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The treatment of squamous cell carcinoma of the head and neck
(SCCHN) is primarily stage based and stems from the usua and
somewhat predictable behavior of this disease. Early stage disease
(stage| or 1) istreated with asingle therapeutic modality — surgery
or radiotherapy — with an expectation of high long-term survival
rates. Intermediate stage disease (stage 111) is often treated with
surgery and radiotherapy athough chemotherapy can be added in
someinstances. Locally advanced disease (stage\Vaor 1Vb) should
be treated with multi-modality therapy employing surgery,
radiotherapy, and chemotherapy. Patientswith recurrent or metastatic
disease are often offered chemotherapy only for palliation. These
paradigms have changed somewhat over thelast decadetoincludea
greater utilization of chemotherapy especially as part of initial
treatment of stagelll and IV diseasein combinationwith radiotherapy.
Nevertheless, overall survival ratesremain at 50% while conventiona
chemotherapy can be fraught with serious side effects. The need for
novel therapiesin this disease is therefore blatant and prodigious.

Recent years have seen a dramatic increase in the number of
novel agents in oncologic clinica trials and the approval of afew
agents in specific diseases. Some of these agents have produced
remarkablelong-lasting results. Severa agentshave been utilizedin
SCCHN clinicd trials with the epidermal growth factor receptor
(EGFR) inhibitors leading the way. Other promising targetsinclude
tumor hypoxia (low oxygen) and angiogenesis (new blood vessel
formation). Thisessay will discuss recent developmentsin SCCHN
novel therapies.

EGFR

The EGFR isamember of afamily of receptors that contain a
section outside the cell (extracellular domain) and a portion inside
the cell (tyrosine kinase domain). The extracellular domain is
responsiblefor binding activating proteins, called ligands, which are
secreted by cellsinto their environment. These ligandsinteract with
the EGFR causing it to partner with one of its family members and
activatethetyrosinekinasedomain. Thisactivation leadsto anumber
of cellular eventsincluding growth, survival, and spread.

The most promising strategies employed thus far to target the
EGFR have been antibodies and tyrosine kinase inhibitors (TKI).
The antibodies bind to the extracellular domain, prevent ligand-
receptor interaction, and cause breskdown of the receptor insidethe
cell. The TKI block the activating end of the receptor and thusdo not
dlow theinitiation of the downstream signaling cascade. Thesetwo
drug classes also share a common side effect: an acne-like rash. In
addition, the antibodies caninfrequently causealergic reactionswhile
the orally administered TKI are associated with gastrointestinal
toxicity, specificaly diarrhea, nausea, and vomiting. In the great
majority of patients with either type of inhibitor, the side effectsare
mild and manageable. While other methods of EGFR inhibition are
being developed, both these approaches, antibodies and TKI, have
aready met with encouraging successin clinical trias.

Monoclonal Antibodies

Thereareat least five EGFR antibodiesin clinica useasanti-cancer
trestments. One of these, cetuximab, has aready been gpproved for use
in the United States for colon cancer and has shown promisein tregting
patients with SCCHN. In early trids, patients with incurable disease
were treated with cetuximab and chemotherapy only after their disease
progressed on theidentica chemothergpy. Inthispatient populaionwith
ostensibly aggressive and resistant disease, cetuximab was ill dble to
demongtrate an 11-12% response rate (Sgnificant tumor shrinkage)
uggesting that it was able to provide benefit.

Recently, asingle arm trial in patients who had failed first line
chemotherapy was completed. In this study patients received
cetuximab alone as second linetherapy. Subjectswho progressed on
cetuximab alone were given the option to continue therapy with
cetuximab in combination with chemotherapy. Thisstudy reported a
12% responserate and confirmed that cetuximabiseffectiveas second
line therapy in refractory SCCHN.

Asthese trialswere showing promise, the Eastern Cooperative
Oncology Group undertook atria in previously untreated patients
with recurrent or metastatic disease comparing cisplatin to cisplatin
plus cetuximab. Indeed, the results of this trial showed that the
addition of cetuximab was able to significantly improve response
rate (23% vs. 9%) with atrend towards del aying disease progression.

