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FROM THE EDITOR

Tumours, Vascularisation and Metastasis

It is of no surprise that these three things 
are intimately linked, but in what ways? To 
grow tumours must co-opt, scavenge and 

out-perform normal tissue in their “zest” for life 
(growth, proliferation and dissemination). Like any 
normal tissue that has been damaged, recovery 
depends on connection to the vasculature - the 
process of (neo-)angiogenesis. If it is true of 
regenerating normal tissue, it will also be true 
for benign tumours, but malignant tumours 
often seem to upset the normal process. Their 
requirements and intrusive interaction with their 
environment can lead to neo-angiogenesis that 
is aberrant, which has indeed been shown to be 
true, and attention has recently been drawn to it 
by an article in Nature Reviews Drug Discovery 
[1]. While its does deal with the mechanism by 
which the process is abnormal in many tumours, 
the discovery of this condition and efforts to 
correct the deficiency are by no means new, even 
if it has now taken “centre stage”. In fact, this 
whole business was recognised in 1972 [2], and 
attempts made around that time to “normalize” 
tumour vasculature. Work continued on a 
compound referred to as ICRF 159 as an anti-
cancer agent, but it turned out to be the lead 
into the production of razoxane and dexrazoxane 
in the late 1990s, with an accepted treatment in 
preventing the cardiotoxicity of anthracyclines, 
overviewed by Hellman in 1998 [3]. 

The stroma of a tumour is the tissue it has 
infiltrated or co-opted, making it grow along with 
it. The nature of the stroma affects the growth 
and behaviour of a tumour, in what has been 
referred to as the “bystander effect”. Into it must 
come blood vessels by growth and infiltration. 
Many malignant tumours affect angiopoietin 
receptor 1 (Tie2), thereby altering the ability 
of endothelial cells to develop properly. It has 
also been proposed that tumours can push 
endothelial cells towards a more glycolytic mode 
of respiration, which also affects their formation. 
The poorly constructed vessels are leaky, making 
it easier for tumour cells to escape into the 
circulation. 

Necrotic breakdown in tumours that have an 
inadequate blood supply leads to local damage 
and inflammation, making matters worse. Thus 
any means that tries to correct this situation and 
“normalize” tumour blood vessels will reduce 
their co-option of nutrient supplies and lessen 
their chances of escaping into the circulation, 
thereby reducing the probability of metastatic 
spread. This had clearly been espoused and well 
research by Hellman and his colleagues in the 
1970 and thereafter.

The importance of vasculature normalization 
has finally been recognized over 40 years on. 
As often remarked, some 10-20 years after a 
discovery has been made, it is frequently ignored 
and the phenomenon has to be rediscovered; this 
seems to be a classic case. Now that the reasons 
for the vasculature of tumours being faulty 
are becoming clear through the mechanisms 
mentioned above (although much more research 
on this aspect is needed), intense investigation is 
needed to find ways of correcting (normalizing) 
the problem. Activating Tie2 can be combined 
with inhibiting ANG2 has given encouraging 
results [4]. Preventing endothelial cells from 
responding to the glycolytic activator PFKB3 [5] is 
also on the cards.

Ironically, my team were the first to 
produce and market an angiogenesis kit [6], 
but we concentrated on making the model as 
“normal” as possible by using HUVEC cells and 
primary cultures of human diploid fibroblasts. 
Unfortunately this did not move on to our 
studying interactions between normal and 
tumours cells, which was the obvious next step; 
however, in the light of recent developments 
this could be helpful in taking matters further. 
The really encouraging outcome is that there 
is now evidence to back up Hellman’s original 
endeavour that vasculature normalization would 
reduce metastasis, certainly the main reason why 
tumours can be so dangerous. While the evidence 
needs much further corroboration in animal 
models, it also looks promising because improved 
blood vessel patency means that anti-cancer 
drugs can get to the target tissue, as reported in 
ref.5. The next step is the translation of this work 
to the clinical scene, and if the correction of the 
angiogenetic disturbance can be ameliorated in 
cancer patients, then at last the fundamental step 
of tumour cell invasion into the circulation will 
be reduced and risk of metastasis can, at best, be 
reduced but almost certainly not eliminated.

1. Editorial. Nature Reviews Drug Discover. 2017; 2 Feb: 
doi:10.1038/nrd.2017.4
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Sem Oncol. 1998;25(4),Suppl,10:48-54.

4. Park JS et al. Cancer Cell. 2016;953-67.

5.  Cantelmo AR et al. Cancer Cell. 2016;968-85.

6. Bishop E, Bell GD, Bloor S, Broom J, Hendry NFK and 
Wheatley DN. An in vitro model for angiogenesis: basic features. 
Angiogenesis 1999;3:335-44.
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INTERNATIONAL DISTRIBUTION NEWS

We are delighted to 
announce medac will 
begin distribution of 

Oncology News with the March/
April 2017 issue. A brilliant way to 
increase our readership, thank you 
medac. 

medac is a privately held 
pharmaceutical company with 
a growing pharmaceutical and 
diagnostics business. Established 
1970 in the Hamburg area, medac 
is specialized in the development 
of diagnostic devices and the 
treatment of haemato-oncological, 
urological and autoimmune diseases 
as well as in the field of fibrinolysis. 
Therefore medac is familiar with the specific challenges of these 
diseases and provides a range of high-quality basic and speciality 
therapeutics.

Making every effort to improve patient’s quality of life, supportive 
care and patient friendly systems are a further focus of the work. 
Certain systems can be used in the home by patients themselves, 
thereby restoring a great deal of their freedom and independence. 

Beside an already established product portfolio, medac is dedicated 
to the refining of existing and the development of new therapeutic 
products providing patients with groundbreaking individualized 
treatments.

medac today employs approximately 1.200 employees working 
in development, manufacturing and commercialization of 
pharmaceutical drugs. This makes medac products available in more 
than 80 countries.

For further information contact medac Gesellschaft für klinische 
Spezialpräparate mbH T: +49 (0)4103 8006-0  
F: +49 (0)4103 8006-100 E: contact@medac.de W: www.medac.de

To receive a regular copy in Germany E: Patricia@oncologynews.biz

Expanding international distribution in 
2017
We plan to increase international readership in 2017 of Oncology 
News through our sponsored distribution scheme. Would you like to 
distribute Oncology News in your country? This is an excellent way 
to establish your company as supporters of educational material – 
whilst enjoying the goodwill of the oncology profession by providing 
a popular, high quality educational magazine. 

To find out more contact: Patricia McDonnell, Publisher  
T: +44(0)288 289 7023 E: Patricia@oncologynews.biz

medac distributes 
Oncology News to new 
readers in Germany 
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Most cancer treatment options are review 
at the weekly hospital multidisciplinary 
team (MDT) meetings where surgeons, 

oncologists, pathologists, radiologists, clinical nurse 
specialists and palliative care physicians meet to 
discuss cases. A recommendation for the treatment 
plan is discussed and then offered to the patient 
when the clinician in charge meets him or her after 
MDT. In the majority of cases, patients accept the 
recommendation of the treatment being suggested 
[1]. However, if the patient refuses, does he or she 
have a choice? NICE guidelines clearly state that 
patients can refuse treatment to the extent of no 
treatment [1], but are they allowed an alternative 
treatment option without requesting it? 

With the introduction of colorectal screening 
programme, the number of cases diagnosed with 
early rectal cancer will increase. We should not treat 
all rectal cancers, as today we are moving toward 
personalised (customised) treatments. Extirpative 
surgery should be avoided in early stage rectal cancer, 
especially if it involves a permanent stoma in an older 
co-morbid patient who is at high surgical risk. In some 
cases, patients may be deemed unsuitable for surgery.  

The management of early rectal cancer has 
evolved slowly over the past decade; internationally 
there is a move to treat most early rectal cancer 
conservatively with alternative local treatment 
options. These include either trans-anal endoscopic 
micro-surgery (TEMS) or contact x-ray brachytherapy 
(CXB; Papillon). General anesthesia is necessary for 
TEMS [2]. In patients deemed unsuitable for surgery 
or unfit for anesthesia, contact x-ray brachytherapy 
CXB is an option [3-5]. It is nothing new and has been 
used in rectal cancer for over 80 years, having been 
popularised by Prof Jean Papillon (Lyon). He treated 
312 patients and achieved local control in 91% of 
cases [3]. His protégé, Jean Pierre Gerard, continued 
championing CXB in Lyon and Nice, publishing many 
scientific papers, including one on a randomised 
trial in Lyon 1996-2002 [6]. Sischy visited Lyon in 
the early seventies and started CXB facility in the 
USA. He could replicate both Papillon’s and Gerard’s 
results, with local control of 95% in his cohort of 
227 patients [7]. A UK group from Clatterbridge 
visited Lyon in 1992 and started the first CXB facility 
at the Clatterbridge Cancer Centre in 1993 [8]. The 
first prototype machine made by a British company 
‘Ariane’ became available for clinical use in 2009. 
Over 1000 patients have now been treated here, 
using the new machine on the largest cohort of 
patients in the world. An international meeting has 
been organised on 24th March to celebrate the 25th 
anniversary of the CXB facility. There are now four 
centres offering CXB in the UK and 12 centres around 
Europe. The International Contact Radiotherapy 
Network group (ICONE) has been set up to 
coordinate its activities and research initiatives [9].

CXB is not suitable for all patients with rectal 
cancer, making careful case selection important to 
get the best results. Only early small rectal cancers 
are suitable for radical treatment, with the following 
criteria serves as guidelines in the aim to cure this 
cancer:

Case selection for radical Papillon treatment
1.  Histologically confirmed rectal cancer.
2.  Well to moderately differentiated 

adenocarcinomas.
3.  Size <3 cm at the greatest diameter.
4.  Stage T1, T2 (early tumours confined to bowel 

wall).
5.  No suspicious lymph nodes in the pelvis.
6.  Mobile exophytic tumour.
7.  Patients considered unsuitable for surgery.
8.  Location not >12 cm from anal verge.
9.  Patient agree to regular long-term follow-up.

Cases unsuitable for CXB
1.  Poorly differentiated adenocarcinomas
2.  Presence of lympho-vascular invasion
3.  Deeply infiltrating ulcerative fixed tumours
4.  Tumour involving more than half the 

circumference

Larger (>3cm) or more advanced tumours (T3a/
T3b) with possible lymph node metastases should 
be treated initially with external beam radiotherapy 
(EBRT) or chemoradiotherapy [10]. If there is no 
residual tumour seen on endoscopy, or felt on 
palpation, and if restaging MRI scan shows no 
evidence of residual tumour, these patients are 
considered to achieve a complete clinical response 
(cCR). There is increasing evidence that these patients 
do well without surgery. This approach of ‘watch 
and wait’ was started by a surgical group in Brazil, 
and is becoming more popular among the surgeons 
and patients as this avoids extirpative surgery and a 
stoma [11]. If there is good response with significant 
reduction in size, there is increasing evidence that 
down-staging also occurs in patients who have had 
surgery [12]. If no further treatment is given after 
EBCRT, regrowth occurs in ~30% of cases who had 
achieved an apparent cCR [13]. Additional treatment 
with a CXB boost can reduce the local regrowth 
rates to <10% [14]. Therefore, those patients who are 
unsuitable for surgery or refuse surgery as it involves 
a stoma, CXB can be offered to improve local control 
in patients with minimal residual disease after EBRT. 
We should not wait for local regrowths to occur as 
the probability of response to CXB is much lower 
when this happens.  OPERA is a multi-centre phase 3 
randomised trial set up by the (ICONE) to assess the 
role of CXB boost after EBCRT. The trial has started in 
France and recruited 32 patients to date. Hopefully, it 
will start later this year in the UK. 

Do patients have a choice?

COLORECTAL CANCER

Professor Arthur 
Sun Myint 
Lead clinician (Papillon) 
Clatterbridge Cancer Centre, 
Wirral, UK.

Correspondence Address 
E: sun.myint@ 
clatterbridgecc.nhs.uk
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CXB can be given as an out patient 
treatment. No general anesthesia is 
necessary and therefore it is suitable 
for high risk patients who are unfit to 
be given anesthetics. It can be treated 
in knee-chest or lithotomy position. 
The treatment takes just over one 
minute and the whole procedure can 
be carried out in 20-30 minutes. A dose 
of radiation of 30 Gy is given every two 
weeks, which allows normal tissues to 
recover whereas the cancer cells are 
shaved off layer by layer at each session. 
The treatment is targeted straight at 
the tumour under direct visual control, 
such that very little normal tissues get 
irradiated. Therefore, unlike EBRT, there 
is very little collateral damage to the 
surrounding normal tissues. The low 
energy 50 KV x-rays have a limited range 
of penetration and the dose at depth 
is confined to the first 10mm, intensity 
falling off rapidly beyond this level. For 
tumours that respond well, there should 
be no visible or palpable tumour after 2 
fractions and before the 3rd fraction [15] 
(Figure 1). Total dose of 90Gy is given 
in three fractions and final dose of 
20Gy can be given at the last fraction 
in patients who are unfit for surgery 
(total 110Gy). The main side effect is 
bleeding, which occurs in ~30% of cases 
and usually settles after a year or two. 
Patients who are on anticoagulants may 
experience troublesome bleeding (G3) 
and argon-plasma coagulation (ACP) can 
be offered to control the symptoms, 
required in ~10% of cases. Superficial 
ulceration (radiation-induced ulcers) 
can occur at the site of tumour in ~35% 
of cases. It is not painful and usually 
heals in 3-6 months [16]. There have 
been no reported deaths associated 
with CXB treatment. The Royal College 
of Radiologists has included CXB in 
their recently published radiotherapy 
protocol, which has helped to clarify 
the indications for CXB [17].

Most national and international 
colorectal cancer guidelines 
recommend radical surgery for all 
stages, which is regarded as ‘the 
standard of care’; it is likely that this 
recommendation will continue for the 
foreseeable future [1]. However, there 
is no provision in these guidelines 
for older patients with multiple 
comorbidities making them unsuitable 
for radical surgery. Most patients given 
the choice would prefer to avoid 
extirpative surgery and stoma. They will 

accept poorer oncological outcomes 
and realise that surgical salvage can 
be offered later for local recurrences 
[13,18]. Should they be given a choice for 
their treatment?

