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JCO Impact Factor Increases to 13.598
JCO’s impact factor increased from 11.81 to 13.598, as reported by Thomson Scientific in its 2006 Journal Citation Report. Of 126 oncology
journals monitored worldwide, JCO ranks fifth (up from sixth) by impact factor and second by total citations, with 71,800 citations made
to published articles—almost 13,000 more than in the previous year. An impact factor is a measure of how often the average article in a
journal has been cited within a given year. In addition, JCO’s immediacy index, which measures citations last year to articles published last
year (not included in the impact factor calculation), rose to 3.485, the highest of any clinical oncology journal. Daniel G. Haller, editor-in-
chief of JCO, said, “JCO owes this continuing improvement to the editors and editorial staff, as well as the guidance of the Editorial Board,
the support of the society, and the enormous contributions of authors and reviewers. JCO’s 2006 impact factor, total citations, and imme-
diacy index reflect the Journal’s continued success in delivering content that strengthens expertise, improves practice, advances medical
research, and supplements academic teaching.”

2008 Review Series Topics Named
The Review Series topics for 2008 will be (tentatively):
January 10 —Breast Cancer
March 10 —Stem-Cell Transplantation
May 10 —Methods/Statistics
July 10 —Improving the Quality of Supportive Cancer Care
September 10 —Translational Oncology
November 10 —Adolescent and Young Adult Oncology

Articles on Demand Now Available
Access to articles in print or PDF format is available without a subscription. From jco.org, simply select the “Purchase Article” link from
the “This Article” section near the top right-hand area of the full-text page.

2007 Annual Meeting Abstracts Available Now on JCO.org
If you could not make it to the 2007 ASCO Annual Meeting or just want to continue learning, JCO has a new feature just for you. The
Journal is now providing subscribers with links to ASCO Annual Meeting abstracts. To see, go to JCO.org.

JCO Offers New Manuscript Submission Checklist for Authors
Every issue of JCO now includes a submission checklist for authors to use when preparing to submit a manuscript. The checklist is meant
to help authors collect all relevant information and materials before beginning the online submission process. The submission checklist is
located just after the Information for Contributors section of the Journal.

Five New JCO International Editions Launched
JCO has added five new international editions to its current roster of publications serving oncologists around the world. Translated edi-
tions in Chinese, Russian, and Turkish have joined the current offerings in Spanish, Polish, and Hungarian. Joining the current English-
language Middle Eastern edition are English-language editions distributed in Greece and Northern Africa. All of these editions are
intended to expand the availability of high-impact research to oncologists worldwide. David M. Khayat, MD, PhD, who has served as an
associate editor of JCO since 2001, has been appointed deputy editor for international editions and will oversee the quality and develop-
ment of the program. For more information about JCO’s international editions, or to subscribe to the edition of your choice, contact the
ASCO Licensing, Rights, and Permissions Office at permissions@asco.org.

Submit Your Translational Oncology Manuscripts to JCO
Translational oncology manuscripts are now being accepted for publication in JCO. The manuscripts may represent any clinical discipline
and may include, but are not limited to, such research disciplines as cancer biomarkers, angiogenesis, receptor-based therapy, epigenetics,
signal transduction, genomics, proteomics, and gene profiling. Translational oncology articles originally appeared in their own separate
issues, as part of the 2006 JCO Special Series. These articles were so well received that for 2007 they will be moved to the regular issues of
JCO. Mary L. Disis, MD, JCO’s deputy editor, is spearheading the effort to transition translational oncology articles to the 30 regular issues
of JCO. To discuss the suitability of your translational oncology manuscript for submission to JCO, contact Dr Disis at disism@asco.org.

JCO.org TIPS

Take Advantage of Article Translations Added to JCO.org
JCO subscribers around the world can now read selected articles translated into one or more of the following languages: Chinese, Hungar-
ian, Polish, Russian, Spanish, and Turkish. These are articles from the printed international editions, which often have limited circulation.
Through the Web site, any subscriber may access the content. In addition, once the original article is 12 months old, access will be open to
all. Readers can browse the articles available by selecting the Translations tab under the Search/Browse bar. From there, readers can select
the language of interest to display the list of articles accessible in that language. Providing translated articles is another example of JCO’s
commitment to broaden the availability of high-impact research for oncologists worldwide.
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Living With Prostate Cancer: Patients’ and Spouses’ Psychosocial Status and Quality of Life. . . Laurel L. Northouse,
Darlene W. Mood, James E. Montie, et al pp 4171-4177
Purpose: Despite the high prevalence of prostate cancer, little information is available on the quality of life of men and their spouses during the
phases of illness. This study assessed patients’ and spouses’ quality of life, appraisal of illness, resources, symptoms, and risk for distress across
three phases of prostate cancer: newly diagnosed, biochemical recurrence, and advanced.

Patients and Methods: The sample consisted of 263 patient/spouse dyads. A stress-appraisal conceptual model guided the selection of variables
which were then assessed with established instruments. Study variables were examined for phase effects (differences in dyads across three
phases), role effects (patients v spouses), and phase-by-role interactions (differences within dyads across phases) using analysis of
variance (ANOVA).

Results: More phase effects than role effects were found, indicating that the psychosocial experiences of patients and their spouses were similar,
but differed from dyads in other phases. Dyads in the advanced phase were at highest risk for distress. These patients had the lowest physical
quality of life, and their spouses had the lowest emotional quality of life of all participants. Dyads in the biochemical recurrence and advanced
phases had more negative appraisals of illness and caregiving, greater uncertainty, and more hopelessness compared with dyads in the newly
diagnosed phase. Spouses, in contrast to patients, had less confidence in their ability to manage the illness and perceived less support across
all phases of illness.

Conclusion: Phase-specific programs of care are needed to assist both men with prostate cancer and their spouses to manage the effects
of illness.
J Clin Oncol 25:4171-4177. © 2007 by American Society of Clinical Oncology

■ ■ ■

Identification of Patients With Prostate Cancer Who Benefit From Immediate Postoperative Radiotherapy:
EORTC 22911. . . Theodorus H. Van der Kwast, Michel Bolla, Hein Van Poppel, et al pp 4178-4186

Purpose: The randomized controlled European Organisation for Research and Treatment of Cancer (EORTC) trial 22911 studied the effect of
radiotherapy after prostatectomy in patients with adverse risk factors. Review pathology data of specimens from participants in this trial were
analyzed to identify which factors predict increased benefit from adjuvant radiotherapy.

