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Guest Editorial:
The Value Of Quality Of Life Data In Judging

Patient Benefit: Experts Respond To ODAC

At the June 7 meeting of the FDA Oncologic Drugs Advisory The Administration:
Committee, several committee members characterized measurement @tore Marks 2nd Year
quality of life as an “area of extraordinary uncertaintyh¢ Cancer
Letter, June 18}.

Of Tumor Gene Index,

In discussion, FDA officials and committee members questioned thé—lonors Arm§tr0ng,
reliability and quality of QOL data. Cancer Survivors

The issue was raised in the context of deliberations about|the ... Page 5
appropriateness of using “time to progression” as a basis for accelerated
approval. Full approval of new drugs requires sponsors to demonstrate

(Continued to page 2))  Funding Opportunities:
Program Announcements
.Page 7

In Brief:
NIH Peer Review Reorganization Proposed

By Advisory Panel; Comments Sought

NIH PANEL on Scientific Boundaries for Review is invitin
comments on its “phase 1" draft report. The panel is conducting a
comprehensive examination of the organization and function of the review

will recommend the study sections to be included in each IRG. The
report is posted dtttp://www.cstnih.gov/bioopp/select.htm. A summar
was published in the Policy Forum of Science magazine JulBi3@e
Alberts serves as chairman of the panel. .CLTY OF HOPE National
Medical Center has appointed three physicians to leadership positions.
James Andersenwas named director of the Department of Plastic and
Reconstruction Surgeriordecai Dunst was named director of urgent
care.Fouad Kandeelwas appointed acting director of the Department
of Diabetes, Endocrinology and Metabolism. City of Hope also has
appointedH. Rex Greene a Pasadena oncologist, to the new position of
associate medical officer. Greene will be responsible for developing
community cancer programs and fostering relationships with lgcal
oncologists to advance clinical research. .DEATHS: Dezider
Grunberger, 77, of Teaneck, NJ, professor emeritus of biochemistry,
(Continued to page 8)
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QOL Researchers Outline
State Of Knowledge In Field

(Continued from page 1)
patient benefit.

Indeed, what role can QOL data play in theoncologists (and their patients) a direct measure

process of approval of oncologic drugs?

Recently, we learned that ODAC has decided
to establish a Quality of Life Subcommittee. Thefeedback for developing effective and efficaciot
subcommittee can provide a scientific forum forpharmacological agents, producing comprehens
anevaluations of new oncologic treatments, and, m
interpretation issues critical to the use of QOL datamportantly, improving patient care.

discussion of measurement, analysis,

for approval of new oncologic drugs.

The subcommittee, to be composed of QOLassessments as particularly important in the sett
researchers and members of ODAC, can developf advanced stage disease where palliation goals
guidelines for sponsor submission of QOL data, #est addressed with systematic input from patiehts.
process that will increase the rigor of QOL outcome

data reviewed by ODAC.

The Value of QOL Data
The maturation of data from numerous cancer
treatment trials demonstrates that QOL outcomes
allow a more comprehensive evaluation of the impact
of an oncologic drug*That is, QOL data give
of
patient benefit as perceived by the patient.
Along with survival data, QOL data offer critica
s
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Most clinicians and researchers see QC
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However, QOL data can provide valuabl
information across the continuum of care. For th

Below, we briefly address why QOL data canreason, we argue for an independent role for QL

contribute to the science of clinical trials and howoutcomes in the evaluation of new oncologic drug

S.

QOL outcomes can supplement traditional clinicalAlthough we see value in demonstrating correlatiops

endpoints.

These issues are likely be part of theresponse, we would not recommend substituti
subcommittee’s broad agenda. The opportunity foelinical measures for the QOL measures even if strg
systematic input from QOL researchers in ODACcorrelations were observed.

deliberations will advance ODAC'’s ability to judge
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between QOL data and measures of clinic

There has always been interest in documenting

patient benefit conferred by new cancer treatmentsi wide range of clinical outcomes of cancer treatment.