NICE has reviewed this procedure 
and published its recommendation 
in September 2015 as Interventional 
Procedure Guidance IP 532 [16]. They 
recommend CXB procedure for 
patients unsuitable for surgery, and 
stated that there is enough evidence 
for its safety and efficacy. However, 
in patients suitable for surgery but 
refuse it, NICE recommends audit and 
research in this group of patients and 
accept that, although there is sufficient 
evidence of safety, its efficacy needs 
to be assessed. Clinical guidelines have 
been based on published evidence 
to underpin their recommendations 
(exclusively quantitative) and NICE 
guidelines are no exception. However, 
evidence-based clinical practice 
should also take into account patient 
preferences. This is achieved by patient 
involvement in the process and by 
using primary qualitative research, 
including such techniques as interviews 
to explore how and why patients 
make their decisions [19]. Non-surgical 
management of rectal cancer by the 
‘watch and wait’ approach is becoming 
more acceptable to both clinicians 
and patients as it avoid extirpative 
surgery with a possible stoma [11, 13]. 
Patient needs radiotherapy initially 
so that the watch and wait approach 
can be offered. However, there is no 
provision for offering radiotherapy to 
early stage rectal cancer in the current 
NICE guidelines and colorectal MDTs 
continue to recommend the surgical 
option as ‘the standard of care’ [1]. In 
older and co-morbid patients whose 
number is increasing due to ageing 
population, this may not be the right 
treatment for their early low rectal 
cancer. There is a need to look for 
alternative local treatment options. CXB 
could be regarded as one such option 
as it avoids surgery and possible stoma 
for low rectal cancers [5]. It is likely that 
there will be increase in demand for 
this type of treatment both from the 
clinicians who, up to this time, do not 
regard CXB as an option, and also from 
the patients who are unaware of this 
option. NICE guidance clearly states 
that for “proper inform consenting of 
patients, the patients and their carers 

COLORECTAL CANCER

Figure I – Treatment response for contact x-ray brachytherapy
1 (a) Pretreatment - showing malignant polyp; 1 (b) After one fraction  
- showing good response;  
1 (c) After 2 fractions - no residual cancer can be seen.

1 (a) Pretreatment – malignant Polyp cT2 cN0 cM0 25mm at 5cm from 
anal verge.

1 (b) After one CXB fraction.

1 (c) post treatment – no residual tumour.
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should be fully aware of all 
the treatment options that are 
available and that they should 
be allowed to share in their 
treatment decisions” [1]. Should 
patients be given that choice?

National bowel cancer 
screening has been ongoing 
for the past 10 years for 
patients 60-75 years old. With 
the introduction of flexible 
endoscope screening from 
55 years of age in the UK, the 
number of cases diagnosed with 
early rectal cancer will increase 
(20). These are the cases suitable 
for CXB. Clearly, extirpative 
surgery for their early rectal 
cancer can be regarded as an 
over treatment. It remains to be 
seen whether the practice of 
MDT recommendations with their 
paternalistic attitude in making 
decisions for their patients will 
continue, or will they change 
their approach in the future and 
allow patients to make a choice 
about their treatment?
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Colorectal cancer is becoming recognised 
as a long-term condition – a disease with 
which more people can now expect to live 

many years after their treatment is over. However, 
we know that, in general, cancer survivors report 
worse health and wellbeing and experience more 
common chronic conditions than age-matched 
controls [1,2]. Individuals diagnosed with colorectal 
cancer may have persistent health problems long 
after treatment ends [3]; as a result they often have 
unmet needs [4]. In developing services for people 
living with and beyond cancer, we need to provide 
interventions aimed not just at promoting their 
recovery, but in sustaining it.

The Recovery Package
The Recovery Package has been designed to help 
address these needs and improve quality of life 
after cancer. First described by the National Cancer 
Survivorship Initiative (NSCI) [5], it comprises the 
following elements:
–  A Holistic Needs Assessment (HNA) and care 

planning at key points of the care pathway.
–  A Treatment Summary completed at the end 

of each acute treatment phase and sent to the 

patient and GP.
–  A Cancer Care Review completed by the GP or 

practice nurse to discuss the person’s needs. 
The review should happen within 6 months of 
the GP practice being notified that the person 
has a cancer diagnosis, and hopefully represents 
the start of their cancer survivorship care 
pathway in primary care.

–  An education and support event, such as Health 
and Wellbeing Clinics, to prepare the person for 
the transition to supported self-management. 
The event should include advice on relevant 
consequences of treatment, recognition of issues 
that they may currently be facing, and who 
to contact for help. These events should also 
provide information and support on work and 
finance, healthy lifestyle and physical activity.

Implementing the Recovery Package
In planning to implement any element of the 
Recovery Package, it is worth starting small, offering 
individual elements in a stepwise fashion and 
focussing on which patients should be targeted 
first. Three distinct groups of cancer survivors are 
described: 

Interventions aimed at helping 
people live well after colorectal 
cancer: the “Recovery Package”
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1. those who have completed curative 
cancer treatment

2. individuals living with intermittent 
periods of active disease who may 
continue to require treatment, and

3. those continuously living with cancer 
without a disease-free period [6].

Of these groups, individuals who have 
received curative colorectal cancer 
treatment are perhaps easiest to identify 
and may be most receptive to receiving a 
Recovery Package. Evidence also suggests 
that tailoring intervention to patient needs 
and targeting of populations at the greatest 
risk of problems in cancer survivorship are 
more likely to be effective than generic 
interventions, or when intervening among 
those already receiving the care and support 
they need [7]. 

The offer of a holistic assessment in the 
first few weeks after a patient has completed 
their treatment is the logical place to start, 
enabling creation of a personalised care-plan 
that sets out subsequent care requirements. 
A holistic needs assessment (HNA) is 
essentially a conversation to understand an 
individual’s physical, psychological, spiritual, 
emotional and social needs. It should be a 
formal process, structured by a framework or 
tool to ensure that all aspects of their health 
are considered and documented. For those 
recovering from colorectal cancer surgery, 
their needs typically cluster around concerns 
such as change in bowel function, pain, 
fatigue, fear of recurrence, and relationship 
issues. The result of the assessment is a care-
plan that is agreed with the individual and 
also shared with their GP. The survivorship 
care-plan may well inform the cancer care 
review. Both interventions often address 
symptom management as well as guidance 
on recovery. Referrals to other agencies 
are often required, e.g. a referral for further 
psychological support should be offered if 
distress levels are high. 

After each treatment episode, a clear 
summary of what treatment has been given 
and the next steps in that individual’s care 
should be created by the colorectal team 
(ideally the person who has been responsible 
for delivering the treatment - a surgeon, 
an oncologist or both) to inform both the 
general practitioner and the patient. The 
hope is that this information will promote 
self-management and earlier detection 
of health problems. Achieving the latter 
becomes increasingly important with time, 
as many individuals do not connect a new 
symptom that might arise (a few years 
into their colorectal cancer surveillance 
programme) to their previous oncological 

treatments, such as an episode of GI 
bleeding or a change in cardiac function.

It may be only after all of the above have 
been completed that health and wellbeing 
event/support and information interventions 
become appropriate. My experience of 
running these events for individuals with 
colorectal cancer over the last three years 
is that participants gain the most benefit 
from them if they attend within the first six 
months of finishing treatment. Often it is not 
until someone feels recovered from their 
colorectal cancer treatment that they seek 
more general guidance about their lifestyle; 
nutritional advice is particularly well-
received by this patient group. These events 
are designed as a ‘one-stop shop’, but they 
could identify people who would benefit 
from more extensive survivorship courses or 
rehabilitation programmes such as Coventry 
University’s Helping Overcome Problems 
Effectively (HOPE) or the Expert Patient 
Programme. For those with stomas, such 
events should be offered along with any 
stoma-specific aftercare provided, such as an 
invite to the local stoma-support group.

Where does the recovery 
package sit within survivorship 
care?
The recovery package tries to identify and 
address any need soon after treatment has 
been completed through both the HNA 
and Cancer Care review. As part of this 
response, the individual may well receive 
additional medication and treatment, 
will hopefully acquire new information, 
and also be signposted to other useful 
services. However, the Recovery Package 
has a broader aim, namely to support the 
transition from managed care to self-care, 
enabling people to regain control and 
participate in their own recovery or disease 
management [8].  

The interventions may therefore 
encompass supporting individuals in 
developing new self-help strategies and 
skills as well as setting personal goals that an 
individual has agreed upon to improve their 
lifestyle. Our role is also to help facilitate 
their transition from patient to cancer 
survivor; we know many people who have 
experienced colorectal cancer view the end 
of treatment with mixed feelings, i.e. they 
are glad that it is over, but feel uncertain 
about what might happen next [9]. Ending 
treatment can also be perceived as a loss of 
the safety net that treatment and frequent 
contact with the colorectal/oncology team 
and other survivors offers. 

Each person’s requirements will vary, 

so rather than following up people after 
cancer in a traditional and uniform way, 
we want to shift our service provision 
to offer aftercare that is holistic and 
customised. The Recovery Package 
therefore complements the introduction of 
stratified care pathways [10]. This enables 
individualised follow-up care either through 
a supported self-management approach, 
with rapid access back into the specialist 
team should this be needed, or continued 
face-to-face follow-up with healthcare 
professionals. Whichever model is adopted, 
it is important that both surveillance 
for recurrence and monitoring for the 
late effects of treatment (including the 
possibility of second cancers) continue. 

Evaluating the Recovery Package
Since the inception of the NCSI, significant 
efforts have been made to test the efficacy 
and workability of the components of the 
Recovery Package [5]. The charity Macmillan 
Cancer Support has played a key role in the 
testing and evaluating the interventions, 
although there has not yet been any 
specific evaluation of the Recovery Package 
as a whole in this patient group.

Of these interventions, the HNA has 
perhaps been the most well evaluated 
[11]; from a patient’s perspective, effective 
assessment of their needs and concerns 
can lead to less distress, early receipt 
of interventions, less inappropriate 
healthcare usage and ultimately improved 
overall health. Macmillan’s assessment 
of professionals undertaking the HNA 
identified a number of benefits,, they could 
identify and address specific problems 
more efficiently and make better use of 
appointment time by achieving a greater 
understanding of their patients [12]. 

Formal evaluation of health and 
wellbeing events also indicates benefit for 
the majority of those that attend, with 
increased knowledge of symptoms and 
treatment options, increased confidence to 
self-manage their health and reduced use of 
health services reported [13].

Whilst a number of acute NHS trusts are 
now routinely giving the Recovery Package 
to their patients, there are reports that some 
cancer care professionals remain unaware 
of it or are unconvinced of the benefits. 
Currently in the UK, national uptake of the 
HNA remains relatively low, with only about 
one-third of patients reporting having a care 
plan [14]. My view is that elements of the 
package can deliver immediate benefits, as well 
as supporting improvements, in care further 
down the survivorship pathway. The resource 
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required to initiate these changes locally are 
not insignificant and very little data exists on 
their cost-effectiveness. Furthermore, once 
established, there is also a need to constantly 
assess and refine the offer since preferences of 
survivors will shift as our cancer care delivery 
system progresses. More comprehensive 
and high-quality evaluations of survivorship 
programmes are clearly needed.

Conclusions
As the number of people being diagnosed 
with and surviving cancer increases, we 
must consider how well we are currently 
meeting the needs of those living with and 
beyond each type of cancer. We know that 
about half colorectal cancer survivors who 
live free of their cancer have problems 
related to their diagnosis and treatment. 
Thus unless we routinely assess concerns 
and offer appropriate interventions 
aimed at helping them live well after 
completing treatment, then potentially 
a large number of this patient group will 
have unmet needs. If more people receive 
the Recovery Package, we can also offer 
them the support they need to promote 
adoption of a healthier lifestyle, help them 

take more responsibility for their health 
and improve the quality of their life. In 
striving to improve our service provision 
to those living with and beyond their 
cancer, the Recovery Package should now 
be considered integral to that offer and 
become embedded within all pathways of 
after-care .

1. Elliott J, Fallows A, Staetsky L, et al. The health and 
well- ‐being of cancer survivors in the UK: findings from 
a population‐based survey. Br J Cancer 2011; 105, 
Suppl. 1: S11‐20.

2. Khan NF, Mant D, Carpenter L, et al. Long-term 
health outcomes in a British cohort of breast, colorectal 
and prostate cancer survivors: a database study. Br J 
Cancer 2011; 105, Suppl 1:S29-37.doi:10.1038/
bjc.2011.420. 

3. Glaser A, Fraser L, Corner J et al. Patient Reported 
Outcomes of cancer survivors in England 1-5 years after 
diagnosis: a cross sectional survey. BMJ Open 2013; 
3:(4) e002317. Published online April 12 doi: 
10.1136/bmjopen-2021-002317

4. Armes J, Crowe M, Colbourne L, et al. Patients’ 
supportive care needs beyond the end of cancer 
treatment: a prospective, longitudinal survey.  J Clin 
Oncol 2009; 27(36): 6172‐9.

5. Department of Health, Macmillan Cancer Support, 
NHS Improvement, Living With and Beyond 
Cancer: Taking Action to Improve Outcomes, 2013. 
DH, London. 

6. Mayer DK, Nasso FS, Earp JA. Cancer survivorship 
in the USA 1: Defining cancer survivors, their needs, 
and perspectives on survivorship health care in the 
USA. Lancet Oncology 2017; 18 e11-18. Available 
at http://thelancet.com/journals/lanonc/article/
PIIS1470-2045(16)30573-3/fulltext (accessed Jan 
14, 2017).

7. Halpern MT and Argenbright KE. Evaluation of 
effectiveness of survivorship programmes: how to 
measure success? Lancet Oncology 2017; 18, e53-9.

8. Hughes C, Henry R, Richards S, et al. Supporting 
delivery of the recovery package for people living with 
and beyond cancer. Cancer Nursing Practice 2014; 13 
(10): 30-5.

9. Hewitt M, Greenfield S, Stovall E, eds. From 
cancer patient to cancer survivor: lost in transition. 
Washington, DC: The National Academies Press, 
2005.

10. NHS Improvement. Stratified pathways of care... from 
concept to innovation. Executive Summary. 2012. 
Available at www.improvement.nhs.uk/cancer/
survivorship.

