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Cancer Care Services available through the AVAHCS
· Prevention and Screening Programs
· Diagnostic Radiology (x-ray, CT, MRI)
· Laboratory Services
· Pathology Services
· Board Certified Medical Oncologist
· Outpatient Infusion
· Pain Management
· Wound Care
· Patient Navigation
· Medical Library
· Nutrition Counseling
· Inpatient Palliative Care Unit
· Pastoral Care
· Pharmacy
· Rehabilitation Services
· Social Work Services
· Support Groups
· Transportation Services
· Tumor Board Conferences
· Home Based Primary Care
· Medical Equipment
· Handicap Accessible Home Modification Program
· Prosthesis

Services obtained through referral to other VA Medical Centers
· Surgical Oncology
· Robotic Surgery
· PET Imaging
· Clinical  and Prevention Trials
· Genetic Counseling
· Nuclear Medicine

Services obtained through Non VA Purchased Care
· Radiation Oncology – IMRT, IGRT, HDR, Stereotactic Radiosurgery, Seed Implants
· Digital Mammography
· Stereotactic Needle Localization/ Biopsy
· Interventional Radiology
· Hospice
· Home Health
· Advanced Illness Management


Tumor Board/ Cancer Conference

The Tumor Board at the Alexandria VA Medical Center is an integral part of the health care system's cancer care program.  The conference provides a forum to discuss cancer diagnoses and treatments.  Individual patients are presented to a multidisciplinary group of providers to determine the best course of action for each case presented.  There are Medical Oncology, Radiation Oncology, Diagnostic Radiology, Pathology and Surgery representatives available at each meeting.  The discussion includes patient's history, imaging studies, pathology results, AJCC or other appropriate staging, National Comprehensive Cancer Network guidelines and any applicable available VA clinical trials.   Treatment recommendations are based on the attendee consensus.  The patient navigator ensures that recommendations are documented and carried out.  Virtual Tumor Boards are held in conjunction with the Michael E. DeBakey VA Medical Center in Houston, Texas when expertise is needed from specialists not available at the Alexandria VAHCS.   



Prevention and Screening Programs

The AVAHCS follows the U.S. Preventive Services Task Force recommendations for prevention, screening and early detection programs to determine services offered to the veterans served.  Prevention and screening programs are offered through Health Promotion Disease Prevention program as well as through Primary Care Services and are focused on veteran related issues such as smoking cessation, alcohol cessation, and other healthy living messages.  




Assessment of Evaluation and Treatment Planning

The AVAHCS strives to ensure that patients within the program are evaluated and treated according to National Comprehensive Cancer Network guidelines.  Each year, physician members of the Cancer Committee select areas to review for compliance and present the findings at MCCC to address any areas that are not in compliance with guidelines.  In 2013, the following reviews were conducted:
1. Adherence to NCCN  guidelines for lung cancer work up
2. Adherence to NCCN guidelines for lung cancer work up for risk assessment
3. Adherence to NCCN guidelines for pancreatic cancer diagnosis and treatment


Adherence to NCCN Guidelines - Lung Cancer Work Up

Measurement: Cases between January 2012 and December 2012 included 42 patients

Results: Retrospective chart review revealed the following: 1) 100% compliance achieved for Pathology Review, History and Physical, CT chest, Chemistry Profile, MRI Spine, Multidisciplinary Evaluation   2) 95% or better compliance achieved for CBC/Platelets, Performance Status.  3) 90%  or better compliance for Pulmonary Function Test  4) 80% or better compliance smoking cessation counseling, supportive care referrals for metastatic disease, and thoracentesis when appropriate.  5) 79% compliance for weight loss assessment.  6) 77% PET scan ordering   7) 72% received bronchoscopy when appropriate  8) 64% received MRI of brain  9) 50% received mediastinoscopy or EBUS when appropriate 10) None of the appropriate cases received pathologic confirmation of N3 disease

Conclusions: Improvement in recording performance status since last review from 71% to 95%.  Improvement from 29% to 80% for smoking cessation counseling when patient admitted to smoking at time of diagnosis.   Improvement from 57% to 79% for compliance with weight loss assessment.  Decrease in PET scan ordering from 86% to 77%.  Improvement from 29% to 72% for receiving bronchoscopy when appropriate. Improvement from 60% to 64% received MRI of brain when appropriate.  Only 50% received mediastinoscopy or EBUS when appropriate.  None of the appropriate cases received pathologic confirmation of N3 disease.

