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Letter from MRA’s
Chief Science Officer

#

Hosting the Melanoma Research Alliance (MRA) Annual Scientific Retreat — a premiere
convening of key stakeholders in the melanoma community — is something we look
forward to each year. The 2024 Scientific Retreat was held February 21st through the 23rd in
Washington, D.C. and brought together over 300 participants from diverse backgrounds. Academic
investigators, pharmaceutical and biotech representatives, government officials, partners and donors, and

patient advocates all joined MRA to engage in scientific discourse, collaboration, and learning.

At the Retreat, participants shared the latest breakthroughs in melanoma prevention, diagnosis, and treatment
— most updates stemming directly from the contributions of MRA-funded researchers. Moreover, the personal
anecdotes and perspectives shared by the patient advocate community resonated deeply, reminding us of our

shared mission to end suffering and death due to melanoma.

The spectrum of discussions and presentations at this year’s Scientific Retreat was expansive, covering various
relevant and emerging topics. From pioneering new cellular and immune therapies, to managing metastatic
melanoma and in-transit disease, and investigating the tumor microenvironment — many facets of melanoma

research were touched on over the course of the program.

Beyond the formal sessions, the Scientific Retreat featured programs aimed at supporting the next generation

of scientific leaders — specifically a breakfast for MRA’s Young Investigator Awardees featuring the topic

“How to Work with Industry”. The event also included an interactive Poster Session, providing a platform for
investigators to showcase their work. Diverse networking roundtables facilitated focused discussions on an array

of topics, fostering interdisciplinary collaboration and knowledge exchange.

We continue to believe that the connections made, and insights gained at the MRA Scientific Retreat will
resonate throughout future melanoma research discoveries. Together, we are accelerating progress in

prevention, early diagnosis, and treatment to improve outcomes for this disease.

With gratitude for your commitment to our shared mission,

QQMU
Joan Levy, PhD
Chief Science Officer, Melanoma Research Alliance




“Research is the beacon
that illuminates our path
to better treatments,
increased understanding,
and, ultimately, cures.”

LEAH ADAMS, PATIENT ADVOCATE
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(L to R): Leah Adams, Kellie Cereceres — Melanoma Patient Advocates

We Are Melanoma Research:
MRA’s 2024 Scientific Retreat

Each year, the Melanoma Research Alliance brings together
melanoma thought leaders from across the global research
community to exchange ideas, share recent scientific successes
and hurdles, forge new collaborations, and connect with the

patient advocate community.

To start the Scientific Retreat, patient advocate Leah Adams
shared her melanoma journey. Her early-stage melanoma
diagnosis, surgery, and frequent follow-up dermatology visits
have completely changed how she views the world around her.
While learning to balance her new reality, Leah’s father was
unexpectedly diagnosed with Stage IV melanoma just two years
after her diagnosis. “My dad’s late-stage melanoma is now stable
due to treatment advances made in the last decade. This progress
gives hope to and improves the quality of life of patients —
regardless of the stage of their melanoma,” she told attendees.
Leah emphasized that without the scientific progress of the

last ten years, her dad would not have survived long after his
diagnosis. Emphasizing the importance of melanoma research,

she shared, “Research is the beacon that illuminates our path to

better treatments, increased understanding, and, ultimately,

cures.”

Melanoma patient advocate Kellie Cereceres took the stage
next to share her difficult journey of receiving a Stage 4
melanoma diagnosis after months of extreme pain and
visits to the doctor. She started targeted therapy to treat her
advanced disease, but soon had trouble tolerating treatment.
Through her own self-advocacy, Kellie was able to make

a plan with her oncologist to receive the lowest possible
treatment dose to mitigate further side effects. “I continued
to be my own advocate as I researched everything that could
keep me alive and healthy,” she said. Today, Kellie is No
Evidence of Disease (NED), and she expressed gratitude

for the research and advances in the field of melanoma.

She remains hopeful and excited for future developments
that will help improve the lives of all patients. She closed
her remarks by sharing a poem she wrote about the cancer
experience, “... tomorrow is another day, another chance to
grab onto hope, another day to find joy ...” ®



Patrick Hwu, MD — Moffitt Cancer Center

Harnessing the Power of
Cell-Based Therapies

Dr. Patrick Hwu, Moffitt Cancer Center, gave a keynote address that discussed the
progress and potential of T cells, a type of immune cell, for treating melanoma.

He emphasized how T cells recognize and kill tumor cells, leading to long-lasting
responses in some patients, saying “These T cells ... can live in the body for decades,
giving patients what they’re really looking for — the ability to have long-term,

durable responses.”

Dr. Hwu reviewed the history of T-cell therapy development. The process starts
with surgery to isolate a patient’s own T cells from their tumor or lymph node,
called tumor-infiltrating lymphocytes (TILs). Next, these TILs are isolated in the
lab and multiplied into billions of copies, and then reinfused back into the patient.
Dr. Hwu highlighted that transient responses were seen with T-cell therapy, but that
the responses were improved upon by the addition of lymphodepletion, a process
that temporarily reduces the number of lymphocytes (a type of white blood cell)

in the body. Lymphodepletion reduces the number of blood cells in the body and
makes room for the billions of copies of TILs to be reinfused into the patient and

allows proliferation and long-term durable survival of the re-infused TILs.

Next, Dr. Hwu highlighted promising approaches like engineering T-cell receptors
against specific tumor antigens and using gene editing to enhance T cells. Dr. Hwu

“T cells can live in the
body for decades, giving
patients what they’re
really looking for — the
ability to have long-term,
durable responses.”

DR. PATRICK HWU



“We’ve seen robust
peripheral expansion

and persistence of the
[engineered] CAR T cells.”

DR. ANUSHA KALBASI

stressed, however, that “we’re just scratching the surface” of how
to optimize cell-based therapy approaches for melanoma and

other solid tumors and he emphasized that more work is needed,
stating “we still have to get better because that curve still drops,”

referring to patient survival over time.

Researchers are focusing on three principal areas to try to
improve how T cells work in the body. First, they want to find
ways to help T cells move more easily to where they are needed
inside of the tumor. Second, they are looking at how to give T
cells better energy sources and processes to use that energy
efficiently. Third, they are studying how to keep T cells in a
longer-lasting state so they can continue renewing themselves

and function effectively.

Dr. Hwu also described work to make T cells more resistant to
the hostile environment inside tumors. One major challenge is

a protein called TGF-beta that shuts down T cells and is found
at elevated levels in many cancers. The T cells can be modified
by adding genes that act like a “gas mask,” protecting them from
TGF-beta’s harmful effects. This allows the engineered T cells to
keep functioning and attacking the tumor despite the presence
of TGF-beta. Early results show this approach can lead to long-
term survival in some patients. The goal is to make the T cells
“bulletproof.”

He also described knocking out the PDH gene, which forces

T cells into a rapid growth state reminiscent of cancer cells
themselves. He stated, “you can see the difference ... you get
explosive proliferation when these knockout cells hit a tumor
cell.” These knockout T cells also enhance antitumor activity. Dr.
Hwu was optimistic about continuing progress, with the goal to
keep improving T-cell therapies until they can provide long-term

cures for many more patients.

Anusha Kalbasi, MD — Stanford University

Novel Chimeric Antigen Receptor (CAR) T-Cell
Therapy Shows Promise Against Melanoma

Dr. Anusha Kalbasi, Stanford University, described a new
treatment approach using engineered immune cells called CAR
T cells, which are currently being tested in a clinical trial for
patients with melanoma. The trial involves taking a patient’s own
T cells and genetically engineering them to recognize a protein
called IL-13Ra2, which is present on the surface of cancer cells
in some patients with melanoma. The modified T cells can find
and kill the melanoma cells that express this protein. IL-13R02
is not found on healthy cells, which makes it a promising target
in terms of safety. So far, five patients with advanced melanoma
have been treated with their own personalized CAR T cells. Dr.
Kalbasi summarized, “We’ve seen robust peripheral expansion
and persistence of the CAR T cells.” This means the engineered

cells successfully grew and remained in the patients’ bodies.

There have been some encouraging signs that the treatment is
working as intended, with evidence that “the CAR T cells are
getting into the tumor and they’re recognizing the target.” In
addition, one patient’s lung tumor appeared to resolve initially.
However, another patient in the clinical trial experienced a
severe side effect of cytokine release syndrome (CRS), which
may have contributed to their death. CRS is a potentially life-
threatening condition in which the immune system becomes
overly activated and floods the body with inflammatory proteins

called cytokines.

Moving forward, the researchers have adjusted the CAR T dosage
and they continue to treat additional patients across multiple
cancer centers. They also aim to expand the trial to include
patients with other cancer types that also express the IL-13Ra2

protein, that may respond to this approach.
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Navin Varadarajan, PhD — University of Houston

T-Cell Heterogeneity Complicates
Immunotherapy Response

Dr. Navin Varadarajan, University of Houston, discussed
research into understanding why some patients with melanoma
respond better than others to immunotherapy with engineered
T cells. The US Food and Drug Administration recently

granted accelerated approval to lifileucel, a tumor-derived
immunotherapy that utilizes a patient’s own T cells - specifically
a type known as tumor-infiltrating lymphocytes (TILs) - for

the treatment of advanced melanoma. T cells that are infused
into patients to fight melanoma are a heterogeneous mix with
vastly different biological capabilities, which makes them
difficult to study. Dr. Varadarajan’s lab has tried to understand
the interaction between these T cells and a patient’s melanoma
cells at a single-cell level using specialized tools. In patients who
didn’t respond well to the treatment, the tumor cells were able
to move away and detach from the T cells, preventing the T cells
from latching onto and killing the tumor cells. The ability of

the tumor cells to change shape and move around freely helped
them get away from and avoid being killed by the T cells. The key
difference between responders and non-responders was in how
the T cells used fatty acids from the tumor environment under
conditions of scarce nutrients. Dr. Varadarajan concluded that
“it’s important for us to...quantify the interactions of T cells and

tumor cells” to better understand responses to immunotherapy.

Cristina Puig-Saus, PhD — UCLA

Novel CAR T-Cell Therapy Targets Melanoma

Dr. Cristina Puig-Saus, UCLA, presented another novel CAR
T-cell therapy approach. One major challenge in developing a
CAR T-cell therapy for solid tumors like melanoma is finding
proteins that are present on the surface of cancer cells but
not on healthy cells. The researchers designed a specific

CAR T cell that can recognize a protein called TYRP1 on the
surface of melanoma cells and kill them. Extensive testing in
mouse models showed “the TYRP1 CAR T has low toxicity
and potent antitumor activity.” TYRP1 is highly expressed

in many melanoma tumors, especially acral, mucosal, and
uveal melanomas, which often don’t respond well to current
immunotherapies. She noted, “approximately 60% of
patients with recurrent acral or mucosal melanoma have high
expression of TYRP1. And almost all the patients with uveal

melanoma have high expression.”

To develop this CAR T-cell therapy, some of a patient’s own
immune cells are removed and genetically modified in a special
lab to recognize and attack cancer cells. The modified cells are
returned to the patient to treat their melanoma. Preparations
are underway for a clinical trial to test the safety and efficacy
of this TYRP1-targeted CAR T-cell therapy in patients with
melanoma—particularly cutaneous, acral, mucosal, and

uveal types--whose tumors highly express TYRP1. This

new personalized cellular therapy shows great promise as a
potential treatment for melanoma, especially rare sub-types

and treatment resistant forms. ©



Michael Davies, MD, PhD — University of Texas, MD Anderson Cancer Center

“We want to find brain
metastases before they

cause symptoms so
treatments have the best
chance of working.”

Advancements in Metastatic
Melanoma and In-Transit Disease

The treatment landscape for metastatic melanoma has seen
remarkable progress in recent years, yet significant challenges
remain. This session from the 2024 Melanoma Research Alliance
Scientific Retreat described the latest research efforts aimed at

improving understanding and management of metastatic disease.

Melanoma Central Nervous System Metastases-
Progress, Challenges, and Opportunities

Metastatic melanoma remains an important topic for patients,
explained Dr. Michael Davies, University of Texas, MD Anderson
Cancer Center. “Predicting, preventing, and treating central
nervous system (CNS) metastasis from melanoma remain critical
research challenges,” he says. Historically, the median survival
for melanoma patients with brain metastases was only around
four months. However, considerable progress has occurred in
recent years, with median survival now improved to around 15
months and long-term survival rates increasing from 5% to 30%.

This progress is attributed to better radiation approaches and

improved systemic therapies, particularly immunotherapies like
combination immunotherapy ipilimumab and nivolumab. In
clinical trials, 50% to 60% of patients with asymptomatic brain
metastases responded durably to this combination. Dr. Davies
emphasized the importance of early detection, stating, “We want
to find brain metastases before they cause symptoms so that
treatments have the best chance of working.” There are also
critical needs for additional research and trials for patients with

symptomatic brain metastases.

Brain metastases have a unique biology, and they often use
signaling pathways and metabolic dependencies that are
different than those used by tumors growing at other metastatic
sites. The metabolic pathway of oxidative phosphorylation (a
metabolic pathway cells use to generate energy) was stimulated
in brain metastases and the same pathway was activated when
human melanoma cells were injected into the brains of mice

compared with when they were injected under the skin in mice.



Georgia Beasley, MD — Duke University

Inhibiting this pathway prevented brain metastasis development

in animal models, without affecting primary tumor growth.

Dr. Davies also highlighted the significant challenges posed

by leptomeningeal disease, a form of central nervous system
metastasis for which minimal improvements in survival have
been seen. A recent first-in-human clinical trial testing nivolumab
given to patients with leptomeningeal disease in two ways — via
the spinal fluid and the veins — showed that the dual route of
administration was safe. Dr. Davies called for more clinical trials
in this patient population. He also added that there are good
animal models to screen for potential therapies to take to the

clinic for patients with leptomeningeal disease.

Findings from the In-Transit Metastatic
Melanoma Consortium

Dr. Georgia Beasley, Duke University, described a study aimed at
understanding in-transit melanoma, which refers to the spread
of melanoma cells from the primary tumor that have not yet
reached the lymph nodes. The study had two aims: 1) review of
data from patients with in-transit melanoma by collecting all
relevant information (treatments, recurrences, and survival)

to better understand in-transit melanoma and determine the
treatments that worked best; and 2) analysis of tumor specimens
from these patients to determine if molecular differences in

the tumors could account for the different outcomes and help
clarify whether certain therapies were better than others in some

situations.
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The introduction of
checkpoint therapy was
associated with improved
survival in patients with
in-transit melanoma.

The study collected data from 1,944 patients with in-transit
melanoma from two institutions, Duke University and Memorial
Sloan Kettering Cancer Center, between 1991-2021. This is

the largest known study conducted on in-transit melanoma.

Dr. Beasley noted that 54% of patients eventually developed
distant metastatic disease, which was associated with increased
mortality. In addition, 43% of patients had additional in-transit
recurrences after treatment of their first in-transit lesion. The
introduction of checkpoint therapy, a type of immunotherapy,
was associated with improved survival in patients with in-transit
melanoma. Patients treated with checkpoint immunotherapy had
improved overall survival compared with the patients who did

not receive it.

The study analyzed tumor samples to identify gene expression
patterns associated with disease progression and survival. The
analysis revealed that patients with in-transit melanoma lesions
enriched for immune pathways were less likely to develop nodal
and distant metastases and more likely to have improved survival.
On the other hand, patients whose tumors showed upregulation
of cell cycle and epithelial-to-mesenchymal transition (EMT)
pathways were more likely to develop distant metastases and had
worse overall survival (EMT is a cellular process in which some
cells change from one type to another, which typically happens

during development and tissue repair).

The study also found differences in gene expression patterns
between acral (those that involve skin on the palms, soles, and

nail beds) and non-acral in-transit melanomas. The researchers



found that acral lesions had higher levels of genes involved

in sensing stimuli compared with lesions elsewhere on the
body (non-acral lesions). They think this may be related to the
specialized sensory functions of the hands and feet and could
help explain why cancers in different body locations can have
distinct genetic characteristics.

