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Scripps Hematology & Oncology Conference:
Platinum-Free Break Enhances Therapy
After First Relapse In Ovarian Cancer
By Lawrence M. Prescott

SAN DIEGO—In women with recurrent platinum-sensitive ovarian
cancer, response to second-line platinum therapy is a direct function of
time off platinum therapy: The longer the time off platinum, the better the
response rate, according to William P. McGuire, speaking at the Scripps
Cancer Center’s Annual Conference-Clinical Hematology & Oncology
2003, held here Feb. 15-18.

“When attempting to extend the platinum-free interval further, 18 to

Clinical Trials:
Majority Of Americans Would Consider
Participating In Clinical Trials, Study Finds

In the first study to assess American attitudes toward participation
in cancer clinical trials, researchers found that a clear majority of
Americans—70 percent—would consider participating in a cancer clinical
trial if asked.

Less than 5 percent of adult cancer patients in the U.S. participate
in clinical trials. The results of the study are reported in the March 1
issue of the Journal of Clinical Oncology.

“The fact that many Americans would consider participating in cancer
clinical trials is a very encouraging sign for the future of cancer research,”
said Robert Comis, president and chairman of the Coalition of National
Cancer Cooperative Groups, and senior author of the study.

“The cancer community, however, has to find a way to capitalize on
the substantial public interest in participating in cancer clinical trials by
eliminating the barriers that prevent many cancer patients from enrolling
in a trial, such as overly strict eligibility requirements, lack of insurance
coverage, and lack of adequate resources for doctors to participate in
clinical trials,” Comis said.

Researchers interviewed 1,000 adults aged 18 and older during March
and April 2000. They found that 32 percent of adults would be very willing
to participate in a cancer clinical trial if asked, and that an additional 38
percent would be inclined to participate. Twenty-one percent of
respondents were neutral toward participating in a cancer clinical trial,
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24 months is an optimal interval before retreatment
with platinum therapy,” said McGuire, director of the
Oncology Service Line at Franklin Square Hospital
Center in Baltimore. “In addition, the use of alternate
agents as an artificial extension of the platinum-free
interval may help to reset platinum sensitivity, offering
the greatest activity in these patients.”

Use of first-line Taxol-based therapy has
changed the face of treatment of ovarian cancer,
McGuire said, with 12% of women with this disease
being disease-free at eight years. The difficulty arises
when the cancer relapses. Post-chemotherapy, a
persistent rising CA 125 is a definitive sign of relapse,
although there can also be symptomatic, radiographic
or palpable recurrences, as well as any combination
of these.

A rising CA125 relapse is incurable and this
must be discussed with the patient, McGuire said. It
is important to offer the patient palliative therapy, both
to control the symptoms and as a psychological
support. Furthermore, it is essential to treat these
patients when they are in good condition. If the
physician waits too long, it is too late to treat.

In general, McGuire said, an ovarian cancer
followup consists of a 2-monthly CA125
measurement. When the CA125 increases, a CT scan

should be done. If there is no CT disease, the patient
should be told that there is no need for treatment,
only CT scans two or three times monthly. If,
however, the CA125 rises persistently and there is
macro (2-5 cm) disease, it is time to treat. Other
possible times to treat relapses are if the CA125 is
rising and the patient is entered into a clinical trial or
if the CA125 is rising and there are disease
symptoms.

During this process, McGuire said, the patient
usually will contract what might be called a CA125
addiction, characterized by anxiety, tachycardia, dry
mouth, sweating and nausea. This disorder can only
be alleviated with a fix—the CA125 test result,
patients generally calling for the results within 12
hours. If the result is favorable, the patient’s heart
rate drops, sweating slows, and nausea disappears,
resulting in a fix-free interval. The key here is to
explain followup strategy, emphasizing and
reemphasizing that minor CA125 increases are not
going to need treatment. It is particularly important
to stress that early treatment may convert sensitive
cancer cells to resistant cells and this uses up any
value of chemotherapeutic therapy.

There are a number of possible agents for
second-line therapy, the selection dependent on
whether the patient can tolerate the cumulative
toxicity of the drug administered.  These include
carboplatin, cisplatin, paclitaxel, pegylated liposomal
doxorubicin, chronic oral etoposide, docetaxel,
gemcitabine, and topotecan, to name some of the
more active agents.