Themost significant impact of cetuximab in SCCHN, however,
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may beinitsability to augment theeffectsof radiotherapy. Experimentd
datahassuggested that, upon exposuretoradiaion, cancer cdllsincrease
their expression of EGFR presumably as a protective mechanism.
Therefore, inhibition of EGFR during radiation could haveconsiderable
merit. With that in mind, the Radiation Therapy Oncol ogy Group tested
the effect of adding cetuximab to radiotherapy in locally advanced
SCCHN. Petients were trested ether with rediation or radiation plus
cetuximab. Confirming the results of earlier trias, the combination of
cetuximab and radiotherapy was well tolerated. More importantly,
however, the combination also conferred an advantage with respect
to control of the tumor and survival. This proof of principletria now
judtifies the study of adding cetuximab, and theoreticdly other anti-
EGFR agents, to standard combination chemoradiothergpy regimens
and comparing combination anti-EGFR/radiotherapy with
chemoradiotherapy.

Tyrosine Kinase Inhibitors

The information regarding structure and function of cellular
proteins coupled with the ability to synthesize complex molecules
has given researchers the tools to inhibit a plethora of targets. Not
surprisingly, there are alarge number of agents that inhibit EGFR
with high specificity. Two of these have been tested in SCCHN:
gefitinib and erlotinib. In addition, studies utilizing agentsthat have
the capacity to inhibit EGFR and related proteins (eg GW572016
and ZD6474) will begin in the near future.

Gefitinib

The principle studies with this agent have involved patients
with recurrent or metastatic disease. Thefirst study, completed by
the University of Chicago Consortium, administered gefitinibaone
at adose of 500 mg per day. Thistrial reported a response rate of
11% in patients with refractory disease with a larger proportion
realizing aclinica benefit. Interestingly, in afollow-up study in a
very similar group of patients, gefitinib at alower dose of 250 mg
per day demonstrated minimal clinical activity with only one
response in 63 patients. The 250 mg dose has been approved in the
treatment of lung cancer after demonstrating equal activity as 500
mg intwo randomized studies. It ispossiblethat, in contrast to lung
cancer, patients with SCCHN require the higher 500 mg dose to
achieve benefit. Currently, a randomized tria is testing whether
gefitinib can improve survival compared with chemotherapy
(methotrexate) in patients with recurrent or metastatic disease.

Researchers are d so studying whether gefitinib can add to the
activity of conventional chemotherapy or other targeted agents.
Encouraging reports combining it with cisplatin, docetaxel, and
celecoxib suggest that these approaches are worth pursuing.

Whilestudiesinrefractory patientslay thefoundationfor single
agent activity of gefitinib, itsimpact in treating SCCHN will only
be realized upon combination with radiotherapy in patients with
locally advanced disease treated with curative intent. To that end,
researchers have begun to add gefitinib to radiotherapy and
chemoradiotherapy regimens. A study led by the University of
Chicago isadministering gefitinib with 5-fluorouracil, hydroxyurea,
and radiotherapy and then continuing gefitinib asasingle agent for
an additional two years. Thisstudy isnearing complete accrual and
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early results are anticipated in late 2004.

Similarly, investigatorsat the University of
Colorado Cancer Center havecombined gefitinib
with radiotherapy. After demonstrating
tolerability, thetrid isnow undertaking the next
stageof incorporating cisplatininto theregimen.
Clearly, the positive randomized data presented
utilizing cetuximab (seeabove) and theapparent
tolerability of TKI with chemoradiotherapy,
will generate Similar randomized trials with
gefitinib and erlotinib.

Erlotinibs

Erlotinib has dso been adminigered as a
single agent in patients with recurrent or
metastatic disease. Thefind resultsof thisstudy
haveshownactivity of thisagentin SCCHN with
a 4% response rate and, arguably more
meaningful, a 6 month median surviva which
would compare favorably with conventional
chemotherapy. Erlotinibisaso being combined
with chemoradiotherapy in an ongoing trid.

In an effort to target multiple pathways
in cancer cells, the University of Chicago
Consortium in conjunction with the National
Cancer Indtituteiscurrently conducting atrial
combining erlotinib with bevacizumab (see
below). Thisstudy seeksto capturethe benefit
of inhibiting both EGFR and angiogenesis
seen in preclinical models. In a preliminary
report, thiscombination appearswell tolerated
and has produced a high rate of disease
stabilization. Mature datashould be available
in early 2005. More information on this trial
is available through the National Cancer
Institute internet site: www.nci.nih.gov.

