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Each year, the Kristen Ann Carr fellowship is
awarded to an outstanding young surgeon who
spends a substantial portion of his or her time
studying and treating sarcomas under the direc-
tion of MSKCC Chief of Surgery Murray
Brennan. This year's fellow, Sam Yoon, possess-
es an extraordinary combination of clinical and
research talent. Dr. Yoon was born in Korea and
grew up in Southern California, and trained at
Harvard; the University of California, San
Diego; and Massachusetts General Hospital in
Boston. His comments here reflect the kind of

skill at communicating complex ideas that is so
important to sarcoma patients and their families.
Kristen would be proud and delighted to have a
doctor who writes so well and thinks so clearly
work in her name.

Dave Marsh and Barbara Carr

Mrs. C’s primary physician told her that
her CT scans showed a huge mass inside
her abdomen and some early lung
metastases. She had developed increas-
ing fatigue and inability to eat over that
past month, and her doctor had ordered
the appropriate tests. She was referred
to Memorial Sloan-Kettering Cancer
Center in early May, and her surgeon,
Daniel G. Coit, told her she would
require an operation to try to remove
this tumor and alleviate her symptoms.
A cure was unlikely, but the options were
limited. A biopsy had shown this tumor
to likely be a sarcoma. The tumor was

too large to be effectively treated with
radiation therapy, and chemotherapeutic
agents shrink sarcomas in only a minority
of patients. 

As is usually the case, this sudden
interruption in Mrs. C’s life came at an
inopportune time; her daughter was 
getting married later that month. Mrs. C
put off the operation so that she could
see her daughter get married. She 
collapsed a few days after the wedding
and was transferred to Memorial from
another hospital. I was the surgical
oncology fellow on Dr. Coit’s service, and
first met Mrs. C in the hospital shortly
after she was admitted. After taking her
medical history, examining her, and
reviewing the labs and films, I was
amazed that she had kept herself out of
the hospital for so long. She had severe
metabolic derangements from her
tumor, including a very low glucose level
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When Elena Dorfman and I began writing
Here & Now: Inspiring Stories of Cancer
Survivors, both of us were well out of treat-
ment. Elena had finished 15 years before;
I was seven years out. Over the years, we
had had many conversations about how
our experiences with cancer continued to
affect our own lives, and we were curious
to know how others made it—how they
moved on, incorporated, or even ignored
their experiences. Our search for other
people’s stories, insight, and advice
became Here & Now.

We interviewed dozens of survivors
for the book: men and women; rich and
poor; old and young; asian, white, black;
people from 11 months to 40 years out of

treatment. We interviewed people who
had survived multiple types of cancer and
who had multiple recurrences. We inter-
viewed people who were not in active
treatment but who were still living with
cancer. Through it all, we discovered that
the way people carried on with their lives
after treatment ranged from one extreme
to another—from those who continued
their lives with barely a nod to the experi-
ence, to those whose lives were drastically
and irrevocably altered.

Among the latter was a small group
who had plunged even deeper into the
cancer community after treatment, deter-
mined to make a difference or, often
enough, fill a void they had discovered

Lessons in Survivorship
Heidi Schultz Adams
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In February 2002 I was
recruited to MSKCC from
the Brigham and Women’s
Hospital and Dana-Farber
Cancer Center in Boston.
The transition has been
marked with excitement and
possibility, and 100 percent
of my time and effort has
been devoted to the man-
agement of patients with
soft-tissue sarcoma. Having
trained as a surgical oncologist at the
Brigham, I cultivated a particular interest
and expertise in the clinical management
of this unique disease. In addition to my
clinical sarcoma practice, I established an
extensive research laboratory designed
specifically to develop new biochemical
methods using nuclear magnetic reso-
nance (NMR) to improve sarcoma diagno-
sis and increase the accuracy of predicting
outcome or survival for the individual
patient with sarcoma.

These new methods will eventually
enable the treating physician to identify
those patients at highest risk of develop-
ing sarcoma recurrence so that they may
be treated with additional therapy to
reduce this risk. These NMR biochemical
methods will also be used to predict a
patient’s response to treatment (such as
radiation or chemotherapy), so that treat-
ment can be tailored to the individual
patient’s sarcoma. Identifying patients
unlikely to respond to therapy based on
their NMR biochemical profile would
avoid the morbidity of further toxic thera-
py. I have also been actively involved in
developing and designing new targeted
therapies for soft-tissue sarcoma: PPAR�
ligands for the treatment of liposarcoma,
Gleevec therapy for gastrointestinal stro-
mal tumors, and anti-angiogenesis thera-
py for soft-tissue sarcoma. 

