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By Gregory H. Reaman
There is no question that the names and identifying acronyms of the 

NCI’s cooperative groups have immense historical and emotional significance. 
However, the substantial accomplishments these venerable organizations 

have made are much more important—including the significant public 
health impact the cooperative group program has had on this country, and 
internationally.

As the groups’ reorganization becomes a reality,  I am well aware of the 
angst of my former cooperative group chair colleagues. I am also impressed 
by their efforts to make certain that progress in cancer research continues 
during this changeover.

NCI Moves Ahead With Trials Database,
Reporting Studies in Progress at Centers

CHI VAN DANG was appointed director of the Abramson Cancer 
Center of the University of Pennsylvania, effective September 1, 2011.

Dang is currently professor of medicine, cell biology, oncology, 
pathology, molecular biology and genetics at Johns Hopkins University 
School of Medicine. He also serves as vice dean for research and executive 
director of the Johns Hopkins Institute for Cell Engineering.

Dang’s laboratory contributed to the understanding of the MYC cancer 
gene, a transcription factor in many human cancers. His group documented 

By Paul Goldberg
NCI has agreed to scale back the scope of information that will be 

required by its reporting system for clinical trials conducted at cancer centers.
The database—called the Clinical Trials Reporting Program, or CTRP—

will require centers to report protocol amendments and accrual numbers for 
all clinical trials conducted at NCI-designated cancer centers.

Originally, the institute also wanted to phase in a requirement for 
reporting toxicities and adverse events—but under what amounts to a 
compromise agreement with the cancer centers, the institute has agreed to 
delay for another three to five years.

Follow us on Twitter: 
@TheCancerLetter
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The revised plan, announced at a meeting of the 
Clinical Trials and Translational Research Advisory 
Committee July 13, creates the consensus that NCI 
needs to move forward with a database that will make 
it possible to search clinical studies conducted at cancer 
centers.

As it stands, this information comes to the 
institute once a year in non-competitive grant renewal 
applications from cancer centers. 

These filings are submitted as Word document 
files, and aren’t available to other researchers or the 
public. Not only does it mean that a researcher at MD 
Anderson Cancer Center has no systematic way of 
knowing about a phase I study underway at City of 
Hope, but even high-level NCI officials have to make 
a concerted effort to get these data.

“Thanks for not pursuing results reporting right 
now,” said Daniel Sargent, a CTAC member, director 
of Cancer Center Statistics at Mayo Clinic College of 
Medicine, and chief biostatistician at the Alliance for 
Clinical Trials in Oncology, a cooperative group. 

“I think we all understand the burdens there,” 
Sargent said at the meeting. “Of course, we know that 
ongoing www.clinicaltrials.gov basic results reporting 
[the system operated by the National Library of 
Medicine under an FDA mandate], and maybe this will 

provide what is needed.”
In principle, uniform reporting of toxicities and 

adverse events can make it easier to detect safety signals 
spread out over multiple sites. This is a problem now, 
as early-phase studies are increasingly spread out over 
multiple cancer centers, which means that investigators 
at any given site likely don’t see all the toxicities and 
adverse events.

However, skeptics say that reporting data on 
toxicity and adverse events could introduce bias and 
cause the loss of equipoise on the part of investigators. 
It could also cause changes in enrollment patterns based 
on preliminary data that flip over time.

Also, no risk-benefit analysis of acceptability of 
a therapy is possible until efficacy data are reported. 
If early reporting of results were expanded to include 
efficacy, here, too, signals could be picked up earlier—at 
a cost of an even greater workload of centers and an 
even greater danger of bias.

The fundamental questions raised by NCI’s 
advisors as well as officials at cancer centers is how 
much information the institute actually needs, and how 
much of it would duplicate www.clinicaltrials.gov.
Though the NLM database is in the process or instituting 
reporting of basic results, submission of these data is 
still optional.

“It is almost always more work at the level of 
an institution than is foreseen,” Richard Schilsky, a 
CTAC member and chief of hematology/oncology at 
the University of Chicago, said at the CTAC meeting. 
“Most of the discussion focuses on what information is 
going to be collected in the database. 

“I hope, as we go forward, the discussion will shift 
to what information is going to be available from the 
database, because, No 1, in order to use the information, 
we are going to have to go get it out. We have to get it out 
in a useful way. And, most importantly, there is no point 
in collecting information that’s not going to be used.

