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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

CONFERENCE NEWS

T he second annual John Fitzpatrick 
Irish Prostate Cancer Conference, 
previewed in the Jan/Feb 2016 

issue of  Oncology News, took place at 
the Aviva Stadium on the 21st & 22nd of 
April 2016 (weblink). Leading Irish, UK, 
European and International healthcare 
professionals came together to hear 
and discuss the latest developments in 
prostate cancer research. The programme 
consitisted of 5 integrated lecture 
sessions and two panel discussions. As 
befitting of the stature and international 
reputation of urologist Professor John 
Fitzpatrick and the esteem in which he 
was held the programme contained 
leading edge presentations from those at 
the forefront of Prostate Cancer Research 
nationally in Ireland and internationally. 
The Conference also provided the 
opportunity (on the second day) for Dr 
Rob O’Connor, Director of Research at 
The Irish Cancer Society, and Dr Chris 
Sweeney, Dana-Farber Cancer Institute, 
Boston, to announce the award of the 
first Professor John Fitzpatrick Fellowship 
to Dr Emma Allott (pictured below). 
Dr Allot will investigate the role of 
cholesterol metabolism in prostate cancer 
in this the first research initiative that 
forms part of a Boston-Ireland prostate 
cancer collaboration.  It was fitting that 
members of Prof Fitzpatrick’s family 
were present during the brief award 

ceremony in which Dr O’Connor made an 
impassioned plea for research to remain 
at the foundation of all prostate cancer 
efforts. 

The Conference began with a 
Diagnostics-themed first session and a 
comprehensive and authoritative overview 
of “Smarter Prostate Cancer Screening 
and Detection” by Stacy Loeb (NYU, 
New York). Citing NCCN guidelines for 
biopsy indications Dr Loeb remarked 
that ‘combinations of multiple markers 
can improve their predictive value’. Loeb 
finished her talk with a heartfelt photo 
slideshow tribute to her close friend John 
Fitzpatrick.

In the following presentation 
internationally trained pathologist and 
research Stephen Finn (Trinity College 
Dublin, Dublin) introduced the role 
of obseity and metabolic syndrome in 
prostate cancer and described recent 
excercise intervention research studies 
that are underway and noted that more 
rigorous exercise regimes are on the 
way for participants of the forthcoming 
Movember GAP5 exercise intervention 
study. Next, Jelle Barentsz (Radboud 
University Nijmegen Medical Center, 
Nijmegen), in the first of his talks at 
the conference discussed the use of 
multi-parametric MRI in prostate cancer 
detection. Since 2005 he has seen a 
14-fold increase in mpMRI referals at 
his clinic and noted that education and 
training are key for radiologists to avoid 
missing lower grade cancers.

Jeremy Clark (University of East 
Anglia, Norwich) opened the Emerging 
Biomarkers session by introducing the use 

of RNA probes for detecting biomarkers 
in tissue and more recently in urine, the 
latter which formed  part of the now 
completed Movember GAP1 biomarker 
programme. Sue Slovin (MSKCC, New 
York) reviewed immune and autoimmune 
biomarkers and stressed the need to 
maximise currently available agents to 
justify their utility. This proved to be 
a suitable introduction for Emmanuel 
Antonarakis (Johns Hopkins Sidney 
Kimmel, Comprehensive Cancer Center, 
Baltimore) to discuss androgen receptor 
variants as treatment selection markers. 
His research into the AR-V7 splice has 
shown that CRPC patients are resistant to 
hormone therapy with enzalutamide and 
abiraterone. Alternative therapies need to 
be utilized for these patients, and rapid 
detection of these biomarker variants is 
crucial.

The first panel discussion was chaired 
by Joe O’Sullivan (Queen’s University 
Belfast) and featured an all-star 
multidisciplinary team of 2 surgeons, 
2 medical oncologists, and 1 radiation 
oncologist. The first case study, which 
O’Sullivan had dubbed “the easy one”, 
caused considerable debate among 

2nd John Fitzpatrick Irish Prostate Cancer Conference
Date: 21-22 April 2016. Venue: Dublin, Ireland. Report by: Emma Leacy, Claire Tonry and Stephen R Pennington (UCD Conway Institute, University 
College Dublin, Ireland).
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the group. By the 3rd case study the team were in agreement 
about the need to correct MRI setup disparities across centres 
and to thoroughly discuss the pros and cons of each treatment 
choice with their patients. As Chris Sweeney noted early on 
in the vibrant, entertaining and educational discussion, there 
is convincing evidence that patients do better when they are 
involved in the treatment decision making process.

