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FROM THE EDITOR

Further thoughts on the role of active 
surveillance for prostate cancer

T he increasing realisation of the impact of 
the long-term effects of overdiagnosis and 
overtreatment of prostate cancer (PCa) 

with attendant life-altering morbidities on the 
quality of life of patients diagnosed with low-risk 
disease, has prompted the selection by some of 
active surveillance (AS) vs. immediate treatment. 
Considered in an earlier Editorial in Oncology 
News (ON [1]), the caveat here – avoidance of 
overdiagnosis and overtreatment of low-risk PCa, 
is critically important as the benefits are becoming 
increasingly questionable.  However, it is noted that 
the incidence of overtreatment of low-risk disease 
is still prevalent. Explained in the accompanying 
paper by Leacy et al. in this issue of ON [2], AS “is 
a form of expectant management where disease 
progression is carefully monitored until such time an 
intervention should be required.”

AS is not without some critical uncertainties.  
These include: i) absence of a standardised protocol 
and uniform criteria for eligibility and ii) the quality 
of monitoring disease with appropriate ‘triggers’ 
for further diagnostic tests and intervention. Given 
these uncertainties, there is an unmet necessity for 
criteria to guide the decision between immediate 
treatment vs. AS, thereby eliminating misclassifying 
patients at higher-risk and monitoring of disease 
progression in men on AS. Therefore, Leacy et 
al. [2] have provided an interesting outline for 
consideration of the use of AS and how new 
biomarkers might be developed in a patient-centred 
approach to guide it, and if necessary, the time for 
intervention.

For criteria to guide eligibility for AS, while in 
agreement with Leacy et al. [2], that the increasing 
number of newer commercially available PCa 
diagnostic and prognostic tests are not specifically 
indicated for use in AS, some, e.g., among 
others include the: 4K Score; Oncotype Dx and 
ConfirmMDx, which purport to distinguish men 
with the probability of high-risk and life-threatening 
disease who may benefit from intervention. These, 
thereby eliminating those candidates unsuitable 
for AS, are useful toward selection of appropriate 
candidates for AS. 

In terms of future directions and the increasing 
impetus toward personalised medicine (the latter 
discussed in previous issues of ON [3, 4]), Leacy et al. 
[2] mention the use of proteomics based strategies 
for protein biomarker discovery and evaluation, 
for which they have extensive expertise [5] and 
companion diagnostics toward selection of patients’ 
responses to treatment.

Albeit, understandably not mentioned by Leacy et 

al. [2] given the theme of their paper, brief mention 
of the development of metastasis in patients 
undergoing AS and active monitoring is noteworthy 
relative to the utilisation of either of the foregoing.

In one recent study using a conventional AS 
protocol, Yamamoto et al. [6], observed a low 
percent (3.1%) of the patients categorised as low 
intermediate-risk PCa followed for a median of 
6.3 yrs. after diagnosis, developed metastasis. In 
the 10-yr. outcomes ProtecT trial [7] reported in 
September, men assigned to active monitoring of 
localized PCa disclosed that their incidence of 
metastasis was more than twice as high (6.3 (per 
1000 person-yrs. vs. 2.4 to 3.0 per 1000 person-yrs., 
P 0.004) compared with those who had surgery or 
radiation therapy. There was also a trend toward 
decreased death from PCa among men assigned 
to surgery or radiation and androgen-deprivation 
therapy vs. active monitoring. For further discussion 
beyond this Editorial, those interested are referred 
to Hamdy et al. [7]. It is important to note, that from 
the standpoint of monitoring, the ProtecT protocol, 
using prostate-specific antigen (PSA), was different 
than that used in current AS programs.

The implications of the development of 
metastasis in patients undergoing AS, re-emphasises 
the necessity for critical criteria for the selection of 
patients and definitive monitoring for determination 
of the possible time for intervention.

With regard to the foregoing and Leacy’s et al. 
[2] use of the development of new biomarkers, a 
major concern previously raised by RJA [1] is that 
of the extraordinary heterogeneity of PCa at the 
clinical and tissue level, inclusive of the use of liquid 
biopsies.  Therefore, the selected biomarkers may 
not be representative of the disease as a whole. 
This has ramifications on the selection of patients 
suitable for AS and their follow up.
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PROSTATE CANCER

A lthough about one in every seven 
men will be diagnosed with prostate 
cancer in their lifetime, the mortality 

rate remains low with a 99% five-year survival 
rate for low to intermediate grade disease [1]. 
Aggressive treatments may not necessarily be 
required for indolent disease. Following diagnosis, 
surgery (radical prostatectomy), radiation therapy, 
hormonal therapy and chemotherapy either singly 
or in combinations are currently regular options for 
initial treatment. However, active surveillance may 
be a more appropriate option for less advanced 
and low grade disease. Active surveillance is a 
form of expectant management where disease 
progression is carefully monitored until such time 
as an intervention should be required. Careful, 
informed decision-making between the patient 
and his clinician is needed to determine the most 
suitable treatment choice. At present a diagnosis 
of prostate cancer is initially and most commonly 
made on the basis of three investigations: the 
prostate specific antigen (PSA) test, digital rectal 
examination (DRE) and biopsy-based grading of 
the tumour by histopathology. For many men it is 
accepted that these tests do not provide adequate 
information to support the decision of whether to 
pursue immediate treatment or active surveillance. 
Hence, there is a serious unmet need for specific 
and sensitive biomarkers to guide the decision 
between treatment and active surveillance, and for 
regular monitoring of disease progression in men on 
active surveillance. PSA is not sufficiently sensitive 
to inform this important decision; and biopsy is 

an invasive imperfect procedure with potential 
health risks, especially where repeat biopsies are 
undertaken. 

We outline here the use of active surveillance 
in prostate cancer treatment and how new 
biomarkers might be developed in a patient-
centered approach to guide it. 

Active Surveillance
Prostate cancer is the second most common 
non-cutaneous cancer among men, second only 
to lung cancer. An estimated 180,000 men will be 
diagnosed this year in the UK, and about 26,000 
of them will die from the disease [1]. These 
figures show that the majority will die with, not 
necessarily from prostate cancer [Figure 1]. This 
raises questions about whether, when and how to 
treat them. Men with low-risk disease have up to 
100% relative five-year survival and would be good 
candidates for active surveillance. Conversely, 
men with aggressive metastatic disease have 
significantly worse outcomes, and require 
definitive treatment. As noted above, these four 
major interventions are initially used to treat 
prostate cancer; although these treatments (alone 
or in combination) can be curative, the disease 
recurs in many instances and becomes resistant 
to them. It is in this context that there have been 
some significant improvements in the armoury of 
treatments available in recent years. Significantly, 
these front-line treatments bring with them 
several side effects. Impotence, incontinence, and 
bowel dysfunction are common consequences 
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Table 1: Summary of Eligibility Criteria for Different Active Surveillance Guidelines

Guidelines Risk Category Tumour Features Patient Profile

AUA Low Tumour stage T1c or T2a – Serum PSA ≤10ng/ml  
– Biopsy Gleason score ≤6

Not reported

Intermediate Tumour stage T2b – Serum PSA 10-20ng/ml – Biopsy Gleason score 7

High Tumour stage T2c – Serum PSA >20ng/ml
– Biopsy Gleason Score 8–10, ≤2 tumour positive biopsy core samples, 
≤50% of tumour positivity per biopsy core, 10 cores sampled

EAU Low Tumour stage T1c-T2 – Serum PSA >10ng/ml
– Biopsy Gleason score ≤6, ≤2 tumour positive biopsy core samples, 
≤50% tumour positivity per core

Life expectancy >10 years

NCCN Very Low Tumour stage T1c – Serum PSA <10ng/ml, PSA density <0.15
– Biopsy Gleason Score ≤6, <3 tumour-positive biopsy core samples, 
≤50% tumour positivity per biopsy core

Life expectancy >10 years

Low Tumour stage T1-T2a – Serum PSA <10ng/ml – Biopsy Gleason score ≤6

NICE Low Tumour stage T1-T2a – Serum PSA <10ng/ml 
– Biopsy Gleason score ≤6

Not reported

Intermediate Tumour stage T2b – Serum PSA 10-20ng/ml – Biopsy Gleason score 7

PCFA – Tumour stage T1-T2 – Serum PSA ≤20ng/ml – Biopsy Gleason score 6 Not reported

NCCS Low Tumour stage ≤T2a – Serum PSA <10ng/ml, serum PSA density 0.15
– Biopsy Gleason score ≤6 (no Gleason grade 4 or 5),  
<3 tumour positive biopsy core samples,  
≤50% tumour positivity per biopsy core

Life expectancy <10 years
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of treatment that reduce the patient’s quality of life [2]. It is in this 
complex interplay between the functional outcomes of the disease 
and treatments, social and psychological pressures that the patient 
and physician come together following diagnosis of prostate cancer 
to make the key decision of whether to accept active surveillance.

Active surveillance involves regular testing to monitor disease 
progression. Investigations can include PSA, DRE, biopsy and 
magnetic resonance imaging (MRI). While active surveillance seems 
an attractive prospect for the majority of men whose prostate 
cancer will not prove fatal, the key issue lies in determining those 
men that will succumb. Furthermore, current guidelines regarding 
patient suitability (Table 1) and methods for active surveillance vary 
widely [3], leading to large discrepancies in their use worldwide. 
In the US, only 9.6% of men opt for active surveillance [4] as 
opposed to Sweden where 59, 41 and 16% of those with “very low”, 
“low”, and “intermediate” risk prostate cancer, respectively, chose 
to defer any treatment [5]. A number of other factors influence 
this decision - age, comorbidities and personal lifestyle choices. 
Active surveillance has increased in recent years [6] and the trend 
appears to be moving towards greater reliance on this expectant 
management strategy of prostate cancer.

There is considerable debate about the classification of low-
grade cancer, with some advising that Gleason grade 3+3=6 cancer 
be reclassified to reflect its limited pathological implications [7]. 
This will serve to increase the proportion of men kept under active 
surveillance and limit the undesirable side effects of any intervention. 
As the International Society of Urological Pathology (ISUP) has 
proposed changes to the Gleason grading structure [8], so do the 
clinical guidelines for AS need to be reviewed and consolidated to 
keep up to date with the present circumstances. Consensus on the 
inclusion criteria, the testing intervals, and intervention thresholds 
need to be defined and applied if active surveillance is to become a 
preferred strategy for indolent prostate cancer.

Current Biomarkers and Available Tests
There is a significant, and as yet unmet, need for better 
biomarkers to support the clinical decisions relating to active 
surveillance [9]. Despite their promise of better biomarkers, the 
-omics research approach to finding them has brought little help 
to the clinic [10]. This, however, is an unsatisfactory situation 
that is about to change in the case of prostate cancer, where 
(as outlined above) the need for better biomarkers for selecting 
patients for active surveillance is well recognised and advances 
are being made. The tests currently used for diagnosis – PSA, DRE, 
biopsy – are repeated in active surveillance to assess the potential 
risk re-stratification of the disease. In combination with imaging 
modalities and other patient characteristics, these remain the 
mainstay for active surveillance monitoring.

Prostate-specific antigen (PSA), a protein produced by cells 
of the prostate gland (not specifically tumour cells) was initially 
discovered in the 1970’s by Richard Ablin, which was subsequently 
developed by others into a diagnostic test. The PSA test was 
approved by the FDA in 1986 and quickly adopted as a screening 
test for prostate cancer. Despite its widespread use, there is no 
definitive diagnostic level of PSA and the test is not specific to 
prostate carcinoma [11]. Significant variability is found in assay 
results [12], which can (and do) combine to have profound 
implications regarding decisions on treatment. Around 25 million 
PSA tests and >1 million prostate biopsies are carried out 
annually in the US. Biopsies have inherent risks and complications 
[13]; a 12-core biopsy procedure samples only a fraction of the 

prostate and incomplete sampling can influence the Gleason 
grading [14]. Efforts are being made to improve accuracy using 
multi-parametric magnetic resonance imaging (mp-MRI) to reduce 
over-diagnosis and unnecessary biopsying. MRI can also be used 
to detect more aggressive lesions and less accessible tumours 
[15]. MRI or MRI-ultrasonography fusion at the time of the initial 
diagnostic biopsy has greater sensitivity and negative predictive 
value than TRUS-guided biopsy [7]. Four international guidelines 
provided by NCCN, NICE, KCE and CCO consider the use of 
mp-MRI in active surveillance, but under varying conditions [3]. 
Increasing adoption of mp-MRI imaging methods worldwide could 
potentially allow urologists to monitor disease in an easier (less 
invasive) and more reliable manner. 

In addition to traditional diagnostic investigations, there are 
a growing number of newer commercially available prostate 
cancer diagnostic and prognostic tests. ConfirmMDx (MDxHealth), 
Decipher (GenomeDx), OncotypeDx (Genomic Health), and 
Prolaris (Myriad Genetics Inc.) use prostate biopsy tissue to make  
measurements of disease severity and risk stratification. Starting 
at $1,800 (per test), these are relatively expensive. They also come 
with the well-established issues of biopsy sampling and logistical 
problems of transporting patient tissue. Less invasive tests using 
blood and urine samples, such as the 4K Score (OPKO Health, 
Inc.), Prostate Health Index (Beckman Coulter) and the recently 
reported ExoDx Prostate IntelliScore (Exosome Diagnostics) [16] 
aim to improve screening methods and predict which patients will 
develop aggressive disease. None of these tests are indicated for 
use in active surveillance, and thus there remains a serious need 
for non-invasive biomarkers for disease monitoring. 