“I hope that going forward the focus will be on 
what information is necessary to achieve the information 
needs of all the stakeholders in this process,” Schilsky 
said.

To consider these matters, CTAC voted to create 
a subcommittee to work with NCI to establish the 
parameters of data that need to be reported. 

Program Older Than caBIG, clinicaltrial.gov
The reporting program stems from recommendations 

by the Clinical Trials Working group, which was 
approved by the National Cancer Advisory Board in 
June 2005 (The Cancer Letter, June 10, 2005).
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The program predates the institute’s controversial 
bioinformatics program, called caBIG. 

The institute’s decision to delay reporting of 
toxicities and adverse events in the CTRP database 
is consistent with its strategy of taming the caBIG 
bioinformatics venture, which has cost at least $350 
million (The Cancer Letter, Feb. 25, March 4, March 
18, April 22, 2011).

caBIG was a part of a plan by NCI Director 
Andrew von Eschenbach to re-engineer the cancer 
research enterprise, in order to achieve his vision of 
eliminating “suffering and death due to cancer by 2015.” 

With a goal this big, contractors and consultants 
became involved, shortcuts were taken, and no one 
seemed to ask cancer researchers whether they actually 
wanted—or could use—the tools caBIG provided.

In recent months, with CTRP reporting 
requirements on the horizon, cancer centers saw an 
unwieldy, duplicative, unfunded mandate from NCI. 

NCI officials say centers have been receiving 
funding supplements, some as much as $100,000 a year 
to comply with the new reporting requirements. To deal 
with objections from the centers, NCI officials used 
a variation of the tactic they used to cut back the rest 
caBIG program, which is also run by the NCI Center 
for Bioinformatics.

 As they sorted through caBIG tools, institute 
officials and members of the Board of Scientific 
Advisors asked the centers whether they actually used 
any of the tools the program produced, learning that 
many of the tools were buggy and unhelpful.

With CTRP, the institute formed a working group 
with the Association of American Cancer Institutes, 
which represents the cancer centers.

The group included ten members, nine of whom 
represented the centers. Sheila Prindiville, director of 
the Coordinating Center for Clinical Trials, was the sole 
NCI official on the committee. Kevin Cullen, director of 
the University of Maryland Greenbaum Cancer Center 
and a member of the National Cancer Advisory Board, 
served as the group’s co-chair.

While much of caBIG was about the 2015 goal, 
some of it answers real needs, informatics experts say. 
For example, there is a genuine need for data standards, 
and only NCI is in a position, strategically, to make all 
researchers speak the same language.

The CTRP is useful, too, institute officials say, and 
many center officials concur, especially if the common 
reporting system addresses the need for data standards.

As it stands, NCI systematically collects data on 
trials funded through the Cancer Therapy Evaluation 

Program and the Division of Cancer Prevention. Clinical 
studies funded through NIH grants—including R01, 
R21, P01, SPORE and cancer center grants—aren’t 
reported electronically to the institute.

This means that 20,000 patients are enrolled 
in trials that are not a part of the institute’s reporting 
programs.

“What is startling is that right now we have 
nothing,” James Doroshow, NCI deputy director for 
clinical and translational research, said at the CTAC 
meeting. “It’s remarkable that it’s the case. Of course, 
ultimately, cancer centers are reviewed every five years, 
and people who go to sites have this information. We 
have to talk to them.”

The database doesn’t mimic clinicaltrials.gov, 
institute officials say. For one thing, CTRP predates 
the NLM system.  The institute’s database was first 
envisioned in the 2005 report by the Clinical Trials 
Working Group in 2005. The clinicaltrials.gov database 
was established under the 2007 FDA Amendment Act.

Information required by CTRP but not required 
by clinicaltrials.gov includes:

• Summary of funding category, sponsor program 
code and anatomic site

• Identification of NIH institute or NCI division 
issuing the grant

• Biomarkers: assay type, use and purpose; tissue 
specimen type and collection method

• Protocol document for abstraction
• Patient accrual planned for 2012
The reporting requirement will not apply to trials 

sponsored by the industry and conducted by cancer 
centers.

NCI-designated cancer centers will have to 
complete initial registration of trials by October 2011 
and other grantee institutions conducting trials supported 
by the institute will have to complete trial registration 
by January 2012.

Protocol amendments and other changes will 
have to be submitted, too. NCI designated cancer 
centers will be required to develop processes and start 
submitting amendments by March 2012 and other 
grantee institutions will be expected to file such reports 
by June 2012.

