
year diagnosed with a primary brain 
tumour. It is also well accepted that 

this number is greatly under represented as around 
half of all brain tumours are not being reported to 
the cancer registries and furthermore secondary 
(metastatic) brain tumours are not recorded at all 
as they are monitored against their primary cancer 
site [1]. According to the Brainstrust charity, the 
estimated number of people therefore living with 
an intracranial tumour in 2013 is currently just 
under 55,500 [2] (see diagram).  

According to the most recent figures for 2011 
published by Cancer Research UK, nearly half of 
all cancer sufferers in England and Wales survive 
at least a decade, but sadly this is not the case for 
adults diagnosed with malignant brain tumours, 
where only 15% survive 10 years [3]. This startling 
contrast means there remains a lot of work to be 

done by us as health care professionals to lessen 
the gap, but how does this survival gap impact on 
the overall wellbeing of our glioma patients? This 
article aims to explore some of the shortcomings 
concerning long term follow up and care of 
the glioma patient, what is required to change 
outcomes for the better and why neuro-oncology 
nurses are pivotal to this process.  

Recent research carried out by Brainstrust states 
people living with a malignant brain tumour face 
a barrage of uncertainty and feel increasingly 
isolated and alone [4]. Place this isolation alongside 
the fact the NHS currently struggles to sufficiently 
support the increasing number of cancer survivors 
within its existing service structures and you have 
a recipe for a disastrous long term follow-up 
strategy and patient satisfaction [5]. This is further 
compounded by the fact as many as 1 in 4 brain 
tumour patients still do not know who to contact 
for help or support even though The National 
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Living with a brain tumour
Prevalence of intracranial tumours – September 2013

The impact of a brain tumour doesn’t stop when you’ve been diagnosed. In fact for patients 
and carers across the UK the fight is so much more than the diagnosis. We know.

There are currently over 55,000 people in England living with or beyond a brain tumour diagnosis. 
The brainstrust community is here to ensure that those affected by a brain tumour diagnosis get 
the care and help they need to lead the life they want to for as long as possible.
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NEURO-ONCOLOGY

Institute of Clinical Excellence (NICE) in 
2006 called for all brain tumour patients 
to have access to a Key worker, likely to be 
a clinical nurse specialist (CNS) as part of 
their Improving outcomes guidance [6]. 

Access to key workers
Having an authoritative point of contact, 
such as a  CNS, is proven to lessen 
patient’s anxiety and increase satisfaction 
with regard to their holistic care needs 
– specialist nurses help improve the 
patient experience and safety because 
they have in-depth knowledge of the 
physical, psychological and social effects 
of their specific condition and play a key 
role in the management of patient care 
[7]. CNS’s are pivotal in that we build up a 
rapport with both the patients and their 
families, and are able to offer tailored 
care depending on the patient’s level of 
need. According to Fletcher, CNSs reduce 
both unnecessary hospital admissions and 
readmissions, they reduce waiting times, 
free up the consultant’s time to treat other 
patients, improve access to care, and help 
support patients in the community [8]. So 
why is it that as many as 1 in 4 are still not 
aware of who their CNS / Key worker is 
when it comes to neuro-oncology [9]? 

It is fairly evident that those patients 
with high grade, primary malignant 
tumours requiring neurosurgery, 
chemotherapy and/or radiotherapy will 
encounter specialist nurses on a near daily 
basis and will have rafts of information, 
both verbal and written, given to them 
[10]. However, those patients with slow 
growing (low grade) glioma on a “watch 
and wait policy” are a different scenario 
completely – they are the ones at risk of 
slipping through the follow up loop, with 
no point of contact. In my experience, 
I’ve found some patients are followed 
up by GP’s only, others by neurologists, 
oncologists, neurosurgeons and/or 
specialist nurses, while some are without 
follow up at all.  Personally, I feel the 
fragmented and uncoordinated care of 
these patients should be streamlined at a 
national level with minimum standards set 
and clear patient pathways, which should 
include regular follow-up with surveillance 
MRI scans and access to a clinical nurse 
specialist. 

Savings to the health economy
Nurse led telephone clinics, for example, 
provides an alternative approach to 
conventional outpatient clinics and 
ensures the focus is moved away from 
cancer surveillance to a model of patient 

centred support, with evidenced high 
patient satisfaction [11]. Recent studies 
have shown that referrals from GPs and 
Consultants to specialist nurse clinics are 
steadily on the rise with over 100,000 
patients on average per year between 
2005 and 2010. This proves specialist 
nurses have a much greater role today 
in the delivery of healthcare than they 
did even five years ago [12]. Furthermore, 
outside of the structured clinic format, 
it is estimated that specialist nurses 
field around 100 phone calls per week 
from patients, relatives and primary care 
workers. Telephone consultations also save 
£72,588 per nurse to the national health 
economy by reducing the number of GP 
appointments [13]. 

For the thousands of people across 
the UK living with long term conditions, 
including cancer, several studies have 
shown that specialist nurses are both 
clinically-  and cost-effective [14]. A 
CNS specialising in cancer care will see 
an average of 13 follow-up patients per 
week in an outpatient setting. Matched 
against Department of Health tariffs 
this represents £53,040 in income and 
the potential release of 13 slots to new 
patients (raising £159,120 per 48 week year). 
This means CNSs working with cancer 
patients can speed up pathways, help 
trusts meet targets, allow new patients to 
be seen and therefore help generate more 
income [14]. 

Having demonstrated the value of the 
specialist nurse, both financially and in the 
delivery of healthcare, how can they be 
best utilised to help shape the healthcare 
of the future for brain tumour patients and 
to help improve outcomes? 

Service reconfigurations  
– The Cambridge Model
In Cambridge, we have successfully 
streamlined our neuro-oncology service 
in accordance with the recommendations 
from the IOG guidance regarding the 
key aspects of neuro oncology services 
that needed developing. This included 
establishing direct referral pathways, 
implementing a specialist MDT and having 
a dedicated neuro-oncology clinic headed 
up by subspecialised neurosurgeons 
[6]. Resulting from this reconfiguration, 
our service has evolved from being an 
unplanned, consultant centric process 
of care to one which is now mainly out-
patient based, consultant led and patient 
centred [15]. This service reconfiguration, 
known as the Cambridge model, benefits 
patients by significantly reducing their 

length of stay, having a pre-planned 
surgery date to work towards, having a firm 
point of contact for the CNS’s involved 
and allowing safe but early discharge 
home. Clinics headed up by not only the 
dedicated neuro-oncology consultants but 
two dedicated neuro-oncology specialist 
nurses allows for uninterrupted clinics to 
run on a weekly basis. The CNSs are able 
to assess the overall holistic wellbeing of 
patients and there is an opportunity for 
wound assessment, removal of surgical 
clips or sutures, steroid reduction and 
review of anticonvulsant medication. 
The clinic runs on the same day as the 
specialist MDT, allowing for patients to 
be rapidly reviewed the same day as their 
MDT discussion, thus minimising delays to 
their patient pathways and any treatment 
plans. At the core of all this, arranging 
admissions, discharges, onward treatment 
referrals, booking of scans and pre- / 
post-operative review is the specialist 
nurse.  It has been estimated that nurse-
led discharges facilitated by a streamlined 
service supported by the CNSs saves over 
£1,000.00 per patient in cost of inpatient 
stay and imaging [15]. 

Neuro-oncology Nurse 
Consultant – scope for further 
improvements
Taking the Cambridge Model of 
reconfiguration one step further, it is clear 
to me that significant investments into 
neuro-oncology specialist nurses need to 
be made in order to ensure every patient 
diagnosed with a brain tumour has access 
to a specialist nurse to help manage 
not only their pathway as efficiently as 
possible, but to also provide vital support 
and information to them and their carers. 
Currently around 1/3 of all UK based 
Neuro-oncology CNSs are Macmillan 
funded [13] – myself included. I strongly 
believe that access to specialist nurses in 
the NHS is not something the charitable 
sector should finance; this is something 
the Government should fund. 

Currently high on the agenda with 
lobbying groups, neuro-oncology 
working groups and the charitable 
sector is the issue of having access to 
neuro-rehabilitation and enabling timely 
transition to the community sectors for 
those patients needing on-going support 
and care away from the acute hospital 
environment [4,9]. Allowing patients 
to recover their maximal neurological 
potential and / or to die at home instead 
of in a hospital should be facilitated 
where feasible. In my opinion, these 

ONJA15.indd   89 21/06/2015   18:34



A
D

 F
I 1

-A
4-

E
N

See more – see clearer
PDD and autofluorescence technology 
from KARL STORZ 

KARL STORZ GmbH & Co. KG, Mittelstraße 8, 78532 Tuttlingen/Germany
KARL STORZ Endoscopy (UK) Limited, 415 Perth Avenue, Slough, Berkshire SL1 4TQ/Great Britain
www.karlstorz.com

AD FI 1-A4-EN.indd   1 15/06/2015   15:31:41ONJA15.indd   90 21/06/2015   18:34



Volume 10 Issue 3 • July/August 2015 91

NEURO-ONCOLOGY

evolving roles are inevitably seen as 
belonging to the ever increasing remit of 
the CNS, stretching beyond the hospital 
environment into the community sector. 
In reality however, CNS’s workload and 
time constraints prohibits them from fully 
engaging with this process. 

In order to ensure patients fulfil 
the potential to optimise their neuro-
rehabilitation and to be able to lead 
as long and fulfilling lives as possible, 
we need to ensure they are adequately 
assessed regarding their complex 
rehabilitation needs and in ensuring there 
is ample involvement with the community 
sector, even prior to discharge. This needs 
to be streamlined by someone specialising 
in neuro-oncology with firm leadership 
abilities and proven change management, 
and in my opinion this is the perfect time 
to consider introducing nurse consultants 
into the neuro-oncology field. It’s time to 
make brain tumour patients stand head 
and shoulders above the parapet – so let’s 
ensure neuro-oncology leads by example 
and let other cancer disciplines follow 
suit. It’s time to make brain tumours 
count, both statistically and realistically. 

1. Cancer Statistics registrations: Registrations of cancer diagnosed in 2007, Office for National Statistics, England. 
Series MB1 no.38. 2010, National Statistics: London; Cancer Registrations in Wales 2007, Welsh Cancer 
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When the oncology depart-
ments at Heartlands, Good 
Hope and Solihull hospitals 

decided it was time to review their 
complex planning systems, little 
could executives have anticipated 
the improvements that lay ahead. 
Here, Denise Williamson, managing 
director at BookWise Solutions Ltd 
(pictured), explains how the software 
installed in the Oncology Day Units 
at the clinics in the Heart of England 
NHS Trust revolutionised facility 
booking practices, benefiting both 
staff and patients.

The previous paper-based scheduling system at the 
Heartlands, Good Hope and Solihull hospitals was 
very hard to manage, lacked transparency and required 
heavy user input. When a treatment was cancelled, 
inputting the change and making the relevant col-
leagues and patients aware of the cancellation could 
be painstakingly slow and laborious. Delays in making 
a cancellation often led to the wastage of expensive 
chemotherapy drugs, impacting on the patient experi-
ence and often resulted in difficulty rebooking facilities.

The working practices within Oncol-
ogy across the three sites weren’t 
streamlined, leading to unnecessary 
delays and staff feeling under 
pressure. Resources clearly could 
have been better used in improving 
services for patients.  

Following the introduction of 
user-friendly BookWise software, the 
units started to make rapid improve-
ments. Greater transparency meant 
that facility bookings were easier to 
secure and plan, enabling the stream-

lining of the patient journey. The reduction in waiting 
times between arrival and treatment was significant and 
made for a smoother experience for patients. 

Software from BookWise has made the appointment 
process more efficient. The new booking system instantly 
recognises the stage in the care pathway of each patient, 
automatically recommending dates for the next phase of 
treatment and ensuring the appropriate equipment, staff 
and resources accompany each chemotherapy booking. 
The Oncology software has also helped in the reduction 
of drug wastage as staff can be made aware of cancella-
tions before courses of treatment are prepared.

