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In Brief
Georgetown, Theurer Form Collaboration;
Hopkins To Develop Bladder Cancer Institute

By Tessa Vellek
The word “alternative” may soon disappear from the name of the NIH 

National Center for Complementary and Alternative Medicine.
The name NIH officials now prefer is the National Center for Research 

on Complementary and Integrative Health.
By replacing “alternative” with “integrative” and mixing in 

“research,” NIH officials hope to make the title reflect the evolution of this 
sometimes controversial exploration of the world outside the mainstream 
of allopathic medicine.

By Paul Goldberg
CHICAGO—The consequences of diminishing federal support for 

cancer research can be measured in the abstracts presented at the 50th 
annual meeting of the American Society of Clinical Oncology that concluded 
earlier this week.

 To illustrate the impact of this drought, ASCO developed a graphic label 
to identify abstracts stemming from studies that had received U.S. federal funds. 

(Continued to page 16)

GEORGETOWN LOMBARDI COMPREHENSIVE CANCER 
CENTER and JOHN THEURER CANCER CENTER formed an 
immunotherapy research collaboration. 

The Regional Immunotherapy Discovery Program will focus on a 
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 Altogether, 169 abstracts were identified in this 
manner at the annual meeting. By way of comparison, 
575 studies received federal funding in 2008.

 “We are already seeing a real—and we think, 
disturbing—bit of evidence of the impact of the 
reduction in federal support,” said Clifford Hudis, as he 
was completing his term as ASCO president. “This is 
the predictable end result of the steady decline in federal 
support of clinical cancer research in the US.”

 Being primarily a clinical society, ASCO 
focuses on studies that have the potential to improve 
patient care.

 “The fact that all four of the plenary sessions 
abstracts that you will hear about received federal 
funding demonstrates the important role that this source 
plays in supporting critically important, clinically 
relevant research,” Hudis, chief of the Breast Cancer 
Medicine Service and an attending physician at 
Memorial Sloan-Kettering Cancer Center, said at a press 
conference focused on the plenary session.

 The society’s decision to highlight four group 
studies in this prestigious session as well as its repeated 
strong statements in support of the NCI-funded clinical 
trials cooperative groups suggests that leaders in the 
oncology profession continue to view the groups as a 
crucial engine of progress in cancer research, and—
likely—signals ASCO’s determination to continue to 
advocate for the groups.

 For decades, major groups in oncology have 

sought to settle their disputes with the institute behind 
closed doors. Indeed, NCI hasn’t seen significant public 
and congressional scrutiny for more than two decades.

 This has changed in recent months, as the 
cooperative groups sustained significant cuts in their 
operations and statistical budgets and are grappling with 
the NCI mandate to lower overall patient enrollment 
while switching their emphasis to smaller trials of 
targeted therapies (The Cancer Letter, April 11).

 Several of the large trials highlighted in ASCO 
plenary session enrolled over 1,000 patients and—had 
they been initiated today—would have encountered 
additional obstacles from NCI.

 The groups aren’t objecting to new-generation 
trials and are eager to conduct them. The schism is over 
the $25 million that NCI had said would be added to the 
groups’ aggregate budgets in order to finance a boost 
in per-case reimbursement from $2,000 to $4,000 at 
high-performing sites. When the money failed to show 
up, the groups had to cut into their aggregate accruals 
and faced sharp decreases in statistical and operating 
budgets (The Cancer Letter, May 16).

 So far, the controversy has been focused on the 
four adult groups, but the Children’s Oncology Group, 
too, is facing budgetary challenges (The Cancer Letter, 
May 23).

  According to Hudis, the four studies at the 
plenary session “answer critical questions that people 
with cancer and their doctors face every single day.”

 Describing these studies at a press conference 
June 1, Hudis said:

 “All four of the studies that you are going to 
hear about received funding from the NCI in the U.S. 
This is a critically important point that may not be fully 
appreciated by everybody out there in broader society.

 “Federally-funded studies are designed to 
answer questions that are (a) critically important 
to patients, things like comparative effectiveness 
research, new indications for older generic drugs, and 
improvements in quality of life. But (b) these are often 
studies that industry is less interested in performing. 

 “Our country has had a long-standing 
commitment to funding cancer research. This 
commitment appears to be diminishing, certainly, in 
the last decade.

 “And in this—our 50th year of continued 
progress against cancer—it is pretty clear that the 
national clinical trials system that Americans and others 
around the world have come to depend on to advance 
clinical research and make continued progress really 
doesn’t exist as we knew it.

www.cancerletter.com
http://www.asco.org/press-center/video-gallery
http://www.asco.org/press-center/video-gallery
http://www.cancerletter.com/articles/20140411_1
http://www.cancerletter.com/articles/20140516_1
http://www.cancerletter.com/articles/20140523_4
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 “As of 2014, the NCI cooperative groups system 
has evolved. It is now a streamlined, ostensibly more 
efficient system—and that’s for the good—but it also 
seems to be much, much smaller.

 “The studies being presented today began 
years before this streamlining, and the results come 
to fruition because of a long-standing, year-after-year 
commitment to getting them done. The question that we 
are facing now is who is going to plan for the launch 
and completion of this kind of trials into the future, and 
the answer, honestly, remains to be seen.”

 A day earlier, on May 31, in his presidential 
address, Hudis said the cooperative groups are in danger.

 “One of the key opportunities I have enjoyed 
in my career, and one that is challenged now, is my 
participation in the federally-funded cooperative 
groups,” he said. “They are under real threat, and I 
have tried to help by highlighting their challenges and 
working with the NCI this year. I want to thank my great 
friends at the Alliance as well as the NCI for working 
so hard and so productively while under duress.”

 Hudis’s presidential address appears on page 6.
 NCI officials say reductions in the operations 

and statistical operations wouldn’t cripple the groups 
and promised to distribute an unspecified amount of 
money to the groups later this year.

 Recently, the institute published this statement 
on the website of the NCI National Clinical Trials 
Network.

 “The new system provides for an annual 
enrollment of about 17,000 patients on interventional 
trials, a 15 percent reduction compared with about 
21,000 enrolled patients in recent years. This reduction 
is anticipated to occur gradually, over 2 to 3 years.

 “To this end, NCI has reserved funds to 
distribute to the NCTN groups later in the current fiscal 
year (FY2014) to accommodate an enrollment of about 
21,000 patients.

 “NCI believes that reducing the budget of the 
Network Group Operations Centers will not impede 
the NCTN’s ability to perform important trials. For 
example, as discussed above, future clinical trials will, 
in many cases, require fewer numbers of patients due 
to the selection of patients most likely to benefit from 
the intervention being tested.”

 The new generation of trials will be driven by 
molecular characteristics of tumors (The Cancer Letter, 
Feb. 21).

ASCO Rewards Advocate Who Designed Life-Saving Study
 In another action that focused attention on the 

groups, ASCO gave its “Partners in Progress” award 
to Michael Katz, a patient advocate who has worked 
closely with the groups and, in one instance, formulated 
a scientific question that led to practice-changing and 
life-saving results. 

 In recent months, Katz emerged as the leader in 
efforts to support the groups (The Cancer Letter, May 2).

 “Unfortunately, we live in treacherous times 
for government-funded enterprises, and the groups are 
no exception,” Katz said in his acceptance remarks. “I 
try my best, working with other advocates, to support 
the groups in what has emerged as a funding crisis that 
threatens their survival. 

 “The funding cuts that have been implemented 
by NCI at this point are going to cap trial accruals to the 
point where very few new trials can be opened,” Katz 
said. “And cuts to operations and statistical budgets 
threaten logistics and safety monitoring of ongoing 
trials. 

 “Working with fellow advocates, I am 
endeavoring to get NCI to reconcile its glowing public 
statements about the outstanding capabilities of the new, 
re-invented trials system with the grim reality that we 
as advocates and patients are seeing at the grassroots 
level.” 

 The group study Katz had proposed—ECOG 
4A03—is a classic example of the kind of work that 
publicly funded cooperative researchers are positioned 
to perform.

 Katz wanted to know how much dexamethasone 
should be given in multiple myeloma regimens. Patients 
in the standard care arm of the ECOG trial received 480 
mg of the steroid, and in the experimental arm, the dose 
was slashed to 160 mg. The two doses were administered 
with the drug Revlimid (lenalidomide).

