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A LEGACY OF IMPACT

On behalf of the University 
of Cambridge and our  
researchers here who you 

have supported, please accept my 
thanks for your generosity. Since its 
establishment in 1920, The Evelyn 
Trust has been a lifeline focused on 
relieving sickness, preserving and 
protecting health, and promoting 
medical research and education. This 
work leaves a lasting legacy. 

But in the case of medical research, 
it is not only a legacy, it is a lifeline. To 
the one in 55 children in the UK who 
suffer from severe peanut allergy, the 
69,400 people who receive kidney 
transplants each year worldwide, the 
69 million people who suffer from 
traumatic brain injury each year, and 
the 37.9 million people across the 
world who are living with HIV — to 
these people, the research The Evelyn 
Trust has supported is a lifeline. 

As you are aware, science tends to 
progress in incremental steps, rather 
than leaps and bounds. The basic, 
fundamental science that is required 
to produce headline grabbing results 
takes years of diligent work. And 
funding.

This work that The Evelyn Trust 
has supported — often, when the 
research was in its very early stage 
and when funding was most needed 
— has changed, or holds the promise 
to change, clinical practice. But 
change does not adequately capture 
the essence of what is happening — 
this is improvement, betterment and 
advancement on a global scale. 

Support from the very start has 
enabled these projects to grow and 
develop, leading to exciting results 

that have gone far beyond the 
project’s original ambition.  

Professor Lever’s work in latent HIV 
has led to a spin out company that is 
trialling a novel treatment for rare 
forms of cancer. 

Research in immunological risk 
by Dr Kosmoliaptsis has led to the 
improvement of donor-recipient 
matching as well as work with a 
spinout company. 

Professor Hutchinson’s work in 
traumatic brain injury has not only 
provided the kind of robust data 
necessary to make a difficult decision 
at an emotional time, but has also 
led to changes in international 
guidelines.

And Dr Ewan’s work has  
transformed the lives of children in 
the UK who are suffering from severe 
peanut allergy. 

As the Regius Professor of Physic at 
the University of Cambridge, I have 
the honour and pleasure of working 
alongside some of the brightest 
minds in medicine. Researchers and 
clinicians, such as those highlighted 
here, are leaders in their fields and 
their work is changing the direction 
of science, medicine, and society. To 
celebrate the centenary year of the 
hospital’s founding, I am delighted to 
share these updates with you which 
demonstrate the impact that your 
support continues to have on our 
research.  

Congratulations on all that you 
have achieved. 

Patrick Maxwell
The Regius Professor of Physic
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THE STUDY OF TOLERANCE TO ORAL PEANUT 
OCTOBER 2009 – SEPTEMBER 2015 | DR PAMELA EWAN

There’s a really well 
documented increase in 
allergies. There’s a massive 

increase in the last 30 to 40 years 
and even bigger increases in 
certain allergies in the last 10 to 
15... So now, about one in three of 
our population in the UK have an 
allergy,” Dr Pamela Ewan says.

“Peanut allergy is a potentially 
very severe allergy — of the food 
allergies it’s the one most likely to 
cause a fatal or near fatal reaction. 
It’s a frightening diagnosis to have 
and it’s quite hard to avoid peanuts 
even if you’re intending to,” she 
adds. “They’re hidden in things 
and that makes it quite a difficult 
disease to manage. So what we’ve 
done is we’ve tried to see if we can 
desensitise children with peanut 
allergy — in other words, switch off 
the allergy. Really, the cure we’re 
aiming at.”

In 2008, a pilot study called STOP 
1 run by Dr Pamela Ewan, along 
with co-investigator Dr Andrew 
Clark, was awarded funding from 
The Evelyn Trust to determine if it 
was possible to desensitise children 
who suffered from peanut allergy.

This proof-of-concept study 
enrolled 22 children four to 17 years 
of age in the UK, and demonstrated 
that with oral immunotherapy 
in the form of peanut protein 
the patients developed a good 
tolerance to peanut.

STOP 2, was the phase two 
study of 99 children aged seven 
to 16 years, which demonstrated 
the safety and efficacy of the 

oral immunotherapy treatment. 
84 of those children (91%) were 
able to tolerate peanuts after oral 
immunotherapy, with further 
increasing levels of tolerance over 
time. 