Oncology staff are happier too. Better scheduling 
has freed up more of the nurses’ time, resulting in 
less pressure on individual workers and a calmer 
atmosphere, which has been noted by patients, who are 
feeling the benefit too.

Julie Bliss, lead chemotherapy and acute oncology 
nurse at Heartlands and Good Hope hospitals, said: 

“I’m delighted to say that our working practices have 
improved considerably after switching to the new sys-
tem. Everything’s much easier to control now. Planning 
clinics is much more transparent and quicker than be-
fore, and morale has rocketed as a result. The pressure 
created by uncertainty and lack of co-ordination has 
been lifted from the staff’s shoulders.

“BookWise has delivered positive change. It is simple 
to use and when called upon, the company’s support 
staff have been excellent. Ultimately, the new software 
system is saving us time and money and helping create 
a smoother care pathway for our patients.”

For more information please contact  
us on 0800 052 0004 or  
email enquiries@bookwisesolutions.com  
or visit: www.bookwisesolutions.com

PROBLEM SOLVED FOR HEART OF ENGLAND CLINICS
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Tailoring medical treatment to the 
individual characteristics of each 
patient is hopefully anticipated to 
significantly improve their clinical 

outcome. Lung and breast cancer and melanoma, 
are some areas in which many advances have 
been made in the last few years. And, due to its 
increased prevalence, prostate cancer, among 
others, has been receiving increasing attention.

General overview
Albeit, the fact that in recent decades significant 
progress has been achieved in human health, 
progress has been uneven. The differences 
between geographical and therapeutical areas 
are still significant. Health systems around the 
world are under continuous pressure due to 
the demographic and financial crisis, shortage 
of healthcare professionals, the technological 
revolution [1], continuous empowerment of 
patients and increasingly costs of new drugs.

With the mapping of the human genome a 
wealth of information regarding how people 
differ from each other, and how the individual 
genetic structure can influence a person’s 
susceptibility to develop a disease and to 
respond to new treatments has been obtained. 
However, not all patients respond to the drugs 
used. The fact is that 90% of the drugs now used 
are effective in only 40% of patients [2]). Among 
those patients who respond, often severe side 
effects may occur that make it impossible to 
continue treatment. An estimated 5-7% of all 
admissions to  the hospital are due to adverse 
drug reactions, while an estimated 20% of deaths 
arise from the adverse effects of therapies.

The right treatment for right patient 
at the right time
Currently most patients receive medicines in 
more or less the same way, but future treatment 
will be adjusted to select patient groups, defined 
by their molecular signatures. This is what we 
define as personalised medicine (PM) or using 
molecular aspects of diagnostic tests to identify 
better drugs and to manage an illness to a higher 
level.

Given an earlier editorial in Oncology News 
on looking forward toward the realisation of 
PM [3] and the current biomedical and public 

community’s growing excitement, I thought it 
would be timely to revisit the topic of PM.

PM can be defined briefly as the right 
treatment for right patient at the right time.

PM is one of the greatest promises of the 
future. Tailoring medical treatment to the 
individual characteristics of each patient will 
significantly improve their clinical outcome. Lung, 
and breast cancer, and melanoma are some areas 
in which many advances have been made in the 
last few years. Driver mutations associated with 
these cancers have been discovered and drugs 
targeted directed to the resulting oncoproteins 
have been developed. Improved outcomes have, 
thus, been achievable for the patients with those 
specific mutations.

Low awareness among patients and 
doctors
Recent findings indicate that general public 
understanding of the emerging field of PM is low 
but interest is high. In USA, two-thirds (66%) have 
not heard of PM, but the majority (65%) react 
positively when it is described to them and 7 in 
10 (70%) are interested in learning more [4]. Some 
further consensus of opinion include:

• Most people feel excited about the potential 
benefits of PM and recognise the value. Over 
7 in 10 state that the major benefits are that 
the information gained could help them and 
their doctors choose a treatment that is most 
likely to be effective for them (76%); and give 
them more control to prevent or treat illness 
(72%).

• Nearly 8 in 10 believe it important have 
a diagnostic test for the purposes of 
personalising prevention or treatment if their 
doctor recommended it, while

• Two-thirds (66%) immediately see the value 
of these emerging technologies and believe 
that personalised tests and treatments should 
be covered by insurance.

Challenges and benefits
PM involves many challenges. If one adopts the 
principles of PM widely based on understanding 
and integrating genetic information, then we will 

Personalised medicine: One 
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future
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benefit from a preventive medicine, not a reactive one, as it happens 
now, when most medical approaches occur after illness; optimal 
treatment would be better selected and would reduce “trial and 
error” prescription of drugs.

Knowing the genetic profile of the patient, the drugs used, 
would be safely administered, due to avoiding adverse effects. 
Consequently, this would increase patient adherence to treatment 
and increase quality of life; and we could better control health costs 
by avoiding the use of expensive drugs in cases that are known that 
the drugs are not effective.

Otherwise, some medications that have not reached the market 
because of negative clinical trials or were withdrawn from the 
market could have a chance at a new life. 

PM is already here
Whereas in the early 1990s, only 5% of the FDA’s new drug approvals 
were for targeted therapeutics, 20 years later that number is now 
a quarter of the new approvals; and last year, approval was 45%, 
including “break-through” drugs to treat selected cancers in stratified 
populations.

The number of available PM drugs, treatments, and diagnostic 
products have increased in USA, from 13 in 2006 to 113 in 2014. 
Today, 137 FDA-approved drugs have pharmaco¬genomic 
information in their labelling, and 155 pharmacogenomic biomarkers 
are included on FDA-approved drug labels [5].

Diagnostic companies have begun producing stand-alone, 
sophisticated prognostic tests to help guide important medical 
decisions, thereby avoiding unnecessary expense and side effects. 

By way of example, while it took 26 years before the discovery 
of the EGFR mutation led to the development of Erbitux in 2003, 
it only took 4 years until the discovery of the ALK mutation led to 
the development of Xalkori in 2011, pointing to a new era of drug 
development in which without a test there can be no drug.

Personalised medicine in prostate cancer
In the case of prostate cancer, re-attention of late to earlier 
elucidated factors implicating the role of tumour-host interaction 
in its pathogenesis and of the immune system [6] provide excellent 
possibilities of personalized therapeutic intervention [7] In addition, 
previous recognition that the immunological characterisation of 
a patient’s immune status (i.e. ‘immunostaging’) and elimination 
of immune tolerance by a variety of immunosuppressive factors 
[7], currently more popularly referred to as ‘immune checkpoint 
inhibitors’, will be beneficial toward facilitating an effective anti-
tumour immune responses [8]. 

Currently, two genomic tests, among others, are available for 
prostate cancer: Oncotype DX (Genomic Health, Redwood City, 
California) and Prolaris (Myriad Genetic Laboratories, Salt Lake City). 
Both tests suggest they can identify which low-risk patients are 
“truly” at low risk and can be managed by active surveillance and 
which ones should seek immediate treatment [9,10,11]. 

Hi-tech for personalised medicine
Researchers at MIT have recently invented a miniature device that 
acts much like a laboratory. Although not exactly a nanobot, this 
device has the ability to deliver 16 different cancer treatments 
directly to the patient’s tumour. After being injected into the 
patient’s tumour, the tiny device tests all the cancer treatments on 
small samples of cancerous cells in an attempt to figure out which 
of them works best. After about a day of analysis, the researchers 
remove the device and proceed to verify the results. Unlike with 

traditional cancer treatments, patients experience minimum side-
effects and have a much higher chance of being cured because 
doctors will know exactly which drugs work on them on and which 
do not [12]. 

The cost-benefits of personalised medicine
In oncology, genome-based diagnostics are rapidly evolving as many 
pharmaceutical companies focus on the development of targeted 
therapies and consider the benefits for a diagnostic test to pair 
with a specific treatment (referred to as ‘Companion Diagnostics’) 
Such tests are showing potential in significantly reducing the costs 
of clinical trials, e.g., close to 2/3rds of the clinical trial costs in 
some cases. A recent report estimates over $130 million in savings 
for pharma companies per approved compound [13]. Part of this 
savings may be attributed to the reduction in the cost of sequencing 
a single human genome from about $100 million in 2004 to around 
$1000 ten years later, thereby paving the way to a mainstream 
adoption of PM . 
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How it all started
The role of tomatoes in prostate cancer has 
generated considerable interest since it was 
first mentioned in a diet and lifestyle study in 
Adventist Men. Mills and colleagues [1] reported 
that a high intake of tomatoes was associated 
with a lower risk of prostate cancer. At the time, 
researchers were not interested in the tomato 
per se, but were studying the relationship 
between retinol (vitamin A), carotenoids and 
prostate cancer. Tomato was included in the 
study as it is a rich-source of vitamin A. It was 
not until the Health Professional Follow-Up 
Study that the connection between lycopene 
and prostate cancer was made [2]; men who 
consumed more than 10 servings/week of 
tomato-based products had a 36% lower risk of 
prostate cancer than those who had less than 1.5 
servings/week.  

Lycopene: chemistry, biology and 
dietary sources
Lycopene – the major carotenoid in tomatoes 
– was postulated to confer the ‘protective 
effect’ of tomatoes on prostate cancer. This is 
mainly due to its antioxidant properties, but also 
because it is the most abundant carotenoid in 
the plasma, and  is present in the prostate gland 
[2]. Lycopene, a potent singlet oxygen quencher, 

is very effective in reducing oxidative stress, a 
major contributor to cancer development and 
progression. It also reduces cell proliferation and 
induces apoptosis in prostate cancer cell lines.  
Nevertheless, whether the association between 
tomatoes and prostate cancer is due to whole 
tomato or lycopene remains contentious. 

About 80% of lycopene intake in the Western 
diet derives from tomatoes and tomato-
containing products. It gives fruit and vegetables 
a red colour, and is found in grapefruit, 
pomegranate and watermelon. Mechanical 
processing, such as heating, mashing, blending 
and chopping, stimulates the release of lycopene, 
which is why tomato products have higher 
lycopene content. It is also soluble in oil, which 
means the bioavailability of lycopene is increased 
when tomatoes are cooked in oil or ingested 
with dietary fat. Before you hit the stores to 
stock up on baked beans, tomato ketchup or 
pizza, bear in mind that they are high in sugar, 
salt and fat, whereas pasta sauce, tomato juice 
and cooked tomatoes are healthier options.

What we found
In our study published in the Journal of Cancer, 
Epidemiology, Biomarkers and Prevention [3], 
men who consumed more than 10 servings of 
tomatoes and tomato products/week had an 18% 
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lower risk of prostate cancer than in the general population. To 
examine whether meeting dietary and lifestyle recommendation 
reduces prostate cancer risk, we assessed the diet and lifestyle of 
1,806 men aged 50-69 with prostate cancer, comparing them with 
12,500 cancer-free men.  

We also developed a prostate cancer ‘dietary index’, which 
consists of dietary components that have been linked to prostate 
cancer; selenium, calcium and foods rich in lycopene [4]. Men with 
an optimal intake of these nutrients and foods had a decreased 
risk of prostate cancer, the association being discernible with 
consumption of over 10 servings per week of tomatoes and 
their products. The cut-off was chosen as in the HPFS study [2], 
which to date provides the strongest evidence of a link between 
tomatoes and prostate cancer. So what is a serving? It is the 
equivalent of a medium size tomato (about 80g), 150mL of tomato 
juice, or 3 heaped tablespoons of baked beans.

We also look at adherence to the World Cancer Research Fund 
(WCRF) and the American Society for Cancer Research (AICR) 
recommendations on physical activity, diet and body weight for 
cancer prevention. Only the recommendation on plant foods – 
high intake of fruits, vegetables and dietary fibre – proved to be 
associated with a reduced risk of prostate cancer.  