 The trial was halted early because of a dramatic 
difference in one-year survival: 87 percent for standard 
steroid dose vs. 96 percent for low dose. The results 
were presented at the 2007 ASCO annual meeting. 

 “This trial was done by the NCI-funded 
cooperative group system,” Katz said as he received 
the ASCO award. “People say a lot of unkind things 
about the groups, but the fact remains that this is the 
only venue where you can ask questions like these, 
questions that are critically important to patients but 
have either no commercial value, or a dramatically 
negative commercial value.

 “Another example of a trial that wouldn’t have 
happened outside the groups is the one that showed that 

http://www.cancer.gov/clinicaltrials/nctn:
http://www.cancerletter.com/articles/20140221_1
http://www.cancerletter.com/articles/20140502_1
http://am.asco.org/partners-progress-award-and-lecture
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there was no clinical benefit for using bone marrow 
transplantation [and high-dose chemotherapy] as 
adjuvant treatment for breast cancer,” Katz said. “This 
answer resulted in a huge loss of revenue for cancer 
centers, but it spared so many women the ordeal of going 
through a BMT with no benefit.”

The Docetaxel Alternative 
 Studies selected for the plenary sessions seemed 

to be intended to demonstrate how research questions 
asked by the groups are of vital importance in the clinic 
and why they cannot be addressed by commercial 
entities.

 One of the abstracts provided an immediate 
practice-changing result by asking whether an old 
drug—docetaxel—can improve survival for prostate 
cancer patients.

  The ECOG 3805 study focused on chemo-
hormonal therapy, comparing it hormonal therapy for 
hormone-sensitive newly metastatic prostate cancer.

 In this study, men who received chemotherapy 
along with hormones had a 14-month increase in 
median survival, compared to those who received only 
hormones.

 The findings were relevant to men with bulky 
disease, a small subset of metastatic cancer patients. 
If these findings improve survival for men with non-
bulky disease, the findings would become even more 
significant.

 Since docetaxel is available in generic form, 
some interested parties would have preferred not to see 
this result.

 The question is all the more interesting, 
because it builds on knowledge that has been around 
since 1939, when Charles Huggins, of the University 
of Chicago, first identified the role of hormones in the 
development—and treatment—of prostate cancer.

 NCI support for this study was crucial, said 
Christopher Sweeney, the principal investigator, as he 
presented the findings.

 “This institution is a true treasure that helps 
to find the best cancer treatments for our patients,” 
said Sweeney, clinical director of the Lank Center 
for Genitourinary Oncology at Dana-Farber Cancer 
Institute.

 As expressions of gratitude became political, 
other investigators poured praise on the groups for 
working under duress and NCI for its role in supporting 
such studies.

 “I would like to thank the members of the 
cooperative groups that conducted this difficult and long 

study that really has changed the standard of care for 
some patients, at least, in the face of ever-diminishing 
resources,” said Michael Morris, a prostate cancer expert 
at Memorial Sloan Kettering Cancer Center, who was a 
discussant of Sweeney’s presentation.

Four Options in Colorectal Cancer 
 Another practice-changing study—CALGB/

SWOG 80405— sought to determine whether there is 
an optimal first-line treatment for patients with untreated 
metastatic colorectal cancer without KRAS mutations 
by comparing chemotherapy plus either bevacizumab 
or cetuximab.

 Patients were assigned by their physicians 
to FOLFOX or FOLFIRI and then randomized to 
chemotherapy and cetuximab or chemotherapy and 
bevacizumab. Costs of the two drugs are comparable, 
but cetuximab involves more frequent infusions. 

 Since the study found no differences in efficacy, 
patients and physicians will now be able to combine 
either FOLFOX or FOLFIRI with either cetuximab or 
bevacizumab and get the same results. The decision can 
be made based on toxicity profiles and cost.

 “This study clarifies the standard of care and 
is a good example of the value of publicly-funded 
clinical research,” said Alan Venook, the Madden 
Family Distinguished Professor in Medical Oncology 
and Translational Research at the UC San Francisco 
Helen Diller family Comprehensive Cancer Center. 
“It answers the question industry might not ask. It is 
of practical importance, and we took as much time as 
was necessary and will do a broad range of correlative 
science.”

 Median survival rate during the trial was 
approximately 29 months under either approach –-seven 
months longer than the expectations ten years ago and 
nearly triple the survival span of 20 years ago. About 
10 percent of the patients lived more than five years, an 
extremely encouraging amount of time compared to two 
decades ago.

 The study took a decade to complete.
 

ALTTO: The Significance of a Negative Trial

http://www.cancerletter.com
http://www.cancer.gov/clinicaltrials/search/view%3Fcdrid%3D455161%26version%3DPatient
http://www.cancer.gov/clinicaltrials/search/view%3Fcdrid%3D455161%26version%3DPatient
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 Another trial, ALTTO, was chosen because 
it addressed the reliability of pathological complete 
response as a surrogate for patient benefit. 

 The study compared Tykerb (lapatinib) and 
Herceptin (trastuzumab) for the treatment of an 
aggressive form of breast cancer were tested in a study 
that accrued 8,000 participants in 44 countries. 

 The goal was to determine whether dual 
targeted treatment of early stage HER2-positive breast 
cancer was better than using a single agent against 
HER2-positive disease. The results showed no benefit 
combination of trastuzumab and lapatinib 

 ALTTO was conducted by the North American 
Breast Cancer Groups (NABCG), based in the United 
States, and the Breast International Group (BIG) in 
Brussels, Belgium. NCI supported this research.

 Edith Perez, an oncologist at Mayo Clinic in 
Jacksonville, Florida, and Martine Piccart, professor of 
oncology at the Université Libre de Bruxelles, Belgium, 
and lead investigator for BIG, led the development 
team of ALTTO and acted as the study’s co-principal 
investigators.

 “This study operates on two levels,” said Hudis, 
discussing the results at the ASCO press briefing June 1. 
“On the one hand, from the technical point of view, this 
is the kind of study that, if positive, would have changed 
practice tomorrow morning, because these drugs are 
available, and the adjuvant setting is one where there is 
tremendous drive to reduce recurrence and prevent early 
death. But the second level—which operates as a more 
technical one—has tremendous potential implications 
right now. 

 “Last year, FDA, for the first time ever, 
approved a drug in the preoperative setting on the basis 
of an increased pathologic complete response rate. 

 “That drug, Perjeta (pertuzumab), is a drug that 
has been studied in the adjuvant setting, and the hope, 
obviously, is that by getting a drug on the market based 
on pCR we would ultimately save lives. That may turn 
out to be true for that drug.”

 “We are going to have wait for the results of 
that study, which is called AFFINITY, but if the question 
that we have from the societal point of view, is can we 
routinely use in preoperative setting the improvement in 
pathologic complete response as a reliable surrogate for 
disease-free and overall survival?” Hudis said. “Then 
the answer, at least from ALTTO right now is ‘Maybe 
not.’ This is going to cause a tremendous amount of 
high-level technical-scientific discussion in terms of 
drug development. 

 “This is a part of the reason it’s at the plenary 

session, but it’s important because it has profound 
long-term implications in terms of drug development. 
If you look at some of the results across the meeting for 
pCR in the preoperative setting, remember that one of 
the arguments being made is that we can use that pCR 
to reliably predict long-term outcomes. Keep thinking 
about what this study seems to indicate.”

 Perjeta is sponsored by Genentech. A story 
about the FDA Oncologic Drugs Advisory Committee 
decision to recommend giving Perjeta an accelerated 
approval appears in the Sept. 13, 2013, issue of The 
Cancer Letter.

TEXT and SOFT 
 Another abstract focused on combined analysis 

of two trials comparing tamoxifen and aromatase 
inhibitors in premenopausal women.

 The joint analysis, published in The New 
England Journal of Medicine, showed that with a 
median follow-up of 68 months, disease-free survival 
at five years was 91.1% in the exemestane–ovarian 
suppression group and 87.3% in the tamoxifen–ovarian 
suppression group (hazard ratio for disease recurrence, 
second invasive cancer, or death, 0.72; 95% confidence 
interval [CI], 0.60 to 0.85; P<0.001). With 194 deaths 
(4.1% of the patients), overall survival did not differ 
significantly between the two groups.

 Data from the tamoxifen alone arm aren’t 
mature and haven’t been reported.