The Rash

Asstated above, dl EGFRinhibitorswill
produceavery smilar acne-likerash. Therash
is rarely serious and tends to dissipate over
time. In addition to other cutaneoustoxicities
such asdry skin, nail changes, and brittle hair,
the rash has been associated with improved
outcome in SCCHN. This has been fairly
consistently seen throughout different trials
employing thevarying agents. Theassociation
suggests that the rash is a clinical marker of
benefit although it does not appear to be
sufficient for response. That is, developing the
rash does not guarantee a benefit although
responses are rarely seen without onset of rash.
The relationship is being further explored in
clinica trids aming to optimize bendfit of the
agentshy escaaingtheir dosesuntil rashisseen.

S*PeOeHeN-C

TUMOR HYPOXIA

Although tumor hypoxia (low oxygen)
is not a specific target per se since it is
mediated by a large number of intracellular
events and proteins, it is a process that is
commonly present in SCCHN and is
associated withworse outcome. Itisestimated
that 40-50% of SCCHN tumors will have
somefraction that ishypoxic. Effortstotarget
hypoxiahave aimed at increasing the oxygen
in patients' blood, improving the oxygen
carrying capacity of blood (usually by
increasing hemoglobin), or atering radiation
delivery. Recently, however, agents have
entered clinicd trials that specifically target
hypoxic cells. One such agent, tirapazamine,
isin late stage development in SCCHN.

Tirapazamine is a prodrug; that is, it
requires conversion indde the cell to its active
compound. This conversion can only occur in
hypoxiccdls whichformsthebas sfor itstumor
specificity. Once converted, tirapazamine
produces DNA damage that kills cancer cdls.
Tirapazamine has shown encouraging resultsin
early dinicd trid swhencombinedwithcigpletin
and radictherapy. Furthermore, its efficacy, not
surprisingly, seems to be especidly potent in
tumors that are hypoxic. Currently, an
international trial comparing cisplatin and
radiotherapy with or without tirgpazamine is
nearing completionwithresultsexpectedin 2006.

ANGIOGENESIS

Anaogousto hypoxia, angiogenesisisnot
aspecifictarget but aprocessthat canbeinhibited
to curtail tumor growth. Angiogenesis, the
formation of new blood vessdls, iscompletely
essentia to tumor growth and spread. Early
atemptstotarget angiogenes smet with profound
enthusiasm that was likely premature.
Nevertheless, recent trids have been heartening
and the first anti-angiogenesis compound,
bevacizumab, was approved in 2004 for the
trestment of colon cancer.

Bevacizumab is an antibody directed
against the vascular endothelial growth factor
(VEGF). The VEGF protein isfelt to be one
of the most important growth factorsfor new
blood vessdls, sparking interest init asatarget
in cancer therapy. In addition to the trial
mentioned above combining erlotinib with
bevacizumab, the agent has been combined
with chemoradiotherapy. The addition of
bevacizumab to 5-fluorouracil, hydroxyurea,
and radiotherapy has proven feasible with

http://www.spohnc.org

promising activity. A cautious note has been
raised regarding the potentia for blood clotsand
impairment of wound heding dthoughit hasbeen
difficult to attribute these side effects to
bevacizumabinnon-randomizedtrids. Recently,
arandomized trid has been initiated comparing
5-fluorouracil, hydroxyurea, and radiotherapy
withor without bevaci zumab that should establish
the utility of thisagent in SCCHN.

CONCLUSIONS

The era of targeted therapy in SCCHN
hasjust begun with anti-EGFR agentsproving
successful at reducing tumor size and
extending surviva in certain settings. Similar
prospects exist for agents targeting hypoxia
and angiogenesis. Thereislittle doubt that the
exploding knowledge in cancer biology will
produce even more thergpies in the future. One
chalengewill beto find the agentsthat are truly
effective. This will require an enormous effort
from patients, researchers, and governmerntt.