In summary, the Duke study highlights the heterogeneity of
in-transit melanoma and the potential for using molecular
signatures to predict disease progression and survival, guiding

treatment decisions.

Tumor and Immune Evolution in
In-Transit Melanoma

The next talk was on the evolution of unresectable in-transit
melanoma, a form of melanoma that metastasizes between

the primary tumor and the draining lymph node. Dr. David

Liu, Dana-Farber Cancer Institute, Harvard Medical School,
presented two contrasting cases and genomic analyses to
understand the drivers behind distant metastasis progression
in some patients and spontaneous remission in others. The first
case involved a patient who developed widespread unresectable
disease and died from metastasis. Through genomic analysis,
seven distinct lineages (subgroups) were identified, with one
lineage comprising all distant metastases, suggesting a specific
genomic clone associated with metastatic spread. Another
lineage comprised tumors that exhibited a phenotype of T-cell
exclusion and growth along the outside of blood vessel walls

(angiotropic growth). Overall, the tumor exhibited aggressive

David Liu, MD, MPH, MS — Dana-Farber Cancer Institute, Harvard Medical School

features, low immune infiltration, and significant intra-
tumoral heterogeneity (the coexistence of distinct tumor cell

populations within a single tumor mass).

The second case involved a patient who experienced
spontaneous remission after chemotherapy-induced high tumor
mutational burden (TMB), a large number of genetic mutations
present in the DNA of tumor cells. This patient’s tumors
showed an active antitumor immune response, increased T-cell
receptor diversity, and long-term disease control without
additional systemic therapy despite the development of
progressive metastases. Histologically, different parts of the
same progressive metastases showed both evidence of tumor
growth and immune attack with tumor regression. Despite
developing new clones and lineages from chemotherapy, each

tumor was genetically homogeneous.

Further analysis on a cohort of progressors and non-progressors
found that distant progressors had higher intra-tumoral
genomic heterogeneity compared with non-progressors. The
study highlights the importance of understanding tumor
evolution and heterogeneity in melanoma progression and
response to treatment. Different tumor cell lineages within

the same patient exhibited distinct clinical behaviors and
characteristics. In addition, chemotherapy-induced TMB is
associated with increased immune response and T-cell receptor
diversity, potentially contributing to spontaneous remission in
some cases. This project is ongoing, Dr. Liu explained, and there

is a need for further characterization. ©
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Yochai Wolf, PhD — Sheba Medical Center

Exploring New Avenues in the
Tumor Microenvironment

This session from the 2024 MRA Scientific Retreat covered
innovative research in melanoma focused on understanding and
manipulating the tumor microenvironment to improve treatment

effectiveness.

mRNA Based Reprogramming of Terminally
Differentiated TlLs

Dr. Yochai Wolf, Sheba Medical Center, provided background on
the basic concept of tumor-infiltrating lymphocyte (TIL) therapy,
noting “This approach is kind of straightforward, taking TILs
from resected tumors, expanding them ... and then infusing them
back to the patient.” Initially, TIL therapy showed high durable
response rates. However, TIL therapy is only given to patients

in the second-line treatment setting — and the success rate for
TILs taking hold following infusion and attacking the tumors is
much lower for these pre-treated patients, creating a need for

improved cell-based products.

Dr. Wolf explained, “We understand that the T cells in the
tumor really exist in multiple flavors, particular different
T-cell states... the most important two states are the stem-like
precursor effector state and the terminally exhausted state.”
Dr. Wolf’s team’s strategy to improve TIL therapy was to focus
on reprogramming exhausted T cells into more stem cell-like
populations using mRNA engineering. T cells with stem-like

properties promote tumor control.

mRNA was chosen for a few key reasons, one being that it is
anticipated to be safer than gene editing approaches like CRISPR,
with less risk of off-target effects or causing otherwise healthy
cells to become malignant. Another reason is that mRNA is easy
to deliver to cells using electroporation (the process of using

an electric pulse to transfect cells with DNA), and expression is
transient and temporary, avoiding permanent genetic changes.
Lastly, mRNA is flexible, allowing the introduction of single
genes or entire gene pathways, tailored expression to specific

cell states, and optimized mRNA design. mRNA can be used to



“We were interested in

trying to take a step back
and understand how
macrophages and tumor cells
co-evolve through the course
of BRAFi + MEKi targeted
therapy.”

DR. ANDREW WHITE

Andrew White, PhD — Cornell University

reprogram exhausted T cells into more potent stem-like cells by
screening libraries of genes and factors known to support a stem-
like state.

Promising early results showed that the experimental approach
was able to decrease the number of exhausted T cells and
increase the number of stem-like T cells. Seeing this shift from
an exhausted to a stem-like T-cell population was an encouraging
sign that the researchers’ method for reprogramming T cells
using mRNA may be working, although more research is still
needed to validate the functional effects.

Understanding the Role of Macrophages in Drug
Resistance

Understanding drug resistance in melanoma is another key
research area of interest to MRA and many investigators in

the field. Dr. Andrew White, Cornell University, is working to
understand this problem by focusing on the role of tumor-
associated macrophages. Macrophages, which are often the
largest immune cell component within tumors, are an important

part of the tumor microenvironment.

In a mouse model, melanoma cells were transplanted into the
mice, allowed to grow, and then the mice were treated with
BRAF and MEK inhibitors. These drugs block specific proteins
involved in cell signaling that promote uncontrolled cell growth.
Treatment with these inhibitors induces tumor regression, which

is nearly always followed by the development of drug resistance.

Dr. White explained, “We were interested in trying to take

a step back and understand how macrophages and tumor
cells co-evolve through the course of BRAFi + MEKi targeted
therapy.” The researchers found that during the residual
disease state, after tumor regression, there was a significant
influx of tumor-associated macrophages. This suggests that
the co-evolution of macrophages and tumor cells may play

a crucial role in the development of drug resistance during
residual disease.

To explore this further, the researchers used a mouse model
lacking the Ccra+ gene, which is important for monocyte (a
type of white blood cell) recruitment into tumors, thereby
reducing tumor-infiltrating macrophages. They observed that
depleting Ccr2+ macrophages delayed the onset of resistance,
although it did not eliminate it. However, their results showed
that the tumor-associated macrophages were involved in the
development of resistance. Next, cultured melanoma cells
were evolved with or without Ccr2+-positive macrophages
and then treated with BRAF and MEK inhibitors. The tumor
cells that evolved with macrophages developed cell-intrinsic
resistance, while those evolved without macrophages
remained sensitive to the treatment. Furthermore, when
these tumor cells were transplanted into mice and treated
with BRAF and MEK inhibitors, the same pattern emerged —
tumor cells that evolved with macrophages quickly became
resistant, while those evolved without macrophages took

longer to develop resistance.
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Emily Bernstein, PhD — Icahn School of Medicine at Mount Sinai

Changes in T cell populations were also seen, with a decrease
in potentially exhausted T cells and an increase in activated

T cells in the Ccr2+ knockout mouse model, suggesting that
macrophages may modulate the adaptive T-cell immune
response. The study highlights the co-evolutionary relationship
between tumor cells and tumor-associated macrophages
through tumor regression, residual disease, and the onset of
drug resistance. Additional research is needed on the role of
macrophages in melanoma progression and treatment response
in resistance. Understanding and potentially predicting the
trajectories of resistance could lead to the development of more
effective strategies for addressing this significant challenge in
melanoma treatment.

Histone Variant Regulation of the Melanoma
Microenvironment

Dr. Emily Bernstein, Icahn School of Medicine at Mount Sinai,
described her research on histone variants in the development
of melanoma. Histone variants are specialized proteins that
help package DNA into chromatin and regulate various genomic
functions. Mutations or alterations in these histone variants can
lead to diseases like melanoma. MacroH2A is a unique histone
variant that is associated with heterochromatin formation and
gene repression. Dr. Bernstein explained, “MacroH2A, which is
a tumor suppressor in melanoma... is a very specialized histone
variant, it’s quite unique.” To study the role of macroH2A in
melanoma, a mouse model was created that was deficient in this

14

Dr. Bernstein and her team
found that the histone
variant macroH2A acts as a
suppressor of inflammatory
gene expression in CAFs
within the melanoma tumor
microenvironment.

histone variant. Surprisingly, the loss of macroH2A accelerated
tumor growth and was associated with increased inflammatory

signals in the tumor microenvironment.

Single-cell RNA sequencing in the macroH2A-deficient tumors
revealed increased infiltration of macrophages and cancer-
associated fibroblasts (CAFs), along with decreased cytotoxic T
cells. The CAFs were identified as a major source of inflammatory
factors that contributed to the immunosuppressive environment.
Mechanistically, macroH2A appeared to regulate chromatin
looping and enhancer-promoter contacts at inflammatory

gene loci in CAFs. The variability in macroH2A levels was also
observed in human melanoma-derived CAFs, with lower levels

correlating with higher secretion of inflammatory factors.

In summary, Dr. Bernstein and her team found that the histone
variant macroH2A acts as a suppressor of inflammatory

gene expression in CAFs within the melanoma tumor
microenvironment. Its loss leads to chromatin remodeling,
increased secretion of inflammatory factors, and an
immunosuppressive environment that promotes tumor growth.

Decoding the Tumor Microenvironment:
Tertiary Lymphoid Structures as Enhancers of
Immunotherapy Effectiveness

Currently available immunotherapies have limited effectiveness,
explained Victor Engelhard, University of Virginia. “One of

the things that we may not have focused on adequately as a



Dr. Engelhard discussed

the importance of tertiary
lymphoid structures (TLS)
within tumors and their role in
enhancing immune response
and the effectiveness of
immunotherapies.

Victor Engelhard, PhD — University of Virginia

field is the role that the blood vessels in the tumor play in
constraining the influx of any kind of immune cell that could
mediate effective tumor control.” He discussed the importance
of tertiary lymphoid structures (TLS) within tumors and their
role in enhancing immune response and the effectiveness of
immunotherapies like checkpoint inhibitors. The presence of
TLS in patient tumor samples are often associated with enhanced
patient survival. TLS are like lymph nodes and contain B cells, T
cells, and other immune cells organized together. The presence
of TLS is often associated with improved patient survival, leading
to the idea that inducing or augmenting their formation could be

a potential immunotherapy approach.

His laboratory has identified cancer associated fibroblasts (CAFs)
that drive the formation of TLS. These CAFs produce a protein
called CXCL13, which attracts B cells to come together and form
clusters. Production of CXCL13 causes the B cells to accumulate
and group together in those areas, which is how the lymphoid
structures are formed.

In addition, the CXCL13-expressing CAFs also produce cell
adhesion molecules that facilitate interactions with immune
cells, further supporting the formation and maintenance of TLS.
Interestingly, the presence of TLS and the CXCL13-expressing
CAFs appears to be influenced by the tumor microenvironment.
TLS also play a vital role in mediating the response to checkpoint
immunotherapies like anti-PD-1 and anti-CTLA-4 monotherapies

or combinations. Furthermore, the absence of TLS resulted in a

diminished tumor control effect of immunotherapy, underscoring
the crucial role of TLS in their efficacy.

In summary, CAFs within tumors play a key role in orchestrating
the formation of TLS. These structures are critical for enhancing
immune cell infiltration and promoting the antitumor effects of
checkpoint inhibitor immunotherapies, highlighting the potential

of targeting or manipulation of TLS as a therapeutic strategy. ©




Yardena Samuels, PhD — The Weizmann Institute of Science
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Supercharging T-Cell Responses

Against Melanoma

Dr. Yardena Samuels, The Weizmann Institute of Science, delivered a
keynote address at MRA’s 2024 Scientific Retreat that discussed revisiting
the neoantigen approach to immunotherapies. Neoantigens are unique
peptides derived from mutations in cancer cells that can be recognized by
the immune system as foreign. Dr. Samuels explained her work in identitying
these neoantigens, particularly in cutaneous melanoma, with the goal of
developing personalized immunotherapies. She highlighted the importance
of neoantigens, stating, “"We know that immune checkpoint inhibitors will

not work unless these neoantigens are being presented [to immune cells].”

Collaborative efforts to establish a highly annotated cutaneous melanoma
tumor bank have helped researchers to identify driver mutations and
subsequently predict neoantigens. One approach used in her lab is
computational analysis (bioinformatics) to predict specific neoantigens that
might be present, based on the genetic mutations found through genomic
sequencing of a patient’s tumor, combined with information about the
specific protein markers (human leukocyte antigens, or HLA types) that each

patient’s immune system is able to recognize.

“We know that immune
checkpoint inhibitors will

not work unless these
neoantigens are being
presented [to immune cells].”
DR. YARDENA SAMUELS



Linda Bradley, PhD — Sanford Burnham Prebys

Dr. Samuels also highlighted additional approaches to identify
presented neoantigens using immunoproteomics, where major
histocompatibility complex molecules from tumor cells are
purified and the presented peptides were identified using mass
spectrometry. It is crucial to identify neoantigens that: 1) can
strongly activate the immune system against the tumor; 2) are
caused by mutations that are fundamental drivers of that tumor;
and 3) are present in all the tumor cells, not just some of them.
Finding such high-quality, recurrent neoantigens across patients

would allow development of more effective immunotherapies.

In addition to neoantigens, Dr. Samuels talked about the “dark
matter” of peptides not yet identified or characterized. These
unidentified peptides may come from non-standard ways that
proteins are made (called non-canonical translation) or from
other sources like bacteria. Dr. Samuels also discussed her team’s
work in trying to make cancer cells display unique peptides

that can be recognized by the immune system. She explained,
“We wanted to see if we can induce the expression of aberrant
peptides in a cancer-specific manner. That way, the cancer
doesn’t tell us what to target, we tell the cancer what we want to
target to make it more immunogenic.” To do this, they targeted
part of the machinery that cells use to make proteins, specifically
an enzyme called TYW2. Disrupting this enzyme caused errors
in protein production by the tumor cells, leading the cells to
produce unique abnormal peptides. The idea is that if tumor cells
can be induced to display more of these peculiar peptides, it is

easier for the immune system to recognize and attack them.

Overcoming Resistance to
Checkpoint Blockade Therapies

Dr. Linda Bradley, Sanford Burnham Prebys, shared research
her lab has been conducting on a protein called P-selectin
glycoprotein 1 (PSGL-1) and its potential role in overcoming
resistance to immunotherapies like checkpoint blockade.
PSGL-1is normally an adhesion receptor, but it can also act as
an immune checkpoint inhibitor in tumors. “We found another
novel and atypical and very compelling function as an immune
checkpoint... one of the earliest checkpoint inhibitors working
in the T cells in the tumor microenvironment.” Studies in
mouse models of melanoma showed that knocking out PSGL-
1 prevented T-cell exhaustion, promoted T-cell function, and
enabled tumor control. This was associated with much greater
T-cell infiltration into tumors and increased production of
cytokines like interferon-gamma that are important for killing

cancer cells.

In mouse models, blocking PSGL-1 with antibodies enhanced
antitumor immunity, even in tumors resistant to anti-PD-1
therapy (checkpoint blockade). “We found that we also

could see significant [tumor] control.” This correlated with
increased T-cell infiltration into tumors. The researchers are
now developing human anti-PSGL-1 antibodies with the goal
of testing them in combination with existing immunotherapies
like anti-PD-1 in patients with melanoma. Preliminary data
suggest that these antibodies can reinvigorate exhausted
human T cells. “"We are now ready to study the impact of our

antibodies [on patient T cells]. We are looking for the capacity
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Vijay Kuchroo, PhD — Harvard University



[of the antibodies] to reactivate exhausted T cells.” PSGL-1is a
promising new immunotherapy target that could help overcome
resistance to current checkpoint blockade drugs by preventing

T-cell exhaustion in the tumor microenvironment.

Checkpoint Inhibitors and T-Cell Exhaustion

Dr. Vijay Kuchroo, Harvard University, discussed the role of
checkpoint molecules in antitumor immunity. Checkpoint
molecules are proteins on the surface of immune cells that

act as "brakes” or “stop signs” to prevent the immune system
from becoming too activated and attacking the body’s own
healthy cells. Dr. Kuchroo’s research focuses on understanding
how checkpoint molecules, such as PD-1, CTLA-4, and TIM-

3, are expressed on tumor-infiltrating T cells, leading to

their exhaustion and inability to fight against the tumor. He
emphasized that these checkpoint molecules are co-expressed as
a module, rather than individually, suggesting the need to block

multiple checkpoints for effective antitumor immunity.

