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High-Dose Radiation Therapy
for Pancreatic Cancer

Trial tests whether radiomodulating agent GC4419 can
enable higher doses of stereotactic body radiation therapy

By Angie N. Meus

Pancreatic cancer remains one of the most aggressive
types of cancer, and patients with unresectable disease
have a median overall survival duration of just 1 year,
despite treatment with chemotherapy and radiation. Al-
though increasing the radiation dose to the tumor might
improve treatment outcomes for such patients, the adverse
effects of radiation therapy have made such increases im-
practical. But now, researchers at The University of Texas
MD Anderson Cancer Center are leading a new clinical
trial to determine whether a radiomodulating agent will en-
able targeted radiation therapy to be delivered at high doses
to unresectable pancreatic tumors without harming nearby
vital structures.

“There is a lot of very important anatomic real estate
right around the pancreas. There’s the intestines, the liver,
and major blood vessels,” said Cullen Taniguchi, M.D.,
Ph.D., an assistant professor in the Department of Radia-
tion Oncology. Even with modern modalities such as
stereotactic body radiation therapy (SBRT), which allows
the delivery of high doses of focused radiation to tumors
while minimizing the dose to nearby organs, oncologists
have not been able to deliver high enough radiation doses
to substantially delay the progression of pancreatic cancer.

Dr. Taniguchi believes this situation could soon change.
He is leading a randomized dose-escalation trial to see
whether a bowel-protecting drug, GC4419, will enable SBRT
to be delivered safely to the pancreas at higher doses than
ever before.

A treatment plan for stereotactic body radiation therapy to the
pancreas shows isodose lines indicating the radiation doses to
the tumor and surrounding areas. Image courtesy of Dr. Cullen
Taniguchi.

Radiomodulating agent GC4419

The radiomodulating agent GC4419 is a superoxide dis-
mutase mimetic. The drug removes superoxide radicals that
are formed during radiation treatment and causes them to
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become less damaging by converting
them to hydrogen peroxide. Normal tis-
sues contain antioxidant enzymes that
neutralize hydrogen peroxide, but tu-
mors often do not. Radiation produces
superoxide radicals in a dose-dependent
fashion. Because SBRT uses higher
doses than do other radiation therapy
modalities, scientists believe that pair-
ing SBRT with GC4419 could help
reduce the toxic effects of SBRT in
normal tissues without reducing its
tumoricidal benefits.

When GC4419 was tested in pa-
tients with head and neck cancer who
were receiving radiation therapy, re-
searchers reported a 40% reduction in
oral mucositis, a common adverse effect
of such therapy. These results led Dr.
Taniguchi and colleagues to believe the
radiomodulating agent could also im-
prove outcomes for patients with pan-
creatic cancer.

Clinical trial
The trial (No. 2017-0606) is en-

rolling men and women with locally

advanced, unresectable pancreatic
cancer and an Eastern Cooperative
Oncology Group performance status
score of 2 or lower. Patients must have
received 3—7 months of standard in-
duction chemotherapy prior to begin-
ning the trial.

Patients are randomly assigned to
receive GC4419 or placebo; these are
given before each of the five SBRT ses-
sions, which take place on consecutive
days. The total radiation doses are esca-
lated using a sequentially adaptive de-
sign that accounts for efficacy and toxic
effects observed in previous patients.

“The trial is designed to find the
highest dose of SBRT that is safe in
patients with and without GC4419,”
Dr. Taniguchi said. “The underlying
hypothesis is that GC4419 will let us
get to a higher dose of radiation.

We go through three different levels
of radiation. The highest dose level
will be the highest radiation dose ever
given for pancreatic cancer. These are
doses we think could substitute for
surgery.”

So far, five patients have been en-
rolled; ultimately the trial will enroll
48. Each patient will be followed up
over the course of 3 years, the duration
of the clinical trial. The trial’s primary
endpoints are toxic effects and the du-
ration of stable disease.

“We'll know if we’re making a dif-
ference because we'll start seeing pa-
tients with disease progression 2 and
3 years later instead of after a year or
less,” said Dr. Taniguchi. “Ultimately,
we believe these treatments might
lead to better outcomes in selected
patients.” ®

FOR MORE INFORMATION
Dr. Cullen Taniguchi.............. 713-792-5131
ctaniguchi@mdanderson.org

To learn more about clinical
trials at MD Anderson, visit
www.clinicaltrials.org and search
by physician, cancer type, or
treatment.

