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this will follow the same pattern as in younger patients and one awaits
confirmatory studies which will prove or not that complex and expensive
methodologies are superior to adequately quality controlled evaluations
of endocrine-responsiveness or (over)expression of targets (like HER-2)
in breast cancer. Drug dose adaptations will need to follow established
guidelines, and care about potentially severe interactions in patients who
receive many drugs is needed. The SIOG has many working groups
that have published about these matters and some of these data will be
highlighted.
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Optimizing geriatric oncology care: the EONS programme

N. Kearney. University of Stirling, Department of Nursing and Midwifery,
Stirling, United Kingdom

Cancer is largely a disease of elderly people with 60% of new cancers
and over 70% of cancer deaths occurring in patients over 65 years and
older in Europe. It is anticipated that the number of malignancies affecting
this age group will continue to rise as the demographics of our society
ages. Given the rising number of older adults in Europe the management
of cancer in older people will be an increasingly common aspect of
oncology practice. Inadequacies in the care and treatment received by
older people with cancer as opposed to their younger counterparts has
been well documented. This situation reflects the ageism within society
generally but is particularly concerning within cancer care given the age
of the majority of our patients. Despite the significant population of older
people with cancer, there is limited opportunity for cancer care clinicians
to access specialised education in relation to care of the older adult or
engage in optimal multidisciplinary working with all relevant professionals.
In recognition of these challenges EONS developed a core curriculum for
Cancer in Older People (EONS 2006) which is the first comprehensive
curriculum in this field in Europe for nurses. It provides a model for
an integrated education programme for geriatric oncology that, if widely
implemented, could substantially improve the supportive care of older
adults with cancer.
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Ethics and the elderly: do we know what they want?

L. Repetto, M. Raffaele, C. Locatelli. Istituto Nazionale Riposo e Cura
dell’Anziano, Geriatric Oncology unit, Rome, ltaly

Background: cancer is primarily a disease of senior adults with >60%
of new diagnosis and >70% of cancer related death occurring in person
65+ years. Due to the aging of the population worldwide the increase in
cancer mortality is being observed in developing countries. Many barriers
to adequate management of senior adults with cancer still exist. Efforts we
dedicate to research, care, and education in geriatric oncology are limited.
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Results: Medical, psychological, social, economical, political and cultural
factors contribute to the aging process in a interdependent manner.
Competence and sensitivity to interface individual patient’s request are
increasingly required to the geriatric oncologist. To better understand older
patients attitudes toward cancer care we need to consider the social and
the cultural meanings of aging. Different cultures, societies and even health
care systems recognize a different “value” to the older persons and this
may collide with the crude medical data. Western societies tend to attribute
value to persons based on a productive evaluation. Therefore elderly have
less value because no longer productive. Other cultures, i.e. Far Eastern
culture recognize a strong moral role to the elderly thus even physically
and economically limited, thus they have reasons for living.

In western countries senior adults are less actively involved in the society
and also their role within the family may change, reducing social interactions
and increasing time at home alone. Gender differences in such behaviours
are well known. In particular differences in the need for friendship and
emotional support are prominent.

A second important aspect of cultural implications of aging is to rely in their
family or more often in some member of the family, the informal care giver,
and to delegate to them medical decisions.

We conducted a study in 622 elderly cancer patient undergoing
chemotherapy to analyze by a structured interview, the patient/informal
care giver and physician relationship and the type of information regarding
cancer diagnosis and prognosis discussed with the patient.

We found that 32.8% of our patients received only limited information on
their disease. Years of education, age, stage of disease and living with the
spouse were strongly related with the chance to have more information.
86.5% of the patients reported to have the strongest support in facing the
cancer experience in a family member. 45.5% prefer to discuss medical
issue in the presence of a family member.