What is next  
Although many laboratory studies have demonstrated 
chemopreventive effects of tomato and/or lycopene against 
prostate cancer, epidemiological studies have yielded mixed 
results. This could be due to several factors, mainly the 
introduction of prostate-specific antigen (PSA) test has helped in 
checking for symptoms that indicate early-stage prostate cancers, 
which often are indolent and are not otherwise easily detected. 
Prostate cancers now being detected are more heterogeneous 
in nature, which makes it harder to identify the risk factors for a 
subset of these cancers that will become aggressive and progress. 
(A detailed explanation by Edward Giovannucci can be found on 
the WCRF blog [5].)

Another important puzzle that needs solving is whether 
tomatoes and lycopene are involved in prostate cancer 
progression or recurrence. There are some encouraging findings 

from dietary intervention studies, but most are small-scale and 
of poor quality [6]. Nevertheless, a UK study found that men 
ate more tomatoes and tomato products following a diagnosis 
of prostate cancer [7]. It is telling, indeed, as research shows 
that prostate cancer survivors now like to receive dietary and 
lifestyle advice, especially from health professionals [8,9]. In 
light of this, there is added urgency for high quality randomised 
controlled trials to establish whether there is a causal relationship 
between tomatoes, lycopene and prostate cancer to resolve these 
speculations.
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Take-home message:

• Tomatoes and lycopene may help prevent prostate cancer 

• High quality randomized controlled trials (RCTs) are needed 
to establish if they prevent prostate cancer development 
and recurrence

• There seems to be no harm eating lots more tomatoes!

men who consumed more 
than 10 servings/week of 
tomato-based products had 
a 36% lower risk of prostate 
cancer than those who had 
less than 1.5 servings/week.
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My guess is that clinicians are quite 
used to sitting opposite wide-eyed 
patients who greet their diagnosis 
with “I’ve never heard of that 

before”. But when the person saying this has just 
been diagnosed with the fourth most common 
cancer in women, perhaps alarm bells should 
start to ring. 

The evidence that women have not heard 
of womb cancer before diagnosis is anecdotal 
– from focus groups, small-scale surveys and 
personal contacts. While the media are full of 
stories about ovarian cancer, breast cancer and 
cervical cancer, there is rarely a mention of 
womb cancer. Yet it is the most common cancer 
in women after breast, lung and bowel. 

There may be many reasons for this, but one 
must be lack of research. The media are prompted 
to cover a particular cancer either because there 
is a high profile “victim” (think Kylie Minogue for 
breast cancer or Jade Goody for cervical cancer) 
or because there is a new research trial either 
starting or finishing. Womb cancer has neither a 
high profile spokesperson nor is there much in the 
way of research. Yet it is a disease that is imposing 
a huge burden on women and health services, and 
one that is set to rise in the future. 

That’s why the Womb Cancer Alliance is an 
important development – and we would urge 
those with a professional or personal interest in 
womb cancer to read on and get involved. 

Womb cancer: the facts
Womb (or uterine/endometrial) cancer is the 
fourth most common cancer in women, with 
around 8,500 diagnosed cases a year – that’s 
an average of 23 women a day [1]. It is the ninth 
most common cause of cancer death with 
around 2,000 deaths a year – that’s nine a day. 
The incidence and mortality are rising – and are 
predicted to rise in coming years. In the UK, the 
incidence increased by 43% since 1993-1995 from 
13.8 per 100,000 female population to 19.7 in 
2007-2009. Mortality also increased by 14% from 
3.2 to 3.7 per 100,000 [2]. 

Womb cancer incidence and mortality rates 
vary across the UK, with new diagnoses most 
common in Wales and Northern Ireland. Despite 
overall improvements in 1- and 5-year survival 
since the early 1990’s, there are variations in 
survival rates across the UK, with most notable 
differences for 5-year survival [2]. Womb cancer 

is a disease associated with age and almost two-
thirds of cancers occur in women aged 55-75. 
Survival is significantly worse in older women. 

Three-quarters (77%) of womb cancers 
diagnosed in the UK are endometrioid 
adenocarcinomas, in which exposure to 
unopposed oestrogen is a significant risk 
factor. This helps explain the lifestyle risk 
factors (obesity, age, diabetes, never having had 
children, taking HRT and tamoxifen therapy for 
breast cancer) and the possible reasons for the 
exponential rise in incidence rates over the past 
two decades. 

Obesity is the most significant risk factor for 
oestrogen-related womb cancers; according to 
Cancer Research UK Data, one-third (34%) of 
womb cancers are linked to being overweight or 
obese [3]. While observers note that increasing 
trends in obesity coincide with increasing womb 
cancer incidence, this is not the full story. 
Scotland has the lowest rate of womb cancer 
in the UK, but some of the highest rates of 
obesity, whereas in Wales and Northern Ireland 
the opposite is true. One explanation may be 
that there are fewer hysterectomies carried out 
in the UK these days, which means that more 
postmenopausal women retain their uterus and 
are at risk of developing the disease. For many 
women who present early with postmenopausal 
bleeding, the outcomes are good. More than 
three-quarters will survive for at least 10 years. 

Not all womb cancers are the oestrogen-
dependent type. Among the less common womb 
cancers are serous carcinoma, clear cell carcinoma 
and carcinosarcoma of the uterus (also known as 
malignant mixed Mullerian tumour, MMMT). These 
are all highly aggressive forms of cancer, typically 
presenting late and with poor prognoses. 

Treatment includes surgery, typically total 
hysterectomy and removal of the Fallopian 
tubes and ovaries, followed by radiotherapy and 
chemotherapy. 

Womb cancer research
There is very little womb cancer-focused research 
taking place in the UK. From a patient perspective 
and looking at publicly accessible information, 
the Macmillan Cancer Support site mentions 
one trial (PORTEC3, looking at radiotherapy and 
chemotherapy after surgery) while the website 
patient.co.uk could find zero trials in the UK.  NHS 
Choices [4] yields a few more – just 16 actively 

The “Womb Cancer Alliance”:  
 identifying the ‘top ten’ research 
priorities in womb cancer

WOMB CANCER
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recruiting in April 2015, although many of 
these are very small scale and limited to 
only one hospital.  An active blogger and 
tweeter, DC is in touch with many women 
diagnosed with womb cancer via social 
media. Not one is involved in a clinical trial. 

Perhaps this lack of research is linked 
to perceptions about the disease: 
that most women present early with 
postmenopausal bleeding and can be 
treated successfully, often with surgery 
alone. But, again, this is not the whole 
story. Survival decreases with age, but 
also with stage at diagnosis. The best UK 
data – and they are out of date and from 
a small sample – show that 5-year relative 
survival ranges from 95% at Stage I to 14% 
at Stage IV for patients diagnosed during 
2002-2006 in the former Anglia Cancer 
Network. Even Cancer Research UK, which 
cites these figures in its public website, 
suggests that these data be treated with 
caution [1].

The paucity of data is a recurring theme 
in womb cancer. In general, UK clinicians 
are using international FIGO (International 
Federation of Gynaecology and Obsetrics) 

staging guidelines [5], but the most recent 
report on gynecological data quality and 
completeness shows there are still gaps 
[6], particularly on ethnicity.

The prevailing lack of research is 
reflected on biomedical literature 
databases, including PubMed, Medline 
and Embasse. There is no consensus about 
what womb cancer should be called, 
with different countries, specialties and 
groups variously using womb, uterine 
and endometrial cancer – which makes 
searching for published evidence trickier. 
Nonetheless, a search for ‘endometrial 
cancer’ yields around a tenth of results 
compared, for example, to a search for 
‘breast cancer’. Top ranking journals, which 
publish only the best research from an 
international perspective, similarly identify 
a shockingly disproportionate dearth of 
data supporting advances in understanding 
of the causes of womb cancer, how it might 
be prevented, and progress in screening, 
diagnosis and treatment (Figure 1). 

Perhaps because of this, changes 
in clinical practice are taking place 
without robust evidence to support 

them. For instance, as many as 23% of all 
hysterectomies in the US are performed 
robotically, many of them for womb 
cancer and for women with very high 
body mass indices (BMI). Yet a recent 
Cochrane review [7] found that not only 
was there no advantage to robotic surgery, 
but that none of the studies included 
women with womb cancer. The Cochrane 
Review highlights how such treatment 
decisions for womb cancer lack evidence 
to support change and may be driven by 
industry or physicians with conflicts of 
interest recommending new technologies 
to patients without honest discussion of 
the evidence [8].

The Womb Cancer Alliance
Good-quality research that addresses 
the needs of patients and caregivers (and 
informs clinical guidelines) is needed 
urgently. This is why in 2014, a group of 
healthcare professionals, patients and 
charity representatives came together to 
form the Womb Cancer Alliance, based at 
the University of Manchester [9]. 
Our mission is to: 
• Identify the important womb cancer 

research questions that matter to 
patients, carers and clinicians

• Determine the ‘top 10’ research 
priorities and set about sourcing funds 
to address them

• Raise public awareness about womb 
cancer

To this end, we are conducting a national 
survey to identify womb cancer research 
questions that are important to patients, 
their carers and healthcare professionals 
with clinical experience of womb cancer 
[9]. Because there is so little womb cancer 
research underway, we don’t really know 
where to start. That’s where we would 
like you to get involved. We need you to 
help us identify the unanswered questions 
that matter so that we can direct research 
effort appropriately. 

WOMB CANCER

Figure 1: Knowledge gaps in womb cancer. Further research is needed urgently to improve our understanding of what causes 
womb cancer; how it might be prevented, screened for and treated; and how it should be managed when it recurs.

Table 1. The Priority Setting Process: establishing the ‘top ten’ research priorities in womb cancer

1 Womb Cancer Alliance assembled with patients, healthcare professionals, charity representatives and a James Lind Alliance advisor

2 Protocol drawn up, website established, ethical approval for national survey obtained, stakeholders and partners assembled 

3 Survey launched; questions collated from patients, carers and healthcare professionals

4 Questions collated, sorted and checked; duplicates deleted; existing literature searched to determine which are genuine uncertainties 
and which have already been answered by research

5 Long list drawn up by Steering Group, using established methodology

6 Prioritisation survey launched on line; long list whittled down to a short list

7 Final Priority Setting Workshop; final ‘top ten’ research priorities determined 

8 ‘Top ten’ research priorities in womb cancer published in academic journal and disseminated to patients and the public
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In collaboration with the James Lind 
Alliance [10], we are following proven 
methodology to gather questions via 
an open online survey (Table 1). These 
will be collated, sorted, and checked to 
remove duplicates and ensure that they are 
genuinely unanswered questions. A shortlist 
will be posted online, and stakeholders 
will be asked to rank research questions in 
order of importance. The ‘top 10’ will be 
established during a final priority-setting 
workshop in December 2015. Workshop 
participants will include members of the 
Womb Cancer Alliance and any survey 
respondents who wish to be involved. 
Patients, their families, and caregivers will be 
particularly welcome.

Key points: 
• Womb cancer is common yet few women have heard of it pre-diagnosis

• The incidence and mortality are rising

• There is a lack of research including good quality clinical trials in womb cancer 

• Some changes in clinical practice are taking place without research or evidence 
to support them

• The Womb Cancer Alliance is surveying patients and healthcare professionals to 
identify top research priorities 

• Your input to this survey is invited at http://www.cancer.manchester.ac.uk/
wombcanceralliance/survey/ 

• The question gathering survey is now closed. The prioritisation survey will be 
open from 1st October to 30th November 2015. Please participate in the survey 
and help set the national direction of womb cancer research
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CONFERENCE NEWS

T he BAHNO Annual Scientific Meeting 
was held on 24 April 2015. It 
was attended by a record 217 

delegates.  The day started with an update 
on DAHNO followed which is now finished 
and a new national audit called HANA will 
start shortly. The data collected in DAHNO 
will be subsumed by the new audit. This 
was followed by an interesting talk by 
Professor Ben Bridgewater, Cardiothoracic 
Surgeon, on surgeon-level reporting and its 
beneficial effects on cardiothoracic surgery.  
He recounted his vision for surgeon-level 
reporting to be the standard in all surgical 
specialties and explained the potential 
benefits and pit falls.  

