[image: image1.png]Southampton | University Hospital Southampton [ZE3





Minutes

NIHR Southampton Biomedical Research Centre (in Nutrition)

	Meeting title:  Cancer & Nutrition NIHR Infrastructure Collaboration: Initial Steering Group Scoping Meeting

	Date:                    19th March 2014                                                        Time: 12 noon – 5pm

	Location: Presidents Room, Central Hall, Westminster

	Present: Professor Alan Jackson, Southampton NIHR BRC Nutrition, Dr Kate Allen (WCRF), Dr Jervoise Andreyev (Royal Marsden BRC), Carrie Bolt (Southampton BRC), Professor Karen Brown (University Leicester), Lauren Chapman (NOCRI), Dr Karla Duarte (NOCRI), Dr Claire Foster (University Southampton), Dr Anne Helme (CRUK), Professor Peter Johnson (Southampton CRUK Centre), Dr Emma King (CRUK, Southampton), Professor Richard Martin (Bristol BRU), Dr Rowena Sharpe (Royal Marsden BRC), Professor Martin Wiseman (WCRF),  Dr Steve Wootton (Southampton BRC).
Also invited: Professor Elio Riboli, ICL

	
	Welcome 

AAJ welcomed everyone to the meeting, expressing delight at the broad spectrum of attendees. He highlighted that it was a planning meeting ahead of a wider national meeting. There is a challenge in bringing together all the threads that make up the activities within ‘nutrition and cancer’, but it was important to better manage the overlap in order to improve basic research, clinical care, and prevention in public health. 

KD acknowledged that sharing of knowledge and expertise across nutrition and cancer could be improved and that collaboration of relevant players is key to taking an agenda forward. This collaboration has support from NOCRI, and NIHR and Department of Health more broadly. NOCRI was set up by DoH to have two main streams of activity: collaboration; and industry engagement. 



	
	Introduction

AAJ drew attention to the pre-circulated briefing note that summarised the main concerns relating to nutrition and cancer: cancer will be the main cause of death by 2050, and as smoking declines, nutrition and diet are becoming more important; the support that is given to patients is based on general principles without a focused evidence base; known relationship between diet and aetiology of cancer – need for greater clarity on the relationship in particular the mechanisms responsible; need to refine consideration of how nutrition plays a role in biology of cancer and relate this to clinical needs in patient care; NBRC is an opportunity to bridge the space in understanding from molecular and cellular to patient and population level. This meeting was a first step to explore how best to prosecute this ambition.

MW and KA gave a presentation on behalf of World Cancer Research Fund International ‘Host factors in cancer development and progression’. WCRF is a non-profit organisation that heads a network of national charities, uniquely focused on the links between food, nutrition, physical activity and cancer.  It manages a grant programme addressing nutrition and cancer research, of the order of around £2m annually. WCRF would consider putting forward funds to support a discrete research programme addressing issues around individual susceptibility or resilience to cancer, within the contexts of policy, population health and clinical care. It is keen to establish interdisciplinary research that incorporates basic science with both epidemiological and clinical studies.  

AAJ emphasised the importance of characterising nutritional status in a systematic way, addressing not just diet, but also body composition and functional markers. Although prospective cohorts existed, nutritional state was often poorly characterised. The group discussed whether there is a need for further large prospective cohorts. There are data related to host factors, nutrition, diet and physical activity but there is also a need for research integrating cancer biology with diagnosis, prognosis and management, as well as epidemiology and public health. Although height and weight were captured for the Cancer Intelligence Network, this is not currently readily available for sharing.

	
	Agree Terms Of Reference
Attendees approved the role of the group set out in the tabled TOR. It was proposed that consideration be given to having a PPI representative, and how best to engage representation from the nutrition industry. It was agreed that, subject to a minor amendment below, the TOR should be adopted, to be reviewed in 12 months. 
ACTION: J. Andeyev and NOCRI to consider how best to ensure industry engagement and report back to Chair. 

ACTION: NOCRI to amend TOR – remove proposed length of time of meetings (2hrs). 