11. Tribal. Assessment and Care Planning: Final Report. 
2010.

12. Salisbury D. Evaluating the Recovery Package. 
Macmillan Voice Summer 2014; Available 
on line: http://www.macmillan.org.uk/
aboutus/healthandsocialcareprofessionals/
newsandupdates/macvoice/summer2014/
evaluatingtherecoverypackage.aspx.

13. Palin J, Ryrie I, Smith L et al. Evaluation of Health 
and Wellbeing Clinics: Final Report. 2011; Office for 
Public Management, London.

14. Quality Health, National Cancer Patient Experience 
Survey 2015. National Survey Results. Quality 
Health Limited, Derbyshire.

COLORECTAL CANCER

REFERENCES

Please show your support

Text RSCH16 £5 to 70070 to donate £5 today

Registered charity numbers 1153487 (England and Wales) SC046840 (Scotland)

www.braintumourresearch.org

10 PEOPLE  
WILL DIE  
OF A BRAIN  
TUMOUR  
TODAY  

Just 

1%
of the national spend
on cancer research 
has been allocated to

this devastating
disease 

http://is.gd/oncologyfacebook

@OncologyNewsMag

PICK UP YOUR COPY OF  
ONCOLOGY NEWS AT:

Inter Mtg on Evolving Concepts 
in clinical Complete Response 
(cCR) to Neoadjuvant Therapy 
for Rectal Cancer  
– Wirral, March 2017

BAHNO – London, May 2017

BNOS – Edinburgh, June 2017

Contact Patricia for further information:
T: +44 (0)288 289 7023
Patricia@oncologynews.biz
www.oncologynews.biz



Volume 12 Issue 1 • March/April 2017 11

NEURO-ONCOLOGY

New therapeutic approaches are 
urgently needed in the fight against 
Glioblastoma Multiforme (GBM), 

which is the most common and aggressive 
primary malignant brain tumour in adults, 
and carries a very poor prognosis. The main 
reason for the bad outcome of this type 
of tumour is infiltration and recurrence [1], 
namely its ability to invade the surrounding 
healthy tissue of the brain and give rise to 
new and increasingly aggressive focal lesions. 
Research and clinical evidence have shown 
that this happens in spite of surgery, chemo- 
and radio-therapy of primary GBM. Moreover, 
approaches which target the formation of new 
vessels, the so called anti-angiogenic drugs, 
result in increased invasive behaviour [2]. In 
spite of the improvement in neurosurgical 
techniques, which are now more precise and 
aim to remove – at least part of – the tumour 
infiltrating margin [3], it remains impossible for 
neurosurgeons to identify single infiltrating cells 
and, consequently, to prevent glioblastoma 
recurrence. Therefore, finding a new way of 
stopping tumour invasion and progression 
in the brain constitutes a major clinical and 
research challenge for GBM therapy.

The essential role of angiogenesis in tumour 
growth was first proposed by Folkman in 1971 
[4], who founded the field of angiogenesis 
research, which led to the discovery of a 
number of therapies based on the inhibition of 
neovascularisation. Despite this big breakthrough, 
the assertion of the fundamental role of 
angiogenesis in cancer was disproved soon-after 
by the finding, both in humans [5] and in mice [6], 
that tumours can also grow without angiogenesis. 
This occurs through the exploitation of pre-
existing blood vessels (i.e., vessel co-option). 
Importantly, in the last fifteen years both 
clinicians and researchers have demonstrated, in 
patients and experimental settings respectively, 
that co-option is not only one of the alternative 
ways for tumours to gain provision of a blood 
supply, but underpins a well-established escape 
mechanism after anti-angiogenic treatments, 
where local, healthy vessels provide the avenue 
for tumour cell infiltration  [7]. This also, at 
least partially, explains why anti-angiogenic 
drugs have not substantially improved patient 

prognosis during the last twenty years [8]. 
Moreover, co-option is not only critical for the 
spreading of malignant brain tumours within 
the brain; very recent studies have identified it 
as a key mechanism in liver, lung and cerebral 
metastases of melanoma, liver, lung and breast 
cancers [9]. The increasing awareness of the 
existence of different types of tumour cell/
vessel relationships, not including de-novo vessel 
formation, brings to the forefront the importance 
of studying vessel co-option in the laboratory. 

Blood vessels within the brain are constituted 
from a unique combination of different cell 
types: endothelial cells, perivascular cells 
(pericytes), astrocytes and neurones form the 
so-called neurovascular unit which constitutes 
the structural blood brain barrier (BBB) (Figure1, 
left panel) responsible for the health and 
function of the central nervous system (CNS) 
[10]. The precisely designed organization of 
the neurovascular unit allows each cell type 
to work synergistically with the others for 
the maintenance of brain homeostasis. In this 
context, pericytes play an important role, i.e. 
by controlling BBB permeability and regulating 
gene expression. Interestingly, pericytes sit on 
the abluminal surface of blood vessels (Figure1, 
right panel), embedded in the vascular basal 
membrane (composed of various extracellular 
matrix proteins) and in direct contact with 
the astrocytic foot processes located in 
the perivascular space. Since the co-option 
of blood vessels by GBM cells during brain 
infiltration implies their interaction with the 
abluminal vessel surface, pericytes of existing 
blood vessels are therefore good candidates for 
a role in mediating the co-option process. 

Perivascular cells were discovered by the 
French physiologist Rouget as ‘branching 
contractile cells on the external wall of 
capillaries’ in amphibians (‘Rouget cells’), but 
the term ‘pericyte’ was coined by Zimmermann 
in 1923 to describe cells surrounding 
endothelium [11]. In addition to their critical 
role in maintaining blood vessel integrity and 
controlling blood flow through their contractile 
ability, brain pericytes are pluripotent cells with 
stem cell properties [12] and growing evidence 
point to them as important players in the 
generation/control of various diseases. In fact, 
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they are regulators of innate immunity, 
mediating both the pro-inflammatory 
functions associated with host defence 
[13] (including their ability to act as 
macrophages) and the anti-inflammatory 
response to malignant tumours, such as 
human GBM [14]. Perivascular cells have 
also recently become an intensively 
studied cell population in renal biology 
and pathophysiology. In relation to 
their contractile function, their pivotal 
role in ischemia and stroke is also now 
well established [15], while alteration 
of the signalling pathway involving 
platelet-derived growth factor receptor 
beta (PDGFRβ) present on pericytes, 
might contribute to pericyte/vessel 
degeneration seen in several pathological 
conditions such as Alzheimer’s disease, 
sporadic and familial amyotrophic 
lateral sclerosis (ALS) and diabetes [11]. 
In the tumour field, pericytes have been 
extensively studied for their contribution 
to angiogenesis, where they stabilise 
the newly formed vessels by either 
differentiation from marrow-derived cells 

[16] or by trans-differentiation of tumour 
stem cells [17]. 

Despite the fact that in the last few 
years awareness of vessel co-option 
has been raised more in both medical 
and research communities, very little is 
known about the cellular and molecular 
mechanisms that drive it and, specifically, 
the role played by pericytes of pre-
existing vessels in tumour infiltration and 
recurrence. How does cancer cell/native 
blood vessel interaction happen? 

Our recent work has shown that 
glioblastoma cells are able to establish a 
physical contact with resident pericytes 
of brain capillaries when they ‘see’ these 
cells, both in vitro and in mouse brain 
slices as well as in animal models of GBM 
[18]. This cell/cell connection, which 
is often mediated by highly polarised 
tumour cell extensions and is dependent 
on the activity of the small GTPase Cdc42, 
leads to: pericytes, on contact with GBM 
cells, rapidly change their contractile 
activity and the existing vessels, they 
sit on, acquire a distorted phenotype. 

Although at the moment the significance 
of these convoluted vessels is still not 
clear, it is intriguing that, in mouse brains, 
they always mark the infiltrating margin 
of the tumour and, in addition, twisted 
blood vessels are a clinical feature of 
glioblastoma. Moreover, their anatomical 
location outlines regions of hypoxia, 
known to favour GBM invasion [19], which 
suggests that co-opted, modified vessels 
might have a role in preparing the ground 
for the progression of the tumour. Besides 
this, GBM cell/pericyte interaction gives 
rise to fusion hybrid-like phenotypes, 
which contain in their cytoplasm tumour-
cell derived proteins to different degree. 
Such a finding, while needs to be further 
investigated, could offer an explanation 
for the large genetic heterogeneity that 
characterises GBM [20]. 

The most useful application 
for therapy could derive from the 
observation that, once the physical 
contact between the two cell types is 
inhibited, resident pericytes acquire a 
phagocytic, macrophage-like phenotype 
that potentially acts against the tumour. 
Given that immune cells are known 
to contribute to tumour progression, 
pericytes could therefore provide a 
critical node for local control of both 
vessel co-option and immune system 
modulation. Although further studies 
are required to confirm these findings, 
pericytes might represent a new, effective 
target for the therapy aimed to block 
and finally defeat both glioblastoma 
infiltration as well as metastases of other 
types of cancer that exploit native brain 
blood vessels for their progression.
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Figure 1: Scheme represents the structure of the Neurovascular Unit in the brain (in cross section), showing the abluminal ves-
sel location of pericytes. Snapshot from a 3-dimensional reconstruction of a 2-photon microscopy acquisition of the brain of 
a NG2-DsRed mouse. White arrows point to the abluminal surface of brain capillaries housing pericytes (red, arrows) (Caspani 
EM, data not published)
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We desperately need new and effective 
therapies for the treatment of brain 
tumours. One promising approach is 

to assess the potential clinical benefit for brain 
tumours of drugs which are already in use for the 
treatment of other conditions. This is called drug 
repurposing [1]. As the drugs will have been tested 
for safety and are already in use in the clinic, the 
time period required to get them to the patient 
should be much shorter than that required for the 
development of new therapies. These drugs could 
potentially be used either alone or in combination 
with existing treatment strategies to make them 
more effective. In addition to identifying new 
therapeutic uses for existing drugs, repurposing 
may also involve the development of different 
formulations for the existing drug or the creation 
of new combinations of drugs previously used as 
separate products. 

A number of initiatives have been introduced 
at a regulatory level which promise to speed 
up the approval of new drugs. The European 
Medicines Agency has piloted the adaptive licensing 
programme which allows drugs to be used in the 
clinic for a specific sub-population of patients 
while the later stage clinical trials for a wider group 
of patients are still taking place [2]. The PRIority 
MEdicines programme (PRIME) will ensure that 
the timeline from the submission of a marketing 
application to potential approval is streamlined. 
This programme is focused upon drugs which will 
treat diseases which are considered as being of 
“unmet need” – where there are few or no effective 
treatments currently available. New treatments for 
brain tumours fall into this category and a number 
of drugs are currently being considered within this 
programme. While these are promising advances, 
they focus largely on the development of new 
drugs, and their development may be some time 
away. Furthermore, there has been a significant 
attrition rate as many of the new drugs fail to reach 
their primary endpoint and the trials are abandoned. 

A clear understanding of the changes that occur 
in brain tumour cells is key for the development 
of new therapeutic strategies, including drug 
repurposing. For example, an increase in 
mitochondrial function is essential for tumour 
cell division and may therefore serve as a viable 
drug target. Under normal circumstances, tumour 
cells consume increased levels of glucose to feed 
the process of aerobic glycolysis. One approach 
to restrict glucose levels is the use of the low-
carbohydrate ketogenic diet (KD). This was initially 
developed for the treatment of intractable 

paediatric epilepsy due to its capacity to dampen 
down neuronal activity. Because of the reduced 
levels of carbohydrate associated with this diet, 
the liver converts fat into fatty acids and ketone 
bodies. The ketone bodies then replace glucose as 
the primary energy source. This provides sufficient 
levels of cellular energy for the majority of cell 
types. However, it was suggested that its ability to 
restrict cellular energy levels in tumour cells, thus 
making it a potential treatment for brain tumours. 
The anti-neoplastic potential of the KD has 
previously been explored in a number of pre-clinical 
brain tumour models [3]. In addition to a reduction 
in tumour cell division, migration and invasion, it 
has also been reported to enhance the effectiveness 
of radiotherapy and chemotherapy. There have 
also been preliminary reports which suggest that 
other agents which increase ketone levels and 
therefore reducing glucose utilisation, such as 
ß-hydroxybutyrate, may also demonstrate a clinical 
benefit [3]. Clinical studies are now underway to 
assess the potential therapeutic benefit of the KD 
for specific types of brain tumour, although the 
rigorous nature of the diet may be challenging for 
some patients. 

Tumour cells can also utilise the amino acid 
arginine as a source of energy, so a decrease in its 
availability may also demonstrate a beneficial anti-
tumour effect [4]. Initial studies have suggested that 
plasma arginine deprivation using pegylated arginine 
deaminase (ADI-PEG 20) may be beneficial in the 
treatment of acute myeloid leukaemia [5]. Trials 
are being planned which will assess the potential 
benefits for patients with glioblastoma. Another 
drug which mediates its effects through dietary 
intervention is the food additive triacetin which 
acts to decrease the levels of acetate in the brain 
and also decrease energy levels. Pre-clinical studies 
have suggested that this can halt cell growth and 
may potentiate the effect of existing therapies 
including temozolomide [6]. 

Consultations with people affected by brain 
tumours were carried out in the UK by the James 
Lind Alliance Priority Setting Partnership in neuro-
oncology. This identified lifestyle uncertainties 
(including whether or not diet-related approaches 
could influence brain tumour growth) as one of 
the top unanswered research questions for people 
affected by brain tumours. Therefore, dietary studies 
based on a solid scientific rationale are of particular 
importance for the development of new therapies.

The identification of drugs which are not 
currently in use for the treatment of cancer but 
which may be effective in the treatment of brain 

Drug repurposing – a novel 
approach for the treatment of brain 
tumours
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tumours can be achieved using a number 
of complementary approaches. Clinical 
observations associated with large-
scale population studies may reveal an 
unintended additional benefit of a drug. 
Studies have suggested that chronic 
treatment with tricyclic anti-depressant 
drugs may be associated with a reduced 
incidence of glioma [7]. The findings 
from this study supported the results 
of previous in vitro research which 
reported an anti-neoplastic effect of the 
drug, potentially due to its actions on 
mitochondrial functioning [8]. A more 
recent study which used a systematic 
bioinformatics approach also identified 
tricyclic anti-depressant drugs as potential 
anti-tumour agents [9].

