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Objectives of the Trans Tasman Radiation Oncology Group

The objectives of TROG are to:

a) carry out investigator-driven research in oncology, primarily clinical trials involving radiation
therapy designed to improve the outcomes of cancer treatment.

b) foster optimal patient care through maintenance of standards and through independent
clinical research including trials.

c) foster regional cooperation between all radiation oncologists in the Australian and
New Zealand regions, and specifically to promote coordinated multi-institution research
endeavours.

d) promote the highest ethical standard of care and research including quality assurance.




1989 — TROG established at Taupo, NZ meeting

1989 — First TROG trial activated

1990 — First TROG policy written leading to start of Policy & Procedure Manual (Red Book)
1990 — First TROG publication

1991 — First randomised trial (TROG 91.01 locally advanced H&N cancer)

1992 — First competitive funding obtained for a trial (TROG 91.01)
1994 — Part-time TROG Secretariat established at Newcastle Mater Hospital




2007 — TROG 07.01 study to become the first global breast cancer trial led by TROG following
endorsement by the Breast International Group (BIG 3-07).

2008 — Appointment of NZ Project Officer

2008 — Appointment of TROG Trial Development Coordinator, Accountant, Policy & Procedures
Officers, Communications Officer, Information Officer and QA Research Assistant

2008 — TROG approved as NHMRC Administering Institution for grant applications

2008 — TROG transfers business status to Company Limited by Guarantee

2008 — Nine (9) new trials approved for activation in one year
2008 — 8000 participants entered onto TROG trials to date




TROG at the Waikato

91.01 — Head & neck trial
Open TROG trials — 7 ( out of 10)
No of patients entered into trials — 55

01.04 — Rectal cancer — 17
05.01 = POST -7




05.01 — Skin POST

Eligible patients

Cutaneous SCC of the head and neck (above clavicles)
Definitive surgery with removal of all macroscopic (gross) disease™

High risk feature

Stratify

High Risk Nodal Disease
Vs.
Advanced Primary Disease
and
[nstitution

Randomise

Radiotherapy alone Radiotherapy 60Gy in 30 fractions 5/week
60Gy 1in 30 fractions 5/week Carboplatin (AUC 2) intravenously weekly




07.01 Breast DCIS

Randomisation A

Whole breast RT
No tumour bed boost

Whole breast RT
plus tumour bed boost
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Standard WB fractionation
o0 Gy/25 fractions/35 days

Shorter WB fractionation
42.5 Gy/16 fractions/22 days

Standard WB fractionation
50 Gy/25 fractions/35 days
Boost 16 Gy/8 fractions/10 days

Shorter WB fractionation
42.5 Gy/16 fractions/22 days
Boost 16 Gy/8 fractions/10 days




03.06 Prostate TOAD

Both Study 1
or Study 2
patients —
specify
continuous or
intermittent
ADT before
randomisation

NOILVSINOANVH

Arm A

' Delayed

ADT

‘ Arm B

Immediate
ADT

€ DELAY =2

Continuous ADT

Intermittent ADT

Continuous ADT

|ntermittent ADT




08.03 Prostate RAVES

Histopathologically confirmed adenocarcinoma

Post-operative PSA < 0.1 ng/mL

Patient Selection
Radical prostatectomy

pT3 or positive margins

!

Stratification
Pre-operative PSA;
Gleason score;
Margin positivity;

Seminal vesicle involvement:

Radiotherapy institution

|

RANDOMISATION
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Arm 1 - ART
(Immediate) Adjuvant RT
(64 Gy/32 fractions)

Arm 2 - SRT

Surveillance with early RT following
rising PSA (= 0.2 ng/mL)

(64 Gy/32 fractions)




08.02 GBM > 65yrs

Patients > 65 years of age, with newly diagnosed. histopathologically confirmed, glioblastoma
multiforme (GBM, WHO grade IV) who have had prior surgery/biopsy at diagnosis and who are
not deemed suitable by their treating physician to receive the standard radiotherapy regimen
(60Gy/30 fractions over 6 weeks) in combination with temozolomide

v

Stratification
(centre: age 65-70 years vs. 71-75 years vs. =76 years;
ECOG performance status 0 or 1 vs. 2: extent of resection at surgery,
biopsy only vs. complete/incomplete resection)

v

Randomization

v v

ARM 1 ARM 2
Radiation Therapy Radiation Therapy
(40 Gy/135 firactions over 3 weeks) (40 Gy/15 firactions over 3 weeks)
and Concurrent Temozolomide
(75 mg/m’, daily, from the first to the last day o
radiotherapy to a maximum of 28 days)

Y *

Disease evaluation at 4 weeks after Disease evaluation at 4 weeks after
the end of radiotherapy. the end of radiotherapy.

v

Adjuvant Temozolomide
until progressive disease or
a maximum of 12 months
(daily, for the first 5 days of each 28-day cycle,
150 mg/m’ on cycle 1, increase to 200 mg/m’ in
cycles 2 onwards in the absence of significant
adverse events)




99.03 Follicular stage I/ll NHL

Patient selection Involved field RT 30-36 GY
Follicular lymphoma

Grades 1. 2 or 3a
Stage T or II

CVP + rituximab ’ x 6 cycles

Stratification

Centre

Stage (I/II)

Age (<60/=60)
Whether PET-staged '

Involved field RT 30-36 GY

RANDOMISE




08.04 PORTEC-3

Radiotherapy referral Stage IB grade 3 + LVSI

Stage IC or [IA grade 3
Pathology review <1 wk* Stage IIB

Stage IITA or ITIC

Stage IB, IC, II or IIT with serous

@ or clear cell histology
Eligible: \
Medical oncology

consultation |:> \  Randomisation

Informed consent procedure \a__ /

Radiotherapy plus concurrent and Radiotherapy alone
adjuvant chemotherapy Pelvic RT: 27 fractions
Concurrent: 2x cisplatin 50 mg/m’ of 1.8 Gy -=48.6 Gy
Adjuvant: 4x carboplatin AUC 5 and Brachytherapy if
paclitaxel 175 mg/ m” :@- 3 wk mtervals cervical invasion




Recruitment

* No of patients entered into trials — 55!
» NZ project officer 2008
 TROG Research Forum Christchurch June

2{0101°
* Funding
 |nfrastructure

« Communication
 Research culture
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