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Bioinformatics:
Contracting Dispute and Software Bugs 
Plague NCI's $200 mil Bioinformatics Venture

FDA News:
FDA Sets Hearing on Avastin In Breast Cancer
As Genentech Defends Accelerated Approval

By Paul Goldberg
This article is the first of a two-part series examining the NCI efforts 

to create a single biomedical informatics system for all its clinical trials.
NCI’s plan to deploy a single data system for conducting all institute-

sponsored clinical trials has been frustrated. Again.
The plan sounded almost too good to be true: the institute expected 

to give free software to all organizations involved in clinical research. This 
giveaway was a central element of the institute’s venture into biomedical 
informatics, which has cost taxpayers about $200 million over the past six 
years.

Proponents see the informatics venture—called the NCI Cancer 
Bioinformatics Grid and commonly referred to as caBIG—as a means to 
make cancer research function as a single system. Critics counter that this 
vision has propelled government officials, government scientists, government 

By Paul Goldberg
FDA has granted a hearing for Genetech to present its case for keeping 

the metastatic breast cancer indication of its drug Avastin (bevacizumab).
The hearing was scheduled for June 28-29.
Avastin has an accelerated approval for use in combination with 

paclitaxel for the first-line treatment of HER2-negative metastatic breast 
cancer in the U.S.

However, the company’s confirmatory trials of the drug in other 
combinations didn’t produce sufficient magnitude of progression-free survival 
benefits to convince the agency to convert the indication—or even to keep 
the indication on the label.

The June hearing will be the first of its kind. It will be the first effort 
by FDA to retract an indication obtained under the 1992 law that created the 
accelerated approval mechanism.

Accelerated approval indications have been taken off the market over 
the years, but they have been withdrawn voluntarily by sponsors (The Cancer 
Letter, Feb. 11). In this case, Genentech is challenging the agency’s efforts 
to take away what has been a the $1 billion-a-year indication. 
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doctors and government consultants into a business they 
are not suited for: development of software. 

Worse, critics contend that the emerging informatics 
system would still be splintered, albeit in a different way.

So far, NCI’s plans for the implementation of 
a single commercially developed data capture tool 
have been thwarted by contract disputes, and there is 
no guarantee that the institute’s effort to award $24.3 
million worth of business to New York-based Medidata 
Solutions Inc. would be successful. 

NCI’s attempts to give the contract to Medidata 
have failed on two previous occasions. 

Both times the awards were reversed in appeal 
proceedings that a Medidata competitor initiated before 
the Government Accountability Office. On Jan. 31, 
the runner-up in the awards process—Velos Inc., of 
Fremont, Calif.—filed a third challenge to the award, 
and the GAO is promising to rule on the matter in May.

In filings, Velos states that its system was initially 
selected by a review panel convened to guide selection 
of available technologies. The company argues that it 
was passed over because its software competes head-on 
with the open-source tools called the caBIG Clinical 
Trials Suite. These tools were developed under the NCI 
umbrella, and paid for by the institute.

NCI’s pick—Medidata—by contrast, has been 
used primarily by pharmaceutical companies and 

contract research organizations. It focuses on capturing 
data and doesn’t compete with the products caBIG spent 
millions to develop, informatics experts say.

“Specifically, caBIG has dedicated substantial 
resources to develop clinical trials software that 
duplicates much of what is already readily available in 
the commercial market place,” wrote John McIlwain, 
Velos president and CEO, in a recent letter to NCI 
Director Harold Varmus. “They have succeeded only in 
developing inferior government-sponsored products that 
don’t work well or at all, are more expensive to install 
and maintain, and are poorly supported, while also 
interfering with the livelihood of companies like Velos.”

McIlwain’s letter and other supporting documents 
are posted at http://www.cancerletter.com/categories/
documents. 

Velos’s third legal challenge comes at a time 
when caBIG—once a generously funded, top-priority 
program—finds itself under unprecedented scrutiny. On 
request from NCI Director Harold Varmus, the institute’s 
Board of Scientific Advisors last November established 
a working group to focus on the informatics unit (The 
Cancer Letter, Nov. 12, 2010).

While the Velos contract appeal goes forward, 
NCI will continue to work on integrating the Medidata 
system, which was obtained under a perpetual licensure 
agreement for about $5 million, officials say. The 
remainder of the $24.3 million contract NCI is trying 
to award would cover installation and maintenance 
services. The licensing, in August 2009, was made 
possible because of a legal technicality, when Velos 
missed a deadline for filing an appeal. 

