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If Oncology News covers highly topical issues, we
might see what online has caught the media and
hence public attention recently, as is the case in a

recent copy of the Daily Mail. Media journalists screen
many reporting avenues (including the scientific and
medical literature) to pick up ‘newsworthy’ copy, and
an article in Cancer Prevention Research [1] had some
appeal. Assuming that a study that is published is
bona fide, reaches rational and not outrageous
conclusions (or speculations) on sound evidence, it
should have some veracity and authority. Since
scientific papers undergo strict peer review, clearly this
article had stood up to rigorous scrutiny, and the news
journalist must have felt he or she was on safe ground.

What struck me about this news was the seemingly bizarre
claim (to me) that men eating on average >2.5 eggs per week
have a greater probability (an 80% increase) of developing and
dying of advanced prostate cancer than those eating fewer eggs.
But this conclusion demanded deeper probing, and the issue
started raising more questions than it answered. It was quite a
productive exercise because the results were in many ways
unexpected and had popped out of a wider prospective survey of
the eating habits that specifically indicated correlations with the
progression of prostate cancer, and had good follow-up, i.e. it did
not rely on the participants trying in retrospective to recall
previous diet and eating habits. The following points seemed
worthy of further consideration: 
• The study started on a wider base of eating habits in the early

1990s. This was no trivial study, being quite comprehensive in
its aims and scope over a considerable number of years.

• It was undertaken by a couple of the more prestigious
institutions is the United States.

• The funding required must have been very substantial and the
team of researchers required for the investigation large and
committed for many the years. 

• Over 27,000 men subjects were recruited, of whom only 199
developed cancer as defined by their staging as advanced
and/or lethal, which is just ~0.75%.

• While diet and carcinogenesis have long been associated [see
the website in 2], there are underlying beliefs and assumptions
that have probably led to the formulation of some hypotheses
that need to be investigated if it seems likely that diet (or some
components of it) are responsible in substantially raising the
risk of developing some or other form of cancer. There has been

a long association of digestive tract cancer and the
consumption of red meat [e.g. 3]. However, the “egg
study” showed no correlation of eating red meat with
prostate cancer incidence, without referring to other
cancers.
• A number of possible confounding factors were

examined, including BMI and smoking habits.
Thus, a multifactorial basis was recognised, but we
can only conclude that none of the factors chosen
had any significant impact. 

• How then did eggs per se become such a focus? And
why was the distinction between two eggs or less
per week and three or more seemingly so clear?

Science is the art of making relevant associations (especially those
that establish a cause-effect relationship), but they will usually be
only those that the investigator chooses (on some particular basis,
usually past experience) to make. Some are direct, some indirect;
some are irrelevant, and others are frankly spurious. The good
investigator senses these differences. It does not mean that the
correlation that seems indirect or improbable is wrong; it can
however mean that there is another association that influenced the
outcome, acting cooperatively, that has been neither assiduously
sought nor recognised.

The outcome has been centred on eggs and prostate cancer
during its (the cancer’s) early development, with egg consumption
post-diagnosis not affecting to the rate of demise of patients. To
have any impact, at the expense of undermining the egg industry
by suggesting we remove from our daily diet a particularly
common item (did the researchers consider the number of eggs
consumed in cakes and many dishes, not just those boiled, fried,
scrambled or poached usually for breakfast?), the epidemiological
findings hold little water – should indeed be taken with the
proverbial (or perhaps literally here) “pinch of salt” - until some
idea emerges as to what in eggs incriminates them seemingly as
co-carcinogens. The compound(s) responsible in eggs have to be
identified and a feasible mechanism proposed.

References
1. Richman EL, Kenfield SA, Stampfer MJ et al. Egg, red meat, and poultry intake and

risk of lethal prostate cancer in the prostate specific antigen-era: incidence and
survival. Cancer Prevention Research, Published Online First September 19, 2011.

2. www.wcrf.org (World Cancer Research Fund)
3. Tavani A, Vecchia, Gallus S et al. Red meat intake and cancer risk: a study in Italy.

Int. J. Cancer 2000;86:425-8.

Denys Wheatley, Editor.

Editorial

Two or three eggs? And a pinch of salt?
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Conference Digest

Patients with head and neck cancers need more information on
treatment options and improved support networks to help them
cope with the impact of the disease, show results from a survey of

patients.
The survey, About Face 2, interviewed 104 patients with head and neck

cancers (mostly men, aged 50-70 years) from six countries across Europe.
They were asked about their experiences before and at diagnosis, and
asked to consider the impact of the disease on others.

Results revealed that at each stage of their journey, almost all of the
patients’ needs centred on provision of information and education, in
addition to empathy and support from healthcare professionals. The find-
ings also showed a need for improved education on head and neck can-
cer for both the public and health professionals to facilitate earlier diag-
nosis. 

Once diagnosed, patients wanted more information to empower them
to make appropriate choices of treatment. They requested more easy-to-
understand information about the disease and treatment options, explain-
ing potential outcomes and tailored to their needs; information on side-
effects, presented positively to reduce anxiety; and details of how treatment
is given and the timing.

The lead author, Professor Jean-
Louis Lefebvre, from the Centre
Oscar Lambret Northern France
Comprehensive Centre, Lille Cedex,
France, and President of the
European Head and Neck Society,
said: “The public and GPs need to
be better informed about the
symptoms of head and neck can-
cers because they can be quite
nonspecific, including sore throat,
hoarse voice and earache. This will
help to achieve earlier diagnosis.”
He added: “We also need to
improve communication with
patients about treatment options.”

Findings from the survey were presented during the congress as a the-
atrical performance during a unique ‘Senseless’ symposium, hosted by
the European Head and Neck Society and Merck Serono. It portrayed a
head and neck cancer patient’s journey from initial symptoms, through
the shattering moment of diagnosis, and coping with the challenges of
treatment, to reveal the communication barriers and emotional impact of
the disease. 

Afterwards, an expert panel called for healthcare professionals to
improve education, awareness and support for head and neck cancers
patients.  Professor Lefebvre explained that a group of experts from
national head and neck cancer societies would be meeting to develop a
report recommending practical measures to improve education and
communication with head and neck cancer patients. He concluded:
“We hope our efforts will reduce the senseless number of lives being
lost to head and neck cancer.” Many delegates signed a ‘wall’ support-
ing the call to action for better education and information in head and
neck cancer. 

The Sequencing of Chemotherapy and Radiotherapy in
Adjuvant Breast cancer (SECRAB) study randomised
2,296 women who had undergone breast conserving

surgery or mastectomy to sequential chemotherapy and
radiotherapy or synchronous treatment, where radiotherapy
was given in the gaps between chemotherapy cycles. More
than 60% of patients received 40Gy in 15 fractions over
three weeks.

“The results show that syn-
chronous chemoradiation reduces
the risk of local cancer recurrence
by 35%,” reported Dr Indrajit
Fernando, consultant clinical
oncologist at University Hospitals
Birmingham NHS Foundation
Trust, UK. “After follow-up of
more than eight years, only 41
patients in the synchronous
chemoradiation group had suf-
fered a recurrence compared with
63 women in the sequential treat-
ment group.”

The five-year local recurrence rates were 28% in the syn-
chronous chemoradiation group and 5.1% in the sequential
group. The difference of 2.3% between treatment groups
was statistically significant.

Dr Fernando suggested that the reduction in recurrence
with synchronous chemoradiation would significantly
improve survival. The Early Breast Cancer Trialists’
Collaborative Group showed that one breast cancer death
could be avoided for every four local recurrences prevent-
ed, he pointed out. “Therefore, even a 2.3% reduction in
local recurrence rates will have an impact because this is
such a common cancer.” He said his clinic has switched to
giving synchronous chemoradiation based on the findings.

More patients undergoing synchronous chemoradiation
showed acute skin toxicity with radiotherapy treatment, but
only 4% had a severe reaction, which took several weeks to
heal. Most women having a moderate skin reaction found
this settled in a short period of time. Further results from a
subset of 565 patients who took part in a quality of life anal-
ysis showed no differences between the synchronous and
sequential treatment groups. 

Commenting on the implications of the study, Professor
Michael Baumann, president of ECCO said: “This trial rais-
es the important issue of how radiotherapy and chemother-
apy after surgery should be sequenced or integrated to
obtain the best outcome in breast cancer.” He added: “The
results suggest that the risk of loco-regional recurrences
could be reduced by applying radiotherapy simultaneously
with chemotherapy, although long-term follow-up is neces-
sary to assess the benefits versus the risks of this approach.”

European Multidisciplinary Cancer Congress 
Date: 23-27 September, 2011 Venue: Stockholm, Sweden

Survey reveals gaps in head and neck 
cancer care  

Radiotherapy between or during
chemotherapy cycles reduces breast 
cancer recurrence  

Dr Indrajit Fernando.

Professor Jean-Louis Lefebvre
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Cetuximab increases resection rate in
patients with colorectal liver metastases  

Treatment with cetuximab (Erbitux) plus chemotherapy
increases the number of colorectal cancer patients with
initially non-resectable liver disease able to undergo

complete resection of liver metastases, and this was associated
with improved survival, according to results from the
Cetuximab in Neoadjuvant Treatment of Non-resectable
Colorectal Liver Metastases (CELIM) study.

The independently conducted study included 110 patients with
colorectal cancer and non-resectable liver metastases. They were
randomised to first-line treatment with cetuximab plus FOLFOX6
(oxaliplatin, fluorouracil and folinic acid) or FOLFIRI (irinotecan, flu-
orouracil and folinic acid). Patients’ responses were assessed every
eight weeks using computerised tomography or magnetic reso-
nance imaging. A multidisciplinary team reassessed resectability
after 16 weeks and then every two months for up to two years.

Results showed a response rate of 62% and an R0 resection
rate of 34%. Patients undergoing R0 resection of liver metastases
showed significantly longer overall survival (median  46.7
months) compared to those who did not (median 27.3 months;
p=0.002). Three-year overall survival in patients with R0 resec-
tion was 64%, and overall survival was 49% at four years com-
pared to only 16% in those not resected (p=0.002).

“The median overall survival of almost four years for patients
in CELIM who underwent complete resection of liver metastases
is remarkable,” said lead author Professor Gunnar Folprecht,
Senior Consultant in Medical Oncology at University University
Carl Gustav Carus, Dresden, Germany. He noted that potential-
ly curative surgical resection is a major treatment goal for
metastatic colorectal cancer. “This trial helps to support the
common belief that complete resection improves overall sur-
vival. The major message is that we can improve overall survival
by increasing patients’ chances of undergoing liver resection.”

Further results showed increased progression-free survival in
patients who underwent R0 resection of liver metastases com-
pared with those who did not (15.4 months vs. 8.9 months).
Median overall survival and progression free survival between

the FOLFOX6 and FOLFIRI treatment arms were comparable in both
the overall (OS HR=1.09 and PFS HR=1.15) and KRAS wild-type
populations (OS HR=1.01 and PFS HR=1.09).

Approximately 25% of colorectal cancer patients present with
metastatic disease at diagnosis and the majority are considered
unresectable, said Professor Folprecht. “Medical treatment to shrink
metastases to a point where they can be removed by surgery offers
the only possibility of cure for these patients,” he said.

Discussant Professor Andres Cervantes, from the University of
Valencia, Spain, said that the response rate of 62% and the R0
resection rate of 34% in CELIM were very high. He agreed that the
findings confirmed that patients undergoing R0 resection lived sig-
nificantly longer than those that did not. 

“The take home message is that we need to keep working togeth-
er with specialist liver surgeons. Surgery should be considered in all
patients with metastases in only one organ when response to
chemotherapy is adequate,” Professor Cervantes concluded. He
added: “It is essential to improve the quality of patients’ lives.”

Ipilimumab improves survival in patients 

Ipilimumab (Yervoy) shows similar antitumour activity in patients
with malignant melanoma and brain metastases as in those
without brain disease, show two-year results from prospective

studies.
Dr Kim Margolin, from the University of Washington, Seattle, USA,

reported results for the prospective CA184-042 study, which included
patients with malignant melanoma and active, measureable brain
metastasis that was stable without steroid therapy (cohort A) or
required steroids for central nervous system symptoms (cohort B). They
were treated with ipilimumab 10mg/kg every three weeks for four
doses. She also reported findings from the expanded access pro-
gramme CA184-045 with ipilimumab 3 or 10mg/kg every three weeks
for four doses. 

Ipilimumab is an anti-CTLA-4 monoclonal antibody that aug-
ments T-cell mediated antitumour responses. Dr Margolin explained
that activated T cells have been shown to cross the blood brain bar-
rier, supporting a trial of ipilimumab in patients with brain metas-
tases. She pointed out that one in three patients (30%) have brain
metastases at the time of diagnosis of metastatic melanoma, and a
further 30% develop these within one to two years after diagnosis.
Current therapy is of minimal effectiveness – radiation has a 10%
response rate and median survival is three to six months, she noted.
For the small minority of patients able to undergo stereotactic or
standard surgery, median survival is 9-12 months.

The new results showed that 12-month overall survival was 31%
in patients with brain metastases not requiring steroid treatment
after treatment with ipilimumab, and this was sustained at 26% out
to two years. The 12-month overall survival in patients with symp-
tomatic brain metastases was 10%, but Dr Margolin pointed out this
reflected that they had more advanced disease. There were no unex-
pected toxicities. Grade 3-4 central nervous system adverse events
occurred in 31% of patients not requiring steroids and in 29% of
those who did.

Dr Margolin concluded: “Ipilimumab prolonged survival and
achieved durable responses in patients with malignant melanoma
and brain metastases. The rate of clinical benefit is comparable to
that reported in very large numbers of patients without brain
metastases.” She added: “Results show durable responses on brain
metastases even where there is evidence of progressive disease.
They also confirmed the safety of this therapy, with no unique tox-
icities in this setting.”

Susan Mayor, PhD,
Medical Journalist.

The drama of coping.
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Denosumab (XGEVA™) slows the onset of bone metastases
in men with hormone refractory prostate cancer, found a
study presented at the 2011 EMCC recently. Furthermore,

the analysis showed that the findings held across all the demo-
graphic and disease related subgroups.

Up to 90% of men with prostate cancer resistant to hormone
treatment experience metastasis to the bone, placing them at risk
of serious skeletal related events, such as fractures and spinal cord
compression.  Denosumab is a fully human monoclonal antibody
that works by inhibiting RANKL, a protein known to be key to for-
mation of osteoclasts. If the formation of osteoclasts can be
impeded, the bone will remain strong and can continue to hold
out against development of metastases.

Study presenter Prof Stéphane Oudard,  from the  Georges
Pompidou Hospital  (Paris, France), said, “Effective therapies are
already in place for both early (hormone-sensitive) and advanced
(hormone-resistant) prostate cancer, but until now there was a
gap in the treatment plan for ...patients, who are hormone-resis-
tant but have not yet developed metastatic disease.” The current
study, he added, demonstrated that denosumab prolongs the
period before metastasis where patients’ quality of life has not yet
suffered to a great extent.