Figure 1: Screening for prostate cancer (adapted from http://prostatecanceruk.org)
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View from the Clinic  
– A Patient’s Perspective
Here we have discussed the need for 
improved biomarkers and their swift 
translation into clinical tests for active 
surveillance in prostate cancer. Reliable 
tests to detect and monitor low to 
intermediate grade prostate cancer in 
a primary care setting are important 
for patients for a number of reasons. 
We discussed this issue with prominent 
prostate cancer patient advocates who 
had these views to offer:
• The current standard active surveillance 

treatment plan requires repeat visits to 
urologists, regular blood tests every 3-6 
months, repeat DRE every 6 months, 
and biopies every 3 years.

• The initial alarm of prostate cancer is 
raised by an elevated PSA level. The 
PSA blood test was initially developed 
as a prognostic test to monitor the 
continued presence and activity of 
prostate cancer tissue left behind 
following radical prostatectomy – for 
which it is very effective. However using 
PSA to identify low-grade prostate 
cancer is likely to be unreliable.

• DREs are only accurate when carried out 
by an experienced urologist. A GP may 
be unreliable regarding this test when it 
is only done on an occasional basis.

• A biopsy completes the diagnostic 
testing and can confirm the presence 
of cancer cells and grade the tissue 
with a Gleason score. Because the 
biopsy is normally based on 12  

samples, it is possible that, after an 
initial diagnosis of low-grade cancer, 
a repeat biopsy might show no sign 
of cancer. Does that mean the cancer 
is no longer there, or can it have 
progressed without this being picked 
up by a second biopsying?

• A man diagnosed at 60 years may be 
expected to have a biopsy 5-6 times by 
the time he is 75 years old.

• Each biopsy carries a risk of serious 
infection; repeated biopsies over 
a number of years can result in 
significant scar tissue in the prostate 
gland. Should the prostate cancer 
become more aggressive to the point 
that radical prostatectomy is required, 
the surgery to remove the prostate is 
more complex, with a much higher risk 
of incontinence.

• All this unpredictability can give rise 
to significant anxiety in a patient, and 
lead to increased costs.

Future Directions
Biomarker tests are needed that facilitate 
continuous testing and close monitoring 
of prostate disease. The tests have to be 
sensitive, specific and, when combined 
with other data, have a defined standard 
threshold to clearly indicate when 
intervention is required. Ideally such 
biomarkers should help to determine 
the most suitable treatment. Notably, 
companion diagnostics that measure the 
expression of an androgen receptor variant 
(AR-V7) are currently being developed to 

predict patients’ responses to treatment 
with enzalutamide and/or abiraterone [17]. 

Proteomics based strategies - including 
the use of mass spectrometry - are being 
used for greater understanding of prostate 
cancer protein networks [18], and protein 
biomarker discovery and evaluation [19]. Mass 
spectrometry offers end-to-end control of 
the biomarker development pipeline and 
a sufficiently sensitive and robust platform 
for incorporation into clinical diagnostics 
laboratories. It is for these reasons that 
interest in mass spectrometry methods that 
allow targeted measurement of multiple 
protein biomarkers simultaneously is growing 
rapidly.

Conclusions
Establishing a consensus on inclusion 
criteria, testing intervals and intervention 
thresholds will strengthen the choice 
of active surveillance as a management 
modality for prostate cancer. At the 
same time, as we move towards a more 
personalized medicine framework for 
healthcare in general, clinical context-
specific and patient-focused research 
are likely to be important factors in the 
success of future biomarker discovery and 
development efforts. In this setting there 
is significant optimism that much needed 
biomarkers indicating less invasive behavior, 
and hereby support active surveillance, will 
be developed. In our view, such biomarkers 
may include proteins discovered and 
measured by new mass spectrometry 
methods that are increasingly amenable to 
clinical diagnostic use.
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DISTRIBUTION NEWS

Paxman – pioneers in scalp cooling – will be 
distributing Oncology News to the delegates 
of the UKONS (the UK Oncology Nurses 

Society) 2016 Annual Conference.

Taking place at the Brighton Centre on Friday 11th 
and Saturday 12th November 2016, UKONS will this 
year focus on 'the changing face of cancer care'. 

Paxman will also have Oncology News at the San 
Antonio Breast Cancer Symposium at the Henry 
B Gonzalez Convention Center, in Texas, from the 
6th -10th December.

Scalp cooling is a simple treatment that can 
prevent hair loss caused by certain chemotherapy 
drugs. The use of scalp cooling or ‘cold caps’ is 
proven to be an effective way of combatting 
chemotherapy-induced hair loss and can result in a 
high level of retention or complete preservation of 
the hair. For patients, this means the opportunity 
to regain some control, maintain their privacy and 
encourage a positive attitude towards treatment.

The cooling cap works by lowering scalp 
temperature before, during and after the 
administration of chemotherapy. Liquid coolant 
passes through the cap extracting heat from the 
patient's scalp, ensuring the scalp remains at an 
even, constant temperature to minimise hair loss.  

The cap is made from lightweight, silicone tubing, 
which feels soft and flexible, moulding to the 
patient’s head to provide a snug, yet comfortable 
fit during treatment.  

Developed in Huddersfield, the Paxman Scalp 
Cooling System is the world-leading hair loss 
prevention system for chemotherapy patients. 
It has been used by over 100,000 patients in 32 
countries and is responsible for helping patients 
to keep their hair and retain a feeling of normality 
during chemotherapy

To find out more and to pick up your copy 
of Oncology News, visit Paxman on stand 33 
at UKONS, or Booth 459, Hall 2 at SABCS.

For more information about the exhibition 
visit http://www.ukons.org/conference

Pick up your copy of Oncology News from Paxman 
at UKONS and at the SABCS in Texas

YOU CAN ALSO PICK UP YOUR COPY OF ONCOLOGY NEWS AT:

NCRI – Liverpool, November 2016

BTOG – Dublin, January 2017

BAHNO – London, May 2017

BNOS – Edinburgh, June 2017

Contact Patricia for further information:
T: +44 (0)288 289 7023 • Patricia@oncologynews.biz
www.oncologynews.biz
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Childhood cancer survival rates are now 
75-80% in high income countries (HICs), 
but only 10-30% in low-middle income 

countries (LMICs), where 80% of children live 
[1]. This inequality relates to late or missed 
diagnosis, refusal or abandonment of treatment, 
lack of trained healthcare professionals and 
resources, excess toxic deaths and the perception 
of incurability [2-5]. Over 100,000 children die 
needlessly every year, most without any effective 
pain relief. At least 50% of childhood cancers can 
be cured by simple treatment. Cancer is increasingly 
life-threatening as the control of communicable 
diseases increases. An estimated 215,000 children 
of <15 years, and 85,000 adolescents of 15-19 years 
annually develop cancer worldwide [1].

World Child Cancer is a UK-based charity with 
the mission to improve diagnosis, treatment 
and support for children with cancer, and their 
families, in low-middle income countries [2]. The 
charity has supported programmes in 17 countries 
and has reached over 12,000 children since 2009. 
The concept is to facilitate long-term change 
through hospital twinning partnerships that can 
drive improvements in capacity and patient care.

In 2014, World Child Cancer established a 
partnership between Yangon Children’s Hospital 
in Myanmar, Guy’s & St Thomas’ NHS Foundation 
Trust (London, UK), and The Dana Farber/Children’s 
Hospital Boston (USA). The paediatric oncology 
unit in Yangon is led by Dr Aye Aye Khaing, who 
requested support to develop her unit, one of 
only two currently providing childhood cancer 
care in Myanmar.

Challenges in Myanmar
Myanmar has a population of over 54 million, with 
33% under 18 years of age [6]. Up to 3,000 new 
cases of childhood cancer are expected annually, 
but only 250 cases were diagnosed at Yangon 
Children’s Hospital in 2014. The main challenges 
being faced by people in charge of children with 
cancer in Myanmar are [7]:
• A lack of public and professional awareness  

of the  early warning signs and symptoms of 
cancer, and how and where to seek help;

• Little or no specialist training for multi-
disciplinary team members;

• A lack of reliable data collection to assess 
cancer burden and outcomes;

• Poor access to healthcare for the most 
vulnerable communities;

• Underdeveloped pathology services, leading to 
delayed or misdiagnosis;

• Inadequate hospital facilities;
• Huge financial burden on the family, who pay 

for some treatment, accommodation, travel, 
and suffer loss of income during long hospital 
stays;

• Limited psycho-social care for families and 
staff.

Myanmar’s health budget per capita has increased 
from $2 in 1999 to $23 in 2014 [6]. Childhood 
cancer is not yet seen as a priority by the 
government.

While the government does provide some first-
line chemotherapy and supportive medicines, 
families remain to some extent responsible for 
chemotherapy and antibiotics, and bear the full 

Strengthening childhood cancer 
services in Myanmar

FEATURE ARTICLE

Elizabeth Burns, 
Head of Programmes,  
World Child Cancer UK, 
E: liz.burns@ 
worldchildcancer.org

Prof Tim Eden, 
Emeritus Professor of Paediatric 
and Adolescent Oncology at the 
University of Manchester, 
E: tim.eden@edentob.co.uk 

Dr Aye Aye Khaing, 
Paediatric Oncologist,  
Head of Paediatric Haematology 
/ Oncology at Yangon Children’s 
Hospital,  
E: ayeayekhaing.dr@gmail.com 

Nurses from Children’s Hospital Boston leading nurse training on the ward at Yangon Children’s Hospital.



Volume 11 Issue 5 • November/December 2016 137

FEATURE  ARTICLE

burden of travel and accommodation. 
The hospital has 36 beds for children with 
cancer, but it is nearly always full. The 
haematology ward adjacent to oncology 
also has 36 beds and shares the same 
staff, resulting in inadequate staffing 
for the overall workload. No family 
accommodation is available, making 
parents dependent on local charity or 
family connections for a place to stay, 
or they resort to sleeping in the hospital 
car-park with only minimal cover from the 
elements. Patients and siblings have no 
education or play therapy service. Parents 
suffer a huge loss of income during the 
months spent at the hospital. The one 
other centre at Mandalay Children’s 
Hospital provides some treatment for 
children with cancer, but it does not have 
a trained paediatric oncologist and has 
only basic services for patients. Neither 
Yangon nor Mandalay Children’s Hospitals 
have an integrated palliative care service, 
and both lack adequate analgesic supplies.

The one-year survival rate for children 
treated at Yangon Children’s Hospital is 
<50%, although long-term survival rates 
are probably much lower (follow-up of 
patients remains a logistical challenge). 
Treatment abandonment rate is 25%, and 
is a higher rate for complex tumours 
(45-50%). Abandonment is most often 
due to financial constraints and family 
disruption.

Programme Plan
The World Child Cancer programme aims 
to contribute towards reduced child 
mortality through improved diagnosis, 
treatment and care for children with 
cancer. The programme plans are:
1) Development of the knowledge and 

skills of healthcare professionals;
2) Provision of treatment and support 

services for children and their families;
3) Improved collection of statistical 

data on childhood cancer and the 
implementation of a reliable patient 
database; 

4) Increased awareness amongst 
professionals and the public of the 
early warning signs/symptoms of 
childhood cancer and its potential 
curability. This includes advocacy 
aimed at the government to support 
paediatric oncology services.

This first phase focuses on building the 
capacity of Yangon Children’s Hospital and 
ensuring that the infrastructure and staffing 
can cope with an increasing number 
of patients. Awareness promotion and 
accessibility improvements will focus on 
the most vulnerable members of society, 
especially those living at a distance from 
Yangon. Later stages of the programme will 
include how to support the development 
of Mandalay services and other satellite 
centres around the country.

Progress

Patient Support
As a result of this programme and support 
of internal donors the treatment cost 
burden for families has decreased. However, 
some drugs are no longer being funded by 
the Myanmar government, and the charity 
and in-country donors are trying to source 
funding for the deficit, to ensure that 
unaffordability is no longer a reason for 
abandonment. In 2015, a nutritional support 
project for patients was started with the help 
of a local funder, and transport subsidies are 
now being given to families. The key element 
of this work has been working with partners 
in Myanmar and internationally to ensure a 
strong collaborative effort towards funding 
and sustainability.

Building Capacity 
The twinning partnership has created 
training opportunities for both doctors 
and nurses from Yangon. Discussions and 
mentoring on haematological and solid 
tumour malignancies have begun regularly 
by Dr Robert Carr (Guy’s Hospital, UK) and 
Dr Carlos Rodriguez-Galindo (formerly 
at the Dana Farber/Children’s Hospital 
Boston; now at St Jude Research Hospital 
is in Memphis USA). This has helped 
the local team to identify potential 
specialist doctors and access overseas 
training to build on their professional 
development. The nursing team in Boston, 
led by Lisa Morrissey, has run specialist 
training workshops in Yangon as well as 
regular online discussions with the local 
nurses. The training has been developed 
following a baseline assessment in 2014 
of the needs and priorities for local 
development. A range of very keen nurses 
from Boston have become involved and 
will aim to increase the nursing capacity 
in the unit. There has also been a focus 
on developing capacity and expertise in 
pathology; members of the team have 
received focused training, which will 
continue with twinning support from 
the international partners. Psychology 
and education staff from the Evelina 
Children’s Hospital (London) have been 
advising on the need for psycho-social 
support for patients, families and staff. 
They have supported the work of play 
leaders at Yangon Children’s Hospital, and 
World Child Cancer supported in 2016 
the opening of a new hospital school, the 
employment of teachers, and provision of 
classroom and bedside teaching.