“What we’ve done is taken 
children with a proven peanut 
allergy. We test them at the 
beginning to establish how much 
peanut is needed before the allergic 
reaction kicks in. We give them 
peanut flour hidden in some other 
food, starting with really tiny doses, 
something like a 300th of a peanut 
— so way below their threshold for 
reaction. And then we slowly step 
up, increasing the doses.”

“The way we do this is we have 
the patients come to the hospital 
once a fortnight and we give them 
a dose. They go home and take 
the same dose every day for the 
fortnight. They come back, we 
step it up a bit, two more weeks 
on the same dose, and so it goes 
until we get to 800 milligrams 
which is equivalent to about five 
whole peanuts. By the end of this 
updosing regime, they’re eating 
and tolerating five peanuts. They 
go on having five peanuts a day 
for ages, and then we do another 
challenge test where we give them 
12 peanuts and we do that at about 
six weeks after they’ve been on 
the maintenance dose. And then, 
30 weeks out, we try a really huge 
challenge where we give them 32 
peanuts.”

The Cambridge Peanut Allergy 
Clinic, set up by Doctors Ewan and 

Clark, is based at Addenbrookes 
Hospital, and treats children with 
peanut allergies (ages seven to 16). 
Although the service is based in 
and fully supported by the hospital, 
the treatment, which runs over two 
years, costs around £17,000 per 
patient. Over two years, the clinic 
treated 135 children, and their 
families agree that the investment 
has been ‘absolutely life changing’.

“

From a pilot study of 22 children to a biopharmaceutical company  
that has just received £1.1 million in funding from Innovate UK.

Oral immunotherapy 
increases tolerance and 
reduces reactions to 
an allergy trigger, such 
as peanut. Taken by 
mouth, rather than by 
injection, it is the most 
promising method for 
food allergy.

Dr Pamela Ewan is one of the leading 
allergists in the UK
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It’s having a truly remarkable 
effect on the children who take part. 
Olivia, one of the first 40 patients to 
graduate from the immunotherapy 
programme is thrilled by the 
freedom she feels. “This has been 
such a confidence boost for me!” 
she says. Her mother Sam adds, 
“The thought that every day your 
child risks anaphylaxis from foods 
is just terrifying. I had tears in my 
eyes and told everyone we met just 

how fantastic the changes in her life 
were.”

STOP 3, which is not yet enrolling 
participants, intends to confirm 
the efficacy and safety of CA002, 
the oral immunotherapy drug 
developed with Camallergy, 
a biopharmaceutical spin-off 
company which has grown out of Dr 
Ewan’s research, CA002 is designed 
to offer ‘bite-proof’ protection for 
patients within 14 weeks of therapy, 
and comes in a specially-designed 
pull-apart capsule to make it as easy 
to use as possible. This next step 
will confirm results in children and 
extend the regime to include adults. 

This trial is vital if the oral 
immunotherapy is to be rolled out 
across the NHS and other healthcare 
systems in the future.

Dr Ewan says, “We haven’t got 
a licensed medicine... It’s quite 
complex getting a drug license. Even 
though it starts off as a foodstuff 
(peanuts) we have to do it exactly 
as stringently as you would do if 
you were making a drug out of a 
molecule. We have to go through 
the regulatory system which is 
massive. We’re well on the way to 
that and we’re coming up to the 
Phase 3 trial which is the last step in 
the pathway. In the meantime, we’re 
offering early access to treatment in 
the Cambridge Peanut Allergy Clinic. 
Unfortunately, we’re only able to do 
this privately because the NHS have 
not yet commissioned this and are 
unlikely to do so until we’ve got a full 
license.”

On the first day, patients receive 
a single treatment dose. Typically, 
this is followed by only six additional 
visits to the allergy office for 
updosing. The treatment aims to 
provide protection within four 
months, after which maintenance 
treatment provides last protection. 

And in March of this year, 
Camallergy was awarded £1.1 
million funding under the Innovate 
UK Biomedical Catalyst Award 
programme. This funding will 
be used to accelerate CA002, for 
Phase 3 clinical trials. As part of the 
company’s success, Camallergy 
will file its investigation new drug 
application with the FDA in the 
United States and submit a clinical 
trials application to the MHRA and 
EMA. This brings CA002 one step 
closer towards commercialisation. 

