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study (Okusaka et al. Br J Cancer 2010). However, whilst statistically and
clinically significant, these gains are modest and these studies serve only
as a foundation on which to develop further treatments.
Advanced biliary tract cancer is relatively chemotherapy-sensitive and
further chemotherapy studies are underway to expand chemotherapy
options.
Attention has also turned to the targeting of cellular pathways pivotal
to tumorigenesis including epithelial growth factor receptor (EGFR-),
vascular endothelial growth factor (VEGF-) and mitogen-activated protein
kinase (MEK-) inhibition, amongst others; no practice-changing phase III
studies have yet been reported. Investigators continue to gain a better
understanding of the underlying processes in the development and
establishment of biliary tract cancers and the effect of targeting one or more
of these cellular pathways. Identification of particularly active regimens will
also lead to adjuvant and neo-adjuvant studies which are likely to have the
greatest impact on patient survival.
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Lymphoedema: How the Prevalence and Severity of Lymphoedema

Related to Cancer has Changed

M. Sneddon1. 1University of Glasgow, School of Nursing & Health Care,
Glasgow, United Kingdom

This presentation will consider the impact that developments in surgical
and imaging techniques are having on the incidence of cancer-related
lymphoedema. It will also discuss emerging strategies for early detection
of lymphoedema and identification and screening of those most at risk of
developing lymphoedema following cancer treatment. These developments
have the potential to minimise the severity of lymphoedema and reduce the
burden on the patient and the health service.
Finally recent research and developments in the management of
lymphoedema with potential to minimise progression and enhance quality
of life will be identified.
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Lymphoedema Management Options
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Lymphoedema of the limbs, trunk and genitals is a common side effect
following treatment for breast, gynaecological, urological, head and neck
and aggressive skin cancers and in sarcomas where radical radiotherapy
has been delivered.
For many years treatment for lymphoedema has centred around the ’Four
cornerstones’ of management namely care of the skin, exercise and
positioning, lymphatic drainage and compression either in the form of
hosiery of multi layered lymphoedema bandaging; and on a two phase
intensive then maintenance programme.
However recent advances have been made in understanding who might be
more at risk of lymphoedema together with further treatment options. There
is a growing understanding of the role of low level laser therapy, intermittent
pneumatic compression devices and early intervention programmes. The
role of liposuction for resistant lymphoedema is becoming commonplace
where conventional treatments have failed. We have moved on from
the Four Cornerstones to be able to offer our patients more choice
and autonomy in self management in their own home in line with the
survivorship agenda.
This special session will give an overview of the current evidence for all
the major therapies used in lymphoedema management.
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Lymphoedema is a problem commonly experienced by patients with
advanced cancer. There are several factors which may contribute to
the onset of lymphoedema in these patients including: surgery and
radiotherapy, metastatic lymphadenopathy, tumour recurrence, infection
or inflammation, reduced mobility and function, effects of medication,
hypoalbuminaemia and venous thrombosis.
Symptoms commonly experienced include: swelling of one or more limbs
which can extend into the trunk, genitals and head or neck; ulceration;

