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MDM2 SNP309 Is Associated With Poor Outcome in B-Cell Chronic Lymphocytic Leukemia . . . Irina Gryshchenko,
Sebastian Hofbauer, Markus Stoecher, et al pp 2252-2257
Purpose: A single nucleotide polymorphism (SNP) at position 309 in the promoter region of MDM2 leading to increased expression of MDM2 and
attenuated function of p53 has been negatively associated with onset and outcome of disease in solid tumors. Because inactivation of p53 by
deletion and/or mutations also impacts on the clinical course of B-cell chronic lymphocytic leukemia (B-CLL), we assessed the role of the SNP309
genotype in B-CLL.

Patients and Methods: The frequency of SNP309 T/T, T/G, or G/G genotypes and the p53 status (wild type, mutated, or deleted) were assessed
and correlated with clinical outcome in 140 B-CLL patients and a second independent cohort. In addition, the correlation of the MDM2 SNP309
genotype with the MDM2 protein expression level in B-CLL cells was evaluated by immunoblotting.

Results: A significant negative association of the SNP309 T/G and G/G genotypes with overall survival was seen (T/G genotype, relative risk �
3.7; 95% CI, 1.2 to 11.5; P � .02; G/G genotype, relative risk � 9.1; 95% CI, 2.4 to 35.1; P � .001), but no correlation with incidence or onset
of B-CLL was observed. The influence of the heterozygous SNP309 T/G genotype on treatment-free survival depended on the p53 status but
not on the CD38, Zap-70, or IgVH mutational status or Rai stage of B-CLL patients. The unfavorable SNP309 T/G and G/G genotypes were
associated with a gene-dosage–dependent increase of MDM2 expression.

Conclusion: The MDM2 SNP309 genotype influencing MDM2 expression levels was identified as an additional independent risk factor in B-CLL.
Targeting MDM2-p53 interactions might emerge as a successful treatment strategy for B-CLL.
J Clin Oncol 26:2252-2257. © 2008 by American Society of Clinical Oncology

■ ■ ■

Phase II Study of Rituximab Plus Three Cycles of CHOP and Involved-Field Radiotherapy for Patients With Limited-
Stage Aggressive B-Cell Lymphoma: Southwest Oncology Group Study 0014 . . . Daniel O. Persky, Joseph M. Unger,
Catherine M. Spier, et al pp 2258-2263
Purpose: To evaluate the effect of rituximab in limited-stage diffuse large B-cell lymphoma (DLBCL), we conducted a multicenter phase II trial
combining rituximab with three cycles of CHOP (cyclophosphamide, doxorubicin, vincristine, and prednisone; R-CHOP) followed by involved-field
radiation therapy (IFRT).

Patients and Methods: Southwest Oncology Group (SWOG) study S0014 enrolled patients with newly diagnosed, aggressive, CD20-expressing
non-Hodgkin’s lymphoma (NHL). Patients had limited-stage disease and at least one adverse risk factor as defined by the stage-modified
International Prognostic Index (nonbulky stage II disease, age � 60 years, WHO performance status of 2, or elevated serum lactate
dehydrogenase). Four doses of rituximab were infused on days –7, 1, 22, and 43, and CHOP was administered on days 3, 24, and 45, followed
3 weeks later by 40 to 46 Gy of IFRT.

Results: Sixty patients with aggressive NHL were eligible. With the median follow-up of 5.3 years, treatment resulted in a progression-free
survival (PFS) of 93% at 2 years and 88% at 4 years. Overall survival (OS) was 95% at 2 years and 92% at 4 years. These results were compared
with those from a historic group of patients treated without rituximab on S8736, demonstrating PFS of 78% and OS of 88% at 4 years.

Conclusion: In limited-stage DLBCL, the addition of rituximab to three cycles of CHOP plus IFRT met prespecified study criteria of efficacy, with
2-year PFS of at least 84%, meriting further investigation. There is a pattern of continuing relapse with modest survival gains. We hypothesize
that such a pattern may be the result of biologic differences between limited- and advanced-stage lymphoma.
J Clin Oncol 26:2258-2263. © 2008 by American Society of Clinical Oncology

■ ■ ■

Graft-Versus-Lymphoma Effect for Aggressive T-Cell Lymphomas in Adults: A Study by the Société Française de Greffe
de Moëlle et de Thérapie Cellulaire . . . Steven Le Gouill, Noel Milpied, Agnès Buzyn, et al pp 2264-2271

Purpose: Aggressive T-cell lymphomas (ATCLs) represent 10% to 15% of non-Hodgkin’s lymphomas (NHLs) in adults. ATCLs show a worse
prognosis than B-cell lymphomas.

Patients and Methods: On behalf of the Société Française de Greffe de Moëlle et de Thérapie Cellulaire, we conducted a retrospective analysis
including 77 ATCL patients who underwent allogeneic stem-cell transplantation (alloSCT).

Results: The different diagnosis included anaplastic large-cell lymphoma (ALCL; n � 27), peripheral T-cell lymphoma not otherwise specified
(PTCL-NOS; n � 27), angioimmunoblastic T-cell lymphoma (AITL; n � 11), hepatosplenic �/� lymphoma (HSL; n � 3), T-cell granular lymphocytic
leukemia (T-GLL; n � 1), nasal natural killer (NK)/T-cell lymphoma (nasal-NK/L; n � 3) or non-nasal NK/T-cell lymphoma (non-nasal-NK/L; n � 2),
enteropathy-type T-cell (n � 1), and human T-lymphotropic virus (HTLV)-1 lymphoma (n � 2). Fifty-seven patients received a myeloablative
conditioning regimen. Donors were human leukocyte antigen (HLA)-matched in 70 cases and related in 60 cases. Thirty-one patients were in
complete remission (CR) at the time of alloSCT, whereas 26 were in partial response (PR). Five-year toxicity-related mortality (TRM) incidence
was 33% (95% CI, 24% to 46%). The 5-year overall survival (OS) and event-free survival (EFS) rates were 57% (95% CI, 45% to 68%) and 53%
(95% CI, 41% to 64%), respectively. In multivariate analysis, chemoresistant disease (stable, refractory, or progressing disease) at the time of
alloSCT and the occurrence of severe grade 3 to 4 acute graft-versus-host disease (aGVHD) were the strongest adverse prognostic factors for
OS (P � .03 and .03, respectively). Disease status at transplantation significantly influenced the 5-year EFS (P � .003), and an HLA-mismatched
donor increased TRM (P � .04).