In the study, 1,432 men with castrate resistant prostate cancer
considered at high risk for bone metastasis (due to  high prostate
specific antigen values and/or a short PSA doubling time)were
randomised to denosumab 120 mg subcutaneously every four
weeks (N=716) or placebo 120 mg subcutaneously every four

weeks (n=716). The primary end point was time to first bone
metastasis (symptomatic or asymptomatic) or death on study.
Exclusion criteria included bone metastasis detected radiographi-
cally, metastatic involvement of distant organs and IV bisphos-
phonates.

Results show that bone metastasis free survival was 29.5
months in the group randomised to denosumab versus 25.2
months in the group receiving placebo (HR 0.85 95% CI
0.73,0.98; P=0.028).  The results held across all subgroups
regardless of age, region of residence, race, Gleason scores and
PSA levels, with HRs ranging from 0.58 to 0.87. “Subgroup anal-
ysis showed that whatever the patient’s age, race, histology, or
patient characteristics they all benefitted from denosumab,” said
Oudard.

Adverse effects were relatively similar between patients ran-
domised to denosumab and placebo, although low blood calci-
um levels and jaw osteonecrosis were found to be slightly more
frequent among the denosumab group.

ECCO President Professor Michael Baumann said, “This is the
first large clinical trial to demonstrate that targeting the bone
microenvironment significantly delays onset of bone metastases
in hormone resistant prostate cancer patient with high risk of
development of bone metastases. What is really is really striking
here is that the effect holds true for all sub-groups of patients
evaluated.”

Janet Fricker
Medical Journalist.

Denosumab delays metastasis in prostate cancer patients 
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required for severe impairment (dose not established); no specific dose adjustment recommended 
in mild or moderate impairment. Hepatic impairment due to metastases: Reduce dose for mild 
or moderate impairment; severe impairment not studied. Hepatic impairment due to cirrhosis: 
Not studied; close monitoring recommended. Paediatrics: No information. Contra-Indications: 
Hypersensitivity to eribulin or any excipients. Contraindicated in breast feeding. Special warnings 
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Breast cancer is the most common malignant
disease in women, and in the UK there is an
increase in the incidence with a rate of up to

3.5% over the past decade [1]. There has been a
paradigm shift in the management of breast cancer
and the advent of oncoplastic breast surgery has
revolutionised the concept of breast preservation,
utilising limited tissue resection as opposed to a
mastectomy. Although breast conservation therapy
can be an attractive alternative, it is dependent upon
a number of clinical factors including tumour size
and location, and importantly approximately 40% of
women with primary breast cancer still undergo
mastectomy [2].

Reasons for reconstruction
A diagnosis of breast cancer and subsequent treatments
are stressful events in one’s life [3], associated with an
increased risk of anxiety, depression [4,5] and
psychosocial implications [6,7]. The decision to
proceed with a mastectomy can lead to a feeling of loss
of feminity, issues around sexuality and self-esteem as
well as practical problems associated around clothing
and the wearing of a prosthesis [8,9]. Accordingly, a
growing number of women now seek immediate
reconstruction after mastectomy. This may be seen as
an integral addition to their breast cancer treatment,
resulting in improvements to their appearance and
general well-being. The beneficial effects of breast
reconstruction have been widely reported [10,11], and
the vast majority of women are satisfied with the
overall outcome [8,12], irrespective of the type of
procedure undertaken. 

St Andrew’s Centre for Burns & Plastic Surgery
St Andrew’s Centre for Burns & Plastic Surgery,
Chelmsford, Essex is a regional centre serving a general
population of 3.2 million people covering Essex and
North East London. It provides a large comprehensive
breast reconstruction service and  in the year 2010/11,
over 300 procedures were performed.

Timing of Reconstruction
The timing of breast reconstruction following a
mastectomy is important as there are a number of

pertinent issues that need to be taken into
consideration when opting for an immediate versus
delayed reconstruction. These include the patient’s
body form, general health, breast cancer
management as well as patient’s preference. 

In St Andrew’s Centre, the majority of
reconstructions are performed immediately,  in a joint
procedure between the breast surgeon, who performs
the mastectomy, and the plastic surgeon. Pre-
operatively, this allows for mastectomy skin sparing
incisions to be discussed between the two teams
which can then be incorporated in the final decision
on the optimal reconstruction to best suit the patient.
Immediate breast reconstruction confers many
advantages, mostly associated with an improved
aesthetic appearance. It can also reduce numerous
incisional scars and the need for multiple operations
as well as offering significant psychological benefit
with the restoration of the breast.

A major concern that can arise from an immediate
reconstruction is a potential delay in patients receiving
adjuvant therapy, i.e. radiotherapy and/or
chemotherapy whilst recovering from surgery. At St
Andrew’s Centre, a multi-disciplinary team involving
the oncologists as well as the surgeons work together
to prevent this occurring. However, if there are certain
patient co-morbiditities that could prolong the post-
operative recovery period, then a delayed
reconstruction may be a more viable option, usually a
year after completion of adjuvant therapy.
Unfortunately, radiotherapy or scar tissue due to the
mastectomy may affect wound healing as well as the
integrity of vessels critical for the survival of
autologous (using patient’s own tissue) reconstruction
and patients will be made aware of this.

Delayed reconstruction is also an option for many
patients who are overwhelmed with their recent
diagnosis and respective surgical treatment. It gives
them time to make a fully informed decision before
choosing the type of reconstruction that would
benefit them.

A third option of immediate-delayed reconstruction
may provide an alternative solution for those patients
awaiting histological confirmation and possible post-
mastectomy radiotherapy. In this situation, a saline
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tissue expander implant is placed at the time of mastectomy
protecting the breast skin envelope and remains until the
patient completes the radiation cycle. They can then undergo
the standard delayed reconstruction. If radiotherapy is not
required, the implant can be exchanged for a reconstructive
procedure at an earlier date.

Autologous breast reconstruction
The aim of reconstruction is to recreate a breast ‘footprint’ that
is similar in shape, form and consistency to the natural
/contralateral breast. Hence, breast reconstruction employs
either autologous tissue or a non-autologous procedure to
achieve a pleasing aesthetic result. 

Immediate breast reconstruction with autologous tissue is
the preferred method, favoured by many patients and involves
the microsurgical transfer of tissue from one area of the body
to recreate the new breast. The most common flaps carried out
at St Andrew’s Centre are the deep inferior epigastric
perforator (DIEP) flap followed by transverse upper gracilis
flap (TUG) and pedicled latissimus dorsi flap (LD). The type
of flap is individualised to the patient’s needs as well as
optimising the use of available tissue.

The DIEP flap, which is based on the deep inferior epigastric
artery and vein, necessitates the presence of excess lower
abdominal tissue. The procedure involves identification and
meticulous dissection of the vessels as they course through the
rectus abdominis muscle to the proximal pedicle of the external
iliac artery and vein. The vessels are carefully isolated and
transected together with excision of excess skin and
subcutaneous tissue (referred to as a skin paddle) from the
lower abdomen. The flap of tissue is then sculptured on the
table to create a breast shape relative to the contralateral side
before insetting into the new reconstructed breast. The flap is
microsurgically anastomosed to the internal mammary or
thoracodorsal vessels to re-establish blood perfusion (Figure 1). 

Prior to the advent of the DIEP free flap, the TRAM
(transverse rectus abdominis myocutaneous) flap was the gold
standard for breast reconstruction and involved a similar
technique of harvesting the skin paddle but in addition to
muscle from the lower abdomen (Figure 2). It can be associated
with significant donor site morbidities including a reduced
abdominal strength and development of an incisional hernia.  

If the patient lacks adequate abdominal soft tissue, a
transverse myocutaneous gracilis flap (TUG) can be
reconstructed. This recruits skin, subcutaneous tissue and
muscle from the upper thigh which, is based on the cutaneous
gracilis perforators from the medial femoral circumflex system.
It is particularly advantageous as it provides minimal donor site
morbidity and a scar that is acceptable to the patient (Figure 2). 

The pedicled Latissimus Dorsi flap is a suitable alternative
for those patients who are unwilling to accept abdominal
weakness or who lack excess tissue. It employs a small ellipse
of skin and muscle from the back based on its own blood
supply, and is advanced into the new breast via a dissected
tunnel within the axilla (Figure 3).  The use of part of the
latissimus dorsi does not cause any adverse restrictions on
shoulder function due to the synergistic effect of the rotator
cuff muscles which can compensate for normal activities. This
flap was introduced at a time when radical mastectomy
involved resection of the pectoralis major muscle with
remnant thin skin flaps. The LD flap not only provides optimal
soft tissue and muscle replacement to enhance the new breast
shape but permits adequate coverage in the use of a breast
implant.  

A grant was provided by Boehringer Ingelheim LTD as a contribution towards the production and design costs of the 
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Figure 1: DIEP Flap for Left Breast Reconstruction. Flap of tissue incorporates
the skin paddle and the dissected deep inferior epigastric vessels.

Figure 2: TRAM Flap for Right Breast Reconstruction. Flap of tissue consists
of the skin paddle and part of the lower transverse rectus abdominis muscle
in addition to deep inferior epigastric vessels.

Figure 3: TUG Flap for Right Breast Reconstruction. Flap of tissue contains
skin, subcutaneous tissue and part of the gracilis muscle together with its
perforators

Figure 4: Pedicled LD Flap for Right Breast Reconstruction. Flap contains
skin, subcutaneous tissue and part of the latissimus dorsi muscle, which is
advanced into the new breast. 
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The pros and cons of autologous
breast reconstruction
Autologous reconstruction offers many
benefits; it replaces like for like tissue,
eliminates the need for implants in the
majority of cases and creates a natural
looking breast footprint. Furthermore, the
reconstructed tissue can alter in size,
keeping with weight gain or loss and never
requires replacement as seen with breast
implants. Finally, many patients welcome
the essential abdominoplasty that is
required to harvest abdominal tissue for
the DIEP/TRAM flap.

Breast reconstruction is a complex
procedure that is associated with
complications which include bleeding,
flap failure due to a compromised blood
supply, fat necrosis of the new breast
tissue and donor site morbidity, such as
the development of a seroma (serous
fluid) collection. Unfortunately, this may
necessitate the patient returning to
theatre to salvage the flap. If this is not
possible, the dead tissue is removed and
further options for reconstruction are
discussed. 

One of the major concerns highlighted is
a potential risk for loco-regional recurrence
due to skin sparing techniques. However,
research has proven a combination of skin
sparing mastectomy and immediate
reconstruction to have a low recurrence rate
of 5.5% with invasive breast cancers and
0% for in-situ following a 6-year study [13].  

Specialist post-operative care
Post-operatively the patient is transferred
to a high dependency unit under the care
of a specialised breast nurse who assesses
the flap on an hourly basis for the first 24
hours as well as carrying out close
monitoring of the patient’s vital
observations, i.e. blood pressure, heart
rate etc. The first 24-48 hours are crucial in

early identification of any potential
complications that could affect flap
survival. Following this period, the patient
is encouraged to sit up and gently mobilise
with discharge planned 5-7 days post-
operatively.

Non-autologous breast
reconstruction
Non-autologous reconstruction incorporates
the use of implants which may be
permanent depending on the shape and
volume of the breast mound desired by the
patient. They can be silicone or saline filled,
but the former is believed to be superior in
creating a soft and aesthetically pleasing
breast shape. Another alternative is the
use of tissue expanders, which are placed
under the pectoralis major muscle and
inflated at weekly intervals to allow for
expansion of the overlying tissues. This
can then be replaced with a permanent
implant once the desired volume is
achieved. Although, the use of breast
implants can be advantageous in breast
reconstruction as it provides an
aesthetically pleasing result with a short
recovery period, it is not recommended for
patients undergoing post-mastectomy
radiotherapy due to the potential risk of
wound breakdown and extrusion. 

Predominantly, breast implants are
associated with a risk of capsular contraction
due to the formation of  a thickened fibrous
capsule which surrounds the implant
(encapsulation) and causes a distortion of
the breast shape as well as immense
discomfort to the patient. However, this is
surgically correctable by successfully
releasing the capsule and replacing the
implant. The lifespan of implants in the
framework of breast reconstruction is
limited, with silicone gel implants lasting
approximately 16.4 years,[14] and saline
implants for 108 months.[15]

Completion of reconstruction
The final stage of reconstruction involves
recreating the nipple and areolar complex,
which is considered an integral part of the
procedure. Local bi-lobed or tri-lobed skin
flaps are raised and fashioned into a new
nipple, and this procedure can be
performed 4-6 months after the major
reconstruction. This can be followed at a
later stage with tattooing to recreate the
areolar complex. 

Patients are also offered a modification
of the contralateral breast if they are
unhappy with the degree of asymmetry.
This involves a mastopexy (skin tightening
and nipple repositioning), reduction or
augmentation with a breast implant for
completion.

Breast Reconstruction Awareness
(BRA) Group at St Andrews Centre
The Breast Reconstruction Awareness
(BRA) group was established in 2004 by
the breast reconstruction nurses,
providing a unique service for the patients
of St Andrew’s. Its aim is to provide expert
and professional support as well as
guidance to patients and their families to
help them make the right decision when
contemplating breast reconstruction.
Organised informal monthly meetings are
held within the unit and cover all aspects
of breast reconstruction surgery, pre/post
operative care and any other procedure
pertaining to breast reconstruction.
Typical topics for discussion include the
services for nipple reconstruction and,
tattooing that  may be required to
complete the final result. It also provides
an opportunity for the newly diagnosed to
interact with previous volunteer patients
who are able to alleviate their fears and
concerns by reporting on their experiences
as well as demonstrating the successful
results of their reconstruction.  
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Awards & Appointments

Cancer Research UK has awarded its
prestigious 2011 Lifetime Achievement

in Cancer Research Prize to Chris Marshall. The
selection panel, comprising international
cancer experts were unanimous in their
decision to award the prize, in recognition of
Chris Marshall's important contributions and

achievements in cancer research.
The Lifetime Achievement in Cancer

Research Prize is awarded each year to
honour the outstanding achievements of
scientists and clinicians in the cancer research
community. The prize recognises individuals
who have produced exceptional research

throughout their career, specifically
contributing towards furthering the
understanding of cancer. 

Chris Marshall will be presented with the
award at the NCRI Conference on 6
November – he will also give the opening
plenary lecture at the conference. n

Chris Marshall wins Lifetime Achievement Award

Pofessor Johann de Bono was be presented
with the 2011 European Society for Medical

Oncology (ESMO) Award on Sunday September
25 2011 during the European Multidisciplinary
Cancer Congress (EMCC) in Stockholm, Sweden.

Professor de Bono works in the Phase I trials
programme at the ICR and The Royal Marsden,
and has been involved in developing more than
100 new anti-cancer compounds. He specialises
in developing personalised medicines for
prostate cancer patients and has a particular
interest in finding tests that can help identify
which patients will benefit from a drug.

Many of the drugs he has helped develop

have now been approved for patient use,
including abiraterone acetate and cabazitaxel,
both for the treatment of advanced prostate
cancer.