McGuire said multiple studies have shown that
response to second-line platinum, the agent most
commonly used as first relapse therapy, is a direct
function of time-off platinum therapy. It is well known
that some platinum resistance is an unstable genetic
event and taking platinum away from the cells may
possibly cause platinum resistance to go away.
Furthermore, studies have demonstrated that if the
platinum-free interval is short, there is a poor response
rate to repeat platinum treatment but, if the platinum-
free interval is longer—18 months or more—the
response rate improves.

In first-relapse therapy, the treatment relies on
the period of platinum sensitivity of the ovarian cancer
cells following primary treatment. If the patient is
refractory to platinum-based therapy at zero to three
months, little can be done beyond palliative care, with
most patients dead by 18 months. If there is no
response to platinum at three to six months after
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primary treatment, the disease is considered resistant
and treatment should be continued with one of the
alternate agents.

If the patient can go more than six months
platinum free, the disease is considered sensitive and
alternate agents are recommended after the six month
period up to 18 to 24 months before retreatment with
platinum therapy.

If the patient can go from 12 months to 18
months platinum free, the disease is considered very
sensitive and the patient can be retreated with
platinum drugs or the original chemotherapeutic
combination, since there is no data to suggest that
the use of alternate therapies would improve the
response rate seen with platinum in these patients.

Mesothelioma Survival, QOL
Improved With Alimta, Platinol
By Lawrence M. Prescott

SAN DIEGO—Treatment with the novel
antifolate pemetrexed (Alimta, Lilly) combined with
cisplatin (Platinol, Bristol Myers Squibb) significantly
improves survival as well as lung function and quality
of life compared to cisplatin alone in patients with
malignant pleural mesothelioma, a cancer most
commonly caused by asbestos exposure, said
Nicholas Vogelzang, speaking at the Scripps Cancer
Center’s Annual Conference-Clinical Hematology
and Oncology 2003.

“This is the first  regimen to cause an
improvement in survival in a disease thought to be
untreatable,” said Vozelgang. “Mesothelioma should
no longer be considered a chemotherapy refractory
disease.”

It is believed that there are about 2,500 new
cases of mesothelioma annually in the U.S. and 5,000
new cases per year in Western Europe, Vozelgang
said, with a ratio of 3:1 males to females and a median
age of 60 years. The disease has an onset of 20 to 40
years following asbestos exposure and a median
survival time from onset of 6 to 15 months.

Until recently, because of the incurable nature
of the disease and the short survival time, most doctors
have said not to do anything drastic. Now, however,
there are a number of surgical options as well as
several radiotherapeutic approaches, all, basically, for
palliative purposes.

With regard to chemotherapy, Vozelgang
continued, the majority of “active” single agent
commercially available drugs, have a response rate

of only about 10%.  Cisplatin offers a somewhat better
response rate with studies showing rates ranging from
13% to 36%, and, as such, is considered a reasonable
“standard therapy.”

Antifolates, on the other hand, appear to be more
effective, with methotrexate, one of the earliest
antifolate drugs, demonstrating a 41% response rate
and raltitrexed showing a 25% rate.

Pemetrexed is a cousin of methotrexate,
Vozelgang said. While methotrexate blocks one
enzyme necessary for cell division and tumor growth,
pemetrexed has a novel mechanism of action blocking
three such enzymes. The role of this antifolate was
first noted in phase 1 trials in Germany and England.
In Germany, pemextrexed was administered in
combination with cisplatin in patients with colorectal
and head and neck cancers, mesothelioma, and non-
small cell  lung cancer.  In 11 patients with
mesothelioma, there were five confirmed partial
responses. In the English study, eight partial responses
were confirmed in 25 evaulable patients.

Based on these results, phase II clinical trials
were carried out, using single agents in chemo-naive
patients with malignant pleural mesothelioma.

In one study where 85% of the patients had
unresectable disease, the administration of
pemetrexed resulted in an overall result rate of 14%
(9 PRs in 64 patients). In those patients who received
vitamin supplementation, due to a deficiency in folic
acid and vitamin B

12
 caused by the cancer and poor

appetite, the response rate was higher, being 16.3%
(7 PRs in 43 patients), and toxicity was reduced.