Kenneth Buetow, chief architect of the institute’s 
informatics systems, disputes the contention that Velos 
was passed over because it provided tools that compete 
with the NCI-developed caBIG Suite.  

“It’s our understanding that there is not a single 
commercial platform right now that meets the needs 
of all the cancer community and that will plug-and-
play against all the different needs and capabilities of 
the different members of the community,” Buetow, 
director of the NCI Center for Biomedical Informatics 
and Information Technology, said to The Cancer Letter.

Buetow said that caBIG, has spent approximately 
$95 million—nearly half of its funds—to create software 
components that would complement the commercially 
available data capture system.

Buetow said this includes “more than 70 software 
components, ranging all the way from supporting 
interoperability, materials that allow you to consume 
common data elements, that allow you to use vocabularies, 

http://www.cancerletter.com/categories/documents
http://www.cancerletter.com/categories/documents
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all of the basic infrastructure that 
supports interconnectivity to a 
grid—a national infrastructure 
that enables us to conduct multi-
site, multi-investigator, multi-
institutional research.

“On top of that, we have 
created services and applications 
that meet specific needs,” Buetow 
said.

Clinical Trials Suite in Action
Only  one  in s t i t u t ion 

is currently using the caBIG 
“clinical trials suite,” a cluster 
of six open-source tools that 
NCI says is capable of managing 
all trials, regardless of area of 
medicine.  The tools are in use 
at the University of Arkansas for 
Medical Sciences Winthrop P. 
Rockefeller Cancer Institute, and 
are also beginning use in their 
Psychiatric Research Institute.

T h e  c a n c e r  c e n t e r ’s 
information technology officials say that the system 
does function—and is integrated with the system devised 
in-house. However, getting the tools to work required 
extensive developmental work and expenditures.

“One lesson is you are on your own in this 
complex situation,” said Umit Topaloglu, of the UAMS 
bioinformatics team. “These tools are the basis of what 
you want them to do, but expecting that those tools 
are going to address what you need would be a wrong 
assumption. There will be some investment—at least six 
months to a year—probably a developer and a half- or 
full-time project manager for each tool that you will try 
to make work.”

The center’s IT staff has 15 full-time employees.
 While it is widely known that the center has 

done a massive amount of work to make the caBIG 
tools work in production mode, few realize that this 
was accomplished with minimal financial support from 
NCI. “We got modest funding from NCI coupled with 
significant investments from our local Cancer Institute 
funds that allowed us to accomplish our successes,” said 
Peter Emanuel, director of the Winthrop P. Rockefeller 
Cancer Institute

The tools are free. However, the UAMS IT experts 
discovered bugs in the program and returned fixes to 
NCI. Also, the tools obtained from caBIG are often not 

designed to work within the actual workflow of a cancer 
center and thus require redevelopment, Topaloglu said.

“If the tools had been better developed before 
roll-out, it would have saved us a lot in terms of time, 
effort, and other resources,” he said. 

Topaloglu said that UAMS uses an open-source 
data capture system called OpenClinica. The center isn’t 
considering switching from OpenClinica. “We use the 
[OpenClinica] Clinical Data Management System for 
the whole campus, not only cancer trials, so switching 
wouldn’t work for us,” Topaloglu said.  

He said the data capture systems could be adjusted 
to work together. “I think the very reason we use 
common data elements in our electronic case report 
forms is to allow such interoperability,” he said. “This 
will sync with others who use common data elements,” 
Topaloglu said. “OpenClinica can export data several 
ways, so we should be good to go for such a need.”

Other IT experts point out that such interoperability 
would require a massively complex development 
process. 

Informatics experts at several other institutions 
express frustration with the caBIG tools, but are 
unwilling to do so publicly, fearing the loss of funding.

“It’s a noble idea to have common tools, but 
it’s been slow in coming,” said an informatics expert 

A 2006 slide describes the role of bioinformatics in former Director Andrew
von Eschenbach's grand plan to end cancer death and suffering by 2015.
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at a major cancer center, who spoke on condition of 
not being identified. “It’s a very complex thing to do. 
Quite frankly, very few of the products that caBIG has 
developed are ready for end use. And yet they keep 
publicizing them as being complete and ready and 
available. You go and try to use them, and you can’t 
load them. Or they are not configurable. Or they will 
not integrate with your existing data.”