The opportunity for regular scientific discussionsQOL data add systematic outcomes information frg
regarding analysis and interpretation of QOLthe patient’s point of view.

outcomes will advance the field of QOL research.
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QOL questionnaires have been included
protocols to assess symptom management (e|g.,
reduction of nausea/vomiting and menopaudal
symptoms), to detect late effects of treatment for
early stage disease on patient QOL, and to address
tradeoffs between toxicity and more generaliz¢d
benefit from treatment in the advanced disease setfing
illness’

At times, QOL data provide information th
alters how we perceive therapies. For examp
aggressive therapy (with respect to dose or freque
of administration) is not always accompanied hy
reduced QOL compared to a less aggressive
therapeutic regimefhQOL evaluations can documenllf‘|
the toxicity/benefit tradeoff with respect to sympto
status, as well as demonstrate the reach of symp
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and emotional functioning). This “reach” captured Qy
QOL data helps us evaluate treatment regimeps,
design improved treatment regimens, and sugglest
potential interventions to enhance survivorship.

QOL researchers are also frequently asked the
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following question: “What are the clinical implications The Credibility of QOL Data
of a particular QOL score or the change in QOL The Science of Measurement: The credibili
scores from baseline?” This question appears inwith which QOL measures are viewed in th

variety of forms and is a legitimate concern.oncology community appears to be affected not only
However, this problem is not unique to QOL data—by concern about how to use these data, but also,

witness present debates about time to progressiamommonly, by a skepticism about the scientifi
and biomarkers. grounding of QOL questionnaires and a percepti

In terms of QOL data, different ways of that data obtained by such measures are “soft.”
interpreting a QOL score depend on the data availabfact, a large literature covering most of this centu
for a given study measure. For QOL measures withnd explicating the science of measurement h
a history of use in a variety of populations, scores foguided the development of QOL questionnairg
one patient group can be compared to those of otheurrently used in many cancer clinical trials.B
groups of patients or the general population. administering questionnaires that meet establish

In the absence of other comparative databasesjeasurement criterid,we can be confident that
we can use a statistical approach such as effect siteese questionnaire items address questions of inte
to judge a treatment’s impact on QOL. An effect(validity) with little noise (reliability) and with
size is calculated by dividing the mean differencesufficient sensitivity to detect change. The pa
between treatment arms at follow-up by the standardecade has seen the expansion of a growing cor¢
deviation of the control/comparison arm at baselin€@OL questionnaires with sound, well-developed a
(or that of an external reference group). tested measurement properties.14-18)

This number can then be reviewed to determine  Databases for commonly used QO
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if the impact has been small or negligible, moderateguestionnaires address the measurement propeities

or large?® of these instruments and provide normative data

or

In a trial for patients with hormone-refractory study interpretation. These databases are curremntly

prostate cancer, Tannock etaldministered a battery being developed or expanded through a number

of QOL questionnaires including the McGill Painresources: individual investigator studieg;

Questionnairé® One of its items, Present Pain pharmaceutical industry-supported research; and tri
Intensity (PPI), was selected as the primary QOlconducted by cooperative groups. We mu
endpoint. remember that it took time to document the reliabili

An arbitrary criterion for response was a two-and validity of now standard clinical measures (e.g.,

point improvement (reduction) on the six-point PPIblood pressure readings, serum cholesterol leve
scale maintained for two consecutive cycles ofstrogen and progesterone receptor assays, and

treatment without an increase in the analgesic scormeasurement). The scientific quality of many QOL

ODAC considered this change clinically questionnaires is now well established, with rap
meaningfut’ and Novantrone was approved forprogress and refinement expected in the near futu
marketing. Although no database established support Challenge of Missing Data: Even with wel
for a two-point change in the PPI from other studiesgdesigned measures and good quality contr
all results taken together in this trial presented @rocedures, we do not underestimate the challen
convincing picture. raised by conducting QOL research in the clinic

Itis often believed that measures of cancer sitetrial setting. A particularly thorny issue, highlighte
or treatment-related symptoms will be more sensitivén The Cancer Letterreport is that of missing data,
than a general QOL measure to changes in patiebut not because the assessments are comple
status and hence more clinically meanindful. suggested. It is important to distinguish betwee