Conclusions: awareness of special needs of the older population and
ability to negotiate cultural issues are now playing an important role in the
clinical management of elderly cancer patient. Geriatric oncologists must
familiarize with ethical and cultural issues as well as they are trained in
physiological and psychological changes related to the aging process.
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Malignant glioma: molecular pathways, mechanisms of disease and
resistance to chemoradiotherapy
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As part of a comprehensive translational research effort accompanying the
randomized clinical trial EORTC26981/NCIC CE.3 we determined profiles
of gene expression (Affymetrix HG-U133 Plus 2.0) and genomic copy num-
ber aberrations (aCGH, BAC array) of glioblastoma tissues obtained from
patients enrolled. This trial established a survival benefit for glioblastoma
patients, who received concomitant and adjuvant temozolomide to standard
radiotherapy (Stupp et al., 2005). However, benefit from the addition of TMZ
was basically confined to patients, whose tumors had an epigenetically
inactivated MGMT gene (Hegi et al., 2005). In order to identify other
resistance factors and new therapeutic targets we combined unsupervised
and supervised analysis of the gene expression profiles.

Correlated gene sets identified by CTWC (Coupled Two Way Clustering)
were investigated for their association with survival of patients treated
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with the new treatment schedule. This identified a number of biological
processes associated with outcome. One of the most prominent biological
features associated with survival was overexpression of the epidermal
growth factor receptor gene (EGFR). Thus, targeting the EGFR-pathway
for which several specific small molecule inhibitors are in clinical evaluation
may improve outcome. Most interestingly, a correlated gene set was
reminiscent of a “self-renewal” signature defined in a mouse model for
leukemia (Krivtsov et al., 2006) that may be indicative of the tumor stem cell
population within glioblastoma. The tumor stem cell concept suggests that
these cells represent the source of tumor propagation and thus need to be
eradicated for successful cure of the patients. This self-renewal signature
was associated with worse outcome in patients treated with the combination
therapy. This finding may provide first evidence that glioma stem cells are
implicated in resistance to chemoradiation therapy in an uniformly treated
cohort of glioblastoma patients. Other biological processes associated with
outcome are linked to “tumor-host interaction” and comprise tumor stroma,
characterized by markers for tumor blood vessels, and innate immune
response, that may have important implications for anti-angiogenic therapy
and tumor vaccination efforts. Taken together, molecular tumor profiling of
uniformly treated patients has provided important insights into mechanisms
of chemoradiation resistance that will allow improvement of individualized
treatment strategies.
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Targeted intratumoural toxins: background and first clinical results

M. Westphal. Universitdtskrankenhaus Eppendorf, Neurochirurgische
Universitétsklinik und Poliklinik, Hamburg, Germany

Targeted toxins for direct intratumoral delivery into brain tumors rely on
two concepts: compartmental selectivity of the targeted molecule and
distribution of the agent throughout the tumor due to convective priciples.
The whole concept called convection enhanced delivery has been tested
in a complex matrix of reagents and clinical settings. Three toxins were
generated from a permutated pseudomonas exotoxin (PSET) from which
the binding domain was deleted and replaced by a ligand which would bind
to a selectively overexpressed receptor on the surface of glioma cells. The
substances are IL-4-PSET, IL-13-PSET and TGFo-PSET. Another such
molecule is a conjugate of transferrin and diphtheria toxin.

The delivery of these agents is achieved by stereotactically placed
intraparanchymal catheters connected to a pump which will deliver volumes
up to 12 ul per minute to generate a slow centrifugal flow of the reagents
and over days achieve a large area of distribution.

The IL-4-PSET has been used for direct intratumoral infusion and has
completed a phase Il which still awaits publication. Likewise has TGFa-
PSET gone through a phase Il, awaits final analysis of the data and
further development. The only phase Ill trials were undertaken with IL-13-
PSET (cintredekin besudotox, PRECISE trial) and Transferrin-diptheria
toxin (TransMID-tiral).

The PRECISE trial was carried out in the post-resection recurrent glioblas-
toma setting where up to four catheters were placed intraparenchymally
around the resection cavity. Authorities prescribed as comparator for local
treatment for recurrent disease Gliadel Wafer. After 215 analysed patients,
the overall median survival was 36.4 weeks meaning that the IL-13
compund was indeed more than 25% better than the published prescribed
control. However, in a situation where also the control increased to 35.3
weeks (better resections, more experience with the wafers) the study came
out inconclusive.

