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The mission of Goshen Health is to improve the health of our 

communities by providing innovative, outstanding care and 

services through exceptional people doing exceptional work. 

MISSION

COMPASSION —and commitment to serve with empathy 

ACCOUNTABILITY —with integrity and action

RESPECT —through treating others as you wish to be treated

EXCELLENCE —in all we do

VALUES



CHAIRMAN’S
REPORT

Urs von Holzen, MD, MBA, FACS 
Director of Surgical Oncology
Chairman, Cancer Committee
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Excellent cancer care centered around the patient has been a hallmark of Goshen Center 
for Cancer Care since our founding 20 years ago. We work in a collaborative, team-based 
environment to provide the best outcome, based on the individual needs of each patient. 
Our highly specialized physicians have decades of experience in diagnosis and treatment of 
cancers in virtually every organ of the body.

We believe subspecialization for our oncologists is vital for the future of our multidisciplinary 
approach to care. The explosion of technology and targeted therapies demands deeper 
clinical knowledge than ever before. To best serve our patients and the community, our 
fellowship trained oncologists work in site-specific teams. This allows us to take on complex 
cases that no other cancer facility in our area can do.

Nearly 1,300 new patients chose Goshen Center for Cancer Care for their treatment in 2018. 
One in four traveled more than 25 miles to reach our services. All placed their trust in us, 
not only to treat their disease, but to provide excellent care tailored to their individual needs 
and preferences. 

Our patients become like family as we care for them during a very difficult time in their 
lives. It is these powerful patient relationships that give us the strength every day to serve a 
greater population of patients in our region, move forward with research and deliver the best 
possible outcomes.

This report highlights quality data and achievements in 2018. It also celebrates 20 years 
of providing groundbreaking cancer care and research for patients, their families and our 
community. We look forward to fulfilling our vision to provide the best expertise, innovation 
and cancer care in the region.

”
More than 20,000 new patients have 
chosen Goshen Center for Cancer Care 
for screenings, prevention and treatment 
since our opening in 1999.

“



51999 Fellowship trained, board certified oncologists recruited 
First patient receives cancer treatment

Our story of bringing comprehensive, compassionate cancer care 

to our communities in north central Indiana began in 1996.  

That’s when a group of dedicated medical providers and 

community leaders envisioned a nationally recognized center for 

excellence in the prevention, detection, education  

and treatment of cancer.

Today, we continue to expand access to high quality care in a  

four-state region. We see the future for the Center for Cancer Care 

as the destination of choice for excellent, patient-centered cancer 

care and the best outcomes possible.

2020 Years of Compassionate 
Cancer Care and Innovation



COMMITTEE
RESPONSIBILITIES
•  Develop and evaluate the annual goals and objectives 

for the clinical, educational and programmatic activities 
related to cancer.

•  Promote a coordinated, multidisciplinary approach to 
patient management.

•  Ensure that educational and consultative cancer 
conferences cover all major sites and related issues.

•  Ensure that an active, supportive care system is in place 
for patients, families and Colleagues.

•  Promote clinical research.

•  Monitor quality management and improvement through 
completion of quality management studies that focus on 
quality, access to care and outcomes.

•  Supervise the cancer registry and ensure accurate and 
timely abstracting, staging and follow-up reporting.

• Perform quality control of registry data.

• Encourage data usage and regular reporting.

• Ensure content of the annual report meets requirements.

• Publish the annual report.

• Uphold medical ethical standards.

Outpatient cancer center opens 6
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NOT PICTURED:

First clinical trial begins 
First in the U.S. to offer selective internal radiation therapy (SIRT) to treat 
metastatic colon cancer in the liver
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Goshen Center for Cancer Care

 Surgical Oncologist & Genetics 
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Goshen Retreat Women’s Health Center



Goshen Retreat Women’s Health Center opens 
First in Indiana to offer MammoSite radiation therapy to treat breast cancer8

The Cancer Registry Department at Goshen Hospital/Goshen Center for Cancer Care is a 
hospital-based cancer information center. Under the guidance of the Clinical Quality and 
Data Manager, our certified tumor registrars collect, interpret, and record a wide range of 
demographic, diagnostic, and treatment information on all cancer patients while adhering 
to all regulations and guidelines set by state and national statutes. Since 2004, the Goshen 
Cancer Program has been accredited by the American College of Surgeons (ACoS) 
Commission on Cancer (CoC) and designated as a Community Hospital Comprehensive 
Cancer Center.

