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Chair’s Report
It is my privilege as the Cancer Committee Chair to give you
the 2014 Annual Report for Adventist Medical Center (AMC).
This is our opportunity each year to highlight our efforts
and success in the care of those with cancer, guided by the
Adventist mission values of Integrity, Quality, Compassion,
Wholeness, Respect, Family and Stewardship. Our cancer
program is American College of Surgeons (ACoS) Commission
on Cancer (CoC) accredited, which affirms our commitment
to provide high quality cancer care. We are actively involved
in the prevention, early diagnosis, and treatment of cancer, providing the support
and rehabilitation services needed for excellence. This is evident in our patients’
experiences and their treatment outcomes.
The treatment of cancer is a team effort. At AMC, we are comprised of physicians
from multiple disciplines: medical oncology, surgical oncology, radiation oncology,
radiology, pathology, palliative and hospice care, all dedicated to providing the
best care available from diagnosis to end-of-life, working alongside our primary
care colleagues. We achieve this goal with the aid of our associated allied health
professionals: cancer care nurses, patient navigators, rehabilitation therapists,
social workers, nutritionists, chaplains and counselors who complete our team. Our
patients and their families feel that the care they receive goes beyond the patient’s
physical illness and include their social and emotional needs. At our OHSU-Adventist
East Portland Community Hematology and Oncology Clinic we scored 99th percentile
in patient experiences reported by Press Ganey patient satisfaction surveys.
This year we wish to present a focused report on renal cell carcinoma (kidney
cancer). Renal cell carcinoma is a prime example of how the treatment of cancer
no longer solely relies on surgery, radiation therapy and chemotherapy, as modern
medicine has evolved hand-in-hand with modern science. Dr. Robert Lufkin, Medical
Oncologist/Hematologist, will discuss the use of “targeted therapies,” treatments
that more specifically kill cancer cells, sparing normal cells from significant damage.
Dr. Jed Peterson, Interventional Radiologist, will discuss our use of minimally invasive
techniques where patients might avoid surgery. However, we are not only committed
to the treatment of cancer, but also its prevention.

Our Mission . . . to demonstrate the

human expression of the healing ministry of
Jesus Christ.
We commit to:
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Delivering whole-person care that nurtures
body, mind, and spirit;
Encouraging living well by promoting a healthy
lifestyle;
Reflecting God’s love by serving with
compassion, dignity and respect;
Improving the health of the communities we
serve;
Providing services in the most medically and
financially appropriate setting;
Delivering compassionate, high quality care
with technical excellence;
Creating a safe environment of care that
inspires trust and confidence;
Serving as a faith-based health care
organization consistent with the philosophy of
the Seventh-day Adventist church.

Our Vision — We will be the market
leader in delivering innovative, accessible, costeffective, high quality, whole-person care. We will
be recognized for exceptional service consistently
demonstrating our mission and values.

Adventist Health has charged itself with the care of your health and the health of our
community. Our Living Well and Wellness Services continues to provide lectures
and activities to help promote cancer-preventing lifestyles and other ways to reduce
your cancer risk. As a nation, we struggle to address cancer risk factors such as
smoking and obesity. At AMC, we have nutrition conferences as well as programs to
help with smoking cessation and weight loss. We also hope to provide the Complete
Health Improvement Program (CHIP) soon. In addition to prevention, we believe in
the importance of screening. We have provided cancer screening programs in the
past and will carry on this tradition into the future. Our efforts to impact cancer in
our community have us involved in the Race for the Cure, Relay for Life, and National
Cancer Survivors Day. We also work closely with the American Cancer Society (ACS)
to offer ACS sponsored programs that offer wigs and fitting services to women,
lodging and transportation support to our cancer patients in need, and ‘Look Good,
Feel Better’ classes that connect female patients with trained cosmetologists who
assist them during and after their cancer therapy.

