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Bioinformatics:
Cooperative Groups Start To Deploy 
Medidata Rave, Despite Contract Dispute

Guest Editorial:
caBIG Has Another Fundamental Problem:
It Relies On "Incoherent" Messaging Standard

By Paul Goldberg
Despite uncertain future of the caBIG bioinformatics venture, NCI 

appears to be going forward with the deployment of its key component—the 
Medidata Rave data capture system. 

The institute has been working to acquire a robust, commercially 
available system since 2007, but these efforts bogged down in a contracting 
dispute.

Initially, the plan was to license the system and procure support from 
the same vendor in a single $24.3 million procurement.

However, late last year, after losing two administrative appeals waged by 
a competitor that failed to get the deal, the institute canceled the procurement 

By Barry Smith
As reported in the March 18 issue of The Cancer Letter, an ad hoc 

working group of the NCI Board of Scientific Advisors, chaired by Andrea 
Califano, recently completed a highly critical review of the NCI’s Cancer 
Biomedical Informatics Grid.

The principal recommendation of the Califano working group is that 
NCI should institute an immediate moratorium on all internal and commercial 
contractor-based software development projects and that caBIG should 
“immediately discontinue all strategic efforts to develop and maintain its 
own brand of software tools.” Instead, it should “refocus on its original 
mission,” namely:

(a) helping define standards for interoperability and data exchange, 
(b) working with the academic and for-profit communities to facilitate 

the integration and adoption of these standards into clinical and basic science 
research software, and 

(c) supporting valuable academic software tools that have a proven 
track record of scientific innovation in cancer research. 

The Califano Report is, I believe, an extremely valuable contribution 
to our understanding of what has gone wrong with caBIG. 

However, as one who has followed caBIG’s contributions to standards 
development for some years, I believe that there is a potentially crucial 
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and split the deal in two: the licensing of the data capture 
system and, separately, the support services. 

As it happens, both parts of the new deal involve 
Medidata Solutions Worldwide. 

Meanwhile, the runner-up—Velos Inc.—is once 
again protesting the deal before the Government 
Accountability Office, which means that any actions 
NCI takes to implement the data capture system could 
ultimately be undone.

Last fall, NCI gave each of the cooperative groups 
a funding supplement worth $1 million to $1.5 million, 
insiders said. The supplement went to groups in their 
current form, even though the number of groups is 
expected to shrink from ten to five.

One exception appears to be the North Central 
Cancer Treatment Group, based at Mayo Clinic, which 
acquired the Medidata Rave system in a separate deal, 
with Mayo picking up the tab. NCCTG is in the process 
of being merged with the Cancer and Leukemia Group B 
and the American College of Surgeons Oncology Group. 

Why have all the groups received supplements 
even as their number shrinks?

“We currently provide data management funds to 
all groups and supplement them as necessary for special 
projects,” said an NCI official, who spoke on condition 
of not being identified by name. “As for the future cut 

in number of groups, this isn’t slated to occur officially 
till 2014, although groups may begin working together 
sooner than that. For that reason, it is essential that we 
have the current trials in all the groups converted by 
their current staffs as this will greatly facilitate future 
consolidation.”

The supplemental payment covers the hiring 
of new staff, training, and modifications to computer 
systems. Those systems were mostly functional—but, 
alas—incapable of speaking to each other.

 “The cooperative groups selected the Rave system 
to assist their clinical trials management systems with 
clinical data management,” the NCI official said. “Our 
process for doing the implementation is still evolving 
and, because of this, I can’t be precise at this point.”

Now, the groups are engaged in weekly telephone 
conferences, focusing on implementation of the data 
capture system.

Implementation of Medidata was broken into 
three waves. 

The first wave started implementation on April 
1. The second will begin in July, and the third four 
months later. 

However, all groups are attending training 
sessions.

Officials at cooperative groups say they aren’t 
certain about which entity is in charge of these training 
sessions. “I don’t know who is doing the training,” said 
a high-level administrator. “We are getting Medidata 
training, and there are people who are at these sessions 
from NCI, Westat and Medidata.”

Westat is the prime contractor for the Cancer Trials 
Support Unit operated by the NCI Cancer Therapy 
Evaluation Program.

Each of the groups signed a contract with 
Medidata. 

“NCI said they would pay for Medidata for at least 
two years,” the group official said. “Does that mean that 
in the third year we will have to put it into our budget?”

Implementation is feasible because of a technicality.
In 2009, Velos missed a deadline for protesting the 

NCI decision to license Medidata Rave. This allowed 
the institute to obtain the license, paying about $5 
million. The remainder of the $24.3 million contract 
NCI was trying to award would cover installation and 
maintenance services (The Cancer Letter, Feb. 25).