Beginning in 1999 and ending in March 2001,
the largest mesothelioma study ever conducted
enrolled 456 patients into a phase III, randomized,
clinical trial. The study had a primary endpoint of
survival time, and secondary endpoints including time
to progressive disease, tumor response rate,  duration
of response, toxicity, pulmonary function, lung
density, and quality of life. Patients were randomly
assigned to receive pemetrexed 500 mg/m2 iv over
10 minutes followed 30 minutes later by cisplatin 75
mg/m2 iv over 2 hours, both given on day 1 every 3
weeks versus cisplatin alone. All patients received
dexamethasone prophylaxis for skin rash.

As enrollment approached 150 patients, a high
rate of severe toxicity and death in the experimental
arm linked to elevated homocysteine prompted a
change in treatment and design, Vozelgang said.

Seven days prior to and each day of therapy,
patients were required to take folic acid 350 to 1000
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mcg orally as well as vitamin B
12

 1000 mcg intra-
muscularly (IM) every 9 weeks in addition to assigned
treatment.

Overall, 70 patients were never supplemented,
47 patients were partially supplemented for the length
of the complete study depending on their enrollment
date, and 331 patients were fully supplemented
throughout the study.

The number of patients in each of the three
groups corresponding to vitamin supplementation was
comparable in each of the study arms.

Primary analyses compared survival between
study arms but, because of the importance of the
effect of folic acid plus B

12
 on both safety and efficacy

of the experimental arm, secondary analyses
compared vitamin-treated patients in both arms and
vitamin-versus nonvitamin-treated patients, Vozelgang
said.

The median survival time in the fully
supplemented patients in the experimental arm was
13.3 months vs 10.0 months for those fully
supplemented patients on cisplatin alone. This
compared to 13.2 months versus 9.4 months for fully
or partially supplemented patients in the experimental
and cisplatin alone arms respectively, and 9.5 months
versus 7.2 months in the patients who had only partial
or no supplementation in the experimental and
cisplatin-alone arms respectively.

With regard to tumor response rates, there were
no complete responses. In all 448 patients eligible for
final analysis, the rate of partial response was 41%
in patients treated with pemetrexed plus cisplatin
compared to 17% in persons on cisplatin alone.

In those who were supplemented, the response
rate was 46% in the experimental arm versus 20%
on cisplatin alone. In patients only partially or never
supplemented, the response rate was 29% in the
experimental arm compared to 9% on cisplatin alone.

Overall, Vozelgang said, pemetrexed plus
cisplatin significantly improved survival compared to
cisplatin alone and also significantly improved time
to progressive disease, tumor response, lung function,
and subjective indicators of quality of life.

Despite the sequential non-random addition of
folic acid and vitamin B

12
, the improved efficacy of

pemetrexed and cxisplatin over cisplatin alone was
maintained and there was strong evidence of reduction
in toxicity, including drug-related deaths.

The improved efficacy in vitamin supplemented
patients may be due to the higher median number of
treatment cycles possible in this group of individuals.

Clinical Trials:
Study Suggests More People
Would Participate In Trials
(Continued from page 1)
while 9 percent indicated they would be either unlikely
or very unlikely to participate. Younger adults were
significantly more likely to hold positive views about
participating in a cancer clinical trial than older adults,
but even among adults aged 65 and over a majority
expressed a willingness to participate.

The findings suggest that low accrual rates for
cancer clinical trials are not due to negative attitudes
of patients, but rather to factors such as a lack of
insurance coverage and strict eligibility criteria that
prevent a large number of patients from participating,
Comis said.

Enrollment in cancer clinical trials could increase
if more physicians participated in clinical trials, Comis
said. To help remedy financial and time constraints
that prevent many physicians from conducting trials,
Comis recommended that insurers reimburse
physicians for their time and effort in conducting
cancer clinical trials and that trial sponsors adequately
reimburse physicians for the costs of doing clinical
research.