Professor de Bono, Honorary Consultant in
Medical Oncology and Professor of Experimental
Cancer Medicine at the ICR and The Royal
Marsden, and Leader of the ICR’s Prostate
Cancer Team, says: “Drug development in
oncology has made substantial strides forward
over the last decade. Our approach of
developing customised clinical trials for each
individual drug is bearing fruit. While much still
needs to be done, we can now be confident that
many cancer patients and their families will
benefit in the years ahead. This award is a great
encouragement and will spur me on to continue
to serve cancer patients.”  n

Professor de Bono is honoured with European cancer award
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Prostate cancer has overtaken lung cancer to be
the most commonly diagnosed cancer in UK
men. Annually 37,000 men are diagnosed with

the disease and over 10,000 men die from the disease
each year [1].  

Until recently there were few treatments for men
with advanced prostate cancer other than supportive
care.  Endocrine therapies had been evaluated in men
with advanced prostate cancer but none had
prolonged survival. Cytotoxic chemotherapy –
docetaxel as first line and cabazitaxel as second line –
have shown survival benefit,  as has active cellular
immunotherapy with sipuleucel-T (Provenge®) [2],
however over time patients develop resistance to all
these drugs, so new therapies are desperately needed. 

Abiraterone acetate was discovered at The Institute
of Cancer Research (ICR) in the early 1990s, and this
year completed the journey from idea to life-extending
treatment for men with advanced prostate cancer. The
US Food and Drug Administration (FDA) approved the
use of abiraterone acetate, now known under the trade
name Zytiga™, in men with castration-resistant
prostate cancer in April 2011, while the European
Commission gave it the green light in September 2011
following the publication of definitive clinical trial
results [2].  

The concept
In 1941, clinician Dr Charles Huggins suggested that
surgical castration would result in depletion of the
male sex hormone androgen, which was known to be
produced by the testes, and the corresponding
regression of prostate cancer [3]. Since then,
suppression of androgens by medical or surgical
castration remains the main-stay of first line treatment
for patients with advanced prostate cancer. Reduction
of androgen levels results in a decline in prostate
specific antigen (PSA), tumour regression and relief of
symptoms for most patients but in time PSA levels
increase, indicating tumour progression that
invariably proves fatal.   

In the 1990s, the ICR’s Professor Mike Jarman and
colleagues Dr Elaine Barrie and Professor Gerry Potter
started to look for drugs that could shut off the
production of the male sex hormone androgen. They
reasoned that prostate cancers that became resistant
to hormonal treatment were in fact accessing
androgens from elsewhere in the body to keep
growing, including perhaps the tumour itself. If they
could disrupt the synthesis of androgen at all sites in
the body, not just the testes, perhaps they could
develop a new treatment for the disease.

The team noticed that ketoconazole – an antifungal
agent – prevented the growth of prostate cancer cells.
Ketoconazole is a weak non-specific inhibitor of the
enzyme cytochrome P17 (CYP17) with modest anti-

tumour activities in advanced prostate cancer but of
limited use because of its toxicities. CYP17 catalyses
two independently regulated steroid reactions key to
androgen and oestrogen synthesis making this
enzyme a novel target for drug development.  

Using testicular extracts and radiolabelled CYP17
steroid substrates, the team screened for small
molecule inhibitors of CYP17.  The work led to the
design of abiraterone – a potent, selective, irreversible
inhibitor of CYP17[4-5]. It is 10- to 30 –fold more
potent than the non-selective inhibitor, ketoconazole.
However, the parent drug has poor bioavailability and
a prodrug, abiraterone acetate was generated. The
prodrug is rapidly deacetylated to the active
metabolite in vivo [4]. 

Pre-clinical studies
Preclinical animal studies demonstrated that
abiraterone acetate worked as expected, blocking the
synthesis of androgen and leading to a decrease in its
level in the body and in the size of androgen-
dependent organs [4]. 

Early in the drug’s development concerns were
raised about the possible side-effects of blocking
CYP17. Preventing androgen from being made by
blocking this enzyme might lead to adrenal
insufficiency – a potentially life-threatening
complication. However, characterisation of young
adults born with an inherited deficiency of CYP17
showed that they do not suffer from severe adrenal
insufficiency [6]. This gave the researchers hope that
the issue could be managed.

Early stage clinical trials in prostate cancer patients
led by Professor Judson showed that abiraterone was
safe and did lower levels of male hormones[7].
However, the developmental progress was hampered
at this stage by a lack of interest in hormone
treatments for prostate cancer. Part of the problem lay
in the name of late stage prostate cancer, which was
often referred to as ‘refractory’ or ’androgen
independent’ disease, implying that the cancer
became resistant to androgens and could progress
without them.  

Many scientists and clinicians argued that blocking
androgen production at this late stage would be
ineffective, but mounting evidence challenged this
view. Adrenal glands also produce testosterone and
studies showing high intratumoural androgens,
continued androgen signalling and overexpression of
key enzymes in androgen synthesis suggested that
some prostate cancers remained hormone dependent
and were able to produce their own androgens [8-11].  

Clinical trials
Professor Johann de Bono joined the ICR from San
Antonio, Texas, in 2003. Through his work as a
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clinician treating prostate cancer patients
he became interested in abiraterone acetate
as a potential new treatment for men with
late stage advanced prostate cancer. With
support from a partnership with Cougar
Pharmaceuticals – now a member of the
Janssen Pharmaceutical Companies – Phase
I clinical trials to test safety and anti-
tumour activity began.

A single centre phase I study conducted
at The Royal Marsden Hospital in the UK
recruited 21 chemotherapy-naïve patients
whose prostate cancer was resistant to
multiple hormone therapies. Patients were
treated with once daily, continuous
abiraterone acetate, which escalated
through five doses (250-2,500mg).
Abiraterone acetate was well tolerated.
PSA levels declined by ≥ 30%, 50% and
90% in 14 (66%), 12 (57%) and 6 (29%)
patients respectively. Radiological
regression, normalisation of lactate
dehydrogenase and improved symptoms
with reduction in pain management were
documented [12]. The anticipated
toxicities attributable to mineralcorticoid
excess – namely hypertension,
kypokalemia and lower limb oedema –
were successfully managed in the trial with
a mineralocorticoid receptor antagonist.  

Less than a year later, the results of a
larger Phase I/II study were reported. The
study of 54 chemotherapy-naïve patients
confirmed the Phase I results, and showed
that up to 70% of men responded to
abiraterone acetate. About two-thirds of men
experienced significant benefits for an

average of eight months, with scans showing
their tumours decreasing in size and their
PSA levels dropping substantially [13].  

Results of a multicentre phase II study in
docetaxel-treated patients with castration
resistant prostate cancer (CRPC) again
showed significant antitumour activity
including declines in PSA, partial response
and declines in circulating tumour cells
(CTCs) [14].

A randomised, double-blind Phase III
study was conducted in 147 sites in 13
countries. The 1,195 men who enrolled in
the trial had all stopped responding to
standard hormone therapy as well as
second-line treatments including the
chemotherapy drug docetaxel. They were
either given abiraterone acetate together
with the steroid prednisone (797 men), or
prednisone and a placebo (398 men) [2].

Overall survival for men treated with
abiraterone acetate and prednisone was
14.8 months versus 10.9 months for those
receiving placebo and prednisone.
Secondary endpoints of PSA decline,
medium time to PSA progression,
radiographic progression-free survival all
confirmed the superiority of abiraterone
acetate and prednisone [2].

Paradigm shift
Abiraterone acetate has changed the way
the science community views prostate
cancer. It is now clear that continued
androgen signalling contributes to disease
progression in a subset of men. The
research has led to the renaming of

hormone refractory, or androgen
independent disease, to castration resistant
prostate cancer (CRPC).  

Abiraterone has shown that therapies
that block androgen synthesis by inhibiting
CYP17 can produce tumour responses in
patients who no longer respond to standard
hormonal therapies and doctaxel based
chemotherapy. This first-in-class CYP17
inhibitor has led to the development of new
therapies (in both early and late stage
clinical trials) based on targeting androgen
receptor signalling (for review see [15]).  
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Abiraterone acetate has changed the way the science community views prostate cancer. 
It is now clear that continued androgen signalling contributes to disease progression in a

subset of men
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Early Colorectal Cancer

The majority of colorectal cancers develop in
adenomas which become increasingly
dysplastic as genetic and biological changes

accumulate. This adenoma-carcinoma sequence, as
described by Vogelstein, has stimulated many
advances in modern treatment strategies. The
removal of pre-malignant polyps (adenomas) by
interventional endoscopy can prevent the
development of cancers. Cancers developing within
polyps or early in the adenoma-carcinoma sequence
are less likely to spread to lymphatics or systemically
via haematogenous spread. The success of polyp
removal and early cancer treatment has led to the
development of screening programmes for colorectal
cancer. The UK programme relies on the detection of
occult bleeding in faeces to predict the presence of
large polyps and cancers. These patients then
undergo colonoscopy for definitive diagnosis and
treatment. This is leading to an increasing number of
patients being diagnosed with early stage cancers and
foci of adenocarcinoma within excised polyps.
Parallel advances in medical technology have allowed
minimally invasive techniques to reduce the
morbidity and mortality of surgical cancer treatment.
These techniques include traditional laparoscopic
and single incision as well as natural orifice surgery.
Endoscopic advances in optics, dyes, narrow band
imaging and instrument channels alongside improved
insertion and polyp lifting techniques have allowed
more complex polypectomies to be carried out.
Drives to avoid mutilating perineal operations and
reduce stomas have led to local resection treatments
for rectal cancers. Transanal procedures can be
performed to remove tumours with and without
transanal endoscopy. The increased number of early
cancer patients and proliferation of treatment options
are leading to many more clinical conundrums
occurring in multidisciplinary colorectal cancer
meetings. This review aims to clarify the treatment
options for these early cancers, with their advantages
and disadvantages, and identify those cancers for
whom further treatment is required and what that
treatment should be. Although rectal and colonic
cancers are part of the same biological spectrum,
treatments are different and therefore will be
presented separately.

Treatment for malignant polyps
Adenomas are colonic polyps with areas of cellular
dysplasia. They have a risk of malignant
transformation broadly related to size, with polyps
smaller than 1cm having less than 1% chance of
containing a malignant focus. Improvements in
endoscopy and screening programmes mean more
polyps are being excised and more polyp cancers
discovered incidentally. It is important to recognise
polyps at endoscopy that are at higher risk for
containing cancer. Tools such as the Kudo pit
classification are 90% sensitive for identifying
malignant polyps, improving resection planning. Pit
pattern recognition is much aided by dye spray,
magnification and narrow band imaging
technologies. Other indicators of malignancy include

ulceration, surface irregularity with depression and
friability as well as convergence or expansion of
mucosal folds. If any doubt exists or the polyp
doesn’t lift with saline it is safest to tattoo the polyp
site and biopsy it. All polyps larger than 1cm and
those with suspicious features should be tattooed
prior to polypectomy. Polypectomy can be performed
using endoscopic mucosal resection (EMR), where
the polyp is lifted away from the submucosa with
saline/gelatine or hyaluronate solution. The polyp is
then excised with a diathermy snare. More precise
dissection can be achieved with endoscopic
submucosal dissection (ESD), a modification of EMR.
Instead of a snare, a diathermy knife is used to resect
the lesion en bloc. Recurrence is reduced by fewer
piecemeal resections and improved pathological
assessment. Systematic review of ESD series suggests
an en bloc resection rate of 85% and clear margins in
75% of resections, with polyp/tumour recurrence
rates as low as 2% [2,3].

Once the polyp has been excised and identified as
containing cancer an assessment needs to be made to
identify risk of local recurrence, lymph node
metastasis or metastatic spread, and determine
whether or not further treatment is required.
Malignant polyps with tumour within 1-2mm of
excision margins or with tumour in the diathermy
margin require further treatment as there is a risk of
local followed by systemic recurrence. If the patient is
fit enough they should undergo surgical resection.
Conservative strategies with regular endoscopic
surveillance in cases where the endoscopist is sure of
a good resection, have shown reasonable success.
However recurrence still occurred in a few cases, and
this strategy is better reserved for those who would
be high risk for operative intervention. Alternatively
an endoscopic mucosal resection or transanal
endoscopic excision of the scar can be undertaken. To
determine the likelihood of tumour dissemination to
lymph nodes (a predictor of systemic spread) specific
characteristics must be identified by pathologists,
such as cellular characteristics and morphology and
extent of invasion. Adverse cellular features are high
grade dysplasia, cribriform pattern, budding and
lymphovascular invasion. High grade dysplasia is
indicated by severe cellular atypia or invasion with a
desmoplastic reaction. Cribriform pattern also
represents high grade dysplasia and is characterised
by adjacent glands without intervening stroma and
loss of polarity of atypical cells. Budding is the
presence of separate atypical cells or islands of
malignant cells away from the main carcinoma focus.
Extramural venous invasion is a more important
adverse feature than lymphatic and intramural
venous invasion. It can be difficult to identify true
tumour veins and lymphatics and artefacts
masquerading as vessels can lead to difficulties in
interpretation of pathology [4] (Table 1).

Two classification systems have been developed:
the Haggitt for pedunculated polyps [5] (Table 2) and
Kikuchi for sessile polyps [6] (Table 3). These
systems use the depth of invasion within the polyp
for Haggitt or into the submucosa which is divided in
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to superficial, middle and deep thirds to
stratify the risk of lymph node
involvement. It becomes rapidly apparent
why these polyps are difficult to manage.
Three separate systems need to be
considered: adequate resection of polyp;
adverse tumour features and the Haggitt
or Kikuchi level. Poor prognostic features
in any of these elements  argue for formal
surgical resection. This should be
combined with appreciation of patient
factors such as fitness for surgery, life
expectancy and tumour site.

Treatment for early colonic cancer 
The standard treatment for colonic cancer
is a resection of bowel with the
accompanying arterial supply and
lymphatic drainage. If technically feasible,
the ends of the bowel are anastomosed to
restore continuity. The resected specimen
can then be accurately staged with both a
T(tumour) and N(nodal) stage. This will
determine the need for adjuvant
chemotherapy treatment and allow an
estimation of long term prognosis. Early
cancers are those confined to the
superficial layers of the bowel lumen (not
beyond the muscularis propria) staged as
T1 or T2, Dukes’ A or stage 1. In general
as cancers become larger and older they
accumulate more genetic and biologic
alterations. The cells within the tumour
mass become more genetically unstable
and heterogeneous in phenotype and
genotype. This is associated with
increased invasive capacity and an ability
to seed and metastasise to other organs.
The majority of cancer related deaths in
colorectal cancer are a result of systemic
metastasis. Early cancers are less likely to
metastasise via lymphatics or
haematologically and consequently their
five year survival figures are excellent:
Patients with stage 1 colorectal cancer
have a greater than 90% five year
survival. However not all cancers behave
in this way; some small cancers will
metastasise early and unpredictably. This
accounts for much of the 10% of patients
who don’t survive five years. Therefore
even early cancers should ideally have an
oncologically sound resection including
lymph nodes. This allows accurate staging
and removes lymph nodes containing
tumour deposits. Fortunately tumours
proximal to the rectum can be resected
with low mortality (1%) and morbidity
and few anastamotic leaks (2.6%) [1].
The use of enhanced recovery
programmes and minimally invasive
techniques allow patients to be rapidly
mobilised post-operatively. Even in older
patients and those with comorbidities,
discharge can be achieved within three to
five days following colonic resection.