Our Values — In partnership with God,

The treatment of cancer is rapidly changing. Significant progress has been made
over recent decades, cancer patients are living longer, and there are more survivors.
The future of cancer care will continue to advance with improved data gathering,
modern molecular testing, and advanced therapies that will better target cancer and
minimize effects on the patient. At AMC, we are committed to providing the best
comprehensive care possible for our patients and the community we serve.

Respect – Recognize the God-given dignity and
individuality of each person

Drew Chen, DO
Cancer Committee Chairman

we will fulfill our mission and vision by treating
others in harmony with our values:
Integrity – Ensure our actions are consistent with
our values
Quality – Provide care that is safe, reliable and
patient-centered
Compassion – Reflect the love of Jesus through
care, respect and empathy
Wholeness – Embrace a balanced life –
integrating mind, body and spirit

Family – Support each other in achieving our
shared purpose
Stewardship – Serve our community through
responsible resource management
2014 Cancer Program Annual Report
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Special Reports
Renal Cell Carcinoma — Updates
by Robert Lufkin, D.O.

Renal cell carcinoma remains an all too common
problem in oncology. About 61,560 new cases
of kidney cancer (38,270 in men and 23,290 in
women) will occur in 2015.
About 14,080 people (9,070 men and 5,010 women) will die
from this disease. Kidney cancer is among the 10 most common
cancers in both men and women.
Surgeries in the form of radical or laparoscopic nephrectomy, or
often-partial nephrectomy remain the gold standard for the curative
therapy of RCC. Increasingly non-surgical strategies are being
utilized such as cryoablation or radio frequency ablation to deal
with small kidney cancers or those identified in patients not able
to have surgery due to comorbid conditions or renal dysfunction.
Unfortunately despite potentially curable surgery many high-risk
patients develop advanced kidney cancer. Over the last several
years multiple clinical trials have been or are currently being
performed to identify strategies to reduce recurrence risks.
Previous trials using immunotherapy have been unsuccessful.
There are numerous ongoing adjuvant trials for those patients at
high risk of recurrence utilizing many of our targeted agents used
in advanced kidney cancer. These include sunitinib, sorafenib,
temsirolimus, bevacizimab, pazopanib, axitinib and everolimus.
Data on all of these studies will be forthcoming in the next several
years.
In patients that present with advanced disease or those that have
their cancer recur after surgery there are an increasing number of
options. Interlekin-2 approved in 1992 remains the only curative
therapy for advanced kidney cancer. This is an underutilized
therapy due to its toxicity and cost but should be considered in
young healthy patients.
Unfortunately despite small number of patients being cured
with this therapy the overall response rate is fairly low. In 2005
sorafenib was the first multikinase “targeted therapy” approved for
the treatment of metastatic kidney cancer. Since that time we have
seen sunitinib, temsirolimus, bevacizimab, pazopanib, everolimus,
and axitinib approved.
The development of multiple drugs that target the vascular
endothelial growth factor pathway (VEGF) and the mammalian
target of rapamycin pathway (m-TOR) have led to challenges in
appropriate sequencing of these drugs. Their development has
improved progression free survival as well as led to increases
in overall survival but do not produce long-term disease control.
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In addition these agents are all associated with some degree of
toxicity.
The coming year will bring dramatic progress in the treatment
of advanced RCC. A new class of drugs known as “checkpoint
inhibitors” has fueled this enthusiasm. These drugs allow the
patient’s own immune system to recognize cancer and mount
an appropriate immune response. There are ongoing trials using
drugs in this class that inhibit the program death receptor-1 (PD-1)
as well as program death ligands (PD-L).
Several of these drugs are approved for the treatment of
metastatic melanoma and one for squamous cell lung cancer. We
may see additional indications for these drugs in the coming year.
Checkpoint inhibitors are being studied in combination with other
checkpoint inhibitors as well as our previous “targeted therapies”.
I am optimistic that in 2015 patients being treated at Adventist
Medical Center for advanced kidney cancer will see unprecedented
improvements in survival and quality of life.

