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By Paul Goldberg
In all the activity surrounding drug shortages, FDA is treating 

importation as a remedy of last resort.
Importation is starting to emerge as a potential strategy for alleviating 

drug shortages in the U.S. 
When viewed from the perspective of international trade, the drug 

shortages suddenly become less mysterious—and conversation quickly turns 
to U.S. drug pricing structures and regulatory barriers.

“One obvious solution to this would be to bring in foreign manufacturers,” 
suggested Bruce Chabner, chairman of the National Cancer Advisory Board, 
speaking at a panel discussion at the NCI Director’s Consumer Liaison Group 
Feb. 29.

By Rena Conti
Oncology drug shortages are of critical national policy concern since 

cancer is the second leading cause of death in the U.S. 
Fortunately, only a limited number of drug shortages have caused 

serious safety concerns related to both their availability and the potential 
mis-dosing of alternatives. 

On Feb. 21, FDA announced a three-fold approach to increase the 
supply of cancer drugs in short supply. One aspect of the new policy is 
the importation of Lipodox to replace supply of the cancer drug Doxil 
(doxorubicin hydrochloride liposome). 

By Paul Goldberg
The HHS Office for Human Research Protections determined that the 

federal government had no jurisdiction over the International Early Lung 
Cancer Action Program.

The letter announcing the decision was placed on the office’s website 
in January.

www.cancerletter.com


The Cancer Letter • March 2, 2012
Vol. 38 No. 9 • Page 2

Chabner: FDA Said 'No Thanks'
To Offer of Imported Generics
(Continued from page 1)

Editor & Publisher: Paul Goldberg
Copy Editor: Conor Hale

Editorial, Subscriptions and Customer Service:
202-362-1809  Fax: 202-379-1787
PO Box 9905, Washington DC 20016
General Information: www.cancerletter.com

Subscription $405 per year worldwide. ISSN 0096-3917. 
Published 46 times a year by The Cancer Letter Inc. Other 
than "fair use" as specified by U.S. copyright law,  none of 
the content of this publication may be reproduced, stored in 
a retrieval system, or transmitted in any form (electronic, 
photocopying, or facsimile) without prior written permis-
sion of the publisher. Violators risk criminal penalties and 
damages. Founded Dec. 21, 1973, by Jerry D. Boyd.

® The Cancer Letter is a registered trademark.

“Many of these drugs are available and are not in 
short supply,” said Chabner, director of clinical research 
at the Massachusetts General Hospital Cancer Center. 
“In some cases, patients are going to Europe and buying 
the drug and bringing it back.

“[Importation] involves inspecting their facilities, 
and it’s an extra administrative load for FDA. In some 
instances, I’ve been aware of offers of help from 
foreign manufacturers to the FDA and they have not 
been encouraged—even though they could have been 
potential solutions to this.

“There was an offer in September from a reputable 
manufacturer that was not followed up by the FDA,” 
Chabner said.

The offer was made by a multinational 
pharmaceutical company, which has operations in the 
U.S.

The Cancer Letter asked Rena Conti, a University 
of Chicago economist, to analyze the economics of drug 
importation. The story is on p. 1.

At the DCLG meeting, Chabner challenged the 
FDA’s point person on drug shortages, Sandra Kweder, 
deputy director of the FDA Center for Drug Evaluation 
and Research Office of New Drugs, to explain the 
agency’s stance on importation.

“We’ve done this nine times now,” said Kweder. 
“We have to be careful doing this. We look to see what 

we understand about the manufacturing quality history 
and inspections by us or by our regulatory partners 
overseas of the company.

“What do we understand about the product? 
Sometimes the products that are made for the overseas 
market are different from the U.S. market,” she said.

“They have different concentrations; and there are 
different variations in the formulation. They are things 
our practitioners aren’t used to, and they really change 
the way you have to do that.

“And if that’s not paid careful attention to, patients 
can be at risk.”

Kweder said that inspection standards in the U.S., 
Europe, Canada, Australia and Japan are generally the 
same, and regulators often collaborate on inspections.

