Agenda

9:00 AM:
9:15 AM:

10:15 AM:

10:30 AM:

10:45 AM:

11:00 AM:

11:20:

12:00 PM:

1:00 PM:
3:00 PM:

Welcome by Project Officer (Dr.-Deye)
ATC P.I1. Report (Dr. Purdy)

— Overview of ATC activities

— Review of ATC Steering Committee March 2003 input/response
Advanced Technology Credentialing: IMRT Phantoms & prostate
brachy (RPC: Francisco Aguirre & Andrea Nelson ‘Molineu.)
IMRT Benchmark and ATC Method 2 use by COG (Drs.
FitzGerald and Urie)
RTOG dosimetry QA review and protocol development (Ms.
Martin)
Demonstration of ATC web-based tools (Drs. Bosch and
Frouhar)
Discussion of meeting presentations (All participants)
Lunch (ATC Steering Committee Executive Session)
(ATC Members separate room)
Questions/Discussion (All participants)
Adjourn
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Radianion oncology is at the foretront of image-guided therapy. Beam-sha pang tech-
niques such as AD-conformal therapyr and intensity-modulated radiation cherapy
(IMRT) allow health care providers to admimister higher doses of radianon to the
rmor while exposing normal tissue o reduced amounts

Technological advances in brachytherapy permit radiation sources to be placed
within certain tumaors

Proton partcle beam therapr allows more precise admimstration of radiation to
cancerous tissue

Radicimmunotherapy involves the use of radicacove molecules artached 1o mano-
clonal antibodies to attack cancer cells throughout the body

Combimmation radiation and chemotherapy permits organ-sparing curative rreat-
ment and has increased patient survival rates for a number of diseases, compared
to using either type of therapy alone

Mew molecularly targeted antcancer drugs are often more etfective when admin-
istered mn combination with radiation therapy. Basic and clinical researchers are
studying cancercrelated molecular pathwars to design improved chemo-radiation
approaches




MCTs intramural researchers collaborate with universities and industry, linking studies
in miolecular imaging, molecular biology, and molecularly targeted therapy. This mul-
tidisciplinary research is helping oncologists to understand molecular processes affect-
ed by radiation, improve tumor control, and lessen injury of normal fissue, Research in
normal tissue radiation tosacity will also help the Nation to prevent andfor treat possi-
hle injury from radiological or nuclear terrorism

Bevond intervennon development, INCI has been a leader in radiation oncology quali-
ty assurance, ploneering the Patterns of Care studies over three decades ago to investi-
gate adoption of recommended treatments for the most common cancers. (See page
52) N is now implementing shared quality assurance programs that will improve
the technological sophistication of radiation oncology, worldwide, and create data
sharing abilines via telemedicine. This improvement in technological resources is the




ity of radiation therapy methods, such as IMRT,
mputatlon and optimization algorithms that
a growing concern that the

mise clinical trials employing

Due to the increasing comp
and the rapid commercialization o
have not been fully tested clinically, ther
Implementation of these algorithms may com
radiation therapy.

To address the cross-disciplinary modeling and computational challenges inherent
In IMRT treatment planning,the National Cancer Institute (NCI) and National
Science Foundation (NSF) jointly sponsored a workshop on @pékations Research
Applied to Radiation Therapy (ORART), held in Herndon, VA, Feba—9 2002.
Thirty invitees were divided nearly equally among radiation oncologis
radiation physicists, and members of the operations research (OR) €0
As a result of the workshop, the ORART CollaborativeWorking Gro
formed,consisting of a multidisciplinary team of researchers. The initi
CWG involves developing standards for web-based tools that will enhan
development and validation of dose computation and optimization algori
the delivery of radiation treatments.



Henry Keys, M.D.
Chair, GOG Radiation Oncology Comumitiee

Depariment of Radiation Oncology
Albany Medical College A-137

47 New Scottland Avemue

Albany, NY 12208-3479

Dear Dir. Kevs:

The NCI Cancer Theragy Evaluation Program has received numerous requests to permit wiilization
of [IMRT techniques as a routine option into clinical trials protocols that utilize radiation therapy.
This document is to serve as a template for development of protocols that wish to incorporate IMRT

a5 a routine radiation therapy treatrent technique.

Radiation therapy treaiment planning and delivery are in the process of changing dramatically. This
change is being driven in large part by continuing advances in computer technology that has l=d to
the development of sophisticated three-dimensional radiation treatment plarining (3DRTP) systems
and computer-controlled radiation therapy treatment delivery systems. Such planning and delivery
systems have made practical the implementation of three-dimensicnal conformal radiation therapy
(3DCRT). The geal of 3DCRT is to eonform the spatial distribation of the preseribed dose to the




Protocol Requirements

1.  Protocols permitting IMRT treatment delivery must be written using the nomenclature ---
3.  The protocol must provide a clear definition of the prescription dose and dose heterogenei
IMRT treated patients.

4.  The protocol must require that a volumetric treatment planning CT study be used to define
5. The protocol must clearly define the organs-at-risk that are required for each study and pr
organ-at-risk in the irradiated volume must be defined. This should include a reasonable definit
protocol specified limits.

6. The GTV, CTV, PTV, PRV(s), and skin contours must be depicted.on all planning CT sl
7. The protocol must require that specific procedures be in place toinsure.correct, reproduci
orthogonal portal images (film or electronic) are to be required.