Any evaluation of caBIG has to involve the role 
of the consulting firm of Booz Allen Hamilton, which 
played a key role in designing and managing the program. 
On its website, the firm offers the following description 
of its role: “Our responsibilities include developing the 
architecture to support collection, sharing, and analysis 
of data for a broad community of cancer researchers: 
institutions, registries, pharmaceutical and biotech 
industries, and sub-disciplines of clinical and research 
informatics.” The NCI contractor SAIC also was 
involved.

All of this is a gigantic waste of taxpayers’ money, 
Velos’s McIlwain claims. 

“As a result of certain NCI personnel interfering 
with the selection of Velos, the U.S. cancer clinical 
research community is far behind where it could be 
at this very moment in improving clinical research 
automation and electronic data capture,” McIlwain said 
to The Cancer Letter. “Instead, the caBIG program is 
under review at the NCI—having wasted more than 
six years and many tens of millions of dollars. What’s 
more, their present course with respect to electronic 

chosen to adopt Medidata, while others are betting on 
Velos and other systems. The third contingent in the 
informatics game is simply waiting in frustration to have 
these issues resolved one way or the other.

Yet, all three camps agree that there is a bigger 
problem that needs to be addressed: the collection of 
data has to be standardized. Data standards would be the 
first step toward enabling researchers—and informatics 
systems—to communicate in a meaningful way.

NCI’s informatics programs were shaped at a time 
when Director Andrew von Eschenbach was pursuing 
his goal to “eliminate suffering and death due to cancer 
by 2015.”

This was a time rich in war rhetoric, but lacking 
in realistic strategy. Experts say it’s theoretically 
possible to get all systems to talk to each other. Yet, 
until standards for collecting data are harmonized, the 
systems will be talking past each other, they say.

“The data standards are the big elephant in the 
room,” said Roy Jones, professor at the Department 
of Stem Cell Transplantation at MD Anderson Cancer 
Center, a Velos customer. “There is no sex appeal to 
it, but it’s just the most important part of everything.”

NCI’s vision to build a uniform system for everyone 
involved in cancer clinical trials is fundamentally 
flawed, Jones said.

“Every cancer center has a different work flow,” 
said Jones, who headed the committee that picked Velos 
for MD Anderson. “To try and build an application like 
they tried to do and say one application can support the 

data capture will generate 
tens of millions of dollars of 
further inefficiencies relative 
to alternative approaches 
available today.”

A call to Medidata wasn’t 
returned.

“An Elephant in the Room”
Six years after caBIG 

was started, the institute’s 
efforts to integrate systems for 
capturing data and managing 
protocols and medical care in 
clinical trials has fallen short 
of reaching their goal. 

This  is  part icular ly 
visible in the Velos-Medidata 
controversy.

Some cancer centers 
and cooperative groups have 
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work flow at MD Anderson, 
the University of Nebraska and 
the University of Chicago was 
always, to me, a difficult way 
to approach this problem.”

The institute should make 
it possible for all researchers 
to exchange meaningful 
data, which would make 
it worthwhile to construct 
interfaces between systems. 
Had NCI insti tuted data 
standards, it would have been 
able to contract for several 
clinical software systems—
or stay out of the market 
altogether.

After creating a unique 
standard for systems to use, the 
government would have been 
able to step back and allow 
private vendors to compete for shares of the market, 
critics say.

“Selecting an application that has a given set of 
data standards and then trying to shoehorn that into each 
cancer center to enforce a unique set of data standards 
is awkward,” Jones said. 

Joyce Niland, chair of the Department of 
Information Sciences at City of Hope Cancer Center, 
said she, too, would have preferred to see data standards 
precede software development.

“I would recommend creating the data standards 
first, and letting those drive everything,” said Niland, 
whose institution uses Medidata. “The very first thing 
should be an electronic instantiation of the protocol. 
Build that by following standards: What is your primary 
objection? Code that. What is your population? Code it. 
What are your inclusion and exclusion criteria? Code 
them. Let the coded information support production of 
the paper protocol document, and then let information 
move downstream to build your case report form, which 
moves to configuring your data collection system, which 
then informs your data analysis. 

“That would be my recommended approach to this 
major challenge.”

Dreaming of Free Data Flow
Standardization of data capture and trial 

management has been a top priority at NCI since at 
least 2004.

The grid was a key tool in von Eschenbach’s 

pursuit of his 2015 goal, and whenever insiders asked 
pesky questions, they were assured that “Ken Buetow 
is already working on it.” 