For example, an international team conducted an 
inspection of a plant operated by Bedford/Ben Venue 
Laboratories in Bedford, Ohio, last year. 

The team uncovered manufacturing problems, 
which eventually led to the voluntary shutdown of the 
facility which produced Doxil, methotrexate and other 
generic drugs. (The Cancer Letter, Feb. 24.)

The Cancer Letter asked Kweder to lay out the 
agency’s criteria for considering importation.

Her response follows:
“We always consider that option, but utilize it 

only when other alternatives are not available.  Many 
believe it is a matter of simply opening the gates at the 
border, but importation is far more complicated than 
that when it is on a scale beyond personal importation 
for a single patient.  

“Factors we consider include how similar to 
the U.S. product the foreign product is chemically, in 
formulation and even in dosage forms. For example, 
in many cases the same drug is produced in different 
formulations and dosages for different countries, which 
requires that the exporter or importer re-label the product 
(and visibly) so that the prescriber understands they 
may need to recalculate a dose or administer the drug 
differently.

“In some cases, making the shift is difficult 
simply because of the dosage differences.  For a sterile 
injectable drug, the product may be manufactured in a 
different solution than the U.S. version, such that it must 
be administered differently. In some cases, the foreign 
version of the drug has different labeled indications than 
the U.S. product. 

“We are experiencing questions about that right 
now for Lipodox, Sun [Pharma Global FZE]’s version of 
liposomal doxorubicin, versus Janssen’s Doxil. This can 
create enormous confusion and anxiety for prescribers 
and patients. 
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“Other considerations include what we know about 
the manufacturer of the foreign product, including their 
inspection history (always better if we have inspected 
them in the past), and even true ability to provide the 
U.S. market.”

Politics of Importation
The issue of importation is a political minefield 

for FDA.
The agency is precluded from considering the price 

tags of its regulatory decisions, including the decisions 
to import drugs or to coax companies into making them. 
Thus, the prices remain to be seen. 

The main reason importation is delicate politically 
is because the U.S. pays the world’s highest prices for 
drugs. This is, in part, the consequence of laws that 
preclude the federal government from negotiating the 
prices of drugs with suppliers. 

In the European Union, drug makers negotiate with 
government officials to provide bundles of drugs, which 
will include generics sold alongside branded drugs.

This produces a stark dichotomy: branded drugs 
are significantly cheaper outside the U.S., but at the 
same time, their generic drugs can be more expensive.

In 2007, the McKinsey Global Institute found that, 
in the U.S., prices of the top-selling branded drugs were 
2.3 times higher than in other nations. Overall, costs 
of branded drugs in the U.S. were 70 percent higher. 
A trip to Canada could save a patient 60 percent on 
branded drugs.

At the same time, generics can cost 10 percent less 
to 50 percent more outside the U.S. 

The report is posted at: http://bit.ly/Akaaav.
“The prices generics are sold at overseas are much 

higher than the prices of generics in the U.S. in general,” 
said Chabner to the DCLG. “There is a big profit margin 
for them overseas. This is in contrast to the patented 
medications, where in the U.S., the price of patented 
medications is much higher than it is overseas.”

“The same drugs—Avastin and others—are priced 
lower because of government restrictions on price in the 
European and Asian markets. I think these economic 
factors are a major reason for the shortage,” he said.

“The economic incentive to enter the generic 
market in the U.S. has been compromised.”

Conor Hale contributed to this report.

Doxil is used to treat ovarian cancer after failure of 
platinum-based chemotherapy and is indicated for use in 
AIDS-related Kaposi’s sarcoma and multiple myeloma. 

The Indian generic drug company, Sun Pharma 
Global FZE, and its authorized distributor in the U.S., 
Caraco Pharmaceutical Laboratories Ltd., have entered 
into a contract with the FDA to provide the product 
temporarily

Why has this policy not been adopted more widely 
by the FDA to ameliorate shortages among medically 
necessary drugs? I believe the rationales are two-fold: 
first, the direct and indirect costs of importation, relative 
to potential patient benefit; and second, the limited 
statutory authority of the FDA to negotiate the supply 
of drugs by foreign pharmaceutical firms on behalf of 
the U.S. 