Dr Ewan is one of the leading 
allergists in the UK and head of the 
Allergy Department in Cambridge 
— a major centre in the field. She 
won the national William Frankland 
Award for clinical excellence in 2014 
— was awarded a CBE for her work 
highlighting the need for allergy 
care and to improve NHS services.  
Co-founder and Chief Medical 
Officer of Camallergy, she has 
been an Associate Lecturer at the 
University since 1993. She is also 
Co-founder and Chair of National 
Allergy Strategy Group.

91% of children in the study were able to 
tolerate peanuts after oral immunotherapy.

Families said that the treatment had been 
‘absolutely life changing’.

135 children were treated at the clinic over 
two years.
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THE RESCUEicp STUDY — RANDOMISED EVALUATION OF 
SURGERY WITH CRANIECTOMY FOR UNCONTROLLABLE 
ELEVATION OF INTRA-CRANIAL PRESSURE 
JANUARY 2007 – SEPTEMBER 2018 | PROFESSOR PETER HUTCHINSON

We wanted to run this trial 
because it’s not a new 
operation, it’s been around 

for quite a few decades. The idea was 
to put these views to one side and 
try to get the thinking together to 
help people make decisions based on 
evidence,” he says. 

The trial recruited over 400 TBI 
patients over a ten-year period from 
within the UK and 19 other countries 
with similar healthcare systems. 
Patients were randomly assigned 
to one of two groups for treatment: 
craniectomy or medical management.  

They reported that six months 
after the head injury, just over one 
in four patients who received a 
craniectormy had died, compared 
to just under half of patients who 
received medical management. 
However, the patients who survived 
after a craniectomy were more likely 
to be dependent on others for care. 

High-quality detailed data of 
the kind collected as part of this trial 
is an exemplar of modern evidence-
based medicine providing clarity to 
clinicians, patients and relatives. “It’s 
the way we practice medicine now. 
We’ve got to provide evidence to 
patients, families, and society clinically 
and in terms of health economics. It’s 
the way the world’s going and I think 
it’s right,” Professor Hutchinson says. 

The results have significantly 
advanced our understanding of the 
impact of craniectomy on patient 
outcome by providing clinicians and 
families with robust evidence that 
can be useful when faced with the 
difficult decision as to whether to 
subject someone to what is a major 
operation.  

“However, we need to be really 
conscious of the quality of life of 
patients following this operation, 
which ranged from vegetative state 

Traumatic brain injury (TBI) 
is a leading cause of death 
and disability worldwide. 
The RESCUEicp trial, which 
Professor Hutchinson 
ran with support from 
The Evelyn Trust, sought 
to answer whether an 
operation to remove part of 
the skull (a craniectomy) can 
help in the management of 
brain swelling after a TBI.   

“
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through varying states of disability 
to good recovery,” Professor 
Hutchinson says.  

“We work closely with patients 
now, collaboratively — they’re often 
co-applicants on grants because a 
patient’s perception of outcome and 
disability is often very different to 
how we might perceive it,” Professor 
Hutchinson says. 

“For example, you could have a 
patient with head injury who’s done 
well but they’re miserable because 
they’ve got chronic headaches. But 
there may be someone else who’s in 
a wheelchair, dependent on others, 
but who is actually very happy with 
their lot in life. Their quality of life is 
higher than someone who we would 
considered as having had better 
results.” 

It’s about understanding what 
quality of life is beyond conventional 
medical outcome measures,” he says. 

Historically these trials have 
been described as favourable or 
unfavourable, but the perception 
of what that looks like differs from 
country to country. “In the UK, if 
you’re at home and can manage 
on your own for eight hours, that’s 
considered good, but in some 
countries life is worth preserving, 
regardless of what state that person 
may be in.”  

“In India, in a small village with 
no rehabilitation facilities, there was 
one patient in a vegetative state. 
He was completely dependent on 

his family. But he was being taken 
care of in his village, at home, and 
this allowed his wife to retain her 
position in society. If he had died, 
she would’ve become a widow, 
their children would have had no 
father, and the family would’ve lost 
their place in society,” Professor 
Hutchinson says.  

Because the trial incorporated 
patients from a wide range of 
countries, the results are robust 
and globally applicable: trial results 
are being incorporated in trauma 
guidelines internationally.   

But the global impact of 
Professor Hutchinson’s work does 
not end there. The trial was run 
in predominantly high income 
countries with health care systems 
equivalent to the UK. And, he points 
out, “It’s important to recognise 
that these results don’t cater to low 
income countries, where about 80% 
of head injuries occur. So we need to 
do more around that.” 

