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One-Third to One-Half of Cancer Deaths are Preventable in Western Populations
Effective Cancer Prevention is Applied in Two Domains Across the Lifespan

The Promise of Prevention

One-third to one-half of cancer deaths are preventable in western populations
Effective cancer prevention is applied in two domains across the lifespan

Evidence-based
personal actions

Excess weight
and obesity

Effective cancer
prevention

Tobacco

Evidence-based
population
actions

Diet
59 Lack of exercise
5%
20% 5%

Occupation

5o Viruses

5% Family history

3% Alcohol
%;f UV & ionizing radiation
¢ 294 Prescription drugs
33% 294~ Reproductive factors

1% Pollution

Unknown

Particularly by “reaching”
the less fortunate &

Maintain a healthy
weight throughout
life

Avoid tobacco
& alcohol

Eat a healthy diet

Be physically
active

Public policy

Know your family
history/risk
assessment

Avoid excessive
UV exposure

Follow a
cancer-screening
program

Use preventive
meds & vaccines

underserved sectors of our
population

E. Hawk — unpublished work, based on data from Colditz, et al. Sci Trans Med., 2012 & Wolin, et al., Oncologist, 2010

Delivery of
community-based
clinical services

Public & professional
education

Clinical -
primary
care
setting

Public
health
setting



ACS* Lifestyle Recommendations for Cancer Prevention

ACS -2018

Achieve & maintain a | ¢ Be as lean as possible throughout life without being underweight

healthy weight e Avoid excessive weight gain at all ages

throughout life e Get regular physical activity & limit intake of high-calorie foods & drinks as keys

to help maintain a healthy weight

Be physically active e Adults: Engage in at least 150 minutes of moderate intensity PA or 75 minutes
of vigorous intensity/week or combination

e Children/adolescents: Engage in 60+ minutes/day of moderate to vigorous PA
5+ days/week, with vigorous activity on at least 3 days each week

Eat a healthy diet, e Consume at least 2.5 c of various fruits & vegetables/day

with an emphasis on | « Choose whole grains rather than processed grains

plant foods * Limit consumption of processed and red meats

If you drink alcohol, e Women: Drink no more than 1 drink/day

limit your intake e Men: Drink no more than 2 drinks/day
Stay away from e Decide to quit, set a date, and prepare
tobacco e Consider formal programs

e Consider nicotine replacement therapy
e Seek additional help, if needed

*American Cancer Society



Implementing Healthy Lifestyle Algori

thms into MD Anderson’s Clinical Care

on Tobacco Cessation Algorithm - Adult Page 1 of 7

RESECLICT  n; pr atice algoritiim fas been specifoally developed for D Andsrscm wing D drdarson,
Mok e et el e ollovme HD i et paentroplaon le:mﬂm S sarices and snre:and WD deion’s P E e VAN R e
- eclih ¥ sowidics,
INITIAL
STATUS MANAGEMENT —_— S 2
EVALUATION v T
Refer patient
to Tobacco
Treatm ex;t Offer Tobacco cessation|
Program pharmacotherspy™ i
(preferred) No | sddtionto
—>! « Counseling
OR
+ Quit fine
(@00-QUIT-NOW)
Option |

Offer refertal to tel ephons only tobaceo trestm ext
See page 3 for program. If patiert not irterested, see Option 2 below
Relapse Option2
Prevention + Engage patientsin a m otivational dislog about.
smoking cessation,
o Review sisks of sm oking and benefits of quitting
o Provide patient education resources
+ Assess and address barriers and concerns of patient
+ Consider reducing cigaceties per day using Nicotine
Replacem ent Therapy (WRT)” or medications’ with
a goal of cessation - e