Most oncology drugs (and other specialty drugs) 
in short supply lost patent protection prior to 2000 and, 
consequently, face generic competition. 

In economic terms, generic drugs are considered to 
be commodities—a drug manufactured by one generic 
firm is clinically interchangeable with one manufactured 
by a different firm.

Yet in the U.S., the FDA’s regulatory authority to 
assure the safety and efficacy of the drug supply acts as 
a barrier to any company, domestic or international, to 
sell their drug. Specifically, the safety of drugs imported 
from foreign facilities is of paramount importance. 

Therefore, drugs that could potentially serve 
as clinical substitutes for those in short supply from 
foreign facilities are required by statute to undergo FDA 
assessment, including pharmacology, pharmacokinetics 
and bioavailability tests to assure their “bioequivalence” 
to those approved drugs in short supply. 

In this case, safety and clinical efficacy regulations 
enforced by regulatory statute by the FDA act as a barrier 
to the function of international supply of drugs in short 
supply as a “true” commodity.

FDA certification also requires inspection of the 
manufacturing facilities in which the drugs are made. 
Even facilities in the U.S. which have not obtained FDA 
approval for manufacturing and sale of drug lines in the 
U.S., but have for export to other countries, would have 
to undergo independent inspection and certification by 
the FDA for sale of these drug lines in the U.S. 

Meeting these regulatory requirements could 
take capital investments by international firms that 

http://bit.ly/Akaaav
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could take weeks or months to implement. In addition, 
importation-induced certification procedures shift scarce 
FDA resources away from the existing pipeline of 
U.S. facilities that have applied through the traditional 
mechanisms for FDA certification. 

New plant certification in the U.S. by the FDA is 
estimated to take 18-24 months; foreign facilities may 
take longer, even when they have obtained certification 
from the European Medicines Agency or other 
regulatory bodies. Some observers have suggested the 
existing queue for facilities awaiting FDA certification 
in the U.S. is long.

Therefore, from FDA’s perspective, the expected 
clinical benefits of drug importation for the U.S. 
population in need must outweigh these additional direct 
and indirect expenses incurred. 

These tradeoffs suggest that only drugs in short 
supply which have limited therapeutic substitutes 
available in the U.S. and are considered “lifesaving” or 
“medically necessary,” would be prioritized by FDA 
for potential importation in the case of an emergency 
domestic supply interruption. 

An assessment of the willingness and ability of 
one or more domestic manufacturers with existing 
FDA approval to increase production or commence the 
manufacture of a “medically necessary” drug is a critical 
first step in the agency’s pursuit of a more widespread 
policy of international importation to address current 
shortages. 

Only after this assessment has occurred and 
the results suggest limited ability or willingness by 
established domestic firms to commence production or 
increase production, would it be likely that FDA would 
exercise their “executive discretion” and engage in novel 
drug and facility certification of international firms.

Indeed, this description of the tradeoffs mirrors the 
current practice of the agency to aid the amelioration of 
current drug shortages. 

For example, in the Feb. 21 announcement, 
FDA also approved a new domestic manufacturer of 
preservative-free formulation of methotrexate, by the 
large multi-product generic drug manufacturer APP 
Pharmaceuticals Inc. 

Many other examples of FDA collaboration with 
domestic suppliers are available on their currently active 
“Drug Shortage” website, consistent with the policy 
announced in October 2011 (see U.S. Department of 
Health and Human Services and U.S. Food and Drug 
Administration, A Review of FDA’s Approach to 
Medical Product Shortages.)

Second, FDA has limited regulatory authority 
granted by the U.S. Congress to negotiate the supply 

of drugs into the domestic market from international 
producers for a longer and more sustained duration. 