Although new immunotherapy drugs that block co-inhibitory
receptors like CTLA-4 and PD-1 have revolutionized melanoma
treatment, the number of patients who respond to these
treatments is still low. Discovering novel co-inhibitory receptors
and understanding the immune cells they impact could lead

to more effective combination therapies that boost the body’s
anticancer immune response. In this regard, another checkpoint
molecule called TIGIT is expressed on T cells and is part of

the module. TIGIT plays a crucial role in modulating immune
responses in cancer, with TIGIT-expressing regulatory T

cells potentially directing cancer progression through their

interactions with cancer cells. ©®

Upcoming Melanoma Research Funding Opportunities

$40 Million Available from the Congressionally Directed Medical Research Programs

Dr. Amie Bunker, Melanoma Research Program, Congressionally
Directed Medical Research Programs, provided information
about anticipated funding opportunities for fiscal year 2024 that
will become available once the federal budget is approved. They
anticipate offering five different award mechanisms in the 2024
Melanoma Research Program, including the Idea Award for new
and exciting ideas. There is also the Melanoma Academy Scholar
Award for early career investigators within 7 years of their first
faculty appointment. A new Survivorship and Patient Wellness
Research Award aims to support research to improve the quality
of life for patients, survivors, and their families and caregivers by
supporting research in areas like treatment side effects, lifestyle
factors, and psychosocial issues. The Team Science Award funds
two to three investigators looking to tackle multidisciplinary

projects that require collaboration. Finally, the Focus Program

Award - Rare Melanomas supports funding specifically
for research on rare melanoma subtypes with the goal of
understanding and addressing challenges specific to these

subtypes.

Dr. Bunker encouraged researchers to sign up to receive
program-related news and notifications when the funding
opportunities are released (ebrap.org/eBRAP/public/
index.htm). More details can be found on the Melanoma
Research Program website (cdmrp.health.mil/pubs/
press/2024/24mrppreann). The various awards reflect

the program’s vision “to prevent melanoma initiation and
progression and reduce hardship of melanoma on the patients

and survivors and their family members,” said Bunker.


http://ebrap.org/eBRAP/public/index.htm
http://ebrap.org/eBRAP/public/index.htm
http://cdmrp.health.mil/pubs/press/2024/24mrppreann
http://cdmrp.health.mil/pubs/press/2024/24mrppreann
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(L to R): Suzanne Topalian, MD — Johns Hopkins Medicine, Joan Levy, PhD — Melanoma Research Alliance & Rodabe Amaria, MD — MD Anderson Cancer Center

Industry Roundtable: Neoadjuvant Studies
as Drug Development Launchpads

The melanoma treatment landscape has been transformed by the advent of novel -
systemic therapies, such as BRAF/MEK inhibitors that target specific molecular “We’ve seen the field
pathways, as well as immunotherapies like immune checkpoint inhibitors. These

fn juvant ther
drugs were first tested and approved for use in patients with unresectable, © eoadJ uvant therapy

metastatic melanoma that were not candidates for surgery. They were next explode to the point

evaluated in patients with an earlier stage melanoma that could be surgically where we have had a

removed and delivered systemically after surgery to reduce the risk of recurrence lot of great success, but
b

(known as the adjuvant setting, or post-surgery setting) with recent approval of

: still have unanswered
several of these drugs for adjuvant use.

questions and work to do.”

Now, researchers are studying delivering drugs before surgery in patients whose
’ ying 8 8 gerymp DR. RODABE AMARIA

melanoma can be removed (i.e., the neoadjuvant setting). The standard goal of
any neoadjuvant treatment is to shrink a tumor to make surgery less invasive

and more effective; however, in the case of immune-based therapies, a major

aim is to mount a more effective systemic immune response against the tumor
before it is removed. Furthermore, tumor samples obtained from patients before,
during, and after neoadjuvant treatment (longitudinal sample collection) can

be used to identify new targets for drug development as well as biomarkers to

predict response and resistance to different therapies. To address the growing



interest in the use of neoadjuvant treatment, the Melanoma
Research Alliance (MRA) convened a roundtable discussion of
approximately 35 representatives from industry, academia, and
the US Food and Drug Administration (FDA) during the 2024
Scientific Retreat, which was co-chaired by Dr. Rodabe Amaria,
The University of Texas MD Anderson Cancer Center, and Dr.
Joan Levy, MRA.

Optimal Surgical Plan After
Neoadjuvant Therapy

“We’ve definitely seen the field of neoadjuvant therapy for
melanoma explode to the point where we have had a lot of

great success but still have unanswered questions and work

to do,” said Dr. Amaria. “We are not like breast cancer with

large numbers of patients for neoadjuvant therapy; the patient
population we are first exploring for neoadjuvant use in
melanoma, clinical Stage 3 patients, is small.” Initial neoadjuvant
trials showed that BRAF and MEK inhibitors can work in patients
whose tumors have BRAF mutations, and those who achieve

a pathologic complete response (defined as lack of any viable
melanoma left in a biopsy after surgery) do best. However, with
newer immunotherapy treatments, even patients with less than
50% viable tumor left (called a pathologic partial response) can

have good long-term outcomes.

Based on the extent of pathological response, it is important
to determine whether surgery is needed after neoadjuvant
treatment. Dr. Charlotte Ariyan, Memorial Sloan Kettering

Cancer Center, suggested that additional clinical trial data would

be informative. Some patients with one involved lymph node that

has completely responded to neoadjuvant therapy may not need
surgery. However, if multiple nodes were initially involved, even
if they all shrink, surgery may still be warranted because residual

disease could remain.

Melanoma is unique in that neoadjuvant therapy is being
administered in patients with stage 3 lymph node metastases —
whereas in other cancers neoadjuvant therapy is used to treat
the primary tumor. Thus, the decision of whether surgery is still
needed after an excellent response to neoadjuvant systemic
therapy cannot be compared to what is known for other cancer
types and is still under investigation. Dr. Michael Lowe, Emory
University, commented “I think the onus is on us as a surgical
community to determine whether or not we collectively agree,
and if we’re willing to put the effort into doing a randomized

trial to answer the question when surgery is not needed.” Many
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Melanoma is unique in that
neoadjuvant therapy is being
administered in patients with

stage 3 lymph node metastases.

patients agree that they would like to have less surgery and being
able to avoid additional surgery is appealing.

The other consideration about surgery is whether the melanoma
field has selected the optimal time for surgery after the start

of neoadjuvant therapy. Dr. Suzanne Topalian, Johns Hopkins
University School of Medicine stated, “I think with surgical
resection we are just looking at the specimen we remove as a
snapshot in time. The timing of surgery has been anywhere from
three to nine weeks after starting neoadjuvant therapy and we
do not know if a pathologic partial response would have evolved
into a pathologic complete response with longer neoadjuvant

treatment”.

Considerations for Post-Surgical
Adjuvant Treatment Plans

Panelists agreed that for pathologic non-responders of
neoadjuvant treatment — patients whose tumors do not respond
to the treatment with over 50% viable tumor found at time of

surgery — there is a clear need for postoperative treatment.

(L to R): Priya Nagarajan, MD — MD Anderson Cancer Center, Michael Lowe, MD — Emory University




But for those with a partial response short of a major/complete
response, the optimal post-surgical management is unclear.
Going forward, larger trials with designs that randomize patients
based on their degree of pathologic response may be needed

to better define specific subgroups that need adjuvant therapy
after neoadjuvant treatment and surgery. Adding complication

is that if a patient has more than one site of melanoma, there
may be differences between the sites of tumor with respect

to pathologic response after neoadjuvant therapy, i.e. certain
tumor sites may show a complete response while other sites
show no response — indicating the presence of varying tumor
“clones” of melanoma that are affected by neoadjuvant treatment
differently. Dr. Priya Nagarajan from The University of Texas MD
Anderson Cancer Center explained why it is important to study
this effect. “The clone of viable tumors that did not respond may
have the answers that we’re looking for. This clone needs to be
genomically sequenced to find why it became resistant to the
neoadjuvant treatment.” Dr. Amaria added, “You must report out
all outcomes which will be highly helpful in judging response,
and then perform translational research to understand and learn

from these differences.”

Increasing Access to Data
Dr. Omid Hamid, The Angeles Clinic & Research Institute, A

Cedars Sinai Affiliate, Los Angeles, noted that access to tissue
samples and blood from large neoadjuvant clinical trials is often
restricted or nonexistent. This prevents researchers from using
already collected data from pivotal clinical trials to answer some

of the unknown questions. A central repository could provide

(L to R): Giri Ramsingh, MD — Obsidian Therapeutics, Christian Blank, MD —
Netherlands Cancer Institute, Marc Hurlbert, PhD — MRA

access to valuable pooled data and tissue, and requests for
these resources can be used to answer very focused questions.
Dr. Amaria added that it is very possible to have a centralized
digital repository as all the pathology slides can be scanned and
uploaded. As Dr. Levy noted, “This idea of a centralized pooled
resource for the community is a place that foundations like

the MRA can act as the neutral third party in coordinating the
building of these resources.” Dr. Clemens Krepler, Merck, agreed
and added that starting with a repository for scanned images
makes a lot of sense and is where digital pathology and the
application of artificial intelligence (AI) and machine learning

can play a big role.

Alternative Endpoints

The importance of pathologic assessment of response and its
standardization represents clear challenges to overcome. Dr.
Christian Blank, Netherlands Cancer Institute, encouraged, “We
should think about other assessments like the disappearance of
circulating tumor DNA (ctDNA) in the blood as another type of
measurement of response, that is independent of the personal
view of a pathologist.” However, this assay is not yet sensitive
and reliable enough to be used instead of assessment of response
by a pathologist. Panelists agreed that the use of ctDNA should
be achievable within a few years as the sensitivity of the test

improves.

“From my experience in lung cancer treatment, assessing
pathologic complete response can be challenging,” said Dr. Drew
Pardoll, Johns Hopkins University. There are two key issues: 1)
concern about missing small traces of remaining tumor when

a patient is believed to have a complete pathologic response;
and 2) the need for thorough evaluation of all tissue sections to
determine if there is any viable tumor, which is extremely time-
consuming and labor-intensive. To overcome these challenges,
some groups are working on using Al to analyze pathology

samples.

Industry perspectives acknowledged the challenges in designing
trials and obtaining regulatory approval based on neoadjuvant
studies. Dr. Krepler first mentioned that the strategy for
neoadjuvant studies most often is a pure ‘signal finding’ study
to evaluate new combination approaches in this setting with the
quick endpoint of pathologic complete response. He reminded
attendees that for large randomized registrational clinical trials
(trials that determine whether a drug should be approved for
standard use), the FDA uses other endpoints, such as Overall

Survival and Event Free Survival, to evaluate the benefit of a



Asha Das, MD - U.S. Food & Drug Administration

treatment which would require enrollment of a lot of melanoma
patients that are difficult to find for the neoadjuvant setting.

Dr. Karl Lewis, Regeneron, added that another unknown part of
the regulatory pathway for neoadjuvant studies is the selection
of the appropriate standard treatment to use to compare the
drug under investigation. Dr. Amaria emphasized that there is
an appetite for industry to do neoadjuvant trials, but a critical
need for future conversations with and guidance from the FDA
to shed light on how neoadjuvant trials should be conducted for

regulatory approval.

The Value of Analyzing Samples Collected from
Neoadjuvant Studies

The importance of translational research and biomarker analysis
was emphasized, with experts highlighting the need for funding
and infrastructure to support these efforts. “Funding is critically
needed to obtain tissue biopsies from melanoma patients, both
before and during treatment”, stated Elizabeth Burton, The
University of Texas MD Anderson Cancer Center. While stored
tissue samples can provide some insights, the true power lies

in analyzing how the tumor changes over time in response to
different treatments. And funding is required not only to collect
baseline and on-treatment biopsies, but also to analyze the
samples and gain insights into treatment combinations and

mechanisms of response.

Dr. Pardoll stated that recent neoadjuvant studies in lung and
head and neck cancer have identified several promising new
targets or drug combinations with existing agents that could

be quickly tested. New genomic technologies like single-cell
transcriptional profiling analysis have been revolutionary in this

identification as more cells can be analyzed using this technology,
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resulting in more insights gained, especially for understudied

immune cell types surrounding the tumor.

Dr. Genevieve Boland, Massachusetts General Hospital,
added that analyzing tumor samples from neoadjuvant trials
is incredibly valuable. These patients have not received prior
treatments, so their tumor biology is relatively “clean” and
has not been muddied by previous therapies. Neoadjuvant
trials provide an opportunity to deeply study the underlying
tumor characteristics and mechanisms before they become
too convoluted by prior treatments. This knowledge can help
prioritize or deprioritize certain therapeutic approaches and

inform the development of next-generation therapies.

Dr. Levy added that the MRA is looking at ways to facilitate
collaborations between academic investigators and industry
partners to advance testing novel combinations in the
neoadjuvant setting. The MRA has issued requests for proposals
to perform biomarker analyses from neoadjuvant trials and co-
funded grants with other foundations interested in doing similar
work. Going forward, the MRA is considering issuing a request
for proposals for a well-designed neoadjuvant study of novel drug
combinations that includes using state of the art technologies
for sample analysis. In addition, there is interest in establishing
a centralized resource to make pathology slides, data, and tissue
samples from neoadjuvant trials more widely available. While
challenging to implement, having a centralized repository could

be a valuable resource.

Overall, the discussion highlighted the potential of neoadjuvant
therapy in melanoma but also underscored the need for further
research, standardization, and collaboration between academia,
industry, and regulatory bodies to overcome the challenges and

fully realize its potential benefits. ©



(L to R): Omid Hamid, MD — The Angeles Clinic & Research Institute, Rajan Kulkarni, MD, PhD — Oregon Health & Science University, Charlotte Ariyan, MD, PhD — Memorial Sloan Kettering Cancer Center,

& Harriet Kluger, MD — Yale School of Medicine

Navigating Melanoma’s Continuum
with Dermatology, Surgery, Oncology,

and Survivorship Strategies

Melanoma management is extraordinarily complex, particularly with regard to the
complexity of adjuvant/neoadjuvant decision making. Other concerns include the
need for multidisciplinary collaboration, long-term toxicity data, and improved

patient education and support, especially in community settings.

A panel of experts was convened during MRA’s 2024 Scientific Retreat to discuss some
of these complexities. Dr. Omid Hamid, The Angeles Clinic & Research Institute, A
Cedars Sinai Affiliate, Los Angeles moderated the panel, which included: Dr. Rajan
Kulkarni, Oregon Health and Science University; Dr. Charlotte Ariyan, Memorial
Sloan Kettering Cancer Center; Dr. Harriet Kluger, Yale School of Medicine; and Dr.

Rachel Vogel, University of Minnesota.

The Changing Treatment Paradigm

The panelists discussed the complex decision-making process around adjuvant and
neoadjuvant therapy for patients with melanoma. Dr. Kluger spends a significant

amount of time discussing treatment options with patients eligible for adjuvant

Melanoma management
is extraordinarily
complex, especially with
adjuvant/neoadjuvant
decision making.
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Harriet Kluger, MD — Yale School of Medicine, & Rachel Vogel, PhD — University of Minnesota

or neoadjuvant therapy, because the decision is complicated:

“I actually spend more time nowadays on patients who are
candidates for adjuvant therapy or neoadjuvant therapy than
the patients that have metastatic disease. For a new diagnosis of
metastatic disease, it’s pretty clear what we need to do, whereas
the adjuvant or neoadjuvant remain quite a conundrum.” There
is a lack of long-term survival data for patients treated in
the adjuvant or neoadjuvant setting, and some may not need
treatment as they are surgically cured, leading to unnecessary
toxicities: “We still don’t have data on the long-term survival
for patients. We are treating a lot of patients who may not
need treatment beyond surgery, and we are inducing some
long-term toxicities that some of these young folks are going to
live with forever.” The discussion about treatment starts early,
even during the initial consultation with a surgical oncologist,

explained Dr. Ariyan.