A detailed abstract for each case of malignant disease seen at our facility, as well as benign 
brain and related CNS tumors as required, is submitted to the Indiana State Cancer Registry, 
as well as the National Cancer Database (NCDB). Comparisons are frequently performed 
to analyze state and national trends and benchmarking statistics. Quality of registry data is 
paramount. For this reason, quality assurance procedures, periodic audits from the Indiana 
State Department of Health, and internal quality assurance practices are performed to 
ensure that Cancer Registry data are complete and accurate. 

Since our reference year of 1999, there have been over 10,000 patients entered into the 
cancer registry database. In 2018, a total of 890 cancer cases were added to the database: 
790 were analytic cases (diagnosed and/or received first course of treatment at Goshen) and 
100 were non-analytic. Approximately 5,000 patients are followed to ensure that continued 
medical surveillance is being completed. We maintained a follow-up rate of 90.23% on 
patients diagnosed since our reference year (80% required by the Commission on Cancer) 
and a follow-up rate of 94.48% for patients diagnosed within the last five years (90% 
required by the Commission on Cancer). Successful follow-up must be accomplished to 
determine outcomes of treatment and to provide accurate survival data.

2018
FACTS AND FIGURES

2002



9Patient satisfaction ratings in 95th percentile or above

TOP SEVEN SITES

26%

23%

13%

16%

6%

9%

7%

NATIONAL*

Breast  266,120
Lung & Bronchus 234,030
Colon & Rectum 140,250
Uterine   63,230
Prostate  164,690
Melanoma  91,270
NH Lymphoma 74,680

35%

16%
18%

8%

11%

7%
5%

GOSHEN HOSPITAL***

Breast  205
Lung & Bronchus 92
Colon & Rectum 106
Uterine   68
Prostate  45
Melanoma  39
NH Lymphoma 29

25%

25%
6%

15%

8%

7%

INDIANA**

Breast   5,630
Lung & Bronchus 5,840
Colon & Rectum 3,190
Uterine    1,400
Prostate   3,460
Melanoma   1,900
NH Lymphoma 1,600

14%
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GOSHEN HOSPITAL’S MOST FREQUENT DIAGNOSES (analytic patients only)