Image-Guided Cordotomy
for Cancer Pain

Computed tomography-guided cordotomy
relieves cancer-related refractory pain

By Joe Munch
Cordotomy—in which open or per-

cutaneous surgery is used to disable

pain pathways in the spinal cord—has
long been used to help manage severe
pain. However, when performed using
an open surgical technique, the pro-
cedure carried a number of risks and
thus had limited clinical utility. But
with the implementation of intraopera-
tive imaging, percutaneous cordotomy
for cancer patients with refractory pain
is now resurgent.

“Cordotomy is a well-established

procedure for pain, but it historically
had a fairly high complication rate
due to limitations in the surgical tech-
nique,” said Ashwin Viswanathan,
M.D., a clinical associate professor
in the Department of Neurosurgery at
The University of Texas MD Anderson
Cancer Center. “Now that we have in-
traoperative imaging, the procedure is
much safer and more effective. For cer-
tain patients, the treatment leads to
dramatic reductions in pain.”

To show definitively whether

image-guided percutaneous cordotomy
offers a pain management benefit over
best supportive care in cancer patients
with refractory pain, Dr. Viswanathan
and his colleagues have undertaken
the first clinical trial of its kind com-
paring the two pain management
strategies.

Why cordotomy?

The most common approach to pain
management for cancer patients is opi-
oid therapy. However, not all patients
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respond to opioids, even when dosages
are increased; and the medications can
have side effects that some patients find
intolerable, including pruritus, nausea,
and constipation.

Patients who do not respond to opi-
oids or cannot tolerate the side effects
may benefit from surgical interventions.
These interventions include intrathecal
pain pump implantation (which en-
ables the delivery of a much smaller
dose of opioids directly to the spinal
fluid), myelotomy (for pain caused by
abdominal cancers), and cordotomy
(for one-sided pain below the shoulder
level), which is usually percutaneous
and increasingly performed under com-
puted tomography (CT) guidance.

In CT-guided percutaneous cordo-
tomy, a lumbar puncture is performed
first to inject a radiocontrast agent into
the spinal fluid to visualize the spinal
cord. A surgeon then uses real-time CT
to guide the advancement of a needle
into the spinal cord at the base of the
skull and then the advancement of a
radiofrequency electrode through the
needle to the spinothalamic tract. Once
properly placed, the electrode is heated
to ablate the pain pathway in the spinal
cord. The procedure is performed with
local anesthesia to allow communica-
tion with the patient.

“We want to be in the main pain
pathway in the spinal cord, so we talk
to the patient and stimulate the elec-
trode to make sure the patient gets a
sensation of where it hurts, and then
we can interrupt that pain pathway,”
Dr. Viswanathan said.

The procedure typically takes 1-2
hours. Possible adverse effects include
leg weakness, which affects about 1%
of patients; in addition, some patients
may be bothered by the numbness the
procedure creates.

Randomized trial shows benefit
To date, only retrospective or single-
arm prospective studies have investi-
gated the efficacy of cordotomy. To get
some definitive answers about the ex-
tent to which cordotomy reduces other-
wise unmanageable cancer pain, Dr.
Viswanathan and his colleagues have

Left: Intraoperative computed tomography shows a cordotomy electrode (arrow) in
a patient’s spinal cord. Right: Magnetic resonance imaging performed on the same
patient after the procedure shows the ablated area (arrow) in the spinal cord. Images

courtesy of Dr. Ashwin Viswanathan.

undertaken a randomized controlled
study.

“This is the first time we've had a
randomized study to compare a surgical
pain intervention using modern tech-
niques with optimal supportive care,”
Dr. Viswanathan said.

In the trial (No. 2014-0833), pa-
tients with advanced cancers of any
type who have one-sided, refractory
pain caused by tumor involvement
below the shoulder level are assigned
to immediately undergo CT-guided per-
cutaneous cordotomy or to receive best
supportive care for 1 week with the
option to undergo CT-guided percuta-
neous cordotomy afterward. Before
and after the procedure, cordotomy
patients complete pain and symptom
questionnaires and undergo quantita-
tive sensory testing for sharpness and
heat detection. Magnetic resonance
imaging is performed shortly after the
procedure to determine its effect on
the spinal cord.

Sixteen patients have been enrolled
in the study over the past 2 years.
Seven patients were assigned to imme-
diate cordotomy; of the nine patients
assigned to receive best supportive
care, seven ultimately also underwent
cordotomy. The trial has completed
its planned enrollment, and a formal
comparative analysis is underway.