Key Roles
World Child Cancer funds a database 
manager and Yangon Children’s Hospital 
has initiated a formal patient database 

A patient and family members on the paediatric oncology ward at Yangon Children’s Hospital. A new nutritional support project has started for patients and families living on the  
haematology/oncology ward at Yangon Children’s Hospital.
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for the unit. This helps with analysis 
of outcomes, patient demography, 
workload burden and provision of 
critical data for healthcare planners. The 
charity is also supporting a social worker 
role to assist families with transport 
arrangements, follow-up visits, and 
sending reminders for clinic attendance. 
A new programme manager employed 
by World Child Cancer is responsible for 
developing programme plans, overseeing 
budgets, completing donor reports and 
managing the non-medical aspects of 
the programme.

Awareness and Advocacy
Awareness efforts have been scaled-up 
to reach remote regions and focus on 
GPs in the country, who need to be 
informed of the early warning signs of 
childhood cancer and reduce any delay 
in diagnosis. Advocacy with policy 
makers and hospital administration 
includes a focus on the need for a nurse 
educator role on the ward. A high-level 
workshop was recently held in Myanmar, 
jointly organised by the World Health 
Organisation, International Society for 

Paediatric Oncology (SIOP), Childhood 
Cancer International (CCI), World Child 
Cancer and St Jude Children’s Research 
Hospital. The meeting focused on 
the development of a national cancer 
strategy, the next stage  being to 
develop an implementation plan for the 
agreed priority areas.

Conclusion
The programme designed to strengthen 
childhood cancer services in Myanmar 
as a collaborative effort has become 
a multi-dimensional complex strategy, 
with the aim of improving services in the 
long-term. Ensuring sustainability relies 
on the strength of the partnerships, 
communication between stakeholders 
and continuing funding for this work, 
with the realisation that the changes 
within this challenging environment will 
take many years. World Child Cancer 
is committed to supporting Yangon 
Children’s Hospital, and hopefully 
extending this support to other centres 
in the country to ensure that every child 
with cancer can access the care they 
need.
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Brain tumour tissue can be difficult for 
researchers to access, yet National Health 
Service (NHS) Neuropathology archives 

contain a wealth of tissue. A review of NHS CNS 
biopsy archives revealed around 400,000 stored 
samples, accruing a further 18,500 annually.  
Simply trying to identify suitable tissue to help 
shape a study can pose challenges.  In addition, 
the legal and ethical considerations required for 
approval to use human tissue can be difficult to 
new researchers and can prove time consuming.

Method
BRAIN UK is a collaborative national virtual 
brain bank, facilitating access to under-utilised 
neuropathology archives for research. Initially 
funded by the MRC to facilitate access to 
post-mortem archives and two and half years 
ago expanded to include biopsies; supported 
by a group of brain tumour charities led by 
the brainstrust. 27/30 NHS Neuropathology 
centres participate in BRAIN UK, giving effective 
coverage of over 90% of UK population. A 
linked-anonymised database includes diagnosis 
and simple demographics. There is a centralised 
application process www.brain-uk.org. BRAIN 
UK acts as a “matchmaker” and its generic 
ethical approval covers the majority of projects.  
Investigators’ grants fund the costs associated 
with the retrieval, processing and transportation 
of tissue.

Results
BRAIN UK utilises its generic ethical approval to 
reduce the time for researchers to achieve ethics; 
its network to obtain tissue; and its expertise and 
insight into potentially available tissue to help 
form scientifically valid studies. 24 of our studies 
have produced 45 platform presentations, 48 
posters, 23 publications and 17 grants (generating 
over £1,300,000 income). We’ve supported over 
110 interactions, these would either be between 
the NHS and university sector or between 
universities. All active studies, that were recently 
asked about the impact of on BUK on their 
project felt that BUK had a positive impact with 
70% answering that they couldn’t have done their 
study without BUK.

31 tumour applications and 19 informal enquiries 
have been supported with over 3,600 tissue 
samples approved for release for research. Studies 
have encompassed a wide variety of tumour types 
utilising a number of techniques.  Studies utilising 
large quantities or rare tumour types particularly 
highlight the success of this approach.  

Conclusion
Archived tissue that would otherwise be unused 
has supported valuable research. BRAIN UK is 
completely reliant on the co-operation and 
support of its Participating Centres. With plans 
to include a collaboration with UK Biobank, 
facilitating access to data, and encourage 
collaborations, BRAIN UK is advancing in to the 
future with aims to add value to neuroscience 
research.
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In recent years, there has been an increased 
onus on the importance of telephone clinics 
and their perceived benefits to patients, yet 

there is surprisingly little documented about 
nurse-led telephone clinics in the literature. 

Nurses today have a greater role to play in the 
delivery of healthcare than they did even five 
years ago, as is documented in consultant and GP 
referral rates to nurse led clinics [1]. Furthermore, 
nurse led follow up provides an alternative 
approach to conventional outpatient clinics and 
ensures the focus is moved towards one which 
is patient centred with evidenced high patient 
satisfaction rates [2]. A lot of specialist nurses 
undertake telephone clinics or consultations, but 
the majority are non-commissioned and done on 
an ad-hoc basis from a busy office location, or 
done under the auspices of a consultant clinic 
where the nurses hand pick those suitable for 
a telephone call to help ease the burden on 
overbooked consultant clinics [3]. This article 
therefore aims to talk the reader through the 
hows, whys and wherefores to help those 
considering setting up such a clinic, and to 
highlight the benefits of them.

As depicted in a previous article I wrote for 
Oncology News, it is estimated that specialist 
nurses field around 100 phone calls per week 
from patients, relatives and primary care workers. 
No doubt some of these activities are incorrectly 
labelled as nurse-led telephone clinics, whereas 
in fact they are non-commissioned, documented 
follow-up telephone conversations [4]. 

At Addenbrooke’s Hospital in Cambridge, we 
went against the proverbial grain in 2011 and 
set up a commissioned, nurse-led telephone 
clinic dedicated to those patients on long 
term radiological surveillance of their brain 
tumour. This includes patients with benign or 
low grade tumours who have had surgery, and 
those on continued radiological surveillance. We 
established this clinic based on patient feedback 
from the National Cancer Patient Experience 
Survey, complaining of long waiting times in very 
overbooked and consultant-led clinics which 
consequently overran, resulting in high non-
attender rates and patients subsequently being 
lost to routine follow-up [5]. It turns out that this 
development was the first nurse-led telephone 
clinic in existence at Addenbrooke’s but it has 
set a trend that, since inception, has steadily 
grown and is now considered the norm within our 
hospital for nurse-led care. 

Nurse-led clinics will pay less than a consultant 
led consultation, but on the other hand, it will 
lessen the burden on overbooked clinics and it 
will free up consultant time to earn income in 
other ways – such as seeing more new referrals 
and enabling them more operating times [6]. 
On average, a consultant-led consultation pays 
around £150.00 whereas a telephone clinic run by 
a nurse pays around £23.00 [7]. At a time when 
every penny counts towards a Trusts income, 
this can be seen as a significant drop in income. 
On the other hand, Macmillan has shown that 
telephone consultations save on average £72,588 
per nurse by simply reducing the number of GP 
appointments [8]. That is a significant saving to 
the overall health economy of the NHS and the 
tax payer. Money talks. 

Before any clinics can commence, a 
departmental manager (normally an operations 
manager) will need to submit a change in 
methodology form to the commissioners, 
showing intent to change a current clinic set up 
to a new format [9]. Usually this would mean 
that for every patient seen in a telephone clinic, 
a corresponding slot would need to be closed 
off in the outpatient consultant-led clinic to 
avoid duplication of charges. We overcame this 
problem by closing off an obsolete clinic no 
longer used by a consultant who had left our 
trust. Policies, procedures and patient information 
leaflets then need to be created, including strict 
inclusion/exclusion criteria and how to check 
patient details and maintain confidentiality over 
the telephone. 

At the recent British Neuro Oncology Society 
(BNOS 2016) conference in Leeds this year, my 
poster “Nurse-led telephone clinics improve 
patient satisfaction and enhance follow-up 
for benign/low grade tumour patients” was 
awarded best clinical poster. Whilst this was a 
huge honour, it also came as a great surprise 
that something seemingly so embedded into 
nursing practice and daily clinical care still raised 
eyebrows and was felt to be clinically relevant 
and an area of best practice to be emulated and 
developed by other centres. 

What I have depicted, however, is that most 
telephone clinics for brain tumour patients offer 
mainly emotional support, information and advice 
by nurses that possess the appropriate skills and 
knowledge [2]. The difference with our telephone 
clinic is that apart from offering the above, it also 
coincides with their surveillance imaging, so they 
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receive the aforementioned follow up, but 
also an adequate explanation regarding 
their imaging results and onward plan 
from a surveillance perspective. For those 
patients with low grade or benign brain 
tumours, this offers a seemingly unique 
follow-up method, and one which has 
received a lot of positive attention [10].

In its first year, in 2011, 54 patients were 
deemed suitable by a consultant and 
consented for telephone follow-up, but 
only five patients were seen as most were 
on annual scanning intervals. Currently, in 
2016, the clinic has 220 patients on regular 
follow up with only two documented 
non-attenders in 2015. 93 patients have 
been discharged from telephone follow-
up due to a variety of reasons, the main 
reasons being tumour progression (which 
led to a return to outpatient, consultant-
led care); patient choice (preferring face-
to-face consultations) and no further 
imaging/follow-up required. 

A patient satisfaction survey was sent 
out to all neurosurgical patients having 
undergone a telephone consultation in 
2015 and the overall satisfaction score was 
reported at 95%, with further questions 
scoring above 90% in satisfaction rates  
(See Diagrams 1 and 2).

The one patient above who was 
‘very dissatisfied’ has since come back 
under outpatient consultant review. 
Her comment as part of this survey was 
that her aftercare was ‘very, very poor’, 
but on further detailed investigation 
involving our PALS team, (Patient Advice 
and Liaison Services), it was due to the 
fact we diagnosed an infection (leading 
to removal of infected bone flap) that 
had not been picked up at her regional 
hospital despite her having been admitted 
locally with seizures. It was not until I 
spoke to her in my telephone clinic a 
week later, and noted the abnormality on 

her MRI and subsequent CT scan, that this 
was further investigated. So, in reality, the 
telephone clinic served its purpose and 
picked up on an abnormality alongside a 
change in her clinical condition and we 
acted on it promptly. She was seen as a 
ward attender and subsequently admitted 
for surgery that very same afternoon, 
with a prolonged inpatient stay requiring 
intravenous (IV) antibiotics for six weeks. 

Whilst telephone clinics may not be 
a new concept per se, it would seem 
that structured telephone clinics away 

from a busy nursing office, focusing 
solely on a single patient group with a 
low grade or benign brain tumour, on 
long term radiological surveillance, is 
something that is relatively underutilised 
in the neuro-oncology field [2,3]. If our 
patient satisfaction and individual patient 
feedback is taken into consideration, then 
I sincerely hope that this is a model of 
best practice that can have far-reaching 
positive impacts on our patient cohort, 
their well-being and the health of the 
NHS economy.
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Diagram 2: satisfaction rates (%) of other questions in survey

Does the telephone clinic cover: Yes No

A complete understanding of your diagnosis? 93% 5%

A chance to ask questions / seek clarification 94% 3%

An explanation of scan results? 95% 0%

Future scan dates? 85% 5%

Do you feel confident in the nurses’ competency levels? 92% 3%

Does the nurse telephone you promptly on your allocated time slot? 93% 2%

Diagram 1: Overall patient satisfaction score (%)
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T he development, evaluation, approval 
and post-marketing monitoring of new 
medicines are controlled by specific 

legislation, thus ensuring that they are both safe 
and effective. The trial results, which focus on 
objective clinical outcomes, are assessed by the 
appropriate regulatory bodies who then make a 
recommendation for their approval for routine 
clinical use. However, there is a growing awareness 
that it is important for patients to be at the heart 
of all stages of therapy development [1]. Their 
input is critical if we are to develop effective 
medicines which address the disease from a 
patient’s perspective. In particular, their views 
on the assessment of treatment outcomes and 
the benefit/risk ratio are key in the development 
of new therapies [2]. It is not uncommon for 
patients to be willing to take a greater risk with 
a new therapy if there is a greater possibility of 
a favourable outcome. This can contrast with 
clinical and regulatory bodies who are more likely 
to have a risk averse strategy. 

There are many levels at which patients can 
become involved in clinical research. Initially, the 
key research questions for individual diseases 
need to be identified. This is usually achieved 
by carrying out a priority setting exercise 
which brings together patients and healthcare 
professionals to discuss what they consider to 
be the current gaps in clinical research and to 
identify the top 10 unanswered questions. One 
of these exercises took place for neuro-oncology 
in 2015, facilitated by the James Lind Alliance 
[3] with support from charities, including Brain 
Tumour Research [4], in collaboration with other 
key stakeholder groups. Work is now in progress 
to identify ways in which these research priorities 
can be addressed.

Patients must play a central role in the design 
of all clinical studies as they will be the ultimate 
consumers who will benefit from new therapies. 
This is somewhat analogous to a market testing 
exercise for any new product. Within the UK, 
this is facilitated by INVOLVE which is the 
NIHR-funded body which supports active public 
involvement in research within the NHS, public 
health and social care settings. Its role is to 
bring together public and patient expertise, 

insight and experience into research [5]. This 
input forms an essential part of the process 
by which research is identified, prioritised, 
designed, conducted and disseminated. Specific 
guidelines have been developed to identify the 
levels and stages of patient involvement in all 
aspects of clinical trials. This should not be seen 
as a token process – a box to be ticked – but it 
should empower patients to provide information 
about the important outcomes that should be 
considered when a trial is being designed. It 
also serves to make the patient aware of the 
pathways involved in the development of clinical 
trials. This exchange of information will result 
in the development of a strong partnership in 
which both parties - patients and healthcare 
professionals - work closely together to 
implement new and effective therapies.