Despite advances in surgery, radia-
tion, and chemotherapy, the successful
management of soft-tissue sarcoma
remains a challenge for the treating physi-

cian. Histologic type, grade,
and size of the sarcoma are
the most important features
that are used to estimate the
chance of sarcoma recur-
rence and the probability of
survival for the patient.
Different sarcoma grading
systems have been devel-
oped to increase the predic-
tive value of histology. Under
the leadership of Murray

Brennan, MSKCC has had a longstanding
interest and expertise in the staging and
prognosis of soft-tissue sarcoma and has
developed a staging system that is highly
predictive of relapse based on size, grade,
and tumor depth. In the MSKCC system,
grade is classified as high or low, based
on the appearance of the sarcoma under
the microscope. Drs. Brennan and Michael
Kattan at MSKCC have recently developed
a statistical method (nomogram) that can
be used by physicians to further refine
predictions about probability of survival
based on the age of the patient; site of the
tumor; and histologic type, size, grade,
and depth of the sarcoma. However, these
staging systems and nomograms,
although useful for estimating the relative
probability of survival for patients with
similar tumor characteristics, are still
imprecise for the individual patient.

The risk factors for soft-tissue sarco-
ma vary with time, grade (which primari-
ly predicts the risk of early metastasis),
and size (a more powerful prognostic 
factor for failure after the first two years).
However, neither histological grading
schemes nor clinical features such as
size reliably distinguish among tumors
that metastasize early, late, or not at all
for the individual patient. Consequently,
there is a real clinical need for the devel-
opment of new objective methods for
identifying those tumors with greatest
potential for an aggressive clinical
course. In addition, several studies have
shown a 25 percent to 40 percent discor-

dance rate among expert sarcoma
pathologists in grading and typing soft-
tissue sarcoma. The development of an
objective method for assessment of sarco-
ma histologic type and grade would
improve the accuracy of predicting sur-
vival for the individual patient with sar-
coma and would enable the design of a
treatment strategy tailored to the indi-
vidual patient’s risk of relapse. As devel-
opments in molecular biology (charac-
teristic gene profiles) have allowed for
much greater accuracy in diagnosis,
there is a need to do the same for grade
and histopathology.

At the Brigham Women’s Hospital/
Harvard Medical School/Massachusetts
Institute of Technology, our laboratory
developed a new NMR spectroscopy
method that provides detailed informa-
tion about the biochemical makeup of
sarcoma tissue. This biochemical infor-
mation has been used to objectively
classify liposarcoma tissue and cells,
measure sarcoma growth rate, and mon-
itor the response of sarcoma to therapy.
Now MSKCC has established a Sarcoma
Biomolecular Spectroscopy Laboratory.
Thanks to the generous support of the
Kristen Ann Carr Fund, the laboratory
will be equipped with a state-of-the-art
shielded 600MHz magnet, spectrometer,
and magic-angle spinning probe for
studies of sarcoma tissue and cells from
patients undergoing surgical removal of
their tumors. In addition, the lab con-
tains a cell culture and mouse xenograft
facility for processing fresh sarcoma 
tissue and extensive equipment for 
sarcoma molecular analysis as well as 
a FISH/cytogenetic microscope and a
computer workstation for image/genetic
analysis. This sarcoma research lab will
be instrumental in developing new 
biochemical methods for assessing the
potential of these sarcomas to
recur/metastasize and to respond to
novel targeted therapy, and will thus
result in real benefits for sarcoma
patients.

The sarcoma program at MSKCC has
contributed substantially in the diagnosis,
staging, and treatment of soft-tissue sarco-
ma and has worldwide renown. Joining the
Department of Surgery and combining my
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What’s so great about living with cancer? For me, it started when I was 23 years old.
I had just moved to New York City, a year before being diagnosed with synovial cell
sarcoma above my left knee. I did not have insurance at the time, and I was facing
what I thought was the end of the line. One of the first discussions I had with a
doctor left me overwhelmed with the possibility of losing my left leg along with
enduring intensive amounts of chemotherapy. 

I did not lose my leg, but I did undergo extensive surgery that left me using a
cane permanently. Over the next eight years the cancer metastasized several times
to my lungs, leading to the removal of roughly half of each lung. With damaged
lungs, coupled with a history of asthma, breathing didn’t come easily. I have had
my cancer return nine times, have broken my leg three times due to a weakened
femur, and have had a lung collapse twice. I have been through a dozen opera-
tions, five chemotherapy regimens, one experimental treatment, and—just to top
it off—radiation therapy.