 In premenopausal women with hormone-
receptor–positive early breast cancer, adjuvant treatment 
with exemestane plus ovarian suppression, as compared 
with tamoxifen plus ovarian suppression, significantly 
reduced recurrence. NCI was among funders for both 
TEXT NCT00066703 and SOFT NCT00066690.

 “This is a long-awaited study that addresses a 
question that has its seeds a century ago,” Hudis said. 
“Do young women need to be made menopausal to 
get the best possible outcome for breast cancer? While 
this result will definitely support the use of ovarian 
suppression and aromatase inhibitors in those people 
who already believe that ovarian suppression is valuable, 
you will hear discussion on the fact that the tamoxifen-
alone control arm—which is the typical North American 
standard—is not yet reported.

 “I will point out, though, that in that discussion, 
people who argue that we can’t yet change the standard 
are essentially saying that tamoxifen alone might 
be better than tamoxifen and ovarian suppression, 
and I will say that that seems highly unlikely, and if 
tamoxifen alone is not better that tamoxifen and ovarian 

http://www.cancer.gov/clinicaltrials/noteworthy-trials/altto
http://www.gene.com/download/pdf/perjeta_prescribing.pdf
http://www.cancerletter.com/articles/20130913
http://www.nejm.org/doi/full/10.1056/NEJMoa1404037
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Hudis's Address at ASCO 2014: 
On Value & Commitment

My name is Clifford Hudis, and I am a medical 
oncologist at Memorial Sloan Kettering Cancer Center 
where I am chief of the Breast Medicine Service. I am 
also professor of medicine at the Weill Cornell Medical 
College and president of ASCO. I have had an amazing 
year serving as the president of ASCO, and today I am 
delighted to welcome you to our society’s 50th annual 
meeting commemorated in recent weeks by both the 
Congress of the United States and also by our host city, 
Chicago, and its Mayor, Mr. Rahm Emanuel.

This may be the only meeting in Chicago where 
neither he nor Ari are the most famous of the Emanuel 
brothers!

Our society continues to grow, making this a 
record-setting year with more than 5,100 submitted 
abstracts and 33,000 attendees.

Now, you may have noticed my Twitter handle, 
@CliffordHudis circled in red, and ASCO’s hashtag, 
#ASCO14. We will be tweeting this talk under my 
handle. This is programmed, I can assure you—and 
the entire social media group—that I am not tweeting 
from the stage!

As you know by now, the theme for this year’s 
meeting is “Science and Society.” I chose this theme 
for ASCO this year to emphasize my intention to bring 
our scientific community and the society we serve closer 
together so that we can more quickly make our world 
free from the fear of cancer.

I chose to begin today’s talk with the word 
“intention” because I believe that this word can sharpen 
our focus, clarify our vision, and help us marshal the 
resources we need to achieve our goal. The power of 
intention is as relevant to us as it was to our founders 
50 years ago.

Indeed, reflecting on societal events leading up to 
ASCO’s founding, I was quickly drawn to this clip of 
President John F. Kennedy speaking at Rice University 
in 1962: “One which we intend to win.”

His emphasis on “intention” resonates for me 
because it is both optimistic and energizing, but it is 
also humble. And it was effective. Indeed, it was JFK’s 
clarity of intention that galvanized our successful efforts 
to reach the moon within seven years in 1969.

Now, since you are here, today, I can only assume 
that you share ASCO’s mission, vision, and, yes, 
intention to conquer cancer, and to rid the world of the 
fear it brings. The question of course, is how best to 
accomplish this.

To address this, I want to go back to April 9th, 1964, 
at the Edgewater Beach Hotel—right here in Chicago 
during an AACR meeting, where our founders met, 
motivated by “their common concern for the patient 
with cancer.”

Who were these seven? Drs. Fred J. Ansfield, 
Harry F. Bisel, Herman H. Freckman, Arnoldus 
Goudsmit, Robert Talley, William Wilson, and Jane C. 
Wright. All were visionary leaders. And you can learn 
more about their remarkable lives at ASCO’s website.

Today, however, I want to focus especially on Jane 
C. Wright who died in February 2013 at the age of 93. 
She was our last living founder, the only woman—and 
the only African-American—at ASCO’s founding in 
1964. I was profoundly honored to represent ASCO 
at a celebration of her life this past November. During 
and after her memorial, I tried to imagine what society 
and our world looked like in 1964, and what she and so 
many others had to overcome. 

It was the era of the Beatles and the Ford Mustang 
to be sure. But, despite our wistfulness for a seemingly 
simple time, it was also the year that in South Africa, 
Nelson Mandela and colleagues were imprisoned for 
life at Robben Island. And here in the U.S., civil rights 
workers were murdered while attempting to register 
African-American voters.

But it was also in 1964 that the Civil Rights Bill 
became law, marking the formal—but not practical—
end to racial segregation and discrimination in the U.S. 
And it was in October that the Reverend Martin Luther 
King, Jr., became the youngest recipient of the Nobel 
Peace Prize.

It was against the backdrop of those events that 
our founders first met. Here is what Jane Wright said 
about that era: “Sure, a woman has to try twice as hard, 
but racial prejudice? I’ve met very little of it.” And then 
she added, “It could be I met it—and wasn’t intelligent 
enough to recognize it.” I am especially impressed by 
her choice to ignore racial and gender prejudice. She 
knew her situation but chose to see past it and make a 
better reality. The reality she intended.

This is both instructional and inspirational, and I 
hope you agree that her story—our story—is one more 
reason to be a proud ASCO member and to support the 
Young Investigator Award that the Conquer Cancer 
Foundation has established in her memory.

suppression, then the marginal bump in disease-free 
survival could be convincing evidence for people 
focused on that endpoint.”

http://twitter.com/cliffordhudis
http://er.jsc.nasa.gov/seh/jfk_rice_speech.mpg
http://connection.asco.org/Magazine/Article/id/3736/ASCO-Celebrates-50-Years-of-Advancing-Progress-Against-Cancer.aspx
http://connection.asco.org/Magazine/Article/id/3438/In-Memoriam-ASCO-Remembers-Founding-Member-Dr-Jane-Cooke-Wright.aspx
http://connection.asco.org/Magazine/Article/id/3438/In-Memoriam-ASCO-Remembers-Founding-Member-Dr-Jane-Cooke-Wright.aspx
http://www.conquercancerfoundation.org/paying-tribute-asco-founder-jane-c-wright-md-0
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On November 5th, 1964, ASCO held its first 
scientific meeting with 51 attendees, again here in 
Chicago, and planned our first annual meeting for early 
1965. Do you think the founding members envisioned, 
imagined, or intended to develop a society of, at 
last count, more than 35,000 members or an annual 
meeting like we are holding today with more than 
30,000 attendees representing more than 100 hundred 
countries?

I would bet they did not.
We know that they intended to improve patient care 

by convening cancer physicians to share knowledge. 
But the size and scale of ASCO today was not their 
actual goal for sure. Instead, it is a consequence of their 
intention and an indicator of their success.

Shaping and honing that tool – ASCO itself – over 
50 years have been all of our volunteers, staff, and past 
presidents, so many of whom join us here today. 

This entire room owes and thanks each of you 
for your leadership, guidance, creativity—and your 
collective inspiration.

And I am truly amazed that I get to join your 
ranks on Monday at noon, after Peter Yu assumes the 
presidency. I am, however, confident that under his 
leadership, and then Julie Vose’s to follow, ASCO will 
be guided by dedicated and talented volunteers.

But as we collectively face the next decades, I 
believe we need to ask how can we best leverage the 
hard work of our predecessors to even more fully satisfy 

society’s rightful expectation of progress against cancer? 
How can we best develop and utilize this tool called 
ASCO? Specifically, what is our intention for ASCO, 
now that we are 50?

Social Justice in Cancer Care
Our intention is social justice in cancer care.
I believe that our intention should be the translation 

of scientific progress into maximal societal benefit by 
assuring that every patient can have access to the highest 
quality cancer care. In the end, through research and 
application, our intention should be the achievement of 
social justice in cancer care. 

Everything we do can fit under this broad goal, but 
this intention provides a unifying purpose that we can 
use to mobilize the society we serve.

If we intend to achieve social justice in cancer 
care, we simply need more public and private resources.

In 2013, the U.S. federal budget was almost $4 
trillion. That is 4 thousand billion. The NIH budget was 
$32 billion. The NCI component of the NIH budget was 
just over $5 billion.