	
	Structured discussions on existing activities: key priorities and gaps in portfolio
The group discussed epidemiology, basis biology/mechanisms and clinical care. It was noted that in general research proposals involving nutrition were of poor quality, and did not capitalise on the opportunities of interdisciplinary teams. From the public health perspective, current paradigms in changing behaviour have not been successful and policy level changes would be expected to be more successful. Epidemiology studies needed to move from description to intervention. With regard to clinical care, there were some simple questions that could be addressed relatively easily (“low hanging fruit”) such whether loss of appetite in cancer patients (or illness more generally) was an evolutionarily developed protective mechanism. It was suggested that height and weight data in routine care needed to be recorded and made available nationally, but such measure would need to be standardised. Systematic review of poor literature cannot be relied upon; much of the data is not published and it is unclear to what extent negative findings are reported. The better the mechanistic understanding, the more likely to get a better answer to questions of relevance both in clinical and preventive settings, but it would be important to develop working models for complex systems. NIHR support research in humans; important role of this group is to improve quality of research to be better able to address questions and secure funding. There were challenges even in characterising exposures, as well as the timing of exposure (pre, around, after diagnosis or during treatment)
AAJ concluded that this discussion exposed the need for 
· a coherent research framework to address these questions; and 
· identification of best practice in routine care, and in conducting  and reporting research relating to nutrition and cancer

	
	Synthesis nutritional aspects: 

Informatics and knowledge management – there is a large body of information that needs to be interrogated effectively. The different data sets, platforms and geographical locations meant that this is challenging. The Farr Institute of Health Informatics Research is a body whose role is to link electronic health data with other forms of research and routinely collected data, as well as build capacity in health informatics research. It was suggested that the Farr should be asked about nutritional data. Attendees suggested linking with Cancer Registration Forum, in particular how to link to specific cohorts: with the CONCORD programme of global surveillance of cancer survival (Michel Coleman) at the London School of Hygiene & Tropical Medicine. 
Tumour biology/mechanisms – there was a suggestion that a Crick PhD student could take forward this activity, though it was unclear how nutrition fitted into their strategy.
Clinical care – there is a NCRI network of trial data. ICR in collaboration with ICL had a register of trials relating to studies on the microbiome
Observational cohorts – Nutrition state in head and neck cancer patients is unknown and data are currently being collected. It is important to characterise nutritional state at baseline in order to be able to measure the effect of nutritional intervention. Inception cohorts with well characterised nutrition state with defined cancer interventions and end points are a valuable way of beginning to address this.
Nutritional interventions – Patient response to interventions was variable and the contribution of nutrition to this variability is unknown. It was suggested that NIHR require all investigators at least to routinely collect data on height and weight of participants. Bolt-ons to existing studies offered potential.

	
	Infrastructure building: Toolboxes for characterising nutritional status, analyticals
It is not possible to adequately characterise nutritional status with a single type of measurement. It is important that measurements are taken well (there are known difficulties with measurements of height and weight). There is a need for a toolbox of measurements using standard operating procedures (SOPs) and training with accreditation of competency, not only in taking but also correctly interpreting such measures. It is important that methodologies are appropriate to the question and task (e.g. 7 day food diary not suited to large studies). There is a role in measuring functional markers – measuring metabolic processes rather than nutrient concentrations per se. It was agreed that it would be useful to define minimal nutritional datasets for use in routine clinical care, and in various types of research studies.

	
	Capacity Building

There is a need for relevant nutrition training for all in research. The NIHR training agenda offered some opportunities for 3-6 month interns within NIHR infrastructure. ACLs and ACFs in nutrition are dependent on other specialties as nutrition is not recognised as a speciality. There is a need for infrastructure to be in place before individuals can be trained. There is funding in place for training but a need to identify individuals who want to work in this area. About 50% NIHR training is aimed at non-medical individuals and there is a need to consider nurses who routinely collect research data. NIHR have training opportunities for research nurses and AHPs (e.g. Clinical Research Network Programme; developing academic nurses/AHPs). It was agreed that it would be useful to define a minimum toolbox encompassing both SOPs and training both in carrying out and interpreting nutritional measures.

	
	Reconciliation of Priorities and Next Steps

1. Create network for collaboration – requires a Steering Group to drive forward agenda; need for inventory/mapping of current collaborations in nutrition and cancer, including existing biorepositories that might be relevant. Steering Group to be convened by NOCRI and review in 6 months (remotely). 

2. Identify best practice for conducting and reporting nutrition and cancer research, from basic through clinical to epidemiological.

3. Develop a minimal dataset for nutritional measures collected in routine clinical cancer care and in different types of cancer research. Also minimal training needs in conduction and interpreting nutritional measures; and ensuring people are demonstrably competent – training and accreditation. 

4. Inventory of nutritional assessment capacity in NIHR “family” (and more widely)

5. Consider developing a short course to meet need for this research capacity, and to build capacity nationally within NIHR family

6. Need for a large meeting in due course, with the mapping in advance, to address: where are the capabilities; key questions to be addressed; resource. 

	
	Date and host of next meeting

TBC

	
	Meeting closed
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