What’s so great about living with cancer? Basically, I have had to learn to view
my life in a whole new light. Did my battle with cancer impel me to live a healthi-
er lifestyle? The adjustments I have made include learning to eat the right food,
which not only aids me in my fight against cancer but also strengthens my immune
system. I attend a gym regularly, in order to maintain good cardiovascular fitness
and to rehabilitate my lungs for optimal lung function. A healthier lifestyle enables
me to continue working to make extra money to pay those bills my new insurance
does not cover. And, oh, did I mention the handicap license plates that give me
the best parking in town? 

Through my situation I meet the most amazing people. While volunteering at
the Ronald McDonald House in New York City with my wife, I was taken aback by
the positive attitude and cheerfulness of the children who were suffering from can-
cer. Did they simply not fully comprehend their situations, I wondered? Or had some
sort of choice been made not to dwell on the illness? In any case, it seemed to me
that adults could definitely learn a thing or two from the children—enjoying the
simple things in life, having fun when you’re feeling well, and, when you are feeling
bad, looking forward to feeling well again.

I have come to a greater appreciation for my family and friends who have sup-
ported me throughout all I have endured. Some friends, of course, found my 
situation too difficult to deal with; I struggled and realized that this is not their
battle to fight. Instead, I feel for them, because I know that we all are tested in life
and that the difficult part is trying to have faith when all else seems lost. I am 
living proof of that faith. It is that faith that helps me to appreciate every day
regardless of how I feel. It helps me to appreciate that there are many possibilities
in my life. It’s a faith that gives me the wherewithal to focus on the positive as
often as possible.

My life has been difficult, but, as many of my friends have heard me say, 
“Whose life hasn’t been?” Everyone has his or her own form of cancer; it’s just called
something else—bankruptcy, alcoholism, depression. I understand that no matter
what happens to me from this point on there is always someone out there who 
has it worse. I am alive now, and only God knows when or how I will leave this 
Earth. During my battle with cancer I have lost friends and family to cancer and for
other reasons. These losses have taught me to appreciate every day that I wake up.
I have learned that statistics don’t always apply to me. The thing is, statistically I
shouldn’t still be alive. 
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What’s So Great About 
Living with Cancer?

David Alvarez

clinical and research interests in sarcoma
with the vast expertise and resources of
the MSKCC sarcoma program has provid-
ed me with a solid opportunity to improve
the management of patients with sarcoma
and decrease the long-term risk of death
from metastatic disease. New research
insights are suggesting novel directions
for therapeutic interventions in sarcomas,
many specific to the histologic type of sar-
coma. To optimize patient care and to test
the clinical worth of new therapies, it will
be necessary to enroll a large number of
sarcoma patients in carefully designed
clinical trials that can provide answers
about the benefit of a particular therapy
with appropriate statistical power. In this
way, guidelines for the management of
patients with soft-tissue sarcoma will
move forward from the anecdotal to the
authoritative, thus undoubtedly improv-
ing the outcome for more patients with
these unusual tumors.

Samuel Singer is a leader in the clinical
care in soft-tissue sarcoma. Before joining the
professional staff at MSKCC, he was co-director
of the Center for Sarcoma and Bone Oncology
and Chair of the Sarcoma Program at Dana-
Farber/Harvard Cancer Center. He is currently
an Associate Attending Surgeon in the
Department of Surgery as well as Associate
Professor of Surgery at Weill Medical College of
Cornell University.

Please call the Post-Treatment Resource

Program (212) 717-3527 for more information.

The Human Side of Cancer—Living with
Hope, Coping with Uncertainty

THURSDAY, APRIL 3 11:00 AM – 1:00 PM

Jimmie Holland, M.D., Chair, Department of
Psychiatry and Behavioral Science. Join
Dr. Holland as she reflects on her mean-
ingful career of helping patients live with
and through cancer, while maintaining
hope and quality of life. RRL – RM 101

Living with Sarcoma: An Update

WEDNESDAY, APRIL 30 5:30 – 7:00 PM

Murray Brennan, M.D., Chairman of the
Department of Surgery at MSKCC, will
offer the latest information on advances 
regarding sarcoma treatment and quality
of life issues. RRL – RM 116

SEMINAR SERIES
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Lessons in Survivorship
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during their own treatment: Susan
Nessim, a rhabdomyosarcoma survivor
who founded Cancervive, the pioneer
support organization for cancer survivors;
Andrea Martin, founder of the Breast
Cancer Fund; and Doug Ulman, a chon-
drosarcoma and melanoma survivor, who
founded the Ulman Fund for Young
Adults and is now with the Lance
Armstrong Foundation.