Ideally, an update to CTRP would be just another 
report generated by a cancer center informatics system. 

Specifications for automated reporting of accrual 
will be developed by September, institute officials said, 
and reporting will begin a year after the specification 
is made. NCI-designated centers will begin submitting 
accrual reports in September 2012 and other grantee 
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institutions will follow by January 2013.
Informatics experts at cancer centers say some 

profound problems will have to be resolved first. For 
example, the definition of “accrual” has not yet been 
standardized. At some centers, an accrual occurs when 
a patient signs a consent form. At others, it occurs when 
an experimental treatment is administered. There are 
intermediate points, too.

“It is within the realm of possibility that a statement 
of work is written for contractors to actually go to the 
centers and check the numbers that are reported,” 
Doroshow said at the CTAC meeting. “I doubt that the 
electronic transfer is going to be a problem. The issue 
is what gets in at that particular site or that particular 
product. And I think that is something that has to be 
thought through, but is doable.”

Whatever the definition, the makers of computer 
systems say they should be able to meet the reporting 
requirements.

Cullen said the institute’s requirements are now 
acceptable. 

“My involvement in the process came about as a 
result of the anxiety that was expressed by a number 
of centers and members of the AACI about how this 
process would be implemented and what it would mean 
in terms of the workload of the cancer centers who are 
trying to comply with the reporting requirement,” he 
said.

“I will summarize a couple of the key things in my 
mind that I think got us and the rest of the committee 
to a place where we are very comfortable with the 
recommendation.

“First of all, in surveying centers that are fairly 
far along in the process, it was clear that the workload 
required by the registration process was not excessive 
and it was well within the scope of what the clinical 
research offices in the centers are able to handle with a 
minimal additional effort.

“Second, we wanted to make sure that this process 
would be automated and not duplicative. And early 
on, the vendors indicated that with the data elements 
that Sheila summarized it would be a relatively 
straightforward low-cost or no-cost effort on the 
vendors’ part to adapt their processes, so centers who 
were using the commercial software packages—Velos 
or Oncor—could fold this into the work that they were 
already doing and not have to duplicate it.

“Third, it became rapidly apparent to everybody 
that the big workload potentially both on the NCI side 
and the centers side that we just couldn’t tackle right 
now was detailed outcomes reporting.

“The complexity and the amount of work that that 
would entail was such that we felt it was not realistic. 
Registration accruals were realistic, but the outcomes 
data capture was significantly more complicated.

“Finally, there was the appreciation from all the 
people who were involved—including feedback that 
we got from the vendors—was that to have a working 
group that would monitor implementation of this and 
on a regular basis make recommendations for changes 
in the elements that would be part of the process was 
a good idea. 

“So all the parties involved—the centers, the NCI 
and the vendors—would have the ability to monitor the 
process and make recommendations for adaptations as 
we went along.”

NCI officials say they would still like to start to 
collect data on toxicities and adverse events, but they 
would be willing to wait three to five years.

In addition to Cullen and Prindiville, members of 
the NCI-AACI panel were:

• Rhoda Arzoomanian, associate director, 
administration, University of Wisconsin Carbone 
Cancer Center

• Jan Buckner, professor of oncology, Mayo Clinic 
College of Medicine

• Rob DuWors, deputy director, administration and 
finance, Jonsson Comprehensive Cancer Center, UCLA

• Alyssa Gateman, deputy director, quality 
assurance, Office for Clinical Trials, Dana-Farber/
Harvard Cancer Center

 • Collette Houston, director, clinical research 
operations, Office of Clinical Research, Memorial 
Sloan-Kettering Cancer Center

 • Nicholas Petrelli, medical director, Helen F. 
Graham Cancer Center at Christiana Care

• Daniel Sullivan, executive vice president/
associate center director for clinical investigations, 
Moffitt Cancer Center

 • James Thomas, associate director, clinical 
investigation, Medical College of Wisconsin Cancer 
Center

The 27-page report can be found at: http://1.usa.
gov/pI0Ez0.
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Guest Editorial:
Venerable Names Disappeared,
Progress Continues In COG
 (Continued from page 1)

This reorganization of the groups should be a 
transition where only the names and acronyms fade 
away. 

Pediatric oncologists are familiar with vanishing 
acronyms. In 2000, the Children’s Cancer Group (CCG), 
Pediatric Oncology Group (POG), National Wilms’ 
Tumor Study Group (NWTSG), and the Intergroup 
Rhabdomyosarcoma Study Group (IRSG) merged, 
forming Children’s Oncology Group (COG).