Conclusion: We conclude that alloSCT is a potentially efficient therapy for NK/T lymphomas and is worth further investigation through prospective
clinical trials.
J Clin Oncol 26:2264-2271. © 2008 by American Society of Clinical Oncology
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Tailored Chemotherapy Information Faxed to General Practitioners Improves Confidence in Managing Adverse Effects
and Satisfaction With Shared Care: Results From a Randomized Controlled Trial . . . Michael Jefford, Carl Baravelli,

Paul Dudgeon, et al pp 2272-2277
Purpose: General practitioners (GPs) play a critical role in the treatment of patients with cancer; yet often lack information for optimal care. We
developed standardized information for GPs about chemotherapy (CT). In a randomized controlled trial we assessed the impact of sending, by
fax, information tailored to the particular patient’s CT regimen. Primary end points were: confidence treating patients who were receiving CT
(confidence), knowledge of adverse effects and reasons to refer the patient to the treatment center (knowledge), and satisfaction with
information and shared care of patients (satisfaction).

Methods: Focus group work informed the development of the CT information which focused on potential adverse effects and recommended
management strategies. GPs of patients due to commence CT were randomly assigned to receive usual correspondence with or without the
faxed patient/regimen-specific information. Telephone questionnaire at baseline and 1 week postintervention assessed knowledge, confidence,
and satisfaction.

Results: Ninety-seven GPs managed 97 patients receiving 23 types of CT. Eighty-one (83.5%) completed the follow-up questionnaire. GPs in the
intervention group demonstrated a significantly greater increase in confidence (mean difference, 0.28; 95% CI, 0.10 to 0.47) and satisfaction
(mean difference, 0.57; 95% CI, 0.27 to 0.88) compared with usual care, reflecting a 7.1% and 10.5% difference in score, respectively. No
differences were detected for knowledge. GPs receiving the CT sheet found correspondence significantly more useful (P � .001) and instructive
(P � .001) than GPs who received standard correspondence alone.

Conclusion: Information about CT faxed to GPs is a simple, inexpensive intervention that increases confidence managing CT adverse effects and
satisfaction with shared care. This intervention could have widespread application.
J Clin Oncol 26:2272-2277. © 2008 by American Society of Clinical Oncology

■ ■ ■

Utilization and Outcomes of Minimally Invasive Radical Prostatectomy . . . Jim C. Hu, Qin Wang, Chris L. Pashos, et al
pp 2278-2284
Purpose: Demand for minimally invasive radical prostatectomy (MIRP) to treat prostate cancer is increasing; however, outcomes remain unclear.
We assessed utilization, complications, lengths of stay, and salvage therapy rates for MIRP versus open radical prostatectomy assessed whether
MIRP surgeon volume is associated with better outcomes.

Methods: We identified 2,702 men undergoing MIRP and open radical prostatectomy during 2003 to 2005 from a national 5% sample of Medicare
beneficiaries. We assessed the association between surgical approach and outcomes, adjusting for surgeon volume, age, race, comorbidity, and
geographic region.

Results: MIRP utilization increased from 12.2% in 2003 to 31.4% in 2005. Men undergoing MIRP versus open radical prostatectomy had fewer
perioperative complications (29.8% v 36.4%; P � .002) and shorter lengths of stay (1.4 v 4.4 days; P � .001); however, they were more likely
to receive salvage therapy (27.8% v 9.1%, P � .001). In adjusted analyses, MIRP versus open radical prostatectomy was associated with fewer
perioperative complications (odds ratio [OR], 0.73; 95% CI, 0.60 to 0.90), shorter lengths of stay (parameter estimate, �2.99; 95% CI, �3.45 to
�2.53) but more anastomotic strictures (OR, 1.40; 95% CI, 1.04 to 1.87) and higher rates of salvage therapy (OR, 3.67; 95% CI, 2.81 to 4.81).
Patients of high-volume MIRP experienced fewer anastomotic strictures (OR, 0.93; 95% CI, 0.87 to 0.99) and less salvage therapy (OR, 0.92;
95% CI, 0.88 to 0.98).

Conclusion: Men undergoing MIRP versus open radical prostatectomy have lower risk for perioperative complications and shorter lengths of stay,
but are at higher risk for salvage therapy and anastomotic strictures. However, risk for these unfavorable outcomes decreases with increasing
MIRP surgical volume.
J Clin Oncol 26:2278-2284. © 2008 by American Society of Clinical Oncology

■ ■ ■

Lapatinib Versus Hormone Therapy in Patients With Advanced Renal Cell Carcinoma: A Randomized Phase III
Clinical Trial . . . Alain Ravaud, Robert Hawkins, Jason P. Gardner, et al pp 2285-2291

Purpose: Lapatinib is an orally reversible inhibitor of epidermal growth factor receptor (EGFR)/human epidermal growth factor receptor 2 (HER-2)
tyrosine kinases with demonstrated activity in patients with HER-2–positive breast cancer. In the current phase III open-label trial, lapatinib was
compared with hormone therapy (HT) in patients with advanced renal cell carcinoma (RCC) that express EGFR and/or HER-2.

Patients and Methods: Patients with advanced RCC who had experienced disease progression through first-line cytokine therapy—stratified by
Karnofsky performance status and number of metastatic sites—were randomly assigned to lapatinib 1,250 mg daily or HT. The primary end point
was time to progression (TTP); secondary end points included overall survival (OS), safety, and biomarker analyses.

Results: Four hundred sixteen patients were enrolled onto the study. Median TTP was 15.3 weeks for lapatinib versus 15.4 weeks for HT (hazard
ratio [HR] � 0.94; P � .60), and median OS was 46.9 weeks for lapatinib versus 43.1 weeks for HT (HR � 0.88; P � .29). In a biomarker analysis
of patients with EGFR-overexpressed tumors (3� by immunohistochemistry [IHC]; n � 241) median TTP was 15.1 weeks for lapatinib versus
10.9 weeks for HT (HR � 0.76; P � .06), and median OS was 46.0 weeks for lapatinib versus 37.9 weeks for HT (HR � 0.69; P � .02). These
results were confirmed by Cox regression analysis. No unexpected toxicities were observed; the most commonly reported drug-related adverse
events (all grades) for lapatinib were rash (44%) and diarrhea (40%).

Conclusion: Lapatinib was well tolerated with equivalent overall efficacy to HT in advanced RCC patients who had experienced disease
progression while receiving cytokines, and the study supports that lapatinib prolonged OS relative to HT in patients with 3� EGFR status
determined by IHC.
J Clin Oncol 26:2285-2291. © 2008 by American Society of Clinical Oncology
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Three Phase II Cytokine Working Group Trials of gp100 (210M) Peptide Plus High-Dose Interleukin-2 in Patients With
HLA-A2–Positive Advanced Melanoma . . . Jeffrey A. Sosman, Carole Carrillo, Walter J. Urba, et al pp 2292-2298

Purpose: High-dose interleukin-2 (IL-2) induces responses in 15% to 20% of advanced melanoma patients; 5% to 8% are durable complete
responses (CRs). The HLA-A2–restricted, modified gp100 peptide (210M) induces T-cell immunity in vivo and has little antitumor activity but,
combined with high-dose IL-2, reportedly has a 42% (13 of 31 patients) response rate (RR). We evaluated 210M with one of three different IL-2
schedules to determine whether a basis exists for a phase III trial.