 Recommendations/Actions:  1. Continue to strive for 90% or better compliance with NCCN guidelines  2. Providers are to ensure weight assessment and smoking cessation counseling is documented in patient's record, and supportive care referrals for patients with metastatic disease are made  3. Tumor Board to ensure recommendations for imaging, thoracentesis and pathologic confirmation of N3 disease are made for those cases presented at Tumor Board. 



Adherence to NCCN Guidelines - Lung Cancer Risk Assessment

Measurement: Cases between January 2012 and December 2012 

Results:  Retrospective chart review revealed the following: 1) 100% compliance achieved for age, smoking history, family history, radiologic factor- shape and density of nodule, radiologic factor- FDG activity on PET   2) 90% or better compliance achieved for Radiologic Factor – size, radiologic factor – associated parenchymal abnormalities, other lung disease assessment, and previous cancer history 3) 83% compliance for Occupational exposures and exposures to infectious agents or history of infection 

Conclusions:  Ocupational exposures and exposures to infectious agents or history of infections is being captured in pulmonary clinic but not in other areas.

Recommendations/Actions:  1. Review NCCN defined risk factors with non pulmonary providers to ensure occupational and infectious exposures are recorded.



Adherence to NCCN Guidelines - Pancreas  Work Up and Treatment

Measurement: Cases between January 2013 and November 2013 

Results: 1) 100% compliance achieved for  appropriate liver function tests, pre-op CA 19-9, chest imaging, surgery, and chemotherapy 2) 86% compliance achieved for pancreatic protocol imaging 3) 83% compliance for diagnostic biopsy when patient is unresectable  4) 75% received tumor board when appropriate  5) 33% compliance for biopsy confirmation of metastatic disease

Conclusions:  1) Biopsies not be obtained of metastatic site to ensure confirmation of disease.  2) Cases not being presented at Tumor Board 100% of the time.  3) Pancreatic Protocol Imaging not always being obtained.  4) Histologic confirmation of disease not always being obtained.

Recommendations/Actions:  1. Ensure all cases are presented to tumor board.  2. Obtain histologic confirmation of metastatic disease.   

Quality Improvements

The AVAHCS continually strives to improve the cancer care provided to veterans served at the medical center and the outpatient clinics operated by AVAHCS.  In 2013, the following improvements were made:

· Establishment of a facility Cancer Support Group for veterans, employees, caretakers and family members.  
· Implemented a reminder dialougue box in CPRS that will pop up when a provider is ordering an appetite stimulant that states to consider ordering a nutrition consult.
·  Implemented a Care Coordination Agreement between Primary Care and Specialty Care.  
· Increased the number of veterans referred to the American Cancer Society for information and services related to their diagnosis of cancer.  
· Established priority  and ensured availability of supplies for central line placements at the facility



Studies of Quality

Each year the AVAHCS evaluates the care of veterans with cancer by identifying areas with the potential to be problematic in regards to the high quality that AVAHCS strives to provide.  The MCCC sets criteria, conducts the study, analyzes the results, compare with benchmarks from nationally recognized sources, designs and implements actions based on results.  The action plans are monitored for effectiveness and improvement of any quality issues identified.  


Alexandria VA Health Care System Cancer Care Committee
Stage IV Cancer End of Life Care Referrals


Purpose
To evaluate number of referrals for end of life services for Stage IV cancer patients utilizing existing CPRS documentation.
Methods
Through discussion with Cancer Committee members, Palliative Care team members, Pain Management and Chaplain Services, it was determined that all Stage IV cancer patients should receive some type of end of life care referral regardless of life expectancy.  
Background
Cancer patients are more likely to experience a greater functional decline in the last five months of life as measured by difficulty performing daily living activities.  It is imperative that the focus on providing quality of life is initiated when the patient is deemed terminal and not to wait until the patient is actively approaching death.  The term palliative care refers not only to the care and management of patients approaching the end of life but also addresses the reduction of suffering throughout the course of illness and for the family into bereavement.  Hospice/Palliative Care has been associated with less suffering and better patient satisfaction than conventional hospital care. Near the end of life, patients generally want to be at home as much as possible.  Research in end of life care has suggested that many  visits could possibly be prevented with appropriate home care support, education and focus on symptomatic care such as that provided by hospice.  The care must be consistent with professional knowledge and based on informed patient preferences. 
Review Indicators selected
1. Length of Enrollment in end of life care programs such as Advanced Illness Management, hospice, palliative care or inpatient PCU.
2. Referred for Advanced Illness Management, hospice, palliative care or inpatient PCU.