The Centers for Medicare and Medicaid Services, 
the largest insurer of the U.S. population, also does not 
have regulatory authority to directly negotiate the supply 
of (or prices for) pharmaceutical products, even in the 
case of domestic emergency.

Instead, infused specialty drugs (and some oral 
chemotherapies) are purchased by healthcare providers. 
Generally, physician groups and hospitals do not directly 
purchase these drugs from manufacturers. Rather, 
distributers take physical possession of drugs from 
manufacturers and contracting groups negotiate the 
prices and quantity of bundles of products on behalf of 
their members. 

There are three different contracting channels 
in the U.S. market: group purchasing organizations, 
secondary wholesalers, and government subsidized 
purchasers. There is limited empirical evidence on the 
percentage of sales by these channels among the drugs 
or drugs classes in current short supply. However, most 
reports suggest that the majority of physicians, hospitals 
and home health agencies belong to GPOs. 

GPOs consolidate demand for many different drug 
products. Since GPOs have consolidated purchasing 
power they are able to negotiate rebates and discounts 
off of list prices for branded and generic drugs; some 
but not all of these price concessions are passed through 
to providers.

While the U.S. system may produce lower prices 
for branded and generic drugs in non-shortage periods, 
it does not produce “automatic” supply guarantees in the 
case of domestic shortages for “medically necessary” 
drugs. 

This system may also produce unevenness in 
access to drugs and prices charged for drugs in short 
supply within the domestic market. Variations occur, 
in part, because of the way providers gain access to 
discounts and rebates from GPOs. 

Among providers that purchase drugs through 
a GPO, the amount of the discounted price and the 
preference for filling orders is typically based upon a 
provider’s purchase volume. There is also variation in 
the geographical distribution of GPO membership and 
the importance of the 340B program to the provision 
of specialty care. 

While empirical evidence correlating purchasing 
channel membership strength and the presence and time 
frame of drug shortages is unavailable at this time, it is 
likely that low-volume community oncology practices 
are the least likely to be beneficiaries of preferential 
treatment in the GPO market. 
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Therefore, these community practices are the most 
likely to be vulnerable to interruptions in product supply, 
since purchasing arrangements reduce their access to the 
limited supply of these drugs, and also subject them to 
the highest prices. 

The U.S. system for specialty drug supply does 
not mirror how drug supply works in the U.K., many 
European Union countries and Canada. 

The U.K.’s National Health Service and Canada’s 
provincial governments have regulatory authority 
to directly negotiate the supply (and prices) of 
pharmaceutical products for the insured population. 

While there have been some sporadic reports of 
anticipated or temporary shortages of older generic 
specialty drugs in Canada and certain European Union 
countries, I am aware of no reported shortages among 
these drugs in China, which maintains central authority 
over the importation and production of pharmaceutical 
products. 

My understanding is that national and/or provincial 
governments in these countries are willing to negotiate 
with manufacturers on price and quantity to satisfy the 
anticipated needs of their population. They have also 
imported drugs from other countries when firms cannot 
provide access to medically necessary drugs. 

It is important to note that while this system 
may have benefits in the event of drug shortages—in 
guaranteed access among all providers and patients—it 
comes with costs: these countries pay higher prices for 
generic drugs in “non-shortage” times, in exchange for 
supply guarantees.

In theory, GPOs in the U.S. could provide direct 
incentives for manufacturers to supply medically 
necessary drugs to providers. However, in practice, 
these purchasing arrangements have limited penalties 
that work to compel generic manufacturers to produce 
an adequate supply of any drug. 

GPO contracts typically include “failure to supply” 
clauses. These provisions require manufacturers to 
reimburse the GPO for the price difference between 
the negotiated price and the purchased price, should the 
contracted manufacturer fail to supply product. 