An update on the NCRI Head and Neck 
Clinical Trials Portfolio was given showing the 
wealth of clinical trials that are available for MDTs to participate 
in. This was then followed by the Blair Hesketh lecture given this 
year by Professor Vincent Gregoire from the University of Leuven 
in Belgium. Professor Gregoire gave a very well thought out and 
very considered expose of the evidence base for re-irradiation 
and chemotherapy in the recurrence setting. Following that a 
case-based panel discussion on recurrence took place. This was 
moderated by Professor Gregoire and included Dr Mehmet Sen, 
Clinical Oncologist, Leeds, Sarah Orr, Clinical Nurse Specialist, 
Professor Rob George, palliative care consultant, and me.  

The AGM took place after lunch. This saw the inauguration 
of Mr Mike Fardy, Cardiff, as President (pictured), taking over 
from Mr Paul Pracy. BAHNO continues to fulfil its role as the only 
multidisciplinary professional body for head and neck oncologists 
of all specialties. Financially, the organisation continues to be on 

an even keel.  
There were two sessions on oral 

presentations. These covered a wide 
variety of topics from the diagnosis and 
management of thyroid cancer to very 
eloquent presentations on the role of insulin 
growth factor one in head and neck cancer. 
Dr Oliver Dale, Oxford, won the prize for 
best presentation. There were over X posters, 
with the submission on improving outcome 
measures of oropharyngeal cancer by Barry 
Mains, Bristol, winning the prize for best 
poster.

The final event of the day was a debate 
entitled “This house believes that publication 
of clinician level outcome data is of 
proven benefit in improving the quality of 
patient care in Head and Neck Cancer”. A 

strong defence of the motion was mounted by Mr Ian Martin, 
Maxillofacial Surgeon from Sunderland, and Professor Tony 
Narula, President of ENT UK. On the other hand a spirited attack 
of the motion was provided by Ms Anita Hazari, Plastic Surgeon 
and Mr David Chadwick, Endocrine and Thyroid Surgeon. The pros 
and cons of surgeon-level reporting were discussed in detail with 
supporting evidence given on both sides. In the end the motion 
was defeated with a resounding majority.  

Professor Hisham Mehanna, 
PhD, BMedSc (hons), MBChB (hons), FRCS, FRCS (ORL-HNS), 
Chair of Head and Neck Surgery, School of Cancer Sciences.
Director, Institute of Head and Neck Studies and Education, 

University of Birmingham, UK.

BAHNO Annual Scientific Meeting
Date: 24 April 2015. Venue: London, UK.

Leukaemia CARE’s annual Haematology 
Nurses Conference will be held in London on 
Wednesday 4th November 2015 at The Christie 

School of Oncology Education Centre.
Accredited by the Royal College of Nursing (RCN), 

Leukaemia CARE’s Haematology Nurses Conference 
brings together haematology nurses from across the 
UK to learn more about blood cancers.

This insightful and educational day will feature talks and 
presentations from medical and nursing experts and delegates will 
have the chance to learn more about topics including leukaemias, 

rarer blood cancers, late effects and the emotional 
impact of blood cancer.

The event is open to all nurses working within the 
field of haematology in the UK and is accredited for 
seven CPD hours. We hope you can join us at this 
exciting event. 

Esther Wrougton, Care Director at Leukaemia CARE

For further information visit:  
www.leukaemiacare.org.uk/nurses-conferences

Leukaemia CARE’s Haematology Nurses Conference 2015
Date: 4 November 2015. Venue: London, UK. Preview

Volume 10 Issue 3 • July/August 2015 99

ONJA15.indd   99 21/06/2015   18:34



100 Volume 10 Issue 3 • July/August 2015

Avery busy Conference weekend commenced on Friday 
afternoon with the Irish Association of Nurses in Oncology 
(IANO) Annual General Meeting taking place at Salt Hill Hotel 

in Galway. The outgoing president Eileen O’Donovan presented a 
summary of work that had taken place over the past two years of her 
Tenure. Highlighting the organisation’s role in promoting education, 
information, research and national and international networking 
opportunities for its nursing members. Eileen thanked the outgoing 
secretary Ms Aoife McNamara ( lung cancer nursing special interest 
group) and other outgoing committee members and welcomed 
incoming president Pauline Kehoe (South-eastern network) and 
Secretary Olivia Grady (Sligo / Galway network).

The conference held on Saturday April 18th was very well 
attended by delegates from all over country and representative 
of specialist and non-specialist caring for patients and families 
affected by Cancer related illnesses across various disciplines 
and clinical settings. The agenda was set to include updates and 
presentations across many aspects of nursing care to include both 
Adult and Young Teenager cancer care.

The conference was expertly chaired by Ms Jean Kelly, Chief 
Director Of Nursing & Midwifery West North West Hospitals 
Group. The opening lecture was provide by Ms Mary Day, CEO 
Mater Hospital and Lead for Dublin / East hospital group, titled 
‘Leading the Way’ which was a very inspirational presentation 
of her journey from Oncology nurse to being a leader in one of 
Ireland’s largest hospital groups. Dr Mary Hynes, Assistant Nursing 
Director, National Cancer Control Programme, provided a very 
detailed update on the role of the NCCP to date and the plans 
going forward for National Cancer Services.  

‘Legal Aspects of Documentation’ presented by Ms Rosemary 
Wilson, Nurse and barrister of law provided great interest and 
audience interaction on this very relevant topic for all practitioners.  

Dr Eileen Furlong UCD school of Nursing presented an 
evaluation of the Irish Cancer Society’s Cancer Information 
Services, which provided clear evidence of the benefit of the 
service being provided and its integral part in providing assistance 
and support to people affected by cancer. 

Ms Maria Cable Teenager Cancer Care Programmes, Coventry 
University and Teenage Cancer trust, gave a really in-depth picture of 
a service being specifically provided for teenagers and young adults 
diagnosed with and enduring treatment for cancer, this being one 
of the first presentations on Teenage Cancers included in an IANO 
conference agenda, which was highly evaluated by the delegates.

The afternoon session was divided into clinical updates in the form 
of ‘break out sessions’, which delegates could attend depending 
on their area of interest, again these sessions have been highly 
evaluated in the past and again on this occasion. The sessions were 
organised by the national executive members representing each of 
the special interest groups involved under the umbrella of IANO. The 
updates were provided by Clinical experts in each area and included a 
question and answer session, Topics as follows:
• Lung Cancer: “Living beyond Lung Cancer” Ms Collette Grant, 

cancer information service nurse & Ms Maeve O’Grady, Senior 
Physiotherapist, CUH.

• Lung Cancer: Meeting the Mesothelioma Nurse Challenge  
– Ms Liz Darlison, Macmillan Mesothelioma Nurses Consultant, 

Mesothelioma UK.
• Breast Cancer: Update on breast reconstruction options  

– Mr Dhafir Alazwai, Consultant Oncoplastic surgeon,  
St. James Hospital.

• Breast Cancer: Psychological support needs following a breast 
cancer diagnosis – Ms Mary Moriarty, Clinical Nurse Manager 2 
Dept of Psycho- Oncology, SVUH.

• Colorectal Cancer: Cytoreductive surgery & HIPEC  
– Mr Jurgen Mulsow, Mater Hospital.

• Colorectal Cancer: Colorectal Cancer Screening  
– Ms Brid Ni Fhionnagain, NCSS Galway University Hospital.

• Gynaecological: Cervical & HPV Screening – An update  
– Ms Elaine Buckley, Smear taker coordinator, National Cancer 
Screening Service.

• Gynaecological: Robotic surgery for endometrial Cancer 
– What the future Holds – Mr Bill Boyd, Consultant 
Gynaecological Oncologist, MMUH.

• Research: Overview Of the benefits and risks of harnessing the 
immune system to fight cancer – Prof Christine Loscher, Director 
of health technologies research and Enterprise Hub, DCU.

The Conference concluded with the presentation of the first Sheila 
Clarke Bursary award and poster presentation prize winners were 
announced. The Sheila Clarke Bursary Award was awarded to Ms 
Charlotte Gleeson, Nurse Cancer Services University Hospital Limerick. 

There were fourteen posters entered covering a wide range of 
topics, demonstrating a high standard of innovation, relevance 
to practice, and enthusiasm for change. The winners were in 
1st place; Teresa Slevin and colleagues, National Paediatric 
Haematology/Oncology Centre Our Lady’s Children’s hospital 
Crumlin. The 2nd prize was awarded to Deborah O’Doherty, 
Beaumont Hospital, for poster titled “Safe guarding our nurses 
reducing exposure risk of hazardous drugs”.

Poster prizes were sponsored by MSD in the form of an 
educational bursary.

The annual conference will take place in a different format 
in 2016, with a Spring Convention planned and also the IANO 
hosting for the first time in Ireland the European Oncology 
Nursing 10th annual congress (EONS 10) Dublin Autumn 2016.

Pauline Kehoe, IANO President.

33rd Irish Association of Nurses in Oncology Annual 
Conference 2015 (IANO)
Date: 17-18 April 2015. Venue: Galway, Ireland.

CONFERENCE NEWS

Left to right: Eileen O’Donovan, outgoing IANO president, with Charlotte Gleeson winner of 
Sheila Clarke Bursary Award, Pauline Kehoe Incoming president IANO.
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CONFERENCE NEWS

T e African Organisation for Research 
and Training in Cancer (AORTIC) 
is pleased to announce its 10th 

International Conference on Cancer in 
Africa: AORTIC 2015. It will take place 
in Marrakech, Morocco from 18 – 22 
November 2015 at the Palais des Congrès 
de Marrakech.

AORTIC conferences are held every two years and provide a 
unique platform where leading African and international health care 
professionals in cancer care, advocates, leaders in Government, and 
various members of the international health industry and global 
cancer community meet to discuss cancer-related matters and 
proffer solutions that can significantly reduce the impact of cancer 
in Africa and around the world. 

AORTIC 2013 was held in Durban, South Africa in November 
2013. Two days of pre-conference workshops preceded the three-
day conference that saw 974 delegates from 70 countries come 
together under the theme “Cancer in Africa: Bridging Science and 
Humanity”. 

Following the remarkably successful conference in 2013, AORTIC 
2015 expects to welcome more than 1000 participants from all over 
the world to engage with the theme “Roadmap to Cancer Control 
in Africa” and a programme developed by an internationally-
representative Scientific Programme Committee covering a diverse 
range of topics related to cancer control in Africa. 

With the support of the Lalla Salma 
Foundation for Cancer Prevention and 
Treatment, the multidisciplinary five-day 
AORTIC 2015 conference will feature 
interactive workshops, industry symposia, 
keynote addresses, plenary sessions, breakfast 
sessions and free communication of abstracts, 
as well as a social programme to enhance 

participant interaction. All cancer-related professions will be present, 
providing a unique mix of expertise, as we aim to equip attendees 
with diverse tools that can be implemented in resourceful ways.

To make a difference, AORTIC invites you, as a committed 
member of the international cancer control community, to 
contribute to and listen to world-renowned speakers, to network 
with colleagues and professionals from all over the world, and to 
be exposed to the latest research findings in the cancer arena. Our 
carefully packaged programme offers you a unique opportunity to 
change the trajectory of cancer in Africa and the rest of the world. 

We look forward to welcoming you to Marrakech, Morocco in 
November 2015.

For more information, please see the  
conference website: www.aorticconference.org 

or email Conference Secretariat 
info@aorticconference.org

Following the success of the ESMO 2014 congress, the 
European Society for Medical Oncology has announced that 
it will be organising an annual Congress in Europe starting 

in 2016.    
ESMO 2014 represented a remarkable milestone for the 

oncology community, with a record number of 19,809 
participants and a 24% increase in abstract submission. 