One of these organizations originated from one of 
the first NCI cooperative groups: Cancer Chemotherapy 
Group A. Another came through a merger of two adult 
groups’ pediatric divisions. 

Names disappeared. But legacy accomplishments 
created a strong foundation. 

A new name emerged—and today, progress 
continues. 

Of course, naysayers will comment that pediatric 
oncology is different, and that most children with cancer 
are cured. 

That's true. Pediatric oncology is indeed different–
but the lessons we learned have instructive value today, 
as the entire adult cooperative group system heads down 
the road we traveled a decade ago.

The clinical management of children with cancer is 
integrally linked to clinical investigation. The majority 
of eligible children with cancer are enrolled in clinical 
trials, and the overall five-year event-free survival rates 
for children with cancer exceed 80 percent. This is, in 
large part, a result of the work of the legacy pediatric 
groups, and now the work of COG.

Pediatric Groups Wanted to Merge
The decision to unify the pediatric groups was 

driven internally, and resulted from a perceived threat 
to our mission and scientific agenda—relating to sample 
size constraints, as increasing numbers of subsets of 
patients have been defined for risk-adjusted therapy 
investigations.

In addition, biologically based, hypothesis-driven 
trials require enriched populations—identified through 
predictive and prognostic clinical and biological 
factors—which mandated intergroup, and even 
international, collaboration.

That is not to say that there weren’t any external 
considerations or pressures. Infrastructure duplication 

and lack of harmonization, even within the pediatric 
groups, were exaggerated by budgetary shortfalls, and 
there was the expectation that consolidation might result 
in improved efficiencies and economies of scale.

It is essential to note that there were no 
predetermined metrics—with respect to cost savings, 
more rapid trial development and conduct, and increased 
accruals. 

The primary motivation was assuring mission 
success: increasing the likelihood of cure for children 
with cancer.

The immediate challenges of the merger process 
were the individual transitions of culturally and 
organizationally distinct, operationally disparate, and 
functionally competitive clinical trial organizations.

Specific tasks focused on addressing individual, 
discipline-specific and institutional membership; 
financial planning and funds distribution; consolidation 
of administrative functions; and coordinating statistical 
and data management operations.

The last was particularly problematic, because 
statistical centers were split among three separate sites, 
and because the legacy groups operated with disparate 
processes and procedures—as well as two different, 
non-compatible, internally generated, web-based data 
entry platforms and trial registration systems.

Keeping old studies going was no easy task. Our 
portfolio of legacy studies included 80 active phase III, 
22 phase II, and seven phase I studies. 

Keeping them on track required maintenance 
of both systems at separate sites while selecting and 
developing an improved in-house platform for new 
studies, all without any supplemental support for 
developing a new IT infrastructure from NCI. 

A new constitution was adopted and ratified; 
nearly 5,000 individual members and 230 institutional 
members (study sites) were certified, and administrative 
and regulatory activities were consolidated in a single 
operations center, which necessitated lease negotiations 
and cancellations and the emotionally difficult task of 
eliminating numerous staff positions.

The responsibility for managing three U10 and two 
U01 awards to support the financial operations of the 
new group was transferred to the new group chair, and 
redistribution of the total funds provided from multiple 
funding instruments served to financially support the 
COG until three years later, at which time a single 
successfully competed U10 was awarded. Again, NCI 
offered only modest supplemental funds to accomplish 
the consolidation of all administrative functions and 
responsibilities.
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No Predetermined Metrics for Success
The primary motivation for our merger was 

maintenance of our scientific agenda and mission 
success. 

No predetermined metrics for the “success” of the 
merger were defined, other than to continue progress in 
improving outcomes for children with cancer. 

No additional financial resources were allocated 
to develop measures of the merger results and quantify 
them. In fact, annual budgetary reductions precluded 
any possibility of a comprehensive and detailed self-
assessment.

Having gone through the process on a starvation 
budget, I am in a position to say that the planned 
consolidation of nine adult cooperative groups to four 
must be supported financially and administratively 
throughout the transition process, in order to assure that 
the reorganization of the system is functional as well as 
anatomic, as recently described by George Sledge, the 
immediate past president of the American Society of 
Clinical Oncology.

This must occur in the earliest stages of the 
transition process.