St. Joseph
6.84%

Other Indiana Counties
5.98%

Out-of-State
5.80%

Elkhart
48.80%

Allen
1.39%

LaGrange
6.46%

Steuben
.63%

Noble
4.56%

Kosciusko
15.08%

Marshall
4.44%

STATE AND COUNTY DISTRIBUTION

* Cancer Facts & Figures 2018, Estimated 
Number of New Cancer Cases by US

** Cancer Facts & Figures 2018, Estimated 
Number of New Cancer Cases by State

***Goshen Hospital Registry—total patients 

2018

Uterine Non-Hodgkin
Lymphoma

2006



Receive HOPE Award for Integrated Care10

Primary Site Total Male Female Analytic Non 
Analytic 0 I II III IV NA UNK

ORAL CAVITY, PHARYNX 15 12 3 13 2 0 2 1 2 7 1 0

Lip 2 2 0 1 1 0 1 0 0 0 0 0

Tongue 5 3 2 4 1 0 0 0 1 3 0 0

Salivary Gland 1 1 0 1 0 0 0 0 0 1 0 0

Gum, Other Mouth 1 0 1 1 0 0 1 0 0 0 0 0

Tonsil 4 4 0 4 0 0 0 1 1 2 0 0

Nasopharynx 1 1 0 1 0 0 0 0 0 1 0 0

Oropharynx 1 1 0 1 0 0 0 0 0 0 1 0

DIGESTIVE SYSTEM 198 117 81 170 28 5 22 42 33 47 10 11

Esophagus 10 10 0 9 1 0 0 1 2 5 1 0

Stomach 15 9 6 14 1 0 4 2 2 4 0 2

Small Intestine 7 6 1 5 2 0 0 1 2 0 1 1

Colon, Rectum, Anus 111 59 52 89 22 4 13 25 18 22 1 6

Liver 14 12 2 13 1 0 3 2 1 3 3 1

Gallbladder 3 1 2 3 0 0 0 1 0 1 0 1

Intrahepatic Bile Duct 4 1 3 4 0 0 0 2 0 1 1 0

Other Biliary 2 0 2 2 0 1 1 0 0 0 0 0

Pancreas 26 17 9 25 1 0 1 6 6 11 1 0

Retroperitoneum 2 1 1 2 0 0 0 0 1 0 1 0

Peritoneum, Omentum, Mesentery 3 0 3 3 0 0 0 2 1 0 0 0

Other Digestive Organs 1 1 0 1 0 0 0 0 0 0 1 0

RESPIRATORY SYSTEM 92 47 45 83 9 0 23 9 14 35 1 1

Lung & Bronchus - Non-Small Cell 68 38 30 60 8 0 21 8 11 19 1 0

Lung & Bronchus - Small Cell 15 5 10 14 1 0 1 0 2 10 0 1

Lung & Bronchus - Other Lung 9 4 5 9 0 0 1 1 1 6 0 0

BONES, JOINTS 2 0 2 1 1 0 0 1 0 0 0 0

SOFT TISSUE INCLUDING HEART 6 3 3 6 0 0 0 0 2 0 2 2

SKIN 44 23 21 32 12 4 17 4 5 1 0 1

Melanoma 39 20 19 30 9 4 17 4 3 1 0 1

Other Non-Epithelial 5 3 2 2 3 0 0 0 2 0 0 0

BREAST 207 2 205 205 2 25 91 30 15 13 24 7

Female Breast 205 0 205 203 2 24 91 30 14 13 24 7

Male Breast 2 2 0 2 0 1 0 0 1 0 0 0

GENDER CLASS OF CASE AJCC STAGING

PRIMARY
SITE
TABLE

2008
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TIME Magazine names Doug Schwartzentruber, MD, former medical 
director, one of the 100 Most Influential People for research to develop 
melanoma vaccine