Benchmarks
1. Less than 5% admission to hospice, Advanced Illness Management, Palliative Care, or Inpatient Palliative Care Unit within the last 7 days of life
2. Greater than 90% referral to hospice, Advanced Illness Management, Outpatient Palliative Care, or Inpatient Palliative Care Unit
Results
102 stage IV cases identified for 2011 & 2012 were reviewed for referral to any type of palliative care, whether it was Advanced Illness Management, Hospice, and Inpatient Palliative care, Outpatient Palliative Care.
Only 54% of the Stage IV cancer patients were referred to any form of end of life care services including: hospice, Advanced Illness Management, Palliative Care, or the Inpatient Palliative Care unit.  The goal established was 90%.   Of those with referrals to end of life care services, 20% expired prior to enrollment and 15% were referred only to the inpatient palliative care unit.  Hospice care is beneficial at the end of life because it offers the opportunity for maximal symptom relief and time to come to terms with a terminal illness without the distractions of undergoing active interventions.  Early use of hospice has been proposed as an indication of high quality end of life care. A high proportion of patients never referred or only referred in last days of life cannot benefit from full realm of services to improve quality of life at death.  
26% of those patients were admitted to hospice, Advanced Illness Management, Palliative Care, or the Inpatient Palliative Care unit within the last 7 days of life.  The benchmark for this measure was 5%. This indicates a delayed referral pattern for end of life services.  End of Life Care services instituted for just the last days of life is not an optimal use of this important aspect of cancer care.  
Most studies have confirmed the underutilization of palliative services as appears to be the case at the AVAHCS in stage IV cancer cases. As a result of the data analysis, it can be concluded that the AVAHCS patients are most likely not receiving the full benefits of being admitted to end of life care services due to delayed or non referral.  Limited communication about the difficult topic between providers and patients as well as physician biases may affect indicators. Patient perception of hospice, palliative care may adversely affect the benefit of early enrollment.










Recommendations
1. Ensure that veterans receiving Palliative Care Unit referrals are also referred to other end of life care services in the event that admission to PCU is not possible.
2. All stage IV cancer patients should be referred for AIM/ palliative care/hospice consultations.
3. Medical Oncologist to refer stage IV cancer patients to some form of end of life services at time of discussion of disease and prognosis.
4. Educate staff on benefits of referral to services.
5. Remember that a patient has a right to decline services but a referral should be placed.





Alexandria VA Health Care System Cancer Care Committee
Stage IV Cancer End of Life Care Referrals
2013 cases


Purpose
Evaluate referrals for end of life services for Stage IV cancer patients utilizing CPRS documentation
Methods
Through discussion with Cancer Committee members, Palliative Care, Pain Management and Chaplain Services, it was determined that all Stage IV cancer patients should receive some type of end of life care referral regardless of life expectancy.  A study of 2011 and 2012 cases conducted last year revealed that only 54% of the patients received a referral for end of life care.
Background
Cancer patients are more likely to experience a greater functional decline in the last five months of life as measured by difficulty performing daily living activities.  It is imperative that the focus on providing quality of life is initiated when the patient is deemed terminal and not to wait until the patient is actively approaching death.  The term palliative care refers not only to the care and management of patients approaching the end of life but also addresses the reduction of suffering throughout the course of illness and for the family into bereavement.  Research in end of life care has suggested that many  visits could possibly be prevented with appropriate home care support, education and focus on symptomatic care such as that provided by hospice.  
Review Indicators selected
3. Length of Enrollment in end of life care programs such as Advanced Illness Management, hospice, palliative care or inpatient PCU
4. Timeliness of Referral for Advanced Illness Management, hospice, palliative care or inpatient PCU
5. Referral patterns by Primary Tumor Site 

Benchmarks
3. Less than 5% admission to hospice, Advanced Illness Management, Palliative Care, or Inpatient Palliative Care Unit within the last 7 days of life
4. Greater than 90% referral to hospice, Advanced Illness Management, Outpatient Palliative Care, or Inpatient Palliative Care Unit
5. Even distribution of referral patterns for all primary sites