Achieving consolidation while maintaining 
operations sufficiently enough to support ongoing trials 
and scientific initiatives requires considerable concrete 
planning and allocation of all necessary resources. 

As the NCI, with input from cooperative group 
chairs and other stakeholders, develops the details of 
the Funding Opportunity Announcement—envisioned to 
serve as the framework for the extramural support of the 
re-invigorated enterprise—equal attention must be given 
to assuring financial support, preventing current research 
activities from being disrupted, delayed or derailed.

Any consideration of metrics for future success 
must also take into account the potential negative 
impact from diverting attention and support from active 
promising research programs.

Maintaining the IT Infrastructure
The importance of assuring adequate IT 

infrastructure support cannot be overemphasized.
The absence of support to fully implement a 

unified data management system early in its merger was 
the greatest challenge for COG. 

Only now, ten years later, are legacy study 
databases being imported into a single platform, which 
to this time has not even received the needed attention 
for NCI approval of common data elements for ongoing 
COG trials. 

The confluence of timetables for the enterprise-

wide implementation of Medidata Rave by CTEP, and 
the planned consolidation of the cooperative groups, 
should provide an opportunity to extend resources to 
assure functional integration and successful completion 
of studies, initiated prior to and during the consolidation. 

Similar attention must also be paid to the planning 
and implementation of the much feared and maligned 
reconfiguration of tissue and specimen procurement and 
centralized bio-repository operations.

The planning for this re-organization should 
parallel and be integrated with the cooperative group 
consolidation process, as functionality of this system 
is pivotal to ongoing and future translational research 
opportunities.

Despite the lack of pre-specified metrics in the 
COG merger, many accomplishments were made that 
would not have occurred without the merger.

The early requirement to rebuild an electronic 
data management system capable of expanding to the 
needs of a new group—and the fact that the completion 
of several front-line studies in large volume diseases 
were not coordinated to permit the opening of new 
consolidated trials—resulted in an early, transient 
reduction in study enrollments.

However, in the third year following the merger, 
annual enrollment on therapeutic studies increased by 
more than 25 percent, and enrollment in non-therapeutic 
(biology and epidemiology) studies more than doubled, 
compared to the combined enrollment figures of the 
legacy groups.

COG became the largest childhood cancer 
research organization in the world. COG investigators 
developed new clinical and biological classification 
systems for further risk-based therapy investigations 
in acute lymphoblastic and myeloid leukemias and 
neuroblastoma, and identified cytogenetic and molecular 
genetic predictors of outcome in these same diseases, 
as well as in Wilms’ tumor. 

They also demonstrated the prognostic importance 
of minimal residual disease in acute leukemias, 
neuroblastoma, and Non-Hodgkin lymphoma, further 
extending the risk-adjusted therapy paradigm for acute 
lymphoblastic leukemia. 

COG was able to design and initiate trials in 
uncommon pediatric cancers. Early in its history 
COG opened a frontline randomized clinical trial in 
collaboration with multiple European cooperative 
groups. COG’s Biopathology Center has become the 
national resource for pediatric cancer specimen banking 
and has enabled genomic investigations of multiple 
tumor types in conjunction with the TCGA through the 
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In the Cancer Centers:
Bertagnolli To Chair Alliance;
Hutchinson Recieves Grant To Cure HIV
(Continued from page 1)

FDA issued a new draft guidance to aid the 
development and review of companion diagnostic tests.

Recently, therapeutic products that depend on 
diagnostic tests have become more common, partly 
because of new technologies that can distinguish 
the treatment response among different subsets of 
populations. 

When companion diagnostic test results are a 
determining factor in treatment, erroneous results 
can lead to inappropriate therapy. Therefore, FDA 
determined that use of a companion diagnostic device 
with a therapeutic product raises important concerns 
about the safety and effectiveness of both. 

The new document is intended to update companies 
on the agency’s current policy for reviewing a companion 
diagnostic and the corresponding therapy.

The draft guidance also:
• Clarifies FDA’s definition of a companion 

diagnostic;
• Recommends early engagement between the FDA 

and manufacturers so that the agency’s expectations are 
included in development plans;

• Highlights the FDA’s intention to conduct 

simultaneous reviews of a drug or biologic therapy and 
its corresponding companion diagnostic;

• Identifies instances where the FDA may approve 
a targeted medicine in the absence of a cleared or 
approved companion diagnostic.