Although the long-term outcomes

of these patients remain to be seen, so
far the results are impressive. “We had
14 patients who underwent cordotomy,
and of those, 13 had fairly impressive
improvements in their pain,” Dr.
Viswanathan said. “Compared with

the supportive care, cordotomy substan-
tially improved patients’ pain. I gener-
ally counsel patients that there’s a 70%
chance of improving pain, but our study
suggests a somewhat higher response
rate than that.”

The trial’s early findings underscore
the increasingly prominent role that
CT-guided cordotomy has in combat-
ting cancer-related pain, Dr. Viswana-
than said.

“If patients have tried strong pain
medications—morphine, oxycodone—
and they’re still suffering from pain, I
would definitely recommend this proce-
dure,” Dr. Viswanathan said. “It’s not
disruptive to their cancer care, and it
can provide an immediate benefit.” m

FOR MORE INFORMATION
Dr. Ashwin Viswanathan....... 713-792-2400
aviswanathan@mdanderson.org

For more information about the
trial of CT-guided cordotomy, visit
www.clinicaltrials.org and search
for study No. 2014-0833.
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Esophageal, Pharyngoesophageal
Reconstruction

Advanced surgical techniques restore digestive continuity

By Bryan Tutt

In cancer patients who undergo
esophagectomy or laryngopharyngec-
tomy, restoration of digestive continuity
is essential to quality of life. Although
time-tested reconstructive techniques
can reestablish digestive continuity in
most patients, patients who undergo
total or near-total esophagectomy or
who undergo laryngopharyngectomy
and have damaged neck tissue due to
prior surgery or radiation therapy re-
quire specialized procedures. Two such
procedures, supercharged jejunal flap
surgery for esophageal reconstruction
and chimeric free flap transfer for
pharyngoesophageal reconstruction
and neck resurfacing, are available at
only a few centers worldwide.

Neither chimeric flap nor super-
charged jejunal flap surgery is new, but
these procedures are so seldom needed
that very few surgeons are experienced
in performing them. Surgeons at The
University of Texas MD Anderson
Cancer Center were among the first
to perform the procedures and have re-
ported results from relatively large pa-
tient cohorts for both operations. On
the basis of this experience, the sur-
geons have continually refined their
techniques and the selection criteria
for both procedures so that digestive
continuity can be restored in as many
patients as possible.

Esophageal reconstruction

In patients with cancer in the tho-
racic esophagus or the upper part of
the gastroesophageal junction, sur-
geons can resect a part or nearly all of
the esophagus and connect the stom-
ach directly to the remaining esopha-
gus to restore digestive continuity.
However, this procedure cannot be
used in patients in whom tumor in-
volvement has also necessitated re-
moval of all or part of the stomach.

“We use part
of the [chimeric] flap
to reconstruct the
esophagus and the
other part to cover
the neck.”

— Dr. Jesse Selber

In other situations, the stomach is not
available because of previous surgery.
“In these scenarios, when the stom-
ach is not available or can’t reach far
enough, we use the supercharged jeju-
nal flap,” said Peirong Yu, M.D., a pro-
fessor in the Department of Plastic
Surgery. The flap is considered to be
“supercharged” because it both main-
tains part of its original blood supply
like a pedicled flap and is connected
to a new blood supply like a free flap.
The supercharged jejunal flap is
created by taking a long (about 30-cm)
piece of the jejunum and dividing the

Surgeons prepare to divide the jejunum
and mesentery vessels for use as a su-
percharged jejunal flap for esophageal
reconstruction. Image courtesy of Dr.
Jesse Selber.

mesentery to straighten the segment.
One set of the mesentery vessels, usu-
ally the second branch of the superior
mesenteric artery and vein, is divided
and later anastomosed to the recipient
vessels in the neck (often the left inter-
nal mammary artery and vein) to supply
blood to the superior portion of the
flap. The third branch is often divided
to lengthen the mesentery. The blood
supply from the fourth branch of the
superior mesenteric artery is maintained
as a pedicle for the inferior portion of
the flap.

To place the flap, surgeons first
remove small portions of the first rib,
clavicle, and manubrium to allow ac-
cess to the recipient site and the inter-
nal mammary vessels. The surgeons
then attach the superior portion of the
flap to the upper digestive tract and
anastomose the blood vessels. Although
the inferior portion of the jejunal flap
can be connected to the stomach in
cases in which a portion of the stomach
remains viable, this can cause gastric
reflux. In most cases, therefore, the re-
maining stomach is bypassed, and the
flap is attached to the small bowel using
a Roux-en-Y technique.

