
VANDERBILT-INGRAM Cancer Center was awarded a five-year 
renewal of its NCI Cancer Center Support Grant and will receive more than 
$6.2 million a year for the next five years. The total represents a 12.7 percent 
increase over the previous award. This is the third renewal of the CCSG grant 
for Vanderbilt, which is an NCI-designated comprehensive cancer center.

“The national review team from the NCI rated VICC outstanding or 
exceptional in nearly every program category, which is a validation of the 
superior work being done by the researchers, clinicians and staff members at 
our nationally-recognized cancer center,” said Jeff Balser, vice chancellor 
for health affairs and dean of the Vanderbilt School of Medicine.

Jennifer Pietenpol, the Byrd Jr. Professor of Oncology and director of 
VICC, received the highest score possible for her leadership of the cancer 
center. Pietenpol, who also oversees a laboratory research program focused 
on breast cancer research, was named VICC director in 2008.

The Vanderbilt University School of Medicine began the cancer center in 
1993, under the direction of Harold Moses, the Hortense B. Ingram Professor 
of Molecular Oncology, who remains Director Emeritus. The center received 
its first CCSG award in 1995, with re-competition in 1999. In 2001, the NCI 
designated the Vanderbilt cancer program a comprehensive cancer center.

Since the last renewal of the CCSG grant, VICC has been on a fast 
growth trajectory. Sixty-six new recruits have joined the center and there has 

By Paul Goldberg
In an unusual move, FDA combined two applications for prostate 

cancer prevention drugs into a single meeting of the Oncologic Drugs 
Advisory Committee. Both were shot down in decisive votes by the agency’s 
advisors. 

The drugs in question—Merck’s Proscar (finasteride) and 
GlaxoSmithKline’s Avodart (dutasteride)—are 5-α reductase inhibitors. 
They have similar molecular structures and are approved for the treatment 
of benign prostatic hyperplasia.

Proscar, which was tested in men at average risk of prostate cancer, was 
voted down in a 17-0 vote with one abstention. Avodart, which was tested 
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in men at higher risk, was defeated in a 14-2 vote with 
two abstentions. 

The agency’s handling of the two drugs and 
the committee’s vote at the Dec. 1 meeting publicly 
establish a high bar for approval of drugs that are given 
to asymptomatic and presumably healthy people.

“A cancer risk reduction strategy exposes 
individuals who do not have cancer, and who may never 
develop cancer, to a drug and its potential for adverse 
events,” Richard Pazdur, director of the FDA Office of 
Oncology Drug Products, said in his opening statement 
to ODAC.

“Only the highest level of evidence and certainty 
that a favored risk-benefit profile exists for the use in 
healthy individuals should support the drug approval,” 
Pazdur said. “From the public health perspective, a 
very high level of certainty regarding a favorable risk-
benefit profile must exist due to the very large number 
of men in the United States who could be exposed to 
these drugs.”

The sponsors said that the drugs filled another 
public health need: nearly all men who are diagnosed 
with Gleeson 6 prostate tumors opt to receive surgery, 
hormones or radiation therapy, even though a minority 
of them will be expected to die of their disease. These 
oral drugs could decrease the number of men who get 
the disease.

Though the two drugs nixed by ODAC are similar, 
the risk groups in which they were tested were not, and 
the sponsors sought very different levels of recognition 
from the agency.

Avodart was tested in men who were defined 
at above-average risk for developing prostate cancer, 
and GSK sought a supplemental indication for cancer 
prevention. Proscar was tested in men at average risk, 
and the company didn’t seek an indication. It asked to 
change the language of the label to reflect the potential 
for benefit from taking the drug. As it stands, the label 
describes only the potential for harm.

In their presentation, Merck officials made it clear 
that they sought a label revision for Proscar only because 
FDA asked them to file. (The drug has gone generic.) 
The agency could have sought this application for one 
reason only: to demonstrate that Proscar and Avodart are 
very similar drugs that raise the same set of questions. 

Proscar was needed to lend dramatic sweep to the 
committee’s discussion of a Avodart.