“These proposed guidelines support the 
development of innovative new targeted medicines 
and their corresponding diagnostic tests and are intended 
to provide manufacturers with greater predictability,” 
Jeffrey Shuren, director of the agency’s Center for 
Devices and Radiological Health, said in a statement. 

“It is the agency’s goal to help stimulate early 
collaborations between drug and device makers so 
they can develop the best medical products for treating 
patients.”

The complete draft guidance is available at: 
http://1.usa.gov/oSJazw

FDA News:
FDA Publishes Draft Guidance
On Companion Diagnostics

TARGET Initiative. 
None of these would have been possible without 

the merger. COG has developed long-term follow-up 
guidelines for survivors of childhood cancer, which are 
utilized worldwide and are being extrapolated for use 
in adult cancer survivors. 

Most importantly, statistically significant 
improvements in five-year EFS rates have been 
achieved in all prognostic subgroups of childhood 
ALL, AML, high risk neuroblastoma, and localized 
medulloblastoma.

In the end, the names and acronyms of the 
legacy pediatric cooperative groups may diminish in 
their recognition and their importance. But what their 
foresight has accomplished—appreciating the power 
and significance of consolidation—will not. 

The likely success of a careful and considered 
implementation of the reorganization of the essential 
components of NCI’s clinical trials enterprise will 
always be more important than a name.

The author was the founding chair of the Children’s 
Oncology Group. He is an associate director of the FDA 
Office of Oncology Drug Products.

its function in regulating microRNAs implicated in 
tumorigenesis, and his laboratory established a link 
between the gene and cellular energy metabolism. His 
laboratory is now exploring therapeutic targeting of 
cancer cell metabolism.

Dang is principal investigator in an AACR 
Stand Up To Cancer grant, awarded to the University 
of Pennsylvania for pancreatic cancer research. He 
also holds grants from NIH and the Leukemia and 
Lymphoma Society to study MYC function, hypoxia, 
and the development of cancer therapeutics that target 
metabolism. 

He is the author of more than 200 scientific 
publications, senior editor of Cancer Research, and an 
editorial board member of eight other publications.

MONICA BERTAGNOLLI has been elected 
chair of the newly formed Alliance for Clinical Trials 
in Oncology.

Formerly chair of the Cancer and Leukemia 
Group B, Bertagnolli is chief of surgical oncology at 
Dana-Farber Brigham and Women’s Cancer center and 
a professor of surgery at Harvard Medical School.

Bertagnolli will serve a three-year term as chair 
of the Alliance, beginning July 15. The Alliance was 
formed following a merger of three NCI-funded 
cooperative groups, CALGB, NCCTG and ACOSOG.

http://1.usa.gov/oSJazw
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“I am proud to say that a generous spirit of 
cooperation and shared purpose has allowed us to come 
together in record time without hampering the ongoing 
work of our individual scientific and accrual teams,” 
said Bertagnolli. 

“It takes a community to do the work that we do, 
and I am very grateful for the confidence this community 
has entrusted in me to move our new group forward.”

At the Alliance’s first board of directors meeting, 
board members ratified a constitution, elected the group 
chair, and elected the following board members to serve 
on the executive committee: Clara Bloomfield, The 
Ohio State University; Clifford Hudis, Memorial Sloan-
Kettering Cancer Center; Kelly Hunt, MD Anderson 
Cancer Center; John Leonard, Weill Cornell Medical 
College; Patrick Flynn, Metro-Minnesota CCOP; 
Stephen Grubbs, Christiana Healthcare Services CCOP; 
Philip Stella, Michigan Cancer Research Consortium 
CCOP; and Gary Unzeitig, Doctors Hospital of Laredo.

In addition, the Alliance board approved the 
following senior leadership appointments.

• Alliance Vice-Chair: Edith A. Perez, Mayo Clinic
• Director, Central Protocol Operations Program: 

Gini Fleming, University of Chicago
• Group Statistician: Daniel Sargent, Mayo Clinic
• Director, Translational Research Program: Phillip 

Febbo, University of California, San Francisco
• Director, Cancer Control, Prevention and Health 

Outcomes Program: Jan Buckner, Mayo Clinic
• Director, American College of Surgeons Clinical 

Research Program: Heidi Nelson, Mayo Clinic
Bertagnolli and the executive committee will 

name scientific committee leaders later this month. 
The scientific committees will meet September 16-17 
in Chicago to define the new group’s scientific agenda. 
The first joint Alliance meeting, which will include all 
members, will be held November 17-19 in Chicago.