The dermatologist can also play a role in initiating the treatment
conversation and helping decide next steps, including ordering
genomic tests, although their utility is still being further refined
in clinical studies. While there is potential for these genomic
tests to provide useful information, there are limited data about
how to effectively utilize the results from testing. Some of the
tests are based on only a few genes and their validity is still being
established. As Dr. Kulkarni mentioned, “There is potential to
utilize genomic profiling, but there’s also limited data in terms

of what we can actually utilize that information for in clinical
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decision making. Some of [the tests] are based upon only a few

genes, for example, and ... they’re not well validated.”

Individualized Decision Making and
Supportive Care

“Early-stage survivors still experience a lot of issues and concerns
both physical and emotional,” said Dr. Vogel. The field of
oncology still has work to do in understanding each individual
patient’s needs and ensuring consistent messaging about their
identity as a [melanoma] survivor from all providers involved
in their care, including dermatologists, surgeons, medical

oncologists, and primary care physicians.

Making treatment decisions around adjuvant and neoadjuvant
therapy for melanoma is a very individualized process, given
the complexity involved. Dr. Kluger stated, “I find that because
it’s so complicated, the vast majority of patients will say, ‘Well,
what would you do if I were your family member?’ and then
we’re essentially giving our own opinion, and we’re making it
quite personal.” Rather than strongly pushing one way, she aims
to present an unbiased view: “So what I say to my patients is, I
think in this case you could choose to go either way. These are
the advantages. These are the disadvantages. At the end of the
day, it’s your decision.”

When discussing supportive care, panelist discussed how major

medical centers typically offer programs which brings together



an interdisciplinary team that can include doctors, nurses, social
workers, psychologists, and other specialties. Such a holistic
approach can be an important part of the overall treatment plan
for a patient. When to provide detailed information to a patient
about the various aspects of care for melanoma depends on

the individual’s readiness and needs, explained Dr. Vogel: “The
appropriate time is going to depend on the person. So, some
people, as soon as they hear the word cancer, have no idea what
you said after that. And it takes another visit or two for that
information to be heard. Other people are information seekers,

and so they want that information all right away.”

Addressing potential barriers like transportation and missed
work is crucial to ensure patients can attend follow-up visits and
receive support care: “Are we losing people during that process
because of social barriers?” said Dr. Vogel. While supportive

care colleagues at major centers understand the nuances, there
are gaps in the community setting. Counseling should focus on
aligning treatment with the patient’s personal values. A patient’s
dermatologist can also play an ongoing role, especially for lower-
risk individuals because they need to follow up with the same

provider every 6 months.

The Future of Melanoma Treatment

This conversation revolved around the future of melanoma
treatment, with a focus on early-stage disease, survivorship,

and the challenges that come with new therapies. The

panelists discussed the need for better prognostic markers, an
understanding of the biological potential of early melanoma,
and determination of when treatment is necessary. One of the
key areas highlighted was the lack of understanding about the
long-term effects of different drugs and combinations, including
their impact on quality of life, fertility, and other aspects of
survivorship. Dr. Vogel commented: “I think what’s really
important for our research moving forward is incorporating
patients in all the steps of research, and that keeps us really
grounded in the survivorship long-term phase. And the other
piece that I've been really wanting to think through is, how do we
break down those barriers to getting survivorship care? I think
that it is really important in our understanding of the long-term
effects of these different therapies and combinations.” Panelists
noted that there is a lack of large, pooled clinical trial data that
can provide insight into how melanoma treatments not only
impact the course of melanoma itself, but also the overall quality
of life of patients over the long-term. There is also a personal
toll on patients from having to come in for appointments and

imaging very frequently in addition to the financial burden of

“Early-stage survivors still experience
a lot of issues and concerns both
physical and emotional.”

DR. RACHEL VOGEL

numerous visits and testing. While some patients appreciate
the close monitoring and care, for others, this high frequency
of appointments and testing is disruptive and intrusive in their

daily lives.

The panelists also discussed the potential for over-treatment.
Sometimes melanoma treatments are too aggressive and may
cause severe side effects that can negatively impact a quality

of life. Some therapies can result in lifelong toxicity or side
effects for the patient. There is a need to look at patient imaging
and blood tests together in a coordinated way to understand

the long-term impacts of melanoma treatment. Developing a
database and focusing research in this area could be an important

way to move forward.

The panelists agreed that disseminating the latest knowledge
and best practices for melanoma treatment outside of major
academic medical centers is challenging. It is important to
continue having conversations and sharing information about
the best identified practices for managing melanoma patients,
so that community doctors outside of major centers can stay
up to date. The conversation touched on the need for better
collaboration between different specialties, including medical
oncology, surgical oncology, and dermatology. There was also
a discussion about the role of survivorship clinics and the
importance of long-term follow up, even for patients who have

been disease-free for several years.

The potential role of social media and other platforms in
educating patients and providing them with accurate information
also was discussed. However, the panelists expressed concerns
about the risks associated with physicians engaging on social
media and the need for proper training and guidelines.

Throughout the conversation, there was a strong emphasis

on the importance of involving patients in research, breaking
down barriers to care, and improving communication and
collaboration between different specialties to provide the best
possible care for patients with melanoma. ©



The MRA
Melanoma Exchange
Patient and Advocate Forum

MRA’s Melanoma Exchange Patient and Advocate Forum, held
in-person in Washington DC and virtually on February 21, 2024,
brought together hundreds of melanoma patients, survivors,
advocates, and their loved ones to provide lay-friendly,
state-of-the-science education, promote collaboration and

networking across the melanoma community.

The forum brought 650 people together for the in-person and
simulcast program. Participants left with practical tips and strategies
to get the most out of their care while navigating the challenges of
melanoma diagnosis, treatment, and beyond.

Videos from the 2024 Melanoma Exchange Patient and Advocate Forum
are available at CureMelanoma.org/Forum


http://www.CureMelanoma.org/Forum

Eugene Semenov, MD, MA — Massachusetts General Hospital

Melanoma Unraveled: Decoding Individual Risk,
Amplifying Awareness, and Pursuing Precision

In recent years, the rate of new melanomas has risen worldwide, but research advancements
and improved treatments have fortunately led to declining mortality. Understanding
individual risk factors beyond the well-known risks of UV exposure is crucial for enhancing
prevention and early detection efforts. This article explores the perspectives of leading
experts on key melanoma risk factors, innovative public awareness campaigns, and the

I
importance of accurate diagnosis and staging in increasing early detection and further

reducing deaths due to melanoma. Dr. Eu gene Semenov’s

o presentation focused
Exploring Risk Factors .
on risk factors beyond
Dr. Yevgeniy (“Eugene”) Semenov, a dermatologist at Massachusetts General Hospital,

stated that he and other dermatologists are invested in answering the question “how do we exposure to uv rays.
prevent melanoma from occurring in the first place?” During Dr. Semenov’s presentation

at MRA’s 2024 Melanoma > Exchange Patient Forum he focused on risk factors for

melanoma beyond exposure to UV rays, the latter being extensively covered and well-known

to most patients.

Moles
First, Dr. Semenov talked about moles as a risk factor. He mentioned that atypical
or dysplastic moles can increase your melanoma risk. “If an individual has 5 or more

[atypical moles], it’s almost a tenfold higher risk by comparison to those who don’t have
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“There’s a 75% lifetime risk of

melanoma among those who used

tanning beds before age 35.”

DR. EUGENE SEMENOV

any atypical moles.” He showed examples of what atypical
moles look like — irregular borders, variations in color, and
larger-than-typical moles. In addition, the total number of
moles an individual has also matters. Dr. Semenov shared
that “patients with more than 100 moles had nearly a seven-
fold increased risk of developing melanoma by comparison

to patients who had 15 moles or fewer.”

Skin Phototype
One’s skin type and ability to tan, also known as phototype,
is another major factor that influences their risk of
developing melanoma. For example, a person with Type 1
phototype cannot tan without burning, while a person with
Type 4 phototype typically has olive or moderate brown
skin that tans easily and burns minimally. He explained that
“Type 1 patients have about a six-to-seven-fold increased
risk of developing melanoma than a patient with Type 4.”
This means that people with very fair skin that burns easily
have a much higher melanoma risk. Blistering sunburns
— especially during childhood — increase melanoma risk,
particularly for those with a history of more than five

sunburns.

Age & Family History

As people age, their melanoma risk increases, too. Dr.
Semenov noted that “the peak incidence of melanoma
actually occurs among individuals 75 years [and] older.”
Another major risk factor is having a close family member
with melanoma, especially multiple relatives. He said, “if you
have two or more first-degree relatives [with] melanoma...
that person gets pretty close to 20 [times increased risk].”
This suggests a genetic predisposition.

UV Exposure
As is widely known, exposure to UV radiation, like excessive
sun exposure or tanning beds, also elevates risk. Experts

believe that 90% of melanomas are caused by overexposure

to UV radiation. There’s “a 75% lifetime risk of melanoma
among those who used tanning beds before age 35.” It is also
important to point out that UV exposure is cumulative and
that you can’t undo damage that has already occurred.

Personal History of Cancer and Other Conditions
Having a history of precancerous or cancerous conditions,
such as leukemia, non-melanoma skin cancers like basal cell
carcinoma or squamous cell carcinoma, actinic keratosis
(precancerous skin lesions), or a previous melanoma,
significantly increases an individual’s risk of developing
melanoma in the future. Some other notable risk factors
mentioned were having had childhood cancer and organ
transplants that required immunosuppressive drugs. People

living with HIV/AIDS are also at increased risk of melanoma.

Be sure to let your doctor or dermatologist know if you have

a history of any of these conditions.

Occupational Risks

Certain occupational exposures increase risk, such as being
a firefighter or a pilot. Firefighters’ increased risk “is thought
to not be because they’re getting more sun, but they’re
inhaling or coming in contact with carcinogens, and one

of these is polychlorinated biphenyls (PCBs).” It has been
reported that PCB exposure causes an increased risk of
developing cutaneous melanoma. Pilots and airline cabin
crew have increased risk because “at 9,000 meters, which is
the average cruising altitude for airplanes, the exposure to
UVA is about two-fold [higher than at ground level].”

Socioeconomic Status

People with lower socioeconomic status who develop
melanoma have a higher risk of mortality due to

factors like reduced access to health care and clinical
information, which often is related to delayed diagnosis
and poorer prognoses. “Ultimately these individuals tend
to be diagnosed with more advanced-stage disease, when
melanoma is harder to treat,” said Dr. Semenov.

Dr. Semenov closed by describing work about predicting
an individual’s personalized melanoma risk using advanced

computer modeling and specific risk factors. The goal is to

“triage the right patient to be seen by the right provider early on”

for melanoma screening and prevention.



Increasing Public Awareness

Later, during MRA’s 2024 Scientific Retreat, Dr. Sancy
Leachman, Oregon Health Sciences University, discussed a
public health campaign she pioneered in Oregon aimed at
increasing early detection of melanoma. The hypothesis for
the campaign was that a statewide early detection educational
program that tailors methods and content to both health

care providers and the public more broadly could improve
knowledge, attitudes, and behavior; ultimately reducing death

and costs related to melanoma.

The War on Melanoma (www.ohsu.edu/war-on-melanoma)
campaign is a comprehensive, multi-pronged effort to educate
various populations in Oregon about melanoma and encourage
regular skin checks. The main component was a campaign

with videos, radio ads, TV commercials, billboards, and social
media targeted at the 4.2 million Oregonians. “Melanoma is the
deadliest form of skin cancer but has a 99% survival rate when
caught and treated early, but that drops to 30% when caught
late,” said Dr. Leachman. “Melanoma stands out, it’s the cancer
you can spot and stop with your own eyes.” The campaign
delivered over 154 million media impressions across the state.
Social media campaigns promoting self-skin examinations are
most effective when they combine educational content with
confidence-boosting activities that increase people’s intentions

to perform self-exams.

Separate educational efforts targeted distinct groups involved

in melanoma detection and care. A curriculum was developed
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for people in the skin service industry, such as hairdressers
and tattoo artists, more than 1,200 of whom completed the
training program. For primary care providers who diagnose
most melanomas, newsletters were sent out, conferences
held, and over 800 providers used the campaign toolkit. This
included more than 100 rural health practices that will soon
be expanded through a partnership with the Oregon Health
Authority and Centers for Disease Control and Prevention.

For melanoma experts such as dermatologists, an imaging and
technology center was created to train providers on advanced
diagnostic tools and facilitate telemedicine for remote
populations. Dr. Leachman’s team developed an e-visit system
that allows patients to send images of skin areas to their
doctor for review, minimizing delays in scheduling or avoiding
in-person visits (this was especially important during the
height of the COVID-19 pandemic). The researchers deployed
anew tool using a dermatoscope attachment on a smartphone
that can provide higher-quality images for telemedicine,

reducing the need for follow-up appointments by about 50%.

Dr. Leachman believes the War on Melanoma efforts are
paying off, because data showed that Oregon went from
having the 6th highest incidence of melanoma in the United
States in 2012 to the 21st in 2019. More impressively, the
state’s mortality from melanoma ranking dropped from 11th
to 31st over the same period. While these preliminary findings
are exciting, the team continues to monitor the impact of

the War on Melanoma campaign. One unexpected early

Data showed that Oregon went from
having the 6t highest incidence of
melanoma in the United States in 2012
to the 21°t in 2019 and mortality from
melanoma ranking dropped from 11t

to 31t over the same period.
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“One of the aspects of high-quality
melanoma treatment is to never
trust the diagnosis, try to reassess
everything.”

DR. REINHARD DUMMER

finding, however, was that the team observed costs of melanoma
treatment in Oregon increased to $128 million from 2012 to 2021,

in part because of the high costs for immunotherapy drugs.

Dr. Leachman expressed optimism about innovative technologies
on the horizon that combine imaging, molecular screening,

and artificial intelligence to enhance early detection. She cited

a patient quote as inspiration: “Together, we can eliminate
melanoma as a cause of death.”

The Importance of Accurate Diagnosis

Dr. Reinhard Dummer, University Hospital Zurich, discussed
the importance of accurate diagnosis and staging in melanoma
treatment. He emphasized the need to question and reevaluate
initial diagnoses, stating “one of the aspects of high-quality
melanoma treatment is to never trust the diagnosis, try to
reassess everything.” He provided an example of a suspicious
lesion that initially appeared concerning but was determined to
be benign after molecular testing.

Dr. Dummer highlighted the heterogeneity of melanocytic
lesions, with some being benign despite carrying mutations in
genes like BRAF, which can cause melanoma cells to grow and
divide uncontrollably, making it an important target for certain
treatments. He stressed the significance of obtaining the correct
diagnosis because it guides appropriate treatment and follow-up.
“If we have the right diagnosis, we have to do the right staging
procedures. And after that, if a patient has a high-risk situation,
we are able to deliver therapies that can have an impact on the

outcome.”

] o

Reinhard Dummer, MD — University Hospital Zurich

Regarding prognostic tests that can help inform treatment
decisions or monitor recurrence, Dr. Dummer expressed
optimism about these prognostic tests in the future. However,
he noted some current skepticism about their reliability for
treatment decisions as the tests today still need additional
prospective testing in clinical studies. “Unfortunately, these
tests are not yet currently investigated in a prospective way
that you really can trust.”

He acknowledged the potential value of biomarkers in
predicting treatment outcomes but emphasized their
limitations today in guiding treatment decisions. “These
biomarkers are most of the time prognostic so may identify
patients who are at higher risk of disease progression. There
are hardly any that are predictive, and they are not yet

mature to make treatment decisions,” stated Dr. Dummer. He
encouraged further research to identify crucial and reliable
biomarkers. Overall, he emphasized the importance of accurate
diagnosis, appropriate staging, and the need for more research
to develop reliable predictive biomarkers to guide personalized

melanoma treatment decisions.