Yet, these contracts provide no reimbursement if 
there are no alternative sources for the drug, likely in the 
market for cancer drugs in short supply. These clauses 
also do not appear to prioritize medically necessary 
drugs or drug classes. Reports have suggested that the 
value of compensation required under these clauses 
has diminished over time. (See Office of the Assistant 
Secretary for Planning and Evaluation and Office of 
Science and Data Policy, U.S. Department of Health 
and Human Services [Haninger K, Jessup A, Koehler 

K]. ASPE Issue Brief: Economic Analysis of the Causes 
of Drug Shortages. October 2011.) 

Recently, policies have been proposed that 
would require manufacturers producing specialized, 
injectable or infusible drugs to “guarantee” supply to 
U.S. providers if a shortage was anticipated or did occur. 

This is an example of a quota, imposed upon 
manufacturing firms to maintain excess capacity to 
manufacture these drugs. Such a policy would in effect 
raise the costs of manufacturing the drug for the firm. 

While the intent of the policy would be to 
act as an additional incentive for manufacturers to 
incorporate redundancies and contingency planning 
into their production planning, quotas cannot force a 
firm, operating on thin revenue margins, to continue to 
manufacture the drug altogether. 

It is likely that the imposition of quotas alone, 
without any inducement to firms to in part cover 
additional costs of production, would result in increasing 
firm exit for low-margin generic drug markets with 
stable or decreasing demand over time.

Rena Conti is a health economist in the University 
of Chicago Section of Hematology/Oncology and 
Department of Pediatrics, and is a faculty affiliate at the 
University of Chicago Comprehensive Cancer Center.

The investigation was touched off in response to 
stories published by The Cancer Letter and The New 
York Times in April 2011. The stories focused on a 
confidential report prepared for I-ELCAP’s former 
institution, Weill Cornell Medical Center.

The Cancer Letter’s coverage can be found at: 
http://www.cancerletter.com/articles/20110429/. 

In the report, four outside reviewers hired by Weill 
Cornell said that I-ELCAP’s top leaders were either 
unable to provide consent documents for 90 percent 
of the participants or declined to do so. Moreover, the 
reviewers noted that the design of the study was such 
that there would be no way to know when the hypothesis 
had been proven or disproven.

OHRP said it had no jurisdiction over I-ELCAP, 
because the group’s clinical study wasn’t supported by 
NCI. The document acknowledged that NCI provided 
R-01 grants for work related to the I-ELCAP study, but 
not the study itself.

Also, OHRP determined that the rules that apply 

http://www.cancerletter.com/articles/20110429/
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to NCI-sponsored cooperative groups do not apply 
to I-ELCAP, which is described as a data-pooling 
consortium. 

The OHRP letter stated that there was no basis 
for suggesting that Weill Cornell had the obligation to 
maintain informed consent forms for all the participants 
of the I-ELCAP study.

“Even if we did have jurisdiction over the I-ELCAP 
study, we would have determined that the indications of 
noncompliance were unproven,” the OHRP letter stated. 

“For the reasons stated above, no evidence was 
presented to us indicating that Cornell was required to 
maintain documentation of written informed consent 
for subjects who enrolled into the I-ELCAP study as 
required by HHS regulations at 45 CFR 46.117(a).” 

The OHRP letter was sent to Mary Simmerling, 
director of responsible conduct of research at Weill 
Cornell Medical College. 

Arthur Caplan, the Sidney D. Caplan Professor 
of Medical Ethics at the Department of Medical Ethics 
and Health Policy at the University of Pennsylvania, 
described this response as “technical and bureaucratic.”

“The quest ion remains  i f  unconsented 
experimentation in a poorly designed study did go on, 
then where does the responsibility for accountability 
rest?” Caplan said.

The text of the OHRP letter follows: 

Dear Dr. Simmerling: 
Thank you for your July 5, 2011 letter in response 

to our May 6, 2011 electronic mailing in which we 
asked you to investigate indications of noncompliance 
with Department of Health and Human Services (HHS) 
regulations for the protection of human research subjects 
(45 CFR Part 46) involving the International Early Lung 
Cancer Action Program (I-ELCAP) study.  