In his opening remarks to ODAC, Pazdur 
introduced the three concerns about the drugs:

“First, the increase in high-grade tumors associated 
with the use of both Proscar and Avodart; second, the 
fact that risk reduction of prostate cancer is almost 
entirely limited to tumors that are less than or equal to 
a Gleason score of six; third, whether the results are 
generalizable to the U.S. population.”

The Case of Proscar
Proscar was tested in the NCI-sponsored Prostate 

Cancer Prevention Trial, which enrolled 18,000 patients 
and concluded in 2003 (The Cancer Letter, June 27, 
2003).

Though the drug was found to reduce period 
prevalence of prostate cancer by 24.8 percent in men 
treated for seven years, the trial also reported what 
appeared to be an increased proportion of cancers that 
at least appeared to be at Gleason score of 7 to 10.

For uncertain reasons, the drug was reducing 
incidence of prostate cancer, but in some cases, 
the disease that was occurring seemed to be more 
aggressive. It hasn’t been shown that these drugs cause 
more aggressive cancer. They may make it easier to 
diagnose higher-grade cancer. It is also not certain 
that the cancers that appear to be higher grade when 
diagnosed in a man taking these drugs actually behave 
as aggressive Gleason 7 to 10 cancers.

This ambiguity made it impossible for Merck to 
seek a supplemental NDA for the prevention of prostate 
cancer. 

Agency Sees Pattern In Data
From Avodart, Proscar Trials
(Continued from page 1)
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Instead of going for an NDA, the company sought 
to amend the “Adverse Reactions” section of the 
label. This was protection for the drug’s two approved 
indications. Proscar was approved for the treatment of 
BPH in 1993 and for male pattern baldness in 1997. 
Avodart was approved for BPH in 2003 and is used 
off-label to treat baldness. 

Now, ODAC’s vote may raise additional questions 
about men taking these drugs for BPH and hair loss, 
several insiders and observers said. 

Even without producing an obvious strategy for 
preventing prostate cancer, PCPT made monumental 
contributions to the understanding of the disease.

The trial’s control arm—for the first time—
provided data on incidence of prostate cancer in average-
risk population.

It showed that prostate cancer could be diagnosed 
in more than 25 percent of men in their sixties.

It raised questions about usefulness of screening 
with prostate specific antigen and digital rectal 
examination. It poke holes in the belief that 4 ng/mL 
is the upper limit of normal PSA. Only half of the 
more than 25 percent of men were diagnosed due to 
screening.

Also, the trial created a repository of biospecimens 
that could be correlated with outcomes.

In 2005, after post-hoc studies pointed to the 
potential of bias in findings of higher-grade tumors, 
Merck asked FDA to revise the label to reflect these 
findings, but no changes were made and the company 
withdrew the application without prejudice.

In 2009, the American Society of Clinical 
Oncology and the American Urological Association 
issued a guideline stating that 5-α reductase inhibitors 
are recommended for consideration by men concerned 
about their risk of prostate cancer.

Also last year, FDA informed Merck that it 
intended to discuss PCPT with ODAC and requested 
that the company file an sNDA, the company said.

Merck stopped short of complying with the 
agency’s wishes, instead filing a labeling supplement 
seeking to alter the label to include positive findings 
of PCPT. Instead of mounting a massive preparation, 
Merck relied primarily on Ian Thompson, the trial’s 
principal investigator at the Southwest Oncology Group 
and director of the Cancer Center at the University of 
Texas Health Science Center in San Antonio.  

Merck’s lack of enthusiasm is understandable, 
because its patent for finasteride as a treatment for 
BPH expired in 2006 and its patent for the treatment 
of baldness will expire in 2013. The drug is available 

in generic form.
It seemed FDA wasn’t after finasteride for its 

own sake. More likely, the agency needed to revive 
the controversy surrounding Proscar and PCPT to lend 
dramatic sweep to discussion of GSK’s Avodart and 
the regulatory bar cancer prevention drugs should be 
expected to meet.

The All-Prostate Extravaganza
The REDUCE registration trial presented by GSK 

enrolled 8,231 men between ages 50 and 75 who had 
the PSA levels of 2.5 to 10 ng/mL and who had a single 
for-cause biopsy within six months of randomization.