NCI-Funded Trials Show Aspirin
Reduces Recurrence of Polyps

Taking daily aspirin for as little as three years
was shown to reduce the development of colorectal
polyps by 19 percent to 35 percent in people at high
risk for colorectal cancer in two randomized,
controlled clinical trials published in the March 5
edition of the New England Journal of Medicine.

These data confirm numerous, earlier
observational studies that suggested that people who
regularly take aspirin have lower rates of colorectal
adenomas. Adenomas are abnormal growths (polyps)
that are a critical midpoint in the development of most
colorectal cancers.

“These trials are very encouraging because they
prove that we can disrupt the development of
colorectal cancer by preventing the polyps that can
become cancer,” said Ernest Hawk, chief of the
Gastrointestinal and Other Cancers Research Group
in the National Cancer Institute’s Division of Cancer
Prevention. “If we can prevent adenomas from
forming, we believe we ultimately can reduce
colorectal cancers and colorectal cancer deaths.”
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Epidemiologic studies have shown that people
who regularly take aspirin and aspirin-like drugs to
treat conditions such as arthritis have lower rates of
colorectal polyps, colorectal cancer, and colorectal
cancer deaths. Based on these promising
epidemiologic data, as well as animal models and
laboratory data, NCI supported both of the trials, in
which people were randomly assigned to aspirin or a
placebo and followed for a number of years.

NCI continues to support clinical trials of other
prevention agents that may work in similar ways;
current studies are looking at agents alone and in
combination to prevent or reverse the growth of
precursors of colorectal cancer in people at increased
risk due to adenomas, early stage colon cancer, or
certain inherited syndromes.

The two studies suggest that daily aspirin may
be an appropriate supplement to regular surveillance
procedures in individuals at an increased risk of
colorectal cancer similar to the level of risk in the
people in these trials. Trial participants were adult
men and women with either a previous colorectal
adenoma or previous early-stage cancer successfully
treated with surgery.

Long-term aspirin therapy is not appropriate for
everyone: most people do not have the same elevated
risk for developing colorectal cancer as the people in
these trials, and aspirin, like many drugs, can have
side effects. All people age 50 and older should
continue to get colorectal cancer screening exams
regularly.

The trials were carried out by a research
network headed by John Baron, of the Norris Cotton
Cancer Center, and by the Cancer and Leukemia
Group B, with Robert Sandler, of the University of
North Carolina, Chapel Hill.

Study Finds Green Tea No Help
In Advanced Prostate Cancer

Although the benefits of green tea are widely
touted, a study conducted by Mayo Clinic Cancer
Center and North Central Cancer Treatment Group
shows green tea is not an effective treatment for
advanced prostate cancer.

Previous laboratory studies suggested that green
tea might be an effective anticancer treatment.
However in the Mayo study of 42 patients with
advanced androgen-independent prostate cancer, only
one patient showed a short-term drop in prostate-
specific antigen levels.

“Our conclusion is that for the treatment of
advanced prostate cancer, green tea does not provide
therapeutic benefit,” said Aminah Jatoi, a Mayo Clinic
medical oncologist and lead researcher on the study.

The phase II study is the first to test the effects
of green tea in patients with advanced prostate
cancer. The results of the study were published in
the March 15 issue of the journal Cancer.

“Since men with androgen-independent prostate
cancer have few treatment options, we chose this
group of patients for our green tea trial to learn
whether green tea might help them,” said Jatoi. “It
was an effort to try to find other ways to treat these
patients even if those ways might be considered by
some to be unconventional.”

Laboratory studies have indicated that prostate
cancer cells die when exposed to compounds called
polyphenols found in green tea. In mice with prostate
cancer, green tea has been shown to decrease tumor
size and cancer spread. Epidemiological studies
suggest that tea decreases the risk of prostate cancer.
Such studies suggested that green tea might be an
effective treatment for patients with prostate cancer.

The study required each patient to take 6 grams
a day of a highly concentrated, presweetened tea.
The patients could drink the green tea as they
wished—hot, iced, in juice or with additional
sweetener.

“We set the dosage at the highest, yet relatively
tolerable level, so patients could potentially receive
maximal therapeutic benefit,” Jatoi said.