In a co-authored paper, von Eschenbach and 
Buetow wrote:

“Based upon the realization of how much can 
be accomplished by coming together as teams and 
integrating our robust biomedical research enterprise, 
NCI has challenged the oncology community to 
eliminate the suffering and death due to cancer by 2015. 
We cannot achieve this ambitious goal without greater 
interconnectivity and coordination across the cancer 
enterprise. This requires seeing cancer as a systems 
problem that will require a systems solution. Although 
cancer is being unraveled rapidly at the genomic and 
proteomic levels, we have not concomitantly developed 
the seamless system needed to capitalize on our 
discoveries.”

The paper is posted at https://cabig.nci.nih.gov/
in_the_news/CI2vonEschenbach.pdf

In a recent interview with The Cancer Letter, 
Buetow described data standards as a work in progress.

“Much of the problem with standards is that 
the work is never completely finished, but there is 
a tremendous amount of work that has already been 
done,” he said.

“Our strategy through NCI has been first and 
foremost to create the standards-based framework by 
which all the different vendors, all the different academic 
developers, all the different members of the federal 

https://cabig.nci.nih.gov/in_the_news/CI2vonEschenbach.pdf
https://cabig.nci.nih.gov/in_the_news/CI2vonEschenbach.pdf
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government can play together,” Buetow said. 
“We still remain committed to the ongoing 

development of those standards. We have worked with 
the FDA and worked with industry to have a common 
information and representation through the BRIDG 
model,” he said. (The acronym stands for the Biomedical 
Research Integration Domain Group.) 

“That is what the FDA uses for its regulatory 
submissions specifications, and the NCI has worked 
very closely and aggressively to see to it that those 
standards are created as well as that NCI community 
has access to those standards through vocabulary that 
we provide, common data elements that we provide, and 
information models.”

However, MD Anderson’s Jones says the job of 
creating standards is far from accomplished.

“There are many incomplete sets of data standards, 
including the NCI’s,” he said in an email. “We either 
need consensus on a set and full build-out, or someone 
willing to pay to ‘map between the standards.’ Since we, 
cancer folks, all look to the NCI for leadership, funding, 
etc., they are the logical people to develop the standards 
for the cancer treatment and research community. Bob 
Wittes [then-Director of the NCI Division of Cancer 
Treatment and Diagnosis] convened a cancer center IT 
meeting in 1995 or so, which I attended. The question 
the NCI asked was ‘Should we develop standards or 
applications?’ They were surprised that the centers voted 
for standards. I think institutional memory has failed 
us here. If the standards were well developed, private 
enterprise and their applications would come.

“Centers, in fact, have begged the NCI to do this 
job.”

In an interview, Buetow said it’s reasonable to start 
with the common software.

“The motivation behind doing the procurement is 
that over and above the raw information that’s collected, 
there is a lot of complexity with conducting clinical trials 
that has to do with how you manage the information, 
the work flows associated with how you conduct trials.

“One of the reasons that there has been an interest 
in having a standardized platform for doing that is to 
reduce heterogeneity between individual groups.

“It’s easier to have one collection of tools that 
one would use for all the different trials that one would 
conduct. You don’t need different tools when you are 
doing a cooperative group trial vs. when you are doing 
a cancer center trial, and ultimately, when you are doing 
an industry trial. Our goal is to have a way that you can 
seamlessly go back and forth between those.

“One of the reasons that we continue to spend time 

building standards is to see to it that we create a playing 
field where all of those groups can work toward having 
that common inter-operability.”

The von Eschenbach vision of creating an 
informatics system where data flow unimpeded from 
point of care to research databases across institutions 
is proving to be elusive, too.

“Even when you have data standards, you have to 
figure out how to adhere to them in terms of obtaining 
the data,” City of Hope informatics expert Niland said. 
“The ideal is to be able to reuse data for research, having 
it arise in the practice of care. But that is so difficult to 
achieve in terms of a pragmatic standpoint.

“Caregivers don’t have time to stop and code 
information, and to use ‘point and click’ interfaces 
on many different screens in order to capture what 
researchers need for their purposes,” Niland said. “In 
addition, a lot of medical care is still text-based, dictation 
is open-ended, very expressive. How do you get that to 
conform to the standard?”

Considerations of privacy, cyber-security and 
intellectual property impede data flow, too.

“The grid has been out there for caBIG for a 
while,” Niland said. “We have a grid node that we 
established, but we haven’t gotten the buy-in to put 
much data out there.

“When we share data, it’s in pre-arranged consortia 
where the participants have all agreed that we are going 
to be running multicenter studies together. We are often 
the data coordinating center for these consortia.

“We run it more as a closed circuit for such studies, 
rather than a wide open network that people are going 
to share all over the globe, although open data sharing 
is a very laudable goal for some circumstances.”