Results
48 stage IV cases identified for 2013 were reviewed for referral to any type of palliative care, whether it was Advanced Illness Management, Hospice,  Inpatient Palliative care, or Outpatient Palliative Care.
Only 48% of the Stage IV cancer patients were referred to any form of end of life care services. The goal established was 90%.    Early use of Advanced Illness Management, palliative care and hospice has been proposed as an indication of high quality end of life care. Patients never referred or only referred in last days of life cannot benefit from full realm of services to improve quality of life at death.  
21% of those patients were admitted to hospice, Advanced Illness Management, Palliative Care, or the Inpatient Palliative Care unit within the last 7 days of life.  The benchmark for this measure was 5%. This indicates a delayed referral pattern for end of life services.  While this is an improvement from previous study finding of 26%, End of Life Care services instituted for just the last days of life is not an optimal use of this important aspect of cancer care.  
Review of referrals by patient’s primary tumor location also revealed that some sites are referred all of the time and some sites are not referred at all.  This contradicts the Cancer Committee statement that all stage IV cancers should receive some type of end of life care soon after diagnosis.  This includes referral to Advanced Illness Management programs which are aimed at helping a patient start to cope with their illness and provides the patients with the support needed to help them live the kind of life they want to live.  While 100% of malignant brain, laryngeal, liver, oropharyngeal, peritoneum are referred for end of life services, none of the colon, tonsil or kidney patients were referred.  Only 56% of lung and 50% of pancreatic patients were referred.  Stomach and Prostate were only referred 33% of the time.  This shows that not all patients are referred equally even within primary site group.  
As a result of the data analysis, it can be concluded that the AVAHCS patients are most likely not receiving the full benefits of being admitted to end of life care services due to delayed or non referral.  Limited communication about the difficult topic between providers and patients as well as physician biases may affect indicators. Patient perception of hospice, palliative care may adversely affect the benefit of early enrollment.
GRAPHS 
		Primary site
	total # cases for site
	Total # enrolled in End of Life Care
	% enrolled

	lung
	18
	10
	56%

	colon
	4
	0
	0%

	pancreas
	4
	2
	50%

	stomach
	3
	1
	33%

	prostate
	3
	1
	33%

	larynx
	2
	2
	100%

	liver
	2
	2
	100%

	tonsil
	2
	0
	0%

	kidney
	2
	0
	0%

	oropharynx
	1
	1
	100%

	peritoneum
	1
	1
	100%

	brain
	1
	1
	100%

	pineal gland
	1
	1
	100%

	unknown
	1
	1
	100%

	rectum
	1
	0
	0%

	skin
	1
	0
	0%

	hypopharynx
	1
	0
	0%

	TOTAL
	48
	23
	48%



	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	There are 4 patients that were enrolled in end of life care that are still alive.  Time of enrollment for these patients range from 22 to 124 days.

Recommendations
6. All stage IV cancer patients should be referred for AIM/ palliative care/hospice consultations.
7. Medical Oncologist to refer stage IV cancer patients to some form of end of life services at time of discussion of disease and prognosis.
8. Educate staff on benefits of referral to services.
9. Remember that a patient has a right to decline services but a referral should be placed
	
	
	


















NUTRITION CONSULT REVIEW
2012 AVAHCS CASES

Nutrition therapy is used to help cancer patients get the nutrients they need to keep up their body weight and strength, keep body tissue healthy, and fight infection.  Eating habits that are good for cancer patients can be very different from the usual healthy eating guidelines.  Healthy eating habits and good nutrition can help patients deal with the effects of cancer and its treatment.  Treatments typically work better when the patient is well nourished and gets enough calories and protein in the diet.  Being well nourished can definitely improve quality of life. When the head, neck, esophagus, stomach or intestines are affected by cancer or cancer treatment, it is very hard to take in enough nutrients to stay healthy.  Some tumors make chemicals that change the way the body uses certain nutrients.  A patient may seem to be eating enough, but the body may not be able to absorb all the nutrients from the food.  