At the start of the study, all patients reported
drinking the specified amounts of green tea daily.
After about one month, researchers found patients
were dropping out of the study because their prostate
cancer was not regressing and because of side effects
attributed to the high-dose green tea.

“No patient experienced a sustained decline in
PSA levels,” Jatoi said. “One patient had a one-month
decline but rebounded by the second month with
increasing PSA levels.”

Also, 69 percent of patients reported mild side
effects of diarrhea, nausea, vomiting and abdominal
pain. Seventeen percent of the patients had moderate
to severe side effects, including insomnia, diarrhea
and confusion.

“Green tea failed to show an anticancer effect
in the group of patients we studied,” Jatoi said. “We
concluded that other avenues should be explored in
the treatment of patients with androgen-independent
prostate cancer.”
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Cancer Screening Priorities
Questioned In Dartmouth Study

Cancer screening practices do not always follow
scientific evidence, a Dartmouth Medical School
study shows.

Researchers found that a significantly higher
percentage of men are screened for prostate cancer
than for colorectal cancer, despite the fact that
prostate screening has not been proven to reduce
prostate cancer deaths, while colorectal screening can
substantially reduce the mortality from colon and
rectal cancer.

The study provides the first national population-
based estimates of rates of screening with prostate-
specific antigen, comparing the extent U.S. men
undergo PSA screening to colon cancer screening.

While there is widespread agreement in the
medical community that men and women should be
screened for colon cancer annually starting at age
50, there is no consensus about whether men should
be screened for prostate cancer.

“We wanted to see if medical practice reflects
scientific evidence,” said lead author Brenda Sirovich,
assistant professor of medicine at DMS and the VA
Outcomes Group in White River Junction, VT.

The study appears in the March 19 issue of The
Journal of American Medical Association, co-
authored by Lisa Schwartz and Steven Woloshin, also
assistant professors of medicine at DMS and
members of the VA outcomes group.

The results were surprising, said Sirovich. “We
anticipated that if medical care was in line with
scientific evidence, then the proven test—colorectal
cancer screening—would be more common than the
unproven prostate cancer screening,” she said. “This
was not the case. More men had been tested for
prostate cancer than for colon cancer in all but four
states [where rates were equal]. That tells us there
is a mismatch between the scientific evidence of
screening benefit and what men are actually being
screened for.”

Using data from a survey of almost 50,000 men
conducted by the Centers for Disease Control and
Prevention in all 50 states, the researchers compared
the prevalence of PSA screening and colorectal
cancer screening—whether men had ever been
tested and whether they were up-to-date on screening.
The study also ranks each state according to percent
of men tested for both cancers as well as the states
that are most up-to-date with their screening.

The researchers found that 75% of American
men over 50 have had a PSA test at least once,
compared to 63% for any colorectal cancer test,
including a fecal occult blood test—the screening test
with proven benefit. Among men aged 50-69, 54%
reported an up-to-date PSA screen (within one year)
and 45% reported up-to-date screening for colorectal
cancer (within 5 years).

“The results of our study make us question
whether men are aware that PSA testing has not been
proven to reduce the mortality from prostate cancer,”
Sirovich said. “We hope our findings enhance the
conversations between physicians and their patients
when a decision about screening has to be made. Men
who choose to be screened for cancer should be made
aware of the known benefits of colorectal cancer
screening in reducing colorectal cancer mortality and
the fact that PSA testing has not been shown to reduce
prostate cancer mortality.”

The authors speculate the reason behind the
more frequent use of the PSA test is that it is easier
for prostate cancer screening—it is just a simple
blood test, while colon cancer screening is more
involved. Also, there has been more publicity about
screening for prostate cancer than colon cancer.

“Unfortunately, much of this publicity has
involved celebrities with the disease, whose public
statements presume that the value of the screening
is proven,” Sirovich said.

Physicians found that the men who were getting
PSA tested the most were aged 70 and older, an age
group that most experts agree stand to benefit the
least from screening, if screening is beneficial at all.
They are also at highest risk of having complications
or adverse consequences of the further testing and
treatment that ensues.

“We know that more men are being screened
against cancer,” Sirovich said. “Now we need to
better inform them of which tests are most likely to
be of benefit.”