J.B. Ward, PhD — Melanoma Patient Advocate

Scanxiety: Understanding, Managing,
& Thriving Beyond the Fear

Undergoing medical scans can be an incredibly stressful experience for patients
and their loved ones. The anxiety surrounding these procedures, referred to

“Until you actually feel

as “scan anxiety,” or more often “scanxiety,” encompasses a range of worries
and fears about the scanning process itself as well as the potential results and and allow you rself to have
what they might mean for one’s health. This overwhelming sense of distress compa ssion for you rself
can manifest in various ways, both physical and psychological, impacting a

. e , and others, it can be very
person before, during, and after scans. By shedding light on this phenomenon . .
from a patient’s perspective, J.B. Ward, a psychologist and melanoma survivor challen ging to improve your
herself, delved into the multifaceted nature of scanxiety, offering insights into expe rience.”

its triggers, coping strategies, and the importance of self-compassion and open J.B. WARD
communication in navigating this challenging experience.

Coping with “Scanxiety”: A Patient’s Perspective

“Some people describe it as a physical feeling of distress that can occur before,
during, and after a scan,” said Dr. Ward. A recent study looked at all the different
parts of scanxiety to better understand it and found that worries about the actual
scan procedures themselves, such as unfamiliar equipment, claustrophobia,
physical discomfort, and radiation exposure, are common. However, concerns

about the scan results and what they might mean often loom larger, according




Having a plan before,
during, and after your
scan can help you better
prepare for it emotionally,
mentally, and socially.

2024 MRA Patient Forum Participants

to Dr. Ward: “It’s more about the results themselves, and the
uncertainty and change that might come as a result of the
findings.”

Importantly, it’s not just the patient who experiences scanxiety.
As Dr. Ward pointed out, “It’s also caregivers, or really anybody
in your life ... my family members experienced it.” Just the act

of waiting and wondering can cause loved ones to feel anxious,
too. Scanxiety can happen at any point — weeks or even a month
before the scan, the day of, during the procedure itself, or even
after getting the results. And it feels different for everyone.

It’s “not just fear” but can involve physical symptoms such as
increases in heart rate, psychological distress like nervousness,
and racing thoughts. The important thing is recognizing your

own personal experiences with scanxiety.

Tips and Tools to Manage Scanxiety

Dr. Ward highlighted that scanxiety is a valid experience that
shouldn’t be dismissed. “Self-compassion” in accepting these
feelings as normal is key: “Until you actually feel and allow

yourself to have compassion for yourself and others, it can be

very challenging to improve your experience.”

Reflecting on your own personal triggers and timing of anxiety

can also help. “If you take a moment to self-reflect and ask
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questions about what is particularly challenging for you, you may
be able to use that to help inform a plan,” she advised. Quoting
Dr. Leslie Waltke, oncology physical therapist and creator of
patient resource the Recovery Room, Dr. Ward explained that
the goal is to “make it suck less” through compassionate self-

awareness and proactive coping.

Self-advocacy involves putting self-compassion into practice

by taking steps to make positive changes for yourself, which

can be extremely difficult, even though we often advocate for
others. Dr. Ward shared that we’re good at helping others but
doing things for ourselves can be really tough — even when
those things would improve our well-being. Letting yourself take
steps to make positive changes for your own sake may require
overcoming major obstacles.

Strategies for Managing Scanxiety

Information about how to manage scanxiety is limited. However,
from the available research, several themes emerge. Using
multiple approaches like distraction and education may be more

effective than one technique alone.

Dr. Ward outlined four key areas to focus on to feel more
grounded: mind, body, existential/spiritual, and self-compassion.
Each person may struggle in different domains. She said,



“Everybody’s different so you really need to look at your own

experience to see what is challenging for you.”

“Self-advocacy involves actively managing your thoughts and
finding what works best for you when dealing with medical
issues. Writing things down can help get thoughts out and
prepare for appointments.” Others find personal rituals or
superstitions comforting, Dr. Ward said, “At a certain point, my
husband was not allowed to come to my appointments anymore.
My sister came, and ever since then, things were great.” Some
patients prefer to access any test results in advance, using their
electronic medical record before going to the doctor’s office, “so
that they have time to process and come up with questions.” But
others need to be right there in the room with their provider
when they get those results, or else their panic is at an all-time
high. “The key is knowing yourself and what works for you when

advocating for your needs.”

Reinforcing social support, although difficult, can be beneficial:
“Support comes from kind words ... or people offering to help
around the house.” And “these people may also be experiencing
[your] same scanxiety.” Self-reflection about physical changes,
worries, and fears is important, too. Dr. Ward suggested that
digging into and identifying these difficult feelings can help
produce a plan, although the process can be tough.

Dr. Ward shared Dr. Leslie Waltke’s YouTube channel resource
called “Recovery Room,” and a video called “Coping with
Scanxiety.” The resource highlights “having a before-scan plan”
to prepare physically, mentally, and socially, such as “scheduling
lunch with your friend” or “a relaxing massage.” Then have “a
distraction plan” right before the scan that includes things like
“taking someone with you in the waiting room, walking the
halls, using music and videos.” Finally, create a post-scan plan
by asking the medical team how you will be getting your results
and potentially making changes to it, such as walking over to

a different room and picking up the results early. As Dr. Ward
stated, the key is “making the plan around actually obtaining the
results and knowing [the plan] ... so that you can advocate for

something that would work best for you.”

Visualization can also be a helpful technique during medical
scans or moments of intense anxiety. If you feel out of control
in those situations, visualizing a particular scenario or outcome
can provide a sense of control. Engaging the mind through
visualization allows you to direct your thoughts in a positive way
during the scan or when anxiety spikes.

Positive thinking is not just an attitude, but a discipline that
requires consistent effort and continuous learning over time. It
involves “work” and is an “active” process of diligently training
your mindset, rather than just trying to passively adopt a
positive attitude.

For some people, combining a mantra with spirituality can be
beneficial. Mantras, which involve mentally repeating a phrase
or thought, can be very helpful when experiencing recurring
thoughts or anxiety. The practice of using a spiritual mantra

works well in various situations and settings.

Communication with Friends and Family

Communication and planning on how to share information
with family and friends are important for managing scanxiety.
As Dr. Ward shared, “We had to come up with a game plan
because people were texting me ... and it was actually upsetting
to me when I was getting these texts while I was actively
working to distract myself.” Having an open conversation
helped everyone understand her needs and that she would

let family know the specific day and time that she would get
the results and then call them afterwards. ‘Just having that
understanding of when and what the results are going to be
like, and how those will be communicated was helpful for

everybody.”

When to Seek Help

It’s important to know when to seek help from a professional
or counseling support group. Dr. Ward recommended getting
assistance “if you notice that scans are getting in the way of
your life” or “if you’re having a hard time coming up with a
plan to deal with it.” Help should also be sought “if you’re
making decisions that might not be recommended for you to
do based on your medical care” or “if you’re having concerns
about the procedure itself that are problematic.” Many clinics
have people on staff who can help with scanxiety. “Large
medical centers will have easy referrals to professionals

that they know who can help with these things.” Dr. Ward
suggested a few online resources such as Findhelp (www.
findhelp.org) and CancerCare (cancercare.org). Another
option is to check your health plan for mental health providers
that are in-network. Local cancer organizations often have
resources as well. “It’s great to have someone else to talk

to and to help come up with an individual plan to manage
scanxiety,” concluded Dr. Ward. ©


http://www.findhelp.org
http://www.findhelp.org
http://cancercare.org

(L to R): Chris White, Colleen Wittoesch, and Leah Adams — Melanoma Advocates
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Breaking Barriers: Demystifying Clinical Trials

Clinical trials in melanoma are critical in testing new therapies and treatment

combinations with the aim of improving outcomes for patients. At the Melanoma

Research Alliance’s 2024 Melanoma > Exchange Patient Forum, in a session

moderated by Dr. Janice Mehnert of NYU Langone, patient advocates shed light on —

the risks and benefits associated with participating in clinical trials, underscoring the Research as a treatment

courage of patients who enroll and contribute to driving scientific progress. ] .
option is no longer a last

Throughout their discussion, the panel addressed common concerns and barriers

resort, and it should be
faced by patients, such as side effects, financial constraints, and accessibility issues.

They also discussed motivating factors that inspire patients to participate in clinical discussed as part of a
trials, as well as strategies for overcoming misconceptions and advocating for oneself patient’s initial d|ag nosis.

throughout a clinical trial journey.

The Transformative Power of Clinical Trials

To get the conversation going, Dr. Mehnert stated that research as a treatment
option is no longer a last resort, and that now more than ever it should be discussed
as part of a patient’s initial diagnosis. She noted, however, that financial toxicity as
well as access to clinical trials were barriers for many patients. She also explained the
different phases of clinical trials, noting that “Phase 1 trials have really changed over
the years to actual studies that can help bring the drug to market.” She stated that



Phase 2 studies look more closely at efficacy signals, and Phase 3
trials compare the novel treatment with standard of care.

When discussing risks and benefits of trials, Dr. Mehnert
acknowledged “whenever you’re trying something new, there’s
an element of risk.” She praised the “bravery” of patients who
participate in clinical research, as their involvement moves
science forward. Through several patient stories Dr. Mehnert
illustrated how clinical trial access can be empowering and allow
those who participate to have extra months or years with loved
ones. However, there can be significant barriers for patients to
enroll in clinical trials. She stressed that “timing, advocacy, and
just the power of having someone who’s going to push that rock
uphill” is often key in overcoming challenges, like insurance

denials.

While clinical trials always have risks, they provide critical access
to promising new therapies. As Dr. Mehnert concluded, behind
every major research advancement is “a whole army” of doctors,
research staff, and brave patients working together to drive

progress.

Learning From the Patient Experience

“If there was no research, there would be no treatments,” said
Leah Adams, melanoma patient advocate and caregiver. She

was diagnosed with Stage 1 melanoma, and not long after, her
father was diagnosed with metastatic melanoma. Because there
was a known family history of melanoma on her father’s side,
Adams and her father enrolled in a study at their cancer center
to examine the role of genetics in melanoma. Recently her father
enrolled in another study looking into brain necrosis (the death
of cells in an organ or tissue) after radiation treatment for brain
metastases, which sometimes is mistaken for disease progression
on scans. Adams explained that she and her mother encouraged
her father to participate because “if it weren’t for us participating
in this clinical research, we wouldn’t get this profound data that
is showing so much promise and hope, ultimately bringing us

closer to a cure for melanoma.”

Colleen Wittoesch, also a patient advocate on the panel agreed:
“I have faith in the researchers who dedicate decades to their
studies ... and I'm sitting here today because of that.” She
enrolled in a Phase 2 clinical trial to treat her brain metastases
that had spread from melanoma of no known primary origin.
She explained that she was motivated to participate not just to
save her own life, but to advance research for future patients: “I

Janice Mehnert, MD — NYU Langone Health

knew if we could get through the clinical trial, that we’d have the
data that the researchers could use.” Wittoesch formed a close
relationship with her care team, seeing them as partners: “I'm
helping them as they’re helping me.” Though she experienced
toxicity due to the treatment, her brain metastases responded,
allowing her to extend her participation in the trial. She
encourages patients to view clinical trials as a valid treatment
option rather than a last resort, noting that she had alternatives
but chose the trial. Wittoesch advocated for improving
accessibility, because few patients who are eligible actually enroll

in a clinical trial due in part to barriers like cost and travel.

Chris White, a mucosal melanoma patient advocate, mentioned
that self-advocating can also be important to get access to clinical
trials. Because he had brain metastases, it was a struggle for him
to enroll in a trial of tumor-infiltrating lymphocyte (TIL) therapy
(TILs are a type of immune cell that can recognize and kill cancer
cells). Patients with brain metastases are often excluded from
clinical trials, a barrier that is slowly starting to change as more
investigators and pharmaceutical companies recognize the clear
unmet need facing these patients. White emphasized the need

to ask questions throughout the cancer journey, even though

you may not know all the right questions at the start: “You don’t
know what you need to know, until you need to know it.” White
shared that he learned over time to ask about costs, side effects,
and clinical trial options up front. He encouraged patients to

engage with their medical team early and often as partners.

Addressing Questions and Concerns

“When I went in to discuss the trial, the first thing I asked about

was, of course, finances — what was going to be covered, and

. 3
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(L to R): Leah Adams, Janice Mehnert, MD, Colleen Wittoesch, and Chris White

what was not,” stated Wittoesch. She shared that the biggest
barrier to participating was getting insurance coverage. Other
concerns, such as side effects, were discussed with her care team
and they reassured her they had options to manage them should
they arise. “I was open and ready to use any type of research that
was out there, because I knew my diagnosis was pretty bad. So, I
was ready to take the risk.” For Wittoesch, a clinical trial was the
only way to access new drugs to treat her disease that were not
publicly available.

White shared that one of his concerns was about how this new
type of T cell immunotherapy — TIL therapy — works. His
doctor’s simple explanation about the way cells from his tumor
would be harvested and used to fight his melanoma helped him
understand the treatment protocol. Other concerns were about
insurance, trial location and travel, length of hospital stay, and
logistics of getting the therapy. White said he asked his doctors

“anything that you could possibly think of when you have to leave

town for a month” to prepare for the treatment and hospital
stay. He also asked about other survivors’ experiences and their
specific melanoma subtype to learn about what to expect. He
wanted to know specifics about what kinds of clothes to pack,
and if he could bring items from home, like blankets and pillows,

to make his hospital stay more comfortable.

Overcoming Misconceptions
About Clinical Trials

Wittoesch said that there are misconceptions about clinical
trials being just for the drug companies’ benefit, but they are

really focused on helping patients. It’s important for patients to
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“I have faith in the researchers
who dedicate decades to their
studies ... and I’'m sitting here
today because of that.”
COLLEEN WITTOESCH

advocate for themselves and not be afraid to ask questions: “You
have to be your own advocate, empower yourself,” she said.

Her experience was that clinical trial staff were very responsive
to questions or concerns: “I think there needs to be constant

education, so that people aren’t always looking at this with fear.”

Dr. Mehnert commented that the patients enrolled in clinical
trials receive a great deal of attention from trial care team
members simply because of the need for frequent interactions,
testing, and monitoring. As a result, there is more patient/
doctor/clinical staff interaction and patients get extra attention,
which is hugely beneficial for them. She also encouraged
patients to seek a second opinion at a National Cancer Institute
(NCI) designated cancer center from clinical experts who can
provide additional advice and perspectives, so patients feel that

they are making the most informed decisions.