Part of ‘doing more’ involves 
leading the Global Health Group. In 
2017, the Division of Neurosurgery 
at the University of Cambridge and 
Addenbrooke’s Hospital received 
£1.78 million of funding to establish 
the NIHR Global Health Research 
Group on Neurotrauma. 

The Group has been focused on 
interrogating the patient pathway 
and implementing strategies 
to improve the prevention, 
investigation, treatment and 

outcome of patients with head 
injuries in low and middle income 
countries. 

Currently, the Group is 
collaborating with the NIHR Global 
Health Research Unit on Global 
Surgery on two studies: one 
looking at SARS-CoV-2 patients who 
undergo surgery, and another on 
cancer patients with a tumour that 
required surgical treatment during 
the pandemic.  

“Fundamentally,” Professor 
Hutchinson says, “It’s about making 
a difference to patients. Trying to 
make a difference in society. Patients 
that I know, this operation has 
changed their life. Some have made 
a remarkable recovery. A young 
girl in her late teens most recently 
– we were concerned she would 
be vegetative, but she’s made a 
fantastic recovery. The trial has really 
helped her.” 

“It’s about 
understanding  
quality of life  
beyond the 
medical scale,”  
says Professor 
Hutchinson. 

Professor Hutchinson has a subspecialist 
interest in the management of patients 
with neurological trauma.
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ADVANCED COMPUTATIONAL MOLECULAR MODELLING TO  
ASSESS KIDNEY TRANSPLANT COMPATIBILITY AND INFORM  
ORGAN ALLOCATION POLICY
AUGUST 2014 – OCTOBER 2018 | DR VASILIS KOSMOLIAPTSIS

The Evelyn Trust funded Dr 
Kosmoliaptsis’s research to improve 
donor-recipient compatibility  and 

inform allocation policy in kidney 
transplantation, as well as to investigate 
— at the molecular level — the ways in 
which antibodies interacted with tissue 
compatibility antigens to understand the 
immunological risk of kidney transplantation 
and beyond. 

Early results of kidney transplants are 
excellent, but the majority fail later in large 
part due to chronic antibody-mediated 
rejection. This risk can be off-set by ensuring 
donor kidneys are allocated to recipients 
with a good tissue-match, however current 
methods for determining compatibility and 
risk are inadequate. 

“Our premise was to extract more 
information about the difference between 
donor and recipient by looking at the 
molecular characteristics to match them 
better. Ideally, you’d want to match everybody 
completely – for example, HLA-A1 recipient 
with HLA-A1 donor. This is great, but not 
possible. A degree of mismatch is accepted, 
but we’re trying to find which mismatches 
are more likely to cause rejection,” Dr 
Kosmoliaptsis says.  

Support from The Evelyn Trust enabled 
researchers to improve the donor-recipient 
match as well as the immunological risk 
assessment in kidney transplantation. His 
group developed a new algorithm to assess 
the match potential of recipient with donor 
HLAs (Human Leukocyte Antigens). The 
algorithm can be used to assess the risk of 
rejection after transplantation. 

“We are trying to quantify the difference 
between donor and recipient and apply 
that to see if it’s better than the algorithm 
currently available,” he says. 

In kidney transplantation, HLA matching 
helps lessen the risk of antibody rejection, 
which is the main cause of long-term 
failure in transplants. Existing algorithms 
unfortunately gave equal weight to all HLA 
mismatches even though there is a wide range 
of immune responses that can be generated 
by these mismatches. This has an impact on 
whether the transplanted organ survives 
as well as the level of immunosuppression 
required, which is a major contributor to 
post transplant morbidity and mortality. 
Finally, HLA mismatching increases the risk 
of sensitisation against the potential donor 
organ pool, which can drastically limit 
options for a second transplantation, which 
is common in younger patients, should the 
first fail.  

“If a donor is matched otherwise with 
two recipients, and everything else being 
equal, how will I select who the organ goes 
to? We are trying to understand what the 
best way is of doing the matching: can we 
identify and accept mismatching that is less 
likely to cause rejection, and require less 
immunosuppression?” he says. 