The Alliance transition is anticipated to be a three-
year process, culminating in 2014 with the election of a 
new group chair to serve a full term of office.

THE FRED HUTCHINSON CANCER 
RESEARCH CENTER was awarded a five-year, $20 
million grant by NIH to find a cure for HIV.

The center’s researchers will study whether a 
patient’s stem cells can be engineered to deny HIV 
entry into healthy blood cells. The researchers will 
also develop tools to eradicate existing reservoirs of 
infection.

The co-principal investigators are microbiologist 
Keith Jerome, an associate member of Hutchinson’s 

Vaccine and Infectious Disease Division, and stem cell 
transplant researcher Hans-Peter Kiem, the FHCRC 
Jose Carreras/E. Donnall Thomas Endowed Chair for 
Cancer Research.

The grant is part of the Martin Delaney 
Collaboratory, managed by the National Institute of 
Allergy and Infectious Diseases and the National 
Institute of Mental Health. The grants are designed to 
encourage public/private partnerships for research of a 
HIV cure.

The research teams receiving these grants include: 
FHCRC partnering with Sangamo Biosciences Inc.; 
University of North Carolina at Chapel Hill and Merck 
Research Laboratories; and the University of California 
at San Francisco and the Vaccine and Gene Therapy 
Institute of Florida.

“I applaud the NIAID’s efforts to open up new 
areas of research funding to find a potential cure 
for HIV,” Larry Corey, president and director of the 
Hutchinson center, said in a statement. “The work to 
be done in this grant is groundbreaking and the kind of 
public/private collaboration that is needed to move the 
science forward.”

The research projects will focus on weakening 
HIV provirus reservoirs—a major obstacle to long-term 
control of the disease. 

Highly active antiretroviral therapy inhibits viral 
replication, and is effective at controlling the spread 
of HIV, but it does not eliminate these reservoirs. If a 
patient discontinues the therapy, the virus rebounds.

The research team at FHCRC will investigate 
autologous stem cell transplantation, in which the 
infected patient’s own immune cells are genetically 
modified to be resistant to HIV, by eliminating one of the 
receptors—CCR5—which HIV uses to infect new cells.

THE NATIONAL Lung Cancer Partnership 
announced its 2011 Young Investigator Research 
Grant competition.  

The competition is offering several two-year, 
$100,000 awards to clinical and basic science fellows 
and junior faculty, whose research focuses on lung 
cancer etiology, prevention, detection, treatment and 
symptom management.

At the time of application, an applicant must be 
a post-doctoral fellow or within the first five years of a 
faculty appointment at a not-for-profit institution in the 
United States or Canada.

The application deadline is September 9, 2011.
Complete eligibility information and instructions 

are at: www.nationallungcancerpartnership.org.

http://www.nationallungcancerpartnership.org/
http://www.nationallungcancerpartnership.org/
http://www.nationallungcancerpartnership.org/
http://www.nationallungcancerpartnership.org/
http://www.nationallungcancerpartnership.org/
http://www.nationallungcancerpartnership.org/
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ENDOWED CHAIRS  AND LEADERSH I P  POS I T IONS:  UN IVERS I T Y  OF  NEW MEX ICO

Chief of the Division of Hematology/Oncology, Department of Internal Medicine, 
University of New Mexico School of Medicine

Deputy Director, University of New Mexico Cancer Center
An Endowed Chair of the Surface Family Trust

The Cancer Center and Department of Internal Medicine of the University of New Mexico School of Medicine seek applications 
from leading physician-scientists for the position of Chief of the Division of Hematology/Oncology, an Endowed Chair of the 
Surface Family Trust, who will also serve as Deputy Director of the University of New Mexico Cancer Center (UNMCC). This is a 
Tenure track, Professor level position that reports to the Cancer Center Director for clinical and research activities and to the Chair of 
Medicine for education and training activities. The successful candidate will have a national reputation in hematology and oncology 
including a record of sustained scholarly accomplishments, excellent leadership abilities, and a history of administrative experience. 
Minimum Requirements: 1) must be board certified in Internal Medicine and in Hematology and/or Oncology; 2) must be eligible to 
work in US; 3) must have an established track record of academic accomplishments with extramural peer-reviewed funding and/or 
clinical trials support; and 4) demonstrated leadership and administrative skills. Additional Desirable Qualifications: 1) experience 
and interest in graduate medical training; 2) experience in faculty mentoring and development. Salary and academic rank will be 
commensurate with experience and education. 