In a SWOG D2 prostate cancer trial comparingmissing responses within a questionnaire and faily
orchiectomy plus placebo versus orchiectomy pluso obtain questionnaires at various assessment poi
flutamide, there were minor symptom differences forA recent issue of Statistics in Medictfielescribed
patients on the two arms. Had only a symptonthe experience with both types of missing data
measure been used, we would have failed to detemtported by investigators from cooperative grou
the negative impact on emotional functioningconducting cancer clinical trials. A very small caus
observed for patients on the orchiectomy pluof missing data in cancer clinical trials is due to iten
flutamide armt. left blank by the patient, ranging from < 2% to £ 5%,
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By and large, patients fully complete a questionnairérial.?* The increased cost derives not only from
when they are asked to do so; although exceptioniacreased burden at the participating institutions
occur with items of a more personal nature. Thevhere QOL data are collected, but importantly at the
more substantial cause of missing data is the failurstatistical center for the trial. Statistical centers muyst
to ask patients to complete the form or otheexpend additional staff resources to monitor QQL
institutional and staff-related factotsSubmission submissions (possibly with pre-assessmejnt
rates for baseline questionnaires have been reporteeiminders), develop specific programming to support
to range from nearly 100% to 60%; rates declineagnonitoring and data management, and condyct
for follow-up assessments, in some cases droppingtatistical analyses geared to address the unigque
considerably below 50%. The National Cancer issues encountered in QOL outcomes. However, ofce
Institute of Canada has been particularly successfstatistical center support is institutionalized, the mdin
in obtaining good questionnaire submission rategifference between QOL data and traditional endpojnt
demonstrating the impact of centralized monitoffhg. data may lie in the current need for expandé¢d
Adequate quality control procedures (e.g., regulastatistical methods research to address missing data.
training, clear protocol instructions, reminders ofThere is potential for reducing burden and costs|at
upcoming assessments, and some method dbth institutions and statistical centers through use
identifying institutions with delinquent QOL data) areof the following innovative techniques fo
clearly required to reduce staff/institution-relatedquestionnaire delivery and receipt of data: telephgne
sources of missing data. interviewing? personal data assistants (PDA%);
The problem of missing data is most common ircollection of data on the Intern€tshortened/briefer
advanced stage disease protocols where deterioratistpndardized form& the Southwest Oncology
health and death frequently result in incompletésroup’s experience with more efficient data systems
follow-up data after the baseline assessmmhis  such as TeleForm and DataFax. The above innovative
is problematic because advanced stage disease is deehniques and other “low-tech” methods such fas
of the most compelling contexts for the assessmentideo tapes to standardize administration of QQL
of patient-reported QOL. Many experimentalquestionnaires not only improve quality control blit
treatments evaluated in advanced stage diseatigey also maximize staff “buy-in.”
protocols do not confer large survival advantages and  We appreciate FDA interest in articulating
at the same time can be associated with substantiahportant issues in QOL research. ODAC's plan fo
toxicity. In this context, adequate sample sizes thagstablish a Quality of Life Subcommittee reflects if
anticipate the potential for missing data arewillingness to view such data as potential
particularly important. Even the best quality controldocumentation for patient benefit. ODAC's planngd
procedures can not eliminate non-ignorable missingystematic review of QOL outcomes should incredse
data in the context of advanced stage disease. Wke pharmaceutical industry’s commitment to mofe
submit that this problem is the biggest challenge facinggorous QOL research in selected trials, a step that
QOL researchers and requires innovative statisticalill not merely enhance existing databases for QQL
methodological research to develop new analytiguestionnaires but, ultimately, contribute to improved

strategies. patient well-being.
Carol Moinpour, Southwest Oncology Group
Quality Control and Cost Statistical Cancer and Fred Hutchinson Cander