By way of background, OHRP had noted possible 
indications of noncompliance with HHS regulations for 
the protection of human research subjects involving the 
I-ELCAP study after becoming aware of two articles. 
One was from The Cancer Letter, Vol. 37, No. 17, 2011, 
written by Paul Goldberg and entitled “Reviewers 
Find a Trial That Never Ends With 90% of Consent 
Forms Unobtainable.” That entire issue of the journal 
was devoted to issues related to the I-ELCAP study. In 
addition, The New York Times published an article by 
Gardiner Harris entitled “Review Casts More Doubt 
on a Lung Cancer Study” (April 29, 2011). Based upon 
information contained in those articles, several issues 
relating to possible noncompliance with such regulations 
appeared to be raised: 

1. The inability of Weill Cornell Medical College 
(Cornell) to provide documentation of written informed 
consent (for 90% of the subjects) as might be required 
by HHS regulations at 45 CFR 46.117(a).

2. The concern that informed consent may not 
have been obtained for subjects as required by HHS 
regulations at 45 CFR 46.116. 

3. The failure of Cornell to report to our office 
unanticipated problems, noncompliance, suspensions 
and terminations associated with the I-ELCAP study in 
accordance with HHS regulations at 45 CFR 46.101(b)
(5). 

OHRP acknowledges Cornell’s statement that 
“Based on our review of federal awards, we do not 
believe I-ELCAP was federally supported human 
subjects research covered by 45 CFR Part 46, and we 
note that under the terms of WCMC’s Federal-wide 
Assurance, non-federal research at WCMC was not 
subject to the 45 CFR Part 46 reporting requirements at 
relevant times during the I-ELCAP protocol.”  

Following receipt of this information, we contacted 
the National Cancer Institute (NCI) to determine 
whether the I-ELCAP study was federally funded. A 
NCI representative confirmed that, while NCI did fund 
the Early Lung Cancer Action Program (ELCAP) study 
via two R01 grants (R01 CA063393 and R01 CA78905), 
NCI did not fund the I-ELCAP study. 

Notwithstanding Cornell’s conclusion that the 
I-ELCAP was not federally supported and was not 
covered by Cornell’s FWA, we note that Cornell 
nevertheless investigated the above-referenced possible 
indications of noncompliance and provided information 
to our office about the study. 

According to Cornell, the I-ELCAP study was 
approved by the Cornell IRB on August 31, 2001, as a 
study that involved the pooling of data from multiple 
institutions conducting their own IRB-approved lung 
cancer screening protocols. The Cornell IRB approved 
the I-ELCAP data-pooling protocol on the understanding 
that each institution that contributed data to the I-ELCAP 
study was required to obtain IRB approval of the lung 
cancer screening protocols and accompanying consent 
forms.

Under the I-ELCAP protocol, the lung cancer 
screening protocol consent forms were to explicitly state 
that the subjects’ data would be pooled as part of a larger 
I-ELCAP study. Consistent with the organization of the 
project, Cornell acknowledged that it did not maintain 
and was not required to maintain copies of the signed 
consent forms for each research participant who enrolled 
at each of the external institutions participating in the 



The Cancer Letter • March 2, 2012
Vol. 38 No. 9 • Page 7

In Brief
Atkins Named Deputy Director
Of Georgetown Lombardi Center

lung cancer screening project. According to Cornell, 
the signed consent documents from external institutions 
were to be maintained at the external institutions in 
accordance with the Cornell IRB-approved I-ELCAP 
data-pooling protocol, the external institutions’ IRB-
approved lung cancer screening protocols and HHS 
regulations at 45 CFR 46.115, 46.116 and 46.117. 

Moreover, Cornell concluded, and we concur, that 
there were no unanticipated problems, noncompliance, 
suspensions or terminations associated with the 
I-ELCAP study and as a result there were no incidents 
to report to OHRP. Given the facts as outlined above, we 
have determined that we do not have jurisdiction over 
the I-ELCAP study. We note that the I-ELCAP study 
was not a federally supported research project. We also 
note that during the time in question Cornell did not 
voluntarily extend its FWA to all research regardless of 
funding source. 