Patients and Methods: In three separate phase II trials, melanoma patients received 210M subcutaneously during weeks 1, 4, 7, and 10 and
standard high-dose IL-2 during weeks 1 and 3 (trial 1), weeks 7 and 9 (trial 2), or weeks 1, 4, 7, and 10 (trial 3). Immune assays were performed
on peripheral-blood mononuclear cells collected before and after treatment.

Results: From 1998 to 2003, 131 HLA-A2–positive patients were enrolled. With 60-month median follow-up time, the overall RR for 121
assessable patients was 16.5% (95% CI, 10% to 26%); the RRs were 23.8% in trial 1 (42 patients), 12.5% in trial 2 (40 patients), and 12.8%
in trial 3 (39 patients). There were 11 CRs (9%) and nine partial responses (7%), with 11 patients (9%) progression free at � 30 months. Immune
studies including assays of CD3-� expression and numbers of CD4�/CD25�/FoxP3� regulatory T cells, CD15�/CD11b�/CD14– immature
myeloid-derived cells, and CD8�gp100 tetramer-positive cells in the blood did not correlate with clinical benefit.

Conclusion: The results again demonstrate efficacy of high-dose IL-2 in advanced melanoma but did not demonstrate the promising clinical activity
reported with vaccine and high-dose IL-2 in any of three phase II trials.
J Clin Oncol 26:2292-2298. © 2008 by American Society of Clinical Oncology

■ ■ ■

Phase II Study of Extended-Dose Temozolomide in Patients With Melanoma . . . Petra Rietschel, Jedd D. Wolchok,
Susan Krown, et al pp 2299-2304
Purpose: We conducted a phase II trial of extended-dose temozolomide (TMZ) in patients with melanoma to test the hypothesis that the
approximately 30% response rate observed in patients treated with extended-dose TMZ with antiangiogenic agents was caused by TMZ alone.
We hypothesized that expression of methylguanine methyltransferase (MGMT) in the tumor would correlate with drug resistance to TMZ.

Patients and Methods: Patients with stage IV or unresectable stage III melanoma were treated with TMZ 75 mg/m2/d for 6 weeks followed by a
2-week rest period. Cycles were repeated until progression. Patients were stratified by M1c disease or not. The primary end point was objective
response proportion. MGMT expression was assessed by methylation-specific pyrosequencing of the promoter and by immunohistochemistry.

Results: Forty-nine patients (25 with M1c disease) were assessable. Three patients (12.5%) in each cohort experienced partial responses; there
were no complete responses. Ten patients (21%) had stable disease lasting more than 24 weeks. Median time to progression was 3.3 months.
Median survival was 10.1 months; survival was similar in the two cohorts. The estimated 18-month survival was 27%. There was no correlation
between response and either immunohistochemistry staining for MGMT or for MGMT promoter methylation. Seventy-five percent of patients
developed CD4� lymphopenia after three cycles.

Conclusion: Extended-dose TMZ therapy did not result in a 30% responses rate, which has been observed using extended-dose TMZ with
antiangiogenic agents. Response did not correlate with MGMT expression or promoter methylation as a continuous variable, suggesting that
other resistance mechanisms are important.
J Clin Oncol 26:2299-2304. © 2008 by American Society of Clinical Oncology

■ ■ ■

Use of Antidepressants and Risk of Cancer in Individuals Infected With HIV. . . Justin Stebbing, Tom Powles,
Sundhiya Mandalia, et al pp 2305-2310
Purpose: Preclinical and cohort studies suggest that certain antidepressants are associated with a predisposition to cancer whereas others
decrease the risk. We aimed to assess whether different classes of antidepressants were associated with changes in cancer incidence in a
population of HIV-1 infected individuals, based on duration of exposure.

Methods: Antidepressant exposure was measured from date of first prescription of the antidepressant until the date of last follow-up or cancer
diagnosis. Univariate and multivariate analyses were performed to establish the risk of AIDS-related cancers and non–AIDS-related cancers
according to whether patients were receiving selective serotonin reuptake inhibitors, tricyclic antidepressants, or other medicines for depression.
We analyzed data for time exposed to antidepressants, before and during the era of highly active antiretroviral therapy (HAART).

Results: From a cohort of 10,997 patients representing 52,656 years of follow-up attending a large HIV center during the pre-HAART and HAART
eras, a total of 2,004 (18%) were prescribed antidepressants representing 15,850 years exposed. A total of 1,607 (15%) individuals were
diagnosed with cancer. There were no significant associations between any class of antidepressant and any type of cancer (P � .19), in either
the pre-HAART or HAART era (P � .23), and use of serotonin reuptake inhibitors did not alter the risk of Burkitt lymphoma.

Conclusion: Antidepressants, irrespective of their class, do not affect cancer risk in HIV-infected individuals.
J Clin Oncol 26:2305-2310. © 2008 by American Society of Clinical Oncology
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EPIC: Phase III Trial of Cetuximab Plus Irinotecan After Fluoropyrimidine and Oxaliplatin Failure in Patients With
Metastatic Colorectal Cancer . . . Alberto F. Sobrero, Joan Maurel, Louis Fehrenbacher, et al pp 2311-2319

Purpose: To determine whether adding cetuximab to irinotecan prolongs survival in patients with metastatic colorectal cancer (mCRC) previously
treated with fluoropyrimidine and oxaliplatin.

Patients and Methods: This multicenter, open-label, phase III study randomly assigned 1,298 patients with epidermal growth factor receptor–
expressing mCRC who had experienced first-line fluoropyrimidine and oxaliplatin treatment failure to cetuximab (400 mg/m2 day 1 followed by
250 mg/m2 weekly) plus irinotecan (350 mg/m2 every 3 weeks) or irinotecan alone. Primary end point was overall survival (OS); secondary end
points included progression-free survival (PFS), response rate (RR), and quality of life (QOL).

Results: Median OS was comparable between treatments: 10.7 months (95% CI, 9.6 to 11.3) with cetuximab/irinotecan and 10.0 months (95%
CI, 9.1 to 11.3) with irinotecan alone (hazard ratio [HR], 0.975; 95% CI, 0.854 to 1.114; P � .71). This lack of difference may have been due to
post-trial therapy: 46.9% of patients assigned to irinotecan eventually received cetuximab (87.2% of those who did, received it with irinotecan).
Cetuximab added to irinotecan significantly improved PFS (median, 4.0 v 2.6 months; HR, 0.692; 95% CI, 0.617 to 0.776; P � .0001) and RR
(16.4% v 4.2%; P � .0001), and resulted in significantly better scores in the QOL analysis of global health status (P � .047). Cetuximab did not
exacerbate toxicity, except for acneform rash, diarrhea, hypomagnesemia, and associated electrolyte imbalances. Neutropenia was the most
common severe toxicity across treatment arms.