Reassess
at each
isit

Sereen curr
tobacco use
status

smoked more than
100 cigarettes in

« Encourage patient to remain tobacco-free
+Reassess at each visit

Anderson
ahRcerCenter

Nutrition - Adult
for MD Anderson us

Program Components:
Systematic evaluation
Defined trigger

Motivational interviewing &
monitoring
Assessment

Page 1 of 9

G e f'm ,rpTJo».m- MD Anderson fic panent population; MD.
tended to riplace thé indepindent medical or professional judgmant o

! If patiard has rot smcked in the past 7days, treatmert may notbe vequired

raling into partclr o MD dnderzon

nor

* Referto Appendix A for Ass essment of Tobacco History
* The Tebaceo Treatment Program provides both outpationt and ivpatient services

«Rath M o INITIAL STATUS EVALUATION MANAGEMENT
i fer to Appendix r Medication Options ASSESSMENT
Referto Appendix C for Nicotine Replacerent Therapy (NRT) | « Refer to climcian
e — Lyl by —> U » Refer to Registered Dietitian (RD), a5 appropriate
» Reassess nuirition stams o a regular basis
« Review AICR guidelines’, provide positive reinforcement, and
encourage continuation of adherence to guidelines (see Appendices
fal yes————————————————— CandD)
= « Reinforce maintenance of normal body weight throughout lifetime

Is
the patient
following AICR

[— Normal weight’

guidelines’

No

L—5 Overweight/Obese’ ——»  See Page 2

i inches)” — See Appendix A

ult algonithm
1 M1 is not conducted., encourage and counsel patient on importance of meeting AICR. guidelines
‘Assess for medical barriers uch as:
sal dysmaotilic « Swallowing issuse/dy nction « Dental health
romie chang stint smuction amastomoses

g medication o supplement use
» Renal disease amciety, dey o)
o Liver disease

e Ui

» Gastromtestmal disesse  » Mood diso
« Thyroid dysfinction
Tens: MD s Camcer Caer

Coprigh

https://www.mdanderson.org/for-physicians/clinical-tools-
resources/clinical-practice-algorithms/cancer-screening-algorithms.html &
https://www.mdanderson.org/for-physicians/clinical-tools-
resources/clinical-practice-algorithms/cancer-screening-algorithms.htm/

« Possible risk of malmumtion (see Consensus Statement under Appendix G)

» Reassess auirition status on a regular basis

» Review AICR guidelines’

« Discuss how to reduce the risk of initial or other cancers by adhering
1o AICR guidelines (see Appendices C, D, and E)

« Ongoing Motivational Interviewing (MI)’ to assess for medical® and
non-medical barriers o healthy eating changes

» Reinforce maintenance of normal body weight throughout lifetime

« Reassess adherence to AICR guidelines’ on a regular basis

« Refer to RD or clinician, as clinically indicated”

thsncal Activity (PA) - Adult Page 2 of 10

orithm has been pecifically developed for MD And: usiiga faking particular to MD Anderson,
MD Andarson’s pecyic panand popdation; VDAM»somsmcua»erw ey ormaton Morves T algondm s not
fopandiant modical o professional judgmant of php scians o other health care providars

« Review AICR guidelines’
» Discuss how to reduce the risk of initial or other cancers by adhering [

to AICR guidelines (see Appendices C and D) iy mrmdechanp.!aur}zi ik
« Assess for medical’ and non-medical barriers to healthy eating changes
« Ongomng MI’ to assess willingness to make healthy eating changes
+ Reinforce mainteaance of normal body weight throughout lifetime
« Reassess adherence to AICR guidelines’ on a regular basts

L ASSESSMENT

Provide patient with
form’ Physical
Activity Clearance
1o be completed by

See
Page3

s . PA? « Review ACSM guidelines?, Y& | preating provider®
epartment of Clinical Effectiven "
Approved by the Executive Comamittee of the Meds provide poditive pinforcemend, Fssces patient
and encourage maintenance of for conditions
activity level > that patient require
« Continue postive reinforcement dn:::‘” Clearance?, Review A0SM guide]im-sz
for meeting guideline " i
recommendations at follow-up visit No * Refer to Exercise Physiology

L_,| Techmologis EPTycommunity
exercise programindependent
exercise program provider for
exzercise prescription””

- e

Patient

interested in starting
or increasing
PA?