Motivating Factors

All of the patients agreed that family was a huge motivating
factor for participating in a clinical trial. White was in his

30s and had a strong will to live. “Every single FDA approved
treatment at one point in time was first tested in clinical trials,
it always has to start somewhere,” added Adams. Without
volunteers, there would be no new treatments for melanoma,
and it is important to contribute to the future so that every
patient has access to the best treatment. “If not for brave
individuals that are willing to put themselves out there and
enroll in clinical research or clinical trials, we would not have

come this far over the last 15 years,” she stated. ©
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FEBRUARY 21 - 24, WASHINGTON DC

Wednesday, February 21

7:30am-5:00pm

12:00-5:30pm

4:00-8:00pm
5:30-6:00pm
6:00-7:30pm

Grant Review Commiittee Meeting (by invitation)
Melanoma Patients, Advocates & Foundations Forum

Stephanie Kauffman, MRA President & Chief Operating Officer
Cody Barnett, MRA Senior Director of Communications and Engagement and MRA Patient,
Advocates and Foundations Forum Chair

Retreat Registration open
Sponsor Toast/Reception

Opening Reception

Thursday, February 22

6:30am-6:00pm
7:30-8:45am

7:30-8:45am

8:45-9:00am

9:00-9:30am

9:30-10:35am

9:30-9:55am

Registration
General Breakfast

Young Investigators Breakfast (by invitation): How to Work with Industry
Gideon Bollag, Opna Bio
Crystina Bronk, Mural Oncology
J. Silvio Gutkind, UC San Diego
Clemens Krepler, Merck
Poulikos Poulikakos, Icahn School of Medicine at Mount Sinai

Opening Remarks Day 1
Marc Hurlbert, MRA CEO
Leah Adams, Patient Advocate
Kellie Cereceres, Patient Advocate
Joan Levy, MRA CSO

Keynote Lecture 1: Patrick Hwu, Moffitt Cancer Center
Next generation T cell therapy for melanoma

Scientific Session 1: Adoptive Cell Therapies
Chair: Leyuan Ma, University of Pennsylvania

Anusha Kalbasi, Stanford University
IL13Ra. Chimeric Antigen Receptor (CAR) T cells for metastatic melanoma



9:33-10:15am

10:15-10:35am

10:35-10:45am

10:45-11:50am

10:45-11:10am

11:10-11:30am

11:30-11:40am

11:40-11:45am

11:45pm-1:20pm

1:20-2:45pm

1:20-1:45pm

Navin Varadarajan, University of Houston

Metabolic plasticity of T-cell therapies: muti-omic profiling of interacting human tumor-infiltrating

lymphocytes and autologous tumor cells

Cristina Puig-Saus, UCLA
Engineering a potent T cell response against solid tumors

Break

Scientific Session 2: Enhancing T cell Responses

Chair: Jamie Spangler, Johns Hopkins University

Linda Bradley, Sanford Burnham Prebys

Advancing immune checkpoint inhibition of PSGL-1 for treatment of melanoma

Vijay Kuchroo, Harvard University

Checkpoint molecules, Tregs and induction of anti-tumor immunity

Amie Bunker, Program Manager, Melanoma Research Program (MRP) CDMRP

Congressionally Directed Medical Research Programs (CDMRP) Melanoma Research Program

grant announcements

Transition to lunch: Tanisha Jackson, MRA Scientific Program Director

Networking Lunch and General Roundtables

1.
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Acral + Mucosal Melanoma Patient Registry

In transit melanoma

Biomarkers — ‘liquid biopsy’ ctDNA, and tumor biomarkers
irAE — understanding immune-related adverse events

Brain metastasis, leptomeningeal disease, and tumor dormancy
Microbiome

Cell based therapy (CAR-T, NK cells, TILs)

Neoadjuvant and adjuvant therapy

Clinical trials — patient recruitment and decentralized trials

. Prevention (primary prevention)

Diversity — Women & Underrepresented groups in melanoma research & care

. Targets & drug discovery for new treatments

Early Detection & Diagnosis (AI, imaging, machine learning)

Tumor microenvironment

Genomics — Role of genetics, genomics & epigenetics; single cell technologies
Uveal melanoma

Vaccines and intralesional therapies

. Microbiome

Scientific Session 3: Metastatic Melanoma and In-Transit Disease

Chair: Zachary Buchwald, Emory University

Michael Davies, University of Texas, MD Anderson Cancer Center

Melanoma CNS metastases — Progress, challenges, and opportunities
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1:45-2:05pm

2:05-2:25pm

2:30-3:00pm

3:00-3:40pm

3:45-5:00pm

3:45-4:00pm

4:00-4:15pm

4:15-4:30pm

4:30-4:45pm

4:45-5:00pm

5:00-5:05pm

5:15-6:45pm

7:00-10:00pm

Georgia Beasley, Duke University
Findings from the in-transit metastatic melanoma consortium

David Liu, Dana Farber Cancer Center
Tumor and immune evolution in in-transit melanomas

Break

Scientific Session 4: Advances in Melanoma Detection and Diagnostics
Moderator: Marc Hurlbert

. Sancy Leachman, Oregon Health Sciences University

« Reinhard Dummer, University Hospital Zurich

Scientific Session 5: Highlighting MRA Young Investigator Awardees
Chair: Vito Rebecca, Johns Hopkins University

Rare Melanomas

Priya Nagarajan, The University of Texas, MD Anderson Cancer Center

Male genitourinary melanoma: Pilot analysis of clinicopathologic, genomic, transcriptomic
features and tumor-infiltrating lymphocytic infiltrate

Kasey Couts, University of Colorado
Epigenetic regulation of mucosal melanoma immunity

Novel Therapies
Liron Bar-Peled, Massachusetts General Hospital

An ‘omics approach to melanoma drug discovery

Teresa Davoli, New York University
Investigating the role of copy number alterations in cancer immune evasion

Jeffrey Ishizuka, Yale School of Medicine
Activating dsRNA sensing in melanoma to overcome immunotherapy resistance

Closing Remarks Day 1: Nicholas Starink, MRA Senior Associate, Registry and Grants Program

Poster Session Reception (Dermatology Fellows, Young Investigators, Pilots and Sponsors)
Light refreshments; all retreat attendees encouraged to attend

Dinner Succotash, 915 F St. NW, Washington, DC 20004 (Pre-registration and ticket required)

Friday, February 23

6:30-10:00am
7:30-9:00am

7:00-8:50am

9:00-9:05am

9:05-9:35am

Registration open
General Breakfast

Industry Roundtable Breakfast (by invitation only)
Opening Remarks Day 2: Tanisha Jackson, MRA Scientific Program Director

Keynote Lecture 2: Yardena Samuels, The Weizmann Institute of Science
Revisiting the neoantigen approach to cancer immunotherapy



9:35-11:20am

9:35-10:00am

10:00-10:20am

10:20-10:40am

10:40-11:00am

11:00-11:20am

11:20-11:25am

11:25-12:30pm

12:30-12:35pm

12:35-1:30pm

Scientific Session 6: The Tumor Microenvironment
Chair: Feng Liu-Smith, University of Tennessee Health Science Center

Yochai Wolf, The Sheba Fund for Health Service and Research
mRNA-based re-programming of terminally differentiated TILs

Andrew White, Cornell University
Ccrz+ monocyte-derived macrophages influence trajectories of acquired therapy resistance

Break

Emily Bernstein, Icahn School of Medicine at Mount Sinai
Histone variant regulation of the melanoma microenvironment

Victor Engelhard, University of Virginia
Formation and function of tertiary lymphoid structures in melanoma

Introduction of Closing Panel: Joan Levy, MRA Chief Scientific Officer

Closing Panel: Disease Management Across the Continuum: Dermatology, Surgery,
Oncology, and Survivorship
Moderator: Omid Hamid, Cedars-Sinai, The Angeles Clinic and Research Institute

. Dermatologist: Rajan Kulkarni, Oregon Health and Science University
. Surgery: Charlotte Ariyan, Memorial Sloan Kettering Cancer Center

. Oncology: Harriet Kluger, Yale School of Medicine

« Survivorship: Rachel Vogel, University of Minnesota

Closing Remarks: Stephanie Kauffman, MRA President and COO

Lunch and Departures

M
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Melanoma > Exchange
Patient & Advocate Forum Agenda

FEBRUARY 21, 2024

11:30-11:45 am
11:45-1:00 pm

1:00-1:10 pm

1:10-1:55 pm

1:55-2:50pm

2:50-3:20pm

3:20-4:20pm

Registration & Check In*
Networking Roundtables with Lunch*

Welcome Remarks
Stephanie Kauffman — President & COO, Melanoma Research Alliance, MRA
Cody Barnett, MPH - Senior Director of Comms & Patient Engagement, MRA

The Melanoma Standard of Care & Emerging Research

The melanoma treatment landscape has dramatically changed in the last decade. This talk
will give participants a shared foundation and will ground the full program.

Sapna Patel, MD — MD Anderson Cancer Center

Leaving No Patient Behind: Current Research Challenges
We’re making incredible progress in melanoma research, but it isn’t all smooth sailing. Hear from
experts in the field about key challenges facing patients, clinicians, & researchers alike.

Alex Shoustari, MD — Memorial Sloan Kettering Cancer Center

Janice Mehnert, MD — New York University Perlmutter Cancer Center
Michael Davies, MD — MD Anderson Cancer Center

Moderator: Sapna Patel, MD — MD Anderson Cancer Center

Scanxiety: Understanding, Managing, & Thriving Beyond the Fear

Learn tips and strategies to mitigate and manage the emotional and psychological impacts
of upcoming exams, scans, or other anxiety inducing hurdles that are all too often part of a
melanoma journey.

J.B. Ward, PhD - Patient Advocate, Psychologist, & Fine Artist

Breaking Barriers: Demystifying Clinical Trials
Gain valuable first-hand insight into what clinical trials are, how they operate, and possible
benefits and risks from this enlightening panel.

Leah Adams - Patient Advocate

Chris White — Patient Advocate

Colleen Wittoesch — Patient Advocate

Moderator: Janice Mehnert, MD — New York University Perlmutter Cancer Center



4:20-4:50pm Understanding Melanoma Risk: Going Beyond UV
We know that about 90% of melanomas are caused by UV exposure, but what about those other 10%?
Are there genetic risk factors to consider too?

Eugene Semenov, MD — Massachusetts General Hospital

4:50-5:50pm Panel Discussion: Living with Melanoma
Get tips and strategies from this diverse panel of people who have all been impacted by melanoma.

Trena Brown — Patient Advocate

Camille Price — Patient Advocate

Elizabeth McGowan — Patient Advocate

James Skelton — Patient Advocate

Moderator: Cody Barnett, MPH — Melanoma Research Alliance

5:50-6:00pm Closing & Wrap-up

6:00-7:30pm Patient, Advocate, & Researcher Reception*

Download Meeting
Materials:

Scan the QR code or visit
CureMelanoma.org/Forum-Materials



http://www.CureMelanoma.org/Forum-Materials

MelanOma

Research Alliance

2024 Scientific Retreat Participants

Kris’tina Ackerman
Melanoma Research Alliance
kackerman@curemelanoma.org

443-521-0840

Friedrich Ackermann
NeraCare GmbH
Friedrich.ackermann@neracare.com

David Adams

Wellcome Sanger Institute
dai@sanger.ac.uk
+44-7826-842781

Leah Adams

Patient Advocate
theleahalexis16@gmail.com
216-906-8851

Rhoda Alani
Boston University
alani@bu.edu
443-286-1826

Rodabe Amaria
MD Anderson Cancer Center
rnamaria@mdanderson.org

720-371-6459

Niroshana Anandasabapathy

Weill Cornell Medicine Meyer Cancer
Center

niroananda@gmail.com

650-776-7257

Frances Andtbacka
Merck & Co.
frances.andtbacka@merck.com

917-297-2926

Christina Angeles
University of Michigan
angelesc@med.umich.edu
617-780-9905

Andrew Aplin

Thomas Jefferson University
andrew.aplin@jefferson.edu
215-720-6263

Maria Aranda

Nature
v.aranda@us.nature.com
646-596-3004

Joshua Arbesman
Cleveland Clinic
ARBESMJ@ccf.org
716-572-7471

Charlotte Ariyan

Memorial Sloan Kettering Cancer Center
riyanc@mskcc.org

646-673-2341

Maryam Asgari

University of Colorado Denver
maryam.asgari@cuanschutz.edu
650-248-0686

Kelly Ashton
Patient Advocate

Michael Atkins

Georgetown Lombardi Comprehensive
Cancer Center
mbagi@georgetown.edu

617-797-5460

Phyu Aung

MD Anderson Cancer Center
paung@mdanderson.org
216-548-1153

Alex Avila

Moderna
Alex.avila@modernatx.com
617-640-1819

Tobias Bald
University of Bonn
Tobias.Bald@ukbonn.de

+49-151-188-53471

Cody Barnett

Melanoma Research Alliance
cbaranett@curemelanoma.org
717-880-7100

Liron Bar-Peled

Massachusetts General Hospital/Harvard
Medical School
Ibar-peled@mgh.harvard.edu

617-519-6531

Kevin Barry
Fred Hutchinson Cancer Center
kbarry@fredhutch.org

425-466-8437

Kristina Baum
Patient Advocate
baum.kristina@gmail.com

941-224-4777

L to R): Debra Black — MRA Board Chair and Co-founder, Chris White — Patient Advocate, & Marc Hurlbert, PhD — MRA Chief Executive Officer
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Georgia Beasley
Duke University
georgia.beasley@duke.edu

919-812-4397

Alfonso Bellacosa

Fox Chase Cancer Center
Alfonso.Bellacosa@fccc.edu
267-210-0605

Danielle Bello
Memorial Sloan Kettering Cancer Center
bellod@mskcc.org

516-659-5157

Deanna L. Benson
Icahn School of Medicine at Mount Sinai
deanna.benson@mssm.edu

917-355-0401

Pietro Berico

New York University School of Medicine
pietro.berico@nyulangone.org
929-606-4827

Emily Bernstein

Icahn School of Medicine at Mount Sinai
emily.bernstein@mssm.edu
516-606-1231

Allison Betof Warner

Stanford University School of Medicine
allison.betof@stanford.edu
215-208-3677

Pratip Bhattacharya

The University of Texas, MD Anderson
Cancer Center
pkbhattacharya@mdanderson.org

713-454-9887

Ken Billett

Patient Advocate
kbillettuf@gmail.com
901-826-5965

Debra Black
Melanoma Research Alliance
Board Chair and Founder

Leon Black
Melanoma Research Alliance
Board Member and Founder

Christian Blank

The Netherlands Cancer Institute
c.blank@nki.nl

+31-61-934-7800

MRA Board of Directors (L to R): Jonathan Simons, MD, Leon Black, Debra Black, Michael Milken, Suzanne Topalian, MD, Michael Klowden,
Amanda Eilian, & Barry Cohen

Kim Blenman
Yale University
kim.blenman@yale.edu

475-261-5205

Genevieve Boland
Massachusetts General Hospital
gmboland@partners.org
202-422-3697

Gideon Bollag

Opna Bio
GBollag@opnabio.com
510-734-9039

Marcus Bosenberg
Yale University
marcus.bosenberg@yale.edu

203-535-8337

Linda Bradley

Sanford Burnham Prebys Medical Discovery
Institute

Ibradley@sbpdiscovery.org

858-395-7077

Erin Branvold
Replimune
Erin.Branvold@replimune.com

740-381-1598

James Braxton
Castle Biosciences
jbraxton@castlebiosciences.com

336-944-1365

Tricia Brindle

Virtual Attendee

Novartis
tricia.brindle@novartis.com
862-246-0062

Steve Brody

O’Melveny & Myers LLP
sbrody@omm.com
202-306-8015

Crystina Bronk

Mural Oncology PLC
crystina.bronk@muraloncology.com
813-767-0928

Kevin Brown
National Cancer Institute
kevin.brown3z@nih.gov

301-978-6541

Trena Brown

Patient Advocate
trenabrown@gmail.com
202-368-9909

Zachary Buchwald
Emory University
zbuchwal@gmail.com
314-922-7200

Timothy Bullock
University of Virginia
tbsv@virginia.edu
434-882-5913

Amie Bunker

CDMRP
amie.d.bunker.civ@mail.mil
301-619-7089

Melody Burchett
A Cure in Sight
melody@acureinsight.org

919-885-5913
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(L to R): Marc Hurlbert, PhD — MRA CEO, Joan Levy, PhD — MRA CSO, Michael Milken, Milken Institute
& MRA Board of Directors, & Stephanie Kauffman, MRA President & COO

Karen Burke

Icahn School of Medicine at Mount Sinai
kebmdphd@gmail.com

917-299-8848

Robyn Burns

Virtual Attendee

Melanoma Research Foundation
rburns@emmes.com
202-299-2674

Elizabeth Burton

University of Texas, MD Anderson Cancer
Center

emburton@mdanderson.org

281-772-1554

Tracy Callahan
Patient Advocate
polkadotmamainc@gmail.com

919-225-4287

Julio Camarero

University of Southern California
jcamarer@usc.edu

323-442-1417

Junyue Cao
Rockefeller University
jcao@rockefeller.edu
207-812-8847

Chris Carr
Patient Advocate
bkwildlife@gmail.com

646-504-4671

Kellie Cereceres
Patient Advocate
boatgirl8.kc@gmail.com

916-712-6337

Kelvin Chan

Black Family Philanthropies
kchan@bfphilanthropies.org
646-589-8621

Paul Chapman
Weill Cornell Medical College
pbc2ooi@med.cornell.edu

917-538-9458

Kristina Chen
Pfizer
kristina.chen@pfizer.com

617-949-1966

Lynda Chin

Apricity Health
lynda@apricityhealth.com
713-702-2100

Jerry Edward Chipuk

Icahn School of Medicine at Mount Sinai
jerry.chipuk@mssm.edu

619-840-8458

Diego Chowell
Icahn School of Medicine at Mount Sinai
diego.chowell@mssm.edu

480-319-5185

Patty Cogswell

Rare Biorepository Consulting
rarebiorepositoryconsulting@gmail.com
919-619-1811

David Cohan
Replimune
nicole.schaeffner@replimune.com

732-309-4711

Barry Cohen
Melanoma Research Alliance
Board Member
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Renee Orcione — MRA Digital Engagement & Communications Manager

