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

CONFERENCE NEWS

“Contemporary Approaches to Paediatric and Adult Brain Tumours”,
held in Liverpool recently was, with its best ever attendance of 350,
a very professionally organised and interesting conference. The
opening Education Day provided parallel sessions for scientists and
clinicians. One track focussed on novel experimental approaches,
modelling strategies and genome-wide screening platforms to
advance the molecular characterisation of brain tumours whilst the
other comprised presentations of interesting and challenging cases
complete with history and radiology, following which literature and
clinical trial evidence were succinctly reviewed. Parallel sessions
continued throughout the main meeting, also ensuring that there
was plenty of interest for the nursing and allied healthcare
professionals wanting to cover topics such as rehabilitation, epilepsy
and Quality of Life.  
The National Cancer Intelligence Network has now published

data from 2007-2011 which includes 10,743 new cases of GBM, at
4.1/100,000/year higher than in the USA and level with the highest
European countries. Over 90% of cases have histological
confirmation. Incidence increases with age and is slowly increasing.
Median survival is six months, 28% survive for one year and 11%
for two years. Median survival for those over 50 is < 1 year and for
those over 60 is < 6 months. 61% of the youngest age groups
survive one year. Maximal treatment increases survival in all ages but
only 34% had maximal therapy and this reduces with age. It was
pointed out that enrolment into clinical trials could be increased.  
Presenters repeatedly commented that there is no new robust

trial data to prove whether any particular treatment is or is not
superior to standard treatment, and described problems associated
even with agreeing appropriate endpoints. Comparison of trial
results, even those purporting to use the same regimes, is
complicated by dosage variation and differences in radiotherapy
regimes between centres, particularly between countries. For
example: the American ‘CODEL’ study (for grade 3 glioma) was so
long in development that it has most probably been overtaken by
10 year follow up by the EORTC and RTOG, but, due to lower
toxicity and ease of administration, patients in the USA with grade
3 disease are now treated with the Stupp regime, even though
there is no clinical trial evidence of efficacy. The Ependymoma II
study took 8 years to develop – is the complexity of trying to
answer too many questions in one study slowing down design? Or,
with patient numbers so low, is it essential that investigators make
the most of every cohort? Despite European collaboration via SIOP,
paediatric trials are an even greater challenge (450 cases per annum
in the UK, comprising numerous tumour subtypes, especially when
divided by stage and age). 
Whereas in 2011 there were only 13 glioma and 8 non glioma

trials in the NCRI portfolio, in 2014 there are 17 and 18 respectively.
If a patient has a Performance Status of 0/1, there is now a trial for
every type of brain tumour and the number of studies available is
now comparable to other tumour types. However, the majority of
these trials are academic, very few are sponsored by Industry, and
none developed in partnership. Recruitment to interventional trials
remains poor. A nationwide study has shown that barriers are
resources, patient pathway and availability of trials. When
questioned, patients don’t remember being asked if they wish to

participate in a trial – or believe that no suitable trials are available.
It was possibly felt that the existence of too many sites in the UK
may itself hinder recruitment due to the high administration cost
per site, although further centralisation was considered unlikely. 
Another recurring theme was molecular characterisation, speakers

emphasising differing prognoses and response to treatment in
genomic sub groups and the fact that molecular stratification is
now vital. However, biomarker assay is currently time consuming
and molecular tests to be carried out are not standardised. An
economically and technically feasible method of applying array- and
next-generation sequencing-based technologies is being trialled in
Germany to replace individual tests. Sequencing can be done even
from very small samples and is accomplished in two weeks. By this
means, the Phase II INFORM study, covering all paediatric tumour
types at relapse, identifies drug targets from tissue samples and
then compares the effect of giving random chemotherapy versus
individualised therapy. 55 centres are taking part with 30 patients
recruited to date and 20 fully sequenced (in >50% a drug target
has been identified). 
Proton beam therapy is probably no more effective than traditional

radiotherapy but minimises adjacent tissue damage and should
reduce the frequency of second malignancies. Subsequently, if one
includes the cost of treating the adverse secondary effects of
traditional therapy, the total cost is no greater. Since 2008, in the
absence of proton beam installations in the UK, 470 cases (224
adults and 383 children) have been approved for foreign treatment
(two US and one Swiss centre) at a budget of £10m. NHS England
want to enhance this programme by widening the paediatric list,
ensuring better equity across the country, extending it to include the
TYA group and developing outcomes tracking. Once the Christie and
UCH sites are up and running in 2018 the UK plan is to treat 1500
cases per annum. 
Another topic of focus was metastases. With approximately 25%

of all cancer patients developing CNS metastases there are about
30,000 patients per annum in the UK, of whom 2000 are
considered suitable for treatment. Incidence varies even within one
primary tumour type and prognostic factors vary by type of primary.
Disease control in the brain has not translated to improved
survival – possibly because metastatic brain disease is not the
principal determinant of life expectancy in patients with
disseminated disease – though there has been modest survival gain
after local treatment to metastases where active disease is confined
to the brain. Further, randomised trials are required in cancer
patients where systemic disease is controlled, which should
compare primary chemotherapy (not as an add-on to current
therapy) with radiotherapy alone, and must study biomarker-
enriched populations which are sub group specific. Optimal timing
of treatment of CNS disease in cancer remains unknown as it is no
longer certain that spread to the brain occurs late in the course of
the disease; small molecule chemotherapy may be needed to
prevent brain metastases from forming later in the patient’s cancer
pathway. 

BNOS 2015 will be on 1-3 July in Nottingham.
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