Not everyone made cancer their life’s
work. Other survivors made quieter but
equally important contributions in their
cancer community closer to home. Ed
Savage runs a cancer support group for
people at his church in Los Angeles.
Diane Nero-Gaines started a group of
African-American women in her Long
Island town. Cynthia Pitre’s healing path
led her to open a nutritional center.

For the most part, however, people
slowly withdrew from the cancer world 
the farther treatment receded behind
them. Understandably enough, most 
people were relieved at cancer’s disap-
pearance from their daily lives. Even so,
many said that they carried something
from the experience with them—a vital
lesson or personal insight, or a shift in
perspective that rippled through their
lives and caused a fundamental change.
For many, this change allowed them to
give meaning to the fact that they had
endured this inexplicable experience.

Kevin Hearn, keyboard player for the
hit band Barenaked Ladies, says that after
surviving leukemia, “I realized what a gift
it was to be able to play. I knew music
wasn’t something to be taken for granted,
that it was a responsibility. That changed
my attitude about how I lived my life and
what I did musically.”

Juliette Forstenzer, a two-year sur-
vivor of uterine cancer, put it this way: “Is
everything the way I want it to be? No. Do
I feel good all of the time? No. Do I have
plenty of issues that I need to work on
within myself? Absolutely. But I feel like I
have energy to do it in a way that I didn’t
before, and I feel like I have an attitude
that allows for possibilities. Those are
gifts from having cancer.”

We heard over and over themes that
have appeared on many a refrigerator
magnet: “Live life to the fullest.” 
“Take nothing for granted.” “Don’t sweat
the small stuff.” But we came to realize
just how many meanings each of these
familiar adages can have. For some 
people, “Live life to the fullest” means
pushing the limits—going skydiving for
the first time, or climbing Mt.
Kilimanjaro. For others, it may mean
something far less daring but equally 
fulfilling. As Margaret Gallagher says,
“I’m the only one I know who gets full use
out of my tiger-print shoes.”

Just as there’s no right or wrong way
to have cancer—some people need to
kick and scream; others quietly acquiesce
to treatment—neither is there a right or
wrong way to live with or beyond cancer. I
doubt any of us would choose to have had
cancer, even those who said that cancer
was the best thing that ever happened to
them (and there were more of those than
you would expect!). But, in the end, we all
choose what we carry with us from this
experience, as from any experience.

Our conversations with survivors
reminded me of the personal lessons that
had been so imperative to me in the

midst of my own treatment seven years
earlier. These were lessons that I had
emphatically underlined in my journal,
trying to make them as indelible in my life
as on the page, lessons whose urgency
had faded over the years, as I began to
think less about life and death and more
about picking up the dry cleaning.

Writing this book was, for me, a
refresher course in those lessons: I am
responsible for how I live every day of my
life, however long and short it turns out to
be; there is nothing more valuable than
the people we’re close to; taking the time
to nurture healthy relationships is the
most important thing I can do; opening
myself up to joy means that I am equally
vulnerable to pain, and that’s okay. I can
and will survive.

Heidi Schultz Adams is a writer based 
in Austin, Texas. In 1993, at age 26, she was
diagnosed with Ewing’s sarcoma, which was
treated with radiation and chemotherapy. With
support from the Kristen Ann Carr Fund,
Musicians on Call, and the Lance Armstrong
Foundation, Heidi runs Planet Cancer
(www.planetcancer.org), a nonprofit organiza-
tion she founded in 2000 that brings together
young adults with cancer to help each other face
the isolation of a cancer diagnosis.
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Imatinib (Gleevec) and Its Use in GISTs
(Gastrointestinal Stromal Tumors)
By Robert Glenn Maki, MD, PhD

There have been dramatic developments
in the treatment of gastrointestinal 
stromal tumors (GIST) with a new
chemotherapy drug called imatinib
(trade name, Gleevec). 