A further challenge to the development 
of a drug repurposing programme for 
the treatment of brain tumours is the 
blood-brain barrier (BBB). While this 
exists to protect the brain from harmful 
substances, it also prevents the entry of 
many drugs into the brain. This is one of 
the key reasons underlying the failure 
of a number of existing anti-neoplastic 
agents to effectively treat brain tumours. 
Therefore, the repurposing drugs which 
are known to cross the BBB, such as 
tricyclic antidepressants, provides an 
attractive possibility for the identification 
of new drugs which may have anti-tumour 
properties. 

Autophagy is a fundamental catabolic 
process by which materials are degraded 
within the cell by lysosomes for energy 
production or stress elimination. In cancer 
cells, autophagy can serve as a cell survival 
pathway in order to maintain homeostasis 
in cases of starvation and stress. However, 
it can also produce tumour-suppressive 
effect by inducing autophagic cell death, 
either in collaboration with apoptosis or 
as a back-up mechanism in the case of this 
being defective. Brain tumours with a BRAF 
genetic mutation have been reported to 
be autophagy-dependant and therefore 
treatment with an autophagy inhibitor may 

provide an appropriate therapeutic 
approach. Initial clinical studies have 
reported that the co-administration of the 
anti-malarial drug chloroquine potentiates 
the action of the existing anti-cancer drugs 
through the inhibition of autophagy in a 
number of patients with brain tumours. 
Further research using other autophagy 
inhibitors is required in order to verify 
this therapeutic approach [10]. However, 
other studies have suggested that another 
anti-malarial drug dihydroartemisinin may 
exhibit an anti-tumour effect through 
the promotion of autophagy [11]. This 
underlines the differential effects of drugs 
on a single cellular target and highlights 
the importance of our understanding of 
tumour heterogeneity. 

One of the key challenges facing the 
process of repurposing is the lack of 
investment. Most of the drugs that are 
likely to be tested for repurposing are 
off-patent i.e. the companies which 
initially developed them no longer have 
market exclusivity for their use and they 
are generally available in a generic form. 
Therefore, there is a lack of incentive for 
any pharmaceutical companies to invest 
in new clinical trials. Furthermore, drug 
repurposing is often led by academic 
units and medical research charities with 
minimal industrial involvement.

A number of political initiatives have 
been taken within the UK in recent years to 
try to address this problem, with a number 
of bills being debated in Parliament. In 
addition to drug repurposing, there is 
a growing body of evidence that some 
existing cancer therapies may be effective 
“off-licence” i.e. for uses other than those 
for which they have obtained regulatory 
approval. This approach has been used for 
the use if immunotherapeutic agents which 
have not been approved for the treatment 
of brain tumours. The clinician must take 
personal responsibility for any adverse 
effects that may occur. This has led to an 
inconsistent availability of these drugs. 
Although the Bills were unsuccessful, 
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they have led to the establishment 
of a Department of Health Working 
Group which is examining ways in which 
repurposing may be possible within the 
existing legislative guidelines. This is an 
area that has been highlighted as being 
key by the charity Brain Tumour Research 
in its research manifesto and was also 
identified in the Governmental Task and 
Finish Group which was established in 
response to the UK Petitions’ Committee 
report about the poor level of funding 
into brain tumours. Because of its 
potential to develop new treatment 
strategies for the treatment of brain 
tumours in the shorter term, research to 
develop drug repurposing programmes 
needs to remain a key research priority as 
we move forwards.
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The need for an accurate biomarker 
for endocrine therapy response in 
breast cancer
Each year 1.67 million women globally are 
diagnosed with breast cancer and more than 
half a million will succumb as a consequence of 
this cancer [1]. Breast cancer is a group of highly 
heterogeneous diseases consisting of about 20 
morphologically distinct subtypes or at least 5 
molecular subtypes. Although complicated, breast 
cancer can be divided into two distinct subtypes: 
oestrogen receptor alpha positive (ERα+) and 
negative (ERα-) breast cancer, with approximately 
70% breast cancers being ERα+. Endocrine 
therapies, sometimes called hormonal therapies, 
remain the most effective form of systemic 
therapy for ERα+ patients. Endocrine therapies 
have reduced the mortality rate associated with 
breast cancer and have improved overall survival. 
For example, adjuvant therapy with the oestrogen 
antagonist tamoxifen for five years resulted in 
an absolute reduction in mortality of 9.2% at 
15 years [2]. However, despite the benefits, de 
novo and/or acquired resistance to endocrine 
therapy represents a significant issue for optimal 
clinical management. ERα protein levels have 
been clinically used with immunohistochemistry 
(IHC) as a biomarker to predict the response 
of patients to endocrine therapies. Although 
patients whose tumours are ERα+ respond more 
frequently to tamoxifen treatment than those 
whose tumours are ERα-, the expression of ERα is 
not always associated with treatment sensitivity 
and a significant proportion of ERα+ breast 
tumours initially responsive to these therapies 
develop resistance and up to 40-50% of patients 
relapse [3]. In addition, while approximately 20% 
of breast cancer patients treated with endocrine 
therapy lose ERα expression, most tumours that 
become tamoxifen resistant still express ERα 
and demonstrate earlier metastatic recurrence. 
In the last decade, much research has focused 
on understanding the underlying mechanisms 
leading to resistance, and approaches for their 
circumvention, and on developing methods to 
predict which patients are likely to develop 
resistance and are therefore in need of additional 
or alternative therapies. While numerous 
mechanisms, such as enhanced growth factor 
signalling and changes in the expression or 
action of ERs, have been proposed, it has been 

realised that resistance is both highly complex 
and heterogeneous, and it is clear that more 
work is needed to identify and improve clinical 
outcome of patients with ERα+ breast cancers 
[4]. Currently, there are still no clear methods to 
distinguish tumours that will or will not respond 
to endocrine therapies.

Association of SHON with the 
efficacy of endocrine therapies
We have identified a novel oestrogen-regulated 
oncogene, called SHON (secreted hominoid-
specific oncogene), in mammary carcinoma 
[5]. SHON protein expression was detected 
in all cancer cell lines tested so far, including 
breast, prostate, endometrial, ovarian, lung 
and gastric cancer cells, but not in the human 
normal breast MCF10A cells [5]. SHON nuclear 
protein expression (SHON+) in breast tumours, 
as measured by IHC using a SHON polyclonal 
antibody, was found to be positively correlated 
with ERα expression (P<0.001, n=964) and was 
an independent predictor of patient response 
to endocrine therapies (P<0.01, n=402) [5]. 
Patients with tumours negative for SHON nuclear 
expression (SHON-) had a two-fold increased risk 
of mortality, recurrence and distant metastasis at 
10 years compared with patients whose tumours 
were SHON+. Multivariate survival analysis using 
Cox’s regression model demonstrated that SHON, 
but not ERα, was an independent predictor for 
clinical outcome in the studied cohort of breast 
cancer patients (Table 1) [5].

In a subsequent confirmatory study using 
a SHON monoclonal antibody we further 
demonstrated that SHON+ was significantly 
associated with prolonged 5 and 10 year survival 
and reduced risk of mortality from breast 
cancer in the whole cohort (n=1275, P<0.0001), 
the low risk (NPI<3.4, n=377, P<0.01) and ERα+ 
patient (n=911, P<0.00001) subgroups (Liu et al., 
manuscript in preparation). However, there was 
no association between the clinical outcome 
of ERα- subgroup and SHON expression. More 
importantly, in high risk (NPI≥3.4)/ERα+ patients 
who did not receive tamoxifen treatment, 
patients with SHON+ and SHON- tumours had 
a similar survival rate. Meanwhile, SHON+ was 
very significantly associated with better survival 
and lower risk of mortality in tamoxifen-treated 
patients compared with SHON- (n=362, P=0.002). 

Is SHON expression in tumours an 
accurate predictor of response to 
endocrine therapy in breast cancer? 
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In high risk/ERα+ subgroups, if the 
tumours were also SHON+, treatment 
with tamoxifen resulted in improved 
survival and reduced risk of death from 
breast cancer by 79%, whereas if the 
tumours were SHON-, administration of 
tamoxifen had no impact on the survival 
(Liu et al., manuscript in preparation). 
Therefore, our two studies have provided 
strong evidence that the nuclear protein 
expression of SHON is an accurate 
predictor of patient response to 

tamoxifen treatment in breast cancer.

How does the level of SHON 
in tumours influence the 
efficacy of endocrine therapy 
in breast cancer?
 The precise mechanisms that contribute 
to progression to endocrine resistance 
are not yet fully understood. However, 
because ERα signalling is the target of 
endocrine therapy and the expression 
of ERα is still observed in most tumours 

that have become resistant to endocrine 
therapy [6], ERα-regulated functions are 
believed to play a key role in determining 
the response to the therapy. For instance, 
the multigene test OncotypeDX measures 
the mRNA expression level of ERα and 
several downstream ERα-regulated 
genes (PR, BCL-2 and SCUBE2) and then 
computes a recurrence score using an 
algorithm to predict patients’ response 
to tamoxifen. OncotypeDX has not 
been widely used in the clinic because 
sufficient insight into tamoxifen response 
by the simple measurement of ERα and 
PR levels by conventional IHC suffice [7], 
however, it has been shown to identify a 
group of patients with excellent prognosis 
when treated with adjuvant tamoxifen 
[8;9]. Therefore, ERα-driven genes may be 
promising targets for the development of 
molecular biomarkers to predict response 
to endocrine treatment.

SHON is an oestrogen regulated gene 
and SHON signalling is, at least in part, 
mediated by ERα given that ERα pure 
antagonist tamoxifen partially attenuated 
SHON-stimulated growth advantages in 
breast cancer MCF-7 cells [5]. We have 
demonstrated that forced expression 
of SHON increases phospho-AKT and 
phospho-p44/42 MAPK as well as total 
AKT and MAPK levels, and that the 
oncogenicity of SHON is mediated by 
BCL-2 and NF-κB signalling pathways [5], 
suggesting that SHON may modulate 
ERα signalling through the activation of 
p44/42 MAPK, PI3K/AKT/mTOR pathways 
and NF-κB transcriptional activation 

BREAST CANCER

Table 1. Multivariate survival analysis using Cox regression model for SHON and ERα protein expression in breast cancer.

Variable BCSS DFS DM-FS

HR (CI 95%) P HR (CI 95%) P HR (CI 95%) P

SHON- 1.4 (1.1-1.9) 0.017* 1.3 (1.1-1.7) 0.02* 1.3 (1.0-1.7) 0.037*

ERα- 1.2 (0.99-1.7) 0.06 1.1 (0.9-1.4) 0.5 1.1 (0.8-1.4) 0.6

Tumour size 1.3 (1.1-1.5) <0.001*** 1.2 (1.1-1.7) 0.003** 1.3 (1.1-1.4) <0.001***

Grade <0.001*** 0.018* <0.001***

    G1 1.0 1.0 1.0

    G2 2.2 (1.2-4.0) 1.2 (0.9-1.9) 1.7 (1.1-2.6)

    G3 3.8 (2.2-6.7) 1.6 (1.1-2.3) 2.6 (1.7-4.0)

Lymph node <0.001** <0.001*** <0.001***

    Negative 1 1 1

Positive (1-3 nodes) 1.5 (1.1-1.9) 1.3 (1.1-1.7) 1.5 (1.1-1.9)

Positive (>3 nodes) 3.9 (2.7-5.7) 3.6 (2.6-5.1) 4.2 (2.9-6.0)

*, P<0.05; **, P<0.01; ***, P<0.001; BCSS, breast cancer specific survival; DFS, disease free survival; DM-FS, distant metastases; HR, hazard ratio; CI, 
confident interval; SHON-, negative SHON nuclear expression; ERα-, negative ERα nuclear expression.

Figure. 1: A sketched diagram showing the current under-
standing of SHON and ERα signalling. Tam; tamoxifen; 
ERE, oestrogen response elements; E2, estradiol.
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of BCL-2. Therefore, expression of SHON in tumours could 
be a determinant of active intact ERα signalling, the target of 
endocrine therapies. In this regard, SHON is very much like BCL-2, 
which facilitates the survival of tumour cells but its expression 
in tumours predicts a favourable outcome for tamoxifen-treated 
patients with ERα+ breast cancer [10].

On the other hand, increased NF-κB activity has been reported 
to be associated with anti-oestrogen resistance and inhibition of 
NF-κB activity restored the sensitivity of resistant MCF-7 cells to 
anti-oestrogens [11]. In addition, extensive evidence suggests that 
the PI3K/AKT/mTOR pathway is linked to resistance to tamoxifen. 
In ERα+ breast cancers treated with tamoxifen, AKT activation 
was associated with poor survival [12] and patient relapse [13]. 
Moreover, emerging evidence suggests a close association 
between drug resistance and the induction of epithelial-
mesenchymal transition (EMT) in cancer [14]. We showed that 
SHON promoted EMT in breast cancer cells via TFG-β signalling 
[15]. This indicates that SHON activation may also be a key factor 
in endocrine resistance.

In summary, our two retrospective IHC studies showed 
that SHON was a promising predictor for patient response to 
endocrine therapy. However, multicentre prospective studies 
are required for confirmation and validation before SHON 
can be used as a clinical biomarker. As far as the mechanism 
is concerned, current data suggest that SHON may exert its 
biological functions through autocrine/paracrine models 
(Figure 1). Secreted SHON, probably after dimerisation, may 
bind to a yet-unknown cell surface receptor and trigger auto-
phosphorylation of the receptor, resulting in the recruitment 
of certain signalling molecules which then activate PI3K/AKT 
and MAPK pathways linked to the action of ERα, including 
transcription of target genes and ligand independent endocrine 
resistance. It is also possible that exogenous SHON, rather than 
intracellular pools of SHON, may enter the nucleus as FGF-1 
does, and thus enhance the transcriptional activity of ERα. This 
SHON-mediated enhancement could be effectively blocked by 
tamoxifen. Nuclear SHON may directly be involved in oestrogen 
independent signalling of ERα, mediating tamoxifen resistance. 
SHON may also mediate endocrine resistance through TGF-β 
pathway, which mediates EMT via Smad2/3 [15]. Therefore, clear 
experimental evidence has shown that SHON plays an important 
role in endocrine therapy response in breast cancer, but the 
exact role and its mechanism are not well understood. Further 
studies are required to understand how SHON and ERα signalling 
are integrated in mediating endocrine response. Such research is 
essential to explore the possibility of using SHON as a clinical 
biomarker for effective treatment of ERα+ breast cancer.
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Bowel Cancer Screening Lottery Must End

The charity Beating Bowel Cancer is calling 
for the screening age in England, Wales 
and Northern Ireland to be lowered from 
the age of 60 to 50, to bring it in line with 
Scotland.