The development of a clinical trial requires 
a clear understanding of the overall objectives 
and how success can be measured. It should 
incorporate the perspectives of both the patient 
and the clinician. From a clinical perspective, 
the success of a neuro-oncology trial will 
usually be associated with an improvement of 
clinical symptoms although the therapy may 
have an additional impact on the tumour itself 
(e.g. decreased tumour size). The trial design 
should also include “patient reported outcomes” 
(PROMs), in combination with an assessment of 
quality of life, as a key measure of treatment 
success [6]. These are impacted upon by disease-
associated adverse health or lifestyle effects and 
an improvement in these parameters is viewed by 
patients as being important in the development 
of effective treatments. Their inclusion in the 
overall trial assessment procedure ensures that 
a decision to approve the use of a specific 
treatment is decided upon by a partnership which 
is focused upon the best clinical outcome for 
the patient. Patient reported outcomes now form 
a mandatory part of any new drug marketing 
authorisation application.

Patients are involved in all stages of the 
regulatory process. The Patient and Consumers 
Working Party of the European Medicines Agency 
(EMA) supports the publication of expert advice 
on the interface between the public and the 

Patient involvement in clinical trials

NEURO-ONCOLOGY

Dr Kieran Breen 
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Brain Tumour Research which 
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“This is obviously a very sensitive topic especially 
considering that, in some cases, the time between 
the initial diagnosis with a brain tumour and the 
subsequent surgery can be relatively short”



144 Volume 11 Issue 5 • November/December 2016

agency including raising the awareness 
of the particular elements of the 
regulatory process and at which stages 
the patients and consumers can become 
involved [7]. People representing specific 
patient groups are invited to participate 
in the assessment of individual drug 
applications. This provides an opportunity 
for patients to highlight the key outcome 
measures which are important for them 
and how they would consider a drug to 
be clinically effective. This contributes 
towards the calculation of the overall 
benefit/risk ratio upon which the decision 
to make the therapy available for clinical 
use will be determined [8]. 

Once drugs are made available for 
routine clinical use, patients play an 
additional role in reporting adverse 
effects. This will inform the future 
prescription of the drug, including the 
potential revision of patient safety 
information. It will also help in the 
identification of patients for whom this 
therapy may not be suitable or if there 
are any adverse interactions with other 
therapies. In rare cases, the adverse 
effects may be sufficiently severe for the 
drug to be withdrawn from the market. 
The self-reporting can be done directly 
by the patient using the online “yellow 
card” scheme whereby adverse effects 
of medicines or devices are reported to 
the Medicines & Healthcare Products 
Regulatory Agency (MHRA) within the UK 
[9]. 

The use of patient clinical data has 
generated a lot of debate within the UK 
with the care.data programme attracting 
particular attention. This has underlined 
the need for the establishment of 
appropriate governance procedures 
when patient clinical data is being used 
for research purposes. Initiatives such 
as the Alltrials campaign has raised the 
awareness of the benefit of clinical 
data analysis among the public [10]. 
Unfortunately, not all of the stakeholders 
have been fully compliant and it has been 
a particular challenge in some cases to 
obtain clinical data from members of 
the pharmaceutical industry which could 
significantly improve our understanding of 
disease progression and the implications 
of specific therapies.

The development of initiatives such 
as the 100,000 genome project will 
greatly increase our understanding of 
the genetic basis of many diseases. To 
date, the identification of more common 
genetic mutations, including those of 

IDH-1 and of epigenetic regulators such 
as methylation of MGMT in patients 
with glioblastoma, has provided a much 
greater understanding of the tumours 
and the potential identification of drug 
targets. This genetic information, in 
addition to standard demographic data 
(age, gender, race, etc.) and the monitoring 
of treatment responses, can also enable 
the identification of patient subgroups 
who will respond differently to specific 
therapies. Genetic analysis now forms an 
integral part of the WHO classification of 
brain tumours [11]. A combination of this 
information can ultimately be used for the 
development of a personalised medicine 
treatment strategy.

A variety of tools, such as mobile 
phone apps and internet sites, are being 
developed to allow patients to provide 
health-related information in real time. 
This can be used by clinics, for example, 
to monitor patient reactions to new 
therapies. However, it is important for 
the patient to understand how this data 
will be used. This could include the real 
time provision of direct feedback from 
healthcare professionals to the patient 
in response to health-related changes. 
There is also an increasing use of real-time 
data in the research arena where it could 
provide a component within an individual 
clinical study. The combination of patient-
derived data with clinical assessment 
measures will significantly increase our 
understanding of diseases and therapies. 
This can also form part of a longer term 
prospective patient or disease registry 
which will help in the identification of 
potential risk or causative factors that 
may underlie diseases and factors which 
may modify disease progression [12]. 

A key element underpinning the 
development of any new therapies 
is an in depth understanding of the 
disease. For brain tumours, this requires 
a detailed examination of the pathology, 
biochemistry and genetic profile of 
the tumour following surgery [13]. This 
contributes towards an accurate diagnosis 
and therefore informs the subsequent 
therapy options. However, additional 
consent may be required for the use of 
tumour samples for research, such as the 
generation of immortalised cell lines. 
This is obviously a very sensitive topic 
especially considering that, in some cases, 
the time between the initial diagnosis 
with a brain tumour and the subsequent 
surgery can be relatively short. Therefore, 
it is important to explain to the patient 

the importance of the use of tumour 
samples for research and the assistance 
of a research nurse is pivotal in this. The 
information obtained from the tumour 
tissue will also be important for the 
development of a platform combining 
multiple forms of data including 
pathology, genetics, clinical characteristics 
and patient health status. A combined 
analysis of this data will help in the 
development of new and more effective 
therapies that will have a real impact on 
the lives of people with brain tumours.
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In the past 20 years there have been 
great advances in computer speed 
& radiological imaging which has 

allowed stereotactic radiosurgery to be 
delivered throughout the body. This 
capability was used by John Adler to 
invent the CyberKnife, probably the most 
versatile way to deliver radiosurgery 
anywhere in the body. The accuracy of 
CyberKnife treatment delivery is due to 
frequent X-rays being performed during 
treatment delivery which allows the robot 
to correct for any patient and target 
movement thereby avoiding any head 
frames or other restraints, this allows 
an accuracy of 0.2mm during treatment 
delivery. Moving targets can be accurately 
tracked by the CyberKnife while treatment 
is being delivered which reduces the 
delivery of radiation to healthy adjacent 
tissues compared to other platforms 
for stereotactic delivery, and other 
manoeuvres such as breath holding 
during treatment delivery for lung cancer 
is unnecessary when using CyberKnife, 
this allows for an accuracy of 0.7mm 
when treating such targets.

Following the setting up of CyberKnife 
in the Hermitage Clinic, the initial 
programme concentrated on neurological 
pathologies, e.g. acoustic neuroma, 
meningiomas, pituitary tumours, AVMs, 
trigeminal neuralgia, metastasis and 
spinal tumours. The results are as 
expected in comparison with reported 
studies from other centres and audits of 
responses to treatment are being carried 
out. These topics were presented by Mr 
Danny Rawluk, neurosurgeon, & Dr Clare 
Faul, radiation oncologist, at a recent 
symposium held in the Hermitage Medical 
Clinic.

Prostate and lung cancer cases have 
been treated with equally good results 
and patient feedback has been very 
supportive and complimentary after 
treatment delivery. The short duration 
of treatment for prostate cancer was a 
significant factor in patient appreciation 
of the advantages of CyberKnife 
treatment versus alternative treatments 
and this topic was addressed by Dr Ian 
Fraser, director of Radiotherapy in the 
Hermitage. This aspect has been reflected 
in patient preference in Harvard where 

CyberKnife is the preferred option over 
brachytherapy expressed by patients 
presenting with prostate cancer.

Dr Osama Salib, radiation oncologist 
presented initial experiences in the 
treatment of lung cancer cases, and 
following the introduction of the latest 
software upgrade in the near future, very 
few cases will need fiducial implantation 
to track & treat their cancer. During this 
symposium, the results of treating liver 
and pancreatic tumours was presented by 
Dr Anand Mahadevan from Harvard. The 
main advantage again appeared to be 
reduction of treatment times compared 
to other standard treatment modalities 
with equal results.

We also were introduced to the use 
of CyberKnife to treat cardiac rhythm 
disorders by Dr Patrick Maguire, cardiac 
surgeon & CEO of CyberHeart, from 
Palo Alto in California. Such conditions 
are usually treated by cardiac ablation, 
however this is a promising alternative, 
especially in those patients unfit for 
standard cardiac ablative procedures. The 
use of CyberHeart software to plan & 
deliver cardiac ablation externally is much 
less invasive than standard techniques 
although a cardiac catheter fiducial is 
required during treatment delivery. He 

also described the potential of using 
CyberHeart to perform renal nerve 
ablations to treat refractory hypertension.

Some centres are returning to consider 
using stereotactic radiosurgery to treat 
functional neurological conditions such 
as epilepsy or some psychiatric conditions 
refractory to medical treatments e.g. 
certain depressive or obsessive conditions. 
These options are still under evaluation 
but could expand the indications for 
stereotactic radiosurgery in the near 
future.

The introduction of CyberKnife into 
Ireland has increased the therapeutic 
options in offering treatment to patients 
with cancer & other benign conditions 
and holds out a potential promise to 
extend the indications to treat other 
conditions. This can be achieved in an 
outpatient setting in a short time frame 
which is very appealing to most patients 
striving to maintain their quality of life 
for as long as possible. It is important 
that decisions on suitability of cases 
for treatment should be made through 
appropriate MDMs given the current 
options available to treat the spectrum 
of conditions with radiosurgery & all 
our cases treated in the Hermitage are 
discussed in our monthly meetings.

CyberKnife Symposium 
Date: 17 September 2016. Venue: Dublin, Ireland.

Eamonn Fitzgerald CEO, HMC, Dr Osama Salib, Radiation Oncologist, Dr Ian Fraser, Radiation Oncologist, Dr Patrick 
Maguire, President CyberHeart, Mr Danny Rawluk, Clinical Director, CyberKnife Programme, Dr Anand Mahadevan, Radiation 
Oncologist, Boston and Dr Clare Faul, Radiation Oncologist.
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T he annual NCCNN conference 
took place at The Royal College of 
Physicians in London in September. 

Beating Bowel Cancer has supported the 
NCCNN for several years now and acts as the 
secretariat for the group which is chaired by 
Dr Claire Taylor, Macmillan Nurse Consultant 
in Colorectal Cancer.

The annual meeting brings together 
colorectal clinical nurse specialists from 
across England and Wales (a separate one for 
Scottish nurses is held in Edinburgh) to listen 
to presentations, share best practice and 
network with colleagues.  

At this years’ meeting there were talks on 
new approaches in treating rectal cancer, 
emerging interventions in endoscopy, what 
is new in chemotherapy treatment as well 
as how to involve patients and other service 
users in service development.  Robert 
Thomas, who spoke at our Patient Day 
in April, gave another fascinating talk on 
lifestyle choices after cancer and self-help 

strategies.
The day was rounded off with presentation 

of the Gary Logue Colorectal Nurse Awards.  
Gary worked as a colorectal nurse and was a 
member of the charity’s nurse advisory service 
up until his death in 2014.  The awards were 
presented by our trustee Sir Christopher 
Pitchers and Gary’s partner Cristian Leon.  
The awards were won by Tracy Naughton, 
colorectal clinical nurse specialist at Lewisham 

hospital, Candy Coombe and Clare Ferris from 
Royal Cornwall Hospitals.

For more information on  
the conference visit  

https://www.beatingbowelcancer.org/
health-professionals/nccnn/ 

nccnn-conference-2016-review/

National Colorectal Cancer Nurses Network Conference
Date: 12 September 2016. Venue: London, UK. Report by: Charlotte Dawson, Beating Bowel Cancer’s Head of Nurse Advisory

Dawn Stiff, CNS from Colchester Hospital led a debate on 
what is best for rectal cancer patients. Dawn, who is retiring 
after 43 years as a nurse and who is a former Chair of the 
NCCNN, was presented with a bouquet from the Committee.

Due to the fine weather the delegates were able to enjoy 
lunch on the grass in the College’s Physic Garden.

ECCO2017 European Cancer Congress 
is the only truly multidisciplinary 
cancer congress in Europe. It is the 

annual meeting of ECCO as the umbrella of 
24 major scientific societies committed to 
multidisciplinary cooperation in oncology.

In a fast-paced environment of ever-
increasing complexity, clinical trials change, 
the way cancer care is delivered evolves 
and ECCO gathers all stakeholders at this 
meeting to outline the best way forward for 
cancer patients in Europe.  

The ECCO2017 programme provides a 
wealth of opportunities to get engaged 
and informed by the best experts in Europe 
and worldwide. You will get answers to the 
questions that interest you most and have the 
greatest impact on your work:

• Learn about the most recent 
developments in monodisciplines from a 
multidisciplinary perspective and you will 
find out how these developments impact 
your clinical practice.

• The Congress is annual so your 
interdisciplinary clinical knowledge is 
always up-to-date.

• Benefit from top-notch educational 
programmes developed by a leading 
team of multidisciplinary experts.

• Be part of the hot discussions on the 
cost and organisation of cancer care in 
Europe.

• Find out which trials and outcomes 
research are truly shaping the way we 
manage cancer.