“What ESMO 2014 highlighted is how important our Congress 
has become as a platform for presenting the results of studies 
which will have a direct impact on the treatment and care of 
cancer patients,” said ESMO President Rolf A Stahel, “Holding 
an annual Congress will allow ESMO to accommodate the rapid 
pace of progress in our field and to fulfil its mission of promoting 
education and disseminating knowledge to guarantee the best 
patient care”.  

An annual congress will also enable ESMO to build on the 
close collaborations already established with its many partners, 
including national oncology societies in Europe and worldwide 
and other international organisations which already play a 
significant role in many ESMO activities.

“Closer collaborations and stronger working relationships are 
becoming increasingly important in facilitating a truly integrated 
approach to cancer treatment and patient care, and we look 
forward to working with all our partners in the best interests of 
cancer patients in the years ahead,” said Fortunato Ciardiello, 
ESMO President-Elect.

In line with this consideration and following the ESMO 2016 
congress in Copenhagen, ESMO 2017 will be held in Madrid and 
for the very first time in partnership with the European Association 
for Cancer Research (EACR).

‘Integrating science into oncology for better patient outcomes’ 
will be the over-arching theme which will drive ESMO’s 
collaborative efforts in making ESMO 2017 a truly integrated 
oncology congress focused on advancing oncology and improving 
treatment options for patients. Save the dates for the most 
influential annual meeting for oncology professionals in Europe.  

For further information, please visit: www.esmo.org

AORTIC 2015 10TH International Conference on Cancer  
in Africa
Date: 18-22 November 2015. Venue: Marrakech, Morocco.

ESMO Announces Annual Medical Oncology Congress Platform 
in Europe from 2016
Date: 7-11 October 2016. Venue: Copenhagen, Denmark and Date: 8-12 September 2017. Venue: Madrid, Spain. Preview

Preview
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T he next World Conference on Lung 
Cancer (WCLC), hosted by the 
International Association for the 

Study of Lung Cancer (IASLC), will take 
place September 6 – 9, 2015 in Denver, 
CO, USA.

While much encouragement and 
progress is going on these days in the 
lung cancer field, both with screening as well as treatment, the 
disease is still a huge global health problem. The Conference will 
address all aspects from tobacco policy/prevention to biology and 
treatment progress of all stages of lung cancer.

Denver is a smart, vibrant city with 300 days of sunshine. 
From the new History Colorado Center, the always amazing 
Denver museum of Nature & Science to the mile-long pedestrian 
promenade, lined with fine dining, shopping and a lively nightlife 
— your opportunities are endless in Denver. There is also a world 
of adventure waiting to be discovered in the Rocky Mountains, 
just a short drive from Denver.

Who Should Attend?
The 16th World Conference on Lung Cancer will be one of the 
largest international gatherings of clinicians and scientists in the 
field of lung cancer and thoracic malignancies.

Those interested in all aspects of lung 
cancer including surgeons, medical 
oncologists, radiation oncologists, 
pulmonologists, radiologists, pathologists, 
epidemiologists, basic research scientists are 
encouraged to attend this Conference.

Also, the Conference will continue 
implementing special sessions for nurses, 

allied health professional and advocacy members.
Based on the success of previous Conferences, more than 

9,000 delegates from all around the world are expected to 
attend. We are looking forward to a program covering a wide 
range of disciplines including more than 300 invited talks and 
3,000 scientific abstracts presented in Oral, Mini Oral and Poster 
Sessions.

We will continue with the extraordinarily successful Hands-On 
Training Sessions and the Young Investigator Session to provide 
young investigators and other physicians in early stages of their 
career with the opportunity to receive one-on-one guidance from 
leading international experts.

Visit: www.iaslc.org

16th IASLC World Conference on Lung Cancer
Date: 6-9 September 2015. Venue: Denver, Colorado, USA.

Professor Denys Wheatley is Editor, and is Director of BioMedES. He has strong research ties in Albany, Davis, Auckland, Valencia, Detroit, Budapest, St Petersburg, Heidelberg, Zürich and 
Hong Kong. He is eager to establish strong interaction with cancer and cell biology teams worldwide, and initiate programmes in the areas in which his expertise lies. His work in cancer research, 
other scientific fields, with IFCB, and in publishing and scientific communication has led to his receiving awards in recent years.

Dr Richard J Ablin (Associate Editor), is Professor, Pathology, University of Arizona College 
of Medicine and a Member of the Arizona Cancer Center, Tucson, Arizona. He received the 
First Award for scientific excellence from The Haakon Ragde Foundation for Advanced Cancer 
Studies. Dr Ablin discovered prostate-specific antigen (PSA) in 1970. A pioneer of cryosurgery 
and cryoimmunotherapy, he has extensive experience in cancer research. 

Mr Richard Novell is Assistant Co-Editor – Gastrointestinal Section, and is a 
Consultant Colorectal Surgeon at the Royal Free Hospital. He was a member of the Court 
of Examiners of the Royal College of Surgeons for eight years and has been an advisor to 
NICE, NCEPOD and CORESS, the Confidential Reporting System in Surgery.  

Dr Miriam Dwek is Assistant Co-Editor – Breast Cancer, she is a Senior Lecturer 
in Biochemistry at the Department of Molecular and Applied Biosciences, School of Life 
Sciences, University of Westminster in London.

Farrokh Pakzad is Assistant Editor – Skin Cancer, and is currently Consultant 
Oncoplastic Breast and Melanoma Surgeon at Royal Surrey County Hospital. His main 
areas of specialist interest are in the management of breast disease, oncoplastic and 
reconstructive breast surgery and the management of skin cancers, in particular, melanoma. 
Farrokh completed his higher surgical training in London, during which he was selected 
onto the highly competitive National Oncoplastic Fellowship program. 

Dr Constantino Carlos Reyes-Aldasoro is Assistant Editor – Image Analysis. He 
is a Lecturer in Biomedical Image Analysis at the School of Engineering and Mathematical 
Sciences, City University London. He has developed a unique portfolio of interdisciplinary 
skills that span from the acquisition of microscopical images to the analysis of biomedical 
datasets such as magnetic resonance, computed tomography and microscopy to 
advanced computer programming and website development.

Mriganka De is Assistant Editor – Head & Neck Oncology. Mr De is a Consultant 
ENT/Head and Neck surgeon at Royal Derby Hospital, Derby. His interest is head and 
neck cancer with particular focus on management of early laryngeal cancers.

International Liaison Committee

Mikhail Yu Reutovich, Abdominal Oncology Department, NN Alexandrov National 
Cancer Center of Belarus, Minsk, Belarus.

Alan Cooper is Assistant Co-Editor – Urology, and is Lead Scientist with the urology 
research group in Southampton University Hospitals and senior lecturer (albeit with 
virtually no lecturing burden) in the Department of Biomedical Sciences at Portsmouth 
University.

Meet the Editorial Team

Prof Mohammed RS Keshtgar BSc, FRCSI, FRCS (Gen), PhD is Assistant Co-Editor 
– Breast Cancer, and is a Professor of Cancer Surgery and Surgical Oncology, Royal Free 
London Foundation Trust. His main area of interest is minimally invasive approaches in 
diagnosis and treatment of breast cancer.  His research interest is in sentinel node biopsy, 
intra-operative radiotherapy, quantum dot nanotechnology in breast cancer. 

Professor Geoffrey J Pilkington is Assistant Editor Neuro-Oncology, is a 
Professor of Cellular and Molecular Neuro-oncology at the Institute of Biomedical and 
Biomolecular Sciences, Portsmouth. His research focuses on the development of models 
for the study of intrinsic brain tumours, elucidation of their metabolism and mechanisms 
underlying diffuse local invasive behaviour.
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BTOG 2016 
14th Annual BTOG 
Conference 2016

Dates 
Wednesday 27th January 2016  

to Friday 29th January 2016

Venue 
Doubletree by Hilton Hotel, 

Burlington Road, Dublin

BTOG Lead:  Dr Sanjay Popat

Poster submission:
Opens 1st August 2015
Closes 1st October 2015

Registration and hotel booking  
opens 1st September 2015

BTOG Bone Disease 
Study Day 2015

Dates 
Friday 11th September 2015

Venue 
Hotel Russell, London 

BTOG Lead:  Dr Tim Benepal

Registration is free for health care 
professionals involved in thoracic 

oncology and travel bursaries will be 
available (for travel within the UK and 

Ireland). Amgen has provided sponsorship 
and a travel bursary to enable this study 

day to take place.

BTOG is a multi-disciplinary group for professionals involved with thoracic malignancies.  
BTOG aims to improve the care of patients with thoracic malignancies through multidisciplinary education, developing 

and advising on guidelines for patient care and facilitating and nurturing clinical trial ideas into full protocols.   
BTOG Chair:  Dr Sanjay Popat

Feedback from BTOG 2015
“I like the multidisciplinary aspect and opportunity to learn from other specialties.”

“Excellent conference with a good range of speakers from all the different disciplines and audience members.”

 “Fantastic mix of all aspects of Thoracic Cancer management – BTOG feels like all the good bits of a massive MDT meeting with 
added social aspects.”

“An excellent learning forum, with pertinent and up-to-date presentations which were evidence based topics and news on current 
studies and trials.”

BTOG Secretariat
Dawn Mckinley, Operational Manager, British Thoracic Oncology Group (BTOG)

Glenfield Hospital,  Leicester  LE3 9QP  England
Tel:  00 44 116 2502811  •  Fax:  00 44 116 2502810 

Email:  dawn.mckinley@uhl-tr.nhs.uk  • www.BTOG.org  •  Twitter: @BTOGORG

ANNOUNCEMENT
Annual Conference

Please visit www.BTOG.org for details

Study Day
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2015 1–4 November 2015
BT Convention Centre 
Liverpool, UK

Join us at the 2015 NCRI Cancer Conference
The largest cancer research meeting in the UK 

• Be part of the largest 
cancer research meeting in 
the UK

• Discover, share and 
collaborate with colleagues 
from across the globe

Registration Abstract 
submission 

• Showcase your research 
and receive feedback from 
your peers

• Ensure your work is 
accessible to the UK and 
international research 
community

31 July Earlybird 
registration closes

3–26 August Late 
breaking abstract 
submission

25 September Online 
registration closes 

K
ey dates

Be inspired by over 120 speakers across 50 sessions  

conference.ncri.org.uk
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5th Trends in Head and Neck Oncology

5-7 November 2015
Lisbon Marriott Hotel, Lisbon, Portugal

THNO

CONGRESS & EXHIBITION ORGANISERS
P.O. Box 440 - 5201 AK ’s-Hertogenbosch - The Netherlands
Tel. +31 (0)73 690 14 15 - info@congresscare.com - www.congresscare.com 

www.THNO2015.org

Building on the success of last year’s event the 2015 Annual Scientific 
Meeting’s oncology lecture stream is entitled Prostate cancer update. 

The College is delighted to announce that Professor Michael McKay 
from The North Coast Cancer Institute in New South Wales will be 
delivering a keynote lecture on spinal cord compression as part of 
Tuesday’s lecture stream.

The day will cover numerous topics including: stereotactic body and 
pelvic nodal radiotherapy; treatment of hormone naïve metastatic 
disease, molecular characterisation, immunotherapy, advances in 
imaging, how to optimise screening and early detection and a debate 
on radical prostatectomy.

The Annual Scientific Meeting will feature an industry exhibition, 
the College AGM and an evening drinks reception which is an ideal 
opportunity for attendees to network with colleagues from around the 
world.

Delegates can keep up to date with the programme and access 
learning points and references through the newly designed 
conference app: www.rcrasm.com

Attendance at the meeting will earn delegates 5 RCR CPD credits.

For details of the programme, venue, and accommodation and to 
book a place, please visit:  

www.rcr.ac.uk/asm

ANNUAL SCIENTIFIC 
MEETING 2015
Tuesday 8 September 2015, The Barbican, London
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Journal of Clinical Oncology 
Randomized Phase III Trial of Amrubicin Versus 
Topotecan As Second-Line Treatment for Patients 
With Small-Cell Lung Cancer
von Pawel J, Jotte R, Spigel DR, et al. Journal of Clinical Oncology. 2014;10 
Dec;32(35):4012-9.