8.  Copies of all images required by the protocol in defining the GTV must be submitted to tt
the coronal, axial, and sagittal planes must be submitted for QA review. Isodose lines superimy
prescription dose must be clearly indicated, as well as "cold spots" within the PTV. DVHS for |
must be completed within the first week of treatment or before the treatment is 15% completed.
9. A DVH will be submitted for a category of tissue called "unspecified tissue™ that is define
other structure. This will help insure that the IMRT plan does not result in increased doses In nc
of treatment or before the treatment is 15% completed.

10. The treatment machine monitor units generated using the IMRT planning system must be i
for a check as long as the plan's fluence distributions can be recomputed for a phantom geomett
11. IMRT for lung cancer, esophageal tumors, or other areas with significant heterogeneities, ¢



Skeleton QA Outline
NSABP/RTOG Phase 111 Partial Breast
1-18-04 — following discussions at RTOG Meeting New Orleans

RPC, Jeff Ibbott, explained their role in credentialing institutions for
participation. They will begin development of process. Two questionnaire
will be developed. First to assess equipment, expertise available and the
second a bench mark exercise for each treatment technigue toestablish
knowledge of methodology and accuracy of treatment plan
development/delivery. They are targeting to have these questionnaires
available for review in one month.

ATC, Jim Purdy, explained their role of creating and managing the digital
QA submission and review process. We discussed need for rapid review —
although at that meeting were uncertain as to extent of need. ATC uncertal
of ability therefore will push RTOG 0319 and test rapid review ability.

Dr Vicini commented that process in place for RTOG 0319 is working
well and is user friendly.



CANCER RESEARCH: Von Eschenbach Revises the NCI Agenda
Jocelyn Kaiser

Science, Vol 303, Issue 5666, 1952

Friday, 26 March 2004

Reacting to a tightening budget, the National Cancer Institute (NCI)
plans to promote the sharing of clinical data and boost the field of
systems biology, among other priorities, by trimming $75 million
partly from intramural research. The swap is part of a waveof
decisions by NCI Director Andrew von Eschenbach that includes
adding more depulties.

"He's getting a much better grasp of the situation," says oncologist
Richard Schilsky of the University of Chicago, who was briefed

on the changes last week at a Board of Scientific Advisors meeting.
Earlier this year, von Eschenbach said he was slicing 5% from NCI's
2004 operating budget to fund new initiatives.Last week he announced
where the money will go.

Topping the list is $15 million to ramp up the Cancer Biomedical
Informatics Grid for sharing clinical data across cancer centers.



NGl plans to deploy a biomedical informatics infrastructurs called the cancer
Bicrnedical Informatice Grid or caBlG. Aa part of this effort, NCI, in partnership with oth-
&ra in the cancer ressarch community, is creating a common, sxteneible informatics
platferm that integrates diverss data typss and supports interoperable analytic tools.
Thia platforrn will allow ressarch groups to tap into the rich collsction of emerging
cancer ressarch cata while supporting their individual investigations.

Because Cancser Centers provide the institutional framework around which much of

NCI-supparted research is conducted, MGl is working with a repressntative eampls of
thees Cantara in the pilot phase of the project. Center reacurces will b2 joinsd into &

common web of communications, data, and applications.

The caBlG pilot includsa:
"Co-developera” that contribute maturs infrastructure and applications
"Bdaptera’adoptara” that take contributed infrastructurs ard applications ancd
implement or adapt them for local nesds
*UUzera” that utilize the applications and infrastructure provided, contribute data seta
arel study populstions, ard assist in eatablishing the needed functionality of the caBIG effort

NI s aoliciting ongoing fesdback from the Cancer Centers through working groups engaged in apscific develop-
mernt areas, workshops to review models and systermn developmeant, and a project Webaits (caB G nei.nih.gov) and
mailing list. The workehops and Webaite are available to the entire cancer ressarch community. As consanaus is
achieved, projecta are executed and implementsd, initially at the fundsd pilot cemtara and then more brosdly across
thie Cancer Centers, Specialzed Programs of Ressamch Excellence, new NG| ressarch initiatives, ard intramural
reasarch programs,

The caBlG pilot effort strives to:
Maintain the current momeamum of the informatica efforts at NCL
Creats tools and syatemsa that are adaptable to differsnt institutional ssttings, mest Food and Drug
Administration compliance requirerments, and can retrieve comman infermation important 1o bicmedical
reasarch from ewisting biomedical information systems.
Irvolve all Cancer Centare through updates of progress and soclicitation of comments and feedback,
while working directly with a few Cantera for pilot developmeant




We envision that QARC will-continue its major mission of supporting the
QA of radiation oncology for the cooperative groups. QARC should
continue do develop and maintain flexible systems and software that will
permit it to accomplish its mission to provide quality assurance for
radiation therapy to the NCI funded cooperative groups and consortiums
that come under its purview. A variety of systems at various levels of
sophistication is expected. Interactions with ATC should be improved
realizing that the ATC’s mission is to create mechanisms anchsoftwars
tools to facilitate QA reviews of treatment planning and verification
data submitted by institutions participating in cooperative group
clinical trials that utilize advanced technologies. After
“production-level” quality systems are validated by the ATC,

with the help of QARC, the expectation is that data necessary for QARC
to fulfill its mission will be come directly to a QARC controlled data
server via these systems.