• You are in the right place for 

multidisciplinary networking with peers 
from Europe and the world.

• Grow in your career through leadership 
programmes, targeted ECCO member 
societies’ programmes and much more.

At ECCO2017, the focus is on the patient 
situation and this is from a multidisciplinary 
perspective. “If you work in the cancer 
community, then you should attend 
ECCO2017.” These are the words of 
Professor Peter Naredi, ECCO President. 

ECCO2017 will change the paradigm of 
oncology, be part of this change!   

For further information visit:  
www.eccocongress.org

ECCO2017 European Cancer Congress 
Date: 27-30 January 2017. Venue: Amsterdam, The Netherlands.
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British Thoracic Oncology Group 
(BTOG) is the multi-disciplinary 
group for professionals involved 

with thoracic malignancies in the UK and 
Ireland.  BTOG’s mission is to support 
and educate health care professionals, 
creating a professional community 
to exchange ideas, information 
and innovation and to foster the 
development of research – with the 
overall aim to represent patients and 
improve outcomes.  

The flagship BTOG educational event is 
the BTOG Annual Conference held each 
year in the last week of January.  This 
event has become known within the UK 
and Irish thoracic oncology specialty as 
the thoracic oncology educational event 
to attend in the calendar year and now 
attracts around 800 attendees.  

BTOG 2017 – the 15th Annual BTOG 
Conference will be returning to the 
beautiful city of Dublin and the city and 
the hotel always give delegates a very 
warm welcome.  The conference aims 
to update attendees on the state of the 
art management of lung cancer and 

mesothelioma, increase understanding 
on the nature of clinical practice and 
research and facilitates networking for 
the development of new national and 
international clinical research studies in 
lung cancer and mesothelioma.  

BTOG’s Chair, Dr Sanjay Popat says, 
“BTOG is thrilled to be returning to 
Dublin to welcome delegates from the 
UK and Ireland and speakers from the 
UK, Ireland, Europe, USA and Australia.  
BTOG 2017 provides an excellent 
opportunity for everyone involved in 
thoracic oncology to come together 
to network and share information and 

to see the latest developments in the 
specialty presented by national and 
international experts.”

Around 200 abstracts are expected 
to be submitted where health care 
professionals showcase their research 
and audit and these abstracts are 
published in a supplement to Lung 
Cancer.

Dr Popat continues “BTOG’s vision is 
for effective and accessible treatments 
to exist for all thoracic malignancies and 
the patient is at the centre of everything 
we do.  This is no more evident than at 
the annual conference where colleagues 
come together from all over the UK and 
Ireland and beyond with that shared 
ethos”.

Further information for  
BTOG 2017 can be found at:  

www.btog.org or by emailing  
dawn.mckinley@btog.org

BTOG 2017 – 15th Annual BTOG Conference
Date: 25-27 January 2017. Venue: Dublin, Republic of Ireland.

T he IX Congress of oncologists and 
radiologists of Commonwealth 
of Independent States (CIS) 

and Eurasia was held in Minsk. The 
Congress was attended by more 
than 3,000 participants from the CIS 
countries, Lithuania, Latvia, Australia 
and USA. The basic concept of the 
Congress – “From early diagnosis to 
effective treatment.” The traditional 
focus of discussion was the timely 
diagnosis of cancer, introduction of 
effective screening programs. Creating 
an effective system of management of 
cancer service was a cutting edge issue, 
as well as development of national cancer 
registries, as a tool for objective and 
comparable assessment of the results 
achieved on the basis of international 
standards. In addition the focus of the 
delegates – screening, multi-disciplinary 
approach to achieve a fundamental 
oncology management issues. With the 
participation of experts of the National 
Cancer Institute of USA was held a 
Panel Session “Central Asia Cancer 

Control Planning and 
Implementation (CCPI)”. 

Opening the 
conference director of 
the N.N. Alexandrov National Cancer 
Center of Belarus prof. Sukonko said that 
present-day oncology in CIS countries 
involves various western technologies, but 
it is necessary to introduce achievements 
of national researchers. Further progress 
in this direction should be associated 
with the identification of trends and most 
perspective research areas and ways of 

their implementation, in extension of the 
information field and interaction between 
scientific, medical and pharmaceutical 
organisations.

The Congress scientific programme 
included not only the scientific 
presentations, satellite symposia and 
discussions, but it was an exhibition of 
modern scientific achievements in the 
field of drug treatment of cancer, as well 
as specialised medical equipment. 

During the Congress, a memorandum 
of cooperation was signed by the 
International Agency for Research on 
Cancer and N.N. Alexandrov National 
Cancer Center of Belarus. Director of the 
International Agency for Research on 
Cancer, Christopher Wilde, noted that 
the partnership is expected in the field of 
cancer control and multi-center research. 
Now Belarusian doctors will have access 
to the experience of world experts, in 
particular, in the field of genetic and 
molecular diagnostics. An important 
aspect of teamwork - management 
efficiency Belarusian screening programs.

IX Congress of Oncologists and Radiologist of CIS and Eurasia  
Date: 15-17 June 2016. Venue: Minsk, Belarus. Report by: Mikhail Reutovich.
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• Grant established by Merck recognizes 
pioneering research in personalized treatment of 
solid tumors

• Winners selected by internationally renowned 
oncologists from 405 applications representing 
49 countries 

Merck recently announced the recipients of the 
2016 Grant for Oncology Innovation (GOI), who will 
share a €1 million grant to progress their respective 
research initiatives. The winners were formally 
awarded at a presentation coinciding with the 
2016 annual European Society of Medical Oncology 
(ESMO) Congress in Copenhagen, Denmark.

The three winning proposals, which focus 
on breast cancer, colorectal cancer and lung 
cancer, were selected from a total of 405 
applications representing 49 countries, following 
a comprehensive review by an expert scientific 
steering committee made up of internationally 
renowned oncologists.
The 2016 GOI winners are:
• Alberto Bardelli, University of Torino, Italy, for his proposal: 

‘Heterogeneity and clonal evolution as a therapeutic 
opportunity for colorectal cancers’

• Enriqueta Felip, Vall d’Hebron Institute of Oncology, Spain, for 
her proposal: ‘New technologies for new treatments: liquid 
biopsy meets immunotherapy’

• Dr Dongxu Liu, Auckland University of Technology, New 
Zealand for his proposal: ‘How does SHON* expression in 
tumors determine the efficacy of endocrine therapy in breast 
cancer?’

“The Grant for Oncology Innovation is an example of Merck’s 
commitment to scientific innovation in oncology. We are proud to 
support pioneering work that pushes the boundaries of creativity 
and science in order to deliver transformative innovation with a 
potential to improve the lives of cancer patients in the near-term 
future,” said Dr Steven Hildemann, Global Chief Medical Officer 

and Head of Global Medical and Safety at Merck ś Biopharma 
business. “We are honoured to recognize these talented and 
inspiring researchers and to play a role in enabling these innovative 
projects to become a reality.”

These awards mark the third successful year for GOI. Every year, 
Merck offers grants totaling €1 million through the GOI program.  
More information about the GOI can be found online at:  
www.grantforoncologyinnovation.org 

Merck is committed to rewarding innovation and new thinking 
that could further advance the field of medicine. To learn more 
about the variety of innovation grants that Merck offers, visit:  

www.merckgroup.com/en/innovation/grants_awards_initiatives/
innovation_grants_awards_initiatives.html

*Secreted hominoid-specific oncogene (SHON), an estrogen-regulated gene.

Merck Announces Recipients of Third Annual 

€1 Million GOI Award

AWARDS AND APPOINTMENTS

Dr Dongxu Liu, Auckland University of Technology, 
New Zealand, Enriqueta Felip, Vall d’Hebron Institute of 
Oncology, Spain and Alberto Bardelli, University of Torino, 
Italy.
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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 
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Colorectal clinical nurse specialists Tracy Naughton, 
Candy Coombe and Clare Ferris have won national 
awards for their work with bowel cancer patients.

Tracy works for the Lewisham Hospital NHS Trust 
and Candy and Clare, who won a joint award, work at 
the Royal Cornwall NHS Foundation Trust in Truro. 

The Gary Logue Colorectal Nurse Awards were 
established by the charity Beating Bowel Cancer in 
memory of one of its specialists nurse advisors, who 
sadly died in 2014. 

The nurses were presented with their awards by 
Gary Logue’s partner, Cristian Leon, at the National 
Colorectal Cancer Nurse Network Conference on 12th 
September. Their award included a £500 bursary 
towards their professional development.

Chief Executive of Beating Bowel Cancer, Mark 
Flannagan, said: “We’re delighted to present Clare, 
Candy and Tracy with their awards. Their dedication to 
their work and their willingness to go the extra mile 
for their patients is inspiring. We wanted to say thank 
you to them for all the fantastic work they do to 
make lives better for bowel cancer patients and their 
families.”

For more information, please contact the Beating 
Bowel Cancer press office on 020 8614 3855 or 

mobile:  
07553 121454. Or you can email  

jo.walker@beatingbowelcancer.org

Nurses win national 
award after being 
nominated by patients 
and voted for by peers

From left: Cristian Leon, Candy Coombe 
and Clare Ferris, Tracy Naughton, Sir 
Christopher Pitchers, chair of the Board of 
Trustees at Beating Bowel Cancer.
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PD-L1 and PD-L2 genetic 
alterations define classical 
Hodgkin lymphoma and 
predict outcome

Roemer MG, Advani RH, Ligon AH, et al. 
Journal of Clinical Oncology,  
2016; Aug 10;34(23):2690-7.

Purpose: Classical Hodgkin lymphomas 
(cHLs) include small numbers of 
malignant Reed-Sternberg cells 
within an extensive, but ineffective, 
inflammatory/immune cell infiltrate. In 
cHL, chromosome 9p24.1/PD-L1/PD-L2 
alterations increase the abundance of 
the PD-1 ligands, PD-L1 and PD-L2, 
and their further induction through 
Janus kinase 2-signal transducers and 
activators of transcription signaling. The 
unique composition of cHL limits its 
analysis with high-throughput genomic 
assays. Therefore, the precise incidence, 
nature and prognostic significance of 
PD-L1/PD-L2 alterations in cHL remain 
undefined.

Methods: A fluorescent in situ 
hybridisation (FISH) assay was used to 
evaluate CD274/PD-L1 and PDCD1LG2/
PD-L2 alterations in 108 biopsy specimens 
from patients with newly diagnosed cHL 
treated with the Stanford V regimen 
and had long-term follow-up. In each 
case, the frequency and magnitude of 
9p24.1 alterations-polysomy, copy gain, 
and amplification-were determined, and 
the expression of PD-L1 and PD-L2 was 
assessed by immunohistochemistry, as 
also the association of 9p24.1 alterations 
with clinical parameters. These included 
stage (early stage I/II favourable risk, early 
stage unfavourable risk,advanced stage 
[AS] III/IV) and progression-free survival 
(PFS). 

Results: 97% percent of the cHLs had 
concordant alterations of the PD-L1 and 
PD-L2 loci (polysomy, 5% [5 of 108]; copy 
gain, 56% [61 of 108]; amplification, 
36% [39 of 108]). There was an 
association between PD-L1 protein 
expression and relative genetic alterations 
in this series. PFS was significantly shorter 
for patients with 9p24.1 amplification, 
and the incidence of 9p24.1 amplification 
was increased in patients with AS cHL.

Conclusions: PD-L1/PD-L2 alterations are 
a defining feature of cHL. Amplification 

of 9p24.1 is more common in patients 
with AS disease, and is associated with 
shorter PFS in this series. Further analyses 
of 9p24.1 alterations in patients treated 
with standard cHL induction regimens or 
checkpoint blockade are warranted. 

Reviewer’s comments: The treatment 
of classical Hodgkin lymphoma (cHL), 
particularly advanced stage disease, 
was revolutionised by the application 
of multi-agent cytotoxic chemotherapy 
regimens starting with Bonadonna’s 
MOPP (mechlorethamine, vincristine, 
procarbazine and prednisone) in the 
1970’s up to the currently accepted 
standard-of-care ABVD (doxorubicin, 
bleomycin, vinblastine and dacarbazine).  
However, targeted therapy (e.g. small 
molecule tyrosine kinase inhibitors) 
and monoclonal antibody-based 
therapy (with the exception of the anti-
CD-30 chemotherapy drug conjugate 
brentuximab) made a rather limited 
impact thus far in contrast to many 
solid cancers. The long-term toxicities of 
intensive chemotherapy remain a concern. 
The unique histopathology of cHL – 
very infrequent neoplastic, malignant 
Hodgkin-Reed-Sternberg cells in a 
background of a number of immune cells 
– might suggest that immunotherapy to 
re-programme the cells of the immune 
penumbra to a more immune-permissive 
phenotype could have a role. Unlike solid 
cancers, haematological malignancies 
exhibit far more frequent genetic 
aberrations at the chromosomal level and 
this interesting paper demonstrates that 
almost all cases of cHL (predominantly 
early stage, nodular sclerosis subtype, 
non-bulky without B symptoms) showed 
copy-gain, amplification or rearrangement 
of the chromosome 9p24.1 encoding 
PD-L1 and L2. Malignant HRS cells 
expressed PD-L1/2 at the protein level, 
with evidence of activation of the 
JAK-STAT pathway. EBV-positive cases 
had stronger PD-L1 expression in keeping 
with the immunosuppressive effect of 
the virus. PD-L1/2 genetic amplification 
occurring more frequently in patients 
with advanced stage disease was 
associated with poorer progression-
free survival in early-stage unfavourable 
and advanced stage patients. With the 
marked clinical efficacy of the anti-PD-1 
antibody, nivolumab, already found in 
patients with advanced refractory cHL, 
these intriguing data suggest that the 
management of advanced cHL might be 
optimised by the use of PD-L1/2 genetic 

amplification as a biomarker to help early 
selection of patients whose outcome with 
conventional cytotoxic chemotherapy is 
poor and who might benefit from first-
line immune checkpoint blockade. – AR

Effect of pathologic tumour 
Response and Nodal 
Status on Survival in the 
Medical Research Council 
Adjuvant Gastric Infusional 
Chemotherapy Trial

Smyth EC, Fassan M, Cunningham D, et al. 
Journal of Clinical Oncology.  
2016 Aug 10;34(23):2721-7.