Medidata President Glen de Vries confirmed that 
implementation is proceeding.

“There had been a payment made to us, and we 
had been going down the path of implementation all 
the way to the point where the next thing that would 
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have happened was actually bringing up some of the 
cooperative groups live on the NCI’s license,” he said 
in an interview.

De Vries said institutions and cooperative groups 
are now contracting with Medidata for using Rave. 

“The only thing than an institution needs—in 
addition to the license, which the NCI will give them 
for use in NCI studies—is a server to run it on,” de 
Vries said. “We have a business of doing that. We don’t 
believe people should be in the business of installing 
IT infrastructure to get studies done. We provide the 
IT infrastructure. We provide the back end that you 
need along with the software itself so people could get 
studies done.

“As far as I am concerned, we do have some people 
who are moving forward. It just doesn’t seem to be a 
completely coordinated thing across NCI.”

Institute officials said that Westat, as part of its 
NCI contract, was instructed to provide assistance to 
the groups, as they convert to the new system. 

“This is a part of their support center role,” the 
NCI official said. 

Last December, Westat published a request for 
proposals for a subcontractor to provide hosting services 
for the Medidata Applications licensed from Medidata 
by CTEP.

According to the RFP, the subcontractor would:
1. Provide system level support for the hosting 

environment to ensure adequate performance, availability 
and security levels are maintained;

2. Develop and implement optimized and 
standardized (where appropriate) processes to support 
the entire study life cycle; from study design and build, 
to study deployment, to live study support and on 
through study close;

3. Provide training, mentorship and support of 
the Cooperative Groups, Consortia and Cancer Trials 
Support Unit (CTSU) personnel to achieve timely, 
scalable, high quality study builds and ongoing study 
support.  Develop and implement a plan to initially 
train individuals on specific functionality in Rave and 
mentor them to ensure they develop the knowledge and 
best practice skills;

4. Create a knowledge center for Rave study 
support within the CTSU;

5. Develop and implement an integration strategy 
for CTEP sponsored organizations that utilizes agreed 
upon (Federated) standards to enable efficient and 
effective workflows and processes.

The RFP is posted at https://www.fbo.gov/index?
s=opportunity&mode=form&id=0d46c5342908035d3
c1a94a373408cbd&tab=core&_cview=0

“We are performing work for Westat to support the 
contract,” de Vries said to The Cancer Letter, declining 
to elaborate. “We don’t comment on specific deals,” 
he said.

Sources at cooperative groups said they are waiting 
to see how much leeway they will have in adapting 
the data capture system to work with their back end 
information systems. 

To a great extent, this is consistent with friction 
inherent in the relationship between the groups and 
CTEP 

“NCI is saying, ‘We are paying for this and we 
want everybody to be exactly the same,’” a group official 
said. “Their theme is they want every person out there 
in the world to not have to learn more than one system 
when they go on to enter data. We were told that we 
would not be able to have back end solutions. But it 
looks like we might, and we will not know until we get 
into this.”

The groups are worried about restrictions on 
generating reports of “expectancy” and “delinquency.”

Expectancy is about follow-up. The sites are 
alerted about who is coming up for a visit. Delinquency 
notices tell the sites that they are tardy in submitting 
data.

“Also, we evaluate all our sites by how well they 
submit data,” the group official said. “When we do 
institutional evaluation reports, we do it for the whole 
institution. That institution may be putting people on 
ten of our trials, and we evaluate them for all ten trials. 
Right now, we are not even sure we can do an evaluation, 
except for one study at a time. Medidata can generate 
reports—but no one has made it clear to us whether we 
can do a report other than for just each individual study.”

As implementation proceeds, the groups worry. 
“We evaluated the system as a front end and we 

were told that the data would come to us, and we could 
process it as we usually do,” the official said. “As a 
front-end system it wasn’t perfect, but it was better than 
Oracle Clinical and better that a couple of other things 
we looked at. But then when time comes to get it, they 
say, ‘No, it’s not going to be just upfront, it’s going to be 
everything, and you guys can’t have back end access.’”

NCCTG has been able to adapt the Medidata 
system. However, the group obtained its license through 
a separate contract between the company and Mayo, 
without CTEP’s involvement (The Cancer Letter, July 
2, 2010).