In the sNDA, the company reported an increase 
incidence of apparently higher-grade disease in men 
taking Avodart. The agency reanalyzed these pathology 
slides in accordance with more current standards and 
found the risk to be even higher.

According to the FDA, the estimated treatment-to-
increased-risk ratio for Gleason score 8-10 tumors was 
200 to 1. This means that if 200 men were treated with 
the drug for four years, there would be one increase in 
Gleason 8-10 prostate cancer. 

Looking at prevention of Gleason 6-10 tumors, 
the treatment to prevention ratio was about 60 to 1. This 
means that 60 men would need to be treated with the 
agent for four years to prevent one possibly meaningful 
prostate cancer.

The agency also questioned the time-mandated 
biopsies that were conducted as part of the trial, stating 
that biopsies in standard practice of medicine in the 
U.S. are performed only when doctors find a clinical 
indication.

In another concern, the agency said that only 2 
percent of the Avodart study participants were African 
Americans. Similar concerns were raised about the 
Proscar trial.

Before any votes were cast, ODAC industry 
representative Gregory Curt asked the committee to 
reflect on a regulatory precedent, the breast cancer 
prevention drug tamoxifen.

“I just want to set these two studies in the context 
of another trial that led to the approval of a drug for 
prevention of cancer,” said Curt, U.S. medical science 
lead, emerging products, at AstraZeneca Oncology. “If 
you look at the number of patients who were treated to 
prevent breast cancer in the context of the NSABP P-1 
Trial, that was a study that had 6,000 patients on each 
arm: 6,000 on placebo, 6,000 on tamoxifen. There were 
120 cancers on the placebo arm and 60 on the tamoxifen 
arm. So you had to treat 6,000 patients to prevent 60 
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cancers. So that’s about 100 patients treated to one 
patients whose disease is prevented.

“That’s pretty much in line with what we are 
seeing. I would submit that tamoxifen is a drug that has 
worse safety liability than the drugs we are talking about 
here today. And the cancers that are being prevented 
are cancers that are managed with aggressive local 
therapy.”

ODAC chairman Wyndham Wilson disagreed.
“It’s always worthwhile to look at historical 

precedent,” said Wilson, chief of the Lymphoma 
Therapeutics Section at the NCI Center for Cancer 
Research. “I think what is of primary concern is whether 
or not this drug may actually be leading to a worse grade 
and hence that may lead to a worse outcome. So I think 
that’s a fundamental difference between the tamoxifen 
study and this.”

Pazdur urged the committee members to be guided 
by clinical judgment, as opposed to regulatory history.

“We are asking you for your clinical judgment, not 
to make a regulatory decision based on what we did for 
tamoxifen or whatever,” he said. “We are asking you 
as clinicians who are sitting around this table, with the 
information that has been provided to you in this disease, 
what is your opinion regarding the patient’s risk-benefit 
decision? Has safety and efficacy been demonstrated 
that allows you to make a definitive conclusion in 
a favorable way here? And I will emphasize to you, 
we are not talking about the same applications as we 
generally do in this committee, involving advanced 
disease, metastatic disease, end stage disease. We are 
talking about a population of men who don’t have 
a disease. So your level of certainty both from an 
individual perspective has to be heightened, as well 
as from a public health perspective. We are treating 
potentially hundreds of thousands of people here, not a 
small cohort of people who have a terminal disease that 
needs therapeutic options here.”

The Avodart application received two positive 
votes only because the trial focused on men at higher 
than average risk of disease.

“I primarily was persuaded by the opportunity to 
minimize unnecessary procedures in this higher-risk 
patient population,” said ODAC member Margaret 
Tempero, deputy director of the UCSF Helen Diller 
Family Comprehensive Cancer Center. “That was the 
risk-benefit piece of it.”

Ernest Hawk, head of the Division of Cancer 
Prevention and Population Sciences at M.D. Anderson 
Cancer Center, also voted for approval of Avodart.

“In this case, we are dealing with a higher-than-

average-risk cohort,” Hawk said. “All patients shouldn’t 
be treated with this medication, but I think it should be 
available for use, because I do believe a clinical benefit 
was demonstrated by the reduction of low-grade disease. 
The question of higher-grade disease remains a question, 
but I think there are many compelling arguments as to 
why that may be an artifact.”