Patients and Methods: After prostatectomy, 1,005 patients with stage pT3 and/or positive surgical margins were randomly assigned to a
wait-and-see (n � 503) and an adjuvant radiotherapy (60 Gy conventional irradiation) arm (n � 502). Pathologic review data were available for 552
patients from 11 participating centers. The interaction between the review pathology characteristics and treatment benefit was assessed by
log-rank test for heterogeneity (P � .05).

Results: Margin status assessed by review pathology was the strongest predictor of prolonged biochemical disease-free survival with immediate
postoperative radiotherapy (heterogeneity, P � .01): by year 5, immediate postoperative irradiation could prevent 291 events/1,000 patients with
positive margins versus 88 events/1,000 patients with negative margins. The hazard ratio for immediate irradiation was 0.38 (95% CI, 0.26 to
0.54) and 0.88 (95% CI, 0.53 to 1.46) in the groups with positive and negative margins, respectively. We could not identify a significant impact
of the positive margin localization.

Conclusion: Provided careful pathology of the prostatectomy is performed, our results suggest that immediate postoperative radiotherapy might
not be recommended for prostate cancer patients with negative surgical margins. These findings require validation on an independent data set.
J Clin Oncol 25:4178-4186. © 2007 by American Society of Clinical Oncology

■ ■ ■

Phase III Trial of High-Dose Sequential Chemotherapy With Peripheral Blood Stem Cell Support Compared With
Standard Dose Chemotherapy for First-Line Treatment of Advanced Ovarian Cancer: Intergroup Trial of the AGO-
Ovar/AIO and EBMT. . . Volker Möbus, Hannes Wandt, Norbert Frickhofen, et al pp 4187-4193

Purpose: Although ovarian cancer is one of the most chemotherapy-sensitive solid tumors, cure after radical surgery and chemotherapy is
uncommon. A randomized trial comparing high-dose sequential chemotherapy with peripheral blood stem cell (PBSC) support with
platinum-based combination chemotherapy was conducted to investigate whether dose-intensification improves outcome.

Patients and Methods: One hundred forty-nine patients with untreated ovarian cancer were randomly assigned after debulking surgery to receive
standard combination chemotherapy or sequential high-dose (HD) treatment with two cycles of cyclophosphamide and paclitaxel followed by
three cycles of HD carboplatin and paclitaxel with PBSC support. HD melphalan was added to the final cycle. The median age was 50 years
(range, 20 to 65 years) and International Federation of Gynecology and Obstetrics stage was IIb/IIc in 4%, III in 78%, and IV in 17%.

Results: Seventy-six percent of patients received all five cycles in the HD arm and the main toxicities were neuro-/ototoxicity, gastrointestinal
toxicity, and infection and one death from hemorrhagic shock. After a median follow-up of 38 months, the progression-free survival was 20.5
months in the standard arm and 29.6 months in the HD arm (hazard ratio [HR], 0.84; 95% CI, 0.56 to 1.26; P, .40). Median overall survival (OS)
was 62.8 months in the standard arm and 54.4 months in the HD arm (HR, 1.17; 95% CI, 0.71 to 1.94; P, .54).

Conclusion: This is the first randomized trial comparing sequential HD versus standard dose chemotherapy in first-line treatment of patients with
advanced ovarian cancer. We observed no statistically significant difference in progression-free survival or OS and conclude that HD
chemotherapy does not appear to be superior to conventional dose chemotherapy.
J Clin Oncol 25:4187-4193. © 2007 by American Society of Clinical Oncology
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Inclusion of CA-125 Does Not Improve Mathematical Models Developed to Distinguish Between Benign and Malignant
Adnexal Tumors. . . Dirk Timmerman, Ben Van Calster, Davor Jurkovic, et al pp 4194-4200

Purpose: To test the value of serum CA-125 measurements alone or as part of a multimodal strategy to distinguish between malignant and benign
ovarian tumors before surgery based on a large prospective multicenter study (International Ovarian Tumor Analysis).

Patients and Methods: Patients with at least one persistent ovarian mass preoperatively underwent transvaginal ultrasonography using gray scale
imaging to assess tumor morphology and color Doppler imaging to obtain indices of blood flow.

Results: Data from 809 patients recruited from nine centers were included in the analysis; 567 patients (70%) had benign tumors and 242 (30%)
had malignant tumors—of these 152 were primary invasive (62.8%), 52 were borderline malignant (21.5%), and 38 were metastatic (15.7%).
A logistic regression model including CA-125 (M2) resulted in an area under the receiver operating characteristic curve (AUC) of 0.934 and did
not outperform a published (M1) without serum CA-125 information (AUC, 0.936). Specifically designed new models including CA-125 for
premenopausal women (M3) and for postmenopausal women (M4) did not perform significantly better than the model without CA-125 (M1;
AUC, 0.891 v AUC, 0.911 and AUC, 0.975 v AUC, 0.949, respectively). In postmenopausal patients, serum CA-125 alone (AUC, 0.920) and the
risk of malignancy index (AUC, 0.924) performed very well. Results were very similar when the models were prospectively tested on a group
of 345 new patients with adnexal masses of whom 126 had malignant tumors (37%).

Conclusion: Adding information on CA-125 to clinical information and ultrasound information does not improve discrimination of mathematical
models between benign and malignant adnexal masses.
J Clin Oncol 25:4194-4200. © 2007 by American Society of Clinical Oncology

■ ■ ■

Randomized Dose-Ranging Trial of Tamoxifen at Low Doses in Hormone Replacement Therapy Users. . . Andrea Decensi,
Sara Gandini, Davide Serrano, et al pp 4201-4209
Purpose: The combination of hormone replacement therapy (HRT) and low-dose tamoxifen may retain the benefits while reducing the risks of
either agent. We assessed the optimal biologic dose and schedule of tamoxifen in HRT users using surrogate end point biomarkers and
menopausal symptoms.

Subjects and Methods: Two hundred ten current or de novo HRT users were randomly assigned to one of the following four arms: tamoxifen 1
mg/day and placebo/week, placebo/day and tamoxifen 10 mg/week, tamoxifen 5 mg/day and placebo/week, or both placebos for 12 months. The
primary end point was the change of plasma insulinlike growth factor 1 (IGF-I) through 12 months, and secondary end points were IGF-I/IGF
binding protein-3 (IGFBP-3) ratio, fibrinogen, antithrombin III, C reactive protein, C-telopeptide, mammographic percent density, and endometrial
thickness. Endometrial proliferation was assessed by Pipelle biopsy in superficial, deep glandular, and stromal compartments after 12 months.