“This is one of the things that has to be done now,” 
de Vries said. “People have access to the system. There 
is a way for people to be supported in using that system. 
But now the key thing is to make sure that we implement 

https://www.fbo.gov/index?s=opportunity&mode=form&id=0d46c5342908035d3c1a94a373408cbd&tab=core&_cview=0
https://www.fbo.gov/index?s=opportunity&mode=form&id=0d46c5342908035d3c1a94a373408cbd&tab=core&_cview=0
https://www.fbo.gov/index?s=opportunity&mode=form&id=0d46c5342908035d3c1a94a373408cbd&tab=core&_cview=0
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it in a way that is advantageous to everybody and make 
sure that all the key requirements that people have are 
ticked off, just like you would in any implementation.”

This piece of the controversy over caBIG is 
important because the government’s choice of Medidata 
could create either one dominant player who would 
squeeze out all others.

Alternatively, it could create information silos of a 
new sort as groups adopt Medidata while cancer centers 
continue to use a variety of data capture systems.

Some critics in the academia contend that NCI 
should have limited its involvement to setting the data 
standards, a difficult task which no other entity would 
be capable of undertaking.  Shoehorning the clinical 
trials enterprise into a single data capture system is a 
way to avoid dealing with this difficult task, critics say.

Now, NCI finds itself having to implement the 
data capture system as it redesigns the entire caBIG 
bioinformatics infrastructure. caBIG has spent at least 
$350 million, failing to produce tools that cancer 
researchers can use (The Cancer Letter, March 18).

The Velos and Medidata systems are very different. 
Medidata Rave, a clearly robust data capture system, has 
been used primarily by contract research organizations. 
In the past, it hasn’t emphasized back end functions. It 
appears to be suitable for groups, which typically run 
fewer clinical trials than cancer centers.

The Velos system is used primarily by cancer 
centers, which run a large number of trials and need to 
integrate the system with a large number of other tools.

In legal documents, Velos officials contend that 
their bid was unsuccessful because their system provides 
tools that compete head-on with caBIG’s suite of tools.

In the currently pending appeal, Velos claim that 
NCI’s move to terminate its earlier procurement process 
was improper. The institute had either “(1) only partially 
terminated the contract; or (2) has made an improper 
sole-source award for the same requirements.”

“In either event, the government’s conduct 
constitutes an unreasonable award decision that is 
contrary to law,” the filing states.

The latest protest filing by Velos is posted at http://
www.cancerletter.com/categories/documents. 

caBIG has become a case study in what can go 
wrong with a program that evolves outside the system of 
peer review. As the centerpiece of former NCI Director 
Andrew von Eschenbach’s push to “eliminate suffering 
and death due to cancer” by 2015, it was shielded by 
scrutiny, generously funded and developed largely 
through contracts with SAIC and Booz Allen Hamilton.

The current NCI director, Harold Varmus, 
subjected the program to scrutiny, asking a committee of 

the Board of Scientific Advisors to determine how much 
money has been spent and what the taxpayers received 
in return (The Cancer Letter, March 18).

The future of the gigantic program is uncertain. 
On April 16, NCI announced cancellation of the 

May 12 meeting of the steering committee of the caBIG 
Clinical Trials Management Systems.

In an email to committee members, John Speakman, 
chief program officer of the  NCI Center for Biomedical 
Informatics and Information Technology wrote:

“Dear Colleagues:
“The planned meeting of the caBIG® Clinical 

Trials Management Systems (CTMS) Steering 
Committee, scheduled for May 12, 2011, has been 
CANCELED. 

“We’re sorry for any inconvenience caused by 
this cancelation.  As you may be aware, there are two 
oversight groups that provide input to NCI in the area 
of clinical trials informatics—the CTMS Steering 
Committee, and the Clinical Trials and Translational 
Research Committee (CTAC; http://deainfo.nci.nih.gov/
advisory/ctac/ctac.htm). We’re currently reviewing the 
roles and relationships of these two committees, and 
evaluating the processes for each to offer guidance and 
advice to NCI. We’ll update you regarding future CTMS 
Steering Committee meetings by September 27th, 2011, 
which is one month prior to the next scheduled Steering 
Committee meeting.

“However, the upcoming CTMS Workspace 
meeting, scheduled for May 9-10 at the University of 
Arkansas for Medical Sciences (UAMS) in Little Rock, 
Ark., will be held as planned. If you are able to join us 
at the workspace meeting, NCI will cover your travel 
expenses as Steering Committee members.  Infinity 
Conference Services will be reaching out to you very 
shortly with instructions on how to reserve your travel 
and lodging for the May 9-10 Workspace meeting.”

In another development, NCI and the cancer 
centers appear to be rethinking the future of the caBIG 
reporting program that was intended to keep track of 
clinical trials and clinical trial accruals from studies 
supported either directly by NCI or through NCI center 
grants.