Both Tempero and Hawk voted against the Proscar 
label change, because that drug was intended for men 
at average risk of prostate cancer.

Pazdur’s Opening Statement
The text of Pazdur’s remarks follows: 
Two supplemental applications—one for Proscar 

and one for Avodart—will be discussed today dealing 
with the use of 5-α reductase inhibitors for reduction 
in risk of prostate cancer, commonly referred to as a 
“chemoprevention strategy.”  Both Proscar and Avodart 
are 5-α reductase inhibitors and have been previously 
marketed for the treatment of symptomatic benign 
prostatic hyperplasia in men with enlarged prostates.

The first applicant, Merck, the commercial 
applicant for Proscar, has not proposed a new indication 
for the reduction in risk of prostate cancer, but has 
proposed to include information in the “Clinical Studies” 
section and in the “Adverse Event” section of the Proscar 
or finasteride label. This information is derived from the 
Prostate Cancer Prevention Trial or PCPT. The proposed 
changes could be interpreted to suggest that Proscar is 
safe and effective for the reduction in risk of prostate 
cancer in otherwise healthy men age 55 years or older.

The second application that will be discussed this 
morning is for Avodart or dutasteride for the proposed 
indication of reduction in the risk of prostate cancer 
in men at increased risk of developing the disease. 
This application has been submitted by Glaxo Smith 
Kline and is supported by the REDUCE (Reduction 
by Dutasteride of Prostate Cancer Events) trial. The 
population of men in this trial had a negative single 
prostate biopsy due to clinical concerns and had elevated 
PSA levels.

No other drugs have been evaluated or approved 
by the FDA for the reduction in risk of prostate cancer. 
With the known high prevalence of prostate cancer and 
the heterogeneity of the disease, an effective product 
for this indication should be evaluated both from the 
perspective of an individual risk/benefit profile and 
from a public health risk/benefit profile. A cancer risk 
reduction strategy exposes individuals who do not have 
cancer, and who may never develop cancer to a drug and 
its potential for adverse effects.
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Only the highest level of evidence and certainty 
that a favorable risk-benefit profile exists for the use in 
healthy individuals should support the drug approval. 
From a public health perspective, a very high level of 
certainty regarding a favorable risk benefit profile must 
exist due to the very large number of men in the United 
States who could be exposed to these drugs.

Dr. Marc Theoret will present the FDA review 
of the PCPT evaluating Proscar. Dr. Max Ning will 
present the FDA review of the REDUCE trial evaluating 
Avodart in a prostate cancer risk reduction study. Both 
Drs. Theoret and Ning’s presentations focus on three 
major issues noted in both applications—first, the 
increase in high grade tumors associated with the use 
of both Proscar and Avodart; second, the fact that risk 
reduction of prostate cancer is almost entirely limited 
to tumors that are less than or equal to a Gleason score 
of 6; third, whether the results are generalizable to the 
U.S. population.

The PCPT randomized over 18,000 men age 55 
years or older without prostate cancer and with normal 
digital rectal examinations and PSA levels less than 
3 ng/mL at baseline. Individuals were randomized to 
either Proscar or placebo daily for 7 years. Men on the 
Proscar arm of the trial had a 26% lower risk of being 
diagnosed with prostate cancer when compared to the 
placebo arm. The reduction in risk of prostate cancer 
was limited to Gleason score 6 or lower prostate cancers. 
An unexpected finding was that men on the Proscar 
arm had a 1.3% absolute increase representing a 26% 
relative increase in high-grade Gleason score 7-10 
prostate cancer.

The REDUCE trial is a randomized, double-blind, 
placebo-controlled trial of Avodart for four years in men 
without a diagnosis of prostate cancer, but at high risk for 
prostate cancer at enrollment. Prostate cancer incidence 
was assessed primarily with scheduled biopsies after two 
and four years of treatment. Similar to the findings from 
the PCPT, the REDUCE trial also demonstrated that men 
on a 5-α reductase inhibitor—in this case Avodart—had 
a 23% lower risk of being diagnosed with prostate cancer 
when compared to placebo. This risk reduction appears 
limited to decreases in Gleason score 6 or 5 prostate 
cancers, but with no decrease in Gleason score 7-10 
tumors. There was a notable increase in Gleason score 
8-10 prostate cancers with dutasteride.