The data capture and software systems aren’t the 
only problem facing caBIG. 

Many centers, for example, say they are frustrated 
by the NCI Clinical Trials Reporting Program, which 
seeks to establish a comprehensive database containing 
regularly updated information on all NCI-funded clinical 
trials. Information on the program is posted at http://
www.cancer.gov/clinicaltrials/conducting/ncictrp/
allpages#9c83ab84-0f5b-430d-9d5c-e32b7d4ed19f .

Critics at centers complain that CTRP seeks 
information they already submit in annual progress 
reports and in response to FDA requirements.

When it comes to bioinformatics, pleasing 
everyone is no small task.  

Next: the history of the Velos-Medidata selection 
and the view from the centers.

http://www.cancer.gov/clinicaltrials/conducting/ncictrp/allpages#9c83ab84-0f5b-430d-9d5c-e32b7d4ed19f
http://www.cancer.gov/clinicaltrials/conducting/ncictrp/allpages#9c83ab84-0f5b-430d-9d5c-e32b7d4ed19f
http://www.cancer.gov/clinicaltrials/conducting/ncictrp/allpages#9c83ab84-0f5b-430d-9d5c-e32b7d4ed19f
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FDA Sets First-Ever Hearing
On Pulling Accelerated Approval
(Continued from page 1)

“We appreciate the opportunity to continue our 
discussion with the FDA during a public hearing about 
the use of Avastin in metastatic breast cancer,” Hal 
Barron, Genentech chief medical officer and head, 
Global Product Development, said in a statement. “We 
believe Avastin is an important option for women 
with this disease and should remain an FDA-approved 
choice.”

The FDA’s letter notifying Genentech the hearing 
has been granted is available on http://www.regulations.
gov under Docket No. FDA-2010-N-0621.  

Last year, the agency started the process to remove 
the breast cancer indication, (The Cancer Letter, Dec. 
17, 2010). 

On Jan. 18, Genentech submitted its response to 
the FDA’s Notice of Opportunity for a Hearing on the 
Agency’s proposal to withdraw approval of the breast 
cancer indication.  The response set forth the Avastin 
data, analyses and information that Genentech will 
review with the FDA at the hearing.

The company’s response and supporting 
documentation are available on Genentech’s website 
at http://www.gene.com/gene/news/news-events/
avastin/ or on http://www.regulations.gov.

In its filing to FDA, Genentech asks the agency 
to extend its accelerated approval for Avastin while the 
company conducts a new confirmatory trial in which 
the antiangiogenic agent would be administered with 
weekly paclitaxel.

In 2008, the agency approved the use of Avastin 
in combination with weekly paclitaxel, based on the 
Eastern Cooperative Oncology Group’s trial E2100.

However, confirmatory trials, led by Genentech’s 
parent company Roche, sought to expand the indication 
to other combinations.

In one of these trials—AVADO—the drug was 
used with Taxotere (docetaxel) every three weeks. In 
another trial—RIBBON 1—it was used with a taxane/
anthracycline combination in one cohort and with 
capecitabine in another. RIBBON 1 had no weekly 
taxane arm.

This difference between regimens used with 
Avastin could, at least theoretically, affect the outcome 
of studies. Breast cancer experts point to a puzzling 
finding: data show that weekly paclitaxel appears to 
produce greater efficacy than once-every-three-week 
docetaxel.

The Roche confirmatory trials produced 
improvements in progression-free survival, but not of 
the magnitude FDA regarded as sufficient to warrant 
approval (The Cancer Letter, July 23, Sept. 3, 2010).

FDA and CMS officials said Medicare and 
Medicaid coverage for the drug will continue pending 
the outcome of the process.

The drug is also approved for first- and second-line 
metastatic colorectal cancer, first-line advanced non-
squamous non-small cell lung cancer and metastatic 
kidney cancer.

Altogether, 49 cancer drugs were approved under 
the program, and five of them have failed to demonstrate 
patient benefit in subsequent trials.

Last month, AstraZeneca gave up its New Drug 
Application for the drug Iressa (gefitinib) for third-line 
non-small cell lung cancer, instead making the drug 
available to responding patients under an Investigational 
New Drug license from the agency. 

Iressa was approved in 2003 and placed in 
restricted distribution two years later. It will continue 
to be available on compassionate basis.

Also last month, Pfizer Inc. initiated the process of 
giving up the familial adenomatous polyposis indication 
of its drug Celebrex (celecoxib), the agency said. The 
drug was approved for FAP in 1999.