Minimally Invasive
Treatment for RCC

by Jed Peterson, M.D.
There are many treatment options for renal
cell cancer. A minimally invasive approach
that is generally well tolerated is through the
use of a direct deposit of energy (radiofrequency/microwave
ablation) or a deposit of cold (cryoablation) on the targeted
cells. Using image guidance, needles can be directed into
the targeted tumor. When the needles are satisfactorily
positioned, the tumor is ablated. Cryoablation utilizes high
pressure argon that circulates through the needles to induce
tissue freezing. The expansion of the compressed gas at the
tip of the needle, cools the needle tip to very low temperatures
(below -100 degrees Celcius), creating an iceball. These iceballs
can be visualized during the procedure using CT, MRI, and/or
US to confirm that the margins are satisfactory.
There are several mechanisms resulting in the death of
targeted cells with cryoablation. At the extracellular level, there
is the formation of ice which results in dehydration, protein
denaturation, lipid peroxidation, and increased free radicals. At
the intracellular level, there is a shearing of the cell membranes.
Additionally, at the vascular level, there is vascular stasis that
results in hypoxia and disruption of nutrients for the cells. The
combination of these effects results in apoptosis (programmed
cell death) and tissue necrosis.

Special Reports

Percutaneous cryoablation is tissue sparing in that only tumor
cells, plus a small margin of tissue, are ablated. This results
in patients maintaining their renal function. Additionally, as
the procedure is minimally invasive, patients who may not be
surgical candidates are often candidates for cryoablation.

Hippel-Lindau disease and hereditary papillary renal cell carci
noma). Physical activity decreases the risk of kidney cancer.

Cryoablation outcomes have been shown to be comparable to
partial nephrectomy outcomes and superior to RFA outcomes.
As percutaneous cryoablation is minimally invasive, there is
less risk than with surgery and patient recovery is much more
rapid. Often patients are able to be discharged on the day of the
procedure. Many patients require no pain medication following
cryoablation and can return to their routine activities within days
and to more strenous activities in two weeks.

Treatment: Active surveillance (observation), rather than
immediate treatment, may be offered to some patients with
small tumors. Surgery (traditional or laparoscopic, i.e., minimally
invasive, performed through very small incisions) is the primary
treatment for most kidney cancers. Patients who are not surgical
candidates may be offered ablation therapy, a procedure that
uses heat or cold to destroy the tumor. Kidney cancer tends
to be resistant to both traditional chemotherapy and radiation
therapy. Improved understanding of the biology of kidney cancer
has led to the development of several targeted therapies that are
currently used to treat metastatic disease. These drugs are also
being assessed in clinical trials as adjuvant treatment to help
prevent recurrence in earlier stage disease.

Although cryoablation is a cutting edge technology, its efficacy
has already been well documented. Recent data shows the
cryoablation is nearly 100 percent effective for tumors up to 4
cm in size if localized to the kidney.

Kidney Cancer Information
New cases: An estimated 61,560 new cases of kidney (renal)
cancer are expected to be diagnosed in 2015. This estimate
largely reflects renal cell carcinomas, which occur in the body
of the kidney, but also includes cancers of the renal pelvis (5%),
which behave more like bladder cancer, and Wilms tumor (1%),
a childhood cancer that usually develops before the age of 5
(see “Childhood Cancer (Ages 0-14 years)” on page 11). Men
are twice as likely as women to be diagnosed with kidney cancer.
After increasing for several decades, in part due to incidental
diagnoses during abdominal imaging, kidney cancer incidence
rates stabilized from 2007 to 2011 in both men and women.
Deaths: An estimated 14,080 deaths from kidney cancer are
expected to occur in 2015. Kidney cancer death rates decreased
by 0.9% per year from 2007 to 2011.
Signs and symptoms: Early stage kidney cancer usually has
no symptoms. As the tumor progresses, symptoms may include
blood in the urine, a pain or lump in the lower back or abdomen,
fatigue, weight loss, fever, or swelling in the legs and ankles.
Risk factors: Tobacco smoking is a strong risk factor for kidney
cancer. Additional risk factors include obesity, which causes an
estimated 30% of cases; high blood pressure; chronic renal fail
ure; and occupational exposure to certain chemicals, such as
trichloroethylene, an industrial agent used as a metal degreaser
and chemical additive. Radiation exposure (such as for cancer
treatment) slightly increases risk. A small proportion of renal cell
cancers are the result of rare hereditary conditions (e.g., von