+ Review ACSM guidelines’

« Conduet Motivational Interview (MIJ to encourage any physical activity and limit sedentary
belavior 1o potentially reducenisk of cancer and chronic disease

+ Provide patient education document Benefits of Physical Activity in Cancer Risk Reduction and
Tips to Get Fit (see Appendices C and D)

« Reassess level of PA upon retum 1o clinic

Refer 1o Box A on pege 4




Adherence to Prevention Recommendations

Reduces Cancer Incidence & Mortality
(as well as Cardiovascular & Overall Mortality)

e Several prospective cohort studies & a systematic review
demonstrate significant benefits for adherence to ACS cancer
prevention guidelines, beyond tobacco avoidance

— Each study computed scores to reflect adherence to ACS or AICR
guidelines regarding: BMI, physical activity, diet, & alcohol intake

Reduction in Reductionin Reduction Reduction in
Study - ) All-Cancer All-Cancer in CVD All-Cause
Individuals Time . . . .
Incidence Mortality  Mortality Mortality
42%

No. of Follow-up

Cancer Women- Women-

. (Same in
Prevention . 111,966 24% 58% 2
men
Study-II Men-30% Men-48%
women)

NIH-AARP Women-

10.5y -
AR A L 50-71y.0. 476,396 Y 10-19% 24%
Study Men-25%

136y

8 studies
in7 1,154,986 6y—14y 4-45%
cohorts

Women-33%

Men-26% Kabat, et al.

Am J Clin Nutr, 2015
McCullough, et al. CEBP,
N/A 2011

Kohler, et al.

CEBP, 2016

N/A

Systematic

. 20-61%
Review




Estimates of the Preventable Fraction of Cancer Deaths
vs. Total Annual Deaths in the U.S. (2014)
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Evidence-Based Cancer Screening & Estimated Mortality Reduction

Cervix 21-29 yo w cytology q 3 yrs
30-65 yo w cytology q 3 yrs or hrHPV

testing q 5 yrs or
co-testing g 5 yrs

Breast Biennial screening mammography for
50-74 yo

Individual decision prior to age 50

Prostate Individual decision for men
55-69 yo

*Colon Adults 50-75 yo

Individual decision for adults 76-85 yo

Lung 55-80 yo with a 30-PY smoking hx &
currently smoke or have quit w/in past
15 yrs, annual LDCT

Liver—Hep B & C High-risk adults, incl those born btw

1945-1965
For Hep C (one-time screening)

* ACS - adults aged 45+ years with average risk of CRC undergo regular screening

A (2018) 80-90%
B (2016) 15%
C (2016)

C (2018) 21%

15-33% (FOBT)

C 28-50% (Flex Sig)
20%
B 43%

% Mortality Reduction data from USPSTF systematic reviews



Approved Agents for Treatment of Precancerous Lesions or Cancer Risk Reduction

2018
Agent Targeted Cohort Indication
Tamoxifen Women with DCIS following breast surgery and radiation Reduce the risk of invasive breast cancer
Women at high risk for breast cancer Reduce the incidence of breast cancer
Raloxifene Postmenopausal women at high risk for invasive bc Reduction in risk of invasive breast cancer
Cervarix Females 9 through 25 years of age Prevention of the following, caused by HPV types 16 and 18:

* cervical cancer
* cervical intraepithelial neoplasia (CIN) grade 2 or worse and adenocarcinoma in situ
* cervical intraepithelial neoplasia (CIN) grade 1

Gardasil 9 Girls and women 9 through 26 years of age Prevention of the following diseases caused by HPV types included in the vaccine:

e Cervical, vulvar, vaginal, & anal cancer caused by types 16, 18, 31, 33, 45, 52, & 58
e Genital warts caused by HPV types 6 & 11