Treatment for early rectal cancer
Early rectal cancers are managed
somewhat differently from early colonic
cancers. Surgery to the rectum is more
technically challenging than colonic
surgery, because of the anatomy, and
morbidity and mortality are higher.
Systematic review of outcomes following
rectal resection suggests a mortality of
2%, leak rates of 11% and pelvic sepsis
rates of 12% [7]. Removal of the rectal
reservoir can lead to diarrhoea and
urgency. Damage to the pelvic nerves can
lead to faecal incontinence, with minor
incontinence occurring in as many as 40%
of patients. Pelvic nerve injury can also
lead to sexual and urinary dysfunction
[4,8]. To avoid these issues and reduce the
need for temporary and permanent stomas
local resection of rectal tumours can be
employed for early rectal cancers. These
techniques are only suitable for T1
disease, although studies are looking at
local resection and chemoradiotherapy in
T2 disease. To identify cancers suitable for
these procedures careful preoperative
staging is required. Two modalities are
commonly employed: endo-anal
ultrasound (EUS) and pelvic MRI. Both
can identify involved lymph nodes with
sensitivity of 70% but EUS can
discriminate better between T1 and T2
invasion. It is recommended that both are
employed before considering local
resection. ESD can be used in the rectum
for polyps as it can in the colon, however
early cancers require full thickness
excision. Lesions within 5cm of the anal
verge can be removed with standard
transanal resection (TAR) using anal
retraction and diathermy. Lesions between
5 and 15cm (below the peritoneal
reflection) can be removed with transanal
endoscopic microsurgery (TEMS). Both
techniques produce a full thickness
resection, the defect can be sutured or
heal by secondary intention. The adverse
prognostic features are the same as
previously described and their presence
should lead to formal surgical resection.
Recurrence rates for locally resected T1
cancers are 8-15% compared with 2% for

Table 1: Risk factors for lymph node
positivity in early colorectal cancers [5]:
Risk factors: high grade,
lymphovascular invasion, budding,
cribriform pattern. Percent (%) refers to
specimens in which metastases had
already occurred in the lymph node
yield;  if ‘negative’, nodes were
analysed for micrometastases.

Risk Lymph node Micromets in 
factors metastasis ‘negative’ node

0 0.7% 6.8%

1 27% 14.3%

>2 36% 16.7%

Table 2: Haggitt Classification

Haggitt Level Risk of lymph node
mets %

1 <1

2 <1

3 <1

4 sessile 10

4 pedunculated 27

Table 3: Kikuchi Classification: Links
depth of invasion into the submucosa
with the risk of lymph node metastasis
in sessile lesions.

Kikuchi Level Risk of lymph 
node mets %

1 2

2 8

3 23
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surgical total mesorectal excision [9]. Surgery to salvage
recurrent cancer following local resection carries a poorer
prognosis than primary resection and requires more
extensive pelvic dissection [10]. Care must be taken to
select the appropriate patients for local resection. In
oncological terms, resection provides the best outcome but
at the expense of operative morbidity. Interestingly patients
who undergo rectal surgery have better overall satisfaction
in quality of life scores than equivalent patients with breast
cancer. This is despite the anorectal, sexual and urinary
dysfunction [8]. For patients with a good performance
status a more aggressive oncological approach may be well
tolerated. Laparoscopic resection is equivalent to open
surgery in terms of oncological outcome and allows a
reduced hospital stay and earlier return to activity. The
ability to anastamose bowel adjacent to the dentate line is
reducing the need for permanent stomas. However the
balance between oncological ideals and reduced morbidity
is complicated and needs to be tailored to both available
expertise and individual patient preference.

Summary
The increase in early cancer detection and novel methods
of its treatment are leading to exciting developments in the
management of colorectal cancers. The inherent
unpredictability of colorectal cancer behaviour means there
is no ‘one plan fits all’ approach. Clinical teams  must look
to identify early cancers and polyp cancers and manage
them appropriately from endoscopy and staging onwards.
Treatment choices must be carefully balanced between the
best oncological outcome and the risks of surgical
resection. Following local treatment of early or polyp
cancers diligent pathological analysis is critical to identify
those patients for whom further intervention is required. n
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Liver cancer is the fifth most common cancer in
men and the seventh in women, worldwide
(522,000 and 225,000 cases, ~8% and 6.5% of

all cases, respectively). Hepatocellular carcinoma
(HCC) accounts for 85-90% of all primary liver
cancers, with a  median survival of less than one
year [1]. HCC incidence during the past two decades
has more than tripled in the United States (US),
where it is the fastest increasing cause of cancer-
related deaths.

The highest age HCC incidence rates are reported
from countries in Southeast Asia endemic for HBV
infection (North/South Korea, China, Vietnam).
China alone sees more than 55% of all primary liver
cancer worldwide (40 per 100,000 in males, 15 per
100,000 in females). Other high-incidence areas
include sub-Saharan African countries, e.g.,
Cameroon and Mozambique. In general, Southern
Europe countries (Italy, Greece) have medium
incidence rates (>10 per 100,000).  Intermediate
incidence areas (age adjusted rates 5-10 per 100,000)
include the United Kingdom (UK, where
cholangiocarcinoma is the commonest primary liver
cancer), US, France and Germany. Low-incidence
areas include South and Central America, Europe –
excluding the Mediterranean countries – and North
America (age adjusted rates in males: <6 per
100,000). 

Encouraging downward trends are emerging in
some high-rate areas including China and Japan.
Conversely, substantial increases in HCC mortality
rates have been observed in areas previously
considered low incidence in North America, Europe,
and Oceania.  Here, HCV is the commonest etiologic
risk factor, accounting for ~50% of cases.  

Demographic Features and Risk Factors
HCC is rare before 40 and peaks around age 70. In
low-risk populations (US, Canada, UK), the highest
age-specific rates occur at age 75 plus. However, in
Qidong, China, where HCC rates are among the
world’s highest, age-specific incidence rates among
males rise until age 45 and then plateau. There is a
striking male HCC predominance, with the highest
male:female ratios in high HCC incidence areas. Sex
hormones have been linked with HCC development
[2]. High serum testosterone levels have been
associated with HCC risk in nested case-control

studies among HBV carriers in Taiwan and Shanghai
[3]. HCC incidence also varies amongst different
populations in the same region: Incidence in
individuals of Asian/Pacific Islander ethnicity in the
U.S. were almost three times higher than in whites
(age standardised rates 11.7 and 3.9 respectively), with
Hispanics and blacks in between these two extremes
(8.0 and 7.0 respectively).  The variable age-, sex-, and
race-specific patterns in different geographic regions
are likely related to differences in the dominant
hepatitis virus in the population and age at viral
infection.  

Risk factors include HBV, HCV, alcohol, aflatoxin,
possibly obesity and diabetes. HBV with HCV
account for 80-90% of HCC worldwide mendelian
disorders (e.g., Wilson’s disease) and unknown
etiology account for a minor proportion.  Most risk
factors promote formation of cirrhosis, found in 80-
90% of patients  The risk of developing HCC in
cirrhotics is ~30% in HCV patients in Japan and
17% in the West, 21% in hemochromatosis, 15% in
HBV cirrhosis, 8% in alcoholic cirrhosis and 4% in
biliary cirrhosis [4]. 

HBV 
Globally 350 million people are chronically infected
by HBVwith the infection accounting for about
~50% of HCC cases with considerable regional
variation (70% in South Korea, 10-15% in Japan, 3%
in Sweden, 9% in the United States, 55% in Greece)
[5]. The lifetime HCC risk for somebody with chronic
HBV infection is 10-25%. HBV is a notorious HCC
cause in the absence of cirrhosis; however, the
majority (70%-90%) of HBV-related HCC develops in
cirrhotic livers [1]. Factors which increase risk
among HBV carriers include male sex, older age,
longer infection duration, family history, aflatoxin
exposure, alcohol, tobacco, co-infection (HCV, delta
hepatitis).  A  Taiwanese randomised controlled trial
in patients with chronic HBV who had cirrhosis
reported a significant reduction of HCC in patients
treated with lamivudine compared to placebo (3.9%
vs. 7.4%, hazard ratio, 0.49; P=0.047) [7].

Dietary Aflatoxin
Aflatoxins are carcinogenic mycotoxins produced by
Aspergillus molds growing on grains, corn, peanuts
and fermented soy beans in sub-Saharan Africa and
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eastern Asia.  The active catabolite AFB1-
exo-8,9-epoxide, binds to DNA and
produces a characteristic mutation in the
p53 tumor suppressor gene.  which has
been detected in 30-60% of HCC tumors in
aflatoxin endemic areas HBV infected
individuals exposed to aflatoxin have a
higher liver cancer risk, suggesting
synergism between the two  Efforts have
been launched to eliminate  AFB1 exposure
of HBV carriers in China and Africa.  

HCV
The global HCV prevalence is ~2%.
Markers of HCV infection are found in
variable proportions of HCC cases; e.g., 45-
65% in Italy, 80-90% in Japan   HCC risk is
increased 15-20 fold in HCV-infected patients
compared with HCV-negative controls [8].
The rate of HCC development in HCV-
infected persons ranges from 1 to 3% after
30 years chronic infection. HCV increases
HCC risk by promoting fibrosis and
eventually cirrhosis. In HCV-infected
patients, factors related to host and

environment / lifestyle appear more
important than viral factors in determining
progression to cirrhosis. These include: older
age overall, older age at  HCV acquisition,
male sex, heavy alcohol intake (>50 g/day),
diabetes, obesity, and co-infection with HIV
or HBV[9]. In the US, the prevalence of
individuals infected with HCV for 30 years or
longer has been increasing; with
concomitant increases in cirrhosis and  HCC
as shown in studies from the Department of
Veteran Affairs [10] (Figure 2).

Alcohol
Heavy alcohol intake (>50-70 g/day for
several years) is a well-established HCC risk
factor. There is evidence for a synergistic
effect of alcohol with HCV or HBV, probably
in promoting cirrhosis [8].

Fatty Liver Disease
Many studies fail to identify a major risk
factor for chronic liver disease or HCC for
up to 30-40% of patients. Non-alcoholic
fatty liver disease (NAFLD), including its

more advanced form non-alcoholic
steatohepatitis (NASH), has been proposed
as the etiologic factor for cryptogenic HCC.    

The few  population-based cohort studies
of patients with NAFLD/NASH provide
some evidence [11] but histological
confirmation is difficult because  NAFLD
presence can be obscured by full blown
cirrhosis. Indirect evidence to the
NAFLD–HCC association is provided by
multiple cross-sectional and case-control
studies showing significantly higher
prevalence of obesity and diabetes among
patients with cryptogenic cirrhosis
compared to controls with other causes of
liver disease [12]. However, it is clear that
development of cirrhosis related to NASH
signals a considerable increase in HCC risk.
While the progression of NAFLD/NASH to
cirrhosis and NAFLD/NASH-related HCC
may very well be infrequent, given the high
prevalence, obesity and diabetes could still
contribute a large number of HCC cases.  

Obesity and Diabetes
Up to 90% of all obese individuals (BMI
>30 kg/m2) and up to 70% of people with
diabetes have some type of fatty liver. In a
large prospective cohort study (>900,000
individuals, US) followed over 16-years,
liver cancer mortality was 4.5 higher in men
with a BMI >35 and 1.7 higher in women
with a BMI >35 compared to normal-
weight individuals. Studies from Sweden
and Denmark found a 2-3-fold increased
HCC risk in obese men and women
compared to those with normal BMI [13,14].
Type 2 diabetes, has been proposed to be a
risk factor for both chronic liver disease and
HCC. Several case control studies found a
statistically significant association with 50%
to 100% increased HCC risk in the presence
of diabetes. However, reverse causality is a
concern because in some cases diabetes
might itself be a result of cirrhosis. A few
cohort studies, better suited to evaluate
temporality, have been conducted, showing
that individuals with type 2 diabetes had on
average a doubled risk to develop HCC [15].

Diet
The role of diet, except for alcohol and
coffee drinking, in HCC etiology is largely
unknown. Epidemiological studies
previously reported coffee  reduces risk of
elevated liver enzymes and of cirrhosis,
while animal studies suggest that coffee
reduces liver carcinogenesis. Coffee
drinking has also been associated with
reduced insulin levels and reduced risk of
type 2 diabetes, in itself considered to be an
HCC risk factor.  Both case-control and
cohort studies conducted in Japan and
Southern Europe reported  a significantly
reduced risk of HCC with increased coffee
consumption [16]. 

HCC Surveillance
There is good evidence for the efficacy of
HCC surveillance in HBV-infected patients.

Figure 2: Prevalence of cirrhosis, decompensated cirrhosis, and hepatocellular cancer in HCV-infected patients seen
in VA hospital during 1996-2006. 

Figure 1: Age-standardised incidence rates of primary liver cancer, per 100,000 population at risk.
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A placebo controlled randomised study of
~19,000 HBV-infected patients showed that
HCC surveillance with both abdominal
ultrasound and serum AFP repeated at 6-
month intervals resulted in a 37% reduction
in HCC-related mortality. During a 16-year
follow-up period, a population-based
surveillance program in Alaska among HBV-
infected patients using serum annual alpha-
fetoprotein (AFP) reported significantly
longer 5-year survival among patients who
received surveillance compared to historical
controls (42% vs. 0%, respectively) [17].
Several non-randomised trials and
observational cohort and case-control
studies have reported that patients who
undergo HCC surveillance are diagnosed at
an earlier stage of HCC, are more likely to
receive potentially curative therapy, and
have a significant reduction in cancer
mortality compared to patients with
symptomatic HCC [18].  

Practice guidelines from the American
Association of the Study of Liver Diseases and
the European Association for the Study of the
Liver have recommended HCC surveillance
for patients at a high risk of developing HCC
[19]. These include those with cirrhosis or
chronic HBV infection irrespective of
cirrhosis. Surveillance is not recommended in
patients with HCV without cirrhosis.

Liver ultrasound is recommended as the
primary surveillance modality, with a
sensitivity of 60% and a specificity of 85-
90%. The recommended interval between
surveillance tests is six months. Serum AFP
measurement is also commonly used for
surveillance because it is inexpensive,
simple to perform and widely available.
However AFP alone is not recommended
due to its low sensitivity and specificity: At
a serum cutoff level of 20ng/mL, AFP has
low sensitivity ranging from 25%-65% for
detecting HCC [20]. 

Computed axial tomography (CT) and
magnetic resonance imaging (MRI) scans
have not been tested for surveillance, but
are the main diagnostic and confirmatory
tests for HCC. Disease hallmarks are arterial
enhancement, followed by delayed
hypointensity of the tumor in the portal
venous and delayed phases. HCC diagnosis
in a patient with cirrhosis can be
confidently established with biopsy if a focal
hepatic mass >2 cm is identified with CT or
MRI that shows typical features. 