Cancer and cancer treatment affect taste, smell and appetite.  Side effects that affect eating: loss of appetite, mouth sores, dry mouth, trouble swallowing, nausea, vomiting, diarrhea, constipation, pain, depression, and anxiety. Malnutrition can result from the affects of cancer and cancer treatment causing the patient to become weak, tires, and unable to fight infections.  Eating too little protein and calories is a very common problem for cancer patients.  Almost all patients who have advanced cancer will have anorexia.  Anorexia is most common cause of malnutrition in cancer patients.  It is important that cancer symptoms and side effects that affect eating and cause weight loss are treated early.  

The type of cancer, your treatment and any side effects you have must be considered when you are trying to figure out the best ways to get the nutrition your body needs.  During cancer treatment, the body often needs extra calories and protein to help you maintain your weight and heal as quickly as possible.

Review Results:
314 patients from 2012 were reviewed for any type of nutrition consult after diagnosis of malignancy.

Of the 314 patients, 80 or 25% received nutrition consults. 

39% of those patients receiving consults were lung cancer patients.  13% were prostate cancer patients.  10% were liver.  The remaining 38% varied among 16 other cancer sites.  



Of the 80 consults, 71% were inpatients when the nutrition consult was entered. 5% were community living center patients when consult entered.  4% were PCU patients.   The remaining 20% were in an outpatient setting when the consult was placed.




57% of the consults were entered for reasons other than the cancer or cancer related symptoms/ treatment.    The other reasons included cholesterol management, diabetes, hypertension, Coumadin therapy, weight loss.  5% of the consults placed in an outpatient setting were done so at the request of the veteran. 


Recommendations:
1. Ensure that nutrition is addressed during Medical Oncology visits to include offering the patient a nutrition consult
2. Ensure that nutrition is addressed during chemotherapy clinic including referrals for nutrition consult
3. Continue to ensure that Inpatients with a diagnosis of cancer are referred for nutrition consults.


Source: NCI, Nutrition in Cancer Care
	ACS., Nutrition for the Person with Cancer, During Treatment: A guide for patients and families





























Liver Cancer Review 
Alexandria VA Healthcare System


The percent of Americans developing liver cancer has been slowly rising for several decades as is evident in the incidence at the Alexandria VA Healthcare System.  It is the leading cause of death worldwide.  The average age at diagnosis according to the American Cancer Society is 62 with more than 90% being diagnosed over the age of 45.  Worldwide the most significant risk factor for developing hepatocellular carcinoma is chronic infection with either Hepatitis B or Hepatitis C. Between 2000 & 2010, rates of new liver transplant candidates with Hep C and liver cancer quadrupled for those born between 1941 and 1960.  Hep C virus is most common blood-borne infection and cause new liver disease requiring transplantation in the US. Previous research shows that 10-20% of people living with chronic infection will develop cirrhosis and up to 5% will develop liver cancer.

Risk Factors
Most common cause/ highest risk for developing liver cancer is Chronic Viral hepatitis. In USA Hepatitis C more common cause of Hepatocellular Carcinoma, Hepatitis B more common in Asia and developing countries.  Other common factors include being male, race, heavy alcohol use, cirrhosis, obesity.  Other factors can include certain inherited metabolic diseases, Type 2 Diabetes (usually in patients who have other risk factors), and Exposure to toxins such as: Aflatoxins, vinyl chloride, thorium dioxide, anabolic steroids, arsenic.

Prevention
Avoidance of Hepatitis B and C infection is the best prevention.  Vaccination for Hepatitis B is recommended.  To prevent Hepatitis C avoid contaminated needles and have protected sex.  Other preventive measures include limiting alcohol, tobacco, and chemical exposure and   maintaining healthy weight. Using antivirals to treat patients with chronic Hepatitis C may greatly reduce their risk of liver cancer – 47%.  Hepatitis C is leading cause of liver cancer.  Standard Hepatitis C treatment now consists of interferon plus ribavarin which is considered more effective than either alone.  Physicians should be encouraged by results to treat patient with advanced fibrosis and cirrhosis.

Screening: 
Higher risk populations should undergo Alpha-fetoprotein and abdominal ultrasound every 6-12 months.  Disadvantages to this include: often by the time AFP is elevated the tumor is too large to be removed or it has spread outside the liver, some tumors do not make a lot of this protein, and some non cancerous disease raise the AFP level. Screening not recommended for low risk populations

Signs and Symptoms
Although the liver is the largest internal organ, physical examination is difficult because most of the liver is covered by the rib cage.  Symptoms typically do not show up until later stages of disease.  Signs and symptoms can include: weight loss, loss of appetite, feeling very full after a small meal; nausea, vomiting; fever; enlarged liver or spleen, pain in abdomen or near right shoulder blade, swelling in abdomen, itching, jaundice, enlarged veins on the belly that become visible through the skin, worsening of condition if have chronic hepatitis or cirrhosis.