And the following precancerous or dysplastic lesions caused by types 6,11, 16, 18, 31,
33,45, 52, & 58:

e CIN grade 2/3 & cervical adenocarcinoma in situ (AIS)
e Cervical intraepithelial neoplasia (CIN) grade 1

e Vulvar intraepithelial neoplasia (VIN) grades 2 & 3

e \Vaginal intraepithelial neoplasia (ValN) grades 2 & 3
e Anal intraepithelial neoplasia (AIN) grades, 1,2 & 3




Approved Agents for Treatment of Precancerous Lesions or Cancer Risk Reduction
2018

Agent Targeted Cohort Indication

Gardasil 9 Boys and men 9 through 15 years of age Prevention of following diseases caused by HPV types included in vaccine:
e Anal cancer caused by HPV types 16, 18, 31, 33, 45, 52, & 58
e Genital warts caused by HPV types 6 & 11
And the following precancerous or dysplastic lesions caused by HPV types
6,11, 16, 18, 31, 33, 45, 52, & 58:
e Anal intraepithelial neoplasia (AIN) grades 1, 2, & 3

Photodynamic Males and females with high-grade dysplasia in Barrett’s  Ablation of high-grade dysplasia (HGD) in Barret’s esophagus (BE) patients

Therapy (PDT) with esophagus. who do not undergo esophagectomy

Photofrin

Celecoxib* Males and females >18 years old with familial Reduction in the number of adenomatous colorectal polyps in FAP, as an
adenomatous polyposis (FAP) adjunct to usual care (e.g., endoscopic surveillance, surgery)

Bacillus-Calmette- Males and females with carcinoma in situ (CIS) of the Intravesical use in the treatment and prophylaxis of carcinoma in situ (CIS) of

Guerin(BCG) urinary bladder the urinary bladder and for the prophylaxis of primary or recurrent stage Ta

and /or T1 papillary tumors following transurethral resection (TUR)
Valrubicin Males and females with Bacillus-Calmette-Guerin(BCG)- Intravesical therapy of BCG-refractory carcinoma in situ (CIS) of the urinary

bladder in patients for whom immediate cystectomy would be associated

refractory carcinoma in situ (CIS)
with unacceptable morbidity or mortality.

Fluorouracil Males and females with multiple actinic or solar keratoses Topical treatment of multiple actinic or solar keratoses

*FDA labeling voluntarily withdrawn by Pfizer, February 2011



Approved Agents for Treatment of Precancerous Lesions or Cancer Risk Reduction

2018
Agent Targeted Cohort Indication
Diclofenac sodium Males and females with actinic keratoses Topical treatment of actinic keratoses
Photodynamic Males and females with actinic keratoses of the face or Topical treatment of minimally to moderately thick actinic keratoses of the
Therapy (PDT) with  scalp face or scalp.
5-aminolevulinic acid
Masoprocol** Males and females with actinic (solar) keratoses Topical treatment of actinic keratoses
Imiquimod Immunocompetent adults Topical treatment of clinically typical, nonhyperkeratotic, nonhypertrophic
actinic keratoses on the face or scalp
Ingenol mebutate Those with actinic keratoses on the face, scalp, trunk and Topical treatment of actinic keratoses
extremities

**Withdrawn from US Market, June 1996



Cancer Prevention Steering Committee Members

2018

Chairs: Gary Goodman M.D., M.S. and Ernest Hawk, M.D. MPH

Isabelle Bedrosian, M.D., FACS
Marie Wood, M.D.

Tara Henderson, M.D, MPH
Kevin Oeffinger, M.D.
Raymond Bergan, M.D.

Etta Pisano, M.D.

Julie Bauman, M.D., MPH
Douglas Levine, M.D.

Banu Arun, M.D.

Katherine Crew, M.D., M.S.