Day 2 of the conference began with Session 3 on Trials & 
Outcomes.  David Galvin (Mater Misericordiae University Hospital, 
Dublin) introduced IPCOR (Irish Prostate Cancer Outcomes 
Research) and its patient-centered approach to collecting data 
using mobile and web apps as part of its strategy to provide 
hospitals and policy makers with the information reporting 
needed to inform future healthcare decisions that affect prostate 
cancer care in Ireland. Next up was radiation oncologist John 
Armstrong (John Armstrong, St. Luke’s Hospital, Dublin). 
John described the beginnings and growth of ICORG – the All 
Ireland Clinical Oncology Research Group – which he (Radiation 
Oncologist) and Prof John Crown (Molecular Oncologist) founded 
in 1996. His excellent presentation ended with an emphasis 
on the need for teamwork and a Monty Pythonesque tribute 
to the substantial achievements of ICORG. Asking “What has 
ICORG ever done for us?” he noted that ICORG led trials and the 
work of ICPORG investigators have been instrumental in many 
improvements in Prostate Cancer treatment in Ireland including 
3D scans and intensity-modulated radiation therapy becoming 
routine in clinical practice in the country. Paul Cathcart (Guy’s 
and St. Thomas’, London) in his description of the impressive 
UK National Prostate Cancer Audit noted that it had highlighted 
the disparities between cancer care in different locations around 
the UK and this was further emphasised by John Kelly (University 
College London, London) who graphically revealed how age 
adjusted mortality improves in prostate cancer surgery as you 
travel West to East along one of London’s main Underground 
Lines – one year per Underground Station. John described their 
advanced Quality Assurance efforts for systematic training, 
development and monitoring of urologists performing robotic 
surgery and their progress in achieving reduced geographic 
variations in patient outcomes.

Session 4, a Multidisciplinary Plenary Session, began with Chris 
Sweeney comparing the hetergeneous nature of prostate cancer 
to “50 Shades of Grey”. In his lively and detailed presentation 
he described advances in chemo-hormonal therapy and the 
hugely impactful CHAARTED trial he coordinated. Michael Blute 
(Massachusetts General Hospital, Boston) continued on from 
Loeb’s Day 1 discussion on biomarkers and focused attention 
on the impact of PSA screening. Blute described how he is 
cautious about the “all or nothing” approach to the use of PSA 
as screening tool and the impact the USPTF recommendations 
on PSA screening are having on the stage at which men are 
now diagnosed with and present for treatment in the US. The 
presentations moved from screening to translational research 
with David Waugh (Queen’s University Belfast) speaking about 
the use of inflammatory signals as targets for treatment 
describing the role of IL-8 in PTEN-deficient patients as an 
example. In the next presentation Gerard Morton (Sunnybrook 
Health Sciences Centre, Toronto) used an analogy of a bear in 
the water (and a photograph of a personal kayak-based real life 
encounter with the same!) to introduce the  need to sometimes 

change direction and the considered the question of whether 
brachytherapy should become the preferred treatment for 
localized prostate cancer. Gerard highlighted its superior outcome 
when used alone in patients with low-risk disease compared with 
external beam radiation therapy.

Robert Nadler (Northwestern University Feinberg School of 
Medicine, Chicago) began the 5th and closing session on ‘ Trends 
in Management’ by noting the popular opinion that high volume 
equates to high skill and how some argue that trainee urologists 
need to perform multiples of thousands of biopsies a year and  
greater than 10’s of radical biopsies a day to become proficient. 
He also discussed, with Blute, the relative merits of robot assisted 
versus open prostatectamy methods and urged surgeons to 
utilize the Rocco Stitch to improve urinary incontinence. Peter 
Hoskin (Mount Vernon Cancer Centre, Middlesex) joked that 
other speakers had already given most of his presentation but 
he was still able to deliver an attention grabbing and compelling 
presentation that included discussion on the use of the cyberknife 
and high dose radiation. In the second of his presentations, Jalle 
Berentz introduced new imaging techniques and demonstrated 
their role through various case studies. Finally, self-proclaimed 
survivorship physician John Mulhall (MSKCC, New York), 
closed the session by lamenting the lack of evidence provided 
by commercial enterprises promoting therapies for erectile 
dysfunction (ED) and the difficulties that the placebo effect has 
on evidence-based assessment of any  ED therapies.