The list of withdrawn NDAs also includes 
Mylotarg (gemtuzumab ozogamicin), which was 
pulled by the sponsor, Pfizer, last year, because three 
studies failed to demonstrate efficacy in acute myeloid 
leukemia.

In 2005, the drug Ethyol (amifostine), marketed 
by MedImmune, lost one of its indications: reducing the 
cumulative renal toxicity from cisplatin in non-small 
cell lung cancer. The drug is still marketed for its other 
indications.

NIH Addresses NCRR Worries
By Conor Hale

In a letter to NIH Director Francis Collins, sixteen 
senators expressed concerns about the fast-paced 
decisions to dissolve the National Center for Research 
Resources.

NIH plans to replace the center with another 
entity, the National Center for Advancing Translational 
Sciences. NCRR’s current programs will be transferred 
to other NIH institutes and centers. 

In a response, Collins said NIH had no plans to 
end any program throughout this administrative shuffle. 
In a conference call with reporters, he said that all 
NCRR programs would “find homes that made sense 
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scientifically.”
While stakeholders are concerned about their 

programs moving out, others around NIH worry about 
relocation. 

The NCRR reorganization task force released its 
latest straw model, recommending which centers should 
take over which NCRR programs. The Clinical and 
Translational Science Awards will move into NCATS.

A grant program called the Institutional 
Developmental Awards, will end up in NIGMS. About 
one-third of NCRR’s programs, including primate 
research and other animal medicine facilities and 
programs, will be transferred to an “Infrastructure 
Entity” within the director’s office.

NIGMS Director and SMRB member Jeremy 
Berg, in a written comment to the review board Feb. 22, 
criticized the NCATS process as hasty and unclear. He 
said the process had circumvented the SMRB’s input and 
recommendations for extensive and detailed analysis. 
Berg was the only member to vote against the board’s 
recommendation to create NCATS last December.

Berg said that on Feb. 8 he was given about 24 
hours to decide whether the $200 million IDeA program 
should move into his center. He agreed, but felt these 
changes were being made without carefully considering 
the impact to NIGMS. 

Berg’s full letter to the board is posted at: http://
www.cancerletter.com/categories/documents

Collins pledged that the moves wouldn’t diminish 
programs, but would make them more effective. “I 
want to be absolutely clear that there is no agenda to 
do damage to any of these programs or reduce their 
funding,” he said.

The president’s budget proposal contains no 
appropriations for NCATS—scheduled to open at 
the beginning of the 2012 fiscal year—though it does 
fund all of NCRR’s programs, even including a slight 
increase. This is because the base of NCATS programs 
will be transferred in from other centers, altogether 
totaling about $700 million. Collins said plans for all 
programs weren’t finalized in time for the proposal, but 
they would be included in budget amendments submitted 
to Congress.

A town hall meeting would be scheduled for March 
to update stakeholders. The next step in the process 
will be an international search for a new director to 
lead NCATS.

Collins acknowledged that change could seem 
jarring: “It means taking some risks and being somewhat 
disruptive in our innovation." 

In The Cancer Centers:
Khoury Named Rollins Chair at Emory;
Tufts Opens Drug Discovery Website

H. JEAN KHOURY was chosen as the first holder 
of the R. Randall Rollins Chair in Oncology at the 
Emory University School of Medicine.  The chair was 
established with a $2 million gift from the O. Wayne 
Rollins Foundation.

Khoury is director of the Division of Hematology 
in the Department of Hematology and Medical 
Oncology.

Khoury’s research interest focuses on the 
development of targeted agents for the treatment of 
leukemia and myelodysplastic syndromes. He directs 
a research program studying dynamic genetic profile 
changes in cancer cells collected from patients with 
hematological malignancies throughout the course of 
their disease. 

TUFTS UNIVERSITY launched the Tufts 
Institute for Biomedical Partnerships website at www.
tuftspharmapartners.org.

The institute is a global pharmaceutical initiative 
designed to create a diverse portfolio of drug discovery 
and development partnerships.

The website provides access to nearly 60 research 
activities run by more than 50 faculty members, 
organizing information in more than 300 categories.

The five main themes of the website are: innovative 
therapies for cancer and infectious disease; technology 
platforms, including genetics, functional tissue 
engineering, genomics and cell function; discovery 
and development, including metabolic analysis of drug 
candidates; drug development science featuring new 
models of pharmaceutical innovation; and other research 
constellations, including regenerative medicine, aging 
and inflammation.
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