Director, Cancer Molecular and Experimental Therapeutics 
University of New Mexico Cancer Center and UNM School of Medicine

An Endowed Chair of the Surface Family Trust 
The University of New Mexico Cancer Center and the Department of Internal Medicine at the University of New Mexico School of 
Medicine and Health Sciences Center seek applications from leading cancer translational scientists to apply for the position of 
Director of Cancer Molecular and Experimental Therapeutics, an Endowed Chair of the Surface Family Trust. The successful candi-
date will have a national reputation in cancer clinical/translational research, development and testing of novel cancer therapeutic 
agents, and the design and conduct of early phase cancer clinical trials, with a record of sustained scholarly accomplishments. 
Minimum Requirements: 1) PhD or MD, with appropriate post-doctoral training; if an MD, must be board certified in a cancer 
specialty; 2) must be eligible to work in US; 3) must have an established track record of academic accomplishments with extramural 
peer-reviewed funding and/or clinical trials support. Additional Desirable Qualifications: 1) experience in cancer drug discovery, 
medicinal chemistry, experimental therapeutics, nanotherapeutics, and/or pre-clinical investigation, 2) experience leading collab-
orations between basic and clinical/translational scientists; 3) experience in the design and conduct of early phase cancer clinical 
trials. Outstanding salary and programmatic support funds are commensurate with experience.

THE UNIVERSITY OF NEW MEXICO CANCER CENTER (http://cancer.unm.edu) is one of the nation’s 66 premier National 
Cancer Institute-designated Cancer Centers and the Official Cancer Center of New Mexico. With 85 associated physicians and 
127 scientists recruited from leading institutions nationwide and supported by $60 million in annual peer-reviewed research fund-
ing, the Center has undergone remarkable growth in the past 10 years and is home to the region’s most experienced team of cancer 
specialists. In 2010, the Center cared for 15,888 patients in more than 175,000 ambulatory clinic visits in a newly constructed state 
of the art cancer treatment facility; the Center fully controls its ambulatory clinical operations. The Center’s statewide cancer clinical 
trials network accrues 20% of its patients annually to therapeutic clinical trials. The Center has significant capabilities in cancer drug 
discovery and novel therapeutic delivery, housing one of the nation’s 9 NIH Roadmap-funded Centers for Molecular Discovery and 
High Throughput Target Screening (nmmlsc.health.unm.edu/), one of 10 NIH-funded Centers for Systems Biology with advanced 
with imaging capabilities (health.stmc.unm.edu/), an NCI Nanotechnology Alliance-funded program developing novel nanocarriers 
for targeted delivery of cancer therapeutics and imaging agents, advanced small animal modeling and imaging facilities with 
SPECT and PET capabilities, and an excellent clinical trials infrastructure. The Department of Internal Medicine is an expanding and 
progressive department of 11 divisions. Part of the UNM Health Sciences Center, it houses one of the nation’s NIH-funded Clinical 
and Translational Science Centers (hsc.unm.edu/research/ctsc), which collaborates with the UNMCC and Department in clinical/
translational research, clinical faculty development, and clinical trials. The Division of Hematology/Oncology has 27 physicians and 
scientists with strong translational research in cancers of the breast, head and neck, lung and aerodigestive tract, gastrointestinal 
and hepatobiliary tracts, genitourinary tract, and hematologic malignancies.

For complete description and application requirements for Postings #0810007 (Division Chief/Deputy Director) and #0810006, 
please see the UNM jobs application system at: https://unmjobs.unm.edu. UNM’s confidential policy (“Disclosure of Information 
about Candidates for Employment,” UNM Board of Regents’ Policy Manual 6.7), which includes information about public disclosure 
of documents submitted by applicants, is located at http://www.unm.edu/~brpm/r67.htm. UNM is an Equal Employment Opportuni-
ty/Affirmative Action Employer and Educator. Both positions are open until filled and may be subject to a criminal records screening 
in accordance with New Mexico law.

PLEASE MAKE ALL INQUIRIES VIA EMAIL TO:

Warren E. Ross, MD Search Chair: Cheryl L. Willman, MD (cwillman@salud.unm.edu)
c/o Betsy Messina (betsy.messina@kornferry.com)   Director and CEO, UNM Cancer Center
Korn/Ferry International
1835 Market Street, Suite 2000
Philadelphia, PA 19103