Ellie Cohen
Polka Dot Mama Melanoma Foundation
ellie.mensor.cohen@gmail.com

512-783-5746

Judith Colin

Patient Advocate
girlfriday33@hotmail.com
+44-7894-686801

Zelia Correa

University of Miami
zcorrea@med.miami.edu
305-326-6020

Collin Costello

Mayo Clinic
Costello.Collin@mayo.edu
928-592-2386

Kasey Couts

University of Colorado Anschutz Medical
Campus

kasey.couts@cuanschutz.edu

303-775-7744

Asha Das
U.S. Food & Drug Administration
Asha.das@fda.hhs.gov

240-672-6435

Diwakar Davar

University of Pittsburgh Medical Center
davard@upmc.edu

412-427-2404

Michael Davies

University of Texas, MD Anderson Cancer
Center

mdavies@mdanderson.org

713-501-4746


mailto:kebmdphd@gmail.com
mailto:rburns@emmes.com
mailto:emburton@mdanderson.org
mailto:polkadotmamainc@gmail.com
mailto:jcamarer@usc.edu
mailto:jcao@rockefeller.edu
mailto:bkwildlife@gmail.com
mailto:boatgirl8.kc@gmail.com
mailto:kchan@bfphilanthropies.org
mailto:pbc2001@med.cornell.edu
mailto:kristina.chen@pfizer.com
mailto:lynda@apricityhealth.com
mailto:jerry.chipuk@mssm.edu
mailto:diego.chowell@mssm.edu
mailto:rarebiorepositoryconsulting@gmail.com
mailto:nicole.schaeffner@replimune.com
mailto:ellie.mensor.cohen@gmail.com
mailto:girlfriday33@hotmail.com
mailto:zcorrea@med.miami.edu
mailto:Costello.Collin@mayo.edu
mailto:kasey.couts@cuanschutz.edu
mailto:Asha.das@fda.hhs.gov
mailto:davard@upmc.edu
mailto:mdavies@mdanderson.org

Teresa Davoli

New York University School of Medicine
teresa.davoli@nyulangone.org
617-963-9243

Tanja de Gruijl
Amsterdam UMC
td.degruijl@vumec.nl
+31-20-444-4063

Daniela De Zio
Danish Cancer Society Research Center
dzio@cancer.dk

+45-71-54-01-82

Dekker Deacon

Huntsman Cancer Institute, University of
Utah

dekker.deacon@hsc.utah.edu

805-705-9878

Mary Dean

Virtual Attendee

Society for Immunotherapy of Cancer
mdean@sitcancer.org

414-628-0945

Julie Dewey
Patient Advocate
Jbeans29@aol.com

315-729-0177

Prashanthi Dharanipragada
University of California, Los Angeles
pdharanipragada@mednet.ucla.edu
213-376-7254

Karen Dixon

Brigham and Women’s Hospital
Karen.Dixon@bwh.harvard.edu
+49-1702-665-445

Andrew Dudley
University of Virginia
acdz2g@virginia.edu
434-924-7766

J. Paul Duic

Merck
j.paul.duic@merck.com
516-507-2712

Adam Dupuy
The University of Iowa
adam-dupuy@uiowa.edu

319-594-2812

Shelton Earp

The University of North Carolina at
Chapel Hill
shelton_earp@med.unc.edu
919-357-6212

Amanda Eilian
Melanoma Research Alliance
Board Member

Joann Elmore

Virtual Attendee

David Geffen School of Medicine at UCLA
Elmore@mednet.ucla.edu

425-466-5579

Nora Engel
Temple University School of Medicine
noraengel@temple.edu

215-356-9197

Victor Engelhard

University of Virginia School of Medicine
vhe@virginia.edu

434-962-1588

Edward Epps
Novartis
Eddie.epps@novartis.com

978-852-4032

Neta Erez

Tel-Aviv University
netaerez@post.tau.ac.il
+972-54-4900130

Marissa Evslin

Patient Advocate
marissaevslin@gmail.com
808-634-4125

Mark Faries

The Angeles Clinic and Research Institute
mfaries@theangelesclinic.org
310-487-3298

Laurel Farr

Melanoma Research Alliance
Ifarr@curemelanoma.org
860-689-6447

Lola Fashoyin-Aje
US Food and Drug Administration
lola.fashoyin-aje@fda.hhs.gov

703-731-5930

Linda Fennell
Merck
linda.fennell@merck.com

571-536-5402

Rana Fiaz
Iovance Biotherapeutics
rana.fiaz@iovance.com

661-645-3572

Vicki Fish-Sidlow
Castle Biosciences
visidlow@castlebiosciences.com

435-901-1363

Maura Flynn

Melanoma Action Coalition
mauraf.mac@gmail.com
978-302-1004

Christiana Fogg
Science Immunology
cfogg@aaas.org
240-731-9392

(L to R): C. Daniela Robles-Espinoza, PhD — National Autonomous University of Mexico, Patricia Possik, PhD — Brazilian National Cancer

Institute, & Victoria Aranda, PhD — Nature
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(L to R): Renee Orcione — MRA, Chris Carr — Acral Melanoma Patient Advocate, & Kris'tina Ackerman — MRA

Julie Frampton

Melanoma Action Coalition
julie.emily@gmail.com
254-338-4585

Caleb Freeman

Oregon Health & Science University
scaleb.freeman@gmail.com
801-922-0466

Mizuho Fukunaga-Kalabis
Merck
mizuho.kalabis@merck.com
617-230-1112

Andy Futreal

University of Texas, MD Anderson Cancer
Center

AFutreal@mdanderson.org

832-523-8729

Brian Gabrielli

Mater Research Institute — The University
of Queensland

brianG@ugq.edu.au

+61-4-9746-0722

Thomas Gajewski
University of Chicago
tgajewsk@medicine.bsd.uchicago.edu

7737505-9432

Christine Garrison

Virtual Attendee

The White Aisle Foundation
thewhiteaisle@comcast.net
667-228-8985

Marcia Gaspar
10 Biotech
mga@iobiotech.com

+351-9198-07451

Jeffrey Gershenwald

The University of Texas, MD Anderson
Cancer Center
jgershen@mdanderson.org

713-419-0990

Romina Goldszmid
National Cancer Institute
rgoldszmid@mail.nih.gov
240-620-7270

Vicki Goodman

Mural Oncology PLC
vicki.goodman@muraloncology.com
484-680-9139

Mark Gorman

Patient Advocate
mgormanss@gmail.com
301-580-9182

Kendall Gossman

Novartis
kendall.gossman@novartis.com
480-586-4406

Dmitri Grebennik

Merck
dmitri.grebennik@merck.com
609-933-6864

Michael Green
University of Michigan
migr@med.umich.edu
856-912-3704

Lee Grinberg

Patient Advocate
leemgrinberg@yahoo.com
917-881-1536
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Zhonghong Eric Guan

Mural Oncology PLC
zhonghong.guan@muraloncology.com
781-477-5170

Patrick Guddal

Connect Melanoma
patrickgman24@gmail.com
612-240-3137

Samantha Guild

AIM at Melanoma
sguild@aimatmelanoma.org
916-206-6100

J. Silvio Gutkind

University of California, San Diego
sgutkind@ucsd.edu

240-423-3514

Ruth Halaban

Yale University
ruth.halaban@yale.edu
203-623-0706

Dorothy Hallberg

Science Translational Medicine
dhallberg@aaas.org
914-602-1033

Allan Halpern

Memorial Sloan Kettering Cancer Center
halperna@mskcc.org

718-810-3591

Omid Hamid

The Angeles Clinic and Research Institute
ohamid@theangelesclinic.org
310-294-0438

Matthew Hangauer
University of California, San Diego
mhangauer@ucsd.edu

615-579-1335

Rizwan Haq
Dana-Farber Cancer Institute
rizwan_haq@adfci.harvard.edu

857-891-0873

J. William Harbour

University of Texas Southwestern Medical
Center
william.harbour@utsouthwestern.edu

314-378-4259

Parameswaran Hari
Obsidian Therapeutics
PHari@obsidiantx.com
262-347-7519
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Kim Margolin, MD — St John’s Cancer Institute

Mary Harper

Patient Advocate
mpharper@gmail.com
443-799-3967

Rebecca Hartman

BWH/HMS and VA Boston Healthcare
System

rhartman@bwh.harvard.edu
703-801-0684

Daisy Helman
Melanoma Research Alliance
Board Member

Meenhard Herlyn
Wistar Institute
herlynm@wistar.org
215-906-7545

Eva Hernando

New York University School of Medicine
eva.hernando-monge@nyulangone.org
646-248-2109

Ping-Chih Ho
University of Lausanne
ping-chih.ho@unil.ch
+41-79-560-7616

F. Stephen Hodi

Dana-Farber Cancer Institute
stephen_hodi@dfci.harvard.edu
508-918-5070

Sheri Holmen
University of Utah
sheri.holmen@hci.utah.edu

702-373-9933

Dave Hoon

Saint John’s Cancer Institute
hoond@jweci.org
310-487-1569

Thomas Hornyak
VA Maryland Health Care System
Thomas.Hornyak@va.gov

410-913-7785

Ku-Lung Hsu

University of Texas at Austin
ken.hsu@austin.utexas.edu
225-333-1888

Albert Huber
Patient Advocate
akh.Ibhgo@gmail.com

435-752-7890

Willy Hugo

University of California, Los Angeles
hwilly@mednet.ucla.edu
310-871-4101

Marc Hurlbert

Melanoma Research Alliance
mhurlbert@curemelanoma.org
917-496-5968

Adam Hurlstone

The University of Manchester
adam.hurlstone@manchester.ac.uk
+44-7879-638858

Patrick Hwu

H. Lee Moffitt Cancer Center & Research
Institute

Patrick. Hwu@moffitt.org

832-264-0008

Vito Rebecca, PhD — Johns Hopkins University

Jeffrey Ishizuka

Yale University
jeftrey.ishizuka@yale.edu
614-581-5838

Benjamin Izar
Columbia University Medical Center
bi2175@cumc.columbia.edu

617-407-3364

Nadia Jabra

Novartis
nadia.jabri@novartis.com
760-215-1669

Tanisha Jackson
Melanoma Research Alliance
tjackson@curemelanoma.org

205-240-3952

Patricia Janiak
Patient Advocate
pcjaniak@gmail.com
508-272-9680

Amy Jardon

Patient Advocate
jardon.amy.7691@gmail.com
319-290-7691

Robert Judson-Torres

Huntsman Cancer Institute, University
of Utah
robert.judson-torres@hci.utah.edu

570-220-3337

Anusha Kalbasi
Stanford University
akalbasi@stanford.edu
805-231-6609
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Ozgur Karakuzu
Immunocore
ozgur.karakuzu@immunocore.com

832-524-2247

Rotem Karni

Hebrew University-Hadassah Medical
School

rotemka@ekmd.huji.ac.il

+972-54-532-4515

Florian Karreth

H. Lee Moffitt Cancer Center & Research

Institute
florian. karreth@moffitt.org

302-559-3054

Stephanie Kauffman
Melanoma Research Alliance
skauffman@curemelanoma.org

914-525-0361

Charles Kaufman
Washington University in Saint Louis
ckkaufman@email.wustl.edu

617-388-7436

Denise Kellen
Melanoma Research Alliance
Board Member

Amanda Kelly
Obsidian Therapeutics
akelly@obsidiantx.com

215-595-4503

Jonathan Kentley

Chelsea and Westminster Hospital
jonathan.kentley@gmail.com
+44-7850-536860

Aparna Kesarwala
Emory University
aparna.kesarwala@emory.edu

314-378-3996

Nikhil Khushalani

H. Lee Moffitt Cancer Center & Research

Institute
Nikhil. Khushalani@moffitt.org
813-507-2232

John Kirkwood

UPMC Hillman Cancer Center
kirkwoodjm@upmc.edu
412-855-4880

Michael Klowden
Melanoma Research Alliance
Board Member

Lisa Kopp

Day One Biotherapharmaceuticals
lisa.kopp@dayonebio.com
586-212-6781

Clemens Krepler
Merck & Co
clemens.krepler@merck.com

215-971-3765

Vijay Kuchroo

The Gene Lay Institute of Immunology and

Inflammation
vkuchroo@bwh.harvard.edu

603-289-8947

Suneel Kudaravalli

Replimune
Suneel.Kudaravalli@replimune.com
202-306-6527

Rajan Kulkarni

Oregon Health and Science University

kulkarnr@ohsu.edu
310-717-1385

Calvin Kwon
Agenus
calvin.kwon@agenusbio.com

973-518-4077

Berta L. Sanchez-Laorden

Instituto de Neurociencias CSIC-UMH

berta.lopez@umbh.es
+34-606-74-14-21

David Liu, MD, MPH, MS — Dana-Farber Cancer Institute
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Sancy Leachman

Oregon Health & Science University
leachmas@ohsu.edu

801-301-1423

Robert Leone
US Federal Drug Administration
robert.leone@fda.hha.gov

917-364-9298

Eleonora Leucci
KU Leuven
eleonora.leucci@kuleuven.be

+47-172-11-79

Mitch Levesque
University of Zurich
mitchell.levesque@usz.ch
+41-76-260-0578

Carmit Levy

Virtual Attendee

Tel Aviv University
Carmitlevy@post.tau.ac.il
+972-54-2113374

Joan Levy
Melanoma Research Alliance
jlevy@curemelanoma.org

203-605-7453

Karl Lewis
Regeneron
Karl.lewis@regeneron.com

914-847-7000

Josh Linton
Bristol-Myers Squibb
josh.inton@bms.com
978-314-0345
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Kyleigh LiPira

Melanoma Research Foundation
klipira@melanoma.org
202-306-3929

Evan Lipson
Johns Hopkins University School of
Medicine elipson2@jhmi.edu

301-547-3471

David Liu

Dana-Farber Cancer Institute
david_liu@dfci.harvard.edu
206-465-1631

Feng Liu-Smith

The University of Tennessee Health Science
Center

fliusmit@uthsc.edu

949-302-1968

Roger Lo

University of California, Los Angeles
rlo@mednet.ucla.edu

310-270-8618

Kunal Lodhia

Pfizer
Kunal.Lodhia@pfizer.com
262-599-1469

David Lombard

University of Miami Miller School of
Medicine

dbl68@miami.edu

734-276-9352

Danielle Loughlin
Trends in Cancer
dloughlin@cell.com

215-385-1938

Michael Lowe
Emory University
mlowe3z@emory.edu
202-441-6171

Jason Luke

Virtual Attendee

UPMC Hillman Cancer Center
lukejj@upmc.edu
847-309-2664

Leyuan Ma

Children’s Hospital of Philadelphia
mals@chop.edu

774-208-4271

Sven Malchow

Virtual Attendee

Abbvie
sven.malchow@abbvie.com

77375544025

Steve Mao

Cancer Cell, Cell Press
smao@cell.com
631-223-8115

Kim Margolin

St John’s Cancer Institute
kim.margolin@providence.org
818-445-7128

David H. Marx
Patient Advocate
dmarx@comcast.net

240-753-8329

Diane McDowell

10 Biotech
dmd@iobiotech.com
267-252-7296

Martin McMahon

Huntsman Cancer Institute,
University of Utah
martin.mcmahon@hci.utah.edu

415-994-1131

Jennifer McQuade

University of Texas, MD Anderson

Cancer Center
jmcquade@mdanderson.org

713-854-4954

Kelly McWhinney
Patient Advocate
kellyrhodesio22@gmail.com

812-243-2414

Janice Mehnert
New York University School of Medicine
janice.mehnert@nyulangone.org