Dr Kosmoliaptsis’s research has provided 
strong evidence that the degree of donor-
recipient compatibility can be better  
predicted by considering amino acid 
sequence, structural and physicochemical 
differences between donor and recipient 
HLA molecules. The algorithm he developed 
has been used to predict donor-specific 
alloantibody development after a kidney 
transplant failure and this showed their 
approach can identify which HLA mismatches 
are more likely to lead to recipient 
sensitisation. 

The research was presented at several 
conferences, including the Society of 
Academic and Research Surgery Congress in  

69,400 
kidney transplants 

performed each year 
worldwide 

46% 
from living donors

 

2,270 
in UK 

5,491 
people waiting  

for a kidney  
transplant (UK)
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London (January 2016) where it was 
awarded the Burnand and Williams 
Prize. 

Dr Kosmoliaptsis was invited 
to join the Histocompatibility 
Working Group, part of NHS Blood 
and Transplant Kidney Advisory 
Group, and it was decided that the 
approach developed through this 
research should be a primary focus 
of the Group. Based on this work, 
two major national clinical studies 
were approved to generate large 
scale evidence for the introduction 
of this new HLA matching algorithm 
into clinical practice.  

This encompassed the largest 
studies (to date) to investigate the 
HLA-derived immune response in 
the context of kidney transplants. 
The aim was to provide robust 
evidence that by using his algorithm 
in clinical practice, they would be 
able to improve kidney transplant 
results.  

“The Evelyn Trust grant allowed 
me to establish proof of concept, 
which allows you to go on and 
apply for bigger grants,” he says. The 
research has received additional 
funding from Addenbrooke’s 
Charitable Trust, the European 
Bioinformatics Institute, National 
Institutes for Health Research, 
Medical Research Council, the PI 
Terasaki Research Fund, and recently 
The Evelyn Trust. This was a one year 
Clinical Research Training Fellowship, 
awarded in 2019,  for Hannah Copley 
to build on the research group’s 
previous work.

Support for this research came 
at a crucial point in his career: he 
was a clinical lecturer, not yet an 
independent Principal Investigator. 
“Being able to have your own grants 
allows you to propose your own ideas 
for the first time, that’s really useful. 
It allows you to show you can be 
successful. It gives you confidence, 
that your ideas have merit, but 
crucially to gather the evidence you 

want — to have the time to do so —
to apply for more funding. All of it. 
I’m a fulltime clinician and the time 
this funding afforded me is crucial,” 
he says. 

Flexibility, on the part of the 
funder, was also crucial. “New ideas 
come up and you want to explore 
them. Although we didn’t ask for 
funding to look at antibodies, a 
lot depends on what quality of 
antibodies you produce after a 
transplant and how to assess how 
harmful they may be.”  

The Trust allowed him to 
follow new avenues that came 
about through his initial research. 
For example, collaborating 
with Professor Tuomas Knowles 
(Cambridge) to understand the 
structural basis of interactions 

The Trust’s support allowed Dr Kosmoliaptsis to follow new avenues of research with the 
potential to transform the way immunological risk is assessed in kidney transplantation. 

“The idea started over 
ten years ago as my 
PhD,” Dr Kosmoliaptsis 
says. “The accepted 
paradigm was to focus 
on immunosuppression 
in transplant patients. 
But we showed it’s 
possible to look at things 
in a different way.” 
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between antibodies and donor HLA 
targets. As well as developing a new 
assay to asses targets directly in the 
patient’s blood, which can potentially 
transform the way risk is assessed 
in kidney transplantation. This 
flexibility enabled Dr Kosmoliaptsis 
to investigate new questions, and, 
working in collaboration with 
the Department of Chemistry at 
Cambridge, he was able to further 
develop this new assay and produce 
more evidence in the clinical setting 
that the strength of alloantibody 
binding to donor HLA reflects its ability 
to cause rejection in transplantation.

If successful, this work will 
have major implications for how 
alloantibody related immunological 
risk in transplantation is assessed 
and could represent a truly disruptive 
innovation in the transplant field 
and beyond. It has also led to a 
collaboration with Fluidic Analytics 
Ltd, where it will be used to support 
better decision making around 
disease diagnosis and treatment 
development.  

It all sounds as though his 
research has wide-ranging impact 

and has touched so many lives. “I’m 
not sure I can claim my research has 
changed lives,” he says. “We have 
evidence that this may be helpful, but 
it hasn’t been applied to allocation 
yet. For a variety of reasons, one of 
which has to do with the fact that 
having molecular data from next 
generation sequencing has only 
started to become available within 
the NHS, and our algorithm needs to 
know patient HLA at the DNA level.” 