Notwithstanding, the essential element
that will dramatically improvetreatmentinthis
diseasewill beindividualizing targeted therapy
with respect to tumor biology. At this time
physicians categorize tumors by their
appearance under amicroscope, their size, and
their pattern of spread. This system allows
estimates of prognosis and planning of
treatment for each patient group, but it is
profoundly inadequate when it comes to
predicting the behavior of and best therapy for
an individua’s cancer. It is clear that every
tumor, regardlessof itslocation or appearance,
isunique, but therearetill biologic properties
that different tumorswill share. Thisisevident
in the subset of patients that benefit from
EGFR inhibitors. The connection between
these tumors that render them sensitive,
however, has not yet been fully elucidated.
Nevertheless, we can envision aday when a
patient’scancer will beclassified by itsbiology
and then treated with agents tailored to that
unique biology. We are at the precipice of
significant and exciting changes in cancer
therapy that are just beginning to emerge and
should prove vastly beneficial to patients in
this devastating disease.

Editor’s Note: Ezra E.W. Cohn, MD, is currently
an assistant professor in the Department of
Medicine at the University of Chicago. His
research interests include development of novel
therapies especially in the treatment of head and
neck cancers.

E-mail-- info@spohnc.org
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wo years after her treatment for cancer
I of the tonsil, Linda had another
checkup. “No evidence of cancer.”
However, only two weekslayer, shedevel oped
a sore throat that would not go away.
Consequently, she had her first surgery for
carcinoma of the tonsil. And now her story
continues.

Right after my operation, my cousin Tom
told me he had just been diagnosed with
advanced lung cancer. This was a new form
of hell. Hewasgoing through what | had gone
through after the first diagnosis, only he was
another person, very unlike me. Wherel tend
to be sad, he was angry. And as his cancer
buddy, | washisdesignated coyote during this
time. But anyonearound suchapersonislisble
to get seriously yelled at and emationally
whacked around. It isespecially hardto handle
questionsand requestsabout final wishes, end
scenes, death, assisted suicide, etc., even
knowing that people must often think through
suchthings. Finally | had no reserves|eft with
which to recover frommy own surgery. | went
toKaiser and explained that | had to have some
help, and what | needed was an antidepressant
of some sort to get methrough thisso | could
help. | explained that | absolutely would not
leave Tom to thrash through this situation
aone that | really washiscoyote. And | lucked
out: Prozac turned out to work for me, andin
fact to counter a lifetime tendency to
depression. And Tom'’s terrible weeks of
therapy were successful; heis still symptom-
free two years later. During that time our
friendship has degpened incalculably; it has
been amazing to have someonetoredly share
the experiences with

So there wasthat year, and we both felt
lucky to makeit through to the blooming of
the acacia trees again, those huge, fragrant
masses of flowers that signal spring has
come to Northern California. A wonderful
spring! My daughter, Chey, was ecstatic to
leaveon her first road trip for the East Coast.
Together with her good friendsfrom college
she headed east. She was going to work on
Cape Cod all summer and then head to
Morocco in thefall, The family wanderlust
was lively in her bones. Thiswasthe year.
of her deciding that | was going to be fine;
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that she wasn't sure she wanted to go back
to school—time for a change, adventure at
thebeginning of her life! And | wasequally
ecstatic. Now | would havetimeto do things
| had wanted to do for years. Paint! Travel!
Oneday Chey showed up at my door with a
kayak for me.

The day after she got on the road, | got
that tell-tale sore throat again. | took around
of antibiotics, just in case | had strep throat.
The 10-day course would let me get used to
this again. | didn't have strep throat. | had a
further recurrence; in for a biopsy, and then
my surgeon said he had adate opening up for
surgery in three days, would | go? Later he
would be on leave. Yes; anything to get it out
sooner rather than later. He was pleased; told

the oncofogist thought the

PET scan was just 1(gﬁting
up areas that were cfamagecf
55 surgery, not sﬁowing new
tumor growtﬁ. 7 looked at him
in dumb astonishment. “So 1
can go to Morocco?” 1 asked.
“Sure!”