Results: Compared with placebo, IGF-I declined in all tamoxifen arms (P � .005), with a greater change on 5 mg/day (P � .019 v 10 mg/week
or 1 mg/day). Tamoxifen increased IGFBP-3 and lowered antithrombin-III, C reactive protein, and mammographic density, with greater effects
of 5 mg/day. Tamoxifen increased endometrial thickness but not Ki-67 expression, which was lower on 5 mg/day among the three doses.
Menopausal symptoms were not significantly worsened by tamoxifen.

Conclusion: Doses of tamoxifen � 5 mg/day modulate favorably biomarkers of breast carcinogenesis and cardiovascular risk in HRT users with
no increase of endometrial proliferation and menopausal symptoms. A dose of 5 mg/day was the most effective and has been selected for a
phase III trial in HRT users.
J Clin Oncol 25:4201-4209. © 2007 by American Society of Clinical Oncology

■ ■ ■

Incidence and Prognosis of Synchronous and Metachronous Bilateral Breast Cancer. . . Mikael Hartman, Kamila Czene,
Marie Reilly, et al pp 4210-4216
Purpose: Because the incidence of breast cancer is increasing and prognosis is improving, a growing number of women are at risk of developing
bilateral disease. Little is known, however, about incidence trends and prognostic features of bilateral breast cancer.

Patients and Methods: Among 123,757 women with a primary breast cancer diagnosed in Sweden from 1970 to 2000, a total of 6,550 developed
bilateral breast cancer. We separated synchronous (diagnosed within 3 months after a first breast cancer) and metachronous bilateral cancer,
and analyzed incidence and mortality rates of breast cancer using Poisson regression models.

Results: The incidence of synchronous breast cancer increased by age and by 40% during the 1970s, whereas the incidence of metachronous
cancer decreased by age and by approximately 30% since the early 1980s, most likely due to increasing use of adjuvant therapy. Women who
developed bilateral cancer within 5 years and at age younger than 50 years were 3.9 times (95% CI, 3.5 to 4.5) more likely to die as a result of
breast cancer than women with unilateral cancer. Women with a bilateral cancer diagnosed more than 10 years after the first cancer had a
prognosis similar to that of a unilateral breast cancer. Adjuvant chemotherapy of primary cancer is a predictor of poor survival after diagnosis of
early metachronous cancers.

Conclusion: We found profound differences in the incidence trends and prognostic outlook between synchronous and metachronous bilateral
breast cancer diagnosed at different ages. Adjuvant chemotherapy therapy has a dual effect on metachronous cancer: it reduces the risk, while
at the same time it seems to worsen the prognosis.
J Clin Oncol 25:4210-4216. © 2007 by American Society of Clinical Oncology
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Phase III Study of Capecitabine Plus Oxaliplatin Compared With Fluorouracil and Leucovorin Plus Oxaliplatin in
Metastatic Colorectal Cancer: A Final Report of the AIO Colorectal Study Group. . . Rainer Porschen, Hendrik-Tobias Arkenau,
Stephan Kubicka, et al pp 4217-4223
Purpose: To compare the use of capecitabine plus oxaliplatin (CAPOX) with infusional fluorouracil (FU)/folinic acid plus oxaliplatin (FUFOX) as
first-line therapy for patients with metastatic colorectal cancer (MCRC).

Patients and Methods: A total of 474 patients with MCRC received either CAPOX (capecitabine 1,000 mg/m2 bid, days 1 to 14 plus oxaliplatin 70
mg/m2 days 1 and 8, repeated every 22 days) ) or FUFOX (oxaliplatin 50 mg/m2 followed by leucovorin 500 mg/m2 plus FU 2,000 mg/m2 as a
22-hour infusion days 1, 8, 15, and 22, repeated every 36 days). The primary end point was progression-free survival (PFS). Secondary end points
were response rate (RR), overall survival (OS), time to treatment failure, and toxicity. The study was designed to determine noninferiority for the
CAPOX regimen.

Results: Median PFS was 7.1 months in the CAPOX arm and 8.0 months in the FUFOX arm (hazard ratio [HR], 1.17; 95% CI, 0.96 to 1.43;
P � .117). Median OS was 16.8 months (CAPOX) and 18.8 months (FUFOX; HR, 1.12; 95% CI, 0.92 to 1.38; P � .26). Overall RRs were 48%
for CAPOX (95% CI, 41% to 54%) and 54% for FUFOX (95% CI, 47% to 60%). Both regimens were generally well tolerated, although there was
a significantly higher incidence of grade 2/3 hand-foot syndrome (HFS) in the CAPOX arm (P � .028).

Conclusion: CAPOX resulted in a slightly inferior efficacy than FUFOX. With respect to PFS, the best estimate of the HR of 1.17 was within the
prespecified equivalence range. However, a relevant inferiority cannot be excluded. Both regimens were generally well tolerated but there was
a significantly higher rate of grade 2/3 HFS in the CAPOX arm.
J Clin Oncol 25:4217-4223. © 2007 by American Society of Clinical Oncology

■ ■ ■

Phase III Study of Capecitabine Plus Oxaliplatin Compared With Continuous-Infusion Fluorouracil Plus Oxaliplatin
As First-Line Therapy in Metastatic Colorectal Cancer: Final Report of the Spanish Cooperative Group for the
Treatment of Digestive Tumors Trial. . . Eduardo Díaz-Rubio, Jose Tabernero, Auxiliadora Gómez-España, et al pp 4224-4230

Purpose: The aim of this phase III trial was to compare the efficacy and safety of capecitabine plus oxaliplatin (XELOX) versus Spanish-based
continuous-infusion high-dose fluorouracil (FU) plus oxaliplatin (FUOX) regimens as first-line therapy for metastatic colorectal cancer (MCRC).

Patients and Methods: A total of 348 patients were randomly assigned to receive XELOX (oral capecitabine 1,000 mg/m2 bid for 14 days plus
oxaliplatin 130 mg/m2 on day 1 every 3 weeks) or FUOX (continuous-infusion FU 2,250 mg/m2 during 48 hours on days 1, 8, 15, 22, 29, and 36
plus oxaliplatin 85 mg/m2 on days 1, 15, and 29 every 6 weeks).