Purpose: The Medical Research Council 
Adjuvant Gastric Infusional Chemotherapy 
(MAGIC) trial established perioperative 
epirubicin, cisplatin and fluorouracil 
chemotherapy as a standard of care for 
patients with resectable esophagogastric 
cancer. However, identification of patients 
at risk for relapse remains challenging. 
We investigated whether pathologic 
response and lymph node status after 
neoadjuvant chemotherapy are prognostic 
in patients treated in the MAGIC trial.

Materials and methods: Pathologic 
regression was assessed in resection 
specimens by two independent 
pathologists using the Mandard tumour 
regression grading system (TRG). 
Differences in overall survival (OS) 
according to TRG were assessed using 
the Kaplan-Meier method and compared 
using the log-rank test. Univariate and 
multivariate analyses using the Cox 
proportional hazards method established 
the relationships between TRG, clinical-
pathologic variables, and OS.

Results: 330 resection specimens were 
analysed. In chemotherapy-treated 
patients with a TRG of 1 or 2, median OS 
was not reached, whereas for patients 
with a TRG of 3, 4, or 5, median OS was 
20.47 months. By univariate analysis, high 
TRG and lymph node metastases were 
negatively related to survival (Mandard 
TRG 3, 4, or 5: hazard ratio [HR], 1.94; 
95% CI, 1.11 to 3.39; P = .0209; lymph 
node metastases: HR, 3.63; 95% CI, 
1.88 to 7.0; P<0.001). On multivariate 
analysis, only lymph node status was 
independently predictive of OS (HR, 3.36; 
95% CI, 1.70 to 6.63; P<0.001).
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Conclusions: Lymph node metastases 
but not pathologic response to 
chemotherapy was the only independent 
predictor of survival after treatment plus 
resection in the MAGIC trial. Prospective 
evaluation of whether omitting 
postoperative chemotherapy and/or 
switching to a noncross-resistant regimen 
in patients with lymph node-positive 
disease whose tumor did not respond 
to preoperative epirubicin, cisplatin and 
fluorouracil may be appropriate.

Reviewer’s comments: Upper 
gastrointestinal cancer remains a 
significant global healthcare challenge; 
although the incidence of gastric cancer 
is falling, that of oesophageal and gastro-
oesophageal junctional adenocarcinomas 
is rising, possibly related to increasing 
rates of obesity and gastro-oesophageal 
reflux. The current standard of care for 
surgically resectable lower oesophageal, 
junctional and gastric cancers is surgery 
and perioperative chemotherapy based 
on the phase III randomised study 
MAGIC (surgery alone versus surgery 
plus epirubicin, cisplatin and 5FU 
chemotherapy), which demonstrated 
that perioperative chemotherapy was 
safe and not associated with increased 
surgical complications or surgical 
mortality, with an improvement in rates 
of five-year overall survival from 23 to 
36% with chemotherapy. However, just 
under two-thirds of the patients will 
die from their disease and therefore 
further improvements in the treatment 
must be actively sought. This paper 
describes the relationship between the 
degree of pathologic tumour regression 
(as assessed by the Mandard system in 
which 1 represents no viable tumour cells 
and 5 represents viable tumour with no 
regression/fibrosis) after three cycles of 
ECF chemotherapy and the overall survival 
of the patients. Regardless of loco-
regional lymph node status, patients with 
pathologic response to chemotherapy 
had a five-year survival rate almost 
twice that of those without a response 
(59 v 29%). Of particular interest, the 
survival curves stratified by nodal status 
and degree of chemotherapy-induced 
tumour regression suggested that long-
term survival was extremely unlikely in 
node-positive patients without tumour 
regression.  Further work will be required 
to determine if these patients should 
receive alternative (perhaps taxane- 
or irinotecan-based) chemotherapy 

regimens postoperatively, or whether 
radiation therapy should be included 
in their treatment. It will be interesting 
to see if metabolic imaging (i.e. CT-PET 
scan), or even biopsy after 2 cycles of 
chemotherapy, may help in making these 
decisions. – AR

New England Journal of 
Medicine 

Extending aromatase-inhibitor 
adjuvant therapy to 10 years

Goss PE, Ingle JN, Pritchard KI, et al. 
N Engl J Med. 2016; 375:209-219. July 21, 2016 
DOI: 10.1056/NEJMoa1604700

Background: Treatment with an 
aromatase inhibitor for five years as 
up-front monotherapy or after tamoxifen 
is the treatment of choice for hormone-
receptor–positive early breast cancer in 
post-menopausal women. Extending 
treatment with an aromatase inhibitor to 
10 years may further reduce the risk of 
breast-cancer recurrence.

Methods: We conducted a double-blind, 
placebo-controlled trial to assess the 
effect of the extended use of letrozole for 
an additional five years. Our primary end 
point was disease-free survival.

Results: We enrolled 1,918 women. 
After a median follow-up of 6.3 
years, there were 165 cases involving 
disease recurrence or the occurrence 
of contralateral breast cancer (67 with 
letrozole and 98 with placebo) and 200 
deaths (100 in each group). The five-
year disease-free survival rate was 95% 
(95% confidence interval [CI], 93 to 96) 
with letrozole and 91% (95% CI; 89 
to 93) with placebo (hazard ratio for 
disease recurrence or the occurrence 
of contralateral breast cancer, 0.66; 
P=0.01 by a two-sided log-rank test 
stratified according to nodal status, prior 
adjuvant chemotherapy, the interval 
from the last dose of aromatase-inhibitor 
therapy, and the duration of treatment 
with tamoxifen). The five-year overall 
survival was 93% (95% CI, 92 to 95) 
with letrozole and 94% (95% CI, 92 to 
95) with placebo (hazard ratio, 0.97; 
P=0.83). The annual incidence rate of 
contralateral breast cancer in the letrozole 
group was 0.21% (95% CI, 0.10 to 0.32), 

and the rate in the placebo group was 
0.49% (95% CI, 0.32 to 0.67) (hazard 
ratio, 0.42; P=0.007). Bone-related toxic 
effects occurred more frequently among 
patients receiving letrozole than those 
receiving placebo, including a higher 
incidence of bone pain, bone fractures, 
and new-onset osteoporosis. No 
significant differences between letrozole 
and placebo occurred in scores on most 
subscales measuring quality of life.

Conclusion: The extension of treatment 
with an adjuvant aromatase inhibitor to 
10 years resulted in significantly higher 
rates of disease-free survival and a lower 
incidence of contralateral breast cancer 
than those with placebo, but the rate of 
overall survival was not higher with the 
aromatase inhibitor than with placebo. 
(Funded by the Canadian Cancer Society 
and others; ClinicalTrials.gov numbers, 
NCT00003140 and NCT00754845.)

Reviewer’s Comments: Extended 
adjuvant endocrine therapy in oestrogen 
receptor-positive breast cancer patients 
seems to provide extra benefit compared 
to the current standard of five years of 
adjuvant endocrine therapy. The 1995 
NCI guidelines recommending five years 
of adjuvant tamoxifen where based on 
the results of a seven-year interim analysis 
of the NSABP-14 trial outcome (adjuvant 
tamoxifen for five vs ten years). More 
recently, the ATLAS and aTTOM trial data 
showing a 4% of incremental benefit for 
10 years of tamoxifen compared with 
current standard five years (HR=0.80) 
refuted the NSABP-14 recommendation. 
Based on these extended endocrine trial 
results, many clinicians have already 
started offering 10 years of adjuvant 
tamoxifen to women with breast cancer 
at high risk of relapse. The definition 
of so-called high risk remains complex. 
Results of the joint analysis of the TEXT 
and SOFT salvage trials added support 
to extended endocrine manipulation in a 
subset of breast cancer population.

Almost all the previously reported 
randomised trials on duration of life 
included tamoxifen, but MA.17R study 
is unique in the sense that its result 
provides evidence on the use of an 
aromatase inhibitor for 10 years or more. 
After a median follow-up of 6.3 years, 
five-year disease-free survival was 95% 
with letrozole and 91% with placebo. 
There were 55 recurrences in the 10 
years compared to 68 in the five years of 
letrozole. Closer scrutiny shows that, of 

JOURNAL REVIEWS
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those recurrences, the majority gaining benefit of this risk 
reduction was in contralateral breast cancer (13 with 10 
years vs 31 with five years of letrozole). As far as distant 
recurrences are concerned, there were only 11 more in the 
placebo arm, of which 9 were in the bone. The trade-off 
was a small increase in the rates of adverse skeletal events 
such as osteoporosis and fractures (14 vs 9%; p=0.001). 
There were relatively small deteriorations over time in the 
global quality of life, as assessed from summary scores on 
the mental and physical scales of the 36-item Short Form 
Health Survey (SF-36). Perhaps the implementation of 
bone-health maintenance strategies could abrogate the risk 
of fracture, even in patients receiving long-term treatment 
with an aromatase inhibitor.

The beneficial effects of mainly disease-free survival with a 
favourable toxicity profile for continuing the letrozole for 
additional five years are reassuring. However, these findings 
will pose direct challenge to clinicians and patients alike. 
In this trial, the greatest effect with extended duration was 
risk reduction of new contra-lateral breast cancer. Chemo-
prevention remains a controversial topic because of its 
doubtful value. Like many breast cancer prevention studies, 
the favourable side effects in MA.17R trial are most likely 
due to the self-selection of women who did not get side 
effects during the initial five years of adjuvant letrozole.

These results are like a roller coaster; the data are not 
definitive and do not provide indisputable evidence of the 
drug to be incorporated in standard guidelines. At the 
post-plenary discussion of the results, Paul Goss – who 
presented these data at ASCO 2016 – hesitated to advocate 
for the use of letrozole for an additional five years. With 
relatively modest benefit from extended therapy, patient 
selection to tailor the duration of endocrine therapy 
has to take central stage. We need to develop tools for 
personalised medicine. In the era of molecular genomic 
profiling, the new guidelines have to incorporate this 
technique to select appropriate individuals who are at a 
higher risk of relapse for extended endocrine therapy – SU

JOURNAL REVIEWS
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NEWS UPDATE

Varian Medical Systems acquires distributor in Poland 

Varian Medical Systems have 
announced the acquisition of 
the radiotherapy business of 
Candela, a leading distributor 
of radiotherapy equipment 
in Poland. Warsaw-based 
Candela, which employs 
more than 40 people, has 
represented Varian in Poland 
for the past 20 years. 
The acquisition closed in 
September following approval 
from the Polish Competition 
Authority.

“By bringing Candela’s radiotherapy 
business into the Varian family we hope 
to serve our Polish customers even more 

effectively and continue to 
improve access to advanced 
care for cancer patients in 
the country,” said Jean-Luc 
Devleeschauwer, president 
of Varian’s Oncology 
Systems business in EMEIA 
(pictured). “Candela’s 
radiotherapy business 
has an experienced team 
with strong customer 
relationships and we were 
keen to bring this local 
expertise into Varian.”  

“This acquisition strengthens Varian’s 
position in Poland at a time when both 
the public and private sectors are investing 

in modern radiotherapy and radiosurgery 
equipment to equip the country’s hospitals,” 
added Aleksander Naumann, CEO of Candela, 
who will become managing director of Varian 
Medical Systems Poland. “Varian’s global 
network and experience will allow us to 
better serve Polish patients and contribute to 
Poland’s ability to tackle the scourge of cancer 
with cost effective, state-of-the-art solutions.”

There are more than 80 Varian medical linear 
accelerators installed in Polish radiotherapy 
departments.  

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

The Christie sees up to 60% reduction in VMAT Verifications with advanced 
automation software 
The Christie NHS Foundation Trust 
has increased efficiency in its Medical 
Physics and Engineering Department 
following the implementation of 
Mobius3D software from Oncology 
Systems Limited. The quality assurance 
software which performs secondary 
checks of radiation treatment plans 
has enabled physics staff to decrease 
patient specific verification by 60% for 
Volumetric Modulated Arc Therapy 
(VMAT). Mobius3D is so far used for 
prostate and head & neck patients. As a 
result, this has increased staff availability 
and created additional time to introduce 
new complex techniques for a variety of 
clinical areas.

Raj Baskara, Sales Specialist at 
Oncology Systems Limited states, “The 
Christie has seen a significant reduction 
in dose verification times across a range 
of clinical specialities. During breast 
planning, the department has estimated 
that the software will be saving 10 
minutes per patient by replacing manual 
calculations with automated software. 
Once the department has finished 
setting up the same service for the 
satellite centres, they anticipate a time 
saving of almost 25 hours per month.”