Primary Site Total Male Female Analytic Non 
Analytic 0 I II III IV NA UNK

FEMALE GENITAL SYSTEM 118 0 118 98 20 0 49 2 13 16 7 11

Cervix 9 0 9 8 1 0 4 0 0 2 0 2

Uterus 68 0 68 64 4 0 41 1 7 8 1 6

Ovary 21 0 21 18 3 0 3 1 6 6 0 2

Vagina 4 0 4 1 3 0 0 0 0 0 1 0

Vulva 13 0 13 4 9 0 1 0 0 0 3 0

Other Female Genital Organs 3 0 3 3 0 0 0 0 0 0 2 1

MALE GENITAL SYSTEM 50 50 0 41 9 0 10 20 3 6 0 2

Prostate 45 45 0 37 8 0 9 19 2 6 0 1

Testis 5 5 0 4 1 0 1 1 1 0 0 1

URINARY SYSTEM 27 18 9 25 2 3 10 1 3 5 0 3

Urinary Bladder 12 9 3 10 2 2 4 0 2 0 0 2

Kidney 12 6 6 12 0 0 6 1 1 4 0 0

Renal Pelvis 1 1 0 1 0 0 0 0 0 1 0 0

Ureter 2 2 0 2 0 1 0 0 0 0 0 1

BRAIN, OTHER NERVOUS SYSTEM 12 3 9 11 1 0 0 0 0 0 11 0

Brain: Malignant 2 2 0 1 1 0 0 0 0 0 1 0

Brain-CNS:  Benign, Borderline 10 1 9 10 0 0 0 0 0 0 10 0

ENDOCRINE SYSTEM 42 11 31 37 5 0 25 5 1 0 5 1

Thyroid 39 9 30 34 5 0 25 5 1 0 2 1

Endocrine:  Benign, Borderline 3 2 1 3 0 0 0 0 0 0 3 0

LYMPHOMA 33 17 16 30 3 0 4 8 2 14 2 0

Hodgkin - Nodal 4 2 2 3 1 0 0 2 0 1 0 0

NHL - Nodal 17 7 10 16 1 0 1 4 2 9 0 0

NHL - Extranodal 12 8 4 11 1 0 3 2 0 4 2 0

MYELOMA 7 5 2 7 0 0 0 0 0 0 7 0

LEUKEMIA 16 12 4 14 2 0 0 0 0 3 8 3

Chronic Lymphocytic Leukemia 8 6 2 7 1 0 0 0 0 3 1 3

Acute Myeloid Leukemia 6 4 2 6 0 0 0 0 0 0 6 0

Chronic Myeloid Leukemia 2 2 0 1 1 0 0 0 0 0 1 0

MESOTHELIOMA 1 0 1 0 1 0 0 0 0 0 0 0

MISCELLANEOUS 20 8 12 17 3 0 0 0 0 0 17 0

TOTALS 890 328 562 790 100 37 253 123 93 147 95 42

GENDER CLASS OF CASE AJCC STAGING

Dannielle, Cancer Patient

2010

”
Everyone I met at Goshen was what I call present. 
When I walked through those doors, every single 
face was smiling. Every arm was outreached.

“



Accredited by National Accreditation Program for Breast Centers 
(NAPBC) [re-accredited 2013, 2016]12 2010

We bring together a full spectrum of site-specific cancer experts to provide a coordinated approach 
to cancer diagnosis, treatment and follow-up. Open communication across all disciplines and shared 
decision-making mean better disease management and patient care.

• Improved patient outcomes 
• Enhanced quality of life during treatment 
• Limited duplication or unnecessary interventions 
• Lower cost of care

Tumor-site teams meet weekly to review new cases and discuss the best treatment pathways for each 
patient. Experts in related disciplines, including pathologists, radiologists, rehabilitation specialists, 
naturopathic doctors, patient counselors and financial counselors participate in conferences to bring 
perspective to all aspects of care.

A CASE FOR COLLABORATION

By reviewing cases together, our oncology experts form a cohesive treatment plan that oftentimes 
includes a combination of therapies. For example, one option for breast cancer patients is a single dose 
of radiation therapy at the time of surgery for women with early stage breast cancer. Intra-operative 
radiation therapy, or IORT, spares healthy tissue from exposure and lowers the risk of recurrence. It also 
saves the patient from several weeks of daily radiation therapy after surgery.

Our gynecologic team is the only one in our region with the expertise to offer interstitial brachytherapy 
for locally advanced cervical cancer. Internal radiation offers effective disease management when 
delivered in line with external beam radiation or chemotherapy.

Oncologists provide specialized 
care to each tumor site.

The standard of cancer care today demands high-level expertise in specific cancers and deeper 
knowledge about how targeted therapies affect the disease. Our tumor-specific, collaborative approach 
forms the framework to compare benefits, risks and costs of treatment, assess outcomes and guide 
treatment decisions.

All cancers are not 
created equal.

SITE-SPECIFIC CANCER CARE



13Peritoneal surface malignancy program established2011

SURGICAL SPECIALIZATION  
WITHIN ONCOLOGY

Our team of six surgical oncologists is the largest group 
of fellowship-trained surgeons in Indiana, offering a level 
of experience and knowledge unmatched in our region. 
These experts are dedicated solely to cancer treatment 
and go beyond conventional removal of tumors. Their 
advanced surgical approaches include minimally invasive 
endoscopic, laparoscopic and robotic techniques that 
preserve tissue and provide the best possible outcomes. 

By narrowing their practice to focus on a few organ sites 
each, our surgeons see a higher volume of patients, which 
leads to higher specialization within each tumor site.