The data from both of these large, multi-center, 
placebo-controlled trials were intended to establish 
a statistically significant reduction in the cumulative 
incidence of biopsy-proven prostate cancer. However, 
this benefit was driven primarily by a reduction in risk 

of Gleason score 6 or less prostate cancers. In both trials 
there was the unexpected, increased detection of high 
grade Gleason score 8-10 prostate cancers among men 
receiving 5-α reductase inhibitors.

The balance between the decreased low grade 
prostate cancer, the increased high grade prostate 
cancer, and of the treatment duration of 4-7 years are 
important in evaluating  either drug in a “risk reduction” 
strategy in otherwise healthy men 50-70 years of age. 
This consideration must be viewed in the context that 
low risk or very low risk prostate cancers pose little 
threat to men with life expectancies of less than 10 or 
20 years, respectively, and may be managed with active 
surveillance.

The FDA will be asking ODAC to consider the 
demonstrated efficacy and safety in the populations 
studied in the respective clinical trials of Proscar and 
Avodart and to provide advice in response to a single 
voting  question on each product:

For Proscar—Is the finasteride risk/benefit profile 
favorable for reduction in the risk of prostate cancer 
in men ≥55 years of age with a normal digital rectal 
examination and a PSA of ≤3.0 ng/mL?

For Avodart—Is the dutasteride risk/benefit profile 
favorable for reduction in the risk of prostate cancer in 
men at increased risk of developing the disease, defined 
as those who have had a prior negative biopsy due to 
clinical concern and have an elevated serum prostate-
specific antigen?

CTI Files Appeal With FDA
Over Pixantrone Decision

Cell Therapeutics Inc., of Seattle, said Dec. 3 that 
it has submitted a formal appeal to the Office of New 
Drugs in the FDA Center for Drug Evaluation and 
Research regarding the agency’s decision from earlier 
this year on the pixantrone New Drug Application to 
treat relapsed/refractory aggressive non-Hodgkin’s 
lymphoma.

CTI had requested accelerated approval of its 
pixantrone NDA. At its March 22 meeting, the FDA 
Oncologic Drugs Advisory Committee recommended 
unanimously against approval (The Cancer Letter, 
April 9). Subsequently, the agency issued a Complete 
Response Letter rejecting and telling the sponsor to 
conduct an additional clinical trial.

The company said its appeal, filed under FDA’s 
formal dispute resolution process, asks the agency to 
conclude that PIX301 demonstrated efficacy.

“We believe the FDA diverged from accepted 
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Obituary:
Elaine Ron, 67, Former Chief,
NCI Radiation Epidemiology

Elaine Ron, a senior investigator in the NCI 
Division of Cancer Epidemiology and Genetics and 
an expert in the health effects of exposure to radiation, 
died Nov. 20 at her home in Bethesda, Md. She was 67 
and had cancer.

Ron joined NCI in 1986 and served as chief of the 
Radiation Epidemiology Branch from 1997 to 2002.

She led research clarifying the risks related to 
external radiation among atomic bomb survivors. Most 
recently, she was conducting a study of people who 
received CT scans before age 18. She investigated the 
effects of internal radiation through several cohorts 
of patients exposed to diagnostic or therapeutic I-131 
and among people exposed to radionuclides from the 
Chernobyl accident and the Mayak nuclear facility in 
Ozyorsk, Russia. She had a long-standing interest in 
the etiology of thyroid tumors, and led an international 
effort that pooled 13 studies and contributed greatly to 
our understanding of the disease.

Ron served on numerous expert radiation 
committees including Committee 1 of the International 
Commission of Radiation Protection, and was a member 
of the Scientific Council of the International Agency for 
Cancer Research and the Public Health Committee of 
the American Thyroid Association.