Types
Hepatocellular is most common in adults and in the US.  It is most often seen in people with cirrhosis.  HCC has two growth patterns.  1. Single tumor that grows larger, only late in disease does it spread to other parts of liver and 2. Start as many small cancer nodules throughout liver.   A subtype of HCC is fibrolamellar.  This is rare < 1% and typically occurs in people under 35 years of age with an otherwise undiseased liver. Intrahepatic cholangiocarcinoma accounts for 10-20% of cancers in liver. It starts in cells that line small bile ducts within the liver. Angiosarcoma and hemangiosarcoma are rare cancers that begin in the cells lining the blood vessels of the liver.  These tumors grow quickly and are usually too widespread to be removed surgically and very hard to treat typically.  Hepatoblastoma are very rare and occur in children younger than 4. 2/3 are successfully treated with surgery and chemotherapy

Treatment Options
All treatment options at AVAHCS consider AJCC stage, Child Pugh score and follow NCCN guidelines to determine course of treatment.

At this time, surgery either with resection (partial hepatectomy) or a liver transplant offers the only reasonable chance to cure liver cancer. More than 4 out of 5 people with liver cancer also have cirrhosis which limits the resectability of tumor. Liver transplants are reserved for those with small tumors (1 tumor smaller than 5cm or 2 to 3 tumors no larger than 3cm) that have note invaded nearby blood vessels.  Only about 6000 livers are available for transplant each year most of which are used for patients with other diseases not liver cancer. Must wait until a liver is available which can be too long for people with liver cancer. In many cases a person may get other treatment such as embolization or ablation while waiting for a liver transplant.  Surgery is an option for localized resectable liver cancer (T1 N0 M0 or T2 N0 M0):  Stage I and some Stage II that do not have cirrhosis – can be removed completely by surgery.

Localized unresectable which are tumors that have not spread to lymph nodes or distant organs but cannot be completely removed. (Some T1 to T4 N0 M0 tumors) Reasons: 1. Non cancerous part of liver is not healthy 2. Spread throughout liver 3. Close to area where liver meets the main arteries, veins, and bile ducts.  Treatments might include: 
liver transplant, tumor ablation, embolization, targeted therapy, chemo and/or radiation.  Although it is unlikely that treatment other than a transplant will cure the cancer, these treatments can reduce symptoms and may prolong life.
Tumor ablation for Liver cancer is best for tumors no larger than 3cm across for 3 to 5 cm tumors, may be used with embolization.  Types of embolization include: RFA, Ethanol Ablation, microwave thermotherapy, cryosurgery. Embolization is an option for patients with tumors that cannot be removed by surgery.  For tumors > 5cm that can't be treated with ablation. Types: Arterial embolization, chemoebolization, radioembolization.

Radiation Therapy in the form of external beam, 3D-CRT, or SBRT used to shrink tumors to relieve pain and symptoms in advanced stages (all N1 or M1 tumors). This is for palliative use only.

Targeted drugs work differently than standard chemotherapy.  Advanced (all N1 or M1 tumors) should be treated with targeted therapy to control growth. Sorafenib works in two ways.  It blocks tumors from forming new blood vessels and targets some of the proteins on the cancer cells. And shown to slow growth of advanced liver cancer and help some patients live longer (average of 3 months)

Unfortunately liver cancer resists most chemotherapy drugs.  It can be used to shrink tumors.  Hepatic artery infusion: due to poor response to systemic chemotherapy, put directly into hepatic artery. This procedure gets more chemotherapy to tumor without increasing side effects, however, it requires surgery to place catheter into hepatic artery, an operation that many patients may not tolerate

Those that received antiviral therapy after cancer directed surgery had lower risk of tumor recurrence.  Any level of Hepatitis B in blood should be treated with antiviral therapy.  Researchers calculated that antiviral therapy reduced the risk of cancer recurrence by a third overall.  

Clinical Trials are always an option for patients with each having its own requirements but ECOG status typically an issue for liver cancer patients.