Some centers and the Association of American 
Cancer Institutes expressed concerns about the manner 
in which this would be implemented and how much work 
this would entail on the part of centers. At the request of 
AACI, NCI and cancer centers formed committee that 
included institute officials and several cancer center 
members to examine the problem.

The committee is expected to produce its final 
report shortly, sources said. 

http://www.cancerletter.com/categories/documents
http://www.cancerletter.com/categories/documents
http://deainfo.nci.nih.gov/advisory/ctac/ctac.htm
http://deainfo.nci.nih.gov/advisory/ctac/ctac.htm
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Guest Editorial:
V3 Lexicon for Living Subject: 
"An Organism, Alive or Not"
(Continued from page 1)

factor that is not addressed in this report, which the 
NCI would be wise to consider in weighing its future 
actions. This missing factor pertains to the role, in caBIG 
activities and leadership, of the HL7 organization, a 
grouping of medical IT specialists which has played an 
extraordinarily important role in medical information 
technology standards thus far, and which has long served 
as the global authority on point-to-point healthcare 
messaging standards.  

HL7’s V2 (version 2) set of messaging standards 
is still used in very many healthcare institutions 
worldwide. Recently, for example, a number of V2 
standards were mandated by the U.S. government as part 
of the “meaningful use” criteria which will be used in 
allocating funds for support of Electronic Health Record 
technology within the “Obamacare” framework. These 
include, for example, V2 standards for the submission of 
surveillance information and lab results to public health 
agencies and to immunization registries.

The problem is that HL7’s V2 artifacts, and the 
point-to-point messaging scenarios with which they 
are associated, belong to an outmoded technology for 
healthcare information exchange. As is already clear in 
bioinformatics research, and as is becoming increasingly 
clear in the more technologically advanced areas of 
clinical diagnosis, data in the future will be exchanged 
not in a walkie-talkie style between pairs of transmitters 
and receivers, but rather by being deposited on the Web, 
where it can be accessed by an open-ended set of suitably 
authorized users. 

To support genuinely meaningful use, including 
effective integration and meta-analysis, such data must 
be posted to the Web in such a way as to conform to 
standards, which ensure interoperability. But as HL7 
itself has recognized, the V2 approach falls short when 
measured against this requirement.

HL7’s response to this problem was its Version 3 
set of standards, first released in a ‘Normative Edition’ 
in 2005. The underlying strategy of V3 remains the 
same—it is to produce message specifications. 

But a new dimension is added, the so-called 
“Reference Information Model” or RIM, to which all 
HL7 artifacts in the future will be required to conform. 
By this means, HL7 claims, semantic interoperability—
interoperability on the level of meaning—will be 
ensured, and HL7 will be able to retain its place as a 

leading international healthcare standards body. 
The first problem which arises here turns on 

the false assumption that systems in labs or hospitals 
exchanging had had no models of the data of their own. 

Thus HL7 had to impose such a model from the 
outside. The reality today, however, is that systems 
and organizations have sophisticated and often widely 
shared models of content and workflow (sometimes 
derived from HLV V2). And if they do not, they aren’t 
interested in messages as a way to define common 
content—hence the remarkable failure of uptake of 
HL7 V3 wherever it has been tried, and even in the 
face of centrally imposed government mandates. 
The second problem is that the RIM itself, and the V3 
standards built on its basis, seem to have been badly and 
idiosyncratically designed. 

Consider the V3 treatment of its own basic terms, 
definitions of which are provided in HL7’s current 
Normative Ballots. Under “RIM Reference Information 
Model,” for example, we find the following definition 
of LivingSubject as:  

“An organism, alive or not.”
T h e r e  i s  a l s o  s o m e t h i n g  c a l l e d  “ a 

NonPersonLivingSubject.” It’s defined asis defined as: 
“A subtype of LivingSubject that includes all 

living things except the species homo sapiens.”
Under “Personnel Management Domain”, 

however, we find a different, and logically apparently 
incompatible definition of LivingSubject as: 

“The abstract super-class (parent class) of Person 
and Animal.”

We also find this definition of Person: 
“A subtype of LivingSubject representing single 

human being who, in the context of the Personnel 
Management domain, must also be uniquely identifiable 
through one or more legal documents (e.g. Driver’s 
License, Birth Certificate, etc.).”

And here is the definition of Capability: 
“A quantitative, semi-quantitative, or qualitative 
assessment of the ability of an instance of a Party in a 
Role to perform and/or participate in a specific activity 
or task. An a subtype of Credential, a Capability is 
assigned to an instance of a Party (the instance with 
the ability) by another instance of Party (the Person or 
Organization assessing the capability). A Capability is 
often a specific (e.g. ‘can do this task’ (Person), or ‘has 
5 slots available’ (Organization).” 

