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REPORT TO PHYSICIANS 

Cancer as a 

Chronic Disease 
While a cure remains elusive, 
great progress has been made in 
controlling advanced malignancies 
over the long term. 

By Dianne C. Witter and John LeBas 

hen was diagnosed 
with multiple myeloma more 
than 6 years ago, he faced a 
generally incurable malignancy 

with a 5-year overall survival rate of about 
35%. Given this out look, knew 
he might die of his cancer. 

But what he didn't expect was that cancer would become 
a way of life, rather than solely a threat to it. 

"I was inevitably surprised at the cyclical nature of the 
situation," said- describing the long line of stem 
cell transplantations, radiation, and drug therapies he has 
received at The University of Texas M. D. Anderson Cancer 
Center. When one therapy failed, another would become 
available, enabling a long-term management of his disease 
that- and his doctors didn't initially think was 
possible. "Eventually I realized that this was something I 
would be dealing with for a long time." 

During this up-and-down cycle of treatment, -
joined a growing subset of patients---those who are living 
with cancer as a chronic disease. These patients have meta, 
static disease that cannot be cured but can be controlled over 
the long term. And they are living months or years longer 
than did patients with the same types of advanced cancers 
less than a generation ago. (Continued on page 2) 

.... 

and his wife, 
, take a coffee

break at M. D. Anderson, 
where he is being treated 
for multiple myeloma. 
- disease has
been controlled over the
long term in a way that was
not possible until recently.
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Cancer as a Chronic Disease
(Continued from page 1)

A changing landscape
In fact, many cancers, while still very

serious, could become largely manage-
able chronic diseases with ongoing sur-
veillance and/or treatment—similar to
the way heart disease, diabetes, and HIV
infection are managed today. While this
vision has yet to become a reality for
most forms of cancer, the past 10–20
years have seen a marked acceleration 
in advances toward this goal.

The reasons for this shifting para-
digm are as varied and complex as can-
cer itself, but a few big factors are at
play. Improved symptom control along
with less toxic and “targeted” therapies
have enabled patients to better tolerate
systemic treatment. Furthermore, more
clinical trials of experimental agents are
available today than ever before, offer-
ing patients with metastatic cancer more
chances at disease control after standard
options have been exhausted. Successful
trials have, in turn, broadened the field
of effective agents available to the wider
patient population. 

Many cancers for which only a single
therapy was available just a few years
ago now have second- or even third-line
therapies available today. Thus, patients
are living longer by using one therapy
until its effectiveness wanes, then moving
to the next option, and then to the next.
Michael Fisch, M.D., an associate pro-
fessor of gastrointestinal medical oncology
and director of M. D. Anderson’s Gen-
eral Oncology Program, describes this 
as the “hitchhiker model”—buying time
for the patient by going from point A 
to point B, from point B to point C, 
and so on. The longer a patient lives,
the greater the chances are that another
effective therapy will be approved, a
promising clinical trial will become avail-
able, or—perhaps—a cure will be found. 

“Cancer treatment today is less likely
to follow the traditional model of offering
one or two lines of systemic cancer treat-
ments and then focusing on end-of-life
care, but physicians and patients often
still think of it that way,” Dr. Fisch said.
“The goal of therapy is often turning out
to be one of maximizing the area under
the quality of life-over-time curve—that
is, extending life and maintaining and
improving quality of life as long as possi-

ble and by whatever means are available
in patients who cannot be cured.”

‘Hitchhiker model’ in practice
The concept and practice of long-

term cancer management are not new;
many low-grade lymphomas and chronic
leukemias, for example, have been con-
trollable for years with a combination 
of watchful waiting and conventional
chemotherapies. But the tantalizing idea
that this could become the rule for other
cancers is gaining momentum, as disease
types historically considered among the
deadliest join the ranks of manageable
cancers.