The extent of utilising HCC surveillance
in clinical practice is low In our recent study
among 13,002 HCV-infected veterans with
cirrhosis (1998-2005), only 12% received
annual surveillance in the three years
following their cirrhosis diagnosis, and less
than 50% received a surveillance test in the
first year [21]. The low utilisation of HCC
surveillance likely reflects a combination of
cognitive (knowledge of guidelines, new
therapeutic options) as well as logistical
factors, such as the need for repeated testing
over relatively short periods of time,
somewhat complicated diagnostic
evaluation, and the limited availability of
liver transplant centers. These factors are
likely obstacles facing the implementation
of any effective HCC surveillance program.     

Summary 
HBV continues to be the major HCC risk
factor worldwide, although its importance
will most likely decrease during the coming
decades due to the widespread use of the
HBV vaccine in newborns in HBV endemic
and HCC high-incidence areas. HCV has
been the dominant viral cause in HCC in
North America, some Western countries and
Japan. In the U.S., HCV-related HCC is
expected to continue at a rapid pace for the
next few decades. Obesity and diabetes are
increasing at a fast pace and if established

as HCC risk (co)factors, they will account
for  more cases in the future.

Few practice guidelines recommend that
ultrasound based HCC surveillance should
be considered in patients with cirrhosis or
advanced hepatic fibrosis irrespective of
etiology, and in adult patients with HBV
irrespective of cirrhosis.  n
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Blue Faery: The Adrienne Wilson Liver
Cancer Association is proud to
announce the call for submissions and
nominations for the fourth annual Blue
Faery Award (BFA) for Excellence in
Liver Cancer Research. Primary liver
cancer, also known as hepatocellular
carcinoma (HCC), is the third leading
cause of cancer deaths worldwide. Blue
Faery created the award to recognize
medical professionals who develop
innovative research in the fight against
HCC, which currently has no cure.
Additional information about the 2012
BFA can be found on Blue Faery's Web
site www.bluefaery.org.  Applications
and nominations are due January 31,
2012.

Founded in 2002, Blue Faery is the only
nonprofit organization in the United
States solely devoted to fighting HCC.
The mission of Blue Faery is to prevent,
treat and cure primary liver cancer,
specifically hepatocellular carcinoma,
through research, education and
advocacy. Blue Faery has also developed
an HCC patient education brochure for
liver cancer patients, their families and
their healthcare providers. The free
brochure, which is also available in
Chinese and in Spanish, is currently
distributed in 30 treatment centers
across the nation.

        



ADVERTISEMENT 

We know you’re one of the people 
patients and their families turn to  
with their questions, and the vast 
majority of the time you can give them 
the answers and support they need. 
But there may be some areas that lie 
outside your expertise, for example, 
benefits advice.

To complement your expert care, 
Macmillan produces a wide range of 
information resources you can order 
for free for your patients. As a founder 
member of the Department of Health’s 
Information Standard scheme, all of 
our resources meet criteria that ensure 
the highest quality and reliability.

The resources cover many subjects  
that may help patients, including  
what benefits and financial support 
are available and how they can  
access them. Plus they also focus  
on cancer types and treatments,  
the emotional effects of cancer,  
and practical issues such as  
how to talk to your family about  
your cancer.

Having this high-quality information, 
which can be read at their own pace, 
can be a great help to patients and 
their families during an extremely 
tough time. It can reduce their  
anxiety between appointments, 

help them feel better prepared for 
consultations, and encourage them  
to look after themselves more. 

Your patients can also ring the 
Macmillan Support Line for free  
to ask any questions, get advice  
or simply chat about how they’re 
feeling. They can talk to benefits 
advisers, cancer information nurses  
or cancer support specialists,  
while interpreters are available  
for non-English speakers, and 
textphone or Text Relay is available  
for the hard of hearing.
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Advice on dealing with the 
financial impact of cancer

When 
someone is 
diagnosed 
with cancer, 
money may 
not be one  
of the first 
things they 
think about. 

But cancer can be expensive in ways 
they may never have expected. This is 
why we produce a range of resources 
focussing on money matters and 
cancer. Titles include Help with the 
cost of cancer and Managing your 
debt. Our specialist benefits advisors 
can give help over the phone and  
face to face.

How to tackle practical  
issues and who can help 

As you know, 
cancer can  
be a world  
of the 
unexpected 
and the 
unknown for 
a patient, 
leading to 

many questions. Where can I get a 
quality wig from? How do I talk to my 
family about my cancer? What rights 
do I have at work? Macmillan 
produces specialised resources to 
tackle practical issues such as these 
and many more.

Help to cope with the  
emotional effects of cancer

To help 
patients  
and carers 
understand 
the emotions 
affecting 
them and 
how to cope 
with them, 

Macmillan produces a number of 
helpful resources that feature lots  
of practical advice. These include  
the booklet The emotional effects of 
cancer and a handbook for carers 
called Hello, and how are you? 

Expert medical information  
on cancers and treatments

Being able  
to read 
information 
on a specific 
cancer or 
treatment  
in their own 
time, at 
home, can  

be extremely reassuring for a person 
with cancer and their family. 
Macmillan offers comprehensive 
high-quality information on cancer 
types and treatments in a range  
of resources and on our website.  
Titles include Understanding secondary 
breast cancer, The side effects of 
cancer treatment and Understanding 
the PSA test.

High-quality information

Macmillan patient information 
resources are:

•	 	developed	in	association	with	
cancer	experts	and	people	
affected	by	cancer

•	 	certified	by	The	Information	
Standard	scheme	

•	 	regularly	commended	in	the	
British	Medical	Association		
book	awards.

‘ Giving patients 
information face-to-
face is so important, 
but many people 
struggle to take 
everything in during 
such a difficult time.  
In addition to the expert 
care and advice you 
provide, Macmillan’s 
booklets, Support Line 
and information and 
support teams provide 
quality information 
about all aspects of 
cancer and how to  
live with the disease.’

Professor Jane Maher 
Chief Medical Officer  

Macmillan Cancer Support

Order our free information and support 
booklets at be.macmillan.org.uk/patientsupport
Our	cancer	support	specialists,	benefits	advisers	and	cancer	nurses	are	
available	to	answer	any	questions	your	patients	might	have	through	our	
free	Macmillan Support Line on 0808 808 00 00 and	at	one	of	our	
many Information and Support Centres across	the	country.	

macmillan.org.uk provides	a	wealth	of	information	on	cancer	types	
and	treatments,	and	an	online	community	where	thousands	of	people	
share	their	stories	and	get	vital	support.	You	will	also	find	details	of	our	
information	and	support	centres	and	the	routes	of	our	mobile	units	on		
this	website.
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Conference News

Right from its origin the World Congress of Cryosurgery has
represented the preeminent chance for face-to-face contacts,

open debates, as well as scientific and technological updates in the
field of Cryosurgery. In recent years thanks to technological
improvements that allow its employment with ever less invasive
methods, cryosurgery has been enriched by new areas of
applicability. Beijing 2007 XIV WCC gave momentum to the
impulse to connect cryosurgery with immunology and throughout
the world it is bearing the fruit of promising clinical applications.
Saint Petersburg 2009 XV WCC continued on the same path.

The XVI World Congress of Cryosurgery will be held in Trieste,
Italy, 5–7 November 2011 and it will be hosted by the International
Centre for Theoretical Physics (ICTP), also a co-organiser of the
event. The ICTP operates under a tripartite agreement among the
Italian Government, UNESCO, and International Atomic Energy
Agency (IAEA). It is located near Miramare Park, about 10
kilometers from the city of Trieste. ICTP welcomes about 5,000
scientists each year. Visitors have represented some 170 nations
and 40 international organisations. 

Its Vice Director, Professor Randjbar Daemi, will personally
welcome the Congress and its Attendants. 

At the moment the number and the profile of our registered
guests are going to be outstanding as never in the past. The
scientific level of the magistral lessons and of the personal
contributions is unmatched to the most recent meetings. Few hints
among the many since I can’t mention them all:
– Professor Richard Ablin, Founder of International Society of

Cryosurgery (ISC), Honorary president and former President of
ISC, Gold Award of ISC, will give us a synthesis of his
outstanding and long career in the field of cryoimmunology;

– Professor Boris Rubinsky, a good friend of our Society is back
again after the Beijing meeting. He is one of the fathers of
modern cryosurgery, Gold Award of our Society, Board Member

of ISC, professor Boris Rubinsky will share with us his last
revolutionary research on cryoablation of cancer tissues;

– Professor Duke Bahn, a great friend of our Society, one of the
most experienced cryosurgeon of the world with one of the
most large and long follow-up data, will inform us regarding his
last progress in the Quest of the cryo-immuno effect: the Holy
Graal of cryo-oncology.

It is therefore my whole-hearted wish to see you attend our next
congress in even greater numbers: I am sure that the warm and
friendly atmosphere of the noble city that will give us hospitality
will enhance this stimulating possibility to meet and compare
notes again. n

Michela Miotti PhD, Secretary,
International Society of Cryosurgery,

E:  info@societyofcryosurgery.org 
W: www.societyofcryosurgery.org

16th World Congress of Cryosurgery   
Date: 5-7 November 2011. Venue: Trieste, Italy.

Are you organising an annual meeting or conference which you would like to tell our readers about? Or would you like to
write a report on a meeting or conference of particular interest? If so, contact Patricia McDonnell at Oncology News on 
T/F:+44 (0)288 289 7023, E: patricia@oncologynews.biz

PREVIEW

Oncology Tools for Results

E: info@stratech.co.uk  •  T: +44 (0) 1638 782600  •  F: +44 (0) 1638 782606

Key Products
Antibodies Assays Biochemicals

Proteins Reagents Vectors

Over 350,000 Products Online!
Stratech supports your specialist product needs by
providing a cost effective, convenient & reliable source
of life science products. Browse our Oncology range at:

www.stratech.co.uk/cancer

The Miramare Castle,
Trieste, Italy.

Erratum: The incorrect spelling of Etienne Brain appeared as Brian Etienne on his picture in the September/October edition of the the Conference News section. Apologies for this error.
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ESTRO 31 - What’s new at ESTRO 31?    
Date: 9-13 May 2012. Venue: Barcelona, Spain.

Organised by the European Society for
Radiotherapy and Oncology (ESTRO), ESTRO

31 will be a wonderful opportunity to discover
the latest advances in radiation oncology. There
will be discussions on the studies that will enable
to deliver better patients care. Clinicians,
physicists, brachytherapists, RTTs, radiobiologists
will all find a state-of-the-art programme that
has been designed to meet their particular needs.

The following new sections have been set up in
the scientific programme:
– Special sessions in an Interdisciplinary Track

where important topics for radiation
oncologists, physicists, radiobiologists and
RTTs will be addressed in a joint forum. 

– Delve into the Look Inside sessions. The
format of these sessions allows about two thirds of the time for
the formal presentation and then the final third for illustration
using practical examples.

– Debates have been designed on the Oxford model with point
and counterpoint discussions followed by conclusions in
support and against the stance taken by the debaters. 

– Topics of the day can be specific to a discipline or involve several
at the same time. Teaching lectures, symposia and proffered
papers will cover a same topic during the whole day: The small
volume challenge; Cutting edge technology; Data management
and networks; Targeting perspective in Radiobiology; Adaptive
RT: changing the practice, Theragnostic and Imaging in RT;

Quality assurance of new techniques and
technologies; Microenvironment, Current
practice and moving controversies; Dosimetry
challenges; Theragnostic and Imaging in RT;
Normal tissue, Current practice and moving
controversies; Predictive biomarkers in RT; Dose
calculation and optimisation; Stem cells…And of
course some of the familiar sessions have been
retained: Awards Lectures, Presidential
Symposium, and the Joint Sessions with other
societies such as ASTRO, EAU, ECCO, EFOMP,
ESMO, ESSO, EORTC, EANM and PROS. 

Of course ESTRO educational activities are very
important with teaching lectures, pre-meeting
workshops for each discipline and daily
contouring workshops. Young scientists will

have a dedicated programme on Friday 11 May, a part of the
congress that is becoming more popular every year.

And next to these outstanding sessions, ESTRO 31 will host
Europe’s largest industrial exhibition in radiation oncology, offering
the opportunity to view the latest products and services for cancer
treatment and care. n

Abstract submission deadline: 16 January 2012 
Early registration rate deadline: 12 January 2012 

More information on www.estro.org

PREVIEW

PREVIEW

6th European Multidisciplinary Colorectal Cancer Congress     
Date: 15-17 April 2012.  Venue: Prague, Czech Republic.

The Dutch Colorectal Group
(DCCG), a collaboration of

medical disciplines relevant to the
diagnosis and treatment of colorectal
cancer, are hosting the 6th biennial
European Multidisciplinary Colorectal
Cancer Congress (EMCCC), in Prague,
Czech Republic on the 15th to 17th
of April 2012.

The congress will focus on updating expertise and exchanging
ideas on recent developments of the biology and treatment of
colorectal cancer. It will also provide a platform for multidisciplinary
interaction intended for specialists and researchers with an interest
in Medical Oncology, Surgical Oncology, Radiotherapy, Pathology,
Gastroenterology, Imaging, Radiology, Basic Science, and Genetics.

“Following the success of our previous multidisciplinary
conferences on colorectal cancer, notably the last event in 2010
held in France where 600 participants from more than 30 countries
attended, DCCG is honoured to welcome fellow professionals and
to provide an opportunity to interactively discuss important issues
that we face in the treatment of colorectal cancer” says Prof Dr CJA
Punt, Chairman of DCCG. 

The conference will be submitted for CME accreditation and will

consist of interactive sessions, keynotes
lectures, and oral and poster presentations
between the various disciplines.  

The agenda aims to encompass
developments from most of the research
area including genetics, biology, pathology/
prognostic markers, surgery, screening,
systemic treatment, radiotherapy, and

imaging. It intends to allow for scientific updates and practical
implementation, with interactive sessions to stimulate intensive
exchange of opinions and views that exist amongst the colorectal
cancer professionals.