For more information on Mobius3D see 
the Oncology Systems Limited website 
or email enquiry@osl.uk.com

Provectus Biopharmaceuticals Poster Presentation on PV-10 at 
ESMO 2016 Congress Now Available Online 
Provectus Biopharmaceuticals, Inc. have announced that the poster 
presented at the European Society of Medical Oncology 2016 Congress 
is now available online. Titled “Intralesional Rose Bengal for Stage 
III and IV Melanoma,” the poster (abstract 1159TIP) was presented 
Sunday, October 9, 2016, by Dr Sanjiv Agarwala, and can now be 
viewed at: http://provectusbio.com/media/docs/publications/ESMO%20
2016%20-%20Abstract%201158TIP%20-%20150%20DPI%20-%20
09%20Oct%202016.pdf 

Dr Agarwala’s presentation reviewed the current studies underway for 
melanoma utilising PV-10: the phase 3 clinical trial of intralesional PV-10 
as a single agent therapy for locally advanced cutaneous melanoma 
(study PV-10-MM-31, clinicaltrials.gov identifier NCT02288897, EudraCT 
no. 2016-000317-78); and the phase 1b/2, study of intralesional 
PV-10 in combination with immune checkpoint inhibition (study PV-10-
MM-1201, NCT02557321). 

Study PV-10-MM-31 is an international multicenter, open-label, 
randomised controlled trial (RCT) of single-agent intralesional PV-10 
versus systemic chemotherapy or intralesional oncolytic viral therapy to 

assess treatment of locally advanced cutaneous melanoma. A total of 
225 patients with Stage IIIB to IV-M1a melanoma will be randomised in 
a 2:1 ratio against the comparator therapy for assessment of progression 
free survival. 

Study PV-10-MM-1201 is an international multicenter, open-
label, sequential phase study of intralesional PV-10 in combination 
with pembrolizumab, marketed by Merck as Keytruda®. Stage IV 
metastatic melanoma patients with at least one injectable cutaneous 
or subcutaneous lesion who are candidates for pembrolizumab are 
eligible for study participation. In the Phase 1b portion of the study, all 
participants receive the combination of IL PV-10 and pembrolizumab 
(i.e., PV-10 + standard of care). In the subsequent Phase 2 portion 
of the study, participants will be randomised 1:1 to receive either the 
combination of IL PV-10 and pembrolizumab or pembrolizumab alone 
for assessment of progression free survival. 

The complete press release is available at http://www.provectusbio.
com/news/press-releases/provectus-pr-20161011-1

The Christie sees up to 60% reduction in VMAT Verifications with advanced 
automation software. From left to right: Catherine Harris, Clinical Scientist 
– treatment planning; Geoff Budgell, Team Leader Verification & Dosimetry; 
Emma Walker, Clinical Scientist; Raj Baskara, Sales Specialist at Oncology 
Systems Limited.
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Varian UK User Group 
Meeting

More than 50 oncology professionals attended a 
Varian User Group seminar in the Cornish naval 
town of Falmouth. The two-day meeting for 
attendees from hospitals in the UK & Ireland took 
place at the National Maritime Museum and was 
co-hosted by Varian Medical Systems and the 
Royal Cornwall NHS Hospitals Trust. Guest speaker 
Eleanor Love from Genesis Care opened the event 
with an introduction called ‘Information-guided 
cancer care: Improving patient outcomes’ and 
this was followed by clinical presentations from 
attendees detailing advances in cancer care. 

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

NEWS UPDATE

Almac Group Discover an Exciting Link between its 
Immune Response Assay and Checkpoint Inhibitor 
Based Therapy

Almac Group’s Diagnostics business unit 
today announced the identification of a 
novel immune response mechanism in 
breast tumours deficient in DNA repair. The 
study has been published in the Journal of 
the National Cancer Institute. 

The publication entitled ‘Activation of 
STING-Dependent Innate Immune Signalling 
By S-Phase-Specific DNA Damage in Breast 
Cancer’ follows on from Almac’s previous 
publication of a 44 gene immune based 
assay capable of prospectively identifying 
breast cancer patients with a defect in 
the FA/BRCA pathway who benefit from 
anthracycline based chemotherapy.

The current study explains the molecular 
basis of this 44-gene immune based assay 
and demonstrates that the genes in the 
assay reflect activation of the innate immune 
response cGAS/STING/TBK1/IRF3 pathway in 
response to DNA damage.

The study is particularly interesting 
because it provides a clear rationale for the 
observed link between DNA repair deficiency 
and activation of the immune checkpoint 
PD-L1. Almac will now pursue their 44-gene 
assay as a means of prospectively identifying 
breast cancer patients likely to respond to 
PD-L1 targeted therapies.

The study was performed in collaboration 

with Queens University Belfast. Dr Eileen 
Parkes, Academic Clinical Lecturer at 
the Centre for Cancer Research and Cell 
Biology at Queen’s University said: “This 
research provides a new way of explaining 
how immune cells are targeted to certain 
breast tumours, and could help decide 
which patients are most likely to respond 
to this new class of immune therapies. 
Approximately one third of breast cancers 
will have this immune-rich picture, therefore 
a huge amount of patients could benefit 
from this research.”

For further information visit:  
www.almacgroup.com or  
E: media@almacgroup.com

Varian publishes 2016 Sustainability Report outlining 
environmental, charitable, safety and health access 
achievements

Varian Medical Systems have announced the 
publication of its annual corporate social 
responsibility report, detailing the company’s 
policies and achievements in extending 
access to cancer care, protecting resources, 
and helping to save lives. The Varian 2016 
Sustainability Report has been produced as 
part of a wider company effort to continually 
improve sustainability performance and 
transparency.

“Companies such as ours have a 
responsibility to achieve our business goals 
in a socially and environmentally responsible 
manner,” said Dow Wilson, chief executive 
officer of Varian Medical Systems. “This is a 
company that utilises its resources and talent 
to help people everywhere in the world. 
Sustainability for us is extending access to 
quality healthcare, delivering safe and effective 
products, and having a beneficial impact on 
the communities where we operate.”

“We have made a commitment to produce 
annual updates so we could measure our 
achievements against defined sustainability 
goals,” adds Wilson. “This effort involves the 
close participation of senior leaders from all 
divisions, key geographies, and core functions.” 

The achievements highlighted in the 

Varian Sustainability Report 2016 include 
programs that extend advanced care and 
enhance clinical training in developing 
countries. The report also spotlights ongoing 
reductions in electricity, natural gas and 
water consumption, along with progress 
towards greenhouse gas emission reduction 
goals. It also highlights the sustainability 
achievements of the Imaging Components 
division, which Varian intends to spin off as 
a separate company – named Varex Imaging 
– from January 2nd 2017.  

 
Varian’s 2016 Sustainability Report is 
available to download at https:// 
www.varian.com/about-varian/citizenship

New range of charity 
Christmas cards now  
available 

The charity Brain Tumour Research has just 
announced its new range of Christmas cards for 
2016. The cards are priced at £4 per pack of 10. 
Over 50% of the proceeds will fund vital research 
into brain tumours and help find a cure for this 
devastating disease, which kills more children and 
adults under the age of 40 than any other cancer.

With eight brand new designs for 2016, the ever-
popular Christmas cards form part of the charity’s 
seasonal offerings, including exclusive signature 
brooches designed by top milliners. Perfect stocking 
fillers and fast becoming collector’s items, three 
limited edition brooch designs are still available, 
with two designs already sold out. 

To choose from the full range of 15 different 
card designs offered by the charity, ranging from 
the contemporary to the traditional, please visit: 
www.braintumourresearch.org/christmascards
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NEWS UPDATE

ONCOassist adds Adjuvant Breast Cancer Tool 

The PREDICT breast treatment tool, 
designed to help doctors determine 
the ideal course of treatment following 
a patients’ breast cancer surgery, is 
now available to oncology healthcare 
professionals globally via ONCOassist, an 
interactive, clinical decision support app.  
ONCOassist provides tools that oncology 
professionals rely on daily.

ONCOassist also includes adjuvant 
decision support calculators for other 
cancers, useful formulas, prognostic 
algorithms, American Joint Cancer 
Committee (AJCC) staging and Common 
Toxicity Criteria for Adverse Events (CTCAE) 
tools. 

ONCOassist is used widely, around 
the world, and is offered as a member 
benefit by the European Society of Medical 
Oncology and European Oncology Nursing 
Society. It is one of the few medical apps on 
the market to have CE approval, meaning 
it is fully compliant with EU medical device 
standards. 

ONCOassist Chief Medical Officer Dr 
Richard Bambury said: “The addition of the 
PREDICT breast algorithm will enhance our 
platform with new functionality to help 

clinicians make informed decisions about 
adjuvant treatment following breast cancer 
surgery.”

Professor Paul Pharoah, of the University 
of Cambridge, who was part of the 
development team, said: “PREDICT is used 
by cancer doctors from around the world.  
We hope that including the model in 
ONCOassist will encourage more doctors to 
use the model and help improve outcomes 
for breast cancer patients.”

For further information contact: 
ONCOassist & Portable Medical Technology 
T:+ 353 21 731 9541 E: kevin@
portablemedicaltechnology.com  
W: www.portablemedicaltechnology.com

To have your event or news featured in the magazine contact  
Patricia McDonnell – E: patricia@oncologynews.biz

Healthcare support worker speaks about the  
benefits of scalp cooling  
A healthcare support worker, who 
supports cancer patients throughout their 
chemotherapy journeys, has spoken out 
about the benefits of scalp cooling and 
what it means to the people who use it. 

Pam Fitzpatrick from the chemotherapy 
day area at Ninewells Hospital, Dundee 
says that although scalp cooling is readily 
available, there is an inconsistency in 
people’s awareness and understanding of it. 

She said: “Our experience shows that 
some consultants are more reluctant than 
others to offer scalp cooling, which is a 
shame because for some people, hair loss 
is their biggest fear above all the other side 
effects of chemotherapy.”

“Being able to retain their hair means 
their body image is preserved and they can 
retain some sense of normality. Essentially, 
it goes a long way in helping them cope 
with their treatment.”

Scalp cooling provides the only real 
alternative to chemotherapy induced hair 
loss, resulting in a high level of retention 
or even complete hair preservation. It 

improves patients’ self-confidence 
and creates positive attitudes towards 
treatment.  

To find out more visit Paxman on stand 33 
at the UKONS 2016 (11-12 November), 
Brighton or visit: http://www.ukons.org/
conference

Helsinki University 
Hospital orders four 
advanced Varian Systems 
in country’s largest 
radiotherapy project 

Cancer patients in Finland will gain access 
to the latest radiotherapy and radiosurgery 
treatments with the news that Helsinki 
University Hospital has ordered four advanced 
medical linear accelerators from Varian 
Medical Systems. The decision to acquire 
two Edge™ Radiosurgery systems and two 
TrueBeam™ systems from Varian represents 
the largest order ever placed for radiotherapy 
equipment in the country.

Three of the machines will be installed 
in new treatment rooms to provide extra 
capacity at Helsinki University Hospital and 
are scheduled to be clinical by the end of 
2018. The fourth new machine will replace 
an existing linear accelerator. This order was 
placed in September.

“TrueBeam and Edge are highly integrated 
linear accelerators for the most modern 
radiotherapy and radiosurgery treatments,” 
said Dr Mikko Tenhunen, head of radiotherapy 
physics at Helsinki University Hospital. “These 
new systems will greatly increase our ability 
to deliver advanced treatments such as 
stereotactic radiosurgery and image-guided 
radiotherapy, which will have a big impact on 
the treatments we can deliver here.”

Varian’s TrueBeam system features 
a multitude of technical innovations that 
dynamically synchronize imaging, patient 
positioning, motion management, and 
treatment delivery. It was designed to treat 
tumours in a fast and precise manner, 
including cancers such as lung and breast that 
move during treatment as the patient breathes 
in and out. Based on the TrueBeam platform, 
the Edge system is optimised for radiosurgery. 

There are currently around 40 Varian linear 
accelerators installed in oncology departments 
across Finland.   