This definition has been formulated in exactly this 
manner for at least the last eight years. 

These failures are important, given that the RIM 
is put forward by HL7 as guaranteeing what is called 

http://cancerletter.com/downloads/20110304_2/download
http://www.hl7.org/v3ballot/html/welcome/environment/index.html
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Professional Societies:
ASCO Conquer Cancer Foundation
Awards $6 Million to Researchers

T h e  A S C O  C O N Q U E R  C A N C E R 
FOUNDATION will award $6 million in new research 
grants to 197 recipients at the ASCO Annual Meeting 
in Chicago this June.

The foundation's Young Investigator Award 
provides funding to promising investigators who are 
within the last two years of their final subspecialty 
training at an academic institution, aiding in their 
transition from a fellowship program to a faculty 
appointment. This year’s 47 awardees will each receive 
a one-year grant of $50,000 to fund their investigative 
studies as they begin their careers.

The first Jane C. Wright, MD, Young Investigator 
Award will be presented this year. Wright is one of 
the original founders of ASCO. The award’s inaugural 
recipient is Jung-min Lee, of NCI and NIH, studying 
Sequence Specific DNA Damage with PARP Inhibition 
and Carboplatin.

The full list of this year’s Young Investigator 
Award recipients and their research projects can be 
found here: http://bit.ly/idTM8J.

The International Development and Education 
Award provides opportunities for early-career 
oncologists in low- and middle-income countries to 
further their knowledge and careers and build long-
term mentoring relationships with established oncology 
researchers.

The awards enable recipients to attend the annual 
meeting, visit a leading cancer center in the U.S. 
or Canada with an appointed mentor, and receive a 
complimentary three-year ASCO membership. This 
year, 24 awardees are participating in the IDEA program, 
including four oncologists focusing on palliative care.

The full list of this year’s IDEA recipients can be 
found here: http://bit.ly/gAg2xs. 

The Long-term International Fellowship provides 
young oncologists in low- and middle-income countries 
a one-year fellowship with a U.S. or Canadian colleague 
at the colleague’s institution. The LIFe award was 
developed in 2009 in memory of Lina Cassol, who was 
killed in a plane crash in 2007 in Sao Paolo, Brazil, 
before she was able to join her IDEA mentor in the U.S. 
for her fellowship.

The 2011 recipient is Parisa Karimi, of the Tehran 
University of Medical Sciences.

The foundation will present 100 Merit Awards 
and two Special Merit Awards to oncology fellows 

‘semantic interoperability’—which means consistency 
at the level of meanings. HL7, it seems, has failed 
to achieve such consistency even within its own 
documentation.

As one leading Asian medical IT specialist 
expressed it: V3 “…is an unnecessarily complex, 
incoherent and confusing messaging standard, while 
V2 is simple, workable, elegant and deployed at more 
than 95 percentof healthcare institutions wherever HL7 
is used.” 

Computer architects working on the development 
of the U.K. Connecting for Health (CfH) national health 
IT infrastructure have identified the mandated use of 
HL7 V3 as one factor in the $12 billion failure of the 
CfH program. 

We know of no countervailing success stories 
which would speak on behalf the HL7 V3 approach—
to the degree that at least one major international 
HL7 middleware company is severing its ties with 
HL7 because it has become clear that the HL7 V3 
approach to creating the “final solution” for healthcare 
interoperability is “doomed to fail.” Other bodies, 
too, such as the Clinical Data Interchange Standards 
Consortium standards, although still closely tied to HL7 
V3, have distanced themselves from at least some of the 
V3 idiosyncrasy.

The conclusion of the Califano Report can be 
summarized as follows: that while the caBIG program 
“has not met expectations for providing software 
systems for use by end users,” it has nonetheless “had 
a positive impact on creating common data models and 
other standards for clinical data management.”

Given that many caBIG efforts have been and are 
still closely tied to the V3 approach, I believe that this 
conclusion is insufficiently nuanced. Indeed I believe 
that the very problems affecting the caBIG architecture 
and software systems may be laid at the door of the V3 
approach to common data models and tandards which 
underlies them. It would be wise, therefore, for the NCI 
to reconsider also the approach to standards taken in 
the caBIG program, and to recommend new directions 
there as well. 