Participants may also submit abstracts, subject to acceptance by
the scientific committee, and will be published in the final program
book and scheduled for a poster presentation. Authors of
proffered papers will be invited to present their abstracts at the
event. Abstract submission deadline is 1 December 2011.  n

For further information call +31 70 30 67 200 or 
E: dccg@trmoncology.com. Alternatively, visit

http://www.dccg.nl/conferences/emccc
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Diary of Events
2011
November
Foundations in Cancer Care
SIOG - International Society of
Geriatric Oncology
3-5 November 2011; Paris, France
W: www.SIOG.org

THNO-3 3rd Trends in Head &
Neck Oncology 
3-5 November 2011; Rome, Italy
W: www.headandneckcancer2011.org

Annual Meeting of the Scottish
Adult Neuro-Oncology Network
(SANON)
4 November 2011; Edinburgh, UK
W: www.neurooncology.scot.nhs.uk/

Essential Communications Skills
4 November, 2011; Middlesex, UK
E: anni.hall@nhs.net

NEW
XVI World Congress of
Cryosurgery
5-7 November, 2011; Trieste, Italy
Dr. Michela Miotti 
T: +39 3478021842 
F: +39 040 4528125 
E: info@societyofcryosurgery.org 
W: www.societyofcryosurgery.org

NCRI Cancer Conference 2011
6-9 November, 2011; Liverpool, UK
Sharon Vanloo 
T: +44(0)20 7269 3420 
E: ncriconference@ncri.org.uk

Lymphoedema in Cancer Care
7, 8, 9, 14 & 15 November 2011;
London, UK
T: +44 (0) 20 7808 2900 
E: school@rmh.nhs.uk 
W. www.royalmarsden.nhs.uk/school

Transplant Study Day
8 November 2011; Manchester, UK
W: www.christie.nhs.uk/pro/
education/events E: educa-
tion.events@christie.nhs.uk

Adjuvant Breast Cancer Study Day
8 November, 2011; Manchester, UK
W: www.christie.nhs.uk/pro/
education/events 
E: education.events@christie.nhs.uk

ESMO Symposium Metastases
10-11 November, 2011; Zurich,
Switzerland
T: +41 (0)91 973 19 38 
F: +41 (0)91 973 19 18 
E: symposia@esmo.org 
W: www.esmo.org/events

3rd Annual Head and Neck
Conference
11 November, 2011; London, UK
T: +44 (0)207 808 2921 
E: conferencecentre@rmh.nhs.uk 
W: www.royalmarsden.nhs.uk/
conferences

AACR-NCI-EORTC International
Conference "Molecular Targets and
Cancer Therapeutics"
12-16 November 2011; San
Francisco, California, USA
W: http://www.aacr.org

Haemato-Oncology Update
14 November, 2011; London, UK
T: +44 (0)207 808 2921 
E: conferencecentre@rmh.nhs.uk 
W: www.royalmarsden.nhs.uk/
conferences 

Central Venous Catheters
14 November 2011; Middlesex, UK
Anni Hall, Cancer & Palliative Care,
Education Programme Co-ordinator
E: anni.hall@nhs.net 
T: +44(0)1923 844177 

Targeted Antibodies for Cancer 
conference
16-17 November, 2011; London, UK
W: mahealthcareevents.co.uk 
T: +44 (0)20 7501 6762

National Pain Study Day
16 November, 2011; London, UK
T: +44 (0)207 808 2921 
E: conferencecentre@rmh.nhs.uk 
W: www.royalmarsden.nhs.uk/
conferences

Clinical Leadership in Cancer Care
16, 23, 30 November, 
7 & 14 December 2011; London, UK
T: +44 (0) 20 7808 2900 
E: school@rmh.nhs.uk 
W. www.royalmarsden.nhs.uk/school

New
Surgical Procedures in
Gynaecological Oncology study day
17 November 2011; Birmingham, UK
W: www.bgcs.org.uk

Breast Cancer Care Teleconference:
Understanding and treating emesis
17 November 2011;
Kylie Vilcins, Breast Cancer Care 
T: +44(0)845 092 0802 
E: nursetraining@
breastcancercare.org.uk

Annual Scientific Meeting of the
Society for Neuro-Oncology (SNO)
17-20 November 2011; 
Garden Grove, California, USA
W: www.soc-neuro-onc.org

New
BGCS Autumn Scientific Meeting
18 November 2011; Birmingham, UK
W: www.bgcs.org.uk

Scottish Radiological Society
Annual General Meeting
18 November 2011; Glasgow, UK
E: conference@bir.org.uk

Living with the consequences of
Cancer Treatment –  ‘Late effects of
Pelvic Radiotherapy’
18 November 2011; Middlesex, UK
Anni Hall, Cancer & Palliative Care,
Education Programme Co-ordinator
E: anni.hall@nhs.net 
T: +44(0)1923 844177 

TYAC Winter Education Day
“Communication” 
18 November, 2011; Belfast, UK
E: info@tyac.org.uk
W: www.tyac.org.uk or 
T: +44 (0)116 249 4483

New
8th Annual RCOG Careers Fair
19 November 2011; London, UK
W: www.bgcs.org.uk

Nursing Issues in Stem Cell
Transplantation
21 November 2011; Manchester, UK
W: www.christie.nhs.uk/pro/
education/events 
E: education.events@christie.nhs.uk

New
Stem Cell Transplantation in Cancer
Care
21, 22, 23, 24 & 25 November 2011;
London, UK
T: +44 (0) 20 7808 2900 
E: school@rmh.nhs.uk 
W. www.royalmarsden.nhs.uk/school

Palliative Care Day 2, All AHP
23 November 2011; Middlesex, UK
Anni Hall, Cancer & Palliative Care,
Education Programme Co-ordinator
E: anni.hall@nhs.net 
T: +44(0)1923 844177 

Commissioning Cancer Care
24 November 2011; London, UK
Kirsten Wicke, Succinct Healthcare
Communications, 
T: +44 (0)1494 549 103 
E: kirsten@succinctcomms.com 
W: www.lcndg.org

Caring for Lung Cancer Patients
Undergoing Concurrent Therapies
24 November, 2011; Manchester, UK
W: www.christie.nhs.uk/pro/
education/events 
E: education.events@christie.nhs.uk

The Royal Marsden Lung Cancer
Conference
24 November, 2011; London, UK
T: +44 (0)207 808 2921 
E: conferencecentre@rmh.nhs.uk 
W: www.royalmarsden.nhs.uk/
conferences

Innovations in cancer care nursing
25 November 2011; London, UK
Laura Benfield 
T: +44(0)20 7647 3591 
E: laura.benfield@rcn.org.uk/ 
W: www.rcn.org.uk/cancer2011

If you would like an event listed in the Oncology News diary please send the 
relevant information to E: Patricia@oncologynews.biz by December 5th, 2011.

Study Day Programme 2011/12

Cancer Conference Programme 2011/12

EVENT 249 - 14 Nov 2011 Haemato-Oncology Update Day - £95 
EVENT 250 - 16 Nov 2011 National Pain Study Day - £95
EVENT 267 - 18 Nov 2011 Molecular Mechanisms of Targeted Cancer Treatments - £100
EVENT 237 -  21 Nov 2011  The Challenges of Clinical Trials for Teenagers and Young Adults 

with Cancer - £75 
EVENT 239 - 16 Jan 2012 Managing the Treatment induced Side-Effects for Individuals with Head 

and Neck Cancer -  £95
EVENT 268 - 15 Feb 2012 Targeted Treatment for Haematological Cancers - £100
EVENT 253 - 02 Mar2012 Medication Management Study Day - £75

EVENT 248 The Third Annual Head and Neck Conference 
11 November 2011 The Royal Marsden Education and Conference Centre, London SW3 6JJ

Cost: £165 Full delegate / £100 Trainees and CNSs 

EVENT 244 The Royal Marsden Lung Cancer Conference 
24 November 2011 The Royal Marsden Education and Conference Centre, London SW3 6JJ 

Cost: £165 Full delegate / £100 Trainees and CNSs 

EVENT 255 The 4th Royal Marsden Pain and Opioid Conference
02 December 2011 The Royal Marsden Education and Conference Centre, London SW3 6JJ 

Cost: £150 Full delegate / £100 Trainees and CNSs 

EVENT 264 Surgical Aspects of Ovarian Cancer Conference
09 December 2011 The Royal Marsden Education and Conference Centre, London SW3 6JJ 

Cost: £50

EVENT 242 Oncology Imaging – PET, CT, MRI, Diffusion; What all Oncologists Need to know 
12 March 2012 The Royal Marsden Education and Conference Centre, London SW3 6JJ 

Cost: £165 Full delegate / £100 Trainees and CNSs 

EVENT 259 Target Controlled Infusion Practicum 
16 March 2012 The Royal Marsden Education and Conference Centre, London SW3 6JJ 

Cost: £165 Full delegate / £100 Trainees and CNSs

For further information on any of the above events, please vis t 
our webs te : www.royalmarsden.nhs.uk/conferences

Email: conferencecentre@rmh.nhs.uk
Tel: 0207 808 2921 

The Royal Marsden Education and Conference Centre, 
Stewart’s Grove, London, SW3 6JJ

        



BTOG 2012
10th Annual BTOG Conference 2012

Dates
Wednesday 25th January to 

Fri 27th January 2012

Venue
The Burlington Hotel, 

Dublin, Ireland

• Wednesday BTOG Symposium
• Sponsored Satellite Meetings Wednesday
• Thursday & Friday Annual Conference

British Thoracic Oncology Group (BTOG) is a lung cancer and mesothelioma research group.  
The principal aim of BTOG is to encourage the development of clinical and scientific research in all
areas of Thoracic Oncology and the provision of a multi-disciplinary educational forum.  
All individuals involved in any aspect of lung cancer or mesothelioma research, treatment or care 
are eligible to become members of the Group. 

BTOG Secretariat
Dawn Mckinley, Operational Manager, British Thoracic Oncology Group (BTOG)
Hospital Management Offices, Glenfield Hospital,  Leicester  LE3 9QP  England

Tel:  00 44 116 2502811  •  Fax:  00 44 116 2502810
Email:  dawn.mckinley@uhl-tr.nhs.uk  • www.BTOG.org

ANNOUNCEMENT

Annual Conference

Please visit the website, www.BTOG.org for details
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Awards & Appointments

The prestigious annual Promising Renal Investigators
Meeting (PRIMe) Awards give entrants a chance to

win a €10,000 grant. The awards recognise the
innovative programmes and research initiatives that are
advancing science in kidney cancer, and aim to
recognise those rising stars in the field of oncology
across the United Kingdom and France. 

The grant, worth €10,000, will be issued following a
review of project entries by an independent jury of highly
respected international experts including Mr. Michael
Aitchison, Prof. Tim Eisen, Dr. Bernard Escudier, Dr. Paul
Nathan, Prof. Sylvie Negrier, and Prof. Jean-Jacques Patard.

The eight shortlisted finalists (four representatives from France and
four representatives from the UK) were announced on October 2nd.
All those shortlisted have been invited to present their work and take
part in a two-day meeting to be held in London on 1st and 2nd
December 2011, where the overall winner in each country will be

announced. The two-day meeting aims to help
improve candidates’ medical writing, critical review,
statistical analysis, and oral communications skills, as
well as give them the chance to meet with and be
mentored by some of the most recognised
European experts within kidney cancer.  

Dr Paul Nathan, consultant medical oncologist,
Mount Vernon Cancer Centre and PRIMe Awards
juror said; “This is a unique career opportunity for

a specialist working within this important area of
clinical research and we strongly urge clinical
investigators with an interest in translational,

fundamental or clinical kidney cancer research to apply. Novartis
Oncology’s goal with this award is to not only recognise
outstanding work and thereby share best practice, but to provide
rising stars with the developmental support and skills they need to
help them achieve their goals.”

Dr Lucy Gossage, a clinical research fellow with
Professor Tim Eisen based at the Cambridge
Research Institute, was the recipient of the
inaugural grant in 2010. Commenting on her
win, Dr Gossage said; “Working so closely with
some of Europe’s pioneers in kidney cancer
research and having the opportunity to
collaborate with peers in the UK and France, has

been fundamental in shaping my future in this
field. Since winning the PRIMe Award, I have
made significant strides towards completing my
research and reaching my goal of making a real
difference for patients with kidney cancer. I firmly
believe that these awards will be critical in driving
continued excellence in a disease area that is
often overlooked.” 

UK 2011 Shortlisted Candidates: France 2011 Shortlisted Candidates:

PRIMe Awards 2011 

United Kingdom 2010 PRIMe Award Winner: 

Laurence Albiges, a C.C.A.-Oncologie Médicale at the Institut de
Cancerologie Gustave Roussy won the inaugural grant in 2010 in
France. Mr Albiges said, “Taking part in the 2010 program meant
working with the French and English colleagues (oncologists and
urologist) taking part in the training course. Presenting a small sub
unit of my PhD project in order to obtain a financial support for it
and of course meeting European kidney cancer key opinion leaders.

Since winning the PRIMe Award my PhD work has improved
greatly, dissemination of my work amongst the kidney investigators
present at the meeting. And hopefully, most importantly, it will
identify predictive factors of response to everolimus in pRCC patient
(work is ongoing, no results provided yet). This would be a major
accomplishment for patient and for physicians in the treatment of
papillary renal cell carcinomas.

France 2010 PRIMe Award Winner

Nav Vasudev,
Tumour Biology
Team, The
Breakthrough
Breast Cancer
Centre, The
Institute of Cancer
Research, London.  

Tahir Qayyum
Clinical Research
Fellow, Glasgow
University
Institute of
MVLS.

Joanne Edwards
Senior Lecturer,
University of
Glasgow,
Hospital
Western
Infirmary.

Alexandra
Karadimou, 
Resident, 
Hopital Européen
Georges
Pompidou, Paris. 

François-Xavier
Nouhaud, 
Resident, 
Department of
Urology, Hôpital
Charles Nicolle,
Rouen.

Elodie Coquan, 
Resident,
Centre de Lutte
contre le Cancer
François Baclesse,
Caen. 

Nicolas Brichart, 
Resident, 
Service
d’urologie,
Bretonneau
Hospital, Tours. 
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Neuro-Oncology  
NG2 expression and Glioblastoma      
Glioblastoma (GBM) is the commonest primary brain tumour with
median survival currently around 14 months despite aggressive
therapy. Novel therapeutic strategies are targeted at exploring the
molecular pathways within GBM. Neuroglia (NG) 2 is a cell surface
protein involved in cell proliferation. Within the normal brain, NG2 is
expressed within neural progenitor cells and is co-expressed with Olig2
and PDGFRalpha. In this study the authors compared the proliferative
characteristics and clonogenicity of NG2 positive (+) and negative (-)
cells within primary cell lines derived from patient tumour samples.
They also assessed the tumorigenicity of NG2+ and NG2- cells in vivo
and expression of NG2 within 17 GBM tumour specimens. 