A final barrier to the routine use of QOL Research Center
measures in the clinical trial setting is the cost of Patricia Ganz, UCLA Schools of Medicine and
including such assessmeAQOL researchers would Public Health and Jonsson Comprehensive Canger
agree that if QOL data are to be included in a trial a€enter
a primary or secondary endpoint, they must be  Julia Rowland, Georgetown University Schoo
accorded the same seriousness and importance @dViedicine
traditional endpoint$%2?222 To accomplish this, Ellen Gritz, M.D. Anderson Cancer Center
additional resources are required (particularly in the Carolyn Gotay, Cancer Research Center (f
context of multi-institution, randomized clinical trials) Hawaii, University of Hawaii
to assure a rigorous approach with evaluable QOL  References:
data. This will, of necessity, increase costs for the 1. Advisors reaffirm survival as standard for full FDA
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champion Lance Armstrong discovered in the brain. Of these, 10,781 are act|ve

--Directed the Office of Personnel Managemenin cancer and over 1,524 genes have not bgen
to study giving federal employees time off to receivadentified in other parts of the body.
cancer screening. “The Tumor Gene Index is still far from

--Urged Congress to pass legislation thatomplete,” said NCI Director Richard Klausner. “Bu
assures Medicare beneficiaries of access to clinicallready, it is difficult to think of another project that
trials, protects medical privacy, and eliminates genetim such a short period of time has generated so mlich
discrimination useful, publically available data to benefit cancer

--Noted that the US Postal Service's breastesearch and ultimately people with cancer.”
cancer stamp had raised almost $8 million for research ~ To create the index, Strausberg said the project

--Announced NCI's new estimate that a recordnitially turned to the tried-and-true strategy df
number of Americans, 8.4 million, are cancercreating cDNA libraries. cDNAs are snippets of DN
survivors. that are synthesized from gene transcripts, or copies

According to NCI, the five-year survival rate of expressed genes, that are present en masse wjthin
for all cancers improved in the 1980s and early 1990&he cell nucleus. By creating cDNAs from th
from 51 percent to 60 percent. The five-year survivatranscripts and arranging them into ordered clohe
rate for children with cancer rose from 65 percent tdibraries, scientists can track which of the genome’s
74 percent. Each year, 1.3 million Americans areestimated 100,000 genes are active in a given ce
diagnosed with cancer, and 560,000 die from it. TGl has produced a total of 142 cDNA libraries.

“We must keep working to fight this disease,Of these libraries, 38 are created from normal cellls,
and to give more people the hope that they, like Lanckl originated from precancerous cells, and 91 are
Armstrong, will have the chance to fulfill their greatestproduced from cancer cells.

—

P

D

dreams,” Gore said. TGI also has submitted over 650,000 gene
transcripts to EST databases, online storehouses$ of
Leading Source of Gene Discovery known gene transcripts, over the last two years. This

NCI said the Tumor Gene Indexhas discoverednakes the project the leading contributor to EST
nearly 30,000 new human genes, making it the leadindatabases in the world today, accounting for just oyer
source of new gene discovery in the world. Humaralf of all recorded gene transcripts. Strausberg spid
DNA contains an estimated 100,000 genes, of whicliGl would likely top the million mark in the next year,
over 73,000 have been discovered. TGI has made a major push to develop stropg

Robert Strausberg, an NCI scientist, said TGinformatic tools on the CGAP Web site to assipt
has catalogued over 66,400 genes in its first two yearsgientists with their studies. These include its Tumjor
both new and previously identified genes. In totalSuppressor and Oncogene directory, a variety of g¢ne
over 40,500 of them are active, directly or indirectlyexpression tools, such as “Differential Digital
in one or more cancers. Some of the 44 tissues thBisplay,” an online tool to compare computed gene
have been studied to date include: expression, and links to other biology Web sites.