Results: There were no significant differences in efficacy between XELOX and FUOX arms, which showed, respectively, median time to tumor
progression (TTP; 8.9 v 9.5 months; P � .153); median overall survival (18.1 v 20.8 months; P � .145); and confirmed response rate (RR; 37%
v 46%; P � .539). The safety profile of the two regimens was similar, although there were lower rates of grade 3/4 diarrhea (14% v 24%) and
grade 1/2 stomatitis (28% v 43%), and higher rates of grade 1/2 hyperbilirubinemia (37% v 21%) and grade 1/2 hand-foot syndrome (14% v 5%)
with XELOX versus FUOX, respectively.

Conclusion: This randomized study shows a similar TTP of XELOX compared with FUOX in the first-line treatment of MCRC, although there was
a trend for slightly lower RR and survival. XELOX can be considered as an alternative to FUOX.
J Clin Oncol 25:4224-4230. © 2007 by American Society of Clinical Oncology

■ ■ ■

Specific Clinical and Biological Features Characterize Inflammatory Bowel Disease–Associated Colorectal Cancers
Showing Microsatellite Instability. . . Magali Svrcek, Jamila El-Bchiri, Alexandra Chalastanis, et al pp 4231-4238

Purpose: Microsatellite instability (MSI) due to mismatch repair (MMR) deficiency has been reported to occur at variable frequencies in
inflammatory bowel disease–associated intestinal neoplasias (IBD-Ns). We investigated a large series of IBD-N for associations between MSI
and several biologic and clinical parameters related to tumors, patients, and their treatment.

Patients and Methods: A total of 277 IBD-Ns in 205 patients were screened for MSI. Biologic and clinical variables of patients with high levels of
DNA microsatellite instability (MSI-H) were collected and compared with those associated with 33 MSI-H non-IBD colorectal cancers (CRCs).

Results: A total of 27 IBD-Ns from 17 patients were found to be MSI-H. Compared with sporadic MSI-H CRCs, patients presented with a younger
age at diagnosis, and there was no female predominance and no right-sided predominance. Unlike sporadic MSI-H CRCs, MSI-H IBD-Ns
presented with heterogeneous mismatch repair defects involving MLH1, MSH2, MSH6, or PMS2, and a low frequency of MLH1 promoter
methylation. They exhibited frequent BRAF mutations and frameshift mutations in genes containing coding repeat sequences.

Conclusion: The mechanisms underlying MMR deficiency in MSI-H IBD-Ns are different from those in sporadic MSI-H tumors and seem to be
more related to those observed in hereditary MSI-H tumors. However, BRAF mutations were observed in MSI-H IBD-Ns, similar to sporadic
MSI-H tumors, but unlike hereditary MSI-H tumors. Finally, the mutational events in target genes for instability are the same in MSI-H IBD-N
tumors as in non-IBD sporadic and hereditary colorectal MSI-H cancers, indicating a colon-related repertoire of target gene alterations.
J Clin Oncol 25:4231-4238. © 2007 by American Society of Clinical Oncology
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Reduction of Health Status 7 Years After Addition of Chemotherapy to Craniospinal Irradiation for Medulloblastoma:
A Follow-Up Study in PNET 3 Trial Survivors— on behalf of the CCLG (formerly UKCCSG). . . Kim S. Bull,
Helen A. Spoudeas, Ghasem Yadegarfar, et al pp 4239-4245
Purpose: To compare quality of survival after craniospinal irradiation (CSI) alone with survival after CSI plus chemotherapy (CT) for medulloblastoma.

Patients and Methods: Follow-up study of surviving UK patients with medulloblastoma diagnosed between 1992 and 2000 treated according to
one or other treatment arm of the PNET 3 controlled trial.

Results: Seventy three percent of all 147 eligible patients ages 6.6 to 24.3 years were assessed at a mean of 7.2 years after diagnosis. Health
status was significantly poorer in the group treated in the CSI plus CT arm of the trial than in the CSI alone arm, and there were also trends to
poorer outcomes for behavior and quality of life scores. The CSI plus CT group were also significantly more restricted physically and needed more
therapeutic and educational support. Body mass index, stature, and other endocrine outcomes were similar in the two treatment arms, except
for the trend in increased frequency of medical induction of puberty in the CSI plus CT group.

Conclusion: The addition of CT to CSI for medulloblastoma was associated with a significant decrease in health status. The effect of the addition
of other CT regimens to CSI on quality of survival should be evaluated.
J Clin Oncol 25:4239-4245. © 2007 by American Society of Clinical Oncology

■ ■ ■

Comorbidity and Disease Status–Based Risk Stratification of Outcomes Among Patients With Acute Myeloid Leukemia
or Myelodysplasia Receiving Allogeneic Hematopoietic Cell Transplantation. . . Mohamed L. Sorror, Brenda M. Sandmaier,
Barry E. Storer, et al pp 4246-4254
Purpose: Retrospective studies have shown similar survival among patients with acute myeloid leukemia (AML) and myelodysplasia (MDS) after
nonmyeloablative compared with myeloablative conditioning. Refined risk stratification is required to design prospective trials.

Patients and Methods: We stratified outcomes among patients with AML (n � 391) or MDS (n � 186) who received either nonmyeloablative
(n � 125) or myeloablative (n � 452) allogeneic hematopoietic cell transplantation (HCT) based on comorbidities, as assessed by a HCT-specific
comorbidity index (HCT-CI), as well as disease status. Patients receiving nonmyeloablative conditioning were older, more frequently pretreated, more
often received unrelated grafts, and more often had HCT-CI scores of � 3 compared with patients who received myeloablative conditioning.

Results: Patients with HCT-CI scores of 0 to 2 and either low or high disease risks had probabilities of overall survival at 2 years of 70% and 57%
after nonmyeloablative conditioning compared with 78% and 50% after myeloablative conditioning, respectively. Patients with HCT-CI scores
of � 3 and either low or high disease risks had probabilities of overall survival of 41% and 29% with nonmyeloablative conditioning compared
with 45% and 24% with myeloablative regimens, respectively. After adjusting for pretransplantation differences, stratified outcomes were not
significantly different among patients receiving nonmyeloablative compared with myeloablative conditioning, with the exception of lessened
nonrelapse mortality (hazard ratio, 0.50; P � .05) in the highest risk group.