CORE PRINCIPLES

Our team-based approach 
improves patient care 
through the exchange 
of information across all 
disciplines.

• Multidisciplinary evaluation

•  Clinical team leader with 
disease-specific expertise

•  Clearly defined evidence-
based treatment plan 
affirmed by care team

”
Goshen is a unique place when it comes to taking care of patients 
with cancer. Our robust tumor-site teams work together – sharing 
their knowledge, experience and expertise – to recommend patient 
care plans, instead of decision-making by just one physician.

“
Dr. Leonard Henry, MD, MBA, FACS Medical Director, 
Goshen Center for Cancer Care

SITE-SPECIFIC AREAS 
OF SPECIALIZATION

TUMOR SITE

Breast

Colorectal and Anal

Lung

Prostate

Cervical and Ovarian

Melanoma

Esophageal

2018 NEW CASES

192

96

80

57

37

30

11



First cytoreduction with heated intraperitoneal chemotherapy  
(HIPEC) performed14 2011

”

They were there for us 
in every way-in every 
area in our life that we 
needed help.

“
Jorge, Cancer Patient
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Patient enrollment in clinical trials doubles since 2011 
Clinical trials offer early access to breakthrough medicines for  
site-specific cancers

2013

A look inside 
brachytherapy

TARGETING CANCER WITH THE POWER OF INTERNAL RADIATION THERAPY

Brachytherapy is an indispensable part of our cancer treatment program at Goshen Center for Cancer Care. 
It delivers a high dose of radiotherapy directly into the body at the tumor site and reduces exposure to 
surrounding normal tissue.

Our radiation oncologists use catheters or isotopes to place radioactive materials in the breast, prostate, 
lungs or reproductive organs during treatment. With permanent brachytherapy, radioactive seeds implanted 
in or near a tumor gradually diminish in radioactivity over time. In addition, there is no room for modification 
once seeds are placed. With high-dose-rate radiation through catheters or applicators, radiation can be better 
tailored to the shape of the tumor. This way, toxicity is minimized.

DELIVERING RADIATION DIRECTLY INTO TUMORS

Goshen Center for Cancer Care is the only center in our region with expertise in interstitial brachytherapy. 
In many cases, the advanced form of internal radiation therapy is combined with external beam radiation to 
target more tumor cells. It is an effective option for patients who are not surgical candidates or to control 
tumors that cannot be removed through surgery.

HOUMAN VAGHEFI, MD

”
Brachytherapy gives us options to find the best fit for the patient,” 
says Houman Vaghefi, MD, Director of Radiation Oncology.  
“We use brachytherapy as a primary treatment or to shrink tumors 
that don’t respond to other therapies.

“

”
With interstitial brachytherapy, we deliver high doses of radiation 
through a series of catheters placed in and around the tumors,” 
says Dr. Vaghefi. “It is an important treatment option particularly 
for women with large tumors in the reproductive organs.

“



First in Indiana with 6 fellowship trained surgical oncologists16 2014

Our radiation oncologists work closely with tumor-site specialists, medical physicists and dosimetrists 
to coordinate a highly specialized treatment approach for each patient. The specialists use advanced 
computerized treatment-planning systems to determine the precise position of the tumor and calculate 
optimal dosage distribution.

ADDING POSITIVE ENERGY TO TREATMENT PLANS

Approximately 10 percent of new patients received internal radiation therapy as part of their treatment at 
the Center for Cancer Care in 2018. In 30 cases, women with tumors in reproductive organs opted for a 
short course of high-dose brachytherapy as a secondary treatment to control tumor growth or lower the 
risk of recurrence.

Thirty-seven patients with early stage breast cancer chose intraoperative radiation therapy (IORT) with 
breast conservation surgery. Goshen Center for Cancer Care was the first in our region to offer patients 
this single-dose brachytherapy that is more convenient with the same outcomes as standard whole  
breast radiation.

For men with localized prostate cancer, seed implantation has become a standard of care. We also 
combine brachytherapy with external beam radiation to treat patients with advanced prostate cancer.