Conclusion: Cetuximab and irinotecan improved PFS and RR, and resulted in better QOL versus irinotecan alone. OS was similar between study
groups, possibly influenced by the large number of patients in the irinotecan arm who received cetuximab and irinotecan poststudy.
J Clin Oncol 26:2311-2319. © 2008 by American Society of Clinical Oncology

■ ■ ■

Bortezomib With or Without Irinotecan in Relapsed or Refractory Colorectal Cancer: Results From a Randomized
Phase II Study . . . Peter S. Kozuch, Caio Max Rocha-Lima, Tomislav Dragovich, et al pp 2320-2326

Purpose: To evaluate the efficacy and toxicity of bortezomib with or without irinotecan, in patients with relapsed or refractory colorectal
cancer (CRC).

Patients and Methods: Patients were randomly assigned in a 3:4 ratio to bortezomib 1.5 mg/m2 (arm A) or bortezomib 1.3 mg/m2 plus irinotecan
125 mg/m2 (arm B). A treatment cycle of 21 days consisted of four bortezomib doses on days 1, 4, 8, and 11, plus, in arm B, irinotecan on days
1 and 8. The primary objective of this randomized, multicenter, open-label, phase II study was to determine tumor response to treatment.
Secondary objectives were safety and tolerability.

Results: A preplanned interim analysis to assess efficacy revealed inadequate activity, resulting in early termination of this study. A total of 102
patients were treated, 45 in arm A and 57 in arm B. Baseline characteristics were comparable. The investigator-assessed response rate was 0
in arm A and 3.5% in arm B (all partial responses). Adverse events in both treatment arms were as expected, with no significant additive toxicity.
The most common grade � 3 adverse events reported, per patient, during the study were fatigue (27%), vomiting (13%), nausea (11%), and
peripheral sensory neuropathy (11%) in arm A, and diarrhea (33%), fatigue (25%), neutropenia (23%), thrombocytopenia (18%), dyspnea (12%),
abdominal pain (12%), dehydration (12%), and anemia (11%) in arm B.

Conclusion: Bortezomib alone or in combination with irinotecan was not effective in patients with relapsed or refractory CRC.
J Clin Oncol 26:2320-2326. © 2008 by American Society of Clinical Oncology

■ ■ ■

Quantitative Analysis of Methylation of Genomic Loci in Early-Stage Rectal Cancer Predicts Distant Recurrence
Michiel F.G. de Maat, Cornelis J.H. van de Velde, Martijn P.J. van der Werff, et al pp 2327-2335
Purpose: There are no accurate prognostic biomarkers specific for rectal cancer. Epigenetic aberrations, in the form of DNA methylation,
accumulate early during rectal tumor formation. In a preliminary study, we investigated absolute quantitative methylation changes associated
with tumor progression of rectal tissue at multiple genomic methylated-in-tumor (MINT) loci sequences. We then explored in a different clinical
patient group whether these epigenetic changes could be correlated with clinical outcome.

Patients and Methods: Absolute quantitative assessment of methylated alleles was used to assay methylation changes at MINT 1, 2, 3, 12, 17,
25, and 31 in sets of normal, adenomatous, and malignant tissues from 46 patients with rectal cancer. Methylation levels of these biomarkers
were then assessed in operative specimens of 251 patients who underwent total mesorectal excision (TME) without neoadjuvant radiotherapy
in a multicenter clinical trial.

Results: Methylation at MINT 2, 3, and 31 increased 11-fold (P � .005), 15-fold (P � .001), and two-fold (P � .02), respectively, during
adenomatous transformation in normal rectal epithelium. Unsupervised grouping analyses of quantitative MINT methylation data of TME trial
patients demonstrated two prognostic subclasses. In multivariate analysis of node-negative patients, this subclassification was the only predictor
for distant recurrence (hazard ratio [HR], 4.17; 95% CI, 1.72 to 10.10; P � .002), cancer-specific survival (HR, 3.74; 95% CI, 1.4 to 9.43; P � .003),
and overall survival (HR, 2.68; 95% CI, 1.41 to 5.11; P � .005).

Conclusion: Methylation levels of specific MINT loci can be used as prognostic variables in patients with American Joint Committee on Cancer
stage I and II rectal cancer. Quantitative epigenetic classification of rectal cancer merits evaluation as a stratification factor for adjuvant treatment
in early disease.
J Clin Oncol 26:2327-2335. © 2008 by American Society of Clinical Oncology
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Survival Following Recurrence in Stage II and III Colon Cancer: Findings From the ACCENT Data Set
Michael J. O’Connell, Megan E. Campbell, Richard M. Goldberg, et al pp 2336-2341
Purpose: This study was undertaken to examine five possible prognostic factors in patients with recurrent stage II and III colon cancer: time from
randomization on an adjuvant therapy clinical trial to tumor recurrence (� 1 year, 1 to 2 years, 2 to 3 years, 3 to 4 years, � 4 years), initial stage
(II v III), initial adjuvant treatment (fluorouracil [FU]-based v surgery alone), the era in which the patient entered an adjuvant therapy clinical trial
(1978 to 1985, 1986 to 1992, 1993 to 1999), and patient age at recurrence.

Methods: The Adjuvant Colon Cancer End Points (ACCENT) data set was analyzed using univariate and multivariate Cox proportional hazards
models, stratified by study.

Results: 5,722 (32.9%) of 17,381 patients experienced recurrence. Median survival following recurrence was 13.3 months. Time from
randomization to recurrence was highly prognostic of survival following recurrence (P � .0001). Longer survival following recurrence was seen
in patients with initial stage II versus III disease (P � .0001; 14.3% 6-year overall survival after recurrence in initial stage II patients), patients
entered more recently onto trials (P � .0001), and patients initially treated with surgery alone versus FU adjuvant treatment (P � .0005). All
relationships were maintained in multivariate models.

Conclusion: Time from initial treatment to recurrence and initial stage are important prognostic factors in patients with recurrent colon cancer.
Survival following recurrence increased modestly from 1978 to 1999. Patients who had a recurrence following adjuvant therapy had poorer
prognosis than those who progressed after surgery alone. These prognostic factors may be useful for clinical trial design and treatment decisions
in patients with recurrent colon cancer.
J Clin Oncol 26:2336-2341. © 2008 by American Society of Clinical Oncology

■ ■ ■

Safety and Efficacy of Darbepoetin Alfa in Previously Untreated Extensive-Stage Small-Cell Lung Cancer Treated With
Platinum Plus Etoposide . . . Robert Pirker, Rodryg A.Ramlau, Wolfgang Schuette, et al pp 2342-3249

Purpose: A placebo-controlled, double-blind, randomized, phase III study was conducted in patients with extensive-stage small-cell lung cancer
receiving first-line platinum-containing chemotherapy to determine if increasing or maintaining hemoglobin concentration with darbepoetin alfa
could increase patient survival.

Patients and Methods: Darbepoetin alfa (300 �g) or placebo was administered once per week for 4 weeks then every 3 weeks for up to six cycles
of chemotherapy (carboplatin plus etoposide or cisplatin plus etoposide) plus 3 weeks after the last dose of chemotherapy. Patients with disease
progression were observed until death or until all patients completed their end-of-study visit and 496 deaths had occurred. The two coprimary
end points were change in hemoglobin concentration from baseline to the end of the chemotherapy period and overall survival; statistical testing
of survival was done if change in hemoglobin was significant at P � .05.