The closing panel discussion was chaired by Paul Sweeney 
(Mercy University Hospital, Cork) and in a series of case studies 
the assembled panel of experts (Emmanuel Antonarkis, Paul 
Cathcart, Peter Hoskin, Stacy Loeb and Thomas Lynch (St. 
James’s Hospital, Dublin)) insisted on learning more about 
each individual patient’s condition before making ‘hasty’ 
decisions about the best treatment options. The differences 
in opinions about treatment decisions from these key opinion 
leaders could be seen as highlighting the need for further 
collaboration among multidisciplinary teams when making 
treatment decisions and for new improved decision making 
tools. One thing everyone agreed on was the need for a patient 
focussed approach to information sharing and treatment 
discussion.  An appropriate conclusion to this second John 
Fiitzpatrick Prostate Cancer Conference. The dates of the 3rd 
John Fiitzpatrick Prostate Cancer Conference will be announced 
on the conference website and in Oncology News.
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Intralesional therapy combined with 
checkpoint inhibitors here to stay in 
melanoma
In melanoma intralesional therapy, 
whether monotherapy or in combination 
with checkpoint inhibitors, is clearly 
here to stay, concluded a debate at the 
HemOnc today Melanoma and Cutaneous 
Malignancies Annual Meeting, March 
18-19, New York.

Speaking for the motion ‘Intralesional 
Monotherapy is here to stay,’ Merrick Ross 
(MD Anderson Cancer Center) described 
how intralesional therapy is used for 
stage IIIb/c regionally metastatic in-transit 
disease with or without nodal disease; 
stage MIa (distant skin, soft tissue and 
nodal metastases); and Stage MIa with 
low volume visceral disease. The dual 
treatment goals, he explained, are locally 
ablative therapy for local disease control 
and induction of systemic host immune 
anti-tumour activity. Ross provided an 
overview of the three main intralesional 
therapies:
• T-VEC [talimogene laherarepvec, 

OncoVEX GM-CSF]: a herpes simplex 
virus type 1. Phase 3 trial completed, 
already licensed.

• PV-10: a 10% solution of the dye Rose 
Bengal. Phase 2 trial completed, phase 
3 trial ongoing.

• Coxsackie A21 virus [Cavatak, 
viralytics]: a naturally occurring 
‘common cold’ intracellular adhesion 
molecules 1(ICAM1) targeted RNA 
virus. Phase 2 trial completed.

Each agent, Ross said, can selectively 
invade and lyse tumour cells. “You start 
with ablation of the tumour which would 
express tumour derived antigens, then 
when the tumour is destroyed, you prime 
dendritic cells to express activated T cells 
that proliferate and migrate to distant 
tumours,” he said.

For the remainder of his presentation 
Ross focused on T-VEC and PV-10, the 
agents for which he has greatest clinical 
experience.

In the phase 2 PV-10 study, involving 
80 patients, a complete response rate of 
24% was achieved in both injected lesions 
and uninjected ‘bystander lesions’, with 
a disease control rate (DCR) of 71% for 

injected lesions and 55% for bystander 
lesions. To get a good bystander response 
patients need to have a good local 
response demonstrated by the CR and PR 
bystander response being 67% for those 
with strong local responses compared 
to 5% for those with a negative local 
responses (P<0.0001).

In the phase 3 OPTiM trial, 436 
patients with injectable, unresectable 
stage IIIB-IV melanoma were randomized 
2:1 to TVEC intralesional injections 
(n=295) or GM-CSF (n=141). Results 
showed a durable response rate 
(objective response lasting for at least 
six months) was achieved in 16.3% of 
T-VEC patients versus 2.1% of GM-CSF 
patients (P<0.0001). The objective overall 
response was 26.4% for T-VEC versus 
5.7% for GM-CSF.  The risk of developing 
visceral or bone metastasis was reduced 
by 59% for T-VEC patients compared 
with GM-CSF controls. “This suggests 
some sort of systemic immune response 
has developed preventing visceral 
metastases,” said Ross.