They say if this happened, over 4,000 
patients a year in their 50s would have 
the opportunity of being diagnosed at an 
earlier stage

Being diagnosed with bowel cancer at 
Stage 1 offers a 97% survival rate. Without 
screening patients may not be diagnosed 
until a later stage through their GP or A&E. 
If diagnosed at Stage 4 their survival odds 

could be as little as 7%. 
Director of Services at Beating Bowel 

Cancer, Judith Brodie, says: “Bowel cancer 
is the UK’s second biggest cancer killer 
and it’s shocking that patients in England, 
Wales and Northern Ireland are not being 
given the same opportunity for an early 
diagnosis as those in Scotland. They are 
being badly let down and deserve better.”

For more information or to support 
Beating Bowel Cancer’s campaign visit 
www.beatingbowelcancer.org or 
     @bowelcancer

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

NEWS UPDATE

Ovacome launches ‘Because you are special to me’

The UK’s longest serving ovarian cancer charity 
Ovacome is launching its ‘Because you are 
special to me’ social media campaign in 
March to raise the profile of the disease during 
awareness month.

The idea of the #Because campaign is 
that women choose somebody close to them 
to share the symptoms of ovarian cancer 
on Facebook and Twitter, directing them to 
Ovacome’s website – www.ovacome.org.uk 
– where they can find out more about the 
disease.

The aim is that participants ask people they 
tag to mention how to make a donation to 
Ovacome by texting OVAC00 followed by the 
amount being donated to 70070, for example 
OVAC00 £3.

The symptoms of ovarian cancer can be 
highlighted in Ovacome’s easy to remember 
BEAT acronym: B is for bloating that does not 
come and go; E is for eating less and feeling 
fuller quicker; A is for abdominal pain and T is 
for telling your GP.

Tying in with the campaign, Ovacome 
has teamed up with personalised greetings 
business Hickory Dickory Designs to create 
a range of ‘Because you are special to me’ 

wooden keepsakes. The made to order 
greetings cards, key rings and business card 
sized plaques are made from rosewood and 
are engraved with words of support and 
awareness.

Ovacome’s chief executive Louise Bayne 
says that some of the keepsakes have been 
designed as a message of support for those 
with ovarian cancer and others create 
awareness to women who may not have come 
across the disease.

“We wanted to do something special for 
this awareness month to mark our 20th year 
and to reinforce that we are the longest 
serving charity in ovarian cancer, supporting 
women, their carers, friends and family,” says 
Louise.

Each item, which can be personalised for 
an extra £1 and will be sold throughout 2017, 
is a perfect gift for Mother’s Day on Sunday 
26 March and costs £14.95. Hickory Dickory 
Designs makes a £2 donation to Ovacome on 
each purchase. 

Visit www.ovacome.org.uk/ 
campaigning-volunteering/ 
ovarian-cancer-awareness-month/

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

®

Bringing sensitivity to bowel cancer screening

®

®
•

•
“In conclusion, faecal M2-PK, either as an ELISA or as a lateral rapid flow test, is a 

cost-effective and easy-to-perform routine test.” Tonus, C. et al. World J Gastroenterology, 2012. 

Can detect non-bleeding, as well as bleeding, polyps and tumours.

Oncology News Dec15_Oncology News Dec15  15/12/2015  13:51  Page 1

Ovacome’s patron, the actor Jenny Agutter, with the 
'Because you are special to me’ keepsakes. 
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Western Trust first UK hospital to apply Dolphin® 
Quality Assurance System for radiation therapy in 
the UK

IBA, the global high-tech leader in the next 
generation of proton therapy solutions and 
radiation therapy quality assurance for the 
treatment of cancer, announces the first 
clinical implementation of Dolphin Online 
Ready Patient QA and Monitoring solution 
in the UK. The treatment monitoring 
technology distributed by Oncology 
Systems Limited (OSL) to Altnagelvin Area 
Hospital, part of the Western Health and 
Social Care Trust, provides measurement 
based quality assurance for more efficient 
and more accurate pre-treatment patient 
quality assurance.

“With Dolphin we can perform fully 
independent, measurement-based 

quality assurance of our most advanced 
IMRT and VMAT treatments quickly and 
confidently,” says Dr Andrew Reilly, Head 
of Radiotherapy Physics at the new North 
West Cancer Centre, Londonderry. He 
continues, “Being so straightforward to 
use it allows us to plan to the capabilities 
of the treatment machines, rather than 
limiting what we do because legacy 
verification processes cannot keep up. 
This ensures our clinicians can offer the 
best possible care to their patients.” 

For further information visit: 
www.osl.uk.com/ or 
E: enquiry@osl.uk.com       @OSL1

Brain Tumour Research launches Wear A Hat Day 
2017

Wear A Hat Day returns on Friday 31st 
March 2017 for the eighth year and it will 
be bigger, bolder and HATTIER than ever 
before with new celebrity ambassadors 
backing the campaign, including Debbie 
McGee, John Newman and Ed Balls, and 
fresh retail partnerships. 

Debbie McGee, who lost Paul Daniels 
to a brain tumour in March last year, has 
teamed up with the charity Brain Tumour 
Research to produce a special ‘Rabbit in 
a Hat’ badge as a tribute to the great 
magician.

Ed Balls, Sheila Hancock CBE, Linda 
Robson, Sarah Beeny and Dr Dawn Harper 
will be featuring in the Wear A Hat Day 
advertising campaign, appearing in 
stations across the London Underground 
and national rail from 13th February.

Singer, songwriter and record producer 
John Newman, currently awaiting 
treatment for his second brain tumour, will 
also be raising awareness of the disease in 
the run-up to Wear A Hat Day.

Focused on raising funds and awareness, 
the charity has partnered with Hobbycraft, 

the UK’s largest craft retailer, for their 
2017 Wear A Hat Day campaign. Stores 
up and down the country will be running 
in-store events and donating a percentage 
from sales of their exclusive Brain Tumour 
Research ‘Pink Glitter Side Hat’ to the 
charity.

Celebrated milliner to rock stars and 
royalty, Stephen Jones OBE, has created 
three one-off hats made from Hobbycraft 
products to celebrate the occasion. 
Fenwick, the independent chain of 
department stores, will be supporting the 
charity for the second year running.

To get involved, or donate, please visit: 
www.wearahatday.org Or text HAT to 
70660 to donate £5*  #HATTASTIC   
      @braintumourrsch

* Texts cost £5 plus network charge. Brain 
Tumour Research receives 100% of your 
donation. Obtain bill payer’s permission. 
Customer care 01908 867200. Charity no. 
1153487 (England & Wales) SC046840 
(Scotland).

From L-R: Asia Baginska, Medical Physicist at Oncology Systems 
Limited; Isabel Bong, Customer Support Specialist at IBA and Dr 
Wendy Hyland, Radiotherapy Physicist at Western Health and 
Social Care Trust 

Email marketing – Share your news with our online community. 
Whether it’s a product or course we have the right solution for you.
 

To book your eshot contact Patricia McDonnell – T: +44 (0) 288 289 7023 – E: Patricia @oncologynews.biz

Facebook “f ” Logo CMYK / .eps Facebook “f ” Logo CMYK / .eps

https://is.gd/oncologynewsfb

Visit: www.oncologynews.biz

@OncologyNewsMag
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RCSI and Almac 
Discovery enter research 
collaboration to target 
therapy-resistant cancer 
tumours Research has 
potential to improve 20 
per cent survival rate in 
ovarian cancer
RCSI (Royal College of Surgeons in Ireland) 
and Almac Discovery, a biopharmaceutical 
company focused on discovering and 
identifying innovative therapeutics for the 
treatment of cancer, have today announced 
a major research collaboration that aims to 
gain a new understanding of how to target 
tumour cells that are resistant to cancer 
therapies and cause cancer to spread to 
other parts of the body.  The project will 
explore the potential of a drug, based on 
initial research by RCSI’s Professor Tracy 
Robson and developed by Almac Discovery, 
which is currently undergoing a Phase I 
dose escalation trial for patients with solid 
tumours. It is expected that the trial will be 
expanded in a biomarker selected patient 
population within ovarian cancer, however 
the drug, ALM201, has the potential to treat 
a range of other cancers.

Ovarian cancer ranks among the top ten 
diagnosed and top five deadliest cancers in 
most countries. Unfortunately approximately 
80% of patients present with advanced 
disease, therefore it is critical that clinicians 
are provided with as many treatment options 
as possible which can target this disease, 
both as a monotherapy and in combination 
with existing therapies.

For further information contact: Dr Martin 
Wiles - Vice President Business Development 
& Licensing – T: +44 (0)2838 332200 
      @AlmacGroup

(L-R) Graham Cotton - Senior R&D Group Leader, Almac 
Discovery, Tracy Robson (quoted in release) and Professor 
Tim Harrison VP Discovery Chemistry, Almac Discovery.

NEWS UPDATE

US scalp cooling trial shows alopecia reduction in 
early stage breast cancer patients

The results of Paxman’s first 
randomised US scalp cooling 
trial have been published 
in JAMA; a renowned peer-
reviewed oncology medical 
journal published by the 
American Medical Association.

The Scalp Cooling Alopecia 
Prevention trial (SCALP) 
carried out at Paxman’s lead 
US trial site, studied the 
effectiveness of scalp cooling 
therapy in reducing hair loss 
in women undergoing taxane 
or anthracycline chemotherapy 
regimens.  

The results highlight 
that scalp cooling using the 
Paxman Hair Loss Prevention System is 
highly effective in hair preservation after the 
fourth chemotherapy cycle for patients who 
receive taxane or anthracycline, or both, 
chemotherapy for stage I or II breast cancer.

The research was conducted by Dr Julie 
Nangia, assistant professor at Baylor College 
of Medicine. 

Dr Nangia said: “With scalp cooling, we 
are lowering the temperature of the scalp, 

thereby constricting the blood vessels and 
reducing the flow of blood to the hair 
follicles, which will help reduce hair loss 
by limiting the amount of chemo drugs 
reaching the follicles.” 

The full article can be found on the JAMA 
website.For more information visit  
www.paxmanscalpcooling.com    
      @scalpcooling 

Point-of-care ultrasound improving care for chest 
patients

Ultrasound guidance is now routinely 
used for pleural procedures, with 
current British Thoracic Society 
guidelines stating that all pleural 
drain insertions and aspirations 
should be performed using the 
technique. Dr Angshu Bhowmik, 
a consultant chest physician 
specialising in lung cancer and COPD 
at Homerton University Hospital, 
discussed the benefits of point-of-
care (POC) ultrasound for clinicians 
and patients alike: “I first started 
using ultrasound in my practice in 
2008, following the publication 
of several papers highlighting the 
potential safety improvements 
for chest drains and biopsies. 
Although most of my generation of 
registrars and consultants had been 
successfully performing these procedures 
‘blind’ for many years, ultrasound allows you 
to visualise any unusual anatomical features 
reducing risks and improving success rates. 
We put together a business case based 
on this safety benefit, and chose a highly 
portable FUJIFILM SonoSite point-of-care 
system to meet our needs.” 

“As we have developed our interest in 
ultrasound further, we have started using it 
for a number of other applications  which 
is often safer and more convenient for 

patients, avoiding the need for radiology 
referrals. Our latest SonoSite Edge™ system 
offers excellent image quality, as well as 
a colour Doppler function, providing the 
best possible balance between resolution, 
portability and usability.”

For more information please contact: 
FUJIFILM SonoSite Ltd  
T: +44 (0)1462 341151,  
E: eraf-sales@fujifilm.com   
www.sonosite.com/uk
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Treatments Commence with Varian TrueBeam 
Systems at New London Hospital 
One of London’s leading cancer centers 
has commenced radiotherapy treatments 
at its new site using advanced TrueBeam™ 
medical linear accelerators from Varian 
Medical Systems. The impressive new 
cancer center at Guy’s Hospital opened 
in September with six TrueBeam systems 
installed, including a TrueBeam STx which 
is optimized for radiosurgery. 

Guy’s and St Thomas’ NHS Foundation 
Trust replaced its existing treatment 
machines with TrueBeam systems as part 
of a centralization of radiotherapy services 
at the new flagship center, situated in the 
shadow of The Shard. In addition to the 
equipment, the Trust has implemented a 
full suite of Varian’s Eclipse™ treatment 
planning software. Two further TrueBeam 
systems have been installed at Queen 
Mary’s Hospital in nearby Sidcup, which is 
another new Guy’s and St Thomas’s cancer 
center due to open in Spring 2017 to treat 
patients who live in south east London 
and Kent.

“The TrueBeam platform has strong 
potential for future innovation, is user-
friendly, and the overall system offers an 

efficient workflow, making it possible to 
treat more patients in a day,” says Angela 
Francis, head of radiotherapy at Guy’s 
and St Thomas’. “With TrueBeam, we can 
offer our patients a full range of the latest 
radiotherapy and radiosurgery treatment 
options.” 

For further information, visit www.varian.
com and follow       @VarianMedSys

Oncotype DX® test has the potential to spare  
thousands of breast cancer patients from  
unnecessary chemotherapy

A study of breast cancer patients in 
Manchester has revealed that over 60 
per cent of patients whose tumours were 
analysed using the Oncotype DX test 
were spared unnecessary chemotherapy. 
The test, developed by Genomic Health, 
examines the unique footprint of each 
patient’s cancer. Using cutting-edge 
genomic analysis, it gives a Recurrence 
Score® result, which predicts the likelihood 
that the patient’s cancer will return and 
whether chemotherapy is likely to provide 
benefit. 

“These data show that Oncotype DX is 
a useful tool for physicians in identifying 
the relatively small proportion of patients 
likely to benefit from chemotherapy. 
Nobody wants breast cancer patients to 
go through chemotherapy unnecessarily 
and anything that helps us to target 
treatment more effectively is to be warmly 
welcomed,” said Nigel Bundred, Professor 
of Surgical Oncology, University Hospital of 
South Manchester NHS Foundation Trust. 