Results: The study enrolled 600 patients. Patients’ hemoglobin levels dropped due to the myelosuppressive chemotherapy; however, treatment
with darbepoetin alfa maintained hemoglobin levels significantly higher than placebo (P � .001). There was no statistically significant difference
in overall survival between the treatment groups (hazard ratio [HR], 0.93; 95% CI, 0.78 to 1.11; P � .431). As expected, darbepoetin alfa was
associated with a higher incidence of thromboembolic events (darbepoetin alfa, 9%; placebo, 5%). The transfusion risk was lower in the
darbepoetin versus placebo group (HR, 0.40; 95% CI, 0.29 to 0.55).

Conclusion: The results of this study did not demonstrate improved survival after treatment with darbepoetin alfa; however, they reinforce the benefit
of erythropoiesis-stimulating agents in reducing transfusions and their neutral impact on survival in patients with chemotherapy-induced anemia.
J Clin Oncol 26:2342-3249. © 2008 by American Society of Clinical Oncology

■ ■ ■

Erlotinib for Advanced Non–Small-Cell Lung Cancer in the Elderly: An Analysis of the National Cancer Institute of
Canada Clinical Trials Group Study BR.21 . . . Paul Wheatley-Price, Keyue Ding, Lesley Seymour, et al pp 2350-2357

Purpose: National Cancer Institute of Canada Clinical Trials Group Study BR.21 established erlotinib as a standard of care in patients with
non–small-cell lung cancer (NSCLC) after failure of first- or second-line chemotherapy. The current study analyzes the influence of age on
outcomes in BR.21.

Patients and Methods: BR.21 was a double-blind phase III trial that randomly assigned 731 patients to erlotinib 150 mg daily or placebo. End points
included progression-free survival and overall survival (OS), response, quality of life (QOL), drug exposure, and toxicity, which are analyzed in this
retrospective study by the following two age groups: � 70 years (elderly) or less than 70 years (young).

Results: There were 163 elderly patients (112 on erlotinib, 51 on placebo) and 568 young patients (376 on erlotinib, 192 on placebo). There was
no significant difference between age groups randomly assigned to erlotinib or placebo in progression-free survival (elderly: 3.0 v 2.1 months;
hazard ratio [HR] � 0.63; 95% CI, 0.44 to 0.90; P � .009; young: 2.1 v 1.8 months; HR � 0.64; 95% CI, 0.53 to 0.76; P � .0001; interaction,
P � .77) or OS (elderly: 7.6 v 5.0 months; HR � 0.92; 95% CI, 0.64 to 1.34; P � .67; young: 6.4 v 4.7 months; HR � 0.73; 95% CI, 0.61 to 0.89;
P � .0014; interaction, P � .31). Response rates were similar between age groups. Elderly patients, compared with young patients, had
significantly more overall and severe (grade 3 and 4) toxicity (35% v 18%; P � .001), were more likely to discontinue treatment as a result of
treatment-related toxicity (12% v 3%; P � .0001), and had lower relative dose-intensity (64% v 82% received � 90% planned dose; P � .001).

Conclusion: Elderly patients treated with erlotinib gain similar survival and QOL benefits as younger patients but experience greater toxicity.
J Clin Oncol 26:2350-2357. © 2008 by American Society of Clinical Oncology
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Decision Making Regarding Prophylactic Mastectomy: Stability of Preferences and the Impact of Anticipated Feelings
of Regret . . . Sandra van Dijk, Mariëlle S. van Roosmalen, Wilma Otten, et al pp 2358-2363

Purpose: Women who test positive for a BRCA1/2 mutation face difficult choices to manage their breast cancer risk; one of these choices is
whether to opt for prophylactic mastectomy. Few data are available about this decision-making process. The current study provides data
regarding the stability of risk-management preferences over time and the factors that are associated with these preferences.

Patients and Methods: We analyzed data from 338 women who opted for breast cancer antigen (BRCA) testing. First, we prospectively assessed
preferences of 80 BRCA mutation carriers at five different points in time ranging from 1 week after blood sampling up to 9 months after
BRCA-test disclosure. Second, we applied univariate and multivariate regression analyses to examine which medical, sociodemographic, and
psychological factors are related to a preference for prophylactic mastectomy.

Results: Ninety percent of the women already indicated a preference regarding risk management at baseline. Moreover, most women had stable
preferences over time. Furthermore, anticipated feelings of regret in case of a hypothetical breast cancer diagnosis in the near future were
strongly related to risk-management preference (odds ratio � 8.93; P � .0001).

Conclusion: Women seem to decide at a relatively early stage about their risk-management preferences. Many of them may be sensitive to the
possibility of regret in case of a bad outcome. We discuss whether possible regret in the future is a rational reason for opting for prophylactic
mastectomy, or whether it signifies an emotional coping process or strategy in which the future costs are no longer fully considered.
J Clin Oncol 26:2358-2363. © 2008 by American Society of Clinical Oncology

■ ■ ■

Influence of Activation State of ErbB-2 (HER-2) on Response to Adjuvant Cyclophosphamide, Doxorubicin, and
Fluorouracil for Stage II, Node-Positive Breast Cancer: Study 8541 From the Cancer and Leukemia Group B
Michael P. DiGiovanna, David F. Stern, Susan Edgerton, et al pp 2364-2372
Purpose: ErbB-2 (human epidermal growth factor receptor 2) overexpression may be predictive of relative resistance and/or sensitivity to specific
chemotherapeutic agents. Results from a previous study from the Cancer and Leukemia Group B (CALGB 8541) demonstrated an interaction
between ErbB-2 and increasing dose of adjuvant cyclophosphamide, doxorubicin, and fluorouracil (CAF) chemotherapy. Other studies have
suggested that evaluation of the phosphorylated/activated form of ErbB-2 might be more precise in defining the impact of ErbB-2 in breast
cancer. We have evaluated tumor tissue sections from CALGB 8541 patients to determine whether the interaction of ErbB-2 with CAF dose is
dependent on ErbB-2 activation state, and whether phosphorylated ErbB-2 is an adverse prognostic factor in patients treated with CAF.

Patients and Methods: Patients were randomly assigned to one of three dosing regimens of CAF. Paraffin samples from 992 of 1,572 patients who
participated in CALGB 8541 were available. Of the 570 tumors with any staining for ErbB-2, 488 had tissue available for assay for phosphorylated
ErbB-2, which was performed by immunohistochemistry.

Results: Of 910 total assessable cases, 112 of 488 ErbB-2-positive cases (23%) stained positively for phosphorylated ErbB-2. The previously
described interaction of dosing regimen of CAF with ErbB-2 was not dependent on phosphorylation status of ErbB-2.