Earlier this month, at an NCI Board of Scientific 
Counselors’ review of the Radiation Epidemiology 
Branch, the site visitors praised Ron’s work as being 
of the highest quality and having significant impact 
on public health and radiation policy, according to 
Joseph Fraumeni Jr., director of the Division of Cancer 
Epidemiology and Genetics. 

“They also commented on her exceptional 
mentoring, collegiality, and senior leadership,” 
Fraumeni said. “Elaine had great warmth, humor, and 
forthrightness, with a passion to fight injustice, and will 
be deeply missed.”

Ron wrote more than 200 scientific peer-reviewed 

statistical principles and practices when the FDA 
applied a more stringent statistical significance level in 
concluding that the PIX301 primary analysis required 
an adjustment for type 1 error as if an interim analysis 
had been conducted. This was not the case in the PIX301 
trial where only a single final analysis was undertaken,” 
said Richard Kay, statistical consultant, RK Statistics 
Ltd., honorary visiting professor, School of Pharmacy, 
Cardiff University. 

The company said it is preparing another trial, 
PIX306, submitted for Special Protocol Assessment 
review by FDA. CTI filed a Marketing Authorization 
Application with the European Medicines Agency for 
approval of pixantrone in Europe.

NCI News:
Travel By NCI Scientists
Was Appropriate, NIH Says 

By Kirsten Boyd Goldberg
NCI scientists accepted travel expenses from 

nonfederal sources for trips to present data at scientific 
conferences or institutions as part of their scientific 
work, and this did not violate federal rules, according 
to a letter sent by NIH to Sen. Charles Grassley (R-
Iowa).

Grassley had questioned the sponsored travel 
in a letter to NIH and NCI in October (The Cancer 
Letter, Oct. 29, 2010). In his letter, Grassley questioned 
the travel of 16 NCI scientists who took 10 or more 
sponsored trips a year.

The response to Grassley was released by NIH 
earlier this week after a Freedom of Information Act 
request and first reported by Science on its ScienceInsider 
blog. The letter was signed by NIH Director Francis 
Collins and NCI Director Harold Varmus.

“Scientific progress is dependent on the active 
dissemination and exchange of new data and ideas,” the 
letter stated. “It is vital that NIH scientists participate 
in scientific meetings where direct interactions with 
other scientists often catalyze new ideas, promote 
collaboration, and fuel innovation…. NCI’s use of 
the sponsored travel mechanism in accordance with 
applicable rules maximizes the resources available for 
exchanges of new data among scientific leaders, young 
scientists, and trainees, and facilitates collaboration 
among investigators at different institutions.”

All sponsored travel requests “undergo a rigorous 
and substantive analysis for appropriateness and 
potential conflict of interest,” the letter said.

The majority of the sponsored travel was to 

U.S. destinations “such as Chicago, Philadelphia, and 
Atlanta,” the response to Grassley said.

The total value of all sponsored travel by the NCI 
employees named in Grassley’s letter was $466,976 
in 2008; $407,474 in 2009; and $309,437 in 2010, the 
NIH letter said.

The NIH letter and Grassley’s letter are posed at 
http://cancerletter.com/categories/documents.

http://cancerletter.com/categories/documents


The Cancer Letter
Vol. 36 No. 44 • Page 7

In the Cancer Centers:
Hutch Wins Breast SPORE,
Herbst To Move To Yale Center 
(Continued from page 1)
been a 107 percent increase in lab space and a 91 percent 
increase in clinical space. During the same time period, 
VICC received a 46 percent increase in peer-reviewed 
funding and a 62 percent increase in NCI funding, with 
significant additional philanthropic support.

FRED HUTCHINSON Cancer Research Center 
received a $11.5 million NCI Specialized Program in 
Research Excellence award in breast cancer. Known 
as the Seattle Cancer Consortium Breast SPORE, the 
initiative will involve 25 investigators at the Hutchinson 
Center and the University of Washington as well as 
project consultants from a variety of institutions in 
the U.S. and abroad. Co-principal investigators Peggy 
Porter and Martin (Mac) Cheever, members of the 
Hutchinson Center’s divisions of Human Biology and 
Clinical Research, will lead the consortium.