Lastly, even if we did have jurisdiction over the 
I-ELCAP study, we would have determined that the 
indications of noncompliance were unproven. For the 
reasons stated above, no evidence was presented to us 
indicating that 

Cornell was required to maintain documentation 
of written informed consent for subjects who enrolled 
into the I-ELCAP study as required by HHS regulations 
at 45 CFR 46.117(a). 

 In addition, no evidence was provided to us 
suggesting that informed consent may not have been 
obtained for subjects as required by HHS regulations 
at 45 CFR 46.116. In fact, we were provided with 
a report which stated that the I-ELCAP principal 
investigator collected attestations from each I-ELCAP 
site investigator documenting that IRB approvals 
and documented informed consents were obtained in 
accordance with HHS regulations. Lastly, we found no 
evidence that unanticipated problems, noncompliance, 
IRB suspensions or terminations associated with the 
I-ELCAP study occurred.  

At this time, there should be no need for further 
involvement by our office in this matter. Please notify 
us if you identify new information, which might alter 
this determination. 

We appreciate your institution’s continued 
commitment to the protection of human research 
subjects. 

Sincerely,
Lisa A. Rooney
Compliance Oversight Coordinator 
Division of Compliance Oversight 

MICHAEL ATKINS will join the Georgetown 
Lombardi Comprehensive Cancer Center as its 
deputy director April 1. 

As deputy director, Atkins will work to grow the 
center’s clinical and translational research activities 
and increase its funding base. He will also help 
expand clinical and research in melanoma and kidney 
cancer, as well as facilitate multidisciplinary disease-
specific program development at MedStar Georgetown 
University Hospital and across the MedStar Health 
Network.

Atkins joins the center from Harvard Medical 
School, where he was professor of medicine and deputy 
chief of the division of hematology/oncology, and from 
Beth Israel Deaconess Cancer Center, where he was 
associate director for clinical research.

He led the Beth Israel cutaneous oncology and 
biologic therapy programs and the cancer clinical trials 
office, as well as the kidney cancer program of the Dana-
Farber/Harvard Cancer Center.

JOHN OLSON Jr. was named head of the 
Division of General and Oncologic Surgery at the 
University of Maryland Medical Center. 

Olson is the Campbell and Jeanette Plugge 
professor and vice chair of the Department of Surgery 
at the University of Maryland School of Medicine.

He specializes in endocrine and oncologic surgery 
with an emphasis on cancer of the parathyroid glands, 
thyroid and breast. His NIH-funded laboratory focuses 
on parathyroid disease, and he was recently awarded 
an R01 grant to study molecular mechanisms of altered 
calcium sensing in human parathyroid disease. 

His clinical research interests include development 
of biomarkers for breast cancer and the study of 
aromatase inhibitor therapy to improve surgical 
outcomes for postmenopausal women with breast 
cancer.

ANN PARTRIDGE was named director of the 
Adult Survivorship Program and the Lance Armstrong 
Foundation Clinic at Dana-Farber Cancer Institute.

Partridge has been the clinical director of the Susan 
F. Smith Center for Women’s Cancers Breast Oncology 
Program at Dana-Farber since 2008.

Partridge will continue to serve as the director 
of Dana-Farber’s Program for Young Women with 
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Breast Cancer. In 2010, she was appointed chair of 
the Centers for Disease Control and Prevention’s 
Advisory Committee on Breast Cancer in Young 
Women, a federal advisory committee established by 
the Affordable Care Act.

GE HEALTHCARE will sponsor the 2012 
Association of Community Cancer Centers 
Innovator Awards, which honor member programs for 
strategic planning, developing pioneering programs, 
and replicable models.

“ACCC Innova to r  Awards  r ecogn ize 
transformational change and honor community cancer 
programs for their will, drive and spirit to leverage 
technology, improve planning and management 
processes, and empower their patients as well as their 
staffs,” said ACCC President Thomas Whittaker. 