“There is huge interest, both in 
the UK and internationally,” he says. 
“It’s promising, but it’s not there. Yet.” 

His research group continues 
to analyse the data they gathered 
in their initial studies. Initially they 
were looking at patient cohort sizes 
of around 10,000, but this may not 
be large enough. “We’re trying to use 
larger registries, like the European one 
which we’re analysing now, to look at 
more granular data, in the hope that 
this will create a better evidence base.” 

“We’re using this kind of approach 
to determine how risky a transplant is 
immunologically. And we’re looking 
at what clinical trials we can do. Can 
we reduce immunosuppression 

if someone’s risk is low? Because 
immunosuppression is a huge 
problem. We’re trying to improve the 
algorithm to incorporate different 
aspects of immune response. It’s more 
of a marathon than a sprint,” he says. 
“There is still some way to go.”

Dr Kosmoliaptsis’ research group continues to analyse the data they gathered in their initial studies.

Dr Kosmoliaptsis developed an 
algorithm which has been used  

to predict donor-specific  
alloantibody development after a  

kidney transplant failure.
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In October 2015, Professor 
Lever applied for and was 
awarded a grant from The 
Evelyn Trust worth just over 
£33,000 to investigate latent 
HIV. Five years later he’s 
developed the gold-standard 
assay for latency, and a novel 
method to kill HIV called 
transplicing, which is now 
being trialled to treat difficult 
cancers. 

HIV cannot yet be cured 
because the virus can stay 
latent in infected cells and 

reactivate after treatment has 
stopped. Understanding HIV latency 
and developing a simpler assay 
to detect the latent viral load are 
critical priorities in HIV cure research. 
This is the work that Professor Lever 
undertook with support from The 
Evelyn Trust.  

“In HIV research, we’ve been 
doing basic science with the aim 
of translation for many years. Virus 
latency is the final hurdle we have 
to get over if we want to eradicate 
HIV. The virus can sleep for many 
years and then wake up and 
reactivate disease,” he says. “We’re 
just beginning to understand how 
HIV sleeps, how to wake the virus up, 
and learn more about the latent viral 
load.” 

“And,” he adds, “Everyone 
realises that this is the big last 
problem in HIV. To be a part of that is 
very exciting.” 

His team aimed to simplify 
the assay for latent viral load 

by streamlining the process 
and also used it to measure the 
genetic repertoire of reactivated 
viruses. An important underlying 
assumption for this approach is that 
each reactivatable latent virus is 
genetically distinct, which the team 
demonstrated. This is an important 
finding that underpins the approach 
to validating the assay for latent viral 
load. 

The assay that he has developed 
is now probably the most workable 
version of a gold-standard assay 
in the world. It’s been validated in 
terms of reproducibility, it’s practical 
to use where previous ones were 
cumbersome, and it has the added 
benefit of being able to be run by 
a single person. “It’s much more 
user friendly in terms of cost and 
functionality,” Professor Lever says. 

The funding which helped to 
develop the assay put Professor 
Lever’s laboratory in the position of 
being the only group in the UK who 
could run a manageable latency 
assay that could be applied to clinical 
trials. It was deployed successfully in 

INVESTIGATING CAUSATION AND STREAMLINING  
DETECTION OF LATENT HIV 

AUGUST 2014 – AUGUST 2016 | PROFESSOR ANDREW LEVER

Three dimensional structure of the HIV-1 RNA packaging signal.
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the RIVER trial of latency eradication 
run by the CHERUB collaboration 
of Biomedical Research centres in 
the UK. This has led to approaches 
from people in industry and 
pharmaceutical companies who 
want to do clinical trials, as well 
as those who want to explore the 
possibility of Professor Lever and his 
team running their latency assays for 
them.  

“We haven’t gone ahead 
commercially yet, but there have 
been lots of expressions of interest 
and discussions. It puts us in position 
of being able to contribute to clinical 
trials in future. And we have had 
some expressions of interest from 
our own tech transfer offices as to 
whether or not what we’ve done 
is commercially viable, in terms of 
being able to license the technology,” 
he says. 