me about this wonderful muscle in my chest
he could take up to put in my throat so |
could—probably—still talk and swallow.
That shook me badly: not talk? not sing?
Fina papersrousted out and refurbished,
phone numbers sent around for a fast phone
network, friends marshaled, Chey told “ Stay
there, don't comebeck, I'll fed awful if youcome
back. Keep going! | love you.” Neighbors for
the cats, somewhere to go afterward, with a
temporary tracheotomy aswel | asafeeding tube
again. Threedaysinintensvecare, aweek inthe
hospital. The tracheotomy was hard; tapping
on the edge of the phone when Chey called,
writing notesto get help, frantic coughing and
learning to use the suction machine; learning
to clean and care for the tracheal tube before
leaving thehospitd . Thistimeit wasclear that
the staff was hard-pressed to keep up with
demands; several HMOs had folded, and
Kaiser had taken onthejob of providing health

Locust Valley, NY 11560-0053

care. It showed. Anditwasalittlescary. | was
very clear on the need to be my own hedth
advocate, to keep my records as much as
possible, to have friends who could help me
research treatments, side effects, etc. My
surgeon disappeared; other surgeonstook his
place. They told me that postsurgical biopsy
had shown that the operation had achieved
“clear margins’—no cancer currently left
around the tumor site—but that there was a
micrometastasisin oneof the 10 lymph glands
they had removed. That lymph gland wasthe
oneright in the midline of my jaw, which had
been spared from the radiation. So perhaps
the cancer was now all gone. Or not.

| have learned alot. Cancer cells can be
detected by anumber of means, including X-
ray (these detect tumors, or masses), biopsy
(lab identification of cancer cells; full
excisiona biopsy isbetter than amere needle
biopsy, which can missthe cancer), CAT scan
(3-D), and PET scan (findsplaceswhere sugar
metabolismishigh, asin healing wounds and
growing tumors). None of these methods is
error free. They need to beused with each other,
and with experience. And the precancerouscells
themsdvesmay not show up. Sol havehadthree
occurrences (recurrences) of a primary cance;
and one micrometastasis. The first two times
| wascleared of disease; butinfact therewere
cellsready to go bad that hadn’t yet done so.
Think about ahead of cabbage: You know the
outer leavesare going to go bad first. You can
peel them off and it looks pretty good; but
leave the cabbage alone and eventudly the
outer leavesare again going to go bad. Maybe
| wasn't ready to know this, at first.

Thetracheotomy took all my attention at
first. It was scary to have aplug in my throat,
and asuction machine under my bed, and huge
amountsof suctiontubesand steriledressings,
and uncertain instructions about everything.
But two weeks later my trach incision had
closed up, and | was beginning to eat solids;
well, glop. I’'m getting very good at gourmet
glop. Summer sguash pureed with butter, yum.
Friends to die for, who let me creep into my
bedroomintheir houseand nap, and wear their
football-print boxer shorts, and make glop in
the kitchen. A chiropractor who got his start
in life by having his hand severed and

1-800-377-0928
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reattached, gave me free help with my
increasingly stiff and painful shoulder. People
are just amazing! | learned to kayak again,
resting my right elbow on the edge of the boat
and shoving the paddle forward with my left.
| went out on the end of the Russian River on
a glassy, dtill day when the pelicans were
divebombing fish and beneath methe seakelp
trailed ghostlike through the shallows.
Cormorants sat on the black rocks, the sunset
painted the cliffs pink, the seals flopped out
inarow ontheinner curve of the sand barrier
that always rises up to block the river’'s route
to the wild ocean at the end of summer.

Attheend of summer checkup, thedoctor
told methe PET scan could now be scheduled
for me; the surgery had gone too fast to get it
done.

ThePET scanwasessy, just alittlefasting
rest in a dark room, being scanned. | had
brought a book, but they didn't want me to
read, because they didn’'t want to raise my
metabolism anywhere. (Ha! | could havetold
them I’ mahopel essbookahalic; with no book,
| was likely to get the serious willies) The
PET scan results were given to me on the
phone by a doctor who was not happy to be
detailed toread themtome: | had litup likea
Christmas tree, dl through the lungs, chest
wall, and mediagtinum. Basicdly, he said, there
was nothing morethe surgeons could dofor me.
It was now atime for chemothergpy. Pdlidive
care. | am sorry to giveyou thisnews.