Purpose: Amrubicin, a third-generation anthracycline and potent 
topoisomerase II inhibitor, showed promising activity in small-cell 
lung cancer (SCLC) in phase II trials. This phase III trial compared 
the safety and efficacy of amrubicin versus topotecan as second-line 
treatment for SCLC.  

Patients and Methods: A total of 637 patients with refractory or 
sensitive SCLC were randomly assigned at a ratio of 2:1 to 21-day 
cycles of amrubicin 40 mg/m2 intravenously (IV) on days 1 to 3 or 
topotecan 1.5 mg/m2 IV on days 1 to 5. Primary end point was 
overall survival (OS); secondary end-points included overall response 
rate (ORR), progression-free survival (PFS), and safety.  

Results: Median OS was 7.5 months with amrubicin versus 7.8 
months with topotecan (hazard ratio [HR], 0.880; P =0.170); in 
refractory patients, median OS was 6.2 and 5.7 months, respectively 
(HR, 0.77; P =0.047). Median PFS was 4.1 months with amrubicin 
and 3.5 months with topotecan (HR, 0.80; P =0.018). ORR was 
31.1% with amrubicin and 16.9% with topotecan (odds ratio, 2.22; 
P <0.001). Grade ≥ 3 treatment-emergent adverse events in the 
amrubicin and topotecan arms were: neutropenia (41% v 54%; 
P =0.004), thrombocytopenia (21% v 54%; P <0.001), anemia 
(16% v 31%; P <0.001), infections (16% v 10%; P =0.043), 
febrile neutropenia (10% v 3%; P = 0.003), and cardiac disorders 
(5% v 5%; P = 0.76); transfusion rates were 32% and 53% (P < 
.001), respectively. NQO1 polymorphisms did not influence safety 
outcomes.  

Conclusion: Amrubicin did not improve survival compared with 
topotecan in the second-line treatment of patients with SCLC. OS 
did not differ significantly between treatment groups, although an 
improvement was noted in patients with refractory disease treated 
with amrubicin.

Reviewer’s opinion: Small cell lung carcinoma makes up a 
relatively small proportion of lung cancers, is highly associated 
with cigarette smoking and exhibits aggressive clinical behaviour 
albeit with a degree of chemo-sensitivity.  Progress in this disease 
has been slow and arduous, with the cornerstones of treatment 
remaining platinum-based doublet chemotherapy (often with 
etoposide) in the first-line setting and topotecan in the second-line 
setting for patients doing well.  In marked contrast to the situa-
tion in non-small cell lung cancer, neither molecularly targeted, 
anti-angiogenic nor immunotherapeutic drugs have yet proved 
effective.  This pertinent, randomised study examined two chemo-
therapeutic agents in the second-line setting for both platinum 
refractory and sensitive disease in largely Caucasian patients.  
The control arm was topotecan and the experimental arm was 
amrubicin, a third-generation anthracycline used for lung cancer 
in Japan. Median overall survival was remarkably long for the 2nd 
line setting at almost 8 months in both arms, and amrubicin was 
non-inferior to topotecan for overall survival.  In a prespecified 
analysis, patients with platinum-refractory disease had a superior 
overall survival with amrubicin, but although statistically significant 
it may not be clinically significant with a 2 week improvement in 
survival.  The objective response rate in the amrubicin arm was 

almost double that of the topotecan arm at 31% in platinum 
sensitive and refractory patients.  Clearly, in this very palliative 
setting, tolerance of treatment and toxicity are highly relevant and 
topotecan was associated with more frequent dose reduction and 
lower dose intensity.  Overall, Grade 3 and 4 adverse events were 
more frequent with topotecan.  However, neutropenic infection was 
more common with amrubicin and requirement for red cell trans-
fusion was greater with topotecan.  Cardiotoxicity was rare in both 
arms, with no evidence of cumulative left ventricular dysfunction 
even with 1g/m2 total amrubicin.  The investigators also determined 
the NQ01 genotype (in about half the patients) as the metabolism 
and transport of amrubicin is dependent on its enzyme product, 
although there was no difference in rates of leukopenia and 
neutropenia according to genotype (ie presence or absence of one 
low-activity allele).  In view of the slight increase in time-to-progres-
sion and response rate with amrubicin, it would certainly be inter-
esting to know whether patients treated with amrubicin had better 
symptomatic benefit than topotecan-treated patients.  This study 
suggests that amrubicin may be an option for second line treatment 

in Caucasian patients with SCLC. – AR

Surveillance for Stage I Non-seminoma Testicular 
Cancer: Outcomes and Long-Term Follow-Up in a 
Population-Based Cohort 
Daugaard G, Gundgaard MG, Mortensen MS, et al. Journal of Clinical 
Oncology 2014;1 Dec;32(34):3817-23.

Purpose: To describe treatment results in a large cohort with stage 
I non-seminoma germ cell cancer (NSGCC) treated in a surveillance 
program.  

Patients and Methods: From January 1, 1984, to December 
31, 2007, 1,226 patients with stage I NSGCC, including high-risk 
patients with vascular invasion, were observed in a surveillance 
program.   

Results: The relapse rate after orchiectomy alone was 30.6% at 
5 years. Presence of vascular invasion together with embryonal 
carcinoma and rete testis invasion in the testicular primary identi-
fied a group with a relapse risk of 50%. Without risk factors, the 
relapse risk was 12%. Eighty percent of relapses were diagnosed 
within the first year after orchiectomy. The median time to relapse 
was 5 months (range, 1 to 308 months). Early relapses were 
mainly detected by increase in tumour markers, and late relapses 
were detected by computed tomography scans. Relapses after 5 
years were seen in 0.5% of the whole cohort or 1.6% of relapsing 
patients. The majority of relapses (94.4%) belonged to the good 
prognostic group according to the International Germ Cell Cancer 
Collaborative Group classification. The disease-specific survival at 15 
years was 99.1%.   

Conclusion: A surveillance policy for patients with stage I NSGCC 
is a safe approach associated with an excellent cure rate and an 
overall low treatment burden despite a high relapse rate in a small 
group of patients. We recommend surveillance for patients with 
stage I NSGCC with immediate systemic treatment at relapse. Clearly 
defined risk factors for relapse are presented if an option of risk-
adapted treatment is preferred. 

Reviewer’s opinion: In contemporary practice, at least two-thirds of 
patients with testicular non-seminomatous germ cell tumours present 
with Clinical Stage I disease, defined as normal imaging findings 
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and normal post-orchidectomy serum tumour markers AFP, LDH and 
B-HCG.  However, the risk of relapse is not inconsiderable in these 
patients and initial oncologic management remains controversial with 
both intensive surveillance and immediate adjuvant cisplatin-based 
chemotherapy being valid options associated with >95% probabil-
ities of long-term survival.  This retrospective study of 1226 patients 
over a 24 year period focussed on outcomes for patients entered into 
a surveillance programme rather than immediate adjuvant treatment.  
The overall relapse rate was 31% and late relapse (over 2 years) was 
extremely uncommon.  Six of ten recurrences occurred in the first 6 
months. In general, relapse within 2 years was detected by tumour 
markers whereas late recurrence was detected radiologically.  Also, 
only 7% of recurrences were detected based on patient-reported 
symptoms.  The vast majority of relapses were in the good prognostic 
group and in line with this almost 90% of relapsing patients achieved 
a complete remission with 3 to 4 cycles of cisplatin, bleomycin and 
etoposide chemotherapy.  Even in patients with second relapse, 
nearly 80% achieved a complete response with further chemotherapy.  
Of some interest, a quarter of relapsing patients underwent surgery 
post-chemotherapy for residual tumour masses on imaging, although 
the final histology was viable tumour in only 8%.  The likelihood of 
relapse was influenced by pathological features in particular vascular 
invasion, invasion of the rete testis and the presence of embryonal 
carcinoma elements with a 51% relapse rate with all risk factors 
being present compared with 12% with none.  Other studies also 
suggest the presence of yolk sac tumour to be a positive prognosti-
cator.  This important study confirms that surveillance is an option for 
Stage I NSGCTs, giving excellent overall survival.  The decision-making 
regarding immediate chemotherapy versus surveillance must be a 
shared process in conjunction with the patient, taking into account 
such factors as the pathological features and recurrence risk, the 
requirement for 3-4 cycles of BEP chemotherapy for metastatic 
disease, the potentially greater requirement for post-chemotherapy 
surgery such as retroperitoneal lymph node dissection with its 
attendant morbidity and the long-term toxicities of chemotherapy 
including vascular disease and secondary malignancies. – AR

First-in-Human Phase I Study of the Liposomal 
RNA Interference Therapeutic Atu027 in Patients 
With Advanced Solid Tumors 
Schultheis B, Strumberg D, Santel A, et al. Journal of Clinical Oncology 
2014;20 Dec;32(36);4141-8.

Purpose: Atu027 is a novel liposomal RNA interference therapeutic 
that includes a short-interfering RNA (siRNA), which silences expres-
sion of protein kinase N3 in the vascular endothelium. Atu027 has 
previously been shown to inhibit local tumor invasion as well as 
lymph node and pulmonary metastasis in mouse cancer models. 
This first-in-human study assessed the safety, tolerability, and phar-
macokinetics of Atu027 while evaluating therapeutic effects on 
both primary tumors and metastatic lesions.   

Patients and Methods: Thirty-four patients with advanced solid 
tumors received 10 escalating doses of Atu027 without premedi-
cation, as one single followed by 8 intravenous infusions twice per 
week during a 28-day cycle. Response was monitored by computed 
tomography/magnetic resonance imaging at baseline, at the end 
of treatment (EoT), and at final follow-up (EoS), and was assessed 
according to RECIST.    

Results: Atu027 was well tolerated up to 0.336 mg/kg; most 
adverse events (AEs) were low-grade toxicities (grade 1 or 2). No 
maximum tolerated dose was reached. Plasma levels of siRNA 

strands and lipids were dose proportional, peaking during a 4-hour 
infusion. Disease stabilization was achieved in 41% of patients at 
EoT (n = 14 of 34 treated patients); 8 patients had stable disease at 
EoS, and some experienced complete or partial regression of metas-
tases. sFLT1 (soluble variant of vascular endothelial growth factor 
receptor-1) decreased from pretreatment levels in most patients 
after dose levels 04 to 10. (4 to 10)   

Conclusion: Atu027 proved safe in patients with advanced solid 
tumors, with 41% of patients having stable disease for at least 8 
weeks. In view of these results, further clinical trials have been initi-
ated, and sFLT1 will be investigated as a potential biomarker.  