Conclusion: Patients with low comorbidity scores could be candidates for prospective randomized trials comparing nonmyeloablative and
myeloablative conditioning regardless of disease status. Additional data are required for patients with low-risk diseases and high comorbidity
scores. Novel antitumor agents combined with nonmyeloablative HCT should be explored among patients with high comorbidity scores and
advanced disease.
J Clin Oncol 25:4246-4254. © 2007 by American Society of Clinical Oncology

■ ■ ■

Phase II Study of Pentostatin in Patients With Corticosteroid-Refractory Chronic Graft-Versus-Host Disease
David A. Jacobsohn, Allen R. Chen, Marianna Zahurak, et al pp 4255-4261
Purpose: Therapy for patients with chronic graft-versus-host disease (cGVHD) is based on prolonged immunosuppression with corticosteroids.
There is no standard therapy for patients whose cGVHD does not resolve with corticosteroid treatment. Pentostatin, a potent inhibitor of
adenosine deaminase, has activity in acute GVHD. We examined the toxicity and efficacy of pentostatin in a prospective phase II trial in
corticosteroid-refractory cGVHD.

Patients and Methods: Patients of any age were eligible. Patients received pentostatin 4 mg/m2 intravenously every 2 weeks for 12 doses, and
continued therapy as long as benefit was documented. Corticosteroid taper was begun after three doses of pentostatin. Responses were graded
in real time in the skin, mouth, and liver using objective response criteria.

Results: Fifty-eight heavily pretreated (median, four prior regimens) patients (median age, 33 years) were enrolled. Results are shown as an
intent-to-treat analysis. Of the 58 patients, a total of 32 (55%; 95% CI, 42% to 68%) had an objective response, as evaluated by use of a new
grading scale. Infection was the most significant toxicity, with 11 grade 3 to 4 infectious events. The survival at 1 and 2 years was 78% (95%
CI, 64% to 86%) and 70% (95% CI, 57% to 80%), with cGVHD with/without infection accounting for the majority of deaths.

Conclusion: Pentostatin has immunosuppressive effects that are currently being explored further for treatment of cGVHD.
J Clin Oncol 25:4255-4261. © 2007 by American Society of Clinical Oncology
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Single Nucleotide Polymorphisms in the NOD2/CARD15 Gene Are Associated With an Increased Risk of Relapse
and Death for Patients With Acute Leukemia After Hematopoietic Stem-Cell Transplantation With Unrelated Donors
Neema P. Mayor, Bronwen E. Shaw, Derralynn A. Hughes, et al pp 4262-4269
Purpose: Hematopoietic stem cell transplantation (HSCT) is an important option in the management of acute leukemia, but the risk of disease
relapse and death remains appreciable. Recent studies have suggested that nucleotide-binding oligomerization domain 2 (NOD2)/caspase
recruitment domain 15 (CARD15) gene single nucleotide polymorphisms (SNPs), implicated in innate immunity and Crohn’s disease, may also
affect immune function post-HSCT.

Patients and Methods: NOD2/CARD15 genotypes were analyzed in 196 patients diagnosed with acute leukemia and their unrelated donors. The
pairs are part of a previously well-characterized cohort with a median follow-up of 2.2 years (range, 0.42 to 6.61 years). T-cell depletion was used
in 83% of pairs.

Results: NOD2/CARD15 SNPs were associated with a reduction in overall survival (44% v 22%; log-rank P � .0087) due to an increase in disease
relapse (32% v 54%; Gray’s test P � .001) as compared with wild-type pairs. In multivariate analyses, the two most significant factors impacting
outcome were transplantation in relapse and the presence of SNPs. The incidence of acute graft-versus-host disease was low and there was
no significant difference due to the presence of SNPs.

Conclusion: These data indicate an unrecognized role for the NOD2/CARD15 gene in unrelated donor HSCT for acute leukemia. The increased
risk of disease relapse suggests that the wild-type gene product may contribute to a graft-versus-leukemia effect. These data suggest that
NOD2/CARD15 genotyping before transplantation may contribute to prognosis and influence clinical management.
J Clin Oncol 25:4262-4269. © 2007 by American Society of Clinical Oncology

■ ■ ■

Randomized, Placebo-Controlled Phase II Study of Vandetanib Plus Docetaxel in Previously Treated Non–Small-Cell
Lung Cancer. . . John V. Heymach, Bruce E. Johnson, Diane Prager, et al pp 4270-4277

Purpose: Vandetanib is a once-daily oral inhibitor of vascular endothelial growth factor receptor-2 and epidermal growth factor receptor kinase
activity. The activity of vandetanib plus docetaxel was assessed in patients with previously treated non–small-cell lung cancer (NSCLC).

Patients and Methods: This two-part study comprised an open-label run-in phase and a double-blind randomized phase. Eligible patients had locally
advanced or metastatic (stage IIIB/IV) NSCLC after failure of first-line platinum-based chemotherapy. The primary objective of the randomized
phase was to prolong progression-free survival (PFS) in patients receiving vandetanib (100 or 300 mg/d) plus docetaxel (75 mg/m2 intravenous
infusion every 21 days) versus placebo plus docetaxel. The study was designed to have more than 75% power to detect 50% prolongation at
a one-sided significance level of P � .20. Secondary objectives included objective response rate, overall survival, safety and tolerability.

Results: In the randomized phase (n � 127), median PFS was 18.7 weeks for vandetanib 100 mg plus docetaxel (n � 42; hazard ratio v
docetaxel � 0.64; one-sided P � .037); 17.0 weeks for vandetanib 300 mg plus docetaxel (n � 44; hazard ratio v docetaxel � 0.83; one-sided
P � .231); and 12 weeks for docetaxel (n � 41). There was no statistically significant difference in overall survival among the three treatment
arms. Common adverse events included diarrhea, rash, and asymptomatic prolongation of corrected QT (QTC) interval.

Conclusion: The primary objective was achieved, with vandetanib 100 mg plus docetaxel demonstrating a significant prolongation of PFS
compared with docetaxel in relation to the prespecified significance level. On the basis of these encouraging data, phase III evaluation of
vandetanib 100 mg plus docetaxel in second-line NSCLC has been initiated.
J Clin Oncol 25:4270-4277. © 2007 by American Society of Clinical Oncology

■ ■ ■

Phase II Study of Vandetanib or Placebo in Small-Cell Lung Cancer Patients After Complete or Partial Response to
Induction Chemotherapy With or Without Radiation Therapy: National Cancer Institute of Canada Clinical
Trials Group Study BR.20. . . Andrew M. Arnold, Lesley Seymour, Michael Smylie, et al pp 4278-4284

Purpose: This double-blind randomized phase II trial examined whether vandetanib, an inhibitor of vascular endothelial and epidermal growth
factor receptors, could prolong progression-free survival in responding patients with small-cell lung cancer.