YALE CANCER CENTER appointed Roy 
Herbst to the positions of chief of medical oncology and 
associate director for translational research, effective in 
March.  Herbst will lead the section of medical oncology 
at Smilow Cancer Hospital at Yale-New Haven.

Herbst comes to Yale from the University of Texas 
MD Anderson Cancer Center, where he is a professor 
of medicine, chief of the Section of Thoracic Medical 
Oncology, and the Barnhart Family Distinguished 
Professor in Targeted Therapies.

“Dr. Herbst is nationally recognized for his 
leadership and expertise in lung cancer treatment and 
research,” said Thomas Lynch Jr., director of Yale 
Cancer Center and physician-in-chief of Smilow Cancer 
Hospital at Yale-New Haven. “Dr. Herbst is best known 
for his work in developmental therapeutics and the 
personalized therapy of non-small cell lung cancer, in 
particular the process of linking genetic abnormalities of 
cancer cells to novel therapies. He is a natural leader and 
will have a critical role in building our cancer program 
while mentoring the next generation of cancer doctors 
at Yale.”

Herbst currently serves as co-principal investigator 
of the Biomarker-based Approaches of Targeted Therapy 
for Lung Cancer Elimination Program (BATTLE) Trial, 
which assesses real-time tissue biopsies in patients for 
molecular analysis to determine the targeted treatment 
recommendation for each patient.

papers and received several honors including the NIH 
Director’s Award.

Ron was born Elaine Straus in New York. She 
graduated from Case Western Reserve University with 
degrees history and political science. She received a 
master’s degree in public health from Yale University 
in 1974. 

From 1974 to 1978, she was a research associate in 
the Department of Clinical Epidemiology at Chaim Sheba 
Medical Center in Tel Hashomer, Israel. She served as 
assistant director and acting director of the department 
before receiving her doctorate in epidemiology from 
the Tel Aviv University medical school in 1980. From 
1981 to 1986, she was chief of the Cancer Unit in the 
Department of Clinical Epidemiology.

“Her earliest work on the effects of treatment for 
tinea capitis in Israel is considered a groundbreaking 
classic,” Fraumeni said.

Her marriage to Moshe Ron ended in divorce. 
Survivors include a son, Ariel Ron of Oakland, Calif.

Funding Opportunities:
Foundation Offers $2 Million
For Lung Cancer Research

LUNGevity will be distributing up to $2 million 
in grants in early 2011 for the study of early detection 
of lung cancer and targeted therapeutic treatments for 
lung cancer. 

LUNGevity invites grant applications for its 2011 
Request For Applications focused on research towards 
development of strategies for the early detection of lung 
cancer and targeted therapies for lung cancer.

Applications will be accepted from individual 
investigators or teams of up to three scientists. Grants 
will be awarded for a two-year period for a maximum 
amount of $100,000 per year per scientist.

Mandatory Letters of Intent are due by Dec. 22 
(11:59pm Eastern Standard Time). The application 
deadline is March 15, and funding will commence May 
2011.

The projects that will be funded are expected to 
have a direct impact on the early detection and treatment 
of lung cancer or to provide a clear conceptual or 
experimental foundation for the future development of 
methods for early detection and treatment.

More information about the LUNGevity Lung 
Cancer Early Detection Award 2011 and the LUNGevity 
Lung Cancer Targeted Therapeutics Award 2011 can be 
found on the LUNGevity website www.lungevity.org or 
at Proposal Central https://proposalcentral.altum.com.

http://www.lungevity.org
https://proposalcentral.altum.com
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DAVID HOHN, president and CEO of Roswell 
Park Cancer Institute from 1997 to 2007, received the 
Gilda Radner Courage Award for his career achievements 
in cancer research, administrative leadership and 
national advocacy for other cancer patients. He is now 
RPCI’s President Emeritus and executive director of 
health policy. Alex Adjei, the Katherine Anne Gioia 
Chair in Cancer Medicine at RPCI, also was recognized 
with the Thomas B. Tomasi, MD, PhD Hope Award for 
distinguished leadership in translational research, drug 
development and thoracic oncology. Hohn and Adjei 
received their honors at RPCI’s 20th anniversary gala 
on Nov. 13.