GISTs are rare tumors of the sarco-
ma or connective tissue family of tumors
and commonly arise in the stomach.
They differ from the more typical form of
stomach cancer, which forms in the lin-
ing of the stomach. Typical stomach can-
cer affects approximately 20,000 people
in the United States each year. In con-
trast, GISTs, which develop in 500 to 750
people in the U.S. each year, arise from
cells in the wall of the stomach or intes-
tine. We call these special cells—which
are responsible for the wave of "peristal-
sis" that pushes food through the stom-
ach and intestines—the interstitial cells
of Cajal, named for Santiago Ramón y
Cajal, the Spanish pathologist who first
described them more than 100 years ago.
He and a colleague won the Nobel Prize
in 1906 for their descriptions of the
anatomy of the nervous system.

Before 2001, surgery was almost
always the only treatment option for
GISTs. Often, a relatively straightforward
operation removes part of the stomach
or intestine. Even when the tumor has
been taken out properly, between 60 per-
cent and 80 percent of patients will have
a recurrence of their tumor, most com-
monly in the abdomen or in the liver,
which is the organ that accepts much of
the blood after it flows through the
stomach and intestines.

Regular intravenous chemotherapy
very often proves ineffective against
GISTs. As physicians look for better ways
to treat this type of tumor, one method
we've considered  is placing chemothera-
py directly into the abdomen of someone
who has just had their tumor removed.
This technique increases the concentra-
tion of the chemotherapy drug exactly
where it's needed. Nonetheless, this tech-
nique has shown little benefit for people

with GIST, reinforcing the notion that
GISTs are resistant to standard
chemotherapy. Radiation is also not an
option, since it would harm the liver, kid-
ney, or intestines before it damaged the
tumor.  Some people, therefore, require
multiple operations to control a GIST.

Imatinib represents a major devel-
opment in cancer therapy. The develop-
ment of this drug required work in 
molecular biology, x-ray crystallography,
computer-aided drug design, and a 
variety of other fields of study. In labora-
tory experiments, it was found to stick to
three different molecules, each impor-
tant for a type of cell involved in disease.
They are the "PDGF receptor," "Abl," and
"kit." It turns out that a rare form of 
cancer called chronic myelogenous
leukemia (CML) activates abl. By sticking
to the Abl molecule, imatinib shuts
down leukemic cells.  People with CML
who take imatinib demonstrated dra-
matic improvement in their disease, with 
nearly all showing improvement in their
blood tests.

Since imatinib also inhibits kit, it
was reasoned that imatinib may be help-
ful in the treatment of GISTs.  Discovered
by MSKCC’s Peter Besmer in 1986 as a
gene that causes sarcomas in cats, kit—
as Dr. Besmer and others have shown—
is important in the life cycle of many
cells, including spermatogonia (which
give rise to sperm in the testis), blood
cells, pigment cells (melanocytes), and
mast cells (responsible for allergic reac-
tions in people). In 1998, GISTs were
shown to have significant amounts of kit
in them. 

It made sense to treat people who
had GIST with imatinib, especially in
those patients with recurrent disease,
since there were no other good treat-
ment options. But because of demand
from the several thousand people alive
with CML, there was too little of the drug
to permit using it in an experimental
study of a different disease. Once the

manufacturer scaled up drug production,
making imatinib widely available, the
first person with GIST was treated with
imatinib in March 2000. This woman had
had surgery to remove GIST in the past.
Within a few weeks of receiving imatinib,
she had a dramatic response to therapy,
and remains alive as of this writing, con-
tinuing to take imatinib.

With the recognition of one dramatic
patient response, events occurred rela-
tively rapidly. In the US, first 10, then 50,
then 150 people were treated with a ran-
domly assigned dose of 400 or 600 mg of
imatinib a day. A European study under-
taken to find out the maximum tolerated
dose of imatinib for people with GIST led
to two large studies in the US and in
Europe, of 400 vs. 800 mg a day of ima-
tinib for people with metastatic or recur-
rent GIST. More than 750 people were
enrolled in the U.S. study; more than
1,000 people joined the European study.

In May 2001, the same month in
which the drug became commercially
available for the chronic leukemia
described above, oncologists discussed
the first results of these GIST studies at a
national meeting of the American
Society of Clinical Oncology (ASCO).
These results showed the shrinking of
GISTS by one-half or more in about 60
percent of patients. Twenty percent of
people had stabilization of their tumors,
and 20 percent had progression of their
tumors despite imatinib. As a result of
these data, the FDA approved the drug
for use in GIST. (The side effect and
response data for each dose—400 vs.
800 mg—are still being compiled to find
out which dose was better.)