Conclusion: Monitoring phosphorylation of ErbB-2 with an antiphospho-ErbB-2 antibody did not add further precision to identifying those patients
most likely to benefit from increased dose of anthracycline-based adjuvant chemotherapy. Favorable outcomes are observed in ErbB-2-
overexpressing patients treated with high-dose CAF regardless of ErbB-2 phosphorylation state.
J Clin Oncol 26:2364-2372. © 2008 by American Society of Clinical Oncology

■ ■ ■

Breast Cancer Subtype Approximated by Estrogen Receptor, Progesterone Receptor, and HER-2 Is Associated With
Local and Distant Recurrence After Breast-Conserving Therapy . . . Paul L. Nguyen, Alphonse G. Taghian, Matthew S. Katz, et al
pp 2373-2378
Purpose: To determine whether breast cancer subtype is associated with outcome after breast-conserving therapy (BCT) consisting of
lumpectomy and radiation therapy.

Patients and Methods: We studied 793 consecutive patients with invasive breast cancer who received BCT from July 1998 to December 2001.
Among them, 97% had pathologically negative margins of resection, and 90% received adjuvant systemic therapy. No patient received adjuvant
trastuzumab. Receptor status was used to approximate subtype: estrogen receptor (ER) or progesterone receptor (PR) positive and human
epidermal growth factor receptor 2 negative � luminal A; ER� or PR� and HER-2� � luminal B; ER– and PR – and HER-2� � HER-2; and ER–
and PR – and HER-2– � basal. Competing risks methodology was used to analyze time to local recurrence and distant metastases.

Results: Median follow-up was 70 months. The overall 5-year cumulative incidence of local recurrence was 1.8% (95% CI, 1.0 to 3.1); 0.8% (0.3,
2.2) for luminal A, 1.5% (0.2, 10) for luminal B, 8.4% (2.2, 30) for HER-2, and 7.1% (3.0, 16) for basal. On multivariable analysis (MVA) with luminal
A as baseline, HER-2 (adjusted hazard ratio [AHR] � 9.2; 95% CI, 1.6 to 51; P � .012) and basal (AHR � 7.1; 95% CI, 1.6 to 31; P � .009) subtypes
were associated with increased local recurrence. On MVA, luminal B (AHR � 2.9; 95% CI, 1.3 to 6.5; P � .007) and basal (AHR � 2.3; 95% CI,
1.1 to 5.2; P � .035) were associated with increased distant metastases.

Conclusion: Overall, the 5-year local recurrence rate after BCT was low, but varied by subtype as approximated using ER, PR, and HER-2 status.
Local recurrence was particularly low for the luminal A subtype, but was less than 10% at 5 years for all subtypes. Although further follow-up
is needed, these results may be useful in counseling patients about their anticipated outcome after BCT.

J Clin Oncol 26:2373-2378. © 2008 by American Society of Clinical Oncology
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Redefining the Role of Doxorubicin for the Treatment of Children With Hepatoblastoma . . . Marcio H. Malogolowkin,
Howard M. Katzenstein, Mark Krailo, et al pp 2379-2383
Purpose: Systemic chemotherapy has improved the survival of patients with hepatoblastoma (HB). INT-0098 Intergroup Liver Tumor Study
demonstrated that patients with HB treated with either cisplatin/fluorouracil/vincristine (CFV) or cisplatin/doxorubicin (CD) had a similar survival.
The Children’s Oncology Group adopted the less toxic CFV as the standard regimen for treating HB. However, international cooperative groups
still favor the CD combination. We therefore decided to revisit the role of doxorubicin for the treatment of HB.

Methods: Outcomes of patients with HB on the INT-0098 study were reviewed with an emphasis on the postevent survival time for both
regimens to elucidate the role of doxorubicin in their retrieval.

Results: Sixty-four of the 173 randomly assigned patients had an event. Of these, 55 experienced progression or recurrence after initial treatment.
Eleven (31%) of 36 patients treated with CFV were successfully retrieved with a doxorubicin-containing regimen and surgery and remain alive
at last contact, whereas only one (6%) of 18 patients treated with CD was alive after retrieval therapy.

Conclusion: CFV is effective for stage I or II HB. Doxorubicin can be omitted as part of initial therapy in the majority of these patients, potentially
limiting the long-term cardiac toxicities, without compromising outcome. Doxorubicin is effective in rescuing patients with recurrent disease after
CFV and should be incorporated as a means of intensifying initial therapy for advanced-stage, nonmetastatic HB. Outcome of patients with
metastatic disease at diagnosis is poor, and improving their survival will require new therapeutic approaches.
J Clin Oncol 26:2379-2383. © 2008 by American Society of Clinical Oncology

■ ■ ■

Prognostic Factors in Metastatic Rhabdomyosarcomas: Results of a Pooled Analysis From United States and European
Cooperative Groups . . . Odile Oberlin, Annie Rey, Elizabeth Lyden, et al pp 2384-2389

Purpose: To identify risk factors associated with outcome in children with metastatic rhabdomyosarcoma in a large cohort of patients

Patients and Methods: Pooled data were obtained from 788 patients treated in nine studies performed by European and American cooperative
groups. Clinical factors, including age, histology, site of primary, and site(s) and number of sites of metastatic disease, were correlated with
event-free survival (EFS) and overall survival (OS).

Results: Seven hundred eighty-eight patients were eligible for analysis. The 3-year OS and EFS were 34% (SE, 1.7) and 27% (SE, 1.6),
respectively. By univariate analysis, 3-year EFS was significantly and adversely influenced by age, alveolar histology, location of primary tumor
in unfavorable site (defined as extremity and “other” sites), presence of three or more sites of metastatic disease, and the presence of bone or
bone marrow involvement. By multivariate analysis, EFS was strongly correlated to all factors except histology. Relative risks were 1.6 for age
younger than 1 year or at least 10 years, 1.4 for unfavorable site of primary tumor, 1.4 for bone or bone marrow involvement, 1.4 for three or
more metastatic sites. EFS was 50% for patients without any of these four adverse factors and was respectively 42%, 18%, 12%, and 5% in
patients with one, two, three, or four factors (P � .0001).

Conclusion: This analysis identified subsets of patients with metastatic rhabdomyosaroma with different outcomes to current therapy and offers
a strategy to define patient candidates for experimental approaches to treatment.
J Clin Oncol 26:2384-2389. © 2008 by American Society of Clinical Oncology

■ ■ ■

Safety and Efficacy of Gemtuzumab Ozogamicin in Combination With Chemotherapy for Pediatric Acute Myeloid
Leukemia: A Report From The Children’s Oncology Group . . . Richard Aplenc, Todd A. Alonzo, Robert B. Gerbing, et al
pp 2390-3295
Purpose: While gemtuzumab ozogamicin (GTMZ) is commonly used in the treatment of acute myeloid leukemia (AML) in combination with
standard chemotherapy agents, the pediatric maximum-tolerated dose (MTD) of GMTZ in combination with chemotherapy has not been de-
termined.