Alliance
Alliance
COG

COG
ECOG-ACRIN
ECOG-ACRIN
NRG

NRG

SWOG
SWOG

John Schallenkamp, M.D. Community Oncology
Kathleen Yost, M.D. Community Oncology
Raymond Osarogiagbon, MBBS, FACP  Minority/Underseved

Martha Smith Patient Advocate
Arlene Stevens Patient Advocate
KyungMann Kim, Ph.D. Statistics
Cathy Tangen, DrPH Statistics

Worta McCaskill-Stevens, M.D., M.S. NCI DCP
Sandra Russo, M.D., Ph.D., MPH NCI Medical Officer - DCP

Laronna Colbert, M.D. FDA Observer



Challenges & Opportunities in the Field
Biology / Biomarkers



Need to Better Understand the Early Determinants & Drivers of Dysplasia
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Angiogenesis

Consensus Molecular Subtypes Guide Treatment in CRC

Principle #2 - Cancer Results From A Chronic Interplay of Inherited Factors & Exposures That
Progressively Alter Cellular Identity, Relationships & Growth Control

“Non-modifiable” Risk Factors

normal DNA

* Major defects in cancer-
promoting/ inhibiting genes
: SUbtlEl dlﬂ‘el‘en" = Turmar-promating

Crag e : inflammation

Cellular energy
dysregulation
Genome instability
& mutation

A
CANCER MOONSHOT
N

Physical inactivity
* Viruses
* Occupational exposures

it RERrEp e tive
potential

Maodifled from Honohon & Wenberg, Cell 10057, 20008 144:646-574, 2011 Sckence 2006



Challenges & Opportunities in the Field
Cohorts
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How to Optimally Identify Those at Increased Risk?

General Population

Additional science needed to:
1) Develop new technologies
to detect silent lesions;

Collect data on SDH & SES factors that
are strongly correlated with cancer

2) Refine current screening & Dramatic / Cumulative outcomes
surveillance programs to E’T‘fb‘:i:‘ore
improve risk/benefit balance Obesity Standardize & improve collection of
Virﬂ\s’es behavioral & family hx data as it
Which will progress? Pre-cancerous Other Risk Factors evolves in clinical settings across
Which will Lesion time
regress/remain stable?
Germline Mutation How to systematically screen for germline

Carrier mutations? (e.g., Lynch syndrome)



Challenges & Opportunities in the Field
Agents



Selenium & Vitamin E for Prostate Cancer Prevention

False Leads

Cumulative Incidence of
Prostate Cancer
Detected Each Year by

Intervention Group in
the SELECT Trial

35,533 men (mean age =62)
with a serum PSA <4 ng/mL & a
DRE not suspicious for prostate
cancer randomized to 1 of 4
groups (vitamin E + placebo,
selenium + placebo, vitamin E +
selenium, placebo + placebo).
Median f/u of 5.5 yrs.

Lippman, et al., JAMA, 2009

No. at risk
Placebo
Vitamin E
Selenium

Probability

0.08

0.07

0.06

............... Placebo
—————— Vitamin E
— — — Selenium

P=0.06
P=0.62

Selenium + vitamin &

0.05
0.04 +
0.03
0.02 +

0.01

8689
8732
8750

Selenium + vitamin E 8700

85563
8610
8597
8585

2

3

Years After Randomization

8328
8373
8341
8371

8039
8098
8083
8097

7389
7401
7393
7428

4892
4867
4848
4894

2516
2537
2558
2580



Lack of Private Investment in Cancer Prevention Drug Development

Public S

: Pre-clinical . On-going
Drug Discovery Research m FDA Review Analysis

Table 71-2. Characteristics of Clinical Chemoprevention Agent Development Trials

Phase  Agent Dosing Duration Sample Size and Allocation Control Group Goals
| Escalation Weeks-months  <23; nonrandomized Occasionally Pharmacokinetics; dose finding based upon short-term,
or randomized mild to moderate toxicity

lla De-escalation  Months <5Q; nonrandomized Never Dose finding based on reliable biomarker modulation

Ih Stable Months-year <100~200; randomized Standard care*  Biomarker modulation (e.g., dysplasia regression) vs.
standard care*

m Stable Years 100-21,000; randomized Standard care*  Definitive efficacy to complement or replace standard
care (e.g., reduce dysplasia/cancer incidence)

v Stable Unspecified General post-marketing population  N/A Long-term safety in target population

Source: Adapted from Viner et al. 2002.
*In cancer chemoprevention, plecebo may represent the standard of care.