Regular NSAIDs Use Protects
Smokers From Lung Cancer

Regular use of nonsteroidal anti-inflammatory
drugs (NSAIDs), such as ibuprofen, by smokers
protects them against the development of lung cancer,
according to findings of a study to be published in the
April 1 issue of Cancer.

People who regularly used NSAIDs at least
three times per week were protected against
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developing all types of lung cancer compared to those
who did not use NSAIDs, the study found.

The protective effect was only observed in
current or former smokers, but not people who never
smoked. Similar protective effects were observed for
smokers who used aspirin.  The authors conclude that
“because lung cancer is the leading cause of cancer
deaths, the possibility that commonly used pain
medication can reduce the rates should be explored.”

Muscat et al investigated whether regular use
of NSAIDs or aspirin had any effect on the risk of
lung cancer in a healthy person. They compared the
use of NSAIDs and aspirin in 1,038 patients with lung
cancer and 1,002 healthy control subjects.

The risk of lung cancer was significantly reduced
for people who regularly used NSAIDs. That benefit
was observed only for people who currently smoked
or used to smoke but not for people who never
smoked.

The authors note, “it is uncertain why the inverse
association was limited to smokers” though the
authors hypothesize that “smoking might induce COX-
2 expression.”

The regular use of aspirin was also associated
with a protective effect against lung cancer.
However, the association of reduced lung cancer risk
was found only in men.

Women Are Less Active After
A Diagnosis of Breast Cancer

Women diagnosed with breast cancer are less
physically active after diagnosis than prior to
diagnosis, which may contribute to a poorer prognosis,
according to a recent NCI-supported study to be
published in the April 1 issue of Cancer.

Most women diagnosed with breast cancer
exercise or engage in any sort of physical activity an
average two hours a week less after diagnosis than
before diagnosis, an 11% decrease, the study found.

Women who were already obese before
diagnosis or who received the most intensive breast
cancer treatment, including surgery, chemotherapy
and radiotherapy, reported the most significant decline
in physical activity after diagnosis.

The authors conclude that “decreases in physical
activity with a diagnosis of breast cancer may lead
to increases in body weight and body fat, which, in
turn, may lead to a poorer breast cancer prognosis.”

The paper’s lead author, Melinda Irwin, an
assistant professor in the Department of

Epidemiology and Public Health at Yale School of
Medicine, conducted the research while a postdoctoral
fellow at the Fred Hutchinson Cancer Research
Center in Seattle. The study also involved researchers
from the National Cancer Institute, the University of
New Mexico and the University of Southern
California.

A woman who is overweight with elevated body
fat at the time of diagnosis has a poorer prognosis
with increased risk of recurrence and poorer survival
than a woman of normal body weight and body fat.
Scientists hypothesize that because fat cells produce
estrogens after a woman goes through menopause,
having higher levels of body fat at breast cancer
diagnosis or experiencing weight gain following
diagnosis may be associated with a worse prognosis,
since estrogens stimulate breast cancer cells.
However, little is known about the role of weight gain
on prognosis after a breast cancer diagnosis.

Weight gain and subsequent increased body fat
effects more than 80% of women during the first
year after breast cancer diagnosis. Multiple reasons
for weight gain have been proposed but never proven,
such as the therapy, increased caloric intake and
decreased physical activity. Though treatment may
have a negative impact on physical activity, studies
show that even women undergoing intensive therapy
for breast cancer are able to be physically active
during this first year.

The study investigated how physical activity for
856 women changed for 4-12 months after breast
cancer diagnosis, compared to the year before
diagnosis, and whether there was any association with
the severity of disease, the type of treatment, age
and body mass index.

Most women reported being less physically
active after diagnosis for all stages of breast cancer.
On average, women reported a two-hour per week
decline in all types of physical activity after diagnosis.

“This decrease in physical activity most likely
explains some of the weight gain observed after
cancer diagnosis,” the authors note.

Women treated with the most intensive therapy
(surgery, radiation and chemotherapy) reported a 50%
decline in physical activity, compared to a 24% decline
among women treated with surgery only and a 23%
decline among women treated with radiation only.
Physical activity among obese women declined 41%
after diagnosis compared to a 36% decline among
overweight women and a 24% decline among women
with a normal body mass index.
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NCI-Approved Protocols Listed
The National Cancer Institute’s Cancer Therapy

Evaluation Program approved the following clinical
trials last month. For further information, contact the
principal investigator listed.