Of 201 patients tested, only 74 received 
chemotherapy, leading to a total cost 
saving to the NHS of £266,427 as 127 
were spared chemotherapy. When applied 

nationally, the test has the potential for 
significant medical and economic benefits 
in cancer care. 

For any further information 
contact Genomic Health Customer 
Support team: T: +44 020 3031 8087  
F: +44 020 7067 9405  
E: europeansupport@genomichealth.com   
or        @Genomic

Varian Honoured 
Among World’s 100 
Most Sustainable 
Corporations 

Varian Medical Systems has been 
honoured for its commitment to 
sustainability with inclusion on a 
prestigious list of the world’s most 
sustainable companies for the third year 
running. Varian is one of only two U.S. 
healthcare equipment companies on 
the Corporate Knights Global 100 Most 
Sustainable Corporations list, announced 
today during the World Economic Forum 
at Davos, Switzerland. 

“We are proud to be recognized 
once again for our commitment to 
sustainability and this will spur us on 
to continually improve our efforts,” says 
Dow Wilson, Varian’s chief executive 
officer. “Our company’s mission is to 
help save lives around the world and we 
seek to do this in ways that benefit the 
communities in which we operate.”

To determine the final list, Corporate 
Knights analysed over 4,600 companies 
against global industry peers using 
twelve quantitative key performance 
indicators. The full ranking is published in 
the annual Global 100 issue of Corporate 
Knights magazine as well as online at 
http://Global100.org

“The inclusion of Varian in the Global 
100 ranking for the third year running is 
a reflection of its continuous dedication 
to sustainability,” said Michael Yow, lead 
analyst at Corporate Knights. “Varian 
is clearly an industry leader in terms 
of sustainability performance and 
disclosure.”

The 2016 Varian Sustainability  
Report can be found at  
www.varian.com/about-varian/citizenship
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Agendia, Inc. congratulates its co-founder and Chief 
Research Officer, Professor Laura van‘t Veer, PhD, on 
winning the European Cancer Organization’s (ECCO) 

Clinical Research Award for innovation in breast cancer diagnosis, 
and the development of diagnostics for implementation in daily 
clinical practice, including treatment guidelines, regulatory policies 
and reimbursement.

The ECCO Clinical Research Award is presented biannually, 
during the ECCO European Cancer Congress, in recognition of the 
contribution to the integration of scientific research and clinical 
practice in the field of cancer. Dr Laura van‘t Veer received the 
award jointly with Emiel Rutgers, MD, PhD, breast surgeon at the 
Netherlands Cancer Institute at a ceremony on Sunday 29 January 
at the opening of the third day of the ECCO2017 Congress in 
Amsterdam.

Dr Laura van‘t Veer is one of the inventors of MammaPrint® 
70-Gene Breast Cancer Risk-of-Recurrence Assay which assesses 
the likelihood of metastatic recurrence. By identifying women 
who are at low genomic risk of disease recurrence, and therefore 
at little or no benefit from chemotherapy, the assay assists 
physicians and their patients around the world in choosing the 

most appropriate treatment regimen, and sparing many from 
suffering unnecessary side effects.

Evidence of MammaPrint’s potential to transform international 
clinical practice was recently published in the prestigious New 
England Journal of Medicine following the positive outcome 
of the MINDACT trial, a phase 3, prospective, randomized trial 
including nearly 7,000 patients, across 112 institutions in nine 
European countries. Martine Piccart, MD, PhD, a previous winner 
of the ECCO Clinical Research Award in 2009, was a co-principal 
investigator of the trial.

Dr Laura van‘t Veer, co-founder and Chief Research Officer 
of Agendia, and Professor at the University of California, San 
Francisco said: “I am very proud to accept this joint award with 
Emiel Rutgers. We have seen the initial research in this field 
grow from an idea, to a market-leading gene-expression test, 
the clinical benefit of which is supported by the highest level 
of evidence. As a result, women of all ages with early-stage 
breast cancer are now able to make informed decisions about 
their treatment based on whether or not they will benefit from 
chemotherapy. We still have work to do, but for me, that is the 
real reward.”

T he 15th Annual 
British Thoracic 
Oncology Group 

(BTOG) Conference 2017 
took place in Dublin 
recently.  This event has 
become known within 
the UK and Irish thoracic 
oncology specialty as 
the thoracic oncology 
educational event to 
attend in the calendar year 
and 2017 attracted 725 
attendees.  

Each year BTOG gives a lifetime achievement award to 
an individual who in the steering committee’s opinion 
has made a significant contribution to the management 
of thoracic malignancies in the UK and Ireland.  The 
award is presented at the BTOG Annual Conference.  For 
2017 the award was presented to Professor John Gosney.  
Professor John Gosney is Consultant Thoracic Pathologist 
at the Royal Liverpool University Hospital and Professor of 
Thoracic Pathology at the University of Liverpool.  He has 
internationally acknowledged expertise in the pathology of 
tumours of the lung, especially in neuroendocrine tumours 
and their precursor lesions and in the genetic pathology 
of lung cancer and its application to management.  He 
is passionate about his work and this is reflected in his 
dedication to improve diagnostic thoracic pathology.

Agendia Co-Founder Laura van’t Veer Wins European Cancer 
Organization Clinical Research Award 

BTOG gives a lifetime  
achievement award to 
Professor John Gosney

AWARDS AND APPOINTMENTS

15th Annual British 
Thoracic Oncology 
Group Conference 
2017 Poster Winners

3 x First Prizes
33  Adequacy of image-guided rebiopsies for molecular 
retesting in advanced NSCLC: a single centre experience
N Tokaca1, S Barth2, M O'Brien3, J Bhosle4, N Fotiadis5, A 
Wotherspoon6, L Thompson7, S Popat1

1Lung Oncology Unit, Royal Marsden Hospital, London, UK, 
2Lung Unit, Royal Marsden Hospital, London, UK, 3Department 
Of Medical Oncology, Royal Marsden Hospital, Surrey, UK, 4Lung 
Unit, Royal Marsden Hospital, Sutton, UK, 5Department Of 
Radiology, Royal Marsden Hospital, London, UK, 6Department Of 
Histopathology, Royal Marsden Hospital, London, UK, 7Molecular 
Diagnostics, Royal Marsden Hospital, Sutton, UK.

74  Tyrosine Kinase Inhibitors: Maintaining Dose Intensety 
with Prophylactic Antibiotic
CS Barrie, M Mackean, T Evans, F Little, A Price, S Campbell, D. 
Borthwick, J. Mencnarowski
Edinburgh Cancer Centre, NHS Lothian, Edinburgh, UK. 

93  Holistic Needs Assessment - development of the 
virtual clinic
R. Smith, J. O'Connell
Oncology, Great Western Hospitals NHS Foundation Trust, 
Swindon, UK.



24 Volume 12 Issue 1 • March/April 2017

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

Organised by the Hellenic Society 
of Head and Neck Oncology 
(HeSHNO) – a member of the 

International Federation of Head and 
Neck Oncologic Societies (IFHNOS) – the 
1st Hellenic Multidisciplinary Conference 
on Head and Neck Cancer was the first 
Head and Neck Oncology conference to 
take place in Greece. Both the faculty 
and delegates spanned the entire 
spectrum of specialties dealing with the 
diagnosis and management of head 
and neck neoplastic diseases including 
Otorhinolaryngology and Head & Neck 
Surgery, Medical Oncology, Clinical 
Oncology, Pathology, Radiology, Oral 
Medicine, Plastic Surgery, Dentistry, and 
Oral and Maxillofacial Surgery, as well 
as allied healthcare specialties including 
dietetics, speech and language therapy, 
and psychology. 

Keynote speakers included 
international authorities from the United 
Kingdom, Europe, and the United 
States from all relevant disciplines. 
These included Professors Ethan Argiris 
(USA), President of HeSHNO, Christos 
Georgalas (Greece), Secretary General 
of HeSHNO, Joanna Nixon (UK), Jan 
Vermorken (Belgium), Andreas Lazaris 
(Greece), Esma Saada (France), Andreas 
Dietz (Germany), and Jean Bourhis 
(Switzerland).

The conference was preceded by 
an outstanding postgraduate course 
comprising of a series of exceptional 
lectures covering special topics relating 
to head and neck oncology such as 
TransOral Robotic Surgery (TORS) (Dr 
George Garas, UK), molecular biology 
of cancer (Professor Stergios Moschos, 
USA), and novel radiotherapy approaches 
(Dr Konstantina Tsamatsioti, Greece). 

Professor Ethan Argiris formally 
opened the conference as Chair of 
the Organising Committee. A very 
stimulating round table discussion 
followed on locally recurrent disease. 
This included presentations on a variety 
of specialist topics such as salvage 
surgery, re-irradiation, and systemic 

therapy followed by an interactive panel 
discussion where the audience were 
encouraged to actively participate.

The invited lecture that generated the 
greatest interest was that by Professor 
Christos Georgalas on endoscopic 
surgery for paranasal sinus and skull 
base tumours. Challenging real-life cases 
were presented including their clinical 
presentation and cross-sectional imaging 
followed by impressive intraoperative 
endoscopic videos and post-operative 
short- and long-term results. This was 
complemented by a fascinating lecture 
delivered by Professor Andreas Lazaris 
who covered in depth the pathology 
of head and neck cancer, a challenging 
topic that was beautifully presented 
through a multitude of fascinating 
photomicrographs and slides combined 
with clinical pictures and case histories.    

The scientific programme covered all 
aspects of head and neck oncology and 
included presentations on liquid biopsies 
for squamous cell carcinoma of the head 
and neck, HPV biology, epidemiology, 
prognosis, anti-angiogenesis and other 
novel targeted agents, immunotherapy, 

salvage surgery, larynx-sparing surgery, 
combined modality therapy for 
nasopharyngeal cancer, as well as allied 
healthcare topics including nutritional 
deficits, patient support, and speech 
and swallowing therapy. All lectures 
were evidence-based emphasising the 
importance of the multi-disciplinary team 
in the entire journey of the head and 
neck cancer patient. 

There were two state-of-the-art 
keynote lectures, both superb. The first 
was by Professor Andreas Dietz where 
the final results of the randomised phase 
II DeLOS-II trial on the role of induction 
chemotherapy followed by radiotherapy 
vs. cetuximab plus induction 
chemotherapy and radiotherapy 
for functional larynx preservation in 
resectable laryngeal and hypopharyngeal 
cancer were presented. The second was 
by Professor Jean Bourhis where the 
latest topics in radiation oncology were 
reviewed including hyperfractionated or 
accelerated radiotherapy, gamma knife 
radiosurgery, re-irradiation, and proton 
beam therapy amongst others.     

The HeSHNO conference, through its 
multidisciplinary faculty consisting of 
experts from both sides of the Atlantic 
ensured that all important aspects of 
head and neck oncology were thoroughly 
covered. The emphasis on evidence-
based personalised medicine, the role of 
the multidisciplinary team with the head 
and neck cancer patient at its centre, and 
new developments in the field of head 
and neck oncology ensured that the 
conference was of immense educational 
value full of interesting presentations, 
round table discussions, and debates. 

We very much look forward 
to the 2017 conference which 

will also be held in Athens.
http://www.heshno.com/ 

scientific-program 

1st Hellenic Multidisciplinary Conference on Head and Neck 
Cancer  
Date: 21-22 October 2016. Venue: Athens, Greece. Report by: Dr George Garas BSc (Hons) MBBS (Dist) MRCS (Eng) DOHNS, Otorhinolaryngology and 
Head & Neck Surgery Specialty Registrar & Honorary Clinical Lecturer, St Mary’s Hospital, Imperial College London, UK.

(L-R) Dr George Garas (Imperial College London, UK) 
with Professor Ethan Argiris (Thomas Jefferson University, 
Philadelphia, PA, USA).
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The 3rd World Congress on Thyroid 
Cancer will take place in the gorgeous 
city of Boston, Massachusetts USA at The 
Westin Boston Waterfront July 27-30, 
2017. This international meeting builds 
on the success of WCTC1 in 2009 with 
770 delegates and WCTC2 in 2013 with 
1010 delegates. WCTC3 is expected to 
attract more than 1,200 delegates to 
participate in cutting edge scientific 
program that will feature:
• Keynotes
• Panels / Debates
• Workshops
• Meet the Professor
• Symposia
• Welcome Reception

• Gala Dinner

• Poster Reception

The objective of this Congress is to:

• Foster a collegial multidisciplinary 

atmosphere amongst all stakeholders 

for the discussion of management of 

and research in thyroid cancer

• Discuss and demonstrate all state of 

the art aspects for the management 
of and research in the field of thyroid 
oncology worldwide

• Create the groundwork for future 
direction for management of and 
research in thyroid cancer

State of the art information, presentations 
and discussion:
• Medical management
• Surgical management
• Advances and innovations
• Future directions

http://thyroidworldcongress.com
@ThyroidCongress

3rd World Congress on Thyroid Cancer 
Date: 27-30 July 2017. Venue: Boston, Massachusetts, USA.

WIN 2017 Symposium will be held in 
Paris, France from June 26-27, 2017. 
The CME accredited WIN2017 is an 
exceptional scientific event dedicated to 
“Expediting Global Innovation in Precision 
Cancer Medicine’’ addressed to all cancer 
care professionals.

The WIN Consortium (WIN) is proud 
to announce that its symposium 
”Expediting Global Innovation in 
Precision Cancer Medicine” has been 
endorsed by the American Society 
of Clinical Oncology (ASCO®) for its 
exceptional scientific program. “ASCO® 
is a registered trademark of the American 
Society of Clinical Oncology®. Used 
with permission. This is not an ASCO 
sponsored event.”

John Mendelsohn, Chair of WIN 
Consortium and Past President of The 
University of Texas MD Anderson Cancer 
Center will present in his Welcome 
Address an overview of WIN disruptive 
programs aiming to significantly improve 
lung cancer patients’ outcomes. 

José Baselga, Memorial Sloan Kettering 
Cancer Center will discuss in Keynote 
Opening Lecture “Genomic-driven Clinical 
Studies in Breast Cancer”. 