I do not want to overwhelm you with frustrating 
information or bad news, but it is a sad fact that our 
nation’s investment in science at the federal level has 
failed to keep pace either with inflation or with the 
growth in opportunities brought by new discoveries, 
such as those highlighted by Lee Hood moments ago.

To a first approximation, that makes federal 
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spending on cancer research about 0.1 percent of the 
federal budget. Research on a disease that affects one-
third to one-half of all Americans garners less than one 
dollar of every thousand spent federally. Meanwhile, 
the purchasing power of federal funding to the NCI is 
now 23 percent less than it was in 2003.

NIH Director Francis Collins has said that the 
one thing that keeps him up at night is our inability 
to fund deserving investigators. And NCI Director 
Harold Varmus has clearly had to make painful funding 
choices.

The practical impact of these cuts is felt directly 
or indirectly every day, by those of you here—and by 
our patients and colleagues around the world.

Indeed, it is no better—and generally far worse— 
globally, as this graph of R&D related to GDP around 
the world demonstrates. It is clear that the financial 
resources that society commits to the problem of cancer 
are not commensurate to the challenges we face.

I hope that everyone here commits these numbers 
to memory and repeats them—often and loudly. We 
need societal awareness of the fact that an investment 
of 0.1 percent of our federal budget cannot begin to 
address the problem we face. To help draw attention 
to the importance of federally funded clinical research, 
we are highlighting those studies with this symbol 
throughout our meeting.

We must raise awareness of the remarkable return 
all of society receives on its investment in federal 
research so that it can be increased. This entire meeting 
showcases that return.

If we intend to achieve social justice in cancer 
care, we must address disparities in access to high-
quality care.

The most troubling consequence of dwindling 
support for research is slower progress against cancer. 
This is where our patients bear the burden and feel the 
impact. But there are additional obstacles to care that 
prevent many from benefiting from what is already 
known.

To delineate the challenges we face in providing 
quality care and to develop solutions to uneven 
access now and in the foreseeable future, in April 
of 2014, ASCO issued its first annual assessment of 
the State of Cancer Care in America. This landmark 
report was made possible by everyone’s participation 
in a comprehensive survey and census effort. We 
highlighted in a Capitol Hill briefing with Blaise 
Polite, the incoming chair of our Government Relations 
Committee and immediate past-chair of our Health 
Disparities Committee, along with Carolyn Hendricks, 

the chair of our Quality of Care Committee.
In addition to demonstrating the progress we have 

made against cancer—such as the reduced death rate 
we now see—the report described ways we are trying 
to adapt to growing demand for services, the rapidly 
evolving health care environment, and the tremendous 
economic pressures associated with maintaining access 
to care across our country.

Your responses, combined with ASCO’s 
workforce analysis and new data about projected 
cancer cases and survivors—expected to increase by 
more than 40 percent over the next 15 years, suggest 
that we need to expand our clinical resources if we are 
to achieve our goal of assuring that every patient has 
access to high quality cancer care.

So, in addition to our call to sustain innovation 
through a robust national cancer research program, what 
other specific investments are needed? Development 
and testing of new health care delivery and payment 
models designed to preserve access to high-quality care 
in local communities where the majority of cancer care 
is actually delivered.

Our goal with these models is to reward value, 
as opposed to volume. Together, we will have to be 
bold and brave in testing these alternatives, but, as this 
article points out, we need to control payment reform 
and our focus on the quality of care we deliver, or 
others will quickly step in and define all of this for us.

We must end persistent financial threats to clinical 
practice, especially in vulnerable communities, that 
are caused by sequester-related cuts and the flawed 
sustainable growth rate formula that drives physician 
payment.

Our legislators must understand the price our 
patients pay for inaction and gridlock on this issue.

Finally, we need strong support for physician-led 
quality initiatives such as ASCO’s established Quality 
Oncology Practice Initiative which, by the way, was 
recently granted “deemed” status by the Center for 
Medicare and Medicaid Services.

With regard to QOPI, we clearly have the tools, 
skills, experience—as shown by the rapid update of 
QOPI by our members since its launch in 2006—and 
we are best ability to assess and judge the quality of 
care we render.

We do not want to yield this to others.

“The whole oncology pricing structure needs to 
be rethought.”

Now, as you know, we cannot avoid the issue of 
the cost of care. Here is a quote attributed to Warren 

http://www.asco.org/practice-research/cancer-care-america
http://online.wsj.com/articles/insurer-to-reward-cancer-doctors-for-adhering-to-regimens-1401220033?tesla=y&mg=reno64-wsj&url=http://online.wsj.com/article/SB10001424052702304587704579588170876612100.html
http://online.wsj.com/articles/insurer-to-reward-cancer-doctors-for-adhering-to-regimens-1401220033?tesla=y&mg=reno64-wsj&url=http://online.wsj.com/article/SB10001424052702304587704579588170876612100.html
http://qopi.asco.org/
http://qopi.asco.org/
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Buffett: “Price is what you pay. Value is what you get.”
If we intend to achieve social justice in cancer 

care, we must define “Value in Cancer Care” so that 
we are best able to optimally use society’s precious 
resources.

First, we should begin by acknowledging that 
in some parts of the world, the great breakthroughs 
presented at this meeting are little more than science 
fiction.

Second, even when these breakthroughs are 
available, such as the U.S., the cost of care is rising 
rapidly, faster than the rate of medical inflation.

Patients are bearing more of the costs, with 
predictable negative effects—such as decreased 
compliance—as was reported in the JCO this winter. 

Ask yourselves where it could ever make sense 
to have a co-pay for an oral cancer treatment that saves 
and extends life, and avoids more toxic and expensive 
alternatives? A financial disincentive for compliance 
is irrational no matter how you look at it!

The lay press has taken notice and is increasingly 
focusing on high prices. And while there are many 
components to the cost of cancer care, one unsolved 
problem is the lack of a rational or linear relationship 
between pricing and value. Indeed, you can see that 
the price of most of the recently approved new agents 
for cancer has risen dramatically.

The question is not, who is at fault? The question 
is, how can we work together to preserve innovation 
and improve access and affordability?

Now I have a question you: Who do you believe 
made this statement in Forbes magazine in May 2014? 
“The whole oncology pricing structure needs to be 
rethought because it’s reached the level that is not 
going to be sustainable for the long term.”

Is your answer:
A) a regulator,
B) an insurance executive,
C) a patient advocate,
D) a hospital formulary member, or
E) the CEO of a large pharmaceutical company?
It may surprise some of you to learn that the 

answer is E.
I suggest that if our partners in industry can see 

the problem as clearly as we do, then there is great 
potential and opportunity for us to work together to 
identify a productive way forward. One that preserves 
capital flow and reward for innovators, but that 
provides even more access to care. We must be creative 
and innovative, and we can if we work together.

At ASCO we have begun to do exactly this by 

organizing a Summit on Value in Cancer Care involving 
all stakeholders. I want to thank Neal Meropol and 
Hagop Kantarjian for helping ASCO approach this. We 
know that the assessment of value is far more complex 
than simply adding up the price of drugs.

Our aim is, therefore, to provide what we call a 
“value framework” to help clinicians and patients more 
fully understand the likely benefits of specific treatment 
plans for their cancers. By understanding the full range 
of choices—their expected benefit, toxicities, as well 
as cost—patients can make choices that best suit their 
personal circumstances.

We believe that this effort is ASCO’s responsibility 
to our patients and to society. We are clearly the best 
positioned to serve as honest brokers because we are 
the best informed to lead this difficult, but rewarding 
discussion. This is key to fulfilling our intention of 
providing access to the best possible cancer care as 
broadly as we can.

To emphasize our commitment, throughout 
this year’s meeting you will hear discussions that 
incorporate value. Lowell Schnipper, as chair of our 
Value Task Force, has worked with Jedd Wolchok, 
our scientific program chair, and Gini Fleming, our 
education program chair, to provide knowledgeable 
discussants at many sessions including the post-plenary 
ones tomorrow afternoon.

As clear evidence that we can work together, I 
draw your attention to this piece published yesterday 
by our own Hagop, and Drs. Crenshaw and Newcomer 
from industry and the insurance industry.

Disparities in Cancer Care
If we intend to achieve social justice in cancer 

care, we must address disparities in risk for cancer.
Fifty years ago—in January of 1964—U.S. 