--Prostate: About 13,000 genes have been found “The TGl Web site has been designed not orly
to be expressed in the prostate. Of these, 4,141 alist gene names, but to display these names in|the
active in cancer and 1,089 have not been seen in othawntext of tumor biology,” said Strausberg. “Thege
tissues. added, valuable informatic tools provide an integrated

--Breast: Over 5,500 genes have been identifiedackage for accessing data and performing cangcer
in the breast. Of these, 5,327 are active in cance&xperiments.”
and 221 genes have never been seen in other tissues. Strausberg said TGI will continue to build it

--Colon: More than 11,800 genes have beemgene expression index, including the generation|of
identified in the colon. Of these, over 11,783 are activeDNA libraries from strains of mice commonly use
in cancer and 892 have never been seen in othar cancer research.
tissues. NCI has begun soliciting applications from

--Lung: Over 15,500 genes have been locatedcientists to develop viable strategies and technologies
in the lung. Of these, 12,488 are active in cancer arntd apply information in the TGl database toward|a
1,468 have not been found elsewhere in the body. molecular classification of tumors. “This initiativeg

--Brain: Over 13,900 genes have beenwould mark a giant step forward in our understandipg
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of the molecular causes of cancer,” said Klausneprojects that address 1) communication with individua]ls
“But, more importantly, it will lead to improved over great distances and in non-invasive ways abaqut

strategies for cancer prevention, early detectiorﬂea“hy practices known to reduce cancer risks; 2) risk

diagnosis, and ultimately treatment.” reduction communication training for health
: c:orofessionals; and/or the 3) development of organizatiofpal

TGl is a partnership among NCI, academi - :
centers, and private companies. Some these partn |r}frastructures needed to facilitate rapid advances
’ : %nsowledge about cancer communications, testing

include the National Institute of Dental andintervention strategies, tailoring models and tools, a

Craniofacial Research, the National Institute ofyissemination of results.

Neurological Disorders and Stroke, and the National  NClI s interested in the development, implementatioh

Institute of Allergy and Infectious Diseases, all atand testing of innovative and commercially viable heal
NIH; National Center for Biotechnology Information; applications using interactive media technologie

in
of
nd

Lawrence Livermore National Laboratory; television, or radio that translate cancer research infto

Washington University Genome Sequencing Centepopulation specific applications needed by health cgre

the University of lowa Hospitals and Clinics professionals or the public to reduce cancer risks, prov

Department of Pediatrics; Bristol-Myers Squibb;trea.tment options, or address the needs of can
survivors. Research areas include innovative alternat
Genentech; Glaxo Wellcome; and Merck & Co.

. teaching methods; healthy life style models, nutritio
The CGAP Web site can be accesse interventions, tobacco cessation interventions; tailor

www.ncbi.nim.nih.gov/CGAP/. interventions for specific populations including peopl

for primary care professionals or for the public; telehea

Funding Opportunities: or telemedicine applications; counseling models for can

with disabilities; educational, training, or tracking systenl
I

er

Program Announcements genetics; interventions to enhance cancer-related decidion

PA-99-143: Occupational Safety And Health ~Making; psychosocial interventions for cancer survivors;

Research models to resolve organizational infrastructure issues; gnd

The Centers for Disease Control and Prevention an80mplementary medicine approaches to cancer.

NIH invite grant applications for research related to the ~ Support for this program is through the NIH Cancer

priority areas identified in the National Occupational Education and Career Development Grant (R25), and

Research Agenda. The purpose of this grants program f@st Track Small Business Innovation Research (SBIR)

he

to deve|op know'edge that can be used in preventin&rant (R44) The R44 Fast Track mechanism is a set-adide

occupational diseases and injuries and to betteprogram described in the SBIR Omnibus Solicitathut(/
understand their underlying pathophysiology. Potentij!-[P—QJWWW-nih- ov/grants/funding/sbitm).
app“cants may obtain a copy of the “National The R25/R44 is a nEWIy established NIH fundin
Occupational Research Agenda” (HHS, CDC, NIosHMechanism that provides a second phase of support
Publication No.96-115) by calling 800-356-4674. It is alsolnhovative cancer communication and technology resea
available on the internet fiitp://www.cdc.gov/niosh/ initiated under the R25 mechanism. Conversion of the R
nora.html. The agenda identifies 21 research priorities. t0 the R44 phase will be based on the successful comple
Inquiries: Roy Fleming, Sc.D., Research Grantsof negotiated milestones that will result in expeditin
Program, National Institute for Occupational Safety andesearch into practical commercial applications.
Health, 1600 Clifton Road N.E, Building 1, Room 3053, MS This alternative funding mechanism: 1) allows th
D-30, Atlanta, GA 30333, phone 404-639-3343, fax 404-639R25 principal investigator to participate in