Several questions about GIST and
its response to imatinib do remain, how-
ever. Why do some people respond to
imatinib while others do not? It appears
that mutations in the kit gene in GIST
may determine a patient’s chance of
response. It is clear that kit mutations
and mutations besides kit cause GISTs to

continued on page 7
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Anti-Angiogenic Therapy
continued from page 1

and one of the highest white blood cell
counts that I’d ever seen in someone
without leukemia, and the repeat CT
scan showed the tumor had grown.
Despite this, she was quite cheerful and
talked mostly of her daughter’s wedding. 

Three days later Dr. Coit and I oper-
ated on her. She had a basketball-sized,
aggressive tumor that invaded many of
her abdominal organs, and we took out
as much tumor as we could along with
parts of her stomach, small bowel, pan-
creas, and spleen. The pathologist
reported her tumor to be a rare subtype
of high-grade sarcoma. She made a 
slow but steady recovery over two weeks,
during which time we got to know her
family including her recently married
daughter. I talked with Mrs. C every
morning and evening during her time at
Memorial. She worked as a nurse in a
doctor’s office, and she had many friends
and family members constantly at her
bedside. A framed picture stood on the
night stand of her and her daughter at
the wedding that she was somehow able
to attend.

Then, late one night, Mrs. C had an
increasingly difficult time catching her
breath and subsequently her blood pres-
sure began to drop. She failed to get bet-
ter with additional oxygen and fluid
administration and was transferred to
the intensive care unit. Her condition
rapidly deteriorated and she died a few
hours later. Her family had gathered in
the waiting area by that time, and I said
what I could. The autopsy showed she
had died of an overwhelming infection
originating from her residual tumor. At
the time, I remember mostly a feeling of
helplessness—helpless to get the entire
tumor out, helpless to offer other treat-
ments, and helpless to enable Mrs. C to
continue her life. 

I am now in my second and final
year as a surgical oncology fellow at
Memorial Sloan-Kettering Cancer Center,
and I could relate many success stories
of patients surviving sarcomas and other
cancers. However, Mrs. C’s story seemed
most appropriate as a prelude to dis-
cussing new research into sarcoma treat-

ment, since she and patients like her are
the impetus for cancer researchers to
develop better treatments. Fortunately,
periods of helplessness have not led to
loss of hope.

There is reason for optimism. We are
approaching the fifty-year anniversary of
the discovery of the DNA double helix by
James Watson and Francis Crick, and
during this time an explosion has
occurred in our understanding of the
molecular mechanisms by which tumors
grow. This has led to unique strategies in
combating cancers, one of which has
been termed anti-angiogenic therapy. To
grow, tumors must induce nearby blood
vessels to proliferate and form new
blood vessels to supply nutrients. This
process has been termed angiogenesis,
and there are several theoretical advan-
tages to blocking angiogenesis. First,
anti-angiogenic therapies target endothe-
lial cells (the building blocks of blood
vessels) rather than cancer cells.
Endothelial cells are in closer proximity
to blood-borne drugs, which often never
reach some regions of a tumor. Second,
endothelial cells are genetically stable
while cancer cells acquire thousands of
genetic mutations. Genetically stable
cells are much less likely to develop resis-
tance to drugs compared with genetically
unstable cells. Lastly, anti-angiogenic
therapies likely will have few side effects
since endothelial cells in other areas of
the body are rarely proliferating. 

There was great enthusiasm for anti-
angiogenic therapy in the late 1990s
when Judah Folkman and his colleagues
at Children’s Hospital in Boston discov-
ered new protein fragments that were
very effective in mouse models of cancer.
This enthusiasm waned as early human
clinical trials demonstrated disappoint-
ing results. These trials in general
enrolled patients with epithelial cancers
such as colon cancer. There is reason to
believe that anti-angiogenic therapies
may be more effective against sarcomas
than other types of cancer. Sarcomas
tend to grow in locations that are poorly
vascularized such as the subcutaneous
tissue and retroperitoneum. It may be

easier to inhibit new blood vessel forma-
tion in these regions than in more vascu-
lar regions. The majority of animal mod-
els demonstrating the efficacy of angio-
genesis inhibitors involved tumors
grown in subcutaneous tissue. 

There is preliminary evidence from
recent studies I have performed with
Samuel Singer at MSKCC that anti-
angiogenic therapy may be effective for
patients with sarcoma. As tumors grow
and invade adjacent structures, they
cause the release of proteins that inhibit
angiogenesis. One of these factors is
called endostatin. We have demonstrat-
ed that patients without sarcoma metas-
tases have high levels of endostatin in
their blood while patients with metas-
tases have very low levels of endostatin.
This suggests that during formation of
metastases, endostatin levels become
suppressed and allow the growth of dis-
tant metastases. Treating patients prior
to the development of metastases with
endostatin or another anti-angiogenic
agent may prevent metastases from
forming.