Patients and Methods: The Children’s Oncology Group AAML00P2 trial sought to define the MTD of GMTZ in combination with cytarabine and
mitoxantrone and cytarabine and L-asparaginase chemotherapy regimens.

Results: The MTD for GMTZ in combination with cytarabine and mitoxantrone was 3 mg/m2 while the MTD in combination with cytarabine and
L-asparaginase was 2 mg/m2. Toxicities observed in both treatment regimens were typical of those seen in the relapsed AML setting and
consisted primarily of infectious complications. The overall remission response rate (mean � SE) was 45% � 15% and the 1 year event-free
survival and overall survival estimates were 38% � 14% and 53% � 15%, respectively.

Conclusion: This trial determined the pediatric MTD for GMTZ with two commonly used AML chemotherapy combinations. Based on these
results, an ongoing phase III trial conducted within the Children’s Oncology Group is evaluating the effect of GMTZ when added to standard
AML therapy.
J Clin Oncol 26:2390-3295. © 2008 by American Society of Clinical Oncology
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Interventions for Alleviating Cancer-Related Dyspnea: A Systematic Review . . . Irit Ben-Aharon, Anat Gafter-Gvili, Mical Paul,
et al pp 2396-2404
Purpose: Dyspnea is one of the most distressing symptoms experienced by terminally ill cancer patients. This study aimed to evaluate the role
of interventions for the palliation of dyspnea.

Methods: We conducted a systematic review of randomized controlled trials assessing all pharmacologic and nonpharmacologic interventions for
dyspnea palliation in cancer patients, and searched the Cochrane Library, MEDLINE, conference proceedings, and references. Two reviewers
independently appraised the quality of trials and extracted data.

Results: Our search yielded 18 trials. Fourteen evaluated pharmacologic interventions: seven assessing opioids (a total of 256 patients), five
assessing oxygen (137 patients), one assessing helium-enriched air, and one assessing furosemide. Four trials evaluated nonpharmacologic
interventions (403 patients). The administration of subcutaneous morphine resulted in a significant reduction in dyspnea Visual Analog Scale
(VAS) compared with placebo. No difference was observed in dyspnea VAS score when nebulized morphine was compared with subcutaneous
morphine, although patients preferred the nebulized route. The addition of benzodiazepines to morphine was significantly more effective than
morphine alone, without additional adverse effects. Oxygen was not superior to air for alleviating dyspnea, except for patients with hypoxemia.
Nursing-led interventions improved breathlessness. Acupuncture was not beneficial.

Conclusion: Our review supports the use of opioids for dyspnea relief in cancer patients. The use of supplemental oxygen to alleviate dyspnea
can be recommended only in patients with hypoxemia. Nursing-led nonpharmacologic interventions seem valuable. Only a few studies
addressing this question were performed. Thus, further studies evaluating interventions for alleviating dyspnea are warranted.
J Clin Oncol 26:2396-2404. © 2008 by American Society of Clinical Oncology
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Safety of Fertility Preservation by Ovarian Stimulation With Letrozole and Gonadotropins in Breast Cancer Patients:
A Prospective Controlled Study
Amr A. Azim, Maria Costantini-Ferrando, and Kutluk Oktay

Estrogen Receptor Expression and Efficacy of Docetaxel Containing Adjuvant Chemotherapy in Patients With Node-
Positive Breast Cancer: Results From a Pooled Analysis of 3,329 Patients
Fabrice Andre, Kristine Broglio, Henri Roche, Miguel Martin, John Mackey, Frederique Penault-Llorca, Gabriel N. Hortobagyi,
and Lajos Pusztai

Risedronate Prevents Bone Loss in Breast Cancer Survivors: A 2-Year, Randomized, Double-Blind,
Placebo-Controlled Trial
Susan Greenspan, Adam Brufsky, Barry Lembersky, Rajib Bhattacharya, Karen Vujevich, Subashan Perera, Susan Sereika, and Victor Vogel

Serum TIMP-1 and Response to the Aromatase Inhibitor Letrozole Compared With Tamoxifen in Metastatic
Breast Cancer
Allan Lipton, Kim Leitzel, Hilary A. Chaudri-Ross, Dean Evans, Suhail M. Ali, Laurence Demers, Peter Hamer, Sheryl Brown-Shimer,
Karen Pierce, Victor Gaur, and Walter Carney

Influence of Oncologist-Patient Communication on Participation in Clinical Trials
Terrance L. Albrecht, Susan S. Eggly, Marci E.J. Gleason, Felicity W.K. Harper, Tanina S. Foster, Amy M. Peterson, Heather Orom,
Louis A. Penner, and John C. Ruckdeschel

Racial Differences in Clinical Outcomes From Metastatic Breast Cancer: A Pooled Analysis of CALGB Trials 9342
and 9840
Blase N. Polite, Constance T. Cirrincione, Gini F. Fleming, Donald A. Berry, Andrew D. Seidman, Hyman B. Muss, Larry Norton,
Charles L. Shapiro, Kamal M. Bakri, Paul Kelly Marcom, Diana Lake, Joel H. Schwartz, Clifford A. Hudis, and Eric P. Winer

Phase I Trial of the HIV Protease Inhibitor Nelfinavir and Chemoradiation for Locally Advanced Pancreatic Cancer
Thomas Brunner, Matthias Geiger, Gerhard G. Grabenbauer, Marga Lang-Welzenbach, Tine S. Mantoni, Alexander Cavallaro, Rolf Sauer,
Werner Hohenberger, and W. Gillies McKenna

Predictive Biomarkers of Chemotherapy Efficacy in Colorectal Cancer: Results From a Large Randomized Trial
Michael S. Braun, Susan D. Richman, Philip Quirke, Catherine Daly, Julian W. Adlard, Faye Elliot, Jennifer H. Barrett, Peter Selby,
Angela M. Meade, Richard J. Stephens, Mahesh K.B. Parmar, and Matthew T. Seymour

High Expression of Macrophage Colony-Stimulating Factor in Peritumoral Liver Tissue Is Associated With Poor
Survival After Curative Resection of Hepatocellular Carcinoma
Xiao-Dong Zhu, Ju-Bo Zhang, Peng-Yuan Zhuang, Hong-Guang Zhu, Wei Zhang, Yu-Quan Xiong, Wei-Zhong Wu, Lu Wang, Zhao-You Tang,
and Hui-Chuan Sun

Phase III Study of Valspodar (PSC 833) Combined With Paclitaxel and Carboplatin Versus Paclitaxel and Carboplatin
Alone in Patients With Stage IV or Suboptimally Debulked Stage III Epithelial Ovarian Cancer or Primary
Peritoneal Cancer
Catherine Lhommé, Florence Joly, Joan L. Walker, Andrea A. Lissoni, Maria O. Nicoletto, Gregory M. Manikhas, Mark M.O. Baekelandt,
Alan N. Gordon, Paula M. Fracasso, William L. Mietlowski, Gary J. Jones, and Margaret H. Dugan