 
For further information contact:  
Neil Madle, Varian Medical Systems,  
T: +44 7786 526068  
E: neil.madle@varian.com  
W: www.varian.com
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November
Gynaecological Cancer Study Day 
9 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays

2nd Guildford Supportive Care in Cancer Course 
9–10 November 2016; London, UK 
Victoria Robinson  
E: Rsc-tr.SPCT-Courses@nhs.net

Lung Cancer: Towards a brighter future? 
10 November 2016; Manchester, UK 
W: www.christie.nhs.uk/SoO  
E:  education.events@christie.nhs.uk  
T: +44(0)161 918 7409 or  
Tweet @TheChristieSoO  
http://lung-cancer2016.eventbrite.co.uk

10th International Head & Neck Cancer QoL 
Conference 
10-11 November 2016; Liverpool, UK 
E: snrogers.aintree@gmail.com

8th Annual Royal Marsden Head and Neck 
Conference 
11 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/conferences

UKONS Annual Conference 2016 
11-12 November 2016; Brighton, UK 
W: www.ukons.org

Sentinel lymph node biopsy in mucosal and 
cutaneous head and neck cancer: Why, when and 
how? 
12 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/conferences

NEW 
Cambridge course on intensity modulated and 
image guided radiotherapy  
14-16 November 2016; Cambridge, UK 
E: conf@rcr.ac.uk  
T: + 44(0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

Myeloma Academy Roadshows – doctors 
16 November 2016; London, UK 
E: academy@myeloma.org.uk  
T: +44 (0)131 557 3332  
W: myeloma-academy.org.uk

NEW 
Mentoring Programme  
16 November 2016; London, UK 
E: conf@rcr.ac.uk  
T: +44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

Neuro-Endocrine Tumour: The Evolving Horizon 
17 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/conferences

Myeloma Academy Roadshows – nurses 
17 November 2016; London, UK 
E: academy@myeloma.org.uk  
T:  +44 (0)131 557 3332  
W: myeloma-academy.org.uk

The Royal Marsden Haematology Study Day 
21 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays

4th Global Conference on Perioperative Care of 
the Cancer Patient 
23-25 November 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/conferences

NEW 
EMUC 2016 – European Multidisciplinary Meeting 
on Urological Cancers 
24-27 November 2016; Milan, Italy 
W: esmo.org

NEW 
BTOG Cachexia Study Day 
25 November 2016; London, UK 
E: dawn.mckinley@uhl-tr.nhs.uk  
T: +44 (0)116 250 2811  
W: www.btog.org Twitter: @BTOGORG

NEW 
ESO-ESMO-RCE Clinical Update on Rare Adult 
Solid Cancers 
25-27 November 2016; Milan, Italy 
W: esmo.org

NEW 
Management skills of oncologists 
28-30 November 2016; London, UK 
E: conf@rcr.ac.uk  
T: + 44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

December
NEW 
Psychiatry of Cancer, Oncology and Palliative 
Medicine 
1 December 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/conferences

NEW 
Supervisor skills workshop 
1 December 2016; London, UK 
E: conf@rcr.ac.uk  
T: +44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

NEW 
Controversies in the Management of Head and 
Neck Cancer 
1-2 December 2016; London, UK 
E: academia.bbmuk@bbraun.com  
W: aesculap-academia.co.uk

ITONF Lung Cancer and Mesothelioma 
4 December 2016; Vienna, Austria 
E: nigel@lungfoundation.com.au

Molecular Mechanisms of Targeted Cancer 
Treatments  
5 December 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays

9th International Conference & 1st Global 
Adolescent and Young Adult Cancer Congress 
5–7 December 2016; Edinburgh, UK 
W: www.teenagecancertrust.org

NEW 
Updates in management of thyroid cancer 
6 December 2016; London, UK 
E: conf@rcr.ac.uk  
T: +44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

Advances in Nutritional Care of the Cancer 
Patient 
7 December 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays

NEW 
Head & Neck Study Day  
9 December 2016; Northwood, UK 
E: anni.hall@nhs.net 

8th European Multidisciplinary Colorectal Cancer 
Congress (EMCCC) 
11–13 December 2016; Amsterdam,  
The Netherlands 
E: r.zikkenheimer@congresscare.com  
W: www.congresscare.com

Hot topics: ‘Cancer and Exercise’ Study day 
12 December 2016; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays

NEW 
ESMO Asia 2016 Congress 
16-19 December 2016; Singapore 
W: esmoasia.org

2017

January
NEW 
Newcastle University - Online Module - Cancer 
Drugs and Technologies 
Starts January 2017 
E: noncpall@ncl.ac.uk  
T: +44 (0)191 208 7032  
w: www.ncl.ac.uk/medicalsciences-online/ 
module-library/onc8011

NEW

Newcastle University - Online - MSc in Oncology 
Starts January 2017  
E: noncpall@ncl.ac.uk  
T: +44 (0)191 208 7032  
w: www.ncl.ac.uk/medicalsciences-online/ 
oncology-cancer-palliative

To have your event listed in the Oncology News diary, E: patricia@oncologynews.biz by Decmeber 4th 2016.
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NEW 
Newcastle University - Online - MSc in Cancer 
Studies 
Starts January 2017 
E: noncpall@ncl.ac.uk  
T: +44 (0)191 208 7032  
w: www.ncl.ac.uk/medicalsciences-online/ 
oncology-cancer-palliative

NEW 
Preparing to become a successful consultant  
12 January 2017; London, UK 
E: conf@rcr.ac.uk  
T: +44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

NEW 
Acute oncology 2017 
13 January 2017; London, UK 
W: www.rsm.ac.uk

Lymphoedema: Application of Core Skills and 
Knowledge (Level 3) 
16 January 2017; Glasgow, UK 
Margaret Sneddon T: +44 (0)141 330 2072  
E: lymph@glasgow.ac.uk

NEW 
The Christie: Endometrial Cancer Study Day  
23 January 2017; Manchester, UK 
W: Christie.nhs.uk/SoO  
E: education.events@christie.nhs.uk  
T: +44 (0)161 918 7409   
@TheChristieSoO

BTOG 2017 - 15th Annual BTOG Conference 2017 
25-27 January 2017; Dublin, Ireland 
E: dawn.mckinley@uhl-tr.nhs.uk  
T: +44 (0)116 250 2811  
W: www.btog.org  
Twitter: @BTOGORG

NEW 
ECCO2017: European Cancer Congress 
27-30 January 2017; Amsterdam, The Netherlands 
www.eccocongress.org

Lymphoedema Specialist Practice (Level 4 and M) 
30 January 2017; Glasgow, UK 
Margaret Sneddon T: +44 (0)141 330 2072   
E: lymph@glasgow.ac.uk

February 
NEW 
The British Neurovascular Group 8th Annual 
Meeting 2017  
2-3 February 2017; Glasgow, UK 
Caitlin Oates  
E: caitlin.oates@aesculap-academy.com  
T: +44 (0)114 225 9057

NEW 
Image Guided Brachytherapy Course 
2-3 February 2017; London, UK 
E: conf@rcr.ac.uk  
T: +44 (0)20 7406 5942  
W: www.rcr.ac.uk/oncologyevents

NEW 
ESMO Summit Africa 
10-12 February 2017; Cape Town, South Africa 
W: esmo.org

March
NEW 
11th International Advanced Ovarian Cancer 
Symposium 
3 March 2017; Valencia, Spain 
W: esmo.org 

NEW 
ESMO Update for Practising Oncologists 
3-5 March 2017; Lisbon, Portugal 
W: esmo.org

NEW 
15th International Congress on Targeted 
Anticancer Therapies  
6-8 March 2017; Paris, France 
W: tatcongress.org

NEW 
Imaging in oncology 
8 March 2017; London, UK 
T: +44 (0)207 290 2982  
W: www.rsm.ac.uk

NEW 
ACRO Annual Meeting  
9-11 March 2017; Orlando, FL, USA 
W: https://www.acro.org/education/
annual-meeting/

NEW 
2nd EACR-OECI Conference Making it Personal: 
Cancer Precision Medicine 
13-16 March 2017; Amsterdam, Netherlands 
www.eacr.org/conference/precisionmedicine2017  
@EACRNews

NEW 
ICHNO – Innovative Approaches in Head & Neck 
Oncology Conference 
16-18 March 2017; Barcelona, Spain 
W: esmo.org

NEW 
ESMO Symposium on Signalling Pathways in 
Cancer 
17-18 March 2017; Barcelona, Spain 
W: esmo.org

NEW 
11th European Breast Cancer Conference 
21-23 Mach 2017; Barcelona, Spain 
www.ecco-org.eu/EBCC

NEW 
Mesothelioma UK/BTOG – Mesothelioma 2017 – 
The Essential Update 
22 March 2017; London, UK 
E: dawn.mckinley@uhl-tr.nhs.uk  
T: +44 (0)116 250 2811  
W: www.btog.org  
Twitter: @BTOGORG

The APM’s Supportive and Palliative Care 
Conference (ASP Conference) 
30-31 March 2017; Belfast, UK 
W: http://apmonline.org/

May
NEW 
BSCCP 2017 Annual Scientific Meeting 
3-5 May 2017; Cardiff, Wales 
W: www.bsccp.org.uk

5th Quadrennial Meeting of the World 
Federation of Neuro-Oncology Societies 
(WFNOS) 
3-7 May, 2017; Zurich, Switzerland 
W: www.eano.eu

NEW 
IMPAKT Breast Cancer Conference 
4-6 May 2017; Brussels, Belgium 
W: esmo.org

NEW 
ELCC – European Lung Cancer Conference 
5-8 May 2017; Geneva, Switzerland 
W: esmo.org

NEW 
ESTRO 36 
5-9 May, 2017; Vienna, Austria 
W: www.estro.org

NEW 
7th EACR-OECI Joint Training Course Molecular 
Pathology Approach to Cancer 
8-10 May 2017; Amsterdam, Netherlands 
W: www.eacr.org/conference/ 
molecularpathology2017   
@EACRNews

NEW 
BTOG Postgraduate Thoracic Oncology Course 
8-9 May 2017; Leicester, UK 
E: dawn.mckinley@uhl-tr.nhs.uk  
T: +44 (0)116 250 2811  
W: www.btog.org  
Twitter: @BTOGORG 

NEW 
BAHNO 2017 
12 May 2017; London, UK 
http://bahno.org.uk

June
NEW 
Communications meeting and Sylvia Lawler prize 
meeting 
7 June 2017; London, UK 
T: +44 (0)207 290 2982  
W: www.rsm.ac.uk

NEW 
BAHNON National Conference 
9 June 2017; Birmingham, UK 
W: http://bahnon.org.uk

NEW 
8th International Conference on Children’s Bone 
Health (ICCBH) 
10-13 June 2017; Würzburg, Germany 
E: iccbh@ectsoc.org  
W: www.iccbh.org

NEW 
Workshop on Methods in Clinical Cancer 
Research 
17-23 June 2017; Zeist, Netherlands 
www.ecco-org.eu/Workshop 

NEW 
BNOS 2017 Engaging Science Enhancing Survival 
21-23 June 2017; Edinburgh, UK 
W: www.bnos2017.efconference.co.uk

NEW 
2nd EACR-AACR-SIC Special Conference 
24-27 June 2017; Florence, Italy 
www.ecco-org.eu/EAS2017 

NEW 
ESMO World GI Congress 
28 June-1 July 2017; Barcelona, Spain 
W: esmo.org

EVENTS DIARY



eccocongress.org

Scientific Programme Online:
eccocongress.org/Programme

EVIDENCE TO PRACTICE IN 
MULTIDISCIPLINARY CANCER CARE

ECCO2017 is a unique, clinically oriented, multidisciplinary annual congress 
with a strong educational focus.

•   Discover which clinical trial results will truly change practice - and how they  
might be made affordable

• Learn how to manage challenging cases

• Update your knowledge 

28 Nov 2016  Regular Rate Registration Deadline



Volume 11 Issue 5 • November/December 2016 159

European Multidisciplinary
Colorectal Cancer Congress

th

11-13 December 2016 

www.EMCCC2016.org

RAI Amsterdam, The Netherlands

Endometrial Cancer 
Study Day 
Monday 23rd January 2017 
Education Centre (Dept 17), The Christie, Manchester, M20 4BX

Topics to be covered 
 Diagnosis
 Staging
 Radiotherapy management
 Trials available
 Surgical management

Key Themes 
 Overview of current treatment modalities from

diagnosis onwards
 Illustrating the treatment pathway for

endometrial cancer

A multidisciplinary examination of the patients journey from 
diagnosis to follow up care 

Further information 
Visit christie.nhs.uk/SoO 
Register endometrialcancer.eventbrite.co.uk 
Email education.events@christie.nhs.uk 
Call 0161 918 7409  or Tweet @TheChristieSoO 

Intended Audience 
Multidisciplinary team members of all levels off 
experience. 

Topics include:
•	Science	journalism
•	Radiobiology	and	prostate	cancer
•	 Immunotherapy
•	 APOBECs	and	relevance	to	cancer
•	 Phase	III	trials
•	 Surgical	oncology	
 And many more...

Confirmed speakers include:
•	Kat	Arney

 Freelance science writer and science broadcaster, 
London, UK

•	Rob	Bristow
	 University of Toronto, Canada
•	David	Currow
 Flinders University, Australia 
•	 Lieping	Chen
 Yale School of Medicine, USA 
•	 Iain	Hagan
 Cancer Research UK Manchester Institute, UK
•	Reuben	Harris
 University of Minnesota, USA
•	Mark	Krasnow
 Stanford University, USA
•	Charles	Rudin
 Memorial Sloan Kettering Cancer Center, USA
•	Alex	Snyder
 Memorial Sloan Kettering Cancer Center, USA
•	 Jennifer	Wargo
 MD Anderson Cancer Center, USA

conference.ncri.org.uk           @NCRI_partners           #NCRI2016

Standard	
registration	
closes	on	
30 September 
2016

Onsite	
registration	
available	from		
6 November 
2016

Join us at the 
2016 NCRI Cancer Conference
The UK’s Largest Cancer Research meeting

6 – 9 November 2016
BT	Convention	Centre
Liverpool,	UK
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BTOG Cachexia Study Day
Definition, clinical implications and treatment
Friday 25 November 2016
Wellcome Collection, Euston Road, London
Registration opens 1st August 2016

BTOG 2017 - 15th Annual BTOG Conference 2017
Wednesday 25th January 2017 to Friday 27th January 2017
Doubletree by Hilton Hotel, Dublin
Poster submission opens 1st August 2016
Poster submission closes 1st October 2016
Registration and hotel booking opens 1st September 2016

Mesothelioma UK/BTOG – Mesothelioma 2017 – The Essential Update
Wednesday 22nd March 2017
Wellcome Collection, Euston Road, London
Registration opens 1st October 2016

BTOG Postgraduate Thoracic Oncology Course
Monday 8th and Tuesday 9th May 2017
Glenfield Hospital, Leicester
Aimed at trainees, newly appointed consultants, specialist registrars, specialist nurses or 
allied health professionals involved in thoracic oncology.  
Registration opens 1st December 2016

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

Secretariat:  British Thoracic Oncology Group (BTOG) – Charity No. 1166012 
Glenfield Hospital, Leicester LE3 9QP
Email: dawn.mckinley@uhl-tr.nhs.uk 

Telephone: 0116 250 2811     

Website:  www.btog.org              @BTOGORG 

BTOG  
– CPD Educational 
Events 2016/17