Patients and Methods: Eligible patients with complete response (CR) or partial response (PR) to combination chemotherapy (� thoracic or
prophylactic cranial radiation) received oral vandetanib 300 mg/d or matched placebo. With 100 patients and 77 events, the study had 80% power
to detect an improvement in median progression-free survival from 4 to 6.5 months (one-sided, 10%-level test).

Results: Between May 2003 and March 2006, 107 patients were accrued; 46 had limited disease and 61 extensive disease. There were fewer
patients with a performance status of 0 (n � 11 v 20), and fewer had CR to initial therapy (n � 4 v 8) in the vandetanib arm. Vandetanib patients
had more toxicity and required more dose modifications for gastrointestinal toxicity and rash. Asymptomatic Corrected QT interval (QTC)
prolongation was observed in eight vandetanib patients. Median progression-free survival for vandetanib and placebo was 2.7 and 2.8 months,
respectively (hazard ratio [HR], 1.01; 80% CI, 0.75 to 1.36; one-sided P � .51). Overall survival for vandetanib was 10.6 versus 11.9 months for
placebo (HR, 1.43; 80% CI, 1.00 to 2.05; one-sided P � 0.9). In planned subgroup analyses, a significant interaction was noted (P � .01):
limited-stage vandetanib patients had longer overall survival (HR, 0.45; one-sided P � .07) and extensive-stage vandetanib patients shorter
survival compared with placebo (HR, 2.27; one-sided P � .996).

Conclusion: Vandetanib failed to demonstrate efficacy as maintenance therapy for small-cell lung cancer.
J Clin Oncol 25:4278-4284. © 2007 by American Society of Clinical Oncology
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Treatment-Related Myelodysplastic Syndrome and Acute Myelogenous Leukemia in Patients Treated With
Ibritumomab Tiuxetan Radioimmunotherapy. . . Myron S. Czuczman, Christos Emmanouilides, Mohamed Darif, et al pp 4285-4292

Purpose: To investigate the incidence of treatment-related myelodysplastic syndrome (t-MDS) and treatment-related acute myelogenous
leukemia (t-AML) after treatment with ibritumomab tiuxetan radioimmunotherapy.

Patients and Methods: Analysis of the incidence of t-MDS and t-AML in 746 patients with non-Hodgkin’s lymphoma (NHL) treated with the
ibritumomab tiuxetan regimen in registration and compassionate-use trials between 1996 and 2002.

Results: Nineteen patients (2.5%) developed t-MDS or t-AML at a median follow-up of 4.4 years (range, 0 to 9.3). These malignancies were
diagnosed at a median of 5.6 years (range, 1.4 to 13.9) after the diagnosis of NHL and 1.9 years (range, 0.4 to 6.3) after radioimmunotherapy.
The annualized rates were 0.3% per year after the diagnosis of NHL and 0.7% per year after treatment. Most patients with t-MDS or t-AML had
multiple cytogenetic aberrations, commonly on chromosomes 5 and 7, suggesting an association with previous exposure to chemotherapy.

Conclusion: Analysis of data from patients in registration and compassionate-use trials suggests that the annualized incidences of t-MDS and
t-AML are consistent with that expected in patients with NHL who have had extensive previous chemotherapy treatment and do not appear to
be increased after treatment with the ibritumomab tiuxetan regimen. Cytogenetic testing before treatment with radioimmunotherapy may
identify existing chromosomal abnormalities in previously treated patients, particularly those who have been treated with alkylating agents and
purine nucleoside analogs and would be at higher risk for t-MDS or t-AML.
J Clin Oncol 25:4285-4292. © 2007 by American Society of Clinical Oncology

■ ■ ■

Phase II Trial of Proteasome Inhibitor Bortezomib in Patients With Relapsed or Refractory Cutaneous T-Cell
Lymphoma. . . Pier Luigi Zinzani, Gerardo Musuraca, Monica Tani, et al pp 4293-4297

Purpose: To determine the antitumor activity of the proteasome inhibitor bortezomib in patients with cutaneous T-cell lymphoma (CTCL) or
peripheral T-cell lymphoma unspecified (PTCLU) with isolated skin involvement.

Patients and Methods: From May 2005 to June 2006 at our institute, we treated patients with previously pretreated CTCL or PTCLU using
bortezomib as a single agent, at a dose of 1.3 mg/m2 intravenously on days 1, 4, 8, and 11, every 21 days for a total of six cycles.

Results: Fifteen patients were registered, of whom 12 (10 CTCL, all mycosis fungoides, and two PTCLU with isolated skin involvement) were
assessable. The overall response rate was 67%, with two (17%) complete remissions and six (50%) partial remissions. The remaining four
patients had disease progression. Histologically, the responder patients were seven with CTCL and one with PTCLU with isolated skin
involvement. All responses were durable, lasting from 7 to 14 or more months. Overall, the drug was well tolerated, with no grade 4 toxicity.
The most common grade 3 toxicities were neutropenia (n � 2), thrombocytopenia (n � 2), and sensory neuropathy (n � 2).

Conclusion: This study suggests that bortezomib was well tolerated and has significant single-agent activity in patients with cutaneous
T-cell lymphoma.
J Clin Oncol 25:4293-4297. © 2007 by American Society of Clinical Oncology

■ ■ ■

Role of Lymphangiogenesis in Cancer. . . Sudha S. Sundar and Trivadi S. Ganesan, pp 4298-4307

Regional lymph node metastasis is a common event in solid tumors and is considered a marker for dissemination, increased stage, and worse
prognosis. Despite rapid advances in tumor biology, the molecular processes that underpin lymphatic invasion and lymph node metastasis
remain poorly understood. However, exciting discoveries have been made in the field of lymphangiogenesis in recent years. The identification
of vascular endothelial growth factor ligands and cognate receptors involved in lymphangiogenesis, an understanding of the embryology of the
mammalian lymphatic system, the recent isolation of pure populations of lymphatic endothelial cells, the investigation of lymphatic metastases
in animal models, and the identification of markers that discriminate lymphatics from blood vessels at immunohistochemistry are current
advances in the field of lymphangiogenesis, and as such are the main focus of this article. This review also evaluates evidence for
lymphangiogenesis (ie, new lymphatic vessel formation in cancer) and critically reviews current data on the prognostic significance of lymphatic
vascular density in tumors. A targeted approach to block pathways of lymphangiogenesis seems to be an attractive anticancer treatment
strategy. Conversely, promotion of lymphangiogenesis may be a promising approach to the management of treatment-induced lymphedema in
cancer survivors. Finally, the implications of these developments in cancer therapeutics and directions for future research are discussed.
J Clin Oncol 25:4298-4307. © 2007 by American Society of Clinical Oncology
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Patient Interest in Gene Expression Analysis for Breast Cancer Recurrence Risk
Suzanne C. O’Neill, Noel T. Brewer, Sarah E. Lillie, Edward F. Morrill, E. Claire Dees, Lisa A Carey, and Barbara K. Rimer