Multiple myeloma is a prime example,
with  among the beneficiaries.
Over the past 6 years, his doctors have
sought a lasting abatement of his disease
using the hitchhiker model of therapy.
When an autologous stem cell transplant
was not effective, he underwent a second
transplant, this time with cells from a
matched donor. The procedure put him
into temporary remission, but it also led
to both acute and chronic graft-versus-
host disease. This complication has had
ongoing effects, some of them serious,
such as pulmonary problems that cost 
him the use of one of his lungs. 

When  disease eventu-
ally relapsed, his doctor gave him borte-
zomib, a proteasome inhibitor approved
by the U.S. Food and Drug Adminis-
tration in 2003; this brought about a par-
tial remission. He also received radiation
in an attempt to further reduce the num-
ber of cancer cells. Most recently, he was
having some success with the thalido-
mide analogue lenalidomide, which stud-
ies have shown delays disease progression,
until complications leading to a broken
clavicle made it necessary to discontinue
the therapy. Currently, he and his doctor
are reviewing the next options. 

The promise of targeted therapies
Agents such as the ones that have

helped keep  disease in
check have resulted directly from our
rapidly expanding knowledge of cancer’s
molecular roots. For example, researchers
are identifying abnormal proteins that
promote cancer proliferation and devel-
oping agents that block those proteins 

or induce their normal expression. These
agents are known as targeted therapies
because they interfere with specific
molecular pathways to cancer, in con-
trast to older, broadly cytotoxic chemo-
therapies. Since they are generally less
harmful to the patient and can be
administered for greater lengths of time
than traditional chemotherapies, targeted
therapies are emerging as a crucial com-
ponent of cancer management, particu-
larly for widespread disease. 

One of the first agents developed to
target a specific molecular pathway—the
tyrosine kinase inhibitor imatinib—has
dramatically reduced disease-progression
rates for patients with chronic myeloge-
nous leukemia (CML) since clinical 
trials began in the 1990s. Although 
imatinib resistance sometimes develops,
those patients can now turn to next-line
targeted therapies for CML (specifically,
dasatinib and nilotinib) that didn’t exist
a decade ago.

Exciting results from targeted thera-
pies are also being seen in solid tumors,
such as conventional-type (formerly
known as clear-cell) renal cell carcino-
ma. From the early 1980s to 2005, the
only agents available for metastatic 
conventional-type renal cell carcinoma
were the cytokines interferon and inter-
leukin-2. About 5% of patients could be

We now have first-,
second-, and third-line
therapies, and this is
why people are living
longer with metastatic 

renal cell cancer.”
– Dr. Nizar Tannir



cured with high-dose, bolus interleukin-
2 and only 1%–2% with interferon;
additionally, these therapies are general-
ly toxic and suitable only for young
patients with good performance status
and no brain metastasis. The median
overall survival after metastasis was
about 1 year.

Finally, after years of negligible
progress against the disease, three new
agents were approved from 2005 to
2007: sorafenib, sunitinib, and tem-
sirolimus. In one large phase III trial at
M. D. Anderson and other institutions,
temsirolimus was associated with an
increase in median overall survival of
roughly 50% for patients with advanced
renal cell cancer, said Nizar Tannir, an
associate professor in the Department 
of Genitourinary Medical Oncology.
Sorafenib and sunitinib have been 
associated with improved progression-
free survival. “We’re not curing these
patients, but they are living longer,” 
Dr. Tannir said, explaining that many
patients today are expected to survive
about 2 years after the discovery of
metastatic renal cell cancer. “I think 
it’s fair to say that these drugs have
changed the paradigm, changed the
landscape of renal cell cancer. Renal
cancer has pulled away from the pack 
of those dreaded cancers where, for
metastatic disease, there has not been
any meaningfully effective therapy.”

Moreover, the newer therapies are
appropriate for a wider spectrum of renal
cell cancer patients, including those who
are older and have a poorer performance
status. Also, in addition to these recently
approved agents, two or three other
agents are expected to gain approval
within the next year, giving oncologists
the opportunity to offer multiple lines of
therapy. “We now have first-, second-,
and third-line therapies, and this is why
people are living longer,” Dr. Tannir said.