Incidence of Venous Thromboembolism in Patients With Ovarian Cancer Undergoing Platinum-Paclitaxel Containing
First-Line Chemotherapy: An Exploratory Analysis of the Arbeitsgemeinschaft Gynaekologische Onkologie Ovarian
Cancer Study Group
Christina Fotopoulou, Andreas duBois, Alexandros Karavas, Ralf Trappe, Behnaz Aminossadati, Barbara Schmalfeldt, Jacobus Pfisterer,
and Jalid Sehouli
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Quality of Life Scores Predict Survival Among Patients With Head and Neck Cancer
Carrie A. Karvonen-Gutierrez, David L. Ronis, Karen E. Fowler, Jeffrey E. Terrell, Stephen B. Gruber, and Sonia A. Duffy

Phase II Study of Dose-Adjusted EPOCH-Rituximab in Untreated Germinal Center and Post-Germinal Center Diffuse
Large B-Cell Lymphoma
Wyndham H. Wilson, Kieron Dunleavy, Stefania Pittaluga, Upendra Hegde, Nicole Grant, Seth M. Steinberg, Mark Raffeld, Martin Gutierrez,
Bruce A. Chabner, Louis Staudt, Elaine S. Jaffe, and John E. Janik

Granulocyte-Macrophage Colony-Stimulating Factor Potentiates Rituximab in Relapsed Follicular Lymphoma: Results
of a Phase II Study
Guillaume Cartron, Lu Zhao-Yang, Marion Baudard, Tarik Kanouni, Valérie Rouillé, Philippe Quittet, Bernard Klein, and Jean-Francois Rossi

Leukocytosis and Risk Stratification Assessment in Essential Thrombocythemia
Alessandra Carobbio, Elisabetta Antonioli, Paola Guglielmelli, Alessandro M. Vannucchi, Federica Delaini, Vittoria Guerini, Guido Finazzi,
Alessandro Rambaldi, and Tiziano Barbui

Prognostic Value of Immunophenotyping of Multiple Myeloma: A Study on 685 Patients Uniformly Treated With High-
Dose Therapy
Gema Mateo, M. Angeles Montalbán, Maria-Belén Vidriales, Juan J. Lahuerta, Maria V. Mateos, Norma Gutierrez, Laura Rosiñol,
Laura Montejano, Joan Bladé, Rafael Martı́nez, Javier de la Rubia, Joaquı́n Dı́az-Mediavilla, Anna Sureda, Jose M. Ribera,
Jose M. Ojanguren, Felipe de Arriba, Luis Palomera, Maria J. Terol, Alberto Orfao, and Jesús F. San Miguel

Rehabilitation Needs and Service Delivery in Patients With Stage IV Breast Cancer
Andrea L. Cheville, Andrea B. Troxel, Jeffrey R. Basford, and Alice B. Kornblith

Specific EGFR Mutations Predict Treatment Outcome of Patients With Stage III/IV Chemotherapy-Naı̈ve Non–Small-
Cell Lung Cancer Receiving First-Line Gefitinib Monotherapy
Chih-Hsin Yang, Chong-Jen Yu, Jin-Yuan Shih, Yeun-Chung Chang, Fu-Chang Hu, Meng-Chin Tsai, Kuan-Yu Chen, Zhong-Zhe Lin,
Ching-Ju Huang, Chia-Tung Shun, Chin-Lun Huang, James Bean, Ann-Lii Cheng, William Pao, and Pan-Chyr Yang



MEETING/LOCATION DATES CONTACT

Weinstein Cardiovascular
Development Conference
Houston, Texas

May 15-18, 2008 www.mdanderson.org/conferences

Palliative Care Leadership
Center Training
Richmond, Virginia

May 19-20, 2008 http://www.capc.org/palliative-care-
leadership-initiative

First International Congress On
Nutrition and Cancer
Antalya, Turkey

May 19-23, 2008 www.nutritioncancer2008.org/

2008 ASCO Annual Meeting
Chicago, Illinois

May 30-June 3, 2008 http://www.asco.org/ASCO/Meetings/
Calendar�of�Events

10th International Conference on
Malignant Lymphoma
Lugano, Switzerland

June 4-7, 2008 www.lymphcon.ch/

Palliative Care Leadership
Center Training
San Francisco, California

June 5-6, 2008 http://www.capc.org/palliative-care-
leadership-initiative

3rd Annual European Congress:
Perspectives in Inflammatory
Bowel Diseases
Prague, Czech Republic

June 6-7, 2008 meetings@imedex.com

Palliative Care Leadership
Center Training
Lexington, Kentucky

June 11-13, 2008 http://www.capc.org/palliative-care-
leadership-initiative

2008 Toronto Breast Cancer
Symposium
Toronto, Ontario

June 12-13, 2008 www.cme.utoronto.ca/

Society of Nuclear Medicine 55th
Annual Meeting
New Orleans, Louisiana

Jun 14-18, 2008 www.snm.org

ACOSOG Annual Meeting
Chicago, Illinois

June 18-20, 2008 www.acosog.org/meetings

Ninth International Lung
Cancer Congress
Koloa, Hawaii

June 18-21, 2008 www.cancerconferences.com/thoracic/
9th_lcc/index.php

CALENDAR OF ONCOLOGY EVENTS

(continued on following page)



MEETING/LOCATION DATES CONTACT

7th ICATMM and 4th EADO Joint
Meeting
Marseille, France

June 19-21, 2008 www.icatmm-eado2008.com/

Disparities in Health in America:
Working Toward Social Justice 6th
Annual Workshop
Houston, Texas

June 21-28, 2008 www.mdanderson.org/conferences

World Conference on Interventional
Oncology and Best of ASCO
Annual Meeting
Los Angeles, California

June 22-28, 2008 http://www.asco.org/ASCO/Meetings/
Calendar�of�Events

5th European Spring Oncology
Conference
Marbella, Spain

June 25-27, 2008 www.bnyco.com/webbnyco/bnyco/
index.asp?lang�UK

Palliative Care Leadership
Center Training
Columbus, Ohio

June 25-27, 2008 http://www.capc.org/palliative-care-
leadership-initiative

10th World Congress on
Gastrointestinal Cancer
Barcelona, Spain

June 25-28, 2008 meetings@imedex.com

2008 International Symposium of
Supportive Care in Cancer:
Multinational Association of
Supportive Care of
Cancer/International Society for
Oral Oncology
Houston, Texas

June 26-28, 2008 www.mdanderson.org/conferences

2nd Annual European Perspectives in
Urologic Oncology
Prague, Czech Republic

June 26-28, 2008 www.imedex.com/announcements/
318.asp

CALGB 2008 Summer Group Meeting
Chicago, Illinois

June 26-29, 2008 www.calgb.org/Public/meetings/
meetings.php

Best of ASCO – East Coast
Boston, Massachusetts

June 27-28, 2008 http://www.asco.org/ASCO/Meetings/
Calendar�of�Events

7th International Conference on Head
and Neck Cancer
San Francisco, California

July 19-23, 2008 www.ahns.info/meetings/
intnlconference.php
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