Barry Smith is Julian Park Distinguished 
Professor of Philosophy in the University at Buffalo 
and Research Scientist in the New York State Center 
of Excellence in Bioinformatics and Life Sciences. 
He is Director of the National Center for Ontological 
Research, a principal scientist of the National Center 
for Biomedical Ontology and a Coordinating Editor of 
the Open Biomedical Ontologies Foundry.  See http://
ontology.buffalo.edu/smith

http://bit.ly/idTM8J
http://bit.ly/gAg2xs
http://hl7-watch.blogspot.com/2011/03/rise-and-fall-of-hl7.html
http://hl7-watch.blogspot.com/2011/03/rise-and-fall-of-hl7.html
http://ontology.buffalo.edu/smith
http://ontology.buffalo.edu/smith
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who submitted high-quality abstracts for presentation 
at the ASCO annual meeting. The 2011 Merit Award 
winners include:

• Fabiola Cecchi, of NCI and NIH. Cecchi’s 
abstract received the highest scientific score overall, 
awarding her the Bradley Stuart Beller Special Merit 
Award.

• Daniel Weiser, of The Children’s Hospital 
of Philadelphia. Dr. Weiser will receive the Brigid 
Leventhal Special Merit Award for his work in pediatric 
oncology research.

The full list of this year’s Merit Award recipients 
can be found here: http://bit.ly/dWdr0B. 

The Translational Research Professorship supports 
individuals dedicated to mentoring and advancing basic 
science into the clinical arena.

The 2011 award will be given in memory of Merrill 
Egorin, who died of multiple myeloma, and was the 
2009 recipient of this grant. He was an internationally 
known researcher at the University of Pittsburgh Cancer 
Institute, and was passionate about mentoring, so much 
so that he used his own cancer experience as a teaching 
tool with his students. 

The 2011 recipient is Mark Ratain, of the 
University of Chicago, and his study, Building a 
Genomic Prescribing System.

The foundation’s Career Development Awards 
will be presented to physicians within their first three 
years of a faculty appointment in a clinical department 
at an academic medical institution. Each of this year’s 
recipients will receive a three-year grant, totaling 
$200,000, to establish an independent clinical cancer 
research program. The 2011 recipients and their research 
projects are:

• Daniel Anaya, Baylor College of Medicine. 
Postoperative Transitional and Health-related Quality 
of Life Outcomes in Elderly Patients with Colorectal 
Cancer.

• Tracy Balboni, Dana-Farber Cancer Institute. 
Examining How Religiousness and Spiritual Care Affect 
Quality of Life and Medical Care of Cancer Patients 
Near Death.

• David Buchbinder, CHOC Children's/ University 
of California, Irvine. Psychosocial Outcomes of Siblings 
of Pediatric Stem Cell Transplant Survivors.

• Yubin Kang, Medical University of South 
Carolina. A Phase I/II Study: Enhancing Donor Cell 
Engraftment with CXCR4 Antagonist in Hematopoietic 
Stem Cell Transplantation.

• Nicholas Mitsiades, Baylor College of Medicine. 
Investigation of the Anticancer Activity of Metformin 

and Statins in Prostate Cancer.
• Benjamin Smith, University of Texas M.D. 

Anderson Cancer Center. Randomized Trial of 
Hypofractionated Whole Breast Irradiation versus 
Conventionally Fractionated Whole Breast Irradiation 
for Ductal Carcinoma In Situ and Early Invasive Breast 
Cancer.

• Ryan Sullivan, Beth Israel Deaconess Medical 
Center. Exploring the Utility of a Novel BRAF Test in 
Patients with Melanoma.

• Raoul Tibes, Mayo Clinic, Arizona. RNAi 
Lethality Screening in Leukemias Identifies WEE1 
Kinase Inhibition as Potent Sensitizer to Cytarabine - A 
Phase I Clinical Trial and Correlative Laboratory Studies 

KATHY GIUSTI, founder and CEO of the 
Multiple Myeloma Research Foundation, has been 
named one of the TIME 100, the magazine’s annual list 
of the 100 most influential people in the world. 

She was honored for her progress in transforming 
the way medical research and drug development are 
conducted and improving the outlook for patients with 
multiple myeloma and other cancers. 

Giusti started the foundation after being diagnosed 
with multiple myeloma in 1998. The foundation has 
helped fund research into every significant milestone 
of the disease, including four new myeloma treatments 
in four years. Introduction of these treatments, now the 
standard of care for multiple myeloma, has helped to 
more than double life expectancy among some patients 
to almost seven years. Success treating myeloma has led 
to use of these drugs in many other cancers, including 
breast cancer, prostate cancer, and lymphoma.

In 2004, Giusti founded the foundation’s 
sister organization, the Multiple Myeloma Research 
Consortium, to focus on conducting phase I and phase II 
clinical trials. The consortium has supported the launch 
of 30 clinical trials of new and combination therapies 
60 percent faster than the industry standard, including 
eight now in late stage clinical development.