The supercharged jejunal flap sur-
gery is an extremely complicated proce-
dure that requires close coordination
between the plastic surgeon and tho-
racic surgeon. “The surgical teamwork
required to execute the supercharged
jejunal flap successfully is a highly or-
chestrated event,” said Jesse Selber,
M.D., an associate professor in the De-
partment of Plastic Surgery. “Everyone
must not only know his or her own role
but also understand the roles of the
other team members.”

Dr. Selber added that the procedure
involves significant time pressure. “Once
the bowel is disconnected in the ab-
domen, you have about an hour to pass
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Left: A chimeric flap (i.e., composed of two tissue components supplied by a common artery and vein) is shown before the two
components are used for pharyngoesophageal reconstruction and neck resurfacing. Right: The patient is shown after the procedure.

Images courtesy of Dr. Jesse Selber.

it through the chest into the neck and
reconnect the blood supply under the
microscope,” he said. “If that doesn’t
happen, the bowel flap may die and
the result can be disastrous.”

“This is a major operation, and
there are potential complications,” said
Wayne Hofstetter, M.D., a professor
and director of the esophageal surgery
program in the Department of Thoracic
and Cardiovascular Surgery. “But the
vast majority of patients who undergo
this procedure are able to become inde-
pendent of feeding tubes.”

Pharyngoesophageal
reconstruction and
neck resurfacing

Patients who undergo laryngopha-
ryngectomy have several options for
pharyngoesophageal reconstruction.
These include surgery with free tissue
flaps from the anterolateral thigh, radial
forearm, or jejunum and surgery with
pedicled flaps from the supraclavicular
region or the pectoralis major muscle.
But many patients who have had prior
surgery or radiation therapy to the neck
have scarring and hypovascularity that
make it difficult or impossible to close
the neck incision primarily after
pharyngoesophageal reconstruction.

“We need two flaps for these pa-
tients,” Dr. Yu said. “We need one to

rebuild the esophagus so the patient
can eat again, and then we need an-
other to cover the outside. This is
important because if you don’t have
reliable coverage, the carotid arteries
and other critical structures are at risk.”

For such reconstructions, plastic
and reconstructive surgeons at MD
Anderson use a chimeric flap, which
is usually taken from the anterolateral
thigh but can be taken from other
donor sites if necessary. The chimeric
flap is so named because it is composed
of two (or more) semi-independent
components, all of which are supplied
by a common artery and vein that are
anastomosed to recipient vessels in
the neck.

“We use part of the flap to recon-
struct the esophagus and the other
part to cover the neck,” Dr. Selber
said. “And they are dissected in a
way that retains a common blood
supply to all components.”

“In the flap used for resurfacing, we
include a little bit of muscle to protect
the carotid and subclavian arteries,” Dr.
Yu said. “This helps prevent disastrous
complications.”

Another advantage of the anterolat-
eral thigh flap is that it facilitates the
restoration of speech function. The
skin flap used to reconstruct the upper
esophagus is firm, which allows the vi-

bration necessary for esophageal or tra-
cheoesophageal speech. “The skin flap
is tight, and it vibrates like the material
used in a drum. The jejunal flaps are
soft and produce mucus, which makes
speech restoration more difficult,”

Dr. Yu said. That is why the thigh or
other skin flaps are preferred for upper
esophageal reconstruction and the je-
junum or stomach is used for lower
esophageal reconstruction.

To assess the complication rate of
chimeric flap surgery, Dr. Selber and
colleagues recently compared the out-
comes of 179 patients who received
chimeric flaps for pharyngoesophageal
reconstruction and neck resurfacing
with those of 115 patients who un-
derwent pharyngoesophageal recon-
struction but did not require neck
resurfacing. Compared with the pa-
tients who underwent pharyngo-
esophageal reconstruction alone, those
who also underwent neck resurfacing
had a significantly lower rate of pha-
ryngocutaneous fistula formation and
similar rates of other complications.
The rate of fistula formation was high-
est in patients who had undergone prior
surgery or radiation therapy but who
did not receive neck resurfacing be-
cause they had adequate tissue to close
the incision. Because of the impact of

this work, Dr. Selber received the 2017
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Esophageal, Pharyngoesophageal Reconstruction

[Continued from page 5]

James Barret Brown Award from the
American Association of Plastic Sur-
geons for the best clinical paper in
plastic surgery.