for
ch
25
on

[}

4616, emairmf2@cdc.ga. commercialization of the developed end-product; 2)
For NCI related inquiries: Kumiko lwamoto, M.D., receives one review for three separate applications, angl 3)
Dr.P.H., Epidemiology and Genetics Research Progranilinimizes the funding gap between the R25 and the two-
National Cancer Institute, 6130 Executive Blvd. Room 535phase R44.
Bethesda, MD 20892-7395, phone 301-435-4911, fax 301-  Applications for R25 support alone will not be
402-4279, emai[kiGn@nih.gol/ accepted for this PA. The total project period for this HA
— may not exceed four years: R25: 12 months; R44 - Phase I:
PAR-99-141: Cancer Communication And 6-12 months, Phase II: 2 years. The one-year R25 and|the
Interactive Media Technology R44 Phase | may not exceed direct costs (excluding thiird
Letter of Intent Receipt Date: Oct. 6 party IDC) of $100,000 each. Itis strongly recommended
Application Receipt Date: Nov. 8 that applicants contact NCI staff at an early stage |of
This Program Announcement is designed to promot@Pplication development to convey critical informatior),
and support collaborations between non-profitsuch as potentially large budget requests or to discliss
organizations and for-profit small businesses on researdiogrammatic responsiveness of the proposed projgct.
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Early contact with NCI program staff is critical to this PA analysis technologies for application in clinical cancer
since it utilizes a new funding mechanism. research. The continued development of comprehengive
Inquiries: Connie Dresser, RDPH, LN, NCI Division molecular technologies into integrated systems useful for
of Cancer Control and Population Sciences, Executive Plazdinical cancer research will require large complex reseaich
North Room 232, Bethesda, MD 20892-7330, phone 301projects that involve both technical and clinical expertide.
496-8520, fax 301-480-6637, emfali34b@nih.gdv These research projects may require collaboration amgng
engineers, technology developers, pathologists, molecylar

PAR-99-149: Diagnostic Imaging And Guided biologists, clinical oncologists and informatics expertg.

Therapy In Prostate Cancer: SBIR/STTR Initiative The program project grant is ideal for supporting such a
Letter of Intent Receipt Date: Oct. 20 diverse group of investigators and for supporting core
Application Receipt Date: Nov. 17 functions such as tissue specimen resources and

NCI and the National Institute on Aging invite Small informatics support.
Business applications on the development, risk The technologies proposed for further developmgnt
assessment, and application of improved imaging methods adaptation should be comprehensive in nature but nhay
for the localization, biopsy and image guided biopsy oibe targeted to detection of molecular alterations at varigus
therapy of prostate cancer. Relevant investigations coulévels including alterations in DNA, changes in patterps
include technology development, in vitro laboratory work,of gene expression at the level of mMRNA and/or protdin
pre-clinical animal studies, or early feasibility testing inand changes in the modifications of proteins following
humans depending on the maturity of the methods¢ranslation. The selected technologies may be at any stage
proposed, or evaluation of the effects of age-associateaf development, from early stage concept to fully
changes and co-morbid conditions as they affect imagindgeveloped for use in model systems. However, this
diagnosis and treatment techniques. The development ofitiative is primarily intended to support later stage,
several methodologies and their optimization for thistranslational projects that will develop integrated molecular
particular organ system is required. The specific goalanalysis systems or components of these systems.
include the development and application of one or more of Inquiries: James Jacobson, Ph.D., Technology
the following inter-related components: (a) means foiDevelopment Branch, Cancer Diagnosis Program, DCTD,
measuring local extent of disease using anatomicNCI, phone 301-402-4185, emfjBZd@nih.goy
metabolic or alternative novel imaging methods, (b) means
for improved image guided biopsy, staging or identification In Brief:
of aggressive cancers by metabolic or alternative nov
imaging methods, and means for navigation, control oer:aecent Deaths Of ResearCherS
image guided therapy or measurement of early biologicdlContinued from page 1)
effects of therapy. Research is also encouraged on howolecular biophysics, and public health at Columiia
age-associated differences in tumor characteristics arldniversity College of Physicians and Surgeons, pn
age-related changes in the prostate and adjacent tissu&ag. 7, of colon cancer. Grunberger’'s researgch
may affect the sensitivity, specificity, prognostic value, orfocused on chemical carcinogens.Jerome Irving
the efficacy of imaging techniques in guiding therapy. Thq<leinerman, 75, of Palm Beach Garden, FL, a