THE MELANOMA RESEARCH ALLIANCE, 
the largest private funder of melanoma research, 
has announced $3.3 million in research grants to 15 
investigators.

This round of funding includes two projects co-
funded with other foundations. MRA will collaborate 
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with The Canadian Cancer Society to co-fund a Young 
Investigator Award, and the Melanoma Research 
Foundation is co-funding an Established Investigator 
Award. This will add $500,000 to the alliance’s 
commitment of $2.8 million.

Nine of the new grant recipients qualified for 
Young Investigator Awards:

• Christian Blank, The Netherlands Cancer 
Institute in Amsterdam, “Development of combined 
molecular/immunotherapy regimens for human 
melanoma.”

• David Dankort, McGill University, “Targeting 
critical Pten/PI3K pathway targets in BRaf600E 
malignant melanoma.” CCS is contributing additional 
funding to this project.

• Alexander Lesokhin, Memorial Sloan-Kettering 
Cancer Center in New York, “Myeloid derived 
suppressor cells and immunotherapy outcomes in 
melanoma.”

• Roger Lo, University of California, Los Angeles, 
“Epigenetic control of PDGFRbeta expression in 
PLX4032 acquired resistance.”

• Aaron Mackey, University of Virginia in 
Charlottesville, “Markers and mechanisms of melanoma 
resistance to combination chemotherapy.”

• Guangyong Peng, Saint Louis University, 
“Novel strategies targeting Treg cell suppression for 
melanoma immunotherapy.”

• Christine Pratilas, Memorial Sloan-Kettering 
Cancer Center in New York, “Feedback adaptation 
of RAF-MEK-ERK signaling in BRAF mutant 
melanomas.”

• Bin Zheng, Columbia University Medical Center 
in New York, “Targeting the LKB1-AMPK Signaling 
Pathway in Malignant Melanoma.”

• Li Zhou, Henry Ford Health System in Detroit, 
“Circulating microRNAs as diagnosis and staging 
biomarkers for melanoma.”

Three proposals received the Established 
Investigator Award, supporting senior investigators 
with an established record of scientific productivity 
and accomplishment to pursue innovative melanoma 
research proposals:

• J. William Harbour, Washington University in 
St. Louis, “Targeting the Bap1 tumor suppressor gene in 
a mouse model of melanoma.” This award is co-funded 
by the MRF.

• David Kranz, University of Illinois at Urbana-
Champaign, “Optimal T Cell Receptor Affinity for 
Adoptive T Cell Therapy of Melanoma”

• Ze'ev Ronai, Sanford-Burnham Medical 

Research Institute in La Jolla, Calif., “Combined 
inhibition of NF-kappaB and AKT for melanoma 
treatment.”

Three Pilot Awards were given to pursue early 
concept research in melanoma:

• Kenneth Bradley, University of California, Los 
Angeles, “Repurposing anthrax toxin for imaging and 
treatment of melanoma”

• Eva Hernando, New York University School 
of Medicine, “Epigenetic differentiation therapy for 
melanoma”

• Brian Rubin, Cleveland Clinic Foundation, “In 
vitro and in vivo models for the study of KIT-activated 
melanoma”

THE UNIVERSITY OF NEW MEXICO 
Cancer Center received a gift of over $9.5 million 
from the Surface Family Trust to recruit new faculty 
and establishes endowed chairs and professorships at 
the center and the UNM School of Medicine. 

Also, VITTORIO CRISTINI has been named the 
Victor & Ruby Hansen Surface Professor in Molecular 
Modeling of Cancer, made possible by the gift of the 
Surface Family Trust. Cristini’s focuses on creating 
accurate mathematical models of cancer progression 
to represent, investigate and predict tumor growth and 
response to treatments.

RAUL RIBEIRO, of St. Jude Children’s Research 
Hospital, has received the Paul P. Carbone Award 
in International Oncology from the International 
Network for Cancer Treatment and Research. The honor 
recognizes outstanding contributions to oncology or 
cancer research in one or more developing countries by 
an individual from a resource-rich country.

Ribeiro is the director of St. Jude’s International 
Outreach Program, an initiative to help increase 
childhood cancer cure rates worldwide. Ribeiro 
has helped establish partnerships with 19 medical 
institutions in 14 countries. 

In 2002, Ribeiro led development of Cure4Kids, 
a free online resource for continued education about 
catastrophic childhood illnesses. The effort has 
thousands of registered users in more than 175 countries.