| froze. | think thisiswhat cancer doesto
you, perhaps al long-term illnesses that may
befatal. They change your sense of time. For
me, the time was now, and time had run out,
and therewasno moretime. | was, now, dying.
| responded like the lifetime introvert | am,
and shut myself up inside myself. | could no
moretell my daughter or my friendswhat was
happening to me than if 1 had been struck
speechless. This was my experience;
completely mine; | could not share it, could
not bear thedilutionsand rehashings of normal
human reactions. Thethought of going public
with this news was completely beyond me. |
proceeded to work, to clean (always my
response to stress) obsessively, to think.
Finally, sttinginalaundromat, readinganold
New Yorker for its cartoons, | found one that
made me howl with laughter: An old-timer in
Heaven is welcoming a newcomer, who is
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shaking his head regretfully, exclaiming, “ So
much for antioxidants!”

Thisbroketheblack ice. | could thentell
afriend here or there, and get some courage
to tell Cheyenne. First | had to get
confirmation. | got it, from another doctor who
had read the report. In the middle of this my
first surgeon called; Charlie had gone for a
bone marrow transplant—he had leukemia.
Charlie' sdaughter wasexactly Chey'sage. He
had had no idea of what | had just learned.
We were now both cancer patients—of the
same doctor, asit turned out. Charlie thought
the antioxidant joke was pretty funny too.

| caled Chey, and said, “Look, | need
sometimeto grow into this. | would be sad if
you didn’t get to Morocco. Go, and go early;
when you come back | should be into chemo
and needing help. But first, go, and have a
greattime!” Luckily, beforesheleft, | wasable
totell her that the oncol ogist thought the PET
scan was just lighting up areas that were
damaged by surgery, not showing new tumor
growth. | looked at himin dumb astonishment.
“So | can goto Morocco?’ | asked. “ Sure!l”

So | did. If you go to Morocco, go see
the D’jemmaél Fna, the great town square of
Marrakesh. Go see the storks nesting on the
top of thered clay walls, and the camels, and
the storytellerstelling tales of Ali Babain the
night to enthralled crowds of al ages. Eat
boiled acornsand snails, or fresh orangejuice
and dates, or mint tea and lamb tagine. Chey
was my guide, we had adventures. We went
to the blue city of Chefchaouen, and watched
the cats of Casablanca meet the fishermen
come up from the sea with wheelbarrowfuls
of their catch. Each cat got alittlefishto carry
off.

| don’t know where this story goes next.
Thatisagood thing. Charliediedin February,
of complications. Sometimes spring can’t get
here fast enough; you mourn for those who
fal. Itisnow full spring, aimost May, Chey is
almost 21. | am glad to have had these five
years. It's an ill wind that blows no good.
Inshallah (God willing), | will go to China
sometime soon. | have alwayswanted to see
China

Linda ‘Purm’ngron
Petaluma, CA
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Helping to Raise Awareness of
Oral and Head and Neck Cancer
1-9 pins: $6.50 each

10 or more pins: $6.00 each
including shipping and handling

Ne Have Walked In Your Shoes,”
a three part resource for
Oral and Head and Neck

Cancer Patients
and their families

To order in English or Spanish
Call
1-800-377-0928

Visa, Mastercard and American Express
accepted by phone and mail
Visa and Mastercard
accepted at www.spohnc.org

A (jlﬁ' has been received
TN HONOR OF
Jeanna Richelson
by
Maurice & Jo Ann Richelson
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Jeffrey K. Perhach Foundation Golf Outing

The Jeffrey K.
Perhach
Foundation is
a non-profit
(501 (c) (3)
organization
dedicated to
promoting oral
cancer
awareness and early detection. Thefoundation
wasestablished asatribute to the memory of
Jeffrey K. Perhach, whologt hisbatlewith
ora cancer in early 2002 at the age of 35. His
lifeasaloving husband, father, son, brother and
friend, as well as his courage in the face of
insurmountable odds, have inspired us to teke
actionin thefight against cancer.[]

The foundation was created for many
reasons but was truly inspired by one basic
principd;

A considerable amount of time Jaasseaf

from when jgj( ﬁ’rst cmny&limd about

anapparent tooth abscess until he was
d’iagnosed’ with oral cancer. CPerﬁa})s
}’f we knew then what we all know now
jeﬁ( mw’gﬁt still be with us. T} ﬁerqfore a
ﬁm’ng tribute to jgﬁ(wou&[ be to reach

Helps Raise Awareness

out and educate as many }myﬁa as
}Jossiﬁfe regarcﬁ'rg the c{angers):f oral

cancer and the importance o ear[y
detection inthe ﬁqoe (fsavmg someone’s
life.