At 12 months 73.7% of the T-VEC 
patients survived versus 69.4% of the 
GM-CSF patients, indicating survival 
trends favouring T-VEC.

Summarising the data, Ross said, 
studies in stage 3B/C melanoma patients 
show response rates are higher for 
intralesional therapies than approved 
systemic immunotherapies. Furthermore, 
grade 3-4 adverse events were lower 
for intralesional therapies. But adding 
checkpoint inhibitors, cautioned Ross, 
would change the toxicity profile. “I have 
never seen a pituitary gland disappear 
or a colon rupture with intralesional 
therapies, side effects seen with some 
checkpoint blocking agents.”

Speaking against the motion, Robert 
Andtbacka, (University of Utah) made a 

case for combining intralesional therapies 
with checkpoint inhibitors. Response rates 
with combinations, Andtbacka argued, 
are better than with either agent alone 
and combination treatment does not add 
toxicity.

In the Checkmate 067 trial of 
nivolumab plus ipilimumab, the best 
change from baseline in target lesion 
volume was 51.9% for the combination, 
versus -34.5% for nivolumab alone 
and +5.9% for ipilimumab alone. That 
40% of combination treatment patients 
experienced grade 3-4 adverse event was 
of concern.

But recent trials combining intralesional 
therapies with checkpoint inhibitors reveal 
enhanced immune responses and no 
increases in toxicity. Notably, a phase 1b 
trial of ipilimumab plus TVEC (involving 
18 patients) showed no new safety 
signals or dose limiting toxicities. The DCR 
was 72%, with durable responses in 44% 
and complete regression of uninjected 
non-visceral and visceral lesions in 39%.

The ongoing phase 3 MASTERKEY-265 
study, comparing T-VEC plus 
pembrolizumab to placebo plus 
pembrolizumab, with plans to recruit 
660 patients, it is hoped will provide 
definitive answers about outcomes and 
side effects. “Where checkpoint inhibitors 
don’t work this can be due to the lack 
of lymphocytes. Intralesional therapies 
can boost checkpoint inhibitors through 
enhancing levels of lymphocytes,” said 
Antbacka.

Planned trials exploring other 
combinations include a phase 2 of 
pembrolizumab + IL-12 electroporation, a 
phase Ib trial of pembrolizumab +CVA21, 
and a phase trial of pembrolizumab 
+-PV-10.

Sanjiv Agarwala, the meeting’s 
chairman (St. Luke’s Cancer Center) 
said, “We have to realize intralesional 
therapy is not going anywhere, it’s here 
to stay. It’s a new paradigm for potential 
combinations, and perhaps in the 
future the ultimate melanoma regimen 
is going to be an intralesional therapy 
with a systemic, checkpoint inhibitor. 
Monotherapy also is applicable to specific 
patients.”

HemOnc Today Melanoma and Cutaneous Malignancies 
Annual Meeting
Date: 18-19 March 2016. Venue: New York, USA. Report by: Janet Fricker, Medical Journalist.

Merrick Ross Robert Andtbacka
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Every year in the UK, around 1,600 
children and more than 2,000 teenagers 
and young adults are diagnosed with 

cancer. 
Increases in the survival rates for children 

with cancer are a major success story, overall 
five-year survival has doubled over the last 50 
years to more than 80%. 

This success has been particularly marked in 
leukaemia, the most common of the childhood 
cancers, where survival has increased from 
below 10% in the 1960s to almost 90%  
today. 

But much remains to be done. Even 
amongst the leukaemias, there are forms 
that continue to have a poor outlook. Some 
childhood cancers simply have no effective 
treatment and care is palliative from the 
outset. New treatments are desperately needed 
to save these young patients. 

For those who are successfully treated, life 
is forever changed. Treatment is gruelling 
and survival is achieved through the use of 
intensive treatment regimes that may include 
surgery, radiotherapy and chemotherapy. All 
this can leave survivors facing serious long-
term and late treatment-related effects. We are 
only just beginning to fully understand the true 
extent of these effects but with an estimated 
35,000 survivors of childhood cancer alive 
in the UK alone, it undoubtedly represents a 
huge burden of morbidity. 