Ribeiro is also a founding trustee of World Child 
Cancer and actively participates in the development 
of multiple international projects to promote cancer 
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treatment in areas with poor resources and to improve 
the survival rates of children with cancer globally. 

INCTR is a non-profit organization established 
to assist in controlling cancer in developing countries 
through the development of infrastructure for cancer 
treatment and research.

KIMBERLY OVITT was appointed senior vice 
president of public relations at St. Jude Children’s 
Research Hospital. Ovitt will oversee public relations 
and communication strategies.

Her 20 years of expertise includes developing and 
implementing multifaceted programs that incorporate 
brand management, media relations, web-based 
communication, employee communication and 
educational and community outreach, while focusing 
in healthcare and scientific research.

Previously, Ovitt directed communications for 
several research programs at Arizona State University. 
She led launch communications for ASU’s Biodesign 
Institute, serving as its communication director and then 
as director of strategic affairs. 

MAGGIE WERNER-WASHBURNE, regents’ 
professor of biology at the University of New Mexico 
and a member of the UNM Cancer Center, has won the 
Harvard Foundation’s 2011 Distinguished Scientist 
Award, in recognition of her exceptional scholarship 
and service in the biological sciences.

Werner-Washburne’s research focuses on the 
stationary phase of yeast, in which there is an important 
cell differentiation process. Her work provides insight 
into the activation, proliferation and potential for 
therapeutic de-activation of cancer cells.

MEMORIAL SLOAN-KETTERING Cancer 
Center announced the following awards and appointments:

Charles Sawyers, chair of the Human Oncology 
and Pathogenesis Program, received the 2011 American 
Society for Clinical Investigation’s Stanley J. Korsmeyer 
Award.

Sawyers shares the award with Brian Druker, 
director of the Oregon Health & Science University 
Knight Cancer Institute, in recognition of their 
contributions to the development of novel therapeutics 
to treat leukemia and other cancers.

Sawyers and Druker are known in part for their 
collaboration in developing the ABL kinase inhibitor 
imatinib (Gleevec) as primary therapy for patients with 
chronic-phase chronic myeloid leukemia.

Sawyers joined Memorial Sloan-Kettering in 2006 
as the first chair of HOPP. His work examines how 
signaling pathway abnormalities in cancer cells can be 

exploited as targets for new cancer drugs. His current 
focus is on developing new treatments for patients with 
prostate cancer who have developed resistance to drugs 
that fight the cancer by blocking androgens.

Sawyers is a Howard Hughes Medical Institute 
investigator, a member of the Institute of Medicine, and 
the incumbent of the Marie Josée and Henry R. Kravis 
Chair at Memorial Sloan-Kettering.

Adrian Cristian joined Memorial Sloan-Kettering 
as the Chief of the Rehabilitation Medicine Service in 
the Department of Neurology.

Cristian specializes in rehabilitation medicine. 
He uses a holistic approach to patient care in which the 
patient is an integral part of the treatment team and a 
partner in his or her care plan.

Cristian’s areas of clinical interest include the 
evaluation and treatment of cancer-related cognitive 
impairments, cancer-related fatigue, generalized 
weakened states secondary to cancer, acute and chronic 
pain syndromes, and the rehabilitation of patients living 
with major limb amputations.

For the past 12 years, he served as the chief of 
physical medicine and rehabilitation at the Veterans 
Affairs Medical Center in the Bronx.

Elizabeth Morris was named chief of the Breast 
Imaging Service. She served as director of breast 
imaging research at Memorial Sloan-Kettering. Her 
work involves interpreting breast mammograms, 
ultrasounds and MRIs, and performing image-guided 
breast biopsies. Her research involves determining how 
best to use newer techniques to detect breast cancer at 
an early stage and how to improve the analysis of breast 
lesions.

Beryl McCormick was named chief of the 
External Beam Radiotherapy Service in Manhattan. 
McCormick has served since 2001 as the clinical director 
of radiation oncology in Manhattan, and was responsible 
for the day-to-day clinical operations at Memorial Sloan-
Kettering’s main campus. From 2005 to 2008, she also 
served as the acting chair of the Department of Radiation 
Oncology. She specializes in treatment of breast cancer, 
retinoblastoma and ocular melanoma.

Karen Schupak was named chief of the External 
Beam Radiotherapy Service. Schupak has served as the 
clinical director of Radiation Oncology for Memorial 
Sloan-Kettering’s regional care network. She has 
particular interest in the advantages that complex 
treatment planning and delivery techniques can afford 
patients with tumors in anatomically challenging 
locations, such as the brain, head and neck region, lung, 
gastrointestinal tract, prostate, and extremities.