The total number of cells and the proliferation rate was higher
within the GBM NG2+ cells when compared to GBM NG2- cells.
Furthermore, staining with Ki-67 showed a mean proliferation rate of
67% (47-78%) within the NG2+ group when compared to the NG2-
group (P<0.001). The proliferative advantage of NG2+ cells was also
observed in 3 cell lines cultured under 4 different conditions (basic,
serum free, conditioned media and differentiated) confirming that
NG2+ cells are cell autonomous. In order to assess tumorigenicity,
cultured NG2+ and NG2- cells were injected intracranially into
immunocomprimised mice (n=14). Interestingly, 12 tumours were
generated from the NG2+ cells compared to only 2 tumours within
the NG2- group. Array comparative genomic hybridisation (aCGH) of
both cell lines showed a molecular profile similar to that observed in
GBM specimens. However, expression microarray of the two cell
populations revealed overexpression of a variety of genes within the
NG2+ group, specifically those involved in the cell cycle and cell
division. All of the 17 GBM specimens assessed were immunopositive
for NG2 with the proportion of NG2+ cells ranging from 6-77%.
NG2+ cells were noted to reside in a perivascular distribution within
“colonies” with only a few cells co-expressing vascular or pericytic
markers (vWF and PDGFRbeta). Co-expression of NG2 with Olig2 and
PDGFRalpha was observed in up to 80% with variable patterns of
expression when compared to normal brain. 
Reviewer’s opinion: This intriguing study investigated the expression
of NG-2 in GBM in an in vitro and in vivo setting. The authors also
assessed its expression within clinical samples of GBM using
immunocytochemistry. The identification of specific patterns of NG2
expression within clinical samples may identify a subset of patients
with highly proliferative, and therefore, more aggressive disease.
Further studies in order to assess NG2 expression within clinical
material, and its relationship to other markers of cell proliferation,
would be of value.  Furthermore, targeting specific pathways within
proliferating GBM cells may provide an avenue for the development of
novel therapeutics. – SB
NG2 expression in glioblastoma identifies an actively
proliferating population with an aggressive molecular
signature. 
Al-Meyhani MTF, Grenfell R, Narita M, Piccirillo S, 
Kenney-Herbert E, Fawcett JW, Collins P, Ichimura K, Watts C. 
Neuro-Oncology • 2011;13(8):830-45.

GD3 pathway and Glioblastoma    
GD3 is a ganglioside which forms an integral part of the plasma cell
membrane. In the developing brain GD3 Is involved in regulating
cellular migration and apoptosis. In the mature brain GD3 expression
is limited.  However, there is growing evidence GD3 may be involved in
tumour growth and maintenance. Furthermore, GD3A, the acetylated
form of GD3, may inhibit apoptosis and therefore promote tumour cell
survival. In this study the authors investigated the apoptotic effects of
adding haemaglutinin esterase (HE), a de-acetylating agent, to 4
different Glioblastoma (GBM) derived cell lines. Interestingly they also
investigated the efficacy of using baculovirus as a vector for potential
HE delivery into the cell. 

There was a reduction in GD3A in all of the 4 GBM cell lines treated
with each of the 3 different regimens employed (exogenous HE,

transfected monolayer and transduction with AcHE-CMV P<0.05).
Using a cell viability assay, all 4 GBM cell lines showed a statistically
significant reduction in cell viability when compared to the normal
astrocytic cell line where viability was close to 100% (P<0.005).
Furthermore, there was also induction of apoptosis in all GBM cell lines
with the greatest results (55% apoptosis rates), seen within the SNB-
19 GBM lines transduced with HE (AcHE-CMV). In addition, 48% of
GD3 positive cells co-expressed Annexin V indicating early induction of
apoptosis. There was also induction of mitochondrial mediated
apoptosis.  Using a Modified Transwell Boyden Chamber, there was no
evidence of increased cellular invasion within the HE treated cell lines
and results suggested an inverse relationship of intracellular GD3
expression with invasive potential. 

Reviewer’s opinions: The authors have shown that targeting the
GD3 acetylation pathway selectively induces apoptosis and reduces cell
viability within GBM cell lines. They also illustrate a novel therapeutic
approach for drug delivery into tumour cells and discuss some of the
pros and cons of vector based delivery systems. Whilst promising, the
therapeutic potential of such systems needs validated within an in vivo
setting. – SB
Targetting the GD3 acetylation pathway selectively
induces apoptosis in glioblastoma.
Birks S, Danquah JO, King L, Vlasak R, Gorecki DC,
Pilkington GJ. 
Neuro-Oncology • 2011;13(9):950-60.

Bevacizumab and outcome in Glioblastoma    
Antiangiogenic therapies have been somewhat controversial in recent
years. Bevacizumab (an anti- VEGF antibody) has shown improved 6
month Progression Free Survival (PFS) in some studies of Glioblastoma
patients (GBM) with conflicting overall survival (OS). In this
observational study, 36 patients with recurrent GBM (including 3
GBMs with oligodendroglial component, 2 secondary GBMs and 2
gliosarcomas) were treated with Bevacizumab (10mg/kg bi-weekly)
and followed up with MRI at 8 weekly intervals. The images were
screened for new hyperintense T1 weighted pre contrast lesions and CT
imaging was also carried out were available. This was a non
interventional study therefore treatment regimens were decided by the
primary clinician. 78% of patients received chemoradiotherapy and
16% had radiotherapy alone. 2 of the 36 patients were lost to follow
up. The overall response rate was 66.7%. 61.1% (22) of patients
developed new T1 hyperintensive lesions with median time to
development 55 days. There were 14 cases in which the MRI lesions
were confirmed as calcifications on CT scan. However CTs were not
carried out in every case and pre/post treatment CT scans were only
available in 19 patients. Based on the MRI findings, median PFS was
3.5 months (95%CI 2.9-4.1) for patients without T1 hyperintense
lesions compared to 5.8 months (95%CI 4-7.6) in those with new T1
hyperintense lesions (P<0.001). Similarly, OS was 5.0 months (95%CI
2.4-7.5) in patients without new lesions compared to 9.7 (95% CI 6.6-
12.7) in those with new lesions (P<0.006). The 12 month OS was
9.4% versus 33%respectively. There was also a statistically significant
correlation between patients with therapy induced MRI lesions and
overall treatment response (P<0.0001).
Reviewer’s opinions: This small study has shown the development of
T1 hyperintense lesions in GBM patients following treatment with
Bevacizumab. This was an observational, non interventional study in a
relatively heterogeneous group of patients (in terms of histological
diagnosis and treatment regimens). However, the results are intriguing
and suggest that blocking VEGF activity may induce tumour
calcification, which is a potential radiological marker of treatment
response. - SB
Bevacizumab induced tumour calcifications as a
surrogate marker of outcome in patients with
glioblastoma.
Bahr O, Hattingen E, Reiger J, Steinbach JP
Neuro-Oncology • 2011;13(9):1020-9.

Journal Reviews
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News update
Latest developments on products and services from the industry. To have your news included contact Patricia McDonnell on
patricia@oncologynews.biz or T/F:+44 (0)288 289 7023.

GE Healthcare showcased its commitment to
strengthening cancer diagnosis at the European
Multidisciplinary Cancer Congress 2011. On display
at GE’s booth was an exclusive combination of In-
Vivo and In-Vitro diagnostics solutions in the
industry today. These comprehensive solutions will
offer new insights to help address breast cancer,
lung cancer, interventional oncology, radiation
oncology & oncology workflow.

Alongside a GE $100m open innovation
challenge www.healthymagination.com/challenge,
GE Healthcare recently announced its plans to
dedicate $1 billion of its total R&D budget over the
next five years to expand its advanced cancer
diagnostic and molecular imaging capabilities, as well as its world-class
technologies for the manufacture of biopharmaceuticals and for cancer
research.

GE Healthcare is seen as a leader in
diagnostic imaging for the detection of
cancer and as a leading provider of
technologies for cancer research and
biopharmaceutical manufacturing. In
recent years, the company has
significantly expanded its presence in
the oncology arena through strategic
acquisitions, including Amersham plc.
(2004), Biacore International AB
(2006), Wave Biotech LLC (2007),
MicroCal LLC (2008), Clarient (2010),
Applied Precision (2011) and a joint
venture Omnyx (2009).

For further information contact: Allison J Cohen, Global Public
Relations Manager, Oncology GE Healthcare, T: +972 547 299 742, 
E: allison.cohen@ge.com

The new range of Nikon upright clinical
microscopes has evolved to meet the
demand for ergonomic, eco-friendly and
easy-to-use imaging systems.  Offering
world-class optics, long-life LED
illumination, motorisation and simple one-
touch operation for microscope control
and image capture, the versatile Eclipse Ci
and Ni upright microscopes are ideal for all
clinical microscopy needs.

The Eclipse Ci series comprises the top of
the range motorised Ci-E model, perfect for
all applications, the eco-friendly manual Ci-
L with LED illumination and basic halogen
Ci-S model.  The Ci series provides full
image control via the new DS-L3 camera
control unit, superb ergonomics including
control buttons on the side of microscope

for ease and comfort, as well as a
nosepiece spacer to match personal
posture.  Enhanced features also
include an LED pointer for the
teaching head, wear and scratch
resistant ceramic and dry-film surface
stages and a small footprint. 

Ideal for applications that require
frequent magnification switching, the
Ci-E is equipped with six position
motorised nosepiece switching and
automatic intensity adjustment, as
well as eco-friendly LED illumination.  

For further information contact
Nikon Instruments Europe: 
T: +44 (0)208 247 1718, 
E: info@nikoninstruments.eu 
W: www.nikoninstruments.com/Ci

Nikon launches eco-friendly clinical microscope series

GE Healthcare Spotlights its Commitment to Advancing Cancer Care 

Cancer experts from around the world
gathered in Berlin recently to hear of
advances in radiotherapy that are
bringing additional treatment possibilities
for cancer patients. More than 450
oncologists, physicists and radiotherapy
practitioners are at the two-day Berlin
Oncology Summit, organized by Varian
Medical Systems, to share experiences
and highlight the expanding use of
radiotherapy and radiosurgery to treat an
increasingly wide range of cancers. 

Key sessions at the event look at ten
years’ worth of data since the first IMRT
(intensity modulated radiotherapy)
treatments in Europe, as well as
advanced clinical applications using
higher dose delivery systems such as
Varian’s TrueBeam™ linear accelerator
and the growing practise of hypo-
fractionated stereotactic body

radiotherapy or stereotactic ablative
radiotherapy treatments for prostate cancer. 

Professor Volker Budach, head of the
Clinic for Radio-oncology and Radiotherapy
at the Campus Virchow-Klinikum and
Campus Charité Mitte of the famous
Charité Universitätsmedizin Berlin, who is
delivering the keynote address at the
oncology summit, says, “We continue to
see great strides in radiotherapy technology
and treatment delivering techniques that
improve precision, bring down treatment
times and make radiotherapy a feasible
treatment for many more tumor sites.
Events such as this summit enable
oncologists from around the world to
reveal outcomes and share best practices.”       

For further information contact: 
Neil Madle, Varian Medical Systems, 
T: +44 (0)7786 526068 
E: neil.madle@varian.com

Advances in Radiotherapy Detailed at Cancer Summit Organized by Varian 
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The DySIS (Dynamic Spectral Imaging System)
digital colposcope measures and maps cervical
pre-cancers, eliminating the subjectivity of
conventional colposcopy and significantly
increasing the detection rate for cervical lesions. 

Clinical evidence in the EU shows that with
conventional colposcopy as much as 51% of
patients with high grade cervical cancer can be
missed. With DySIS this figure was reduced to
just 21%1. Other clinical tests have shown
DySIS to be 88% sensitive compared to 55%
for conventional colposcopy2. 

The new DySIS digital colposcope provides
clinicians with much more accurate
information from which to make a diagnosis
than conventional colposcopy. The results are
better care for patients with reduced medical
risks caused by inaccurate or uncertain
diagnosis.  Professor Vesna Kesic, Belgrade,
Serbia & President Elect of the European

Society of Gynaecological Oncology says: “In
my opinion, the main practical value of DySIS
will be in improving the specificity of
colposcopy by quantative assessment and
mapping of atypical findings on the cervix,
thus decreasing false positive findings and
unnecessary treatment".

For further information visit
www.dysismedical.com

References 
1 Soutter et all, CCR 2009

Link to journal:
http://clincancerres.aacrjournals.org/content/15/5/1814

2 Dynamic Spectral Imaging Colposcopy: Higher sensitivity
for detection of premalignant cervical lesions - Louwers et
al, BJOG, 2011

Dramatically increase the early detection of cervical
cancer

Stago’s Global Haemostasis Solution ensures high quality technical support 

Stago is an internationally recognised,
independent company dedicated to the
field of haemostasis. The Company has
more than 60 years of experience in
developing new reagents, systems and
solutions to provide biologists and
clinical practitioners with effective
diagnostic tools. 

The Company’s Global Haemostasis
Solution – offering a UK ¬based
haemostasis hotline, application
support, after sales care and training
services – provides customers with
reliable, efficient instruments and
reagents, backed up by a dedicated
support team. Stago’s knowledgeable
technical specialists are able to resolve
over 80% of queries by telephone, as

well as providing on-site visits if necessary. In
addition, highly trained application specialists
are available to offer advice regarding system
installation and application troubleshooting,
and also provide both on- and off-site customer
training.

Nigel Seager, Technical Service Support
Manager at Stago, said: “Simply having the
right systems and reagents is not sufficient. We
aim to use our knowledge and expertise to its
full potential, generating total customer
satisfaction by providing premium service and
support to our clients.”

For more information contact: 
Diagnostica Stago UK Ltd, 
T: +44 (0)845 054 0614, 
F: +44 (0)845 054 0625, 
W: www.stago-uk.com

Nottingham University
Hospital treats first
patient with new
VMAT radiation 
technique 

Nottingham University Hospital has treated its
first prostate patient using a new treatment
procedure in clinical routine, Nucletron’s
Oncentra VMAT (Volumetric Modulated Arc
Therapy).   Together with Nucletron’s
development resources, physicians and
medical physicists at Nottingham performed
all the necessary preparations for introduction
of the new method into clinical routine in
September 2011.   VMAT reduces treatment
time and IMRT can significantly reduce the
risk of serious side effects, potentially
improving tumour control for patients.

Keith Langmack, Head of Clinical
Radiotherapy Physics at Nottingham University
Hospitals comments, “We achieve the shorter
treatment time by moving the linear
accelerator continuously around the patient
during radiation.   At the same time, we can
change the speed of this movement, strength
of radiation and the shape of the radiation
field throughout the procedure, resulting in
optimal treatment.    In conformal therapy or
standard IMRT treatments the radiation is
given only from certain angles.  During the
move from angle to angle, the beam has to be
switched off again and again.” 

For further information visit:
www.nucletron.com 
E: helen.hanratty@uk.nucletron.com 
T: + 44 (0)7764 831828.

Oncentra VMAT treatment plan.

Varian Medical Systems ranked first in overall
performance among oncology information
system vendors in a 2011 performance report
released last month by KLAS, a research firm
that specializes in monitoring and reporting on
the performance of healthcare technology
vendors.1 Varian's ARIA® software, which is
designed to manage a range of clinical,
administrative, and financial activities in the
multidisciplinary cancer treatment setting, rose
by eight percentage points above its 2010
score, capturing the top spot for 2011.

"Varian is proud to have ranked number one
in KLAS's annual survey for three out of four
years," said Dow Wilson, president of Varian's
Oncology Systems business. "We were
particularly gratified this year to see that 94
percent of the customers surveyed would buy
ARIA again, and 96 percent see ARIA as part of
their long-term plans."