Early detection: There are no recommended screening tests
for the early detection of kidney cancer among people at
average risk.

Survival: The 5- and 10-year relative survival rates for kidney
cancer are 72% and 62%, respectively. Almost two-thirds
of cases (64%) are diagnosed at a local stage, for which the
5-year relative survival rate is 92%. Five-year survival is lower
for renal pelvis (49%) than for renal cell carcinoma (74%).
Cancer Facts & Figures 2015

The numbers in the graph below come from the National Cancer
Data Base and are based on patients first diagnosed in the
years 2001 and 2002. These are observed survival rates. They
include people diagnosed with kidney cancer who may have
later died from other causes, such as heart disease.
People with kidney cancer tend to be older and may have other
serious health conditions. Therefore, the percentage of people
surviving the cancer itself is likely to be higher.
American Cancer Society

Five-year Survival Rates: Kidney Cancer
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Special Reports

AMC 2009–2013 Renal Cases Histology

17.74%

Malignant tumor, clear cell type
Carcinoma, NOS
Transitional cell carcinoma, NOD

3.23%

Papillary adenocarcinoma, NOS
Clear cell adenocarcinoma, NOS

3.23%
51.61%

1.61%
1.61%

Renal cell adenocarcinoma (C64.9)
Renal cell carcinoma, chromophobe cell (C64.9)

4.84%

Renal cell carcinoma, sarcomatoid (C64.9)

16.13%

AMC 2009–2013 Renal Cases
Stage Grouping – Dominant

4.44%
11.11%

Stage 1
Stage 2
Stage 3
Stage 4

11.11%

73.33%
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Special Reports

AMC Renal Cases Follow-up Status
for Outcome Studies

6.45%

11.29%

Alive – No evidence of this cancer

6.45%

Alive – Never free of this cancer
Dead – No evidence of this cancer at death

6.45%

Dead – This cancer the primary cause
Dead – Unknown if this cancer the primary cause

69.35%

AMC 2003–2006 Renal Cases 10-Year Survival
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Cancer Data Services: Cancer Registry
by Laura Wallace, RHIT, CTR

AMC’s Cancer Data Services is a key component of the cancer
program and is under the direction of the Oncology Services Line,
the Cancer Committee and stringent compliance to the American
College of Surgeons Commission on Cancer program standards.
Cancer Data Services is responsible for managing and analyzing
clinical cancer data to collaborate with physicians, administrators,
and health care planners to provide support for cancer program
development, treatment, providing cancer incidence, and to ensure
compliance of reporting standards.
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2013 AMC Primary Site Major Groups
Primary Site

Cases

% of Cases

Breast
Lung
Colon
Prostate
Non-Hodgkin Lymphoma
Urinary Bladder
Thyroid
Rectum
Kidney
Corpus Uteri
Liver
Pancreas
Stomach
Melanoma Skin
Esophagus
Other Male Genital
Ovary
Other Urinary
Cervix
Larynx
Soft Tissue
Other Respiratory
Lip Oral Cavity Pharynx
Other Digestive Organ
Anus
Brain and Nervous System
Hodgkins Lymphoma
Lymphoid Leukemia
Myeloid and Monocytic Leukemia
Leukemia Other
Benign Brain and CNS
Other Female Genital
Breast Male
Small Intestine
Other, Ill-Defined Sites