Surgeon General Luther Terry publicly declared 
cigarette smoking was hazardous to health. Since then, 
the scientific and medical community has galvanized 
society to raise awareness, reduce usage, and address 
its health consequences. The link between tobacco use 
and socioeconomic status meant that related health 
issues would fall disproportionately on those least 
able to bear them.

That made society’s commitment, intention, and 
investment in prevention that much more important. 
If you stop by the display located in Oncology 
Professionals Hall, Booth 2111, you can see the story 
of those efforts and the impact they have had.

Fifty years later, we are confronted by a global 
rise in obesity, and it is time once again for Science 

http://jco.ascopubs.org/content/early/2013/12/23/JCO.2013.52.9123.abstract?sid=377543aa-e54e-4834-a1c3-4d3df9ddc833
http://www.forbes.com/sites/matthewherper/2014/05/07/is-this-how-well-cure-cancer/
http://thehill.com/blogs/congress-blog/healthcare/207631-common-ground-on-cutting-costs-of-cancer
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and Society to join forces against this newly emerging 
public health challenge, highlighted just this week 
again in the Lancet by Ng, et al. A growing body 
of research is pointing to energy balance including 
exercise and weight as important risk factors in cancer. 
In some ways, obesity appears to be the new tobacco 
for our generation.

My personal interest in this started more than 
a decade ago when I was introduced by my mentor, 
friend, and colleague, Larry Norton to Andrew 
Dannenberg, a gastroenterologist working at MSKCC’s 
partner institution, Weill Cornell Medical College. His 
focus was inflammatory bowel disease and specifically 
the role of the COX enzymes. We studied COX2 
inhibition in HER2-positive metastatic breast cancer 
and preoperatively in ER-positive post-menopausal 
disease with early collaborators, Chau Dang and Elisa 
Port.

Perhaps our team’s key experiment—informed 
by the insights that a true multidisciplinary laboratory 
and clinical translational team can obtain—was this 
study of 40 mice. Our initial plan was to determine the 
impact of a high-fat versus low-fat diet.

Because most hormone receptor-positive breast 
cancer occurs, somewhat paradoxically, after the 
cessation of menses, we randomized the mice to 
undergo oophorectomy or not, so as to model human 
menopause. The results shown here were fascinating.

While the high-fat (and high-calorie) diet was 
associated with significant weight gain, this was 
even greater in the oophorectomized animals. This, 
of course, matches the common clinical experience 
whereby menopause is associated with greater 
challenges in weight control for many women.

Our mouse model recapitulates the human 
experience.

But, offering the possibility of intervention, 
we discovered chemical inflammation, evidenced 
by elevated IL6, TGF-beta, and prostaglandins, 
in association with these “crown-like structures” 
consisting of dead or dying adipocytes surrounded by 
scavenging macrophages. These were found in both 
breast and visceral fat and were more frequent with 
increased weight.

In a project led by Patrick Morris, our team then 
confirmed the existence of these same lesions, for the 
first time, in the breast white adipose tissue of women 
(not mice), associated with increased body mass index 
and correlated with inflammatory mediators.

I encourage you to attend presentations by Andy 
Dannenberg—this afternoon at the Joint AACR/ASCO 

Symposium at 3:00 PM, as well as posters by Ayca 
Gucalp and Neil Iyengar on Sunday morning on this 
ongoing work.

But I want to return to the societal aspect of this 
scientific effort. Not only are our patients growing more 
obese and overweight, as this data from the CDC makes 
clear, but the trends are predicted to worsen. Hence, 
the health consequences of overweight and obesity 
are going to confront us for decades to come and our 
team’s intention is to complete meaningful research 
that provides solutions for this societal challenge.

For the same reasons, ASCO is rising to this 
challenge. I draw your attention to the Energy Balance 
Working Group, led by Jennifer Ligibel, which this 
year produced ASCO’s Obesity and Cancer Guide for 
Oncology Providers and, for patients, Managing Your 
Weight after a Diagnosis of Cancer, both of which are 
available at this website.

We hope you will download and use these 
resources in your practices as we pursue even more 
effective interventions. Our concern is that this issue 
could reverse the gains we have made fighting cancer 
over the past fifty years and we do not intend to allow 
this to happen. I am proud that ASCO has the unique 
resources and skills to lead the world in developing 
approaches to manage this challenge and is partnering 
with sister organizations with expertise.

If we intend to achieve social justice in cancer 
care, we must harness the new power of information 
technology.

The Move to Precision Medicine
It was the spring of 1964, when IBM announced 

“System/360”—the first so-called mainframe computer 
with broad scientific utility and commercial success. 
Along with the first appearance of a computer program 
written in Beginners’ All-purpose Symbolic Instruction 
Code, or BASIC, these events provided the building 
blocks for the information systems we use today and 
that we now seek to exploit to make a world free from 
the fear of cancer.

The medical science at our disposal today is 
unprecedented—and remarkable. From Watson, Crick, 
Wilkins, and Franklin’s proposal of the double-helix 
three-dimensional structure of DNA, to affordable 
high-throughput sequencing described so beautifully 
this morning by one of its founding leaders, professor 
Lee Hood, we are unlocking the inner workings of cells 
leading to precision medicine and its promise of better, 
safer, more effective treatments for all.

But the move to precision medicine adds daunting 

http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(14)60460-8/abstract
http://www.ncbi.nlm.nih.gov/pubmed/21622727
http://www.ncbi.nlm.nih.gov/pubmed/21622727
http://www.cdc.gov/obesity/data/adult.html%23History
http://www.asco.org/practice-research/obesity-and-cancer
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complexity and challenges that were unimaginable just 
a few years ago, as Mark Robson highlighted in an 
editorial accompanying a paper by Kurian et al. this 
week in the JCO.

Given our commitment to provide access to the 
best possible patient care across the globe, what is 
ASCO’s vision of how we can accelerate the practical 
use of these approaches? How will ASCO lead our 
community in understanding and applying this rapidly 
expanding area of clinical science?

One way is by addressing the both societal and 
individual concerns about autonomy and privacy raised 
by the more frequent sequencing of tumor-normal 
pairs. The concern is understandable, as this technology 
can provide insight into an individual’s entire inherited 
genome.

ASCO has begun to address this in many ways, 
including a ten-module ASCO University genetics 
course organized by Ken Offit and Laney Lindor and 
a two-day pre-meeting (just concluded) on Genetics 
and Genomics for the Practicing Clinician, which was 
organized by William Pao and Judy Garber.

These tools are meant to educate our members—
and to provide support for all of us as we seek to 
navigate this brave new world.

The second way is through the use of advanced 
information technology to learn from the detailed 
information now stored in electronic medical records. 
This, of course, is our plan for CancerLinQ as you 
have heard from this stage and elsewhere since 2012. 
Boldly, our society has built a working prototype of 
CancerLinQ.

We have acquired the records of more than 
170,000 patients with breast cancer, benchmarked 
their care against agreed-upon quality measures from 
our QOPI program, and recapitulated the results of 
prospective randomized clinical trials.

CancerLinQ will never replace conventional 
drug development and testing, but it can be a powerful 
complement that may save time and money for society 
as we develop new and better treatments. For example, 
what if a single randomized trial, instead of several, 
could be planned and then the real world results from 
CancerLinQ be obtained to confirm what was seen 
in the study? What if accelerated approval could be 
provided to a new drug in a new and rare subtype of 
disease, defined genomically perhaps, but confirmation 
of this positive signal and of its safety could then be 
provided using our “big data” generated outside of 
studies in the real world? What if post-marketing 
surveillance could be converted from expensive, 

voluntary, and selective into ubiquitous, uniform, 
complete, and inexpensive? How could this help our 
colleagues at the FDA think even more liberally about 
lowering some barriers to drug approval?

These simple examples demonstrate the potential 
for CancerLinQ to simultaneously increase medical 
knowledge, accelerate drug development, and deliver 
meaningful advances more quickly to our waiting 
patients.

With your support, ASCO can lead the 
development of these tools—we can galvanize both 
the scientific community and society to invest in and 
support this groundbreaking effort and achieve greater 
social justice.

The third way is by sharing and collaborating. 
Invited by then AACR president, Charles Sawyers, we 
were early signers to the Global Alliance and plan to 
help make all somatic genomic information available 
in uniform fashion to the scientific community around 
the world so we can accelerate learning and the 
development of better treatments.