“Before this study, the decision of
whether to use a chimeric flap was
based on whether we could actually
close the skin,” Dr. Selber said. “But
now we're armed with the information
that if the patient has had previous ra-
diation or surgery, the patient will have
a lower complication risk if a resurfac-
ing procedure is performed, regardless
of the ability to close. This will help re-
constructive surgeons make important
decisions that will have a direct impact
on patient outcomes.”

Quality of life

Esophageal or pharyngoesophageal
reconstruction is an important step
toward the overall goal of restoring
patients’ quality of life. In particular,
reestablishing digestive continuity is
essential to achieving this goal.

“The ability to maintain nutrition
and hydration totally by mouth, taste

“IT]he vast

majority of patients
who undergo [the
supercharged jejunal
flap] procedure are
able to become
independent of
feeding tubes.”

- Dr. Wayne Hofstetter

food, and have meals socially are all
quality-of-life issues that can be fixed
when esophageal continuity is re-
stored,” Dr. Hofstetter said.

Because speech and swallowing are
also important quality-of-life factors in
patients who have undergone surgery
and/or radiation therapy to the neck,
MD Anderson has speech pathologists
on staff to help patients recover these

functions (see “Therapy Preserves
Swallowing Function” below).

Patients who are cured of their can-
cer appreciate the quality of life that
successful reconstruction enables. Dr.
Yu said, “One patient [ treated 10 years
ago comes back every year to say hello
to me.” W

FOR MORE INFORMATION

Dr. Wayne Hofstetter............ 713-663-9130
whofstetter@mdanderson.org

Dr. Jesse Selber ................... 713-794-1247
jcselber@mdanderson.org

Dr. Peirong YU ............ccccue... 713-794-1247
peirongyu@mdanderson.org

FURTHER READING

Sharaf B, Xue A, Solari MG, et al.
Optimizing outcomes in pharyngo-
esophageal reconstruction and neck
resurfacing: 10-year experience of
294 cases. Plast Reconstr Surg. 2017,
139:105e-119e.

Therapy Preserves
Swallowing Function

New trial tests different swallowing therapy regimens for
head and neck cancer patients undergoing radiation therapy

By Bryan Tutt

adiation therapy is curative for

many head and neck cancers but
can result in dysphagia that decreases
patients’ quality of life and puts them
at risk of malnutrition and pneumonia.
Although concurrent swallowing ther-
apy during radiation therapy to the neck
can help patients avoid or decrease the
impact of dysphagia, the optimal ap-
proach to swallowing therapy remains
unknown. To determine the appropriate
timing and intensity of swallowing ther-
apy, researchers at The University of

Texas MD Anderson Cancer Center are
leading a multicenter randomized trial.
“We have data from small, single-site
trials and retrospective studies showing
that high-intensity swallowing therapy
helps patients maintain their ability to
swallow during radiation therapy to the
neck,” said Kate Hutcheson, Ph.D., an
associate professor in the Department of
Head and Neck Surgery and the associ-
ate director of research for the Section
of Speech Pathology and Audiology.
“However, a recent Cochrane review

was unable to identify best practice in
this area, citing the lack of sufficiently
powered randomized clinical trials.”

To gather data for establishing swal-
lowing therapy guidelines, Dr. Hutche-
son and her colleagues designed a
randomized clinical trial that compares
reactive swallowing therapy (i.e., ther-
apy given after the patient develops dys-
phagia) with two proactive approaches
of different intensities. The trial, named
PRO-ACTIVE (No. NCT03455608),

recently began enrolling patients who
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plan to undergo radiation therapy with
curative intent for head and neck can-
cer.

Clinical trial

The PRO-ACTIVE trial is open to
patients who will receive radiation ther-
apy to both sides of the neck to a total
dose of at least 60 Gy over 67 weeks.
Patients with dysphagia at enrollment
are excluded. At enrollment, each pa-
tient is randomly assigned to the reac-
tive, low-intensity proactive, or high-
intensity proactive treatment arm.

Patients in the reactive treatment
arm do not initially undergo swallowing
therapy. Their symptoms are monitored
throughout their radiation therapy by
a weekly questionnaire, and those who
develop symptoms of swallowing diffi-
culties, such as a tendency to choke
on food and liquids, or who become
dependent on feeding tubes begin to
receive high-intensity swallowing ther-
apy when their symptoms arise.

Patients in the low-intensity proac-
tive treatment arm see a speech pa-
thologist at the beginning of radiation
therapy and every 2 weeks thereafter.