The Closing Keynote lecture and 
remarks will be presented by Leroy Hood 

from Institute for Systems Biology.
The scientific program brings together 

the greatest academic and industry 
experts and will develop the following 
themes: 
• Innovation in clinical trial design 

– Razelle Kurzrock (UCSD), Laura 
Esserman (UCSF), Donald A. Berry and 
J Jack Lee (UT-MD Anderson)

• New avenues for target discovery - 
Geneviève Almouzni (Institut Curie) 
and Giorgio Massimini (Merck Serono)

• Immunological approach to 
personalized medicine – Antoni Ribas 
(UCLA), Guido Kroemer (Gustave 
Roussy), Hans-Georg Rammensee 
(University of Tübingen) and Steven 
Anderson (Covance)

• Next great steps in cancer therapy – 
Olli Kallioniemi (Karolinska Institutet 
& FIMM), Henry Rodriguez (NCI) and 
Peter Lichter (DFKZ)

• Predict: what and how? – Martine J. 
Piccart-Gebhart (Jules Bordet), Jean-
François Martini (Pfizer), Maureen 
Sullivan (Blue Cross Blue Shield), 
Caroline Robert (Gustave Roussy)

• Using new knowledge in clinical trials 
– René Bernards (NKI), Daniel F. Hayes  
(University of Michigan, President of 
ASCO 2016-2017), Reinhardt Büttner 

(University Hospital of Cologne), Stefan 
Pfister (DKFZ) and Robert G. Bristow 
(Princess Margaret)

There will be open discussion with 
audience participation on each of 
these topics. In addition, three forums 
with open discussion for all attendees 
will debate on how to deliver better 
treatments to patients and improving 
their outcomes and these will be 
published in a synopsis of the symposium.
• Trends of clinical trial design, 

moderated by Razelle Kurzrock (UCSD) 
and Brian Leyland- Jones (AVERA)

• Place of immunotherapy approaches 
in precision cancer care, moderated 
by Antoni Ribas (UCLA) and Jean-Yves 
Blay (Centre Léon Bérard)

• Challenges of real world implementation 
of precision medicine and implications 
for other diseases, moderated by Lisa 
Hutchinson (Nature Publishing Group) 
and Thomas Tursz (Fondation ARC) with 
the exceptional participation of Otmar 
D. Wiestler (Helmholtz Association) and 
Richard L. Schilsky (ASCO)

For more information visit:  
www.winsymposium.org or  

E: win@congressbydesign.com 
@WIN_Consortium

WIN Symposium 2017
Date: 26-27 June 2107. Venue: Paris, France. 
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T he 3rd edition of the John 
Fitzpatrick Genitourinary Cancer 
Conference is taking place Thursday 

6th and Friday 7th April 2017 in the 
Aviva Stadium Conference Centre, Dublin. 
Formerly the John Fitzpatrick Irish Prostate 
Cancer Conference, the multidisciplinary 
scope of the meeting has broadened to 
include educational sessions on prostate, 
bladder and kidney cancer care.

This year’s meeting will bring Irish 
healthcare and research professionals 
together with peers from Europe, North 
America and Australia. An international 
faculty of leading oncology, pathology, 
urology, surgical, and scientific experts will 
present the latest research on diagnostics 
and therapies for genitourinary cancers. 
Emerging trends and developments in 
prostate, bladder and kidney cancer care 
will also be discussed and debated in 
a range of themed panel discussions. 

These panels provide participants with the 
opportunity to learn about best practices 
and key research topics, whilst also 
affording the opportunity to network with 
medical and surgical peers.

Professor John Fitzpatrick was a 
distinguished academic urologist, 
Emeritus Professor of Surgery at the 
University College Dublin (UCD) School 
of Medicine & Medical Science, former 
Consultant Urologist and Chairman 
of the Division of Surgery at Mater 
Misericordiae University Hospital (MMUH) 
Dublin and Head of Research at the Irish 
Cancer Society. He was an academic 
clinician and scientist of distinction, 
who advanced surgical techniques and 
urology training throughout his career 
until his untimely death in May 2014. 
Professor Fitzpatrick developed enduring 
professional connections worldwide 
earning a global reputation and providing 

an immeasurable contribution to the 
understanding and management of 
prostate cancer. He will be remembered 
in continuum at this annual research and 
educational meeting; the John Fitzpatrick 
Irish Genitourinary Cancer Conference.

Urologist Kiaran O’Malley and Consultant 
Medical Oncologist Prof John McCaffrey, 
both of the Mater Misericordiae University 
Hospital Dublin, co-chair the Conference 
Organising Committee. Registration is open 
to medical professionals working across 
the genitourinary cancer care community, 
including; urologists; medical oncologists; 
radiation oncologists; pathologists; surgeons; 
nurses; scientists; registrars; geneticists; 
pharmacists; researchers and trainees.

For more information visit  
www.irishgenitourinary 

conference2017.org 
 @JFIGUCC

Building on the strong success of 
conferences held in the EACR 
Conference Series, the European 

Association for Cancer Research is pleased 
to announce a new conference: Defence 
is the Best Attack: Immuno-Oncology 
Breakthroughs. It will be held in Barcelona, 
Spain, 9-11 October 2017 at Casa Milà, 
popularly known as ‘La Pedrera’, a 
modernist building designed by Antoni 
Gaudí and a UNESCO World Heritage site 
for its exceptional universal value. Barcelona 
is one of the most visited cities in Europe, 
famous for its endless culture, extraordinary 
architecture and seaside location.

This conference features an 
outstanding, internationally renowned 
faculty who will discuss and explore 
their up-to-the-minute findings as 
well as roadmap the ´where to´ in 
identifying novel targets, progressing 
our understanding of the mechanisms 
of action of therapeutic interventions, 
developing improved biomarkers of 
response to therapy, and overcoming 
mechanisms of intrinsic and acquired 

resistance to immunotherapy. Keynote 
lectures will be given by:
- Lisa Coussens (Professor, Chair, and 

Associate Director of Basic Research at 
the Knight Cancer Institute, OHSU)

- Carl June (Director of translational 
research, Abramson Cancer Center 
and Professor at Perelman School of 
Medicine, University of Pennsylvania)

- Jedd Wolchok (Associate Chairman 
of Immunotherapeutics, MSKCC and 
Associate Director of the Ludwig 
Center for Cancer Immunotherapy)

“We are living in very exciting times in 
the context of molecular oncology and 
in particular in the field of immuno-
oncology. A deeper understanding of the 
molecular mechanisms involved in the 
interaction between the tumour and the 
immune system is revealing an attractive 
set of novel therapeutic approaches to 
treat cancer. With some pronounced 
recent successes in this field, this is 
fuelling aggressive investigation, leading 
to new questions and challenges”, said 
Joan Seoane, Conference Chair. 

“Despite these important advances, we 
as translational researchers, physician-
scientists, and clinicians in oncology, must 
collectively up the tempo by more precisely 
developing this powerful anti-cancer 
weaponry to better control the immune 
system and ultimately achieve higher 
response rates across tumour types. This 
exceptional EACR conference represents 
an essential platform for this must-
have sharing of avant-garde discovery 
in the rapidly emerging field of cancer 
immunology. In short, EACR´s Defence is 
the Best Attack, is set to track the latest 
breakthroughs in immuno-oncology as 
well as signpost future next steps.”

With extensive networking 
opportunities, this conference will provide 
an intimate setting for top quality scientific 
interaction. Reduced registration rates are 
available to EACR members and five EACR 
Meeting Bursaries will be awarded. 

For further information, please 
visit: www.eacr.org/conference/

immunooncology17

3rd John Fitzpatrick Genitourinary Cancer Conference
Date: 6-7 April 2017  Venue: Dublin, Ireland.

Defence is the Best Attack: Immuno-Oncology 
Breakthroughs
Date: 9 - 11 October 2017  Venue: Barcelona, Spain
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2017

March
NEW 
Cytotoxic Medication Study day for Nurses new 
to Cytotoxic Treatment 
21 March 2017; London, UK 
T: +44 (0)20 7808 2921,  
E: conferenceteam@rmh.nhs.uk  
W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

NEW 
Gynaecological Oncology Study Day 
21 March 2017; Manchester, UK 
E: education.events@christie.nhs.uk

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

NEW 
Maxillo-Facial Study Day 
22 March 2017; Manchester, UK 
E: education.events@christie.nhs.uk   
W: https://maxillo-facial-17.eventbrite.co.uk

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

NEW 
Colorectal Cancer Peritoneal Metastases: What 
you and your MDT need to know  
24 March 2017; Manchester, UK 
E: education.events@christie.nhs.uk 
W: www.pmcr.eventbrite.co.uk

NEW 
QI workshop (part 1) 
28 March 2017; London, UK 
E: conf@rcr.ac.uk 
@RCRadiologists

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

NEW 
Introduction to GI nursing: study day 
31 March 2017; Harrow, UK 
@StMarksHospital

April
NEW 
IANO Annual Conference ‘Challenges in Cancer 
Care’ 
1 April 2017; Limerick, Ireland 
W: www.iano.ie 
E: info@iano.ie

NEW 
3rd John Fitzpatrick Genitourinary Cancer 
Conference 
6-7 April 2017; Dublin, Ireland 
E: info@iano.ie 
T: +353 (0) 86 8227220

NEW 
8th European Congress on Head & Neck 
Oncology 
11-14 April 2017; Rome, Italy 
W: www.ehns.org

NEW 
Supervisor Skills 
12 April 2017; Manchester, UK 
E: conf@rcr.ac.uk 
@RCRadiologists

NEW 
A User Guide to Cancer Immunotherapy 
Conference 
19 April 2017; London, UK 
E: conferenceteam@rmh.nhs.uk 
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays  
@trmeducation

NEW 
Myeloma Study Day 
24 April 2017; Manchester, UK 
E: education.events@christie.nhs.uk 
https://ct-myeloma.eventbrite.co.uk

NEW 
Targeted treatments for lung cancer  
– demystifying the science 
25 April 2017; London, UK 
E: conferenceteam@rmh.nhs.uk 
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays  
@trmeducation

NEW 
WEBINAR: Human Factors 
25 April 2017; London, UK 
E: conf@rcr.ac.uk 
@RCRadiologists

NEW 
Pain Study Day: Persistent Pain Following Breast 
Cancer 
28 April 2017; London, UK 
E: conferenceteam@rmh.nhs.uk 
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

NEW 
New Technologies in Thoracic Oncology 
Conference  
28 April 2017; London, UK  
W: www.guysandstthomasevents.co.uk 
E: events@gstt.nhs.uk  
T:+44 (0)20 7188 1622

May
NEW 
Masterclass in Imaging of Thoracic Neoplasms 
3 May 2017; London, UK 
W: www.icimagingsociety.org.uk

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

NEW 
Foundations Oncology Skills for Nurses new to 
working in Paediatric and Adolescent Cancer 
care 
4-5 May 2017; London, UK 
E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921  
W: www.royalmarsden.nhs.uk/studydays  
@trmeducation

5th Quadrennial Meeting of the World 
Federation of Neuro-Oncology Societies 
(WFNOS) 
4-7 May, 2017; Zurich, Switzerland 
T: +43-1-4051383-27 or 30 F: +43-1-4078274  
E: wfnos2017@medacad.org 
W: www.eano.eu

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

NEW 
Thyroid Ultrasound and FNA Course 2017  
5 May 2017; London, UK  
W: www.guysandstthomasevents.co.uk  
E: events@gstt.nhs.uk  
T:+44 (0)20 7188 1622

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

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

NEW 
BACR: Non-Coding RNAs In Cancer And 
Development 
8 May 2017; London, UK 
@TheBACR   
W: www.bacr.org.uk

NEW 
Pancreatic Cancer Study Day 
8 May 2017; Manchester, UK 
E: education.events@christie.nhs.uk  
https://pancreatic-cancer-17.eventbrite.co.uk

NEW 
Mentoring Workshop 
8 May 2017; London, UK 
E: conf@rcr.ac.uk 
@RCRadiologists

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

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

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

For further information on all dates marked in RED turn to page 28  
To have your event listed in the Oncology News diary, E: patricia@oncologynews.biz by April 5th 2017.
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NEW 
2017 SBUR/SUO Joint Meeting 
12 May 2017; Boston, USA – W: http://suonet.org/

NEW 
SUO 2017 Annual Meeting At the AUA 
13 May 2017; Boston, USA – W: http://suonet.org/

NEW 
Annual Trainee Oncology Meeting  
13-14 May 2017; Belfast, UK – W: www.rcr.ac.uk/clinical-oncology/events  
E: conf@rcr.ac.uk – T: +44(0)20 7406 5942

NEW 
Targeted treatments for cancers of the digestive system – How do they 
work and where are we now? 
15 May 2017; London, UK – E: conferenceteam@rmh.nhs.uk 
T: +44 (0)20 7808 2921 – W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

NEW 
Association of Breast Surgery Conference 
15-16 May 2017; Belfast, UK – T: +44 (0)20 7869 6853  
E:jackiespencersmith@absgbi.org.uk

NEW 
Advances in Nutritional Care of the Cancer Patient 
17 May 2017; London, UK – E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921 – W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

NEW 
Targeted Treatments for Breast Cancer  
25 May 2017; Manchester, UK 
E: education.events@christie.nhs.uk – https://ttbreast-cancer.eventbrite.co.uk

June
NEW 
QI workshop (part 2) 
5 June 2017; London, UK – E: conf@rcr.ac.uk – @RCRadiologists

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

NEW 
5th International CNS Germ Cell Tumor Symposium 
7-10 June 2017; Columbus, OH, USA – T: +1-614-355-0676 or  
E: cmeoffice@nationwidechildrens.org

NEW 
UK Childhood Cancer Conference 
9 June 2017; London, UK – W: www.childhoodcancerconference.org.uk

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

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

NEW 
Oral Mucositis and Effects of Chemotherapy on Cancer Patients - UKOMiC 
Study Day 
12 June 2017; London, UK – E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921 – W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

NEW 
Consequences of colorectal cancer and its treatment 
13 June 2017; London, UK – E: clairetaylor8@nhs.net

NEW 
An Introduction to Cancer: Anatomy, Biology and Treatments 
14–15 June 2017; Manchester, UK – E: education.events@christie.nhs.uk 
https://intro-to-cancer.eventbrite.co.uk

NEW 
Tumour Microenvironment – Basic Science to Novel Therapies (Including 3D 
models workshop)  
14-16 June 2017; Nottingham, UK – @TheBACR – www.bacr.org.uk

NEW

4th Pediatric Neuro-Oncology Basic & Translational Research Conference 
15-16 June 2017; New York, USA 
W: www.soc-neuro-onc.org/pediatric-neurooncology-research-conference

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

NEW 
CO Audit conference and poster competition: The great debate  
19 June 2017; London, UK – E: conf@rcr.ac.uk – @RCRadiologists

NEW 
Introduction to Immunotherapy by Elaine Vickers 
20 June 2017; Manchester, UK – E: education.events@christie.nhs.uk  
https://intro-immunotherapy.eventbrite.co.uk

NEW 
Supervisor Skills  
20 June 2017; London, UK – E: conf@rcr.ac.uk – @RCRadiologists

NEW 
Menopause and Cancer Conference 
21 June 2017; London, UK – E: conferenceteam@rmh.nhs.uk  
T: +44 (0)20 7808 2921 – W: www.royalmarsden.nhs.uk/studydays  
@trmeducation 

EVENTS DIARY

Consequences of colorectal cancer  
and its treatment

St Mark’s Hospital, London – 13th June 2017 

Aim of the day 
To offer health care professionals more knowledge in their 
management of the commonest consequences of colorectal cancer 
treatment. Suited to those caring for individuals living with and 
beyond colorectal cancer.