BRCA1 and BRCA2 Genetic Testing in Hispanic Patients: Mutation Prevalence and Evaluation of the BRCAPRO Model
Kristen J. Vogel, Deann P. Atchley, Julie Erlichman, Kristine R. Broglio, Kaylene J. Ready, Vicente Valero, Christopher I. Amos,
Gabriel N. Hortobagyi, Karen H. Lu, and Banu Arun

Site of Oncologic Specialty Care for Older Adolescents in Utah
Karen H. Albritton, Charles L. Wiggins, Harold E. Nelson, and Jane C. Weeks

Disclosure of Conflicts of Interest by Authors of Clinical Trials and Editorials in Oncology
Rachel P. Riechelmann, Lisa Wang, Aoife O’Carroll, and Monika K. Krzyzanowska

Surrogate End Points for Median Overall Survival in Metastatic Colorectal Cancer: Literature-Based Analysis From 39
Randomized Controlled Trials of First-Line Chemotherapy
Patricia A. Tang, Soren M. Bentzen, Eric X. Chen, and Lillian L. Siu

End Points for Colon Cancer Adjuvant Trials: Observations and Recommendations Based on Individual Patient Data
From 20,898 Patients on 18 Randomized Trials
Daniel J. Sargent, Smitha Patiyil, Greg Yothers, Daniel G. Haller, Richard Gray, Jacquelyn Benedetti, Marc Buyse, Roberto Labianca,
Jean Francois Seitz, Christopher J. O’Callaghan, Guido Francini, Axel Grothey, Michael J. O’Connell, Paul Catalano, David Kerr, Erin Green,
Harry S. Wieand, Richard M. Goldberg, and Aimery De Gramont

Actual 10-Year Survival After Resection of Colorectal Liver Metastases Defines Cure
James S. Tomlinson, William R. Jarnagin, Ronald P. DeMatteo, Yuman Fong, Peter Kornprat, Mithat Gonen, Nancy E. Kemeny,
Murray F. Brennan, Leslie H. Blumgart, and Michael D’Angelica

Concurrent Chemotherapy and Intensity-Modulated Radiation Therapy for Anal Canal Cancer Patients: A
Multicenter Experience
Joseph Kamel Salama, Loren K. Mell, David A. Schomas, Robert C. Miller, Kiran Devisetty, Ashesh B. Jani, Arno J. Mundt, John C. Roeske,
Stanley L. Liauw, and Steven J. Chmura

Phase I Study of Oxaliplatin, Full-Dose Gemcitabine, and Concurrent Radiation Therapy in Pancreatic Cancer
Sameer Desai, Edgar Ben-Josef, Daniel P. Normolle, Isaac R. Francis, Joel K. Greenson, Diane M. Simeone, Alfred E. Chang,
Lisa M. Colletti, Theodore S. Lawrence, and Mark M. Zalupski

Randomized Phase II Trial of Cetuximab, Bevacizumab, and Irinotecan Compared With Cetuximab and Bevacizumab
Alone in Irinotecan Refractory Colorectal Cancer: The BOND-2 Study
Leonard B. Saltz, Heinz Josef Lenz, Hedy Lee Kindler, Howard S. Hochster, Scott Wadler, Paulo M. Hoff, Nancy E. Kemeny,
Ellen M. Hollywood, Mithat Gonen, Marcus Quinones, Meroe Morse, and Helen X. Chen

Tumor Necrosis Factor � As a New Target for Renal Cell Carcinoma: Two Sequential Phase II Trials of Infliximab at
Standard and High Dose
Michelle L. Harrison, Eva Obermueller, Nick R. Maisey, Susan Hoare, Kim Edmonds, Ningfeng F. Li, David Chao, Kate Hall, Chooi Lee,
Eleni Timotheadou, Kellie Charles, Roger Ahern, D. Mike King, Tim Eisen, Robert Corringham, Mark DeWitte, Frances Balkwill,
and Martin Gore

Randomized Phase II Study of Erlotinib Combined With Bevacizumab Compared With Bevacizumab Alone in
Metastatic Renal Cancer
Ronald M. Bukowski, Fairooz F. Kabbinavar, Robert A. Figlin, Keith T. Flaherty, Sandy Srinivas, Ulka Vaishampayan, Harry Drabkin,
Janice P. Dutcher, Sarah Ryba, Qi Xia, Frank A. Scappaticci, and David F. McDermott
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Human Papillomavirus-16 Is the Predominant Type Etiologically Involved in Penile Squamous Cell Carcinoma
Danielle A.M. Heideman, Tim Waterboer, Michael Pawlita, Pien Delis-van Diemen, Ingo Nindl, Joost A. Leijte, Johannes M.G. Bonfrer,
Simon Horenblas, Chris J.L.M. Meijer, and Peter J.F. Snijders

Pharmacogenetic Assessment of Toxicity and Outcome After Platinum Plus Taxane Chemotherapy in Ovarian Cancer:
SCOTROC1
Sharon Marsh, Jim Paul, Cristi R. King, Gillian Gifford, Howard McLeod, and Robert Brown

Assessment of Chronic Lymphocytic Leukemia and Small Lymphocytic Lymphoma by Absolute Lymphocyte Counts in
2,189 Patients: 20 Years of Experience at M.D. Anderson Cancer Center
Apostolia-Maria Tsimberidou, Sijin Wen, Susan O’Brien, Peter Mclaughlin, William Wierda, Alessandra Ferrajoli, Stefan Faderl, John Manning,
Susan Lerner, Chinh Mai, Alma M. Rodriguez, Mark Hess, Kim-Anh Do, Emil J. Freireich, Hagop Kantarjian, L. Jeffrey Medeiros,
and Michael J. Keating

Access to Pediatric Cancer Care by Age, Race, and Diagnosis, and Outcomes of Cancer Treatment in Pediatric and
Adolescent Patients in the State of Georgia
Della L. Howell, Kevin C. Ward, Harland D. Austin, John L. Young, and William G. Woods