The TransMID trial was based on the intratumoral infusion of the agent
via two catheters in non-resectable recurrent tumors in patients with good
Karnofsky. This is a very select group of patients resulting in slow accrual.
After some more than 50% of the patients were entered and an early
interim analysis was prescribed, it appeared to the data monitoring board
that the likelhood that the reagent will meet its target was very small so it
was recommended to hold the study.

The development of toxin conjugated targets for intratumoral delivery for
gliomas is very slow and in addition a very complex process because a very
complex and diverse matrix of parameters such as tissue characteristics,
catheter design, target selectivity, solubility and many more need to be
evaluated and of these only a fraction has been sufficiently analyzed in
the current trials. It is likely that convection as a delivery method with
the adequate planning tools for catheter placement and modelling of drug
distribution can find a place in invasive brain tumor treatment or treatment
of other neurological diseases. Whether the reagents tested so far have
the required properties of selectivity, efficacy, stability, permeability is still
an open question because there are too many uncertainties as to why the
trials have been as inconclusive as they have up to the present state.
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Better molecular understanding and compelling preclinical rational have led
to identification of a number of novel “drugable” targets in malignant glioma.
However and despite initial promise, when these drugs were tested in
randomized trials in recurrent glioma, they failed to demonstrate consistent
anti-tumor activity. Absence of the target in many tumors, inadequate
pharmacokinetics or insufficient penetration through the blood-brain barrier,
and inability of measuring a cytostatic rather than a cytotoxic effect may be
reasons for the apparent lack of activity. Importantly, redundant pathways
and escape mechanisms, and primarily resistant (stem) cells contribute to
treatment failure. Duration of treatment exposure in the recurrent setting
may be too short to demonstrate a clinically meaningful anti-tumor effect.
Testing novel biological compounds in newly diagnosed glioma may be
a more successful avenue. The current standard of care of radiotherapy
(£ concomitant temozolomide chemotherapy) adds complexity, as novel
agents need to be evaluated with simultaneous administration of cytotoxic
chemotherapy and irradiation. This may lead to increased acute and
unpredictable late toxicity. However, preclinical rational also suggests
synergy of concomitant administration with chemo- and or radiotherapy.
Bevacizumab, a monoclonal anti-VEGF antibody has never shown to
possess single agent activity against any solid tumor, and cetuximab,
a monoclonal anti-EGFR antibody is most effective in combination with
chemotherapy or radiation.

The schedule of administration may be of importance, e.g. inhibition of
the cell cycle by an EGFR inhibitor may render the tumor cells less
susceptible to certain chemotherapy agents. Concomitant administration
of an anti-EGFR antibody and radiotherapy will increase the antitumor
effect (radiosensitization, as demonstrated for head and neck cancer), while
adding an EGFR inhibitor with chemotherapy has failed to prolong survival
(in head and neck cancer and non-small cell lung cancer). There is some
evidence that anti-angiogenic and anti-vascular agents may selectively
normalize tumor vasculature, decreasing edema and intratumoral pressure,
consecutively leading to better perfusion of cytotoxic agents and increased
anti-tumor effect. Improved tumor oxygenation and cell cycle arrest in G2-M
phase make tumor cells more susceptible to irradiation.

A number of uncontrolled pilot phase trials of anti-angiogenic compounds
and concomitant chemoradiotherapy in glioblastoma have recently been
completed or are ongoing. Cilengitide, a pentapeptide targeting tumor-
specifc alphaVbeta3 and alphaVbeta5 integrins has shown some promise
in combination with TMZ/RT in newly diagnosed glioblastoma. Ongoing
trials are investigating the addition of the protein kinase C (PKC) inhibitor
enzastaurin, the VEGFR tyrosine kinase inhibitor (TKI) vatalanib (PTK787)
or the combined VEGFR and EGFR TKI vandetinib (ZD6474). However, in
order to identify antitumor activity surrogate endpoints including modern
imaging, perfusion MRI or amino-acid PET and a randomized phase
Il design should be considered and correlations with molecular target
validation should be sought.
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