This assay is critical to the success 
of any clinical trial. It’s the way that 
researchers will know whether or not 
there is any HIV lurking in a patient. 
And it’s this assay that has been used 
to determine that — to the best of 
our knowledge — the patient known 
as the London patient no longer has 
HIV.  

The London patient had 
received a bone marrow transplant 
from a donor who was naturally 
resistant to HIV. This meant that he 
no longer had to take anti-viral drugs 
and he remained free of the virus for 
the rest of his life. 

“We did repeated latency assays 
on the London patient and couldn’t 
find any HIV. Our assay is the most 
accurate way that we have to tell 
there is no more HIV in this patient 
that could wake up and cause disease 
in that individual. Obviously this is 
not a treatment for everyone with 
HIV but it shows that it is possible to 
eradicate the virus and we have the 
tools to prove it and brings us closer 
to a cure.”

But, Professor Lever is quick to 
point out, “eradicating HIV is going 
to be tough. No one technique is 
going to do it, we’ll need to use a 
combination of approaches. I don’t 
believe there will be a quick fix.” 

Linked with his work on latency a 
new technique he has been refining, 
called transsplicing, will  have the 
potential to add an extra layer of 
killing on top to help eradicate latent 
HIV. 

”Our technique of transsplicing 
has been shown to be extremely 
selective in the killing of HIV infected 
cells. The technique works well but 
the challenge is in moving into areas 
where cells have latent HIV and see if 
we can get it to work there — more 
basic science research — and seeing 
what impact it has using this novel 
technique. Because at the moment, 
although we have methods to 
wake up latent virus, these don’t 
have much impact on the latent 
cell population.” What is needed is 
an additional trigger to eradicate 
the cells where the virus has been 
reactivated and we see transsplicing 
as a way to do this.

This technique has led to a spin 
out biotech company called Spliceor 
Therapeutics, where transsplicing is 
being used as a novel treatment for 
certain types of aggressive cancers 
that do not respond well to current 
treatment options. It is an approach 
that is applicable to many cancers 
including liver cancer and pancreatic 
cancer, and which will hopefully 
provide cancer patients with an 
easily tolerable gene therapy.  

 At the heart of all of Professor 
Lever’s work is basic science. “We’ve 
worked on different aspects of HIV 
for a long time: how the virus puts 
itself together, why it’s infectious, but 
this work came out of a collaboration 
where we were invited to contribute 
to viral latency. We looked at what 
was the best contribution we could 

make which was basic science.” 
Though translational research 

frequently results in more high-
profile results — and more headlines 
— it is built on the back of solid 
foundational research. Deepening 
our understanding of a disease will 
ultimately lead to new treatments.  

“The basic science that 
underpins our understanding of 
what’s happening in the patient, 
and our ability to measure what’s 
happening in the patient — without 
those two supports you can’t have 
any success in clinical trials,” Professor 
Lever says. 

“Treating HIV these days is very 
straightforward but eradicating 
HIV is going to be tough. We will 
need a variety of complimentary 
techniques, we are certainly not 
looking at less than five years until 
we can solve these remaining 
questions.”

The funding meant Professor Lever’s 
laboratory was the only group in the 
UK who could run a manageable 
latency assay that could be applied 
to clinical trials.
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As the Executive Director of Development and 
Alumni Relations at the University of Cambridge, I 
have the pleasure and privilege of working on so many 
wonderful and exciting projects, but there is something 
particularly special about the work done within the 
School of Medicine. Because medical research touches 
lives in such a direct and transformative way, it truly is 
life-changing. 

The projects included in this report are only a taste of 
what The Evelyn Trust has helped us to accomplish over 
the years, and I am proud that we have been part of that 
journey of discovery, a journey that seeks to make life 
better for people the world over. 

Over the course of this year, I am certain that you will 
have had many opportunities to look back on the eureka 
moments your support has enabled, the new treatments, 
the new discoveries and appreciate the impact your 
support has had.  

I take special pride in knowing that the University of 
Cambridge has been supported by the Trust’s generosity. 
It highlights to me that you can see the potential in our 
extraordinary researchers and clinicians as much as we do 
— I hope that you are pleased to hear that the promise 
you saw in these research projects is still bearing fruit

I look forward to what comes next.

LOOKING BACK, 
MOVING FORWARD

I am proud that we 
have been part of this 

journey of discovery.

Best,

Alison Traub
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