The Jeffrey K. Perhach Foundation is
daffed by andl-volunteer board and faculty. Our
overdl god istodevel op severd programshbased
on ord cancer awvarenessand early detection.

In 2003 the board of directorsft it would
taketwotothreeyearstofully develop and fund
these programs. Currently fund raising efforts
primarily consist of the direct solicitation of
generd donations and public events such asan
annua golf outing. Inan effort to immediately
comply with the foundation mandate of
promoting oral cancer awareness and early
detection the board of directors decided that
partnering with amore established organization
would be more efficient then expediting the
development of any new program.

Inearly 2004, after careful condderation, it
wasdetermined that SPOHNC best represented
the beliefs and god's of the Jeffrey K. Perhach
Foundation. Theboard decided thet for thenext
threeyearsaportion of each year’ snet proceeds
will be donated to SPOHNC in an atempt to

assist their efforts in promoting oral cancer
awareness and early detection. Remaining
proceeds will be used to continue the
development of internd programs.

The Third Annual Jeffry K. Perhaach
Memorid Golf Classictook placeat Bunker Hill
Goalf Coursein Princeton, New Jersey on Friday,
October 1, 2004. It was a beautiful day for an
outinginwhich 26 foursomesmet thechallenges
of the golf course with enthusiasm and
determination. Golfers were reminded of the
mission of this outing with Signs & each hole
dating afact related to ord and head and neck
cancer, the Jeffrey K. Perhach Foundation and
SPOHNC. Cooler bags, donated by Sommerset
Valey Bank bearing the logos of the Jeffrey K
Perhach Foundation and SPOHNC, were
digributed to the guests. Dinner followed the
shot-gun galf tournament with raffles sold for
donated prizes. The third annud fundraiser was
asuccessful event enjoyed by all.

For more information about The Jeffrey
K. Perhach Foundation feel freeto contact us:
Mail: 1 Mott Way, Flemington, NJ08822
Contact: Joe Infante
Phone:  (908) 284-6020
Web:  www.jkpf.org
E-Mail: info@jkpf.org

SPOHNC TO PUBLISH COOKBOOK

r severa years, we have published
Foecipes in our newdetter from time to
time. Our membership has been most
receptiveto this section of our newd etter and
has often asked why we haven’t published a
cookbook just for oral and head and neck
cancer survivorsand their families. Thetime
has now come and SPOHNC islooking into
publishing a cookbook for distribution
sometime in 2005. But to do this, we need
your help. Weneed your favoriterecipesfor a
cookbook for survivors with swallowing
challenges. Over theyears, many of you have
found different ways of preparing foods to
meet your individual eating needs. We are
hoping that you will share your crestive recipes
with us so that we can share them with others.

SsPsOeHeN+C

Our plans are to include information
about dysphagia(swallowing problems) asan
introduction to the cookbook. Therewill bea
section ontoolsand equipment aswell ashints
and techniquesfor preparing meals. Recipes
will be categorized as appetizers, soups,
vegetables, main dishes, sauces, beverages
and desserts. We hopethat thiscookbook will
add anticipationto daily eating, provide casual
and practica advice and combine culinary
proficiency with patient experience and need

We are hoping for representation from
as many different states and countries as
possible.  Just think, this cookbook could be
an international cookbook for oral an d head
and neck cancer surviors. .