What's new 
Prevention
· Research into developing a vaccine to prevent Hepatitis C infection
·  progress in treatment of chronic hepatitis
·  Development of new blood tests to see if they can detect liver cancer earlier than AFP & US.

Surgery
· new techniques making procedures safer and more effective
·  Laparoscopic surgery for liver cancer is still considered experimental
· Determine recurrence risk after surgery: may have found way by testing cells in surgery sample.  Look at pattern of genes in liver cells near the tumor to predict patients at higher risk of recurrence.
· Liver transplant- looking to see if criteria can be expanded so that people who are otherwise healthy but have slightly larger tumors might be eligible

Radiation 
· Radiosensitizers (drugs that make cancers more vulnerable to radiation) are being studied  to make radiation more effective
· Stereotactic body radiation is being studied for effectiveness.

Systemic/ Targeted Therapy
· Studies concerning Sorafenib to see if it can be used earlier or combined to make it more effective.  
· Other new targeted drugs such as Brivanib, Avastin, Erlotinib are being studied for use against liver cancer
· New forms of systemic and regional chemotherapy combined with other treatment are being tested in clinical trials.
· Virus therapy – JX-594 virus injected into blood, enters cancer cells, where it causes them to die or make proteins that result in them being attacked by the body's immune system.

Clinical trials
· looking at whether patients who have a partial hepatectomy will be helped by getting other treatments in addition to surgery
· Study of more than 300,000 people aged 50 to 71 who reported their aspirin and NSAID use were followed for 10 to 12 years.  Compared to people who didn't take NSAIDs, people who took aspirin were 45% less likely to die from chronic liver disease and 41% less likely to be diagnosed with liver cancer.  If findings are confirmed, could lead to new ways to prevent chronic liver disease and liver cancer.

	DATA

NCDB Comparison data 
	
	
	
	

	2000 to 2010
	
	
	
	
	

	
	AVAHCS
	All Commission on Cancer  VA Facilities
	State of Louisiana Commission on Cancer Facilities
	Mid South Commission on Cancer Facilities
	All Commission on Cancer Facilities

	Gender 
	
	
	
	
	

	Male 
	96.88
	99.21
	75.72
	74.2
	74.19

	Female
	3.13
	0.79
	24.28
	25.8
	25.81

	
	
	
	
	
	

	Age
	
	
	
	
	

	under 20
	
	
	1.4
	
	1.13

	20-29
	
	0.01
	0.43
	
	0.57

	30-39
	
	0.1
	1.35
	0.15
	1.44

	40-49
	
	5.66
	10.42
	6.73
	9.25

	50-59
	50
	42.91
	30.26
	46.64
	29.93

	60-69
	25
	28.69
	25.14
	23.32
	25.02

	70-79
	18.75
	16.39
	20.32
	16.89
	21.81

	80-89
	6.25
	6.08
	9.75
	5.98
	10

	90 & over
	
	0.17
	0.92
	0.3
	0.85

	
	
	
	
	
	

	Race/Ethnicity
	
	
	
	
	

	White
	53.13
	62.74
	63.65
	74.55
	63.48

	Black
	43.75
	25.13
	29.16
	21.31
	14.5

	Hispanic 
	
	8.68
	3.18
	1.24
	11.31

	API
	
	1.08
	2.54
	1.85
	8.06

	Native American 
	3.13
	0.76
	0.39
	0.29
	0.58

	Other/ Unknown
	
	1.61
	1.07
	0.76
	2.07

	
	
	
	
	
	

	Stage
	
	
	
	
	

	O
	
	0.05
	
	0.04
	0.03

	I
	12.5
	18.94
	15.34
	19.7
	22.44

	II
	18.75
	14.96
	11.82
	13.76
	21.6

	III
	12.5
	20.82
	18.61
	20.42
	24.14

	IV
	46.88
	19.9
	21.45
	20.4
	19.26

	NA
	
	2.29
	2.74
	2.6
	0.35

	UNK
	9.38
	23.04
	30.04
	23.08
	12.19

	
	
	
	
	
	

	histology
	
	
	
	
	

	adenocarcinoma,nos
	
	1.17
	3.22
	4.3
	3.42

	cholangiocarcinoma
	
	1.77
	3.37
	4.54
	4.13

	Hepatocellular 
	93.75
	91.8
	82.12
	81.54
	83.4

	other specified type
	6.25
	5.27
	11.28
	9.62
	9.04

	
	