Reviewer’s opinion: The armamentarium of therapeutics against 
advanced malignancy has expanded markedly in recent times from 
conventional DNA-damaging cytotoxic chemotherapy to small 
molecular signalling inhibitors and monoclonal antibodies amongst 
others.  This pioneering study reported the first in-human thera-
peutic application of a highly novel therapeutic agent based on 
nucleic acid in particular RNA.  Atu027 is a chemically-stabilised 
small interfering RNA targeted against protein kinase N3, a down-
stream effector in PI3 kinase signaling in highly vascularised tissues, 
packaged in liposomal particles. Previous in vitro studies indicated 
that knock-down of PKN3 expression leads to stabilisation of 
vascular integrity and normalisation of abnormal capillary perme-
ability, thought to reduce the likehood of intra- and extra-vasation 
of metastatic tumour cells.  This Phase I study treated patients with 
a very wide range of heavily pre-treated (mostly at least 5 lines of 
prior systemic therapy) including sarcomas, epithelial cancers and 
neuro-endocrine tumours.  Pharmacokinetics showed a rapid rise 
and fall in levels of sense and anti-sense RNA strands, a slower rise 
and fall of the lipid components and an effective dose to inhibit 
PKN3 expression (based on experiments in primates) was reached 
at the top 3 dose levels.  Treatment was very well tolerated, with 
only one potential dose-limiting toxicity, a grade-3 increase in lipase 
levels at the highest dose level.  There were no treatment-related 
deaths during the study.  Although there was evidence of comple-
ment activation there were no immune or allergic side-effects. There 
was no evidence of an increase in pro-inflammatory cytokines.  In 
terms of pharmacodynamics, over half of patient receiving repeat 
Atu027 doses had reduced circulating soluble VEGFR1.  42% of 
patients achieved stable disease for at least 8 weeks and patients 
experienced responses in metastatic lesions at various sites. 10% of 
patients had increased ECOG performance status after treatment.  
This study showed that Atu027 is a feasible and safe treatment, 
with evidence of pharmacodynamic and preliminary clinical effi-
cacy.  It is potentially applicable to all highly vascular malignancies 
in view of its mode of action.  In view of these promising results, a 
Phase I/II trial of cytotoxic chemotherapy with Atu027 in advanced 
pancreatic cancer is ongoing. – AR

Neuro Oncology 
Role of the endothelin axis in astrocyte- and endo-
thelial cell-mediated chemoprotection of cancer cells
Kim SW, Choi HJ, Lee HJ, et al. Neuro Oncology 2014; 16(12):1585-98.

Brain metastasis is associated with poor prognosis and extremely 
short survival. The median survival time for untreated patients is 1–2 
months and improves to only 4–6 months for patients treated with 
chemotherapy and conventional radiotherapy. The limited response 
of brain metastases to chemotherapy has been attributed to struc-
tural (ie. tight junctions) and functional (eg P-glycoprotein) prop-
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erties of the blood-brain barrier that prevent cytotoxic drugs from 
entering into the central nervous system (CNS). However, experi-
ments have shown that the blood-brain barrier is breached once 
metastases exceed 0.2 mm in diameter, suggesting that additional 
mechanisms may contribute to the chemoresistant phenotype 
of brain metastases. Astrocytes protect cancer cells from chemo-
therapy by stimulating upregulation of anti-apoptotic genes in 
those cells. Interestingly, an intensive examination, which employed 
cross-species hybridization of microarrays on human cancer cells 
that were co-incubated with murine astrocytes, showed that direct 
contact between astrocytes and cancer cells leads to marked altera-
tions in the cancer cell transcriptome, including upregulation of the 
survival-related genes. Previous studies suggested a potential role 
for the small (21-amino acid) endothelin (ET) peptides in mediating 
anti-apoptotic gene expression and chemoprotection in cancer cells.  
Immunohistochemical analysis of a large series of human brain 
metastasis cases showed that peri-tumoral astrocytes overexpress 
endothelin in 85% of metastases. The present study investigated 
the possibility that activation of the endothelin axis orchestrates 
survival gene expression and chemoprotection in MDA-MB-231 
breast cancer cells and H226 lung cancer cells. The results suggest 
that gap junction signaling between MDA-MB-231 cancer cells and 
astrocytes stimulates upregulation of interleukin 6 (IL-6) and IL-8 
expression in cancer cells, which increases ET-1 production from 
astrocytes and ET receptor expression on cancer cells. ET-1 signals 
for activation of AKT/MAPK and upregulation of survival proteins 
that protect cancer cells from taxol. Brain endothelial cell-mediated 
chemoprotection of cancer cells also involves endothelin signalling. 
Dual antagonism of ET receptors, ETAR and ETBR, is required to 
abolish astrocyte- and endothelial cell-mediated chemoprotection.

Reviewer’s opinion: The protective roles of intra-tumour stromal 
cells in primary breast cancer have long been recognised. This study 
provides an intriguing insight into the microenvironment of brain 
metastatic cancers. It shows that bidirectional signalling between 
astrocytes and cancer cells involves upregulation and activation 
of the endothelin axis, which protects cancer cells from cytotox-
icity induced by chemotherapeutic drugs. Since melanoma, along 
with breast cancer and lung cancer, is one of the most aggressive 
human cancers in terms of developing brain metastasis, it would be 
interesting to study melanoma cells – QA

New England Journal of Medicine 

Nivolumab in Previously Untreated Melanoma 
without BRAF Mutation
Caroline Robert, Georgina V. Long, Benjamin Brady, et al. New England J 
Med 2015;372:320-30.

Background: Nivolumab was associated with higher rates of 
objective response than chemotherapy in a phase 3 study involving 
patients with ipilimumab-refractory metastatic melanoma. The 
use of nivolumab in previously untreated patients with advanced 
melanoma has not been tested in a phase 3 controlled study.

Methods: We randomly assigned 418 previously untreated 
patients who had metastatic melanoma without a BRAF mutation 
to receive nivolumab (at 3 mg per kilogram of body weight every 
2 weeks and dacarbazine-matched placebo every 3 weeks) or 
dacarbazine (at a dose of 1000 mg per square meter of body-sur-
face area every 3 weeks and nivolumab-matched placebo every 2 
weeks). The primary end-point was overall survival.

Results: At 1 year, the overall rate of survival was 72.9% (95% 
confidence interval [CI], 65.5 to 78.9) in the nivolumab group, as 
compared with 42.1% (95% CI, 33.0 to 50.9) in the dacarbazine 
group (hazard ratio for death, 0.42; 99.79% CI, 0.25 to 0.73; 
P<0.001). The median progression-free survival was 5.1 months in 
the nivolumab group versus 2.2 months in the dacarbazine group 
(hazard ratio for death or progression of disease, 0.43; 95% CI, 
0.34 to 0.56; P<0.001). The objective response rate was 40.0% 
(95% CI, 33.3 to 47.0) in the nivolumab group versus 13.9% 
(95% CI, 9.5 to 19.4) in the dacarbazine group (odds ratio, 4.06; 
P<0.001). The survival benefit with nivolumab versus dacarbazine 
was observed across pre-specified subgroups, including subgroups 
defined by status regarding the programmed death ligand 1 
(PD-L1). Common adverse events associated with nivolumab 
included fatigue, pruritus, and nausea. Drug-related adverse events 
of grade 3 or 4 occurred in 11.7% of the patients treated with 
nivolumab and 17.6% of those treated with  dacarbazine. 

Conclusions: Nivolumab significantly improved overall survival 
and progression-free survivals compared with dacarbazine in 
unpretreated patients who had metastatic melanoma without a 
BRAF mutation.   (Funded by Bristol-Myers Squibb). 

Reviewer’s opinion: Molecular profiling for treatment selection 
in advanced/metastatic melanoma has considerably improved the 
management outcome for many individuals with this disease. 
BRAF and MEK inhibitors are preferred agents because of survival 
advantage over cytotoxic chemotherapy. Recently, a combination 
of anti-BRAF and anti-MEK agents proved to be associated with 
even higher and longer response rate compared to mono-ther-
apies. However, the use of these targeted agents is limited to 
patients who have BRAF V600 mutation.  Until recently for BRAF 
negative tumours, dacarbazine has remained a commonly used 
therapy with limited success and unfavourable side effects. This 
substantial unmet need has led to identification of other important 
pathways, like the role of T-cell activation and proliferation, and 
the development of other innovative therapies. Like pembrol-
izumab (Keytruda®), Nivolumab (opdivo®), a fully human IgG4 
programmed death 1 (PD-1) immune-checkpoint-inhibitor antibody 
which selectively un-blinds the immune system by blocking the 
interaction of the PD-1 receptor with its 2 known programmed 
death ligands, PD-L1 and PD-L2, had promising anti-tumour activity 
with a favourable safety profile.

The results of this randomised phase 3 study using Nivolumab, a 
new so-called checkpoint inhibitor, showed considerable overall 
survival benefit compared to dacarbazine alone across all the 
pre-specified subgroups of previously untreated patients with 
advanced melanoma, including those with poor prognostic 
factors. However, ipilimumab plus dacarbazine and pembrol-
izumab alone have recently emerged as other treatment options 
for these patients. Similarly, the result of a currently recruiting 
nivolumab with ipilimumab study remains awaited. The present 
study provides further support that Nivolumab is associated with a 
higher response rate, a rapid median time to response and durable 
response, which agrees with the long-term follow-up data from 
the phase 1 study of Nivolumab. Its immune related adverse events 
seems to be milder compared to ipilimumab because it acts at a 
different point in the immune cascade. Prognostic role of PD-L1 
status remains to be identified for these agents, as is their role in 
BRAF mutation-positive tumours. However, there is no denying that 
these results put another nail in the coffin of chemotherapy for 
metastatic malignant melanoma. – SU 
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Varian Medical Systems recently 
announced that it has been selected 
to equip and service the new multi-
room HollandPTC in Delft with the Varian 
ProBeam® proton therapy system. The 
company will book the equipment part of 
the order in its fiscal 2015 third quarter.

HollandPTC is a key part of Medical 
Delta, the medical-technological 
collaboration of the universities and 
university medical centers of Leiden, Delft 
and Rotterdam. When completed, the 
center will feature two proton therapy 
treatment rooms with full rotational 
gantries as well as facilities for fixed-beam 
eye treatments and research. Equipment installation is expected to take 
place in mid-2016, with patient treatments expected to begin in the 
second half of 2017.  

“We are pleased to be selected to supply 
our ProBeam system for this prestigious 
project,” said Moataz Karmalawy, 
managing director of Varian’s particle 
therapy business. “As well as offering 
pencil-beam scanning, the most advanced 
form of proton therapy, HollandPTC will be 
a key research site feeding into a national 
program to study the efficacy of protons.”

Varian’s ProBeam system with Dynamic 
Peak™ Scanning is uniquely capable of 
high-speed intensity modulated proton 
therapy (IMPT) which is the most precise 
form of proton therapy available. 

For further information contact: Neil Madle, Varian Medical Systems,  
T: +44 7786 526068, E: neil.madle@varian.com  
W: www.varian.com

Latest developments on products and services from the industry. To have your news included contact  
Patricia McDonnell at Oncology News on T/F: +44 (0)288 289 7023, E: patricia@oncologynews.biz
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Varian Medical Systems selected to equip two national proton therapy centers in 
England 

First collaborative UK brain tumour scientists’ workshop run by charity fosters new 
levels of partnership
In an exciting step towards finding a cure for 
brain tumours, which kill more children and 
adults under the age of 40 than any other 
cancer, the charity Brain Tumour Research 
brought together leading scientists and 
clinicians to help accelerate research into this 
devastating disease. 

A dozen researchers from the charity’s 
four Research Centres of Excellence – Imperial 
College Healthcare NHS Trust, Plymouth 
University, Queen Mary University of London 
(in partnership with UCL in London) and the 
University of Portsmouth – met in Swindon 
at the end of May to present the latest 
developments from their research programmes. 

The first workshop of its kind in the UK 
organised by a brain tumour charity was aimed 
at fostering pro-active partnerships. Sharing 
insights, the team looked at developments 
in research for low and high-grade brain 
tumours, adult and paediatric brain tumours, 
and multi-pronged targeting of brain tumours 
by attacking mitochondria controlling cancer 
cell growth and killing the stem cells that 
produce cancer cells. Surgical advances were 
revealed, including updates on the iKnife 
– a smart scalpel which provides real-time 
diagnostic information about tumour type.

Areas of prospective collaboration and 
interaction were identified to speed up the 
process of research translation from laboratory 
into clinical trials. These included developing 
initiatives and procedures around biobanking, 
obtaining and sharing brain tumour tissue 
samples. The need for greater funding to 
fast-track research translation from laboratory 
to clinic and to combine efforts to combat 
glioblastoma multiforme (GBM), the most 

common and deadly form of brain tumour, 
were recognised.

Professor Geoff Pilkington, from the 
charity’s first research Centre of Excellence 
at the University of Portsmouth, said: “This 
funding stream is enabling us to look at many 
diverse areas of research. Repurposing drugs, 
new drug delivery systems, paediatric neuro-
oncology, cancer metastases, the brain tumour 
micro-environment and a mitochondrial and 
metabolic approach to brain tumours. 