Brachytherapy gives patients with lung cancer an option to shrink tumors that are unresponsive to 
external beam radiation. It also offers a viable option to remove obstructive lesions in the airway.

A CASE FOR COMBINING RADIATION THERAPIES

For a patient with a rare form of vaginal melanoma, our radiation oncology team combined interstitial 
brachytherapy and external beam radiation to control growth of an inoperable tumor. The patient first 
received external beam radiation with a high-dose boost integrated into the therapy. Six weeks later, she 
received interstitial brachytherapy that delivered high-dose radiation through catheters placed directly 
into the tumor site.

The combined therapies have kept tumor growth and swelling under control for two years. Overall, the 
patient’s quality of life has improved.

A LOOK INSIDE BRACHYTHERAPY

”
We want patients to be able to go on with their daily lives,” says 
Dr. Vaghefi. “Internal radiation takes less time, has less toxicity and 
offers significant survival advantages over standard therapy.“



17
Among first in U.S. to treat lung cancer with endobronchial  
ultrasound (EBUS)2014

This type of melanoma is an extremely rare and aggressive cancer that has a high risk of recurrence, 
metastases and short survival times. Fewer than 500 cases of primary vaginal melanoma have been reported 
worldwide, and it accounts for less than 3 percent of all vaginal malignancies.

”
We created an individualized treatment strategy of external beam and 
internal radiation therapy to address an extremely rare form of melanoma.“
Houman Vaghefi, MD, Director of Radiation Oncology

Houman Vaghefi, MD, leads the only interstitial brachytherapy team in our region. 
He holds fellowship training in brachytherapy and stereotactic radiosurgery.

”
Radiation therapy should be considered for patients with 
unresectable melanoma,” explains Dr. Vaghefi. “The combined 
high-dose regimens offer excellent local control.“



Satellite office in Warsaw opens to provide chemotherapy infusion 
treatment and oncology examinations18 2014

Cancer has become a primary concern in recent years for Amish communities in 
Elkhart County. The disease topped the list as the most serious health-related physical 
issue in an Amish community needs assessment conducted for Goshen Health in 
2017. Church leaders recognized a strong need for information about prevention and 
treatment during a focus group discussion. 

The assessment led Goshen Center for Cancer Care to initiate an outreach program 
on skin cancer prevention and screening. The health education and community 
outreach coordinator, physician liaison and Goshen Health providers worked closely 
with leaders of the Plain Church Group Ministry to coordinate events in 2019. Two free 
screening events offered visual skin exams of areas damaged by routine sun exposure 
for adults.

A POPULATION AT RISK

Indiana is home to the third-largest Amish population in the world. The largest 
settlements in the state are concentrated in Elkhart and LaGrange Counties. More 
than 25,000 Amish from nearly 140 separate church districts live and work in the area.

The population has an increased genetic risk for cancer, including melanoma. Lifestyle 
risks include outdoor work and environmental exposure to damaging UV rays.

Melanoma accounts for approximately 1 percent of all skin cancers, yet it is 
responsible for 80 percent of all deaths related to skin cancer. More than 91,000  
new patients received a diagnosis of melanoma in 2018, according to the American 
Cancer Society.

Amish leaders expressed concerns about barriers to health care during the 2017 focus 
groups. Access to health care, insurance and cost of treatment were among top 
factors that may contribute to low screening rates in Amish communities. Participants 
in the skin cancer screenings also recognized self-advocacy as a possible barrier.

Raising awareness about 
skin cancer screening 
and prevention

PREVENTION 
EDUCATION RESULTS

22 Participants  
(11 men, 11 women)

52 Average age

100% Plan to  
self-check at least 
monthly

95% Know what 
to do if they find a 
suspicious lesion

100% Plan to use new 
methods for reducing 
risk of developing 
skin cancer, including 
protective clothing, 
shade and sunblock

SKIN CANCER 
SCREENING RESULTS

47 Total skin exams 
(30 women, 17 men)

55 Average age

43% Participants 
with abnormal results 
and recommendation 
to follow-up with  
a provider  
(20 participants)

COMMUNITY OUTREACH

We’re doing a better job of screening for skin cancers, 
including melanoma, and have more effective 
treatments available,” said Ashley Hardy, MD, FACS, 
Surgical Oncologist at Goshen Center for Cancer Care.