OHIO STATE UNIVERSITY Comprehensive 
Cancer Center – Arthur G. James Cancer Hospital and 
Richard J. Solove Research Institute awarded the James 
Hope Award to Sen. Sherrod Brown, a member of the 
Senate Appropriations Committee and sponsor of the 
Access to Cancer Clinical Trials Act of 2009 (S. 488).

Brown was chosen based on his leadership in 
helping patients gain access to clinical trials through 
his sponsorship of the Access to Cancer Clinical Trials 
Act and the drug pricing legislation that will have a 
positive impact on patients treated at The James. Also, 
Brown championed language that removes lifetime 
caps on insurance coverage and prohibits insurers from 
excluding children with pre-existing conditions from 
being covered by their family policies.

WILLIAM MCBRIDE, University of California, 
Los Angeles, radiation oncologist, whose research 
focuses on the role of damage response to radiation in 
normal tissue and malignant tumors, has been given 
the Gold Medal award by the American Society for 
Radiation Oncology, the highest honor bestowed by the 
10,000-member organization. McBride, director of the 
division of cellular and molecular oncology, received 
the award during organization’s annual meeting in San 
Diego.

 
ETHAN DMITROVSKY , a professor at 

Dartmouth Medical School and a leader at Dartmouth-
Hitchcock Norris Cotton Cancer Center, is the new 
chair of the NCI Board of Scientific Counselors for 
Clinical Sciences and Epidemiology. Dmitrovsky will 
guide the 22-member board of physicians and scientists 
from cancer centers and universities around the country 
as it advises the director of the NCI and its scientific 
leadership on the progress and future direction of cancer-
related research programs.

Dmitrovsky is an American Cancer Society 
Clinical Research Professor, and an associate director of 
the Samuel Waxman Cancer Research Foundation and 
board member of the Lance Armstrong Foundation. 

ST. JUDE CHILDREN’S Research Hospital has 
expanded the availability of its tobacco cession program 
for cancer survivors who smoke. The Cancer Survivor 
Tobacco Quit Line, through a grant from NCI,  started as 
a smoking cessation program aimed at childhood cancer 
survivors, but this year the program expanded to include 
survivors of adult-onset cancer as well.

The program is open to survivors of childhood or 
adult-onset cancer, regardless of where they received 
treatment. Participation in the program is free.

“St. Jude has several efforts in place to help with 
the transition from patient to survivor,” said Robert 
Klesges, of the St. Jude Epidemiology and Cancer 
Control department. “The quit line is another way for 
us to help survivors be conscious about their health, 
understand the health risks associated with their 
treatment and help improve their quality of life.” 

BARBARA ANN KARMANOS Cancer Institute 
scientists received a nearly $3 million, five-year NIH R01 
to study an immunotherapy treatment for women with 
triple-negative breast cancer. This grant supplements 
the $2 million, four-year NIH R01 grant to Karmanos 
that funds a treatment protocol for women with HER2-
negative metastatic breast cancer using targeted T cell 
immunotherapy. Lawrence Lum, professor of medicine, 
immunology and microbiology is conducting a phase 
II clinical trial to test the efficacy of anti-CD3 x anti-
Her2/neu bispecific antibody (Her2Bi)-armed activated 
T cells immunotherapy in women with stage II and III 
HER2/neu (0-2+) and hormone receptor negative breast 
cancer, in combination with neoadjuvant chemotherapy. 
A total of 40 patients will be accrued for this study.

In another development, the J.P. McCarthy Cord 
Stem Cell Bank at the Karmanos Cancer Institute will 
receive a $1.4 million, three-year, contract award from 
the HHS Health Resources and Services Administration 
to expand its cord blood collection program. The contract 
will allow Karmanos to bank more genetically-diverse, 
high-quality umbilical cord blood units for inclusion 
in the National Cord Blood Inventory. Cord blood is 
used for the treatment of leukemia, lymphoma, sickle 
cell disease and other hematological cancers. About 
20 percent of transplant patients who do not have a 
matching donor in their family receive cord blood that 
was generously donated to a public cord blood bank.