Other anti-angiogenic agents have
progressed in clinical trials. The most
effective anti-angiogenic agents thus far
have targeted vascular endothelial growth
factor (VEGF) and its receptors.  VEGF is a
growth factor that is specific for endothe-
lial cells, and cells depend on VEGF to
grow. Strategies to block this pathway
include antibodies and soluble receptors
that bind VEGF, antibodies that block
VEGF receptors, and small molecules that
inhibit downstream signaling of the VEGF
receptors. A new family of soluble factors
(angiopoietins) and their receptors (Tie-1
and Tie-2) have been discovered to be
almost completely unique to endothelial
cells, and targeted disruption of this path-
way has shown encouraging results in
animal models.

I would caution that, in the near
future, we may see more disappointing
results from clinical trials using angiogen-
esis inhibitors. New research demon-
strates that tumor angiogenesis is a very
complicated process with different
tumors utilizing a variety of different
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TELEPHONE NUMBERS FOR PATIENT SERVICES

Medical Services
Physician Referral Service 1-800-525-2225

*For persons who wish to come to MSKCC for prevention
programs, diagnosis, treatment, or a second opinion.

Radiation Oncology
Dr. Kaled Alektiar 212-639-7981

Surgical Oncology
Dr. Murray Brennan 212-639-6586
Dr. Samuel Singer 212-639-2940

Medicine
Dr. Robert Maki 212-639-5720

MSKCC Support Services
Department of Social Work 212-639-7017
Post-Treatment Resource Program 212-717-3527
Department of Psychiatry and

Behavioral Sciences 212-639-3900
Genetic Counseling 212-434-5149
Integrative Medicine Center 212-639-4700
Chaplaincy Service 212-639-5928
Cancer Information Service 1-800-4-CANCER

*General information provided through a National Cancer
Institute-funded program, Callers from outside the New York
State office’s service area will reach another regional office.

Patient Representatives 212-639-7202
*For issues relating to MSKCC service to patients and families

Support Services Outside MSKCC
American Cancer Society 212-586-8700
Cancer Care, Inc. 212-302-2400
National Coalition for Cancer Survivorship 888-650-9127

We Want to Hear From You!
Sarcoma Update is designed to educate you and answer your
questions and concerns about issues related to sarcoma.
While our primary goal is to provide information regarding
the medical and psychological aspects of sarcoma, we also
hope to provide a forum for patients and caregivers. We invite
those readers who have had sarcoma as well as their family
members and friends to share experiences with other readers.
Send your stories, thoughts, comments and concerns to:

Sarcoma Update
Memorial Sloan-Kettering Cancer Center
P.O. Box 177
1275 York Avenue
New York, NY 10021

Or send us an e-mail at: lesseri@mskcc.org. We look forward to
hearing from you!

If you no longer wish to receive the sarcoma newsletter
please contact Ilyse Lesser by email at lesseri@mskcc.org.
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angiogenic growth factors and signaling
pathways and having varied responses to
specific angiogenesis inhibitors. It may
take some time to sort out which combi-
nations of anti-angiogenic agents are
most effective against a specific cancer.

Oncologists feel a sense of urgency
in our research as cancer continues to
take its toll on the lives of our patients
and their families. I feel that sense of
urgency every time I think about Mrs. C
and her family. I thank the Kristen Ann
Carr Fund for naming me the Kristen
Ann Carr Fellow for 2002-2003 and for
supporting the training of physician-sci-
entists to treat sarcoma patients.  I am
optimistic that we will continue to make
significant progress toward more effec-
tive therapies.

Sam Yoon is a second-year surgical oncol-
ogy fellow at Memorial Sloan-Kettering Cancer
Center and the Kristen Ann Carr Fellow for
2002-2003. He has performed laboratory
research at the Dana-Farber Cancer Institute
and Massachusetts General Hospital, and 
currently works in Samuel Singer’s laboratory
at MSKCC.

develop; these are being examined by
Cristina Antonescu and Dr. Besmer at
MSKCC as well as at a number of other
centers worldwide.