I have set out today to highlight five critical 
opportunities for our society, for ASCO, as we turn 
from our first five decades towards the next one and 
beyond. My intention is for us to achieve social justice 
in cancer care by providing meaningful resources for 
research, by assuring access to high-quality care, by 
collaboratively defining value and working towards 
it, by confronting new risks, like energy balance, and 
by harnessing the power of information technology, 
as we have in most other industries. Some will say we 
can’t afford this.

Returning to 1964, consider President Lyndon 
B. Johnson’s Great Society Speech, delivered within 
a month of ASCO’s founding, in May 1964 at the 
University of Michigan. There he described his 
intention to do whatever was necessary to eliminate 
poverty and racial injustice. He opened this push, in 
his January 1964 State of the Union speech with this 
challenge: “We can afford to win it,” he says and “we 
cannot afford to lose it.” Within the year, he signed the 
Great Society legislation, as he intended.

For us, don’t these two sentences ring true as we 
strive to free the world from the fear of cancer? How 
can we afford not to make the necessary investments 
in the future of our patients, our friends, our families, 
and our children, worldwide?

It is my intention to see us do everything possible 
to enable science to allow us to achieve a world free 
from the fear of cancer. 

http://jco.ascopubs.org/content/early/2014/05/20/JCO.2014.56.0474.full.pdf+html?sid=4a3025e2-6704-41f6-b150-f28b8fdc35c7
http://jco.ascopubs.org/content/early/2014/04/09/JCO.2013.53.6607.abstract
http://university.asco.org/cancer-genetics-program
http://university.asco.org/cancer-genetics-program
http://www.asco.org/quality-guidelines/cancerlinq
http://genomicsandhealth.org/
https://www.youtube.com/watch?v=Fv9aim1QJzM
https://www.youtube.com/watch?v=Fv9aim1QJzM
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Departed Members
I have many people to thank.
First, with this slide, I remind us that ASCO 

stands on the shoulders of giants who shaped our 
organization over the past 50 years. In addition to Jane 
C. Wright, we lost a number of great leaders, pioneers, 
and researchers in 2013-14. We will miss all of these 
friends.

At MSKCC my career and my time at ASCO 
has been supported by some of the most inspiring and 
driven colleagues imaginable, and I have benefited 
in particular during Sunday morning spin class from 
the wise counsel of Charles Sawyers, the immediate 
past president of AACR, and Jose Baselga, AACR’s 
president-elect. I do believe I look the least sweaty.

Like all of you I am part of a complex, 
interconnected network of mentors, allies, patients, 
friends, and family. I can’t name every single person 
to whom I am indebted, but wish I could.

Craig Thompson described me as “on loan to 
ASCO this year.” Maura Dickler, Sarat Chandarlapaty, 
Andy Seidman, Ayca Gucalp, Elizabeth Comen, Neil 
Iyengar, and Larry Norton were the unknowing co-
signers of that loan, but everyone in this photograph, 
and many, many more made great personal sacrifices 
this year so that I could focus on ASCO, and I am 
forever indebted to them all.

One of the key opportunities I have enjoyed in 
my career has been my participation in the federally 
funded cooperative groups. These are under real threat, 
and I have tried to help by highlighting their challenges 
this year.

I want to thank my great friends at the Alliance 
(formerly CALGB) and NCI, as well for working so 
hard and so productively under duress—as you will see 
at tomorrow’s Plenary Session where all four abstracts 
were federally supported.

Augmenting that work has been the Translational 
Breast Cancer Research Consortium. Thanks to all of 
you for tolerating my occasional absence.

As many of you know, I am a breast cancer 
doctor. This is a key aspect of my professional identity 
forged under the mentorship of Larry Norton, ASCO’s 
38th president. All of you know Larry and indeed 
many of you also claim him as a mentor. That alone 
is testimony to his special place in the history and 
development of modern oncology. I first met Larry at 
Mount Sinai hospital in 1987 when he worked with 
James Holland. Larry joined MSKCC in the fall of 
1988 when I was about halfway through my first year of 
fellowship and started what became MSKCC’s Breast 

and Gynecologic Cancer Medicine Service.
It quickly grew to a patient-centered, academically 

productive, evidence-based clinical care and research 
team that I took over in 1998. Under his direction our 
clinical services were moved to the first Evelyn H. 
Lauder Breast Center, supported by the late Evelyn 
Lauder, a 2007 recipient of the Partners in Progress 
Award, accepted that year on her behalf by Leonard 
Lauder who, along with the BCRF leadership, have 
once again chosen to spend a weekend here at ASCO 
showing their dedication to our shared cause. Thank 
you, Leonard.

All of us depend on our colleagues at the bedside, 
and I have been blessed to work with great nurses. 
These professionals define team care and are a great 
example of why we have pushed to expand and extend 
membership opportunities at ASCO to all of the 
professionals who care for cancer patients.

I thank my office staff, Dina Erwin and Iris 
Ronda, for everything, including getting me here on 
time this morning.

Finally, our trainees. They are, of course, our 
future and they offer the hope that our ongoing work 
will be translated into benefits for generations to come. 
I have had the opportunity to mentor wonderful fellows 
over the decades and many of them are well known to 
you from their subsequent accomplishments.

ASCO itself is fortunate to have extraordinary 
leaders, and I have benefited along with you from their 
guidance and thoughtfulness all year. Allen Lichter, 
Richard Schilsky, and Jamie Von Roenn are physicians 
with more than a century of combined experience now 
put to use guiding ASCO. Our staff is remarkable and 
we are lucky to have them.

And the insights of our past president, Sandy 
Swain, have been critically important to me. 

Any of you who know me know that I burst with 
pride when speaking of my wife, Jane, and her intellect 
and accomplishments.

In a recent column in the New York Times, David 
Brooks suggested that, when contemplating marriage, 
we should ask “Is this person admirable enough that 
I want to live my life as an offering to them?” By his 
criteria I got it right, except that Jane is far more than 
admirable than my offering. Being with her makes me 
believe all things are possible, including the pursuit of 
a world free from the fear of cancer.

These are our sons, Sam and Isaac, who fill us 
with pride every day. We are fortunate to be together 
here today with their grandparents Mortie, Ellen, and 
Ellen and also our great friends, Deborah and Peter 

http://www.nytimes.com/2014/05/13/opinion/brooks-the-problem-with-confidence.html?_r=0
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Krulewitch, the latter of silver-screen fame!
This is a man we miss every day—my father—

with me in the summer of 1960, four years before 
ASCO’s founding. He died at age 64 from metastatic 
prostate cancer. My vision, dedicated to his memory 
and shared with ASCO and the CCF, is a world free 
from the fear of cancer.

My intention is that we will achieve this soon.
Thank you.

The center’s director, Josephine Briggs, said that 
most people currently use non-mainstream approaches 
along with conventional treatments, rather than in place 
of conventional medicine.

“We believe that our current name no longer 
accurately reflects our Congressional mandate, which 
is, in part, to study the integration of these practices 
as a complement to conventional care,” Briggs said to 
The Cancer Letter. “The addition of the term ‘research’ 
will better represent the fact that we support a portfolio 
of rigorous research and will dispel any myths that we 
support the use of unproven products or practices.”

Created as the Office of Alternative Medicine 
in 1992, the NIH unit focused in part on alternative 
cancer treatments and purported cures, which included 
the “antineoplastons” therapy offered by Houston 
practitioner Stanislaw Burzynski. A clinical trial of the 
remedy was never concluded because of disagreements 
between the investigators and Burzynski.

It’s a safe guess that, if left to its own devices, 
NIH would have stayed away from alternatives. 
However, former Rep. Berkley Bedell (D-Iowa)—
who claimed nitrogen treated his prostate cancer—
and key appropriator Sen. Tom Harkin, also an 
Iowa Democrat—who claimed bee pollen treated 
his allergies—were the key players in forcing a 
congressional mandate for an NIH center to research 
complementary and alternative medicine. (The Cancer 
Letter, June 26, 1992) 

The center often came under fire and was 
ridiculed for its stated goals to deploy rigorous science 
to test alternative treatments in many therapeutic areas, 
including cancer. 