Phase I
MRI Screening of the Contralateral Breast in Women

with a Recent Diagnosis of Breast Cancer. American
College of Radiology Oncology Imaging Network protocol
ACRIN-6667, Lehman, Constance, phone 206-288-2046.

Phase I/II
PS-341 and PS-341 + Epoch Chemotherapy and

Molecular Profiling in Relapsed or Refractory Diffuse Large
B-Cell Lymphomas. NCI Medicine Branch protocol 5748,
Wilson, Wyndham, phone 301-435-2415.

Phase I/II Trial of Gemcitabine and ALIMTA in
Patients with Measurable or Evaluable, Unresectable or
Metastatic Biliary Tract Carcinoma (Intrahepatic,
Extrahepatic, Ampulla of Vater) and Gallbladder Carcinoma.
North Central Cancer Treatment Group protocol N9943,
Alberts, Steven, phone 507-284-8964.

Phase II Study of Intravenous Recombinant
Humanized Anti-Vascular Endothelial Cell Growth Factor
Antibody Endothelial Cell Growth Factor Antibody (HIV-
Negative) and in AIDS-Associated Kaposi’s Sarcoma. NCI
HIV/AIDS Malignancy Branch, protocol 5513, Yarchoan,
Robert, phone 301-496-0328.

Phase II Trial of G3139 (Genasense) Anti-Bcl-2
Antisense Oligonucleotide Plus Alpha-Interferon in
Metastatic Renal Cancer. City of Hope Medical Center
protocol 5828, Margolin, Kim, phone 626-359-8111.

Phase II Study of Epothilone B Analog BMS-247550
in Patients with Relapsed Aggressive Non-Hodgkin’s
Lymphomas. University of Chicago, protocol 5913, Smith,
Sonali, phone 773-834-2895.

Phase II Study of Bryostatin-1and Vincristine in
Patients with Low or Intermediate Grade Non-Hodgkin’s
Lymphoma Progressing or Relapsing After a Prior
Autologous Bone Marrow or Stem Cell Transplant. Case
Western Reserve University protocol 5922, Remick, Scot,
phone 216-844-5412.

Phase II Trial of Perifosine in Biochemically
Recurrent, Hormone Sensitive Prostate Cancer. City of Hope
protocol 5978, Lara, Primo, phone 916-734-3771.

Phase II Study of Rituximab and ICE Chemotherapy
in Children with Recurrent/Refractory B-Cell (CD20+) Non-
Hodgkin Lymphoma and B-Cell Acute Lymphoblastic
Leukemia. Children’s Oncology Group protocol
ANHL0121, Griffin, Timothy, phone 817-885-4020.

Phase II Trial of Perifosine in Locally Advanced,
Unresectable or Metastatic Pancreatic Adeno-carcinoma.
Eastern Cooperative Oncology Group, protocol E1202,
Marsh, Robert, phone 352-392-3000.

Phase II Study of Reduced Intensity Marrow
Transplantation for the Treatment of Relapsed Non-
Hodgkin and Hodgkin Lymphoma. ECOG protocol E1402,
Foss, Francine, phone 617-636-8884.

Phase II Pilot Study of Rituximab+CHOP in Patients
with Newly Diagnosed Waldenstrom’s Macroglobulinemia.
ECOG E1A02, Abonour, Rafat, phone 317-274-0843.

Phase II Trial of Poly ICLC in Patients with Recurrent
Anaplastic Glioma. North American Brain Tumor
Consortium protocol NABTC-01-06, Fink, Karen, phone
214-648-4730.

Phase II Study of R115777 for the Treatment of
Adults with Newly Diagnosed Glioblastoma Multiforme.
NABTT-2200, Lustig, Robert, phone 215-662-3147.

Phase II Study of Submandibular Salivary Gland
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in Head and Neck Patients. Radiation Therapy Oncology
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8755.

Phase II Study of Weekly Docetaxel in Patients with
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Phase II Study of Weekly IV Gemcitabine and Oral
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