 “This workshop was a step forward with a lot 
of challenging debate about what we wanted 
to prioritise in future collaborations. Having 
Brain Tumour Research facilitate the workshop 
meant we were challenged to identify the 
best areas of research where we felt we could 
advance and maximise results together.”  

Sue Farrington Smith, Chief Executive of 
Brain Tumour Research, said: “We have four 

flourishing Brain Tumour Research Centres in the 
UK, meaning we are able to build on specialist 
expertise and experience and encourage cross-
pollination of the very best thinking.

“Our ultimate vision is to find a cure 
for brain tumours through acceleration of 
research into this most devastating of diseases.

“Brain tumours kill more children and 
adults under the age of 40 than any other 
cancer… Yet just 1% of the national spend on 
cancer research is allocated to this devastating 
disease. This is unacceptable!

“We are striving to fund a network of seven 
dedicated research centres whilst challenging 
the government and larger cancer charities to 
invest more in brain tumour research. 

“Help us fund the fight. Together we will 
find a cure.”

For further information visit:  
www.braintumourresearch.org

The Brain Tumour Research workshop brought together scientists from the charity’s four Centres of Excellence
(L to R) Oliver Hanemann, Jade Lyons Rimmer, Helen Fillmore, Richard Hill, Sue Farrington Smith, Claudia Barros, Karolinger 
Jaworek, Stephen Painter, Rob Hughes, Sara Ferluga, Sebastian Brandner, Silvia Marino, Wendy Fulcher, Nelofer Syed, Sam 
Murray, Rhiannon Lloyd, Babar Vaqas, Crispin Zeeman, Kevin O’Neill, Geoff Pilkington.
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Researchers at Queen’s University Belfast 
have launched a revolutionary personalised 
treatment programme to help improve bowel 
cancer survival rates.

The £5 million initiative aims to 
fundamentally change how we treat bowel 
cancer patients, both in the UK and around 
the world, by personalising their treatments 
and ensuring that each patient gets access to 
the most effective therapies.

The S-CORT Consortium, jointly launched 
and funded by Medical Research Council 
(MRC) and Cancer Research UK (CRUK), will 
employ the latest state-of-the-art techniques 
to define the genetic make-up of bowel cancer 
cells, collected from over 2,000 patients from 
large clinical trials, and use the information to 
develop personalised care plans for individual 
cancer patients.

Head of the S-CORT Consortium, Professor 

Tim Maughan, based at the University of 
Oxford, said: “Bowel cancer survival has more 
than doubled in the last 40 years. But there 
is still a lot more work to do. Recognising 
this challenge, we have brought together 
key partners to develop new ways to tailor 
treatment to the patients who will benefit 
the most, and make a significant difference 
to their chances of beating this common 
disease.”

Queen’s researchers in £5 million programme to improve bowel cancer survival

NEWS UPDATE

New technology trialled to respond to chemotherapy patients’ side effects 
The Clatterbridge Cancer Centre is to become 
the first centre in the North West to trial the 
use of a mobile phone system developed by 
researchers at the University of Surrey (The 
Advanced Symptom Management System) 
which offers a more effective way to respond to 
chemotherapy patients’ side effects.

The Centre currently operates a 24 hour 
telephone triage service, to determine whether 
or not patients need urgent medical care. This 
trial is set to support the current service and help the centre’s triage 
teams to react even quicker to alleviate side effects. 

Patients are to be offered a specifically programmed smartphone to 
take home, which will help them keep track of their symptoms, and 

get support when needed, by communicating 
directly with staff at the Centre through the 
mobile network. 

Initially the trial will include patients undergoing 
one cycle of chemotherapy for breast and 
colorectal cancer. In the next stage this will be 
rolled out to more patients who will be asked to 
use the device for three cycles of treatment.

The study, which is led by Professor Roma 
Maguire from the University of Surrey follows 

on from similar trials testing this type of technology at a number of 
other locations across the country.

For more details T: 0113 887 3873 or  
E: clatterbridge@finncomms.com

Varian Establishes Local Entity in Saudi Arabia to Support Expansion in Middle East
Varian Medical Systems is expanding in the Middle 
East with the creation of a strategic operating entity 
in Saudi Arabia. Varian Medical Systems Arabia, the 
result of a joint venture with El Seif Development 
Group, was officially launched at a ceremony 
attended by local dignitaries and Varian’s chief 
executive officer Dow Wilson. 

“This move represents the next step in our 
commitment both to cancer patients and the 
medical community in Saudi Arabia,” said Dow 
Wilson. “Radiotherapy plays a vital and cost effective 
role in treating cancer and we are committed to 
making more advanced treatment systems available 
to more patients across the region.”

Varian Medical Systems Arabia will be home 

to 35 sales, service and administrative employees 
supporting Varian’s three business segments: 
Oncology Systems, Imaging Components and 
Particle Therapy. Varian has also established a spare 
parts depot in Riyadh. 

Mazyad Al Utaibi, managing director of VMS 
Arabia said “Our expertise, experience, strengths and 
capabilities ensure we are well placed to continue 
offering our partners the latest technology and local 
service to fight cancer and help save lives.”    

For further information contact:  
Neil Madle, Varian Medical Systems,  
T: +44 7786 526068, E: neil.madle@varian.com  
W: www.varian.com

Further information from: Ivor Smith, ScheBo • Biotech UK Ltd, PO Box 6359, Basingstoke, RG22 4WE
Tel: 01256 477259    Fax: 01256 327889    E-mail: i.smith@schebo.co.uk     www.schebo.co.uk
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• Bringing sensitivity to bowel cancer screening

• Diagnosis and monitoring of various cancers

®

•
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®

M2-pyruvate kinase has a key role in controlling tumour glucose metabolism
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A new training pack has been 
launched to increase awareness 
and further understanding of 
the importance of professionals 
working together to support 
people at the end of their lives. 

The training resource was 
developed as part of the ‘Working 
Together, improving end of life 
care through better integration’ 
project, which concluded that people involved 
in delivering end-of-life care find it helpful 
to talk to other workers and people with 
the experience of using those services, as it 
helps them understand how they could work 
together to provide better support. 

Led by Skills for Care in partnership with 
Skills for Health and the National Council for 
Palliative Care, the project brought together 

a range of people from 
different backgrounds 
including professionals and 
people with experience of 
end-of-life care.

The training resources are 
all available to download at 
www.skillsforhealth.org.uk/
eolc and include:
• ‘It helps to talk’, 

a film looking at the importance of 
communication.

• PowerPoint ready-made presentation for 
individuals to conduct their own training

• ‘Practical messages for frontline workers’- 
an interactive PDF

• Educational project resources including key 
messages hand-out, project summary and 
project guidance 

New resources encourage people to talk about end of 
life care

MRI-guided radiation therapy system is focus of Elekta 
seminar
Approximately 70 healthcare 
providers attended an Elekta 
seminar, titled “Elekta, Shaping the 
Future in MR Image Guidance,” at 
the 8th UK Radiation Oncology 
Conference in Coventry. The 
seminar focused on Elekta’s work-
in-progress high field magnetic 
resonance imaging (MRI) guided 
radiation therapy system (MR 
linac). 

Elekta’s Jill Stief described the MR linac’s 
design and how Elekta has opened five new 
MR linac bunkers at its Crawley headquarters 
to enable construction of units for clinical MR 
Linac Consortium partners.

In her talk, the Christie Hospital’s 
(Manchester) Dr Ananya Choudhury outlined 
how a multidisciplinary team approach is 

contributing to the MR 
linac’s development, and 
discussed the disease sites 
that could benefit from 
MR image guidance of 
radiotherapy.

Dr Simeon Nill, of the 
Royal Marsden Hospital 
and ICR (London) explained 
how Agility™ multileaf 

collimator – Elekta’s advanced beam-shaping 
technology that will be integrated in the MR 
linac – is equipped to cope with dynamic 
tracking delivery techniques of the MR linac. 

For further information Email: andre.silveira@
elekta.com
The MRI-guided radiation therapy system is a 
works in progress and not available for sale or 
distribution.

Cancer Fund for Children’s successful partnership with Rory Foundation at Dubai 
Duty Free Irish Open

Cancer Fund for Children, the charity that supports 
families across the island of Ireland who are 
affected by cancer, joined up with The Rory 
Foundation in an extremely successful partnership 
at the Dubai Duty Free Irish Open 2015 in May.

The charity that provides practical, emotional and 
financial support as well as free therapeutic short 
breaks is thrilled to be benefitting from money that 
was raised by World #1 golfer and Cancer Fund for 
Children ambassador Rory McIlroy’s charity.

Throughout the Open Week there were two 
major fundraising events that took place including 
a drinks reception at Daisy Lodge – the charity’s 
therapeutic short break facility in Newcastle and a 
gala dinner. The amount of funds raised is thought 
to be in the region of £250,000.

In addition to this, four children who are 
supported by the charity won a competition to 
design Nike shoes that Rory wore throughout 
the Irish Open. They also got to meet the man 
himself and were presented with their own pair 
of Nikes featuring their designs.

Cancer Fund for Children’s CEO Gillian Creevy, 
said: “We were thrilled that Rory was back 
in Newcastle supporting a hard-working local 
charity that is close to his heart. In October, 
last year, Rory officially opened Daisy Lodge 
and donated £1m towards the running costs. 
Over 400 families have already enjoyed a 
relaxing break there. Money raised via the Rory 
Foundation will help us continue this work.”

Visit: www.cancerfundforchildren.com

Brothers Zach and Adam Braithwaite from Gilnahirk 
and their cousin Darcey Braithwaite from Bangor 
helped Cancer Fund for Children launch its working 
partnership with the Rory Foundation at the Dubai 
Duty Free Irish Open. 

Professor Joe O’Sullivan, clinical director of oncology at the 
Cancer Centre at Belfast City Hospital joins Colleen Shaw, 
chief executive of Friends of the Cancer Centre.   
Photo by  

Leading doctor hits the 
right notes for charity

One of Northern Ireland’s leading oncologists 
is swapping his stethoscope for a guitar, all to 
raise funds for Friends of the Cancer Centre.

Professor Joe O’Sullivan, clinical director of 
oncology at the Cancer Centre at Belfast City 
Hospital, has written and recorded an album 
inspired by his patients and his work as an 
oncologist. The album, Take a Deep Breath 
features ten tracks covering some of the 
memorable encounters Joe has had with his 
patients throughout his career.  

Commenting on the album, Joe said: “The 
inspiration behind the album comes from the 
courageous people I’ve had the privilege of 
meeting and treating over the years. When I 
began the writing process I started to reflect on 
some of the wisdom I have learned from my 
patients, especially learning how to appreciate 
the important things in life and living in the 
moment.”

In a fitting partnership, Joe is donating the 
proceeds from the album to one of Northern 
Ireland’s leading cancer charities, Friends of 
the Cancer Centre.

Take a Deep Breath is available to buy 
from www.friendsofthecancercentre.com and 
iTunes now.  
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Introducing the system that  
knows no boundaries.

Meet Leksell Gamma Knife® Icon™, the most advanced 

solution for cranial radiosurgery. Icon enables you to treat 

any cranial target with confidence – with significantly lower 

dose to normal tissue than other systems. Frame-based or 

frameless immobilization, single session or hypofraction-

ation, radiosurgery or ultra-precise microradiosurgery – 

the choice is yours.

 The introduction of Icon brings a number of new inno-

vations. The unique High-Definition Motion Management 

system enables frameless treatments with industry-lead-

ing accuracy. With true stereotactic Cone Beam CT, Online 

Adaptive DoseControl™ technology and virtual 6D couch, 

the dose is always delivered exactly where planned.

 Born of a profound care for patients with cranial disor-

ders, every detail of Icon has been designed with the  

patient in mind, and those who treat them.

Leksell Gamma Knife Icon® Care for the brain.Pending FDA 510(k) approval

Visit www.careforthebrain.com
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