development of methodstoincreaee sen.sitiviyy, Spedﬁdtﬁ)athologist and lung specialist, in an automobile
prognostic value, and therapeutic applicability of thes

techniques across the full range of ages in which prostafaeCCIdem on Aug. 6. Kleinerman conducted reseaych

cancer most frequently occurs, and in the presence of aggn the effects of tobacco smoke and contributed| to

related co-morbid conditions in the prostate, other organd€ diagnosis of lung diseases and other occupatignal
and systemss of particular interest. hazards affecting coal miners. He was lorlg

This program will use the Small Business Innovationassociated with Case Western Reserve Universjty,
Research and Small Business Technology Transfeffom which he retired in 1995. . Ludwik Gross,
mechanisms. 94, of the Veterans Administration Medical Center

Inquiries: Barbara Y. Croft, Ph.D., Diagnostic Imagingin Bronx, NY, of stomach cancer. Gross was one [o
Program, NCI, 6130 Executive Boulevard Room 800the pioneers in tumor antigen identification ard
Bethesda, MD 20892, phone 301-496-9531, fax 301-480rgcejved the Albert and Mary Lasker Foundatign

Y
n

5785, emailbc129b@nih. Clinical Research Award in 1974 for his discovel

. . : of leukemia- and cancer-inducing viruses i
Translation of Technologies to Detect Alterations | Ed d Klein. 77. of R Il Park
in Human Tumors (Reissued PA) mammals. . . Edmun ein, 77, ol RoSwell =ar

The objective of this initiative is to support Cancer Center. Klein received the 1972 Lasker

collaborative research projects focused on the continueward for his contribution to the treatment of prg-
development or adaptation of comprehensive moleculanalignant and malignant skin tumors.

The Cancer Letter Click Here for
Page 8 B Sept. 3, 1999 Photocopying Guidelines


mailto:cd34b@nih.gov
mailto:jj37d@nih.gov
mailto:bc129b@nih.gov

Copying Policy for The Cancer Letter Interactive

The software that comes with your issue allows you to make a printout, intended for
your own personal use. Because we cannot control what you do with the printout, we
would like to remind you that routine cover-to-cover photocopying of The Cancer
Letter Interactive is theft of intellectual property and is a crime under U.S. and inter-
national law.

Here are guidelines we advise our subscribers to follow regarding photocopying or
distribution of the copyrighted material in The Cancer Letter Inc. publications in
compliance with the U.S. Copyright Act:

What you can do:

--Route the printout of the newsletter to anyone in your office.

--Copy, on an occasional basis, a single story or article and send it to colleagues.

--Consider purchasing multiple subscriptions. Contact us for information on multiple
subscription discounts.

What you can't do without prior permission:

--Make copies of an entire issue of the newsletter. The law forbids cover-to-cover
photocopying.

--Routinely copy and distribute portions of the newsletter.
--Republish or repackage the contents of the newsletter.
We can provide reprints for nominal fees. If you have any questions or comments

regarding photocopying, please contact Publisher Kirsten Boyd Goldberg, phone: 202-
362-1809, email: kirsten@cancerletter.com

We welcome the opportunity to speak to you regarding your information needs.
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