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Running order

• Why biobank?

• Biobanking models?

• Requirements for a biobank

• How we do it in Liverpool

• Future of biobanking in the UK



1. Why biobank?



Patient’s perspective

• Most prevalent solid tumour in children

• Commonest cause of cancer death in 

children

• 1/3 cancer patients develop brain mets

• 3rd leading cause of cancer-related death 

among men between 15 – 54 years

• 4th leading cause of cancer-related death 

among women between 15 – 34 years



Patient experience of biobanking

and the value of research

• My personal experience was brilliant, but I had no prior 

knowledge

• We’re none of us as smart as all of us

• Important to understand and respect everyone’s areas of 

expertise

• Patients want to be involved but it needs to be managed

• Raising awareness is important

meg@



“Tissue is the issue”
Human samples in research

• Patients know their samples are important but don't 
have enough information

• They understand the need to link symptoms to the 
disease process 

• They understand the need to be able to predict the 
effects of new treatments

• Patients can be a big driver in ensuring their tissue 
is collected



But limited clinical annotation
How relevant are the results to routine clinical practice?



Beyond genomic - the other ‘omics’



Validation

(independent 

data set)

Translation



2.  Biobanking models

Single national biobank

-versus-

Network of biobanks





Paeds brain tumours: 400 new cases / year
Full clinical annotation and samples <100% complete





Adult primary brain tumours: ~10,500 new cases / year

Adult metastases: ~27,000 new cases / year

No / basic clinical annotation!



3.  Resources for biobanking



• Patient



• Surgeon



• Neuropathologist



• Laboratory staff



• Hardware & consumables
• (from routine NHS resources!)



• Top tumour nurses!



• The essential paperwork

• Ethics approval / Informed consent
• Anonymised data
• Disclose that discovery may have 

commercial value
• Disclose academic and commercial 

partners
• Governance structure / oversight
• Tissue quality assurance



4.  Biobanking in Liverpool

• 1995 – 2010:

– Project specific ethical approval

– New ethics for every new project

– Time consuming

– Could only target eligible patients for collection

– Missed opportunity to collect samples from

• rare brain tumours e.g. pineal

• AND common tumours e.g. meningioma!



Established 2011 – Dr Carol Walker



• Clinical details
• Questionnaires
• Imaging data
• Path Reports

Patient in pre-
surgery clinic 

Associated 
Clinical data

Fixed tissue
Frozen tissue

Serum

Plasma
Cell fraction

Walton Pathway

Cell cultures 

Consented for 
Tissue Bank

Complete 
Sample Set 

All samples sent 
fresh to pathology 

laboratory

Embed biobanking within the clinical service



WRTB Recruitment (Jan-Dec 2016)



WRTB Recruitment (Jan-Dec 2016)



WRTB projects supported



Brain metastases

Meningioma

Glioma

http://www.pennmedicine.org/
http://www.pennmedicine.org/


Conclusions
• Patients feel biobanks have a duty to 

make sure the tissue they donate is used 

for research

5. Future of UK biobanking
(Swiss versus Greek bank)



Linking to existing data sets

• Biobanks are resource intensive

• Can we link tissue to existing data sets?

– E.g. National Cancer Registry

• Can patients contribute to their own data sets?

– E.g. online repositories

• Can AHPs promote biobanking / contribute to data 

collection?



Advanced biobanking initiatives

• Multiples samples for intratumoural

heterogeneity

• Longitudinal samples for evolutionary biology

– primary and recurrent glioma

– low to high grade transformation

• Paired samples from metastases for clonal 

evolution



Prospective study of leading edge

http://www.ncbi.nlm.nih.gov/pubmed/?term=Neuroradiol+J
http://www.ncbi.nlm.nih.gov/pubmed/?term=Neuroradiol+J


Scientific meritocracy

• Fully annotated samples are a valuable 

resource

• Access to high quantity of brain tumour 

tissue is competitive

• Samples should go to the best research 

project



Improved networking

• Existing prospective biobanks

• Standardise SOPs

• Set targets for tumour types and samples

• Align collection to scientific questions



Conclusions

• Patients value the opportunity to contribute

• Collaborative working (clinic + science=translational)

• Tumour biology / Identifying new targets for therapy

• Future patient benefit

6. Conclusions



Conclusions
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