Successes in breast cancer
Some types of metastatic breast 

cancer have also become manageable
over the long term, perhaps most
famously with tamoxifen, which can
slow or stop malignant cell growth in
many women with estrogen-dependent
cancer by blocking hormone receptor

sites on tumor cells. And in the past
decade, researchers have developed a
new class of aromatase inhibitors that
target estrogen production, with initial
results of clinical trials showing them to
provide better results than tamoxifen. 

Another important advance has been
made in the HER2-positive subtype of
metastatic breast cancer, which used to
be associated with an overall survival 
of 1–2 years. But thanks to trastuzumab,
a monoclonal antibody that targets the
overexpressed HER2 protein in this 
cancer, many patients with metastatic
HER2-positive breast cancer are surpass-
ing the 5-year survival mark.

Francisco J. Esteva, M.D., an associate
professor in the Department of Breast
Medical Oncology, has seen multiple
successes attributable to trastuzumab
since its approval more than a decade
ago. One patient, for example, was diag-
nosed with stage II breast cancer in
1995. She underwent a mastectomy to
remove the primary tumor and received
tamoxifen for 5 years, but pulmonary
metastases were discovered in 2000. 
The patient was then treated with aro-
matase inhibitors until she developed
progressive disease. Because the cancer
was HER2-positive, doctors began treat-
ing it with trastuzumab as a single-agent

therapy—and with very positive results.
“The trastuzumab therapy was able to
stabilize her metastases for years, and
that’s something we had not seen
before,” Dr. Esteva said. The patient,
who participated in several clinical 
trials of novel therapeutics at M. D.
Anderson, is currently receiving a stan-
dard therapy combination of trastuzumab
with nanoparticle albumin-bound pacli-
taxel and is enjoying a relatively normal
quality of life.

Future implications
Dr. Esteva sees the unfolding of a

watershed period, one that will lead to
widespread, effective cancer manage-
ment as more is learned about the
genetic profiles of specific disease types.
“I think that what the HER2 story has
taught us is that if you find a critical
pathway that cancer cells need to sur-
vive and if you can target that pathway
by blocking even a single protein like
HER2, you can make a significant
impact on outcome for that patient,” 
he said. “One of the hopes in the next
10 years is that we will understand the
genetic makeup of each tumor, find the
pathway driving that tumor, and treat
the patient accordingly.” 

As genetic profiling improves, clini-
cians might be able to identify those who
could benefit from experimental thera-
peutics before they undergo cytotoxic
chemotherapy, which often makes pa-
tients ineligible for trials of new agents.
The more patients in clinical trials, 
the faster the development of next-
generation therapeutics can proceed.

While a cure remains the ultimate
goal, even for patients with metastatic
disease, the chances for long-term can-
cer control have never been so great.

“Making metastatic solid tumors into
chronic diseases, so that patients are sta-
ble for a long time, is a reasonable short-
term goal, but we should strive to find a
cure,” Dr. Esteva said. “I hope to see in
my lifetime that we can cure metastatic
cancer.” ●

For more information, call Dr. Fisch at
713-563-9905, Dr. Tannir at 713-563-
7265, or Dr. Esteva at 713-792-2817, 
or visit www.mdanderson.org.
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Making metastatic
solid tumors into
chronic diseases 
is a reasonable 
short-term goal,

but we should strive 
to find a cure.”

– Dr. Francisco J. Esteva









PHYSICIANS: THIS PATIENT INFORMATION SHEET IS YOURS TO COPY AND PASS ON TO PATIENTS. 

Caring for the Caregiver 

T
aking care of a loved 
one who has a serious 
illness or disability is a 

heroic but stressful undertak; 
ing, both physically and men; 
tally. If you are one of these 
caregivers, you are not alone. 
There are an estimated 44.4 
million unpaid caregivers in 
the United States. 