Phase II Trial of Irinotecan in Children With Refractory Solid Tumors: A Children’s Oncology Group Study
Lisa R. Bomgaars, Mark Bernstein, Mark Krailo, Richard Kadota, Soma Das, Zhengjia Chen, Peter C. Adamson, Susan M. Blaney

Phase I and Pharmacodynamic Trial of the DNA Methyltransferase Inhibitor Decitabine and Carboplatin in
Solid Tumors
Kim Appleton, Helen J. Mackay, Ian Judson, Jane A. Plumb, Carol McCormick, Gordon Strathdee, Chooi Lee, Sophie Barrett, Sarah Reade,
Dala Jadayal, Adrian Tang, Katharine Bellenger, Lynsay Mackay, Albert Setanoians, Andreas Schatzlein, Chris Twelves, Stanley Kaye,
and Robert Brown

Self-Administered Stress Management Training in Patients Undergoing Radiotherapy
Mindy M. Krischer, Ping Xu, Cathy D. Meade, and Paul B. Jacobsen

Hepatic Resection After Rescue Cetuximab Treatment for Colorectal Liver Metastases Previously Refractory to
Conventional Systemic Therapy
Rene Adam, Thomas Aloia, Francis Levi, Dennis A. Wicherts, Robbert J. de Haas, Bernard Paule, Marie-Pierre Bralet, Mohamed Bouchahda,
David Machover, Michel Ducreux, Vincent Castagne, Daniel Azoulay, and Denis Castaing

Cisplatin Plus Gemcitabine or Vinorelbine for Elderly Patients With Advanced Non–Small-Cell Lung Cancer: The
MILES-2P Studies
Cesare Gridelli, Paolo Maione, Alfonso Illiano, Franco Vito Piantedosi, Adolfo Favaretto, Alessandra Bearz, Sergio Federico Robbiati,
Virginio Filipazzi, Vito Lorusso, Francesco Carrozza, Rosario Vincenzo Iaffaioli, Luigi Manzione, Ciro Gallo, Alessandro Morabito,
and Francesco Perrone



MEETING/LOCATION DATES CONTACT

Palliative Care Leadership Center
Training–Palliative Care Center of
the Bluegrass
Lexington, Kentucky

October 10-12, 2007 www.capc.org/palliative-care-
leadership-initiative/overview/bluegrass

Polish Society of Oncology Congress
Warsaw, Poland

October 10-13, 2007 www.kongresptok.pl

New Developments in Lung and
Head and Neck Cancer
Dallas, Texas

October 11, 2007 www.cancerconferences.com/thoracic/
ndlhnc_dallas_1007/index.php

60th Annual Symposium on Cancer
Research
Houston, Texas

October 11-13, 2007 www.mdanderson.org/conferences

Sixth International Colorectal Cancer
Congress
Aventura, Florida

October 11-14, 2007 www.cancerconferences.com/
gastrointestinal/6th_ccc/index.php

Fifth Annual West Coast Colorectal
Cancer Symposium: A Case-Based
Approach
Seattle, Washington

October 12, 2007 www.swedish.org/cme

TSMO 2007 Fall Membership
Meeting
Houston, Texas

October 12-13, 2007 www.accc-cancer.org/STASOC/TX/
TXevents.asp

NNECOS 2007 Annual Meeting
Burlington, Vermont

October 12-13, 2007 www.nnecos.org/NNECOS_Website/
Events/

Controversies in Breast Cancer
Adjuvant and Neoadjuvant Therapy
2007
New York, New York

October 12-14, 2007 www.cancerconferences.com

The Arizona Clinical Oncology
Society 2007 Membership Meeting
Tucson, Arizona

October 13, 2007 www.tacos-oncology.com/

2007 ASCO/COG Symposium
Denver, Colorado

October 16, 2007 www.asco.org/portal/site/ASCO/menuitem.
50d63d6183b9f0b46343cc10ee37a01d/

?vgnextoid�9ae8201eb61a7010Vgn
VCM100000ed730ad1RCRD
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BRCA: New Frontiers in Research
and Practice
Montreal, Canada

October 17-19, 2007 www.odon.ca/brca/

Palliative Care Leadership Center
Training–Fairview Health Services
Minneapolis, Minnesota

October 17-19, 2007 www.capc.org/palliative-care-
leadership-initiative/overview/fairview

Lymphoma & Myeloma 2007
New York, New York

October 18-20, 2007 www.imedex.com/calendars/oncology.asp

New Developments in Hematologic
Malignancies
Irving, Texas

October 20, 2007 www.cancerconferences.com/
hematologic/ndhm_irving/index.php

Fourth Annual Fall Oncology
Conference
Hoover, Alabama

October 20-21, 2007 www.thecbce.com

Palliative Care Leadership Center
Training–Medical College of
Wisconsin
Milwaukee, Wisconsin

October 24-26, 2007 www.capc.org/palliative-care-
leadership-initiative/overview/mcw

70th Annual Colon & Rectal Surgery
Conference
Minneapolis, Minnesota

October 24-27, 2007 www.colonrectalcourse.org/

Cancer in Africa: Challenges and
Opportunities
Cape Town, South Africa

October 24-28, 2007 www.aortic2007.org

Palliative Care Leadership Center
Training–University of California
San Francisco, California

October 25-26, 2007 www.capc.org/palliative-care-
leadership-initiative/overview/ucsf

Update in Surgical Oncology 2007
Toronto, Canada

October 26, 2007 static.cmetoronto.ca/support_file/171/
SUR0701.pdf

Fifth Annual Mid-South Cancer
Symposium
Memphis, Tennessee

October 26, 2007 www.utmem.edu/cme/

Urologic Oncology Conference
Houston, Texas

October 26-27, 2007 www.mdanderson.org/conferences

The Clinical Trials Workshop
Denver, Colorado

October 26-28, 2007 www.asco.org/portal/site/ASCO/menuitem.
509189bfd2c2bf5ca7ffa807320041a0/
?vgnextoid�592a6465354f9010Vgn

VCM100000ed730ad1RCRD
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Current Trends in Genitourinary
Malignancies
New York, New York

October 27, 2007 www.cancerconferences.com/genitourinary/
ctgu_newyork_1007/index.php

New Developments in Hematologic
Malignancies
Dearborn, Michigan

October 27, 2007 www.cancerconferences.com/
hematologic/ndhm_dearborn/index.php

New Developments in Hematologic
Malignancies
Seattle, Washington

October 27, 2007 www.cancerconferences.com/
hematologic/ndhm_seattle/index.php

Integrating Novel Agents with
Radiotherapy in the Treatment of
Solid Tumors
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