“
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Disease-oriented teams established to ensure ongoing evidence-based, 
value-driven care2015

ABCDEs OF MELANOMA DETECTION

Participants who attended the prevention program 
and screening received information cards on skin 
cancer. Instructions on how do a skin cancer self-
exam focused on following the ABCDE rule.  

Everyone who attended the event knew skin cancer 
is caused by damage from the sun’s UV rays. Prior to 
the education event, three out of four were unaware 
of the ABCDE strategy to detect signs of melanoma. 
More than half had never examined their own skin for 
signs of cancer.

SCREENINGS LEAD TO EARLY DETECTION

During the screening events, 47 adults received 
visual skin exams, based on guidelines from the 
American Academy of Dermatology and American 
Cancer Society. Screening providers identified 
abnormal results in 43 percent of participants.

As part of the standard of care, healthcare providers 
contacted participants who had abnormal results to 

discuss follow-up recommendations. Primary care 
providers received letters from Goshen Center for 
Cancer Care with results of abnormal findings and 
follow-up recommendations. The physician liaison 
also discussed effective ways for Plain Church Group 
Ministry to connect with participants who need 
follow-up by health professionals.

Asymmetry – One half of a mole does not 
match the other half.

Border – Edge is irregular, ragged, notched  
or blurred.

Color – Color is not the same all over or has 
shades of tan, brown, black, red, white or blue.

Diameter – Spot is larger than 6 millimeters 
across, about the size of a pencil eraser.

Evolving – Size, shape or color is changing.

GUIDELINES FOR SELF-CARE

All the participants received a zinc-based sunblock 
sample. Sunblock actively prevents the sun’s UV 
rays from coming into contact with the skin. These 
products include minerals (such as zinc or titanium 
oxide) that act as a physical barrier to deflect the 
sun’s rays. Sunscreens absorb a majority of the 
sun’s ultraviolet radiation. UV-filtering ingredients in 
sunscreen include avobenzone, benzophenone  
and oxybenzone.

Clothing and shade also can provide protection from 
harmful UV rays. Wide-brimmed hats and sunglasses 
protect scalp, ears, face and eyes.

Doctors recommend avoiding spending time 
outdoors during the sun’s peak hours from 10 a.m. 
to 4 p.m. The sun emits harmful UV rays year-round. 
Even on cloudy days, 80 percent of the sun’s harmful 
rays can cause damage.

Patients who present with a suspicious skin lesion should undergo a biopsy,” 
said Dr. Hardy.“

Patients diagnosed with melanoma should have a head-to-toe skin exam every six 
to 12 months by a primary care doctor, dermatologist or surgeon,” said Dr. Hardy.“



?
Palliative care integrated into oncology services to extend 
compassionate care20 2015

Many men with prostate cancer receive androgen deprivation as a component of their cancer treatment. 
Some require androgen deprivation for only four to six months in conjunction with radiation therapy. Some 
men with high risk but potentially curative cancer may need one to three years of hormonal therapy. 
Other men whose cancer has spread to the lymph nodes or bones may require an even longer duration of 
various forms of hormonal therapy.

Androgen deprivation is not without side effects that range far beyond sexual dysfunction. Androgen 
deprivation can cause hot flashes, decreased muscle mass and bone loss (osteoporosis), as well as 
increase the risk of fractures. It increases the patient’s risk for developing obesity, diabetes and heart 
disease. A joint scientific advisory panel from the American Heart Association, American Cancer Society 
and American Urologic Association published a report in 2010, which was also endorsed by the American 
Society for Radiation Oncology.1 More recent studies have also highlighted the association between 
androgen deprivation and heart disease2 or other noncancer-related mortality.3 Even six months of 
androgen suppression increases the risk of a fatal heart attack.4 

The science advisory council considered it prudent that once androgen suppression is initiated, men 
should have a primary care evaluation, including assessment of blood pressure, lipid profile and glucose 
level. For men undergoing long-term androgen suppression, blood glucose and lipid levels should be 
checked annually. Based on the laboratory results, men may need statins to lower their cholesterol 
or prescribed various medications to control diabetes and hypertension. Men who smoke should be 
counseled to stop, with referral as appropriate to a smoking cessation program.