ACCC 2012 Innovator Award winners will be 
recognized at the association’s 29th National Oncology 
Conference in San Antonio, Oct. 3-6.

Last year’s award winners developed solutions in 
areas such as the strategic planning process, reducing 
tobacco-related illness, telepharmacy, and ways to meet 
the oncology-related fertility needs of cancer patients. 

R e c e n t l y ,  G E  l a u n c h e d  a  g l o b a l 
‘healthymagination’ commitment to help deliver better 
care to 10 million patients by 2020, through $1 billion 
in dedicated research and development investments, 
aimed at accelerating cancer treatment progress.

THINKCURE! announced it would award 12 
seed grants, totaling $600,000, to City of Hope and 
Children’s Hospital Los Angeles.

Nine investigators from City of Hope will receive 
$400,000 for their projects from ThinkCure!:

• Yanhong Shi, associate professor in the 
Department of Neurosciences, who is developing a 
new therapy to treat glioblastoma. She has identified a 
molecule called TLX on the surface of the cell which 
appears to regulate brain cancer stem cells, and is 
developing a new gene therapy treatment to prevent 
these cells from forming malignant tumors.

• Yuan Chen, professor in the Department of 
Molecular Medicine, has been examining SUMO, a 
protein critical to tumor cell function that contributes 
to a tumor’s drug resistance. By blocking the protein 
in lymphoma patients, researchers might make cancer 
cells more vulnerable to chemotherapy and radiation.

• Marcin Kortylewski, assistant professor in the 
Department of Cancer Immunotherapeutics and Tumor 
Immunology, is working on a drug that blocks STAT3, a 

protein that helps tumors hide from the immune system 
and enables them to grow. 

• Ryotaro Nakamura, associate professor in 
the Department of Hematology & Hematopoietic Cell 
Transplantation, and his colleagues have identified 
WT1, a gene that is very active in leukemia and 
other solid tumors. Nakamura will be evaluating 
WT1 immune response in lymphoma patients, which 
potentially may lead to the development of a vaccine 
to target the disease.

• Shiuan Chen, professor and director of the 
Division of Tumor Cell Biology, will expand his study 
of aromatase inhibitors. Chen is now focusing on 
SGK3 – a set of genes that may be the cause of drug 
resistance. The goal is to modify SGK3 expression to 
improve the effectiveness of anti-hormonal therapy.

• Jacob Berlin, assistant professor in the 
Department of Molecular Medicine, is building 
nanoparticles that can deliver therapeutic drugs into 
cancer cells, but not healthy cells. Berlin is working on 
a gold nanoparticle that will be tested in breast tumors.

• Co-principal investigators John Termini, 
professor in the Division of Molecular Biology, and 
Rahul Jandial, assistant professor in the Division of 
Neurosurgery, who are studying malignant gliomas 
which are likely to recur after treatment.

• Ching-Cheng Chen, assistant professor in 
the Division of Stem Cell and Leukemia Research, is 
investigating whether disrupting microenvironments 
will also disrupt the development of leukemia cells. 

Five investigators from Children’s Hospital Los 
Angeles will receive $200,000 for their studies:

• Charles Gomer, in the Division of Hematology 
and Oncology, who is studying a promising new 
treatment for retinoblastoma patients. Gomer and his 
colleague, A. Linn Murphree, are investigating how 
survivin, a pro-survival molecule, can be induced to 
maximize treatment and potentially cure patients.

• Anat Erdreich-Epstein, in the Division of 
Pediatrics and Pathology, is investigating how to 
slow the growth of brain tumors. Her study aims to 
uncover how a specific gene in the tumor cell can be 
manipulated to suppress the development and spread 
of brain cancer. 

• Rajkumar Venkatramani, in the Division 
of Hematology and Oncology, will be assessing the 
long-term effects of radiation therapy on pediatric 
cancer patients. 

• Kathleen Ruccione, in the Children’s Center 
for Cancer and Blood Diseases, will be studying the 
long-term effects of blood transfusions on the hearts 
of pediatric cancer survivors.