96
72
42
31
23
20
17
15
13
10
9
9
8
6
5
5
4
4
3
3
2
2
2
2
2
2
2
2
1
1
1
1
1
1
12

22.38
16.78
9.79
7.23
5.36
4.66
3.96
3.5
3.03
2.33
2.10
2.10
1.86
1.40
1.17
1.17
0.93
0.93
0.70
0.70
0.47
0.47
0.47
0.47
0.47
0.47
0.47
0.47
0.23
0.23
0.23
0.23
0.23
0.23
2.80

TOTAL CASES

429

100%

2013 Registry Data

2013 Five Leading Sites

National Comparison — ACS & AMC
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2013 American Cancer Society (ACS) Estimated New Cases

Analytic Cases by Disease Site: 2010–2013

25%
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2013 Registry Data

Cancer Program Total Case Volume
2008–2012 My Facility Line Graph

500

Number of Cases

400
300
200
100
0
2008

2009

2010

2011

2012

Breast Lung, Bronchus Non-Small Cell Carcinoma Prostate Colon Urinary Bladder Kidney and Renal Pelvis
Miscellaneous

Thyroid Pancreas Melanoma of the Skin

All Other Sites

TOTAL

Cancer Program Total Case Volume
2008–2012 My Facility Data Table

Breast
Lung, Bronchus Non-Small Cell Carcinoma
Prostate
Colon
Urinary Bladder
Kidney and Renal Pelvis
Miscellaneous
Thyroid
Pancreas
Melanoma of the Skin
All Other Sites
TOTAL
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2008

2009

2010

2011

2012

117
58
35
28
16
17
11
12
4
2
129
429

96
49
28
37
14
18
11
7
9
8
112
391

98
59
45
35
30
13
11
12
7
4
94
408

94
64
51
30
27
10
12
13
7
4
114
426

103
60
36
29
21
17
15
15
13
10
111
430
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A Special Thank You . . .

to our community, the American Cancer Society and our private donors.

Cancer Services
AdventistHealth.org/NW/Cancer

Treatment
Surgery
Chemotherapy
Radiation Oncology
Interventional Oncology/Radiology
Hematology Services
Cancer Specialty Rehabilitation
Clinical Trials

Diagnostic
Radiology Services
CT Imaging
MRI
PET/CT
Pathology/Laboratory
Digital Mammography
Ultrasound
Skin Cancer Screenings
Colonoscopies

Support Services

Wellness Services
Physical Therapy
Specialty Rehabilitation
Lymphedema Clinic
Occupational Therapy
Audiology Services
Speech Therapy
Nutritional Services
Home Health
Social Services
Hospice & Palliative Care
Nurse Specialist Ostomy Care
Management & Instruction
Cancer Treatment Transport

Staff Education
Physician Cancer Lectures
Oncology Nursing Training
Lymphology Association of
North America

Cancer Care Coordinator
Pain Management

Program Activities
Support Groups
Cancer Support Group
Breast Cancer Survivor Support Group
Mammography Program
Smoke Free Support
Bereavement Support Group
Hospice: Grief Support Groups & Classes

Educational Activities
Look Good, Feel Better American Cancer Society
The Latest Nutrition Discoveries
Creating Health Series
Self-Help Materials for Tobacco Cessation
Computerized Health Risk Assessments
Great Race Fitness Challenge
LivingWell with Stress Series
Web-based classes: weight, tobacco, nutrition,
stress, etc.

Community Activities
American Cancer Society’s Relay for Life
Race for the Cure Expo & Walk
Community & Worksite Screenings
Plant-based Nutrition Conference
Portland VegFest
Better Living Show
When it comes to providing the best care to our
community, Adventist Medical Center depends
on your donations. Contact the Adventist Health
Foundation team at (503) 251-6197.

Adventist Medical Center

10123 SE Market Street, Portland, Oregon 97216
(503) 257-2500 | AdventistHealth.org/NW

Our Mission . . . to demonstrate the human expression of the healing ministry of Jesus Christ.