917-991-4174

Marlies Meisel
University of Pittsburgh
Marlies@pitt.edu
312-513-2106

Taha Merghoub
Weill Cornell Medical College
tmerghoub@med.cornell.edu

646-474-5835

Glenn Merlino

Virtual Attendee

National Cancer Institute
gmerlino@helix.nih.gov

301-219-5395

Alexander Meves

Mayo Clinic
meves.alexander@mayo.edu
507-250-6516

Lorena Alexandra Mija

Patient Advocate
lorena.alexandra.mija@umontreal.ca
819-209-9393

Michael Milken
Melanoma Research Alliance
Board Member
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(L to R): Camille Price, Trena Brown, Elizabeth McGowan, & James Skelton — Melanoma Patient
Advocates

Lauren Miller

Tara Miller Melanoma Foundation
Imiller1127@gmail.com
609-204-7511

Sandra Misale

Virtual Attendee

Johns Hopkins University
smisalei@jh.edu
347-839-0728

Sam Misir

Regeneron
Soamnauth.misir@regeneron.com
917-301-1782

Tara Mitchell

University of Pennsylvania
tara.mitchell@pennmedicine.upenn.edu
646-298-6165

Gatien Moriceau

University of California, Los Angeles
gmoriceau@mednet.ucla.edu
310-658-1624

Dennis Murphree

Virtual Attendee

Mayo Clinic
murphree.dennis@mayo.edu
210-323-8664

Priyadharsini Nagarajan

University of Texas, MD Anderson Cancer
Center

pnagarajan@mdanderson.org

832-389-4951

Yana Najjar

UPMC Hillman Cancer Center
najjaryg@upmec.edu
202-215-3681

Neil Neumann

Rockefeller University and Memorial Sloan-
Kettering Cancer Center
nneumann@rockefeller.edu

515-240-0986

Steven O’Day

Agenus
steven.oday@agenusbio.com
310-882-0852

Shannon Odelberg
University of Utah
sodelber@genetics.utah.edu

801-597-1413

Ita O’Kelly
Immunocore
ita.okelly@immunocore.com

+44-7981-577-357

Renee Orcione

Melanoma Research Alliance
rorcione@curemelanoma.org
617-365-1214

Marlana Orloff

Thomas Jefferson University
marlana.orloff@jefferson.edu
610-804-5327

Iman Osman

New York University School of Medicine
iman.osman@nyumc.org

646-483-0476
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Drew Pardoll, MD, PhD — Johns Hopkins University and John Kirkwood, MD — UPMC Hillman Cancer Center

Drew Pardoll

Johns Hopkins University
dpardoli@jhmi.edu
410-807-2466

Sapna Patel

The University of Texas, MD Anderson
Cancer Center
sppatel@mdanderson.org

713-997-9312

Betsy Paul

Regeneron
Betsy.paul@regeneron.com
845-323-1965

Anna Pavlick

Weill Cornell Medicine
acpgoo8@med.cornell.edu
201-960-1696

Guangyong Peng
Washington University in St. Louis
pengg@wustl.edu

314-359-3974

Weiyi Peng

University of Houston
wpeng2@central.uh.edu
832-876-0058

Eva Perez-Guijarro

Universidad Autonoma de Madrid
evaperezgl6@gmail.com
+34-61-305-2178

Rolando Perez-Lorenzo
Columbia University
rp2522@cumc.columbia.edu

347-328-3626
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Louise Perkins

Melanoma Research Alliance
louiseperkinsi@gmail.com
203-605-8421

Rachel Perry

Yale University
rachel.perry@yale.edu
203-506-5179

Elena Piskounova
Weill Cornell Medical College
elp2o25@med.cornell.edu

857-939-0299

David Polsky
New York University School of Medicine
david.polsky@nyulangone.org

917-330-3635

Patricia Possik
Brazilian National Cancer Institute
ppossik@inca.gov.br

+55-21-9900-46873

Michael Postow
Memorial Sloan-Kettering Cancer Center
postowm@mskcc.org

917-596-5345

Poulikos Poulikakos

Icahn School of Medicine at Mount Sinai
poulikos.poulikakos@mssm.edu
215-221-4884

Camille Price

Patient Advocate
camilleprice@icloud.com
917-328-7048

Cristina Puig Saus
University of California, Los Angeles
cpuigsaus@mednet.ucla.edu

310-500-5735

Carla Rake

Melanoma Action Coalition
carla_rake@comcast.net
267-474-0088

Giri Ramsingh
Obsidian Therapeutics
gramsingh@obsidiantx.com

440-547-6747

Janine Rauscher

Melanoma Research Alliance
jrauscher@curemelanoma.org
240-687-6065

Vito Rebecca

Johns Hopkins University
vrebecc2@jhu.edu
631-512-0021

Antoni Ribas

University of California, Los Angeles
aribas@mednet.ucla.edu
310-498-6063

Ann Richmond

Vanderbilt University School of Medicine
annwry@bellsouth.net

615-579-4492

Caroline Robert

Gustave Roussy
caroline.robert@gustaveroussy.fr
+33-6-85-54-29-71

Lara Robinson

Virtual Attendee

Pfizer
laralrobinson@gmail.com
614-668-8303

C. Daniela Robles-Espinoza
National Autonomous University of Mexico
drobles@liigh.unam.mx

+52-44-2475-2577

Nicholas Rojeski
Iovance Biotherapeutics
nick.rojeski@iovance.com

512-970-7733

Ze’ev Ronai

Sanford Burnham Prebys Medical Discovery
Institute

ronai@sbpdiscovery.org

858-353-0223

John Rose
Pfizer
john.rose@pfizer.com

610-295-3574

Neal Rosen
Memorial Sloan Kettering Cancer Center
rosenn@mskcc.org

917-756-8093

Veronica Rotemberg
Memorial Sloan Kettering Cancer Center
rotembev@mskcc.org

857-636-0514

Jeff Rowbottom
Melanoma Research Alliance
Board Member

Alicia Rowell

AIM at Melanoma
alicia@aimatmelanoma.org
925-800-9275

Simon Roy
Yale University
simonroymd@gmail.com

203-215-7073

Saheli Sadanand

Nature Medicine
s.sadanand@us.nature.com
860-978-7899

Tanmoy Saha
Brigham and Women’s Hospital
tsaha88.org@gmail.com

617-852-7654

Yardena Samuels
Weizmann Institute of Science
yardena.samuels@weizmann.ac.il

+972-5-051-09797

Angela Sang

Virtual Attendee

Pfizer
Angela.sang@pfizer.com
860-461-9911

Jamie Spangler, PhD — Johns Hopkins University
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Carlos Sant’Albano
Patient Advocate

Ronit Satchi-Fainaro
Tel-Aviv University
ronitsf@tauex.tau.ac.il
+972-5-477-09253

Ryan Schoenfeld
The Mark Foundation for Cancer Research
rschoenfeld@themarkfoundation.org

908-202-7795

Jennifer Schultz
Patient Advocate
schultzj@csp.edu

715-497-5953

Ian Schuman
Melanoma Research Alliance
Board Member

Eugene Semenov

Massachusetts General Hospital/Harvard
Medical School
yevgeniy.semenovi@gmail.com

443-791-3311

A. Hunter Shain

University of California San Francisco
hunter.shain@ucsf.edu

251-716-6231
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(L to R): Louise Perkins, PhD, Marc Hurlbert, PhD, & Joan Levy, PhD — Melanoma Research Alliance

Alexander Shoushtari
Memorial Sloan-Kettering Cancer Center
shoushta@mskcc.org

847-530-2249

Victoria Siegel

Mollie Biggane Melanoma Foundation
vsiegel@molloy.edu

917-523-3610

Jonathan Simons
Melanoma Research Alliance
Board Member

Elaine Sisk

Patient Advocate
elaine.sisk@gmail.com
410-707-1190

James Skelton
Patient Advocate
jskelton117@yahoo.com

716-867-1995

Craig Slingluff
University of Virginia
cls8h@virginia.edu
434-409-6988

Inna Smalley

H. Lee Moffitt Cancer Center & Research
Institute

Inna.Smalley@moffitt.org

813-244-2144

Keiran Smalley

H. Lee Moffitt Cancer Center & Research
Institute

keiran.smalley@moffitt.org
813-509-8152

Marisol Soengas

Virtual Attendee

Spanish National Cancer Research Centre
msoengas@cnio.es

+34-608-54-66-87

David Solit

Memorial Sloan Kettering Cancer Center
solitd@mskcc.org

646-287-5010

Jeffrey Sosman
Northwestern University
jeffrey.sosman@nm.org
615-715-5161

Olga Souprountchouk
US Food and Drug Administration
olga.souprountchouk@fda.hhs.gov

732-824-4399

Jamie Spangler

Johns Hopkins University
jamie.spangler@jhu.edu
847-858-1743

Debra Black — MRA Board Chair and Co-founder & Michael Milken — Milken Institute & MRA

Board of Directors

!-U

vieans

CureMelanoma.org

rch Alli


mailto:ronitsf@tauex.tau.ac.il
mailto:rschoenfeld@themarkfoundation.org
mailto:schultzj@csp.edu
mailto:yevgeniy.semenov1@gmail.com
mailto:hunter.shain@ucsf.edu
mailto:shoushta@mskcc.org
mailto:vsiegel@molloy.edu
mailto:elaine.sisk@gmail.com
mailto:jskelton117@yahoo.com
mailto:cls8h@virginia.edu
mailto:Inna.Smalley@moffitt.org
mailto:keiran.smalley@moffitt.org
mailto:msoengas@cnio.es
mailto:solitd@mskcc.org
mailto:jeffrey.sosman@nm.org
mailto:olga.souprountchouk@fda.hhs.gov
mailto:jamie.spangler@jhu.edu

Neil Spiegler

Peggy Spiegler Melanoma Research
Foundation

nspiegler@aol.com

856-795-7840

Courtney Stachowski
Patient Advocate
Courtneystacy7@gmail.com
704-780-3005

Nico Starink

Melanoma Research Alliance
nstarink@curemelanoma.org
408-645-82.41

Howard Streicher
Virtual Attendee

National Cancer Institute
hszoc@nih.gov
240-447-762.2

Ryan Sullivan
Massachusetts General Hospital
rsullivany@mgh.harvard.edu

339-225-1583

Jonathan Swingle
Patient Advocate
jwswingle@aol.com
732-407-4316

Vinita Takiar

University of Cincinnati Medical Center
takiarva@ucmail.uc.edu

443-824-9037

Bishal Tandukar
University of California, San Francisco
bish.tandukar@gmail.com

443-527-6853

Zhipeng Tao
Massachusetts General Hospital
ztao@mgh.harvard.edu

540-257-2430

Mitchell Theissen

Merck & Co.
mitchell_theissen@merck.com
203-904-3289

Marc Theoret

US Food & Drug Administration
marc.theoret@fda.hhs.gov
202-841-4187

Liron Bar-Peled, PhD — Massachusetts General Hospital

Reid Thompson
Oregon Health & Science University
thompsre@ohsu.edu

973-420-1840

Chris Tichacek

H. Lee Moffitt Cancer Center & Research
Institute
Christopher.Tichacek@moffitt.org
804-310-7071

Roberto Tinoco

University of California, Irvine
rtinoco@uci.edu
858-344-9917

Keith Tolley

Patient Advocate
j-k.tolley@gmail.com
603-628-1053

Suzanne Topalian
Melanoma Research Alliance
Board Member

Thach-Giao Truong
Cleveland Clinic Melanoma Program
truongt3@ccf.org

917-435-3160

Hensin Tsao

Massachusetts General Hospital
hensintsao@gmail.com
617-331-3958

Navin Varadarajan
University of Houston
nvaradarajan@uh.edu

512-426-0994

Javier Velez-Martinez
Patient Advocate
122jvmartinez@uccaribe.edu

787-519-2157

Alexandra-Chloe Villani
Massachusetts General Hospital
avillani@mgh.harvard.edu
617-697-6691

Jessie Villanueva

The Wistar Institute
jvillanueva@wistar.org
215-898-3971

Amaya Viros
Cancer Research UK Manchester Institute
amaya.viros@cruk.manchester.ac.uk

+44-7878-794211

Rachel Vogel
University of Minnesota
isakoo2z@umn.edu

651-334-5982

Katie Wall
Immunocore
Katie.wallmansen@immunocore.com

917-886-3295

Eileen Walther

Patient Advocate
Gewalther1420@gmail.com
508-269-0471

Guihong Wan

Harvard Medical School
gwan@mgh.harvard.edu
469-929-3869
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Jun Wang

Virtual Attendee

New York University School of Medicine
jun.wang@nyulangone.org

443-813-1904

Meng Wang
University of California, San Francisco
meng.wang@ucsf.edu

617-331-3357

Jennifer (J.B.) Ward
Patient Advocate
Jb_ward@yahoo.com

502-407-9898

Jeffrey Weber

Virtual Attendee

New York University School of Medicine
jeffrey.weber@nyulangone.org
917-613-8046

Ashani Weeraratna
Johns Hopkins University
aweerari@jhu.edu
410-952-1119

Maria Wei
University of California, San Francisco
maria.wei@ucsf.edu

415-596-5254

Martin Weinstock
Virtual Attendee
Brown University
maw@brown.edu

401-935-5362

Andrew White
Cornell University
acwoz@cornell.edu
310-806-0091

Chris White

Patient Advocate
cbwhite73@gmail.com
214-534-3217

Joshua Whittington
Bristol-Myers Squibb
joshua.whittington@bms.com
303-514-3812

Jennifer Wiggins-Crosby

Virtual Attendee

New York University School of Medicine
jennifer.wiggins@nyulangone.org
386-847-4489

Emily Wilson

American Society for Radiation Oncology
emily.wilson@astro.org

202-320-9085

Melissa Wilson
St. Luke’s University Health Network
melissa.wilson@sluhn.org

202-352-8734

Colleen Wittoesch
Patient Advocate
cwittoesch@yahoo.com
281-682-2895
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Jedd Wolchok

Weill Cornell Medical College
jdw2oo02@med.cornell.edu
646-207-5445

Yochai Wolf

The Sheba Fund for Health Service and
Research
Yochai.Wolf@sheba.health.gov.il

+972-544-996-025

Jianjun Wu

Cleveland Clinic Foundation
WUJ9@ccf.org

216-213-6798

Kai Wucherpfennig

Dana Farber Cancer Institute
kai_wucherpfennig@dfci.harvard.edu
617-935-6417

Zhentao Yang

University of California, Los Angeles
zhentaoyang@mednet.ucla.edu
626-438-5851

Shiming Ye

Virtual Attendee

AbbVie
Shiming.ye@abbvie.com
510-996-2572

Iwei Yeh

University of California, San Francisco
iwei.yeh@ucsf.edu

650-704-1416
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Alexia-Ileana Zaromytidou
Nature Cancer
a.zaromytidou@nature.com
646-628-6858

Hassane Zarour
University of Pittsburgh
zarourhm@upmc.edu

412-973-7228

Bin Zhang
Northwestern University
bin.zhang@northwestern.edu

312-503-2447

Xiao Zhang

University of California, Los Angeles

XiaoZh@mednet.ucla.edu
310-560-7306

Bin Zheng
Cedars-Sinai Cancer Institute
bin.zheng@cshs.org

617-850-5341

Heman Bekele — “America’s Top Young Scientist”

Pan Zheng

OncoCy, Inc.
pzheng@oncoc4.com
202-751-6823

James Ziegler

Iovance Biotherapeutics
james.ziegler@iovance.com
650-863-4287

Leonard Zon
Boston Children’s Hospital
zon@enders.tch.harvard.edu

857-472-3970

Neal Rosen, MD, PhD — Memorial Sloan Kettering Cancer Center

Willy Hugo, PhD — University of California, Los Angeles
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www.curemelanoma.org

MelanOma

Research Alliance

Melanoma Research Alliance
730 15th Street, NW

Fourth Floor

Washington DC, 20005