Children with Cancer UK is one of the UK’s 

leading funders of research into childhood 
cancer. We support a broad range of research 
aiming to advance understanding of childhood 
cancers and promote the development of 
more effective, less damaging treatments. We 
are currently funding more than 50 distinct 
research projects at centres around the UK. 

At Childhood Cancer 2016 we will address 
three themes over three days: precision 
medicine, immunotherapy and causation. 

Speakers will provide a state of the art 
update as to how new developments in 
translational science are being harnessed to 
further improve survival and quality of survival 
for children suffering from cancer before 
turning attention to the question of causation 
on the final day.

The event is designed to bring together 
clinicians and scientists from different 
disciplines within paediatric oncology to 
exchange knowledge and ideas. Each day 
combines an outstanding line-up of plenary 
speakers with free communication and panel 
debates. 

On the first day, Josef Vormoor (Newcastle 
University) and David Walker (University of 
Nottingham) are in the chair to consider 
precision medicine and the extent to which it 
is a reality for children with cancer in 2016. 
Plenary lectures will be delivered by Stefan 
Pfister (German Cancer Research Centre), 
Anthony Moorman (Newcastle University), 
Richard Gilbertson (Cambridge University) and 
Darren Hargrave (Great Ormond Street). 

Persis Amrolia and John Anderson (Great 
Ormond Street) are in the chair for day two, 
focused on immunotherapy and childhood 
cancer. They will be joined by world-leading 
immunotherapy experts Nai-Kong Cheung 
(Memorial Sloan Kettering), Stephan Grupp 
(Children’s Hospital of Philadelphia), Daniel Lee 
(US National Cancer Institute) and Martin Pule 
(UCL Cancer Institute).  

And on day three, Denis Henshaw 
(University of Bristol) and Chris Portier (US 
Environmental Defense Fund) will take the 
chair to consider what we know about 
influenceable causes of childhood cancer, 
joined on the podium by Soterios Kyrtopoulos 
(National Hellenic Research Foundation), Tariq 
Enver (UCL Cancer Institute) and Kurt Straif 
(IARC).  

For further information, please visit  
www.childhoodcancer2016.org.uk

Childhood Cancer 2016: A scientific and educational meeting show-
casing state-of-the-art translational science in childhood cancer
Date: 5-7 September 2016. Venue: London, UK. Report by: Katie Martin, Research Development Manager, Children with Cancer UK.

CONFERENCE NEWS

T he conference venue is the award 
winning Liverpool Convention Centre 
set on a delightful waterfront. The 

NCRI Cancer Conference provides a forum 
for researchers from different disciplines 
to exchange knowledge and ideas and 
BASO~ACS is joining forces with the NCRI to 
increase the surgical research profile in the 
UK. 

The Conference programme showcases the 
best in basic science, clinical trials, qualitative 
research, dataset analysis and cancer surgery.  
The aim of this collaboration is to provide 
a unique environment for interdisciplinary 
learning and the cross fertilisation of ideas by 
bringing together delegates from all cancer 

research disciplines. 
The programme will be a hybrid of a 

standard BASO meeting with educational 
sessions focused purely on surgical technical 
issues on day 1 followed on by strong 
surgical track running through the rest of the 
conference.

There will be surgical plenaries, prize 
sessions, BASO~ACS Awards presentations, 
workshops and networking. Our Key 
Speakers include:
• Professor Robert Grimer, Pioneer of 

paediatric bone sarcoma surgery.
• Professor Margaret Stanley, OBE,  Expert 

on the role of HPV in cancer causation & 
its prevention.

• Professor Cheng-Har Yip, President Breast 
Surgery International, Malaysia . 

• Professor David Jayne, Expert in the 
field of surgical robotics for abdominal 
disorders.

• Professor Rob Bristow, Expert in the 
Radiobilogy of Prostate Cancer

Trainees Meeting will be hosted on  
6th November.

We look forward to welcoming you to  
the UK’s largest Cancer Conference. 

Visit www.BASO.org.uk for further details.

BASO~ACS @ NCRI 2016
Date: 6-9 November 2016. Venue: Liverpool, UK.
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