Objectives
By the end of the session, delegates will be able to:

1)	 Identify	specific	assessment	tools	useful	in	assessing	five	of	the	
commonest consequences of colorectal cancer.

2) State a range of helpful management strategies for managing 
the physical and psychological consequences of being 
diagnosed and treated for colorectal cancer. 

3) Determine ways to improve the information and support for 
patients being diagnosed and treated for colorectal cancer.

Target audience
CRC CNSs and other health care professionals involved in 
supporting colorectal cancer survivors

Price – £75 per delegate, including a hot lunch

To book your place 
Contact St. Mark’s Academic Institute
St Mark’s Hospital, Northwick Park, Watford Road, Harrow,  
Middlesex HA1 3UJ, UK. 
Tel: +44 (0)20 8235 4046/8 – Fax: +44 (0) 20 8235 4039  
Email: info@stmarksacademicinstitute.org.uk
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Engaging Science Enhancing Survival
Wednesday 21st – Friday 23rd June 2017
Preliminary Programme and Faculty are now available

Venue: John McIntyre Conference Centre, University of Edinburgh
Dedicated Parallel Quality of Life Sessions for Nursing staff and Allied Healthcare Professionals
Keynote Speakers: James Perry, Toronto – Late Effects and Anthony Byrne, Cardiff  – End of Life Care
Welcome Reception: Dynamic Earth
Gala Dinner: Playfair Library, Old College, University of Edinburgh

Visit www.bnos2017.efconference.co.uk  for further information – See you there!

BNOS 2017

@BNOSofficial

OVERVIEW:
The meeting will aim to encourage collaborations and sharing of experimental 
protocols/techniques, and to inspire delegates to accelerate research in this rapidly-
expanding field. It is hoped that delegates will leave the meeting with a better 
understanding of how non-coding RNAs modulate disease pathogenesis, how they 
are regulated, the power of non-coding RNA bioinformatics to propel research, 
the potential of non-coding RNAs as therapeutic targets and biomarkers, and the 
considerable challenges to be overcome in this area.

SESSIONS:	 • The role of small RNAs in cancer
  • Long non-coding RNAs in cancer and development
  • Regulation, biogenesis and mechanism of non-coding RNAs
  • Non-coding RNAs as treatment targets and biomarkers

SPEAKERS:		 Martin Bushell (University of Leicester)
 Jorge Ferrer (Imperial College London)
 Xavier Gidrol (Centre for Atomic and Alternative Energies,  
 Grenoble, France)
 Sean McGuire (MD Anderson Cancer Centre, Houston)
 Keith Vance (University of Bath)
 Tapio Visakorpi (University of Tampere, Finland)

DEADLINES: Abstract submission – 31st March 2017

ORGANISERS:	 Claire Fletcher – claire.fletcher07@imperial.ac.uk
 Leandro Castellano – l.castellano@imperial.ac.uk

Follow	us:	@TheBACR	
www.bacr.org.uk

NON-CODING	RNAs	IN	CANCER	
AND	DEVELOPMENT

8th	May	2017	–	Royal	Society	of	Medicine,	London

Tumour	Microenvironment	–		
Basic	Science	to	Novel	Therapies

(Including	3D	models	workshop)

June	14	to	16th	2017		
Nottingham	Conference	Centre,	Nottingham,	UK

Abstract	Deadline:	 17th March 2017
Up to 10 slots for Oral Presentations will be selected from abstracts

OVERVIEW:
Tumour growth and metastasis is critically dependent on the interaction between 
tumour cells and their surrounding environment. Knowledge of the role of the 
tumour micro-environment has been developing rapidly and therapies aimed 
at tumour vasculature and lymphatics, immune interactions, and stromal 
components are now increasingly available. 3D models designed to closely mimic 
the human tumour microenvironment are increasingly being used in an attempt 
to generate more clinically relevant data from laboratory studies.  This meeting 
aims to highlight  the latest advances in this field from basic science to clinical 
development and to provide a workshop forum for researcher to discuss recent 
developments in 3D cancer modelling

TOPICS:	 •  Modelling cancer in 3D  •  Stroma  •  Tumour immunology
  • Angiogenesis  •  The interstitial stem cell niche
  • Hypoxia and metabolism

SPEAKERS:	Tumour	Microenvironment
Kari Alitalo
David Bates
Axel Behrens
Roy Bicknell
Peter Carmeliet

Lisa Coussens
Kairbaan Hodivala 
Dilke
Ester Hammond
Kevin Harrington

Ingunn Holen
Gordon Jayson
Bob Kerbel
Jan Kitajewski
Max Mazzone

Poulam Patel
Jeff Pollard
Michael Potente
Ian Tomlinson

3D	models	workshop
Anna Grabowska
Claudia Fichbach

Marilena Loizidou
Jos Jonkers

Craig Murdoch
Penelope Ottewell

Follow	us	on	twitter		
@TheBACR	Meeting		

#BACRtmicro

www.bacr.org.uk/events/62
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Challenges in  
Cancer Care

IANO Annual Conference 2017

Saturday 1 April, Radisson Blu Hotel, Limerick

2017 IANO Conference Programme

8.30am Registration

9.00am Ms Pauline Kehoe – Opening Address – IANO President 
 Cathleen Osborne – Chair for the morning  

9.15am Mr John Lonergan – Be Happy and Content

10.00am Dr Emer Guinan – Exercise Medicine in Cancer Rehabilitation 
 – Assistant Professor in Interprofessional Learning Faculty of  
 Health Sciences, TCD & St James Hospital

10.30am Exhibition Stands and viewing of Poster Competition Entries 

11.15am Dr Jervoise Andreyev – Progress in the management of GI  
 consequences of cancer treatment 
 – Consultant Gastroenterologist Royal Marsden London

12.00 noon Ms Charlotte Ryan – Sheila Clarke Education Travel Bursary  
 Winner 2015 
 – University Hospital Limerick

12.20pm Ms Naomi Fitzgibbon – Quality of Life, Fatigue, and Cognitive  
 Concerns of Patients with Metastatic Breast Cancer in Ireland  
 – Cancer Nurseline Manager, Irish Cancer Society

12.40pm Ms Olivia Grady – Membership Survey 2017 – IANO Secretary 

12.45pm Lunch

2.00pm – 2.45pm Break Out Session

IGONG Prof Donal Brennan – Cancer & Pregnancy 
 – Consultant Gynaecologist Mater Hospital Dublin

CRCNG Ms Geraldine O’Boyle – Sexual wellbeing following male pelvic  
 cancer treatment 
 – RANP Radiation Oncology Galway University Hospital

IBCNG Mr Michael Farrell – Familial Risk Assessment Workshop 
 – Genetics Nurse Specialist, Mater Private

ILCNG Ms Linda Coate – Lung Cancer Clinical Trials 
 – Consultant Oncologist Limerick University Hospital

ORNG Ms Christine Loscher – Immunotherapy 
 – Director of Health Technologies & Health Ageing Society  
 Hub DCU

3pm – 3.45pm – Break Out Session

 CRCNG Prof Desmond Winter – Approaches to Organ Sparing Surgery  
 for rectal cancer – Consultant Surgeon St Vincent’s Private Clinic

IBCNG Mr Michael Farrell – Familial Risk Assessment Workshop 
 – Genetics Nurse Specialist, Mater Private

ILCNG Ms Jane Lynch – Nursing Issues with Immunotherapy 
 – Lead Cancer Nurse Manager Harley Street Clinic London

3.45pm Presentation of Sheila Clarke Travel Bursary and Poster Prizes

4:00pm President’s Closing Address (Welcome to new President)

Free to members – For more information,  
please contact info@iano.ie or visit www.iano.ie

New Technologies 
in Thoracic 
Oncology 

Conference
28 April 2017 

Guy’s Hospital, London, UK

Pre cancer and cancer modelling | New technologies in 
preoperative staging |  New technologies in early stage lung 

cancer | New treatments in lung cancer stage III and IV | 
New treatment options for mesothelioma | Update and new 
technologies in thymoma treatment | Update on pulmonary 

metastasectomy

Group booking discounts available!
www.guysandstthomasevents.co.uk/

new-technologies-in-thoracic-oncology-conference-2017

JUNE 26-27, 2017
PARIS, FRANCE

SYMPOSIUM
2017

Expediting Global 
Innovation in Precision 

Cancer Medicine

WIN 2017 
SYMPOSIUM

is endorsed by:

ASCO® and American Society of Clinical Oncology® 
are registered trademarks of the American Society of 
Clinical Oncology, Inc. used with permission. This is 
not an ASCO® sponsored event.
 

SOME OF THE 
DISTINGUISHED SPEAKERS 
AT THE SYMPOSIUM:

José 
Baselga

René 
Bernards

Martine J. 
Piccart-
Gebhart 

Leroy 
Hood

Guido 
Kroemer

Caroline 
Robert

www.winsymposium.org
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6th Trends in Head and Neck Oncology

2-4 November 2017
Le Meridien Hotel, Nice, France

THNO

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

www.THNO2017.org

www.thyroidworldcongress.com

World Congress on 
Thyroid Cancer
July 27 – 30, 2017
The Westin Boston Waterfront
Boston, Massachusetts

Welcome to BostonWelcome to BostonWelcome to Boston

A global multi-disciplinary meeting of 
all specialists involved in the field of 
Thyroid Cancer.



The Royal Marsden Study Day Programme 2017
Please visit: www.royalmarsden.nhs.uk/studydays

The Royal Marsden Conference Programme 2017/8
Please visit: www.royalmarsden.nhs.uk/conferences

13 Mar	 Foundations	in	Cancer	Care	for	Speech	and	Language	Therapists ................................................................................... ID: 616
18 Mar	 The	Royal	Marsden	Imaging	Group	Study	Day:	Everything	you	ever	wanted	to	know	about	Radiology	in	Cancer .......... ID: 615
21 Mar	 Cytotoxic	Medication	Study	day	for	Nurses	new	to	Cytotoxic	Treatment ...................................................................... ID: 617
25 Apr	 Targeted	treatments	for	lung	cancer	–	demystifying	the	science ................................................................................... ID: 618
04-05 May	 Foundations	Oncology	Skills	for	Nurses	new	to	working	in	Paediatric	and	Adolescent	Cancer	care ............................... ID: 614
15 May	 Targeted	treatments	for	cancers	of	the	digestive	system	–	How	do	they	work	and	where	are	we	now? ........................ ID: 627
17 May	 Advances	in	Nutritional	Care	of	the	Cancer	Patient ........................................................................................................ ID: 620
12 Jun	 Oral	Mucositis	and	Effects	of	Chemotherapy	on	Cancer	Patients	–	UKOMiC	Study	Day ................................................. ID: 622 
22-23 Jun	 Nurse-Led	Clinics:	Preoperative	assessment	(2-Day	Programme) ................................................................................... ID: 611
27 Jun	 Cytotoxic	Medication	Study	day	for	Nurses	new	to	Cytotoxic	Treatment ...................................................................... ID: 648
04 Jul	 Targeted	treatments	for	Haematological	cancers ........................................................................................................... ID: 623
11 Jul	 Medicines	Management .................................................................................................................................................. ID: 650
17 Jul  Trachaeostomy Study Day ........................................................................................................................................... ID: 624 
11 Sep	 Chemotherapy	-	Managing	hazards	and	risks	in	the	modern	clinical	environment .......................................................... ID: 649
13 Sep	 National	Pain	Study	Day ................................................................................................................................................. ID: 635
19 Sep	 Lymphoedema	Study	Day ............................................................................................................................................... ID: 626
28 Sep	 A	Beginner’s	guide	to	cancer	immunotherapy	(Half	Day) ............................................................................................... ID: 621
12-13 Oct	 Foundations	Oncology	Skills	for	Nurses	new	to	working	in	Paediatric	and	Adolescent	Cancer	care ............................... ID: 619  
16 Oct	 The	Royal	Marsden	Palliative	Care	Update ...................................................................................................................... ID: 629
19 Oct	 Paediatric	Palliative	Care	Study	Day ............................................................................................................................... ID: 630
07 Nov	 Cytotoxic	Medication	Study	day	for	Nurse	new	to	Cytotoxic	Treatment ....................................................................... ID: 628
20 Nov	 The	Royal	Marsden	(Adult)	Haematology	Study	Day ...................................................................................................... ID: 631
22 Nov	 The	Gynaecological	Cancer	Study	Day ............................................................................................................................ ID: 632
04 Dec	 Molecular	mechanisms	of	targeted	treatments	for	solid	tumours .................................................................................. ID: 633
07 Dec	 Advances	in	Nutritional	Care	of	the	Cancer	Patient	(Repeat) ......................................................................................... ID: 634

For further information please email: conferencecentre@rmh.nhs.uk 
Tel: 020 7808 2921, Fax: 020 7808 2334

19 Apr A	User	Guide	to	Cancer	Immunotherapy	Conference ..................................................................................................... ID: 575  
28 Apr Pain	Study	Day:	Persistent	Pain	Following	Breast	Cancer ................................................................................................ ID: 636
21 Jun Menopause	and	Cancer	Conference ................................................................................................................................ ID: 637 
06 Sep Integrating	Inherited	Cancer	syndromes	into	Cancer	Care .............................................................................................. ID: 640
22 Sep TCI	&	BCI	Practicum	Conference ..................................................................................................................................... ID: 658
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