"Varian has improved across the board, and
customers are taking notice," said Monique
Rasband, author of the report.  "Customers like

the end-to-end workflow capability for
oncology and the fact that integration is being
built into the software upgrades.  ARIA's ease
of use is also a highlight."
1. "Oncology IS 2011: Integrating the Island," August, 2011.
© 2011 KLAS Enterprises, LLC. All rights reserved.
www.KLASresearch.com

For further information contact: 
Neil Madle, Varian Medical Systems,
T: +44 (0)7786 526068,
E: neil.madle@varian.com

Varian's ARIA ranked no.1 in 2011 KLAS report 
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Varian Medical Systems, a
world leader in radiotherapy
and X-Ray imaging
technology, is announcing
the publication of its first
comprehensive Corporate
Social Responsibility report,
detailing the company’s
policies and achievements in
extending care, protecting
resources and helping to
save lives. The ‘Varian
Sustainability’ Report has
been produced as part of
the wider investment to
continually improve
sustainability performance and transparency.

“We have a responsibility to achieve our
business goals in a socially and environ-
mentally responsible manner,” says Tim
Guertin, chief executive officer of Varian
Medical Systems. “While our company

continues to develop better
therapeutic capabilities for
fighting cancer and other
diseases as well as better
components for X-Ray imaging,
we strive to do so in ways which
extend access to advanced care,
improve clinical outcomes,
optimize safety and make a
positive impact on the
communities where we
operate.”

In 2010, Varian commenced
a company-wide undertaking to
examine sustainability perfor-
mance and identify challenges

and opportunities to be addressed over time.
This effort involved the close participation of
senior leaders from all divisions, key
geographies, and core functions. 

For further information visit 
W: www.varian.com/sustainability. 

Varian publishes first sustainability report 

Before Manchester’s The Christie NHS
Foundation Trust opened its satellite
radiotherapy clinic in Oldham in 2010,
patients in north Manchester and further
north had to daily negotiate the typically
traffic-jammed M60 motorway ringing the
city and make their way further in to
Withington in Manchester’s south suburbs.
The roundtrip could take three hours for
distances ranging only a few kilometers. By
establishing a satellite center in Oldham The
Christie has dramatically improved access to
radiation therapy services and commute
times for patients in the expansive region of
Greater Manchester, encompassing north
Manchester, Oldham, Bury, Middleton,
Rochdale and Tameside.

The Christie at Oldham has used advanced
techniques, such as Intensity Modulated
Radiation Therapy (IMRT) and Image Guided
Radiation Therapy (IGRT), to treat more than
1,600 patients since March 16, 2010, averaging
37 patients per day on each of its two Elekta
Synergy® treatment systems. Elekta’s MOSAIQ®

Oncology Information System connects the
Oldham centre with The Christie in Manchester,
enabling bi-directional transmission of patient
records and treatment plans.

“We’re a ‘true’ satellite, networked
completely with, and dependent on, the
main site in Manchester, with information
passing to and from the two centers. says
Julie Davies, lead radiographer. 

For further information contact: 
Patrick Greally, Elekta Limited,
T: +44 (1293) 654 462 
E: Patrick.Greally@elekta.com

Satellite radiotherapy
clinics are lifelines for
UK cancer patients

UK’s first TomoTherapy user meeting a huge success

The first TomoTherapy UK User Group meeting
took place at The Moller Centre in Cambridge.
Delegates included individuals from each of the
seven hospitals where TomoTherapy Hi-Art and
TomoHD treatment machines are installed;
Oncology Systems Limited, the UK and Ireland
distributors and Accuray Incorporated, the
machines’ manufacturers.

The two day conference brought together
staff from all disciplines including clinical
oncologists, radiotherapy physicists, dosimetrists
and radiographers.  The meetings saw the
sharing of best practice and the chance to see
how each of the centres is using TomoTherapy.
Newer centres, such as Queen Elizabeth Hospital
Birmingham, where the UK’s first TomoHDs have
just been installed, rubbed shoulders with more

experienced users, such as Cromwell Hospital,
which was the first in the country to treat on
TomoTherapy.  

Over the two days many interesting sessions
were held, including UK hospitals already treating
patients on TomoTherapy comparing their plans
for the treatment of three individual cases: prostate
and nodes, head and neck and craniospinal.  The
highlight of the meeting was the ground breaking
application of TomoTherapy for Total Marrow and
Lymphatic Irradiation or TMLI. The first case of an
adult all patient treatment took place at
Addenbrooke’s this summer. 

Contact: Oncology Systems Limited,
T: +44 (0)1743 462 694 
E: enquiry@osl.uk.com
W: www.osl.uk.com

TomoTherapy UK User Group Meeting committee
(L to R): Peter Dunlop (Chair), James Cook;
Judith Christian, Nottingham; Julie Mead, OSL;
Tony Greener, Guys & St Thomas; Mark
Elsworthy, Bupa Cromwell; Neil Burnet,
Addenbrooke's.

Vector Laboratories new catalogue 
Vector Laboratories new catalogue is more than a
product listing.  It contains valuable information about
techniques, applications and innovations that are
valuable to any researcher using immunological
techniques.  Vector Laboratories produce high quality
reagents for immunohistochemistry, immuno-
fluorescence, immunoblotting and molecular biology. In
addition, Vector is recognized as a key producer of
lectins. Some of the new products featured in the
catalogue include: 

• BLOXALL™ Solution, a dual enzyme reagent that
simultaneously inactivates endogenous peroxidase
and alkaline phosphatase in formalin-fixed, paraffin-
embedded tissue sections and frozen sections.

• DyLight® fluorescent dyes are direct alternatives to traditional fluorophores such as fluorescein
(FITC) and rhodamine. Vector Labs have introduced DyLight® conjugated to affinity-purified
secondary antibodies and streptavidin for use in a variety of applications.

• A new range of high affinity and highly purified antibodies against Digoxigenin/Digoxin (DIG)
has been generated for use in in situ hybridization techniques. These include Anti-DIG
antibodies labelled with DyLight® 488, or DyLight® 594.

To order a catalogue or for any other information contact Vector on (+44) 1733 237999 or 
E: technical@vectorlabs.co.uk   
UK website: www.vectorlabs.co.uk or corporate website: www.vectorlabs.com
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LGC Standards, one of the world’s
leading suppliers of reference materials,
has launched the LGC Standards’
webshop (www.lgcstandards.com/
shop), initially offering over 26,000
products from 65 suppliers and
destined to become the most
comprehensive online source of
reference materials available.

The newly launched webshop offers
easy access to the most popular of
LGC Standards’ 100,000 products,
which include the Company’s
extensive range of analytical standards
and reference materials. With new
products being continuously added,
the current online range includes

standards for pharmaceuticals and impurities
analysis; food and environmental studies;
clinical, forensics and sports testing;
phytochemicals; and industry and metals. An
intuitive search engine enables customers to
locate products by name, code, analyte,
chemical formula, matrix or Chemical Abstracts
Service number, and provides customers across
the world with status tracking and delivery date
confirmation for all active orders. The new site
also includes a convenient resource centre –
with product-specific posters, case studies,
articles and flyers – as well as information on
new products and up-to-date industry and
company news. 

To start using the online ordering service
visit www.lgcstandards.com/shop

LGC Standards launches major online source of reference materials

Nikon launches new upright microscope 

Nikon Instruments has launched the
ultimate in clinical research upright
microscope evolution – the Eclipse Ni-U.
Designed with core technology used in
Nikon’s renowned Eclipse Ti inverted
research microscope concept, the highly
evolved manual Ni-U is designed to meet
the needs of all advanced bioscience and
clinical research.  The flexibility provided by
motorisation capability and multi-mode
operation, combined with high optical
quality as well as improved ergonomics,
provide access to all the major imaging
techniques and observation methods.

Nikon’s highly acclaimed proprietary
stratum structure has now been
incorporated in this upright microscope.
The structure enables optical paths in two

tiers, providing complete flexibility with efficient
system configurations and custom combinations
according to application.  A choice of stackable
turrets is available for epi-fluorescence – manual,
intelligent and motorised.  The Ni-U offers high
intensity 100W illumination with built-in fly eye
optics for even illumination and further superior
optical performance is ensured through Nikon’s
CFI Plan Apochromat Lambda series objectives.
Transmission and chromatic aberration
correction have been improved throughout the
wide range of visible to near IR wavelengths
(950nm), allowing use of various fluorescent
reagents. 

For further information contact Nikon
Instruments Europe: T: +44 (0)208 247 1718,
E: info@nikoninstruments.eu   
W: www.nikoninstruments.com/NiU

Varian Medical Systems has been awarded a contract to supply eight
TrueBeam treatment systems to hospitals in Scotland as part of a major
nationwide procurement program. The award also involves two Clinac®

iX linear accelerators, ancillary equipment and software from Varian. 
The new equipment will replace ageing treatment machines at

radiotherapy departments in Glasgow, Edinburgh, Dundee, Aberdeen
and Inverness. “This is a major replacement program aimed at refreshing
our stock of radiotherapy treatment machines across Scotland.” says
NHS National Services Scotland’s Procurement Manager (Equipping and
Technical) and project lead John Slater. 

Gary Currie, medical physicist at West of Scotland Cancer Centre in
Glasgow, said, “These new machines represent the latest in linear
accelerator technology and they will enable Scotland’s radiotherapy
departments to introduce cutting-edge treatments for the benefit of the
country’s cancer patients.”

He said clinicians in Scotland aim to offer advanced image-guided
RapidArc® intensity modulated radiotherapy (IMRT) treatments to 30%
of patients within 12-18 months. IMRT enables dose to be delivered
more precisely to the tumor than systems without IMRT and reduces

dose to healthy tissue. RapidArc enables IMRT to be delivered in less than
two minutes rather than the 15-20 minutes needed for conventional
IMRT treatments.  

For further information contact: Neil Madle, Varian Medical Systems, 
T: +44 (0)7786 526068, E: neil.madle@varian.com

Varian books $88 million order to equip Proton Treatment Centre

To have your news item included in this section contact 
Patricia on patricia@oncologynews.biz
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Driven by patient demand, brainstrust has launched
an easy to use, up to date and comprehensive
database of UK brain tumour clinical trials.

The new area builds on the brain tumour hub
(www.braintumourhub.org.uk), which already hosts a
comprehensive database of brain tumour support
services. The tool has been developed with patients,
and answers an unmet need for an easy to use
database of trials information. The content itself has
been produced in collaboration with the NCRI, neuro-oncology
healthcare professionals and researchers from across the country.

Researchers and clinicians can also complete a form on the site and
request that their trial information be updated and or added. brainstrust

will review and re-validate the trials information
regularly, with the ability to add new information
quickly a key feature of the site.

Commenting on the launch, Colin Watts, Clinical
Senior Lecturer in Neurosciences at Cambridge
University said, “Information empowers patients by
placing themselves firmly at the centre of their own
care; it also empowers clinicians by helping them to
direct patients to resources that can help them fight

brain cancer and recruit into clinical trials. The Brain Tumour Hub is a
significant contributor to this enhanced process of care and is to be
welcomed."

For further information visit www.braintumourhub.org.uk

New brain tumour clinical trials database live

The Spiro Dynr X (SDX) is a breathing control
system for radiation therapy that enables the
reproducible positioning of the tumour from
medical imaging through to the final session of
the treatment, limiting excessive irradiation of
healthy tissues and contiguous organs.
Following three phases it is ideal for all patients
under going breath hold therapies especially
lung, breast and liver techniques.

Working in three phases:

THE VOLUNTARY BREATH HOLD 
The patient learns to use the spirometer, and

the optimal breath hold level is determined
according to the patient’s respiratory capacity.
The patient is then able to voluntarily
reproduce the breath holds at the same
pulmonary volume level during each
subsequent medical imaging and radiotherapy
session.

IMAGING
The SDX’s ergonomics are expressly designed
for passage through all existing scanners. The
voluntary breath hold method makes it
possible to obtain high quality images in
which the effects of respiratory movement are
minimized, thus contributing to optimized
dosimetry planning.

TREATMENT
During each Radiation Therapy session, the
patient produces several breath holds, lasting
from a few to approximately 20 seconds. The
use of video goggles provides the bio-
feedback to the patient indicating when and
for how long to produce the breath hold.

For further information contact:  
Oncology Imaging Systems Ltd 
T: +44 (0)1825 840633,   
F: +44 (0)1825 841496, 
E: sales@oncologyimaging.com 
W: www.oncologyimaging.com  

OIS introduces the Spiro Dynr X into the UK

OIS sign new contract with EPIdos 
Oncology Imaging Systems Ltd are pleased to
announce the signing of a contract with
EPIdos for the UK and Ireland distribution
rights for the Epiqa range of EPID based
dosimetry products.

Epiqa is a unique programme built on a
combination of 4 independent software
modules, ARTEMIS for RapidARC QA and
RapidARC machine commissioning; HERA for
IMRT plan and Dynamic MLC quality
assurance; ATHENA for machine and TPS
commissioning and QA; And HERMES for
Treatment planning system algorithm
evaluation.

Some of the main features of Epiqa include,
• Comparison of the calculated dose of IMRT

field with the delivered dose.
• Comparison of the calculated RapidArc

dose with the delivered dose.
• Clinac and MLC QA of RapidArc delivery.

• Comparison of the planar dose matrices –
comparison of the TPS results using
different algorithms or calculation options.

Epiqa utilises the GLAaS image to dose
algorithm rather than PDIP algorithms as this
is a truly independent method of verifying the
dose distribution calculated by a treatment
planning system and verification of the
delivery device performance.

The advantage of this approach is that it
makes it possible to not only evaluate the
performance of the delivery system but also of
the calculation algorithm used to calculate
final dose distribution within the patient.

For further information contact:  
Oncology Imaging Systems Ltd 
T: +44 (0)1825 840633, 
F: +44 (0)1825 841496, 
E: sales@oncologyimaging.com 
W: www.oncologyimaging.com  

UK’s first nationally
accessible brain tumour
tissue bank
The UK’s first wholly accessible brain tumour
tissue bank launched in September at the
Southern General Hospital, Glasgow.  The
first of its kind to act as a repository of clinical
information for all scientific, academic and
commercial researchers across the UK.  

The resource is both unique and exciting
because through the bio-repository
framework the material has full consent
attached already along with full clinical
information, including patient outcome and
treatment. The Hospital is also open to
working with any investigator to secure
material they need for their specific projects,
so if the way tissue is collected doesn't suit it
can be modified in a project-specific manner.

The initiative has been made possible by
the charity brainstrust and the fundraising
efforts of supporters, Anita and Colin Smith
who have raised over £60 000 in memory of
their daughter Charlotte, who died from a
brain tumour.

Professor Anthony Chalmers, Chair of
Clinical Oncology at the University of
Glasgow, and the project lead, says, “We
hope this resource will transform research
into brain tumours and serve as a source of
material for researchers in the community
throughout the UK. The heterogeneity (lack
of uniformity) of brain tumours means that
we need to understand the challenges and
possibilities of personalised medicine – this
brain tumour tissue bank is one step on our
way to achieving this.”
To find out more,visit www.brainstrust.org.uk 
or T: +44 (0)1983 292405.

Anthony Chalmers, Professor of Clinical Oncology,
University of Glasgow (left) with the plaque to mark the
opening of the new bank, presented by brainstrust
Director, Helen Bulbeck (second from left).
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