Viner JL, Hawk ET, Lippman SM: Cancer Chemoprevention, in
Cancer Epidemiology & Prevention, third ed., Eds: Schottenfeld D & Fraumeni, Jr. JF.
Oxford Univ Press, 2006



Re-Purposing Established Therapeutic Agents for Cancer Prevention,
Risk Reduction, or Treatment of Pre-Cancers

Tamoxifen in threnAaljyBa SebetidiagyF EfiGugdeetatt stevRbt éamiabdberPrevention

NSABP’s P1 Trial - Cumulative Rate of NSABP’s P1 Trial - Cumulative Rate of
Noninvasive Breast Cancer Invasive Breast Cancer

Events Rate Events Rate

1 Placebo 69 15.9 1 Placebo 175 43.4
Tamoxifen 35 7.7 Tamoxifen 89 22.0

p <0.002 P <0.00001

Tamoxifen
‘/_/ -
Tamoxifen

Fisher B, et al., JINCI, 1998
Fisher B, et al., NEJM, 1989 Rutquvist LE, et al., JINCI, 1991
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Agent Combinations - Prevention of Colorectal Cancer in APC Polyposis

Sulindac + Erlotinib = 69.4% reduction in polyp burden from baseline compared to placebo (intact colon)

Table. Change in Colorectal Polyp Number From Baseline for Intention-to-Treat Analysis

Colorectal Polyp Number

Change (6-mo Follow-up-Baseline) Net

Median (IQR) Between-Group
Participants, Baseline 6-mo Follow-up, Median Median Differences Net % Change
Intention-to-Treat No. Median (IQR) Median (IQR) Change Change, % (95% Cl) PValue (95%ClI)
Intact colon
(colorectal)
Sulindac and 11 39(19to81) 2(1to2) -27 (-34to -26) -96.3
erlotinib (-96.3t0o -85) -275 009 -69.4
Placebo 11 16 (4t026) 14 (9to 17) -2(-3t0-0.8) -11.1 (-106.5t0 -9.6) | (-109.2 to -28.8)
(-20.5t0 -2.8)
IPAA
Sulindac and 21 5(2to17) 0(0to1l) -4(-5.1t0-3) -83
erlotinib (-100to -71.8) -145 003 25 o Ly )
Placebo 23 6(0t022) 22(8to28) 1(0to3) 21.7 (-28.1t0 -3.5) (-280 to -71.6)
(0 to 120)
Rectum (IRA)
Sulindac and 9 7 (4 to 15) 6 (2 to 15) -1(-51t05.9) -60
erlotinib (-71.4t0939) -13 24 =175:5
Placebo 7 3(2to12) 183(17t0o30) 11.4(8to16) 119.3 (=30.5t0 3.9) (-1087.3 to 52.5)

(114.3 to 133.3)

Abbreviations: IPAA, ileal pouch anal anastomosis; IQR, interquartile range; IRA, ileo-rectum.