tension of the affected tissues; heaviness of the limb causing impaired
mobiity, function and sensation and infection. Up to 67% of patients
with advanced cancer experience pain due to oedema and lymphorrhoea
(leakage of lymp fluid) can be a further complication.
Cancer patients with lymphoedema can experience a wide range of
physical, psychological and social problems which can have a significant
impact on their quality of life. A holistic assessment is the first step in
understanding the patient’s main concerns and priorities with regard to
managing their swelling. However, it is important to remember that the
burden of treatment on the patient should not exceed the benefit gained
and, therefore, treatment will generally have to be adapted and modified to
suit patients’ individual needs.
This presentation will examine the management of lymphoedema in the
patient with advanced cancer.
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Cervical cancer is the second most common cause of female cancer
mortality worldwide. In 1999 the National Cancer Institute (NCI) an-
nouncement modified the paradigm of locally advanced cervical cancer
(LACC) treatment toward concurrent chemo-radiotherapy, in view of the
publication of 5 randomized trials that demonstrated a survival advantage
with the addition of cisplatin-based chemotherapy to radiotherapy alone.
However, the lack of radiotherapy departments, especially in developing
countries, the presumed high incidence of long-term complications and the
poor control of metastatic disease have brought about the development
of different therapeutic approaches such as neoadjuvant chemotherapy
(NACHT) followed by surgery.
A meta-analysis of NACHT followed by radical hysterectomy showed an
absolute improvement of 14% in 5 year survival compared to radiotherapy.
Out of more than 800 patients evaluated in this meta-analysis, 441 were
from an Italian randomized trial that compared NACHT followed by surgery
(group 1) with radiotherapy (group 2). Patients with Figo stage IB2-IIB had
5-years overall and progression free survival significantly longer in group 1.
To date, there are not enough data that would support the “best”
neoadjuvant chemotherapy regimen. The two randomized phase II
studies, SNAP01 and SNAP02, showed that TIP or TEP (epirubicin for
adenocarcinoma tumours) provide an average of 42−48% optimal response
rate, defined as no residual or residual disease with �3mm stromal
invasion. In these studies, the achievement of an optimal response rate
as above described was the strongest predictor of survival and therefore
this endpoint could be considered as a surrogate in trials investigating
new therapeutic options. The Cochrane metanalysis indicated that trials
using cycle lengths shorter than 14 days or the cisplatin dose greater
than 25mg/m2 per week exhibited a greater advantage on the survival
of patients with LACC. It indicates that the timing and dose intensity may
greatly impact the curative effect of NACHT. It seems reasonable therefore
to explore dose-dense regimens in this setting.
In conclusion from the data of the literature NACT followed by radical
surgery could have an important role in the treatment of LACC, but the
appropriate indications and contraindications need to be better identified.
Promising results have been already published, but the final answer will
be given by the randomized clinical trial carried out by the European
Organization for Research in Cancer Therapy (EORTC 55994), which will
hopefully demonstrate whether or not NACHT followed by surgery will
display a better oncological outcome compared to chemo-radiotherapy for
IB2-IIB cervical cancer patients.
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Concomitant chemoradiation followed by intrauterine brachytherapy (BT)
represents the standard of treatment in patients with advanced cervical
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cancers. Although the addition of concomitant chemotherapy has improved
survival, therapeutic challenges remain, especially in locally advanced
disease. Traditionally, prescription and treatment planning in intracavitary
BT for cervix cancer have used either reference points (mainly points A
and B) or reference isodoses (60Gy according to ICRU recommendations).
Up until recently, when point A was not used for prescription, target volume
(CTV) was assessed mainly by clinical examination. Doses to critical
organs were reported at bladder and rectum ICRU points. This practice has
been supported by a long-standing clinical experience that has yielded an
acceptable therapeutic ratio.
The recent development of imaging has contributed to the improvement
in target and organs at risk knowledge. In 2005 and 2006, GEC-ESTRO
recommendations publications on image guided adaptive BT (IGABT) have
defined the different volumes of interest. These recommendations have
been validated with intercomparison delineation studies. IGABT is based on
an adaptive 4D target concept and requires the use of imaging (preferably
MRI) with the BT applicator in place. With the concomitant development
of remote after-loading projectors, provided with miniaturized sources, it
is now possible to plan radiation doses by adjusting dwell positions and
relative dwell time values. These procedures allow better coverage of
the targets while sparing OAR. Tumour visualization has also led to the
development of new applicators, allowing the combination of endocavitary
and interstitial brachytherapy when the CTVs cannot be properly covered
without a dose increase to organs at risk. The aim of these applicators is to
performed interstitial brachytherapy with a limited number of needles, with
a short distance between the needles and the CTVs.
Several teams have published a significant improvement in the HR-CTV
coverage without increase in doses to the organs at risk. Some authors
found a D2cc dose reduction of 7±6Gya/b3 for the bladder and 7±
6Gya/b3 for the rectum. D2cc dose reduction was also observed in the
sigmoid. The recent literature data evidenced a significant improvement
in local control without increase in complications. This is particularly true
for tumours larger than 5 cm at diagnosis with an improvement in overall
survival as high as 30%. So far, the recommended doses to the HR-CTV
have not clearly defined even if some teams have found a cut off level at
87 Gya/b10.
In France, between 2005 and 2007, 705 patients were included in the
first prospective non-randomized multi-centre study based on a national
grant: “Soutien aux Techniques Innovantes et Coûteuses” (STIC). The
comparison was performed between 2D brachytherapy and IGABT. Local
control at 2 years was improved from 74 to 79% and G3−4 morbidity
reduced from 23 to 3% when comparing 2D brachytherapy and IGABT,
without significant effect on disease free survival.
More recently, a prospective non randomized observational study, the so-
called EMBRACE study registers IGABT since July 2008. So far, 20 centers
have included 407 patients with cervix cancer. This study evidences the
tendency to increase the indications of interstitial brachytherapy: 29% with
the new applicators, allowing limited number of needles in the parametrium.
The mean dose to the HR-CTV was 88.6 Gya/b10 ± 12.5 Gya/b10 and
the mean dose to the IR-CTV was 68.7 Gya/b10 ± 6.8 Gya/b10. These
very preliminary results evidence the attempt to increase the dose to the
CTVs. This study is also a very appealing approach, as it will allow the
comparison of all the biologically equivalent doses. All the different teams
included in this prospective study will be able to compare their results
according to the doses. This prospective study will help in better defining
the dose recommended in both tumour and critical organs and will provide
very important information in DVH parameters.
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More than 25% of women with cervical cancer are under 40 years of age
and the age of nulliparous women has increased in developed countries.
Prior to assess the possibility to preserve fertility, the motivated patient
should have realistic expectations. Fertility decreases with age and together
with the availability of a partner, the chance to try to conceive should be
part of the decision tree. A fertility sparing strategy is ideally executed in
a motivated patient who is likely to try to conceive subsequently. Only few
centers worldwide have sufficient experience to do these procedures on
a regular basis. Most centers should call their approach experimental and
time to seek for second opinion is available. Standard treatment of stage Ia1
cervical cancer (microinvasive) is treated by conisation and results in
normal fertility. Standard treatment for higher stages is Wertheim-Meigs
hysterectomy or radiochemotherapy. Tumour characteristics that allow
consideration of fertility preservation include stage Ib1 smaller than 2 cm
with negative pelvic lymph nodes. Magnetic resonance imaging enables
adequate estimation of tumour diameter. When the decision is taken to try
to preserve fertility, determination of lymph node status enables to identify