“[S]wallowing
therapy helps patients
maintain their ability
to swallow during
radiation therapy to
the neck.”

- Dr. Kate Hutcheson

The speech pathologist teaches the pa-
tients a mealtime routine that promotes
maintenance of safe and challenging
food intake during radiation therapy.
This swallowing therapy regimen is
based on the premise that keeping mus-
cles active by eating can preserve their
function. The speech pathologist also
teaches patients to think of food as
having different levels of swallowing
challenges, with each of those chal-
lenges representing a step on a staircase
(figure below). “The goal is to keep pa-
tients as high as possible on the staircase
for as long as possible during radiation

In swallowing therapy, speech pathologists train patients to think of food in terms
of swallowing challenges, as illustrated by the staircase above. Adapted from "EAT
Through Radiation," © University Health Network in Toronto.

therapy,” Dr. Hutcheson said.

Patients in the high-intensity treat-
ment arm follow the same regimen as
those in the low-intensity treatment
arm but also perform daily swallowing
exercises designed to strengthen the
muscles used to swallow. This regimen
is similar to that used in MD Anderson’s
preventive swallowing therapy program
(see “Swallowing Therapy for Head
and Neck Cancer Patients,” OncoLog,
February 2016).

The effectiveness of each treatment
approach will be determined by assess-
ing patients’ duration of dependence
on feeding tubes, swallowing strength
as measured by videofluoroscopy, and
scores on symptom and quality-of-life
questionnaires. “We hypothesize that
the high-intensity proactive treatment
will have the best results, but it could
be that we find that one of the lower-
burden, lower-resource treatments offers
patients a less demanding way to main-
tain their ability to swallow,” Dr. Hutch-
eson said.

Expanding access

The PRO-ACTIVE trial is enrolling
patients at multiple centers in the Unit-
ed States and Canada. In the Houston
area, the trial is open to patients at MD
Anderson’s main campus in the Texas
Medical Center as well as its Sugar
Land, Bay Area, and Katy locations.

“In the past, patients who received
radiation therapy at our other locations
around Houston had to come to the
main campus if they needed swallowing
therapy,” Dr. Hutcheson said. “But now,
in addition to providing swallowing
therapy, those locations are slated to
roll out additional speech pathology
services for our head and neck cancer
patients.” m

FOR MORE INFORMATION
Dr. Kate Hutcheson .............. 713-792-6513
karnold@mdanderson.org

For more information about
clinical trials at MD Anderson,
visit www.clinicaltrials.org.
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Oncolog Says

ugust marks the end of OncoLog’s
62 years of publication. The current
issue will be the final one.

The University of Texas MD An-
derson Cancer Center has published
OncoLog continuously since 1956, when
it was called simply Newsletter. The
name was changed to OncoLog in 1983.
OncoLog became available online in
2003.

Although the name and look of the
newsletter have changed over the years,
its mission has remained the same: to in-
form community physicians about the lat-
est advances in cancer care and research.
Over the decades, OncoLog has chroni-
cled milestones such as using vincristine
as the first successful chemotherapy in
children with Wilms tumors (1960), de-
veloping limb-sparing surgery for cancers
of the extremities (1966), proving that
lumpectomy is as effective as radical mas-
tectomy for some patients with breast
cancer (1976), establishing the benefit
of neoadjuvant chemotherapy for breast
cancer (1988), demonstrating the efficacy
of intensity-modulated radiation therapy
against various cancers (2007), showing
the benefit of personalized targeted ther-
apy for lung cancer (2010), and develop-
ing chimeric antigen receptor T cells to
treat B cell malignancies (2014).

Although OncoLog will no longer
be published, physicians will continue
to have access to MD Anderson’s re-
search news via the Cancer Frontline

Farewell

N E ]I‘!'S“[ EJJ E R ELECTRON WICROSEOPE

Oncolog (formerly titled Newsletter) has
been MD Anderson’s report to community
physicians since 1956.

blog, available at www.mdanderson.org/
publications/cancer-frontline.html.

In addition, numerous MD Anderson
resources for community physicians—
including clinical tools such as cancer
screening and treatment algorithms—
are available at www.mdanderson.org/
for-physicians.html.

MD Anderson’s commitment to hav-
ing open lines of communication with
community physicians remains a priority.
“As we look into the future, we're going
to be enhancing our strategic partner-
ships with community physicians, and
that will be an important part of how
we manage many aspects of our patients’
care,” said Peter W.T. Pisters, M.D.,
president of MD Anderson. m
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