Too often, caregivers feel that they 
cannot take the time to care for them­
selves. But caregivers are at increased 
risk for depression, infections such as 
colds and flu, and chronic diseases such 
as heart problems, diabetes, and cancer, 
according to the Department of Health 
and Human Resources Administration 
on Aging. Depression is twice as com­
mon among caregivers as it is in those 
without this challenging responsibility. 

Clearly, caregivers need to find ways 
to look after themselves. Here are a few 
suggestions: 

■ Make your own health a priority.
Get a yearly checkup, a flu shot, and
cancer screenings as recommended by
your doctor. Tell your doctor if you feel
depressed or extremely anxious.

■ Get enough sleep, eat balanced
meals, and exercise regularly.
Being healthy and well rested improves
your physical and emotional strength for
caregiving.

■ Find support from people in the
same boat. You could join a caregiver
support group in the community or the
hospital where your loved one is being
treated. Or you could share experiences
with other caregivers on the Internet.
Communicating with others facing
similar problems allows you to vent
frustrations, exchange solutions, and
receive comfort and support.

■ Ask for help. You can't do every,
thing yourself, and you don't have to.

Online Resources for 

Cancer Caregivers 

The Anderson Network 
www. mdanderson.org/ 

andersonnetwork 
Patient and caregiver support 

program run by M. D. Anderson's 

Department of Volunteer Services 

offers a newsletter, a message 

board, a video for caregivers, 

an online support group called 

WarmNet, and information on 

support groups that meet weekly 

at M. D. Anderson 

Caregiver.com 
Offers information, chat rooms, 

and discussion forums 

FamilyCaregiving101.org 
Helps caregivers protect 

their own health 

National Family Caregivers 
Association 

www.nfcacares.org 
Provides caregiver news 

and a message board 

Make a list of tasks others can do for you, 
such as run an errand, prepare a meal, or 
babysit your children while you go to a 
doctor's appointment. Enlist the help of 
your family, friends, and neighbors. 

■ Tell someone you t rust how
you're feeling. It's normal to feel
overwhelmed by your expanded and
sometimes sudden responsibilities or to
sometimes feel angry with the patient
you're caring for. Talking with a friend,
a relative, a clergy member, or another
caregiver can help you gain a better per,
spective and alleviate intense feelings,

such as sadness, guilt, or fear. The 
Anderson Network, a cancer patient 
and caregiver support program run 
by M. D. Anderson's Department of 
Volunteer Services, has a telephone sup­
port line that will make arrangements 
for another caregiver to call you within 
24 to 48 hours. Also, a pediatric caregiv, 
er telephone support network has been 
set up specifically for people taking care 
of children with cancer. You can reach 
both support lines at 1-800-345-6324. 

■ Do something for yourself every
day. Even if it's only taking a short
walk, reading a magazine, phoning a
friend, pursuing a hobby, or writing in
your journal, doing something that is
pleasurable to you will restore your
strength for the next day. Treat yourself
to dinner or a movie with friends.
Practicing meditation or regularly
breathing deeply can help you relax.

■ Use resources available through
independent and government
agencies. Home care agencies can
of ten provide medical equipment and
a variety of services, such as preparing
meals, delivering medication, and help­
ing the patient bathe, eat, or dress. Your
state or local health department and the
American Cancer Society can help you
locate available services. The American
Cancer Society also has a volunteer pro,
gram, Road to Recovery, that transports
patients to their treatment appointments.

No matter what you do to stay 
healthy, always remember that taking 
care of yourself is as important and 
medically necessary as taking care of 
your loved one. • 

For more information, talk to 
your physician, or: 
• call askMDAnderson at

1-877-632-6789
• visit www.mdanderson.org 
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K. Stuyck

@2008 The Unit"'1"sity of Texas 
M. D. Anderson Cance,-Center 
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