Samadder, et al., JAMA Oncology 2018; 4(5):671-677



Explore De-implementation Science

Needed to determine an optimal approach Cancer Prevention Research

to de-implement less effective or less safe Accelerating the Pace of Cancer Prevention- Right Now
interventions when updated devices, drugs, Graham A. Colditz and Karen M. Emmons

or schedules are in place, or harms are “De-implementation will likely not be the inverse of
more fully demonstrated implementation and dissemination uptakes.”

e Cervical cancer screening
* Prostate cancer screening

JAMA Internal Medicine

Invited Commentary | Less Is More

May 2015

On the Undiffusion of Established Practices

Frank Davidoff, MD, MACP



NCORP Opportunities

Need for more interaction & coordination across groups — more regular portfolio
updates

* Make use of CPSC monthly meetings
Improve template for concept submissions to bolster success
Create & disseminate threshold standards for prelim data re: efficacy, safety, feasibility
Collaborate more closely with other relevant professionals (e.g., PCPs - family med &
general internists, gastroenterologists, pulmonologists, dermatologists, radiologists)

|ldentify germline risk cohorts across groups



The TO - T4 Translational Research to Evidence-based Cancer Control Paradigm

Translational Research Phases Resulting in Evidence-Based Clinical and Public Health
Actions to Result in Impactful Cancer Control
(Based in part on a drug-approval paradigm)

Clinical research Cancer control research
Basic and applied Translation to Translation to Translation to | Translation to
science research humans patients practice community Eocnce b e
T : cancer control
Preclinical and Proof of concept Phase 2 clinical trials p;?:lsiiijaclhc:ﬁi)mis Population level policy, education
animal studies Phase 1clinical trials = Phase 3 clinical trials FDA approval research outcome research and community-
for based clinical
drug therapies : service delivery
. . Del f e
Defining New methods of Controlled studies recomer:;rge?j - Tosalbrmeida activities
mechanisms, targets  diagnosis, treatment leading to efficacious e ot b o
and lead molecules and prevention care =LY X ¥
right patient
TO0 T1 T2 T3 T4
Discovery Safety/dosing Clinical efficacy Effectiveness Outcomes Cultural
_ 1 transformation
Translation from basic science to human studies Usein clinic Translationisf Mo date inkd 1he cinic shd

health decision making

Discover, develop & deliver safe, timely, effective, efficient, equitable, patient-centered or
culturally-tailored (“STEEEP”) programs to patients and the public (Institute of Medicing, 2001).

E. Hawk, unpublished work
Graphic modified from Blum.



Responsible Parties In Implementation & Dissemination of
Evidence-based Cancer Prevention and Control

Responsible Parties

Primary Care Providers
Health Care Systems
; — Insurers
and community-base Employers '
clinical service delivery _ Government Agencies
activities (CDC, state/county/city health depts.)
NGOs
Schools
NCl-designated Cancer Centers

Evidence-based cancer

control policy, education, .
Cultural Transformation

Funding?

24



Thank You

Questions?



	The NCI Cancer Prevention Steering Committee �Opportunities & Challenges to Accelerate Progress��November 7, 2018�
	Premise for Prevention
	ACS* Lifestyle Recommendations for Cancer Prevention
	Implementing Healthy Lifestyle Algorithms into MD Anderson’s Clinical Care
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Approved Agents for Treatment of Precancerous Lesions or Cancer Risk Reduction 2018
	Slide Number 9
	Approved Agents for Treatment of Precancerous Lesions or Cancer Risk Reduction�2018
	Cancer Prevention Steering Committee Members�2018
	Challenges & Opportunities in the Field�Biology / Biomarkers
	Need to Better Understand the Early Determinants & Drivers of Dysplasia
	Challenges & Opportunities in the Field�Cohorts
	How to Optimally Identify Those at Increased Risk?
	Challenges & Opportunities in the Field�Agents
	Selenium & Vitamin E for Prostate Cancer Prevention�False Leads
	Lack of Private Investment in Cancer Prevention Drug Development
	Re-Purposing Established Therapeutic Agents for Cancer Prevention,�Risk Reduction, or Treatment of Pre-Cancers
	Agent Combinations - Prevention of Colorectal Cancer in APC Polyposis�
	Explore De-implementation Science
	NCORP Opportunities
	Slide Number 23
	Slide Number 24
	Thank You