You may send your recipes and “ hints’

http://www.spohnc.org

by email or mail. Please indicate the recipe
category and title of the recipe at the top of
your page, followed by alisting of ingredients
and the method of preparation. 1f you would
like to have your nameto follow your recipe,
please print it exactly as you would have it
appear in our cookbook. Email your recipes
toinfo@spohnc.org or send to SPOHNC, PO.
Box 53, Locust Valey, NY 11560-0053.
Please submit as many recipes as you
wish. Wewill select oneor moreor dl of your
recipes to be included in the cookbook. If
possible, please type them, or hand print for
easy reading. So, send your recipes today!
The sooner we receve your recipes, the sooner
we can publish the cookbook. For more
information, please cdl us a 1-800-377-0928.

E-mail-- info@spohnc.org
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MEMORIAL GIFTS
have been received
In Lovmg Memory cf

Rebecca Vivian Fishman

Joanne Tyisﬁman
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Oscagr Heil

Manny & ﬂ\;{m’ Andala
ul Andala
Stacie & David Court
CRoE Ria, Frits &’ anneke Dekkers
Will [mm & Christa 7—(6
Rev. Otto W. & Carole fy mel
M/M TJenkins
Thomas & Ltsette “Moone {}%/
Dr. Samuel & Sop ia Jean Rowe
Don & ‘MarianT euton

Arlene womney
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‘Mariano Lo_pez
jucﬁtﬁé{ Lopez
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‘.'Pau[‘RoEinson
‘Dorotﬁlz S. Arndt
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‘ferrence Wiak, MD
Ey ‘Mar C Wiak
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Jame56 Woods
?er‘ry ‘M. Slgmtos, ™MD

j.
&
fromwv PAT’ SPANTRY
? PROVENCAL
..erC.O.l0.0.l0.0.l....l.................O0.0.!0.0.!0.0.l..
Roasted Halibut with Potatoes
12 Thsp. dlive oil 2 Ibs. potatoes (Yukon Gold
2 Thsp. olive ail to grease have agood texture.
baking dish 3 garlic cloves, minced

2 halibut fillets, about 1 1/2 Ibs.
1/4 cup finely chopped parsley
Salt and pepper to taste

15 oil cured black olives or
green olives, pitted

Preheat the oven to 400. Grease a 9x13 baking dish with the olive cil. Chop olives
.until fine. Slice the potatoes thinly. Place one third of them in the baking dish. Brush,
‘with a3 Thsp theolive oil and sprinkle on 1/3 of the garlic and 1/3 of the chopped olives.:
.Repeat this process. Then top with the last third of the potatoes, 3 thsp olive ail, and.
*season with salt and pepper. Set aside the rest of the garlic and olive oil. Cover the
*potatoes with foil and bake for 16-18 minutes, so that they begin to color. Remove the-
»foil and bake about 10 minutes more, until lightly browned.

: Mix the remaining olive oil and garlic together. Dip the skinned fillets into the‘
«mixture. Season with salt and pepper. Place the fillets on top of the potatoes and spri nkles
with thelast 1/3 of the olives. Return dish to the oven for about 10-15 minutes, or until;
+the fillets are flaky when tested with a fork. Sprinkle with parsley. To liquefy, blend-
.Wlth milk for desired consistency . .

Tip: Thisdish is cooked with olive oil which isa Mediterranean ingredient and healthier than
butter. You may substitute melted butter if you prefer.

MEMBERSHIPAPPLICATION

SUPPORT FOR PEOPLE WITH ORAL AND HEAD AND NECK CANCER, INC.
Membership includes subscription to nine issues of News From SPOHNC

Name Phone ( )
Address

Adddress

City State Zip

Please Check: Survivor Friend

[$25.00 individual

Health Professional (Specialty)

ANNUAL MEMBERSHIP
[-$30.00 family
[“$30.00 Foreign (US Currency)

CONTRIBUTIONS
[Booster, $10+ [Dbnor, $50+ [Sponsor, $100+
[Pdtron, $500+ [ Bénefactor, $1,000+ [Fdunder, $5,000+
[Léaders Circle, $10,000+

Call 1-800-377-0928

to become a member and make a contribution by credit card or order on line at www.spohnc,org
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SUPPORT FOR PEOPLE WITH
ORAL AND HEAD AND NECK CANCER
SePeQeHeNeC, INnc.

P. O. Box 53
LOCUST VALLEY, NY 11560-0053

7 )

Don’t forget to
send your recipes
by mail or email

Support
SPOHNC'’s Cookbook
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See you in February 2005
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