high risk disease that needs standard treatment. When lymph nodes are
negative two options exist. Firstly, radical trachelectomy which consists of
removal of the cervix, parametria and vaginal cuff. This procedure requires
sufficient surgical expertise in order to be executed radically and safe.
Preliminary findings of less radical procedures (ie, deep cone and simple
trachelectomy) in patients with tumours less than 2 cm are comparable with
the results of radical trachelectomy. Secondly, neoadjuvant chemotherapy
can be administered prior to surgery in order to reduce the amount of tissue
(downstaging) that needs to be resected, by a less radical trachelectomy or
conisation. It appears that chemotherapy does not affect fertility and chance
to conceive. Although the experience is less well reported, this latter option
results in a better obstetrical outcome, with less preterm delivery and more
live births.
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In the last decade, RAF kinases have emerged as valuable druggable
targets, in particular after the discovery of the prevalence of oncogenic
BRAF mutations in a number of solid tumours, including cutaneous
melanoma, colorectal and papillary thyroid cancers. The BRAF V600E
aminoacid substitution accounts for the majority of alterations and confers
constitutive kinase activity. Among RAF inhibitors undergoing preclinical
or clinical development, some display some preferential selectivity towards
the mutant isoform (GSK2118436, vemurafenib), while others have similar
activity on both mutated and wild type BRAF or other RAF isoforms.
The first targeted drug expected to reach clinical use is vemurafenib
(known also as PLX4032, RO5185426, RG7204) that has demonstrated
remarkable efficacy in melanoma patients carrying BRAF V600E mutated
tumours. Initial enthusiasm has been dampened by the relatively short
duration of clinical response. Indeed, secondary resistance to this drug
emerges in patients who relapse after a median time of 6−7 months.
Acquired resistance does not seem to be mediated by additional
‘gatekeeper’ mutations in the BRAF target gene itself. Rather, a number of
studies on cell lines and melanoma samples indicate that tumours become
resistant by modulating the expression or activity of other genes (such
as NRAS, CRAF, COT, MEK1, PDGFR, IGF1R, PTEN) that compensate
BRAF inhibition or obviate for the need of BRAF signaling. Consequently,
combinatorial strategies with MEK or PI3K pathway targeted drugs or
single molecule dual RAF/MEK inhibitors (such as RO5126766) are being
evaluated to delay the onset of secondary resistance and improve patient
survival.
Interestingly, not all BRAF V600E mutated tumours are sensitive to
vemurafenib, with 15−20% melanoma cases and the vast majority of
BRAF mutant colorectal cancer patients displaying intrinsic resistance to
treatment with this inhibitor. The molecular bases of these partial failures
represent an area of active research investigations.
Finally, newer compounds such as PLX-PB-4 and ARQ680 (and its
prodrug ARQ736) are being developed to overcome the limitations of first-
generation drugs, and, in particular, their ability to promote dimerization
of RAF family members and paradoxical activation of MAPK pathway in
treated cells bearing oncogenic or normally activated RAS. It is likely
that this could be achieved by designing inhibitors with increased potency
against CRAF and/or with the ability to block RAF dimerization.
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The discovery of distinct subsets of non-small cell lung cancer (NSCLC)
as defined by the presence of molecular oncogenes has greatly impacted
oncogene-directed therapy for this disease. Gene fusions involving the
kinase domain encoding region of the ALK gene were first reported in
NSCLC in 2007 and displayed oncogenic properties. The tyrosine kinase
inhibitor, crizotinib, has shown remarkable response rates and progression