The late Saul Green, a self-described “quack-

Semantics
NIH Seeks Alternative Name 
For Alternative Medicine Center
(Continued from page 1)

buster,” copiously researched alternative medicines 
and often found that they lacked biological plausibility 
(The Cancer Letter, July 13, 2007). He also ridiculed 
NIH and NCI for testing Burzynski’s antineoplastons—
and mocked the center for its study of intercessory 
prayer in a letter to the editor of The Cancer Letter 
(Nov. 5, 1993): “How would the investigators prevent 
the controls from praying secretly? Would sinners 
be included or excluded from the experimental and 
control groups?”

Over time, the center became more focused on 
integrative medicine and complementary therapies that 
are usually used treat side effects of cancer treatment. 
The center switched emphasis to advancing symptom 
management, developing effective and personalized 
strategies to promote health as well as implementing 
evidence-based decision-making for complementary 
and alternative medicine.

The center is now studying the role yoga can 
play in helping women to quit smoking, and its use as 
a stress-reduction technique to ease the symptoms of 
ulcerative colitis.

NCCAM closed its public comment period on 
the name change June 6. 

The semantics signal a deep meaning here, said 
Barrie Cassileth, the Laurance S. Rockefeller Chair 
in Integrative Medicine and chief of the Integrative 
Medicine Service at Memorial Sloan-Kettering Cancer 
Center.

“An alternative means a viable option, and there 
are no viable options in cancer care,” Cassileth said to 
The Cancer Letter. “It’s not a matter of people saying, 
‘Okay, do I want to go have surgery to have this lump 
removed or do I want to take high-dose vitamin C or 
some other unproved or disproved method.

“Alternative means an option for something 
equivalent. This is not equivalent. Integrative therapies 
treat symptoms that are caused by cancer treatment. 
There is no effort or suggestion that complementary or 
integrative modalities treat cancer in any way, shape 
or form.”

Wallace Sampson, a retired hematologist and 
oncologist and emeritus clinical professor at Stanford 
University, and a quack-buster himself, said the change 
in semantics isn’t necessarily meaningful.

The terms “complementary” and “alternative” 
grew out of “holistic,” which was invented in South 
Africa in 1927, Sampson said. The two terms were 
invented by a collection of people in the 1970s, 
with “complementary” being primarily British and 
“alternative” being American, he said. In the 1980s and 

http://www.cancerletter.com/downloads/20140605
http://www.cancerletter.com/articles/20101218_19
http://www.cancerletter.com/downloads/20140508_41
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Courts
Kansas City Clinic Settles 
Medicare Overbilling Claims

By Tessa Vellek
A Kansas City, Kan., cancer clinic agreed to pay 

$2.9 million to resolve allegations that it violated the 
False Claims Act by submitting claims to Medicare, 
Medicaid, and the Federal Employee Health Benefits 
Program without providing those drugs and services.

The Hope Cancer Institute and its owner, Raj 
Sadasivan, settled the complaint stemming from 
allegations by employees that the clinic overbilled 
Medicare for chemotherapy drugs, including Rituxan, 
Avastin and Taxotere. The suit covered the period 
between Jan. 1, 2007, through Dec. 31, 2011, the 
settlement agreement states.

According to court documents, three HCI 
employees observed Sadasivan use a paper cutter and 
tape to alter patient records before faxing them to 
Medicare in order to receive inflated reimbursement.

The complaint states that Sadasivan used an 
unlocked electronic medical record of a “phantom 
patient,” named Glenna Pigg, to alter records of 
thirteen other patients to claim higher doses of Rituxan 
than the clinic actually provided. 

“Specifically, the ‘locked’ EMR of those 
thirteen patients indicated that they had received 500 
mg dosages of Rituxan, but the altered EMR that 
Sadasivan had faxed to CMS stated that those patients 
had received dosages of 1,000 mg of Rituxan,” the 
complaint stated. The case was settled on April 14.

According to the complaint, HCI defrauded the 
federal government out of about $145,000 for each of 
the 13 patients with altered records. The complaint also 
states that Sadasivan committed office visit fraud by 
overbilling Medicare for patient office visits. 

“Patients’ office visits at HCI virtually never 
entailed anywhere near twenty-five minutes of face-to-
face interactions between the patient and Sadasivan,” 
the complaint states. “Such office visits also virtually 
never included either a detailed medical history or 
detailed examination of the patient. The office visit 
virtually always entailed less than or little more than 
ten minutes of such face-to-face interactions.”

According to the complaint, Sadasivan was 
regularly not present for physician-administered 
chemotherapy treatments, as he typically left the office 
between 10:15 to 11:00 a.m. to perform rounds at 
Providence Medical Center in Kansas City and returned 
between 1:00 and 1:30 p.m. Thus the complaint alleged 

1990s, the two terms were combined to form CAM. 
“Integrative” has been the latest change, invented at 
the University of Arizona in the 1990s, he said.

“They are contemptible when they are doing 
things like this if they don’t change what they 
do—insulting and contemptible,” Sampson said to 
The Cancer Letter. “Nothing short of language like 
that will do, because otherwise I would be guilty of 
misrepresentation. And there’s been enough dancing 
around with the terms.

“Name change is fine with me if they change 
what they do. But if they’re going to be doing the same 
thing, they’re wasting money and they’re changing 
the name. It’s like calling communism progressive. 
It’s propaganda.”

Sampson said the NIH venture has failed to find 
a cure using alternative and comparative medicine, 
instead turning to pain and symptom relief, which are 
“all in the frontal lobe, in the head, anyway.”

Although not intended to cure, integrative 
medicine can provide a survival advantage in some 
settings, according to Cassileth. Her favorite example: 
moderate exercise—such as brisk walking—for 2.5 
hours per week reduces breast cancer mortality by 67 
percent compared to inactive women. 

With the growth of integrative medicine, “we are 
continuing to focus our resources on building better 
evidence to clarify whether interventions that are 
already being widely integrated into the real world of 
health care and health care systems—and for which 
there exists a reasonable scientific case for investment 
of valuable resources—are safe and have efficacy,” 
NIH’s Briggs said.

Although Cassileth and Briggs do not predict 
the name change to impact funding for the center, 
Cassileth said it could impact the public perceptions 
of the institution.

“I think it will bring integrative medicine and 
complementary therapies into the fore and make 
it appear more reasonable and rational and worth 
pursuing,” she said. “The added term of alternative 
diminishes the scientific value of integrative or 
complementary therapies and many people laugh about 
it. It’s not an appropriate term in a scientific setting. 
The National Institute of Health is a scientific setting. 
It should know better.”

Cassileth said she hopes other scientific 
organizations, such as the NCI Office of Complementary 
and Alternative Medicine, will also eliminate the term 
alternative medicine from their titles. NCI officials said 
they aren’t considering the name change.

http://www.ascopost.com/issues/march-15,-2013/fitness-can-exercise-lengthen-survival-in-patients-with-cancer.aspx
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that Sadasivan committed unsupervised infusions 
fraud.

The complaint states that Sadasivan improperly 
administered unused portions of medications—those 
remaining in vials after a portion was administered to 
one patient—to another patient.

The settlement agreement, in which Sadasivan 
does not admit guilt, indicates that government claims 
against HCI amounted to $31.7 million.

Sadasivan and HCI agreed to pay the full sum of 
$1,095,230 together with interest accruing at the rate 
of 1.5 percent per annum by Jan. 5, 2015, according to 
the settlement. The deal requires Sadasivan and HCI 
to execute a mortgage on the property 14 days after 
the agreement.

In addition to monetary penalties, Sadasivan 
and HCI agreed to be excluded from participating in 
Medicare, Medicaid and all other federal health care 
programs for a period of 10 years, according to the 
agreement. FEHBP is also debarring Sadasivan for 
this 10-year period, the document states.

According to the Kansas Board of Healing Arts, 
Sadasivan’s medical license is inactive. 

Federal whistleblowers are entitled to 15 to 
25 percent of the amount the government receives 
from fraud cases, but the exact amount has yet to be 
determined, said the relators’ attorney Mark Kistler. 

HCI’s phone has been disconnected. Sadasivan’s 
attorneys didn’t respond for comment.

The settlement documents are available on The 
Cancer Letter website.

By Otis W. Brawley
Eddie Reed, a physician who conducted ground-

breaking clinical studies on paclitaxel, one of the major 
cancer drugs of our time, died May 28.

Reed, 60, had liver cancer.
Many of us will remember Eddie for his 

achievements. They were many and spectacular.  In the 
late 1980s, I was the other and younger Black doctor 
in the Medicine Branch at NCI. I will remember him 
as a cancer doc, an intense man with high standards.