Another important question is deter-
mining if imatinib is useful after the first
surgery to remove a GIST. (Giving
chemotherapy after a first surgery is
called "adjuvant" therapy.) Ronald
DeMatteo at Sloan-Kettering is the
national chairman of a study through the
American College of Surgeons Oncology
Group (ACOSOG) looking at whether peo-
ple with a high-risk GIST do better if they
receive imatinib for a year after their first
surgery and also, later, to determine if
imatinib immediately following surgery is
of any benefit in comparison to people
who take imatinib when the tumor has
returned after surgery. 

Other upcoming or open studies at
MSKCC include the examination of PS-
341 (which is a member of a new class of
drugs that block the breakdown of pro-
teins, called protease inhibitors) and
SU011248 (a cousin of Gleevec that works
in a slightly different way to block c-kit)

for people with GIST who did not respond
to imatinib. In addition, Sloan-Kettering
is participating in a nationwide study to
find out if imatinib is useful for any other
sarcomas, and if so, why. Kit is not seen
on many other sarcomas regularly, but we
are currently unable to examine tumors
for the presence of another molecule on
sarcomas (PDGF receptor) that imatinib
also blocks. When we learn how to do
such examinations, we might learn that
some tumors with PDGF receptor may
respond to imatinib.

Imatinib is likely only the first of
many similar drugs that will be tested in
the next few years that are designed to
block very specific pathways in cancer
cells. By using single medications or 
combinations of these new types of 
medications, we hope to more specifical-
ly tailor therapy against the 50 or more
different types of sarcomas, as well as
other cancers.

Robert Maki, MD, PhD is an Assistant
Member in the Department of Medicine and 
co-leader of the sarcoma Disease Management
Team at MSKCC. 



Sarcoma Update
MSKCC-Box 177
1275 York Avenue
New York, NY 10021

Address Correction Requested

The Kristen Ann Carr Fund

The Kristen Ann Carr Fund supports medical and
psychological research in soft-tissue sarcoma. The
Sarcoma Update and other programs are made 
possible through the generous support of this fund.
Inquiries about the Fund or contributions may be
directed to:

The Kristen Ann Carr Fund
80 Mason Street, Greenwich, CT 06830

WORKSHOP SERIES

GROUP PROGRAM

Please call the Post-Treatment Resource Program (212) 717-3527
for more information.

YOUNG ADULT WORKSHOPS: SURVIVORSHIP 101

For the young adult, the cancer experience may create a changed
world-view and a myriad of unfamiliar issues. Our meetings offer
information, clarity, support, and problem solving while negotiating
the journey after cancer treatment.

Dating and Disclosure
THURSDAY, FEBRUARY 20 6:00 – 7:30 PM RRL – RM 101
How, when, and whether to share your cancer history.

Tapping Your Creative Spirit
THURSDAY, MARCH 20 6:00 – 7:30 PM RRL – RM 101
This workshop will combine a creative project with information and
support, to help you along your healing path.

Survivor Stories: A Young Adult Panel
TUESDAY APRIL 15 6:00 – 7:30 PM RRL – RM 101
Join your peers for a discussion of their personal journeys—their
joys, struggles and accomplishments (and yours).

Rachel Odo, CSW, and Clarissa Potter, CSW

WORKSHOP SERIES

MEN AND CANCER: MAINTAINING FOCUS
A diagnosis of cancer presents unique challenges and opportunities.
These monthly workshops (specifically for men) will provide tools
to help you move ahead with confidence after treatment.

Redefining Roles
THURSDAY, FEBRUARY 20 4:00 – 5:30 PM M-107
Strategies for coping with and adapting to changes after cancer
will be discussed.

Managing Emotions
THURSDAY, MARCH 20 4:00 – 5:30 PM M-107
Learn tips for managing mood changes and shifts that may accom-
pany cancer diagnosis, treatment, and the post-treatment period.

Focus on Today
TUESDAY APRIL 15 4:00 – 5:30 PM M-107
Men tell us that their ideas about themselves and the world change
in the face of a serious illness. Explore and develop your priorities.

Richard Hara, Ph.D., CSW, Christopher Anrig, CSW, and Rachel Odo, CSW

Making Today Count: A Group for People with 
Recurrent or Advanced Cancer

TUESDAY AFTERNOONS: MAR. 4 & 18, APR. 1, 15 & 29 2:00 – 3:30 PM

Living with cancer means coping with uncertainty. Achieving a 
balanced life can be a daily challenge. Join us as we share strate-
gies, support, and hope. Meets alternate Tuesdays.

Page Tolbert, CSW, and Ilyse Lesser, CSW

COMING IN THE FALL
A Forum For Young Adult Cancer Survivors

Please call PTRP at (212) 717-3527 for details about this one
day conference.