	
	
	
	

	First course treatment
	
	
	
	
	

	Surgery only
	6.25
	15.19
	16.31
	18.59
	18.25

	radiation only
	3.13
	1.95
	5.69
	3.45
	3.32

	surgery & chemo
	3.13
	2.99
	5.98
	5.63
	6.35

	chemo only
	21.88
	28.5
	14.72
	20.28
	22.32

	other specified
	3.13
	2.32
	4.15
	5.78
	4.77

	no 1st course 
	62.5
	49.05
	53.14
	46.28
	44.99



************************************************************************
5 year Survival Rates

	NCI SEER Database 2002-2008 
	5 year relative survival rates

	Localized ( I, II and IIIA, IIIB)
	28%

	Regional (IIIC & IVA) 
	10%

	Distant (IVB) 
	3%

	All combined 
	~ 15%



	AVAHCS 
	2002 to present Liver Cases

	
	       Dx
	1 Year
	2 Years
	3 Years
	4 Years
	5 Years

	Stage I n=14
	100%
	52%
	52%
	52%
	26%
	0%

	Stage II n=11
	100%
	42.9%
	30.6%
	0%
	0%
	0%

	Stage III n=12
	100%
	23.8%
	0%
	0%
	0%
	0%

	Stage IV n=21
	100%
	17.1%
	5.7%
	5.7%
	5.7%
	5.7%



************************************************************************
Conclusion: AVAHCS diagnoses more blacks, more stage IV and have a higher percentage of patients with no treatment.  Although higher percentages, these portray no significant patterns that need to be addressed through a more thorough review. Survival rates show that AVAHCS patients diagnosed at earlier stages do not fare as well as others in the survival category.  This could be directly related to the number of AVAHCS patients choosing to not be treated at all.  It is not felt that the survival rates need to be further investigated at this time.  The numbers of AVAHCS patients are small which makes a true statistical inference difficult.

Resources utilized:

Source: American Cancer Society Annual Report

Source: Medline Plus "Boomers' with Hepatitis C Boosting Demand for Liver Transplants" Robert Preidt 12/19/12

Source: Medline Plus "Aspirin may reduce risk of liver cancer death from liver disease" Robert Preidt 11/28/12

Source:  Medline Plus " Antiviral therapy May cut recurrence of Hepatitis B-Linked Liver Cancer" Robert Preidt 11/12/12

Source:  Medline Plus " Antiviral therapy for Hepatitis C May thwart Liver Cancer" Robert Preidt 10/23/12

% of patients enrolled by time frame
0-7 days	8-14 days	15-21 days	22-28 days	29-35 days	36-42 days	43-49 days	50-56 days	64-70 days	71-77 days	78-84 days	85-91 days	92-98 days	106-112 days	126-132 days	139-145 days	160-166 days	over 180 days	0.24	0.08	0.11	0.05	0.03	0.03	0.03	0.08	0.05	0.03	0.03	0.05	0.03	0.03	0.03	0.03	0.03	0.04	Type of End of Life Care Referral
NONE	Hospice 	OPC 	PCU	Hospice/OPC	PCU/hospice	AIM/hospice	PCU/OPC	OPC/PCU/AIM	PCU/AIM/hospice	OPC/AIM/hospice	PCU/OPC/hospice	0.49	0.06	0.01	0.15	0.01	0.13	0.13	0.01	0.01	0.01	0.01	0.01	Days of enrollment for deceased patients
#	0 to 7	8 to 14	15 to 21	22 to 28	43 to 49	50 to 56	57 to 63	71 to 77	99 to 105	106 to 112	4	3	3	3	1	1	1	1	1	1	Days from Diagnosis to Enrollment
#	0 to 7	8 to 14	15 to 21	22 to 28	36 to 42	43 to 49	57 to 63	71 to 77	106 to 112	239 to 245	8	3	2	1	1	2	2	2	1	1	Nutrition Consult Obtained
Column1	Received Consult	No Consult	0.25	0.75000000000000078	Consults Obtained by Primary Site
Column1	Lung	Prostate	Liver	All Other Sites	0.39	0.13	0.1	0.38	Location of Consult
Sales	Inpatient	CLC	PCU	Outpatient	0.71	0.05	0.04	0.2	
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