Over the years, I got to understand and even love 
this complex man.

Eddie was born near West Memphis, Ark. He was 
one of sixteen children. Eddie experienced segregation 
and discrimination in ways many Americans have 
forgotten existed. I will always remember him telling 

From left to right: Eddie Reed, then-NCI Director Sam 
Broder, and Brawley in 1991. Reed was receiving an 

award for his role in developing Taxol.

me about his brother who had an asthma attack and 
died after an Arkansas hospital refused to treat him 
because they did not treat “Negroes.”

This is perhaps the best example of the 
environment Eddie and his siblings grew up in. They 
were all driven. Eddie was not the only of his brothers 
and sisters to go to college. Several received graduate 
degrees. Like Eddie, they have served in high positions 
in government and academia and done tremendous 
service for this country.

Eddie would go to Philander Smith College, a 
small historically Black college in Little Rock. He 
would go on to the Yale Medical School, complete 
internal medicine residency at Stanford and a 
fellowship in medical oncology at NCI. He stayed on 
at the NCI as a senior investigator.  

His contributions at NCI were massive:
• He was involved in the negotiation between 

NCI and Burroughs Welcome leading to production 
and sale of Azidovudine (AZT). 

• He opened a lab and studied DNA damage 
and DNA repair enzymes.  He would be the expert on 
DNA-platinum adducts.

• He conducted more than four dozen phase I or 
phase II clinical trials, including some of the initial 
studies of paclitaxel in solid tumors.  

Eddie’s work would make him among the first 
Blacks to earn tenure as a senior investigator at the 
NIH.  He would also become the first Black branch 
chief in the NCI intramural program.

After a twenty-year career at NIH, Eddie became 
director of the Mary Babb Randolph Cancer Center 
at West Virginia University, director of the Division 
of Cancer Prevention and Control at the Centers for 
Disease Control and Prevention, an endowed professor 
at the University of South Alabama.  

An Appreciation
Eddie Reed, 60, a Developer of Taxol
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Two years ago, he was lured back to NIH to be 
clinical director of the National Institute for Minority 
Health and Health Disparities. Eddie came back to the 
hospital where he trained and developed paclitaxel. His 
homecoming would be far too short.  Ironically, it was 
at the NIH clinical center where this cancer doc would 
get ill and be treated. 

More than 25 years ago, while on the same NCI 
clinical service that he died on, Eddie gave some wise 
advice to an academic physician scientist who was a 
few years his junior. They are as pertinent to young 
physicians and scientists today. 

1.) “Focus, focus, focus!!!!! Find an area that 
interests you and master it. Know it inside and out. 
When people hear mention of the area, you want them 
to think of your smiling face.”

2.) “Choose an area of focus that is likely to be 
hot in ten to fifteen years. Better yet, find an area of 
focus that you can make hot.”

3.) “The greatest honor one human can give 
another is to say, ‘please help me.’ Physicians get 
that honor every day. Never forget that it is an honor. 
Always work to deserve it.”

Eddie Reed had high standards and did not 
tolerate lack of discipline. He was strict and at times 
hard to work for. The key to understanding Eddie was 
that he was focused, on big things that he helped make 
hot. He always worked to deserve the honor.

He is survived by his wife, Dr. Meenakshi Reed, 
and brothers and sisters. 

The author is the chief medical officer of the 
American Cancer Society.

new approach that combines cancer immunotherapy 
and bone marrow stem cell transplantation. Both 
centers offer transplant programs that manipulate 
the immune cells via both allogeneic and autologous 
transplants to treat patients with blood cancers.

“By combining these two strategies in attacking 
cancer, we believe it’s possible to optimize the true 
promise of immunotherapy and extend treatment 
options to specific patient populations,” says André 
Goy, chairman of JTCC. “This approach is only now 
emerging at a very limited number of cancer centers 
in the U.S.”

In Brief
Markman Named President of 
CTCA Medicine & Science Unit
(Continued from page 1)

One example of the new strategy would be to 
combine an immunotherapy drug such as a PD-1 
inhibitor, which selectively unleashes immune cells, 
with an adoptive cellular therapy to assist reconstitution 
of the immune system following immune cell-depleting 
chemotherapy against blood cancer.

Michael Atkins, deputy director of Georgetown 
Lombardi, and Andrew Pecora, president of RCCA, 
will lead the program, which builds on an oncology 
affiliation that Georgetown Lombardi and JTCC 
established in 2013. 

As part of the affiliation, the two institutions 
are working toward becoming an NCI-recognized 
consortium center, in which investigators from separate 
but collaborating scientific institutions contribute 
actively to the development and actualization of a 
specific cancer research agenda.

THE JOHNS HOPKINS UNIVERSITY 
received a $15 million pledge to help create a new 
bladder cancer institute. 

The gift, from Baltimore-area commercial 
real estate developer Erwin Greenberg and his wife 
Stephanie Cooper Greenberg, is part of a $45 million 
co-investment project.

The Johns Hopkins Greenberg Bladder 
Cancer Institute will draw on the Kimmel Cancer 
Center’s multidisciplinary research teams, and 
will include faculty from the School of Medicine’s 
Department of Radiation Oncology and Molecular 
Radiation Sciences, the Brady Urologic Institute, and 
the Departments of Pathology and Surgery.

The gift was made through the Erwin and 
Stephanie Greenberg Foundation, whose philanthropy 
focuses on issues of poverty, education, and medical 
research.

MAURIE MARKMAN was named president of 
the Medicine & Science unit of the Cancer Treatment 
Centers of America.

Markman most recently served as senior vice 
president of clinical affairs and as national director 
of medical oncology. In his new role, he will assume 
oversight of the CTCA national clinical team, with a 
focus on the application of all clinical and translational 
research to patient care. 

Markman served in a variety of clinical leadership 
and academic positions prior to joining CTCA in 2010, 
including The Cleveland Clinic, MD Anderson Cancer 
Center, The Ohio State University, Memorial Sloan-
Kettering Cancer Center, Cornell University Medical 
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College, and the University of California San Diego 
School of Medicine. His research focus has been on 
gynecologic malignancies, new drug development, and 
novel management strategies.

THE UNIVERSITY OF TEXAS HEALTH 
SCIENCE CENTER AT SAN ANTONIO is 
encouraging cancer researchers to recruit more 
Hispanics in clinical trials to reduce health disparities.

Hispanic enrollment in cancer clinical trials is 
only 3.9 percent, three UT San Antonio physicians 
wrote in a paper published May 19 in the “Comments 
and Controversies” section of the Journal of Clinical 
Oncology.

The paper—“Hispanic Accrual on Randomized 
Cancer Clinical Trials: A Call to Arms”—was written 
by Ian Thompson, director of the Health Science 
Center’s Cancer Therapy & Research Center, Anand 
Karnad, CTRC chief of the division of hematology/
oncology, and Alberto Parra, internal medicine 
resident at the UT Health Science Center.

“Fundamentally, in the most recent published 
cancer clinical trials, either the number and proportion 
of Hispanics are not reported or are far below their 
actual representation in the national population,” 
Thompson said in a statement.

In 2012, CTRC clinical trials recruited 822 
patients—45 percent were Hispanic. Fifty-eight 
percent of San Antonio residents are Hispanic, with 68 
percent of the South Texas region as a whole.

To increase Hispanic participation, the three 
physicians researched how to reduce barriers specific 
to this population, designing a minority recruitment 
toolbox with bilingual forms and hiring a coordinator 
of minority programs who is bilingual.

“For institutions like ours that serve a ‘minority-
majority’ population, it’s a major responsibility for us 
to ensure adequate representation so that we can tell 
our patients how they can best be treated and how 
we can reduce the disparities of this rapidly-growing 
population,” Thompson said.

THE NATIONAL PATIENT ADVOCATE 
FOUNDATION has launched Project Innovation, 
a movement to accelerate the pace of cancer medical 
discovery and to get therapies to patients quickly.

The NPAF said the project is aimed at expanding 
scientific innovation by establishing uniform 
requirements among research institutions and 
government agencies, increasing federal funding as 
well as transparency and efficiency of NIH and FDA, 
and enhancing enrollment in clinical trials and ensure 
adequate and timely coverage of clinical trial costs.

The blueprint for the project—Securing the 
Future of Innovation in Cancer Treatment—outlines 
barriers to research, including a 20 percent drop in 
government-funded basic research since 2010.
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