A recent prospective multi-institutional study reported that of 103 men receiving androgen deprivation and 
radiation therapy, cardiovascular disease (39%), diabetes (22%), hypertension (63%) and hyperlipidemia 
(31%) were present at baseline. Only 63% received cardiovascular monitoring concordant with the 
American Heart Association guidelines.5 Patient perceptions of coordination of care between their 
specialists and primary care providers were low.

Given the challenges of care coordination and delivering optimal survivorship care, we sought to assess 
how well we adhered to the recommended cardiovascular guidelines.

Through the Tumor Registry, we identified 88 men with prostate cancer who initiated androgen deprivation 
between June 27, 2013, and March 5, 2018. The medical records were evaluated to determine the timing 
of a discussion of the risk of heart attack or heart disease, changes in the cardiac lipid profile, diabetes 

Are our prostate cancer patients 
who receive androgen deprivation 
receiving appropriate monitoring 
for cardiac risk factors?
JAMES WHEELER, MD, PHD
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or hypertension. We evaluated how frequently 
these men were smoking at the time androgen 
deprivation therapy was initiated and if they were 
counseled to stop smoking. We checked to see 
if a blood glucose level and lipid profile were 
obtained within the first year of starting hormones. 
We checked for a history of heart disease at the 
time hormones were started and if the patient had 
a cardiac event following initiation of hormonal 
therapy. We checked for which men were already 
being treated for hypertension or diabetes at 
the time androgen deprivation was initiated. We 
checked for how frequently men were started on 
statins or medications for diabetes or hypertension 
within this first year as well.

The men ranged in age from 51 to 89, with a 
median age of 72 at the time androgen deprivation 
was started. Three patients had stage I prostate 
cancer, 55 had stage II, four had stage III and 26 
had stage IV.

There was documentation that the risk of heart 
disease was discussed at least one day prior to 
starting androgen deprivation in 14 men. For 23 
men, this risk was discussed the day hormonal 
therapy was started (usually with an injection). 
This risk was discussed within the first year with 
an additional 12 men. For 39 men, however, there 
is no documentation that the potential for an 
increased risk of heart disease was ever discussed 
prior to or within one year of starting androgen 
deprivation. With only one exception when the risk 
of heart disease was discussed, there was also 
a discussion about potential changes in the lipid 
profile and the risk of diabetes.

Hypertension is a known risk factor for heart 
disease. Fifty-three men were on medication for 
hypertension when androgen deprivation was 
started. Twenty-seven men were not on medication 
for this, with the status of eight men unknown. 
No one not taking antihypertensive medication at 
baseline was placed on medication for this within 
the first year of starting hormonal therapy.

A lipid profile was obtained in only 37 men within 
the first year of starting hormones. Fifty-one did not 

have a lipid panel within the first year. Thirty-three 
men were already taking a statin drug to lower 
their cholesterol at the time androgen deprivation 
was initiated. Forty-seven were not taking statins, 
and the status of eight was unknown. Only one 
man was started on a statin within the first year of 
starting androgen deprivation.

A serum glucose was obtained in 68 men within 
the first year of starting hormones, with 20 not 
having this tested. Seventeen men were taking 
medication for diabetes at baseline, 63 were not, 
and eight were unknown. No patient not taking 
medication for diabetes at baseline was started on 
medication for this within the first year.

Twenty-one men had a history of heart disease at 
the time androgen therapy was started. Fifty-nine 
did not, and the status of eight was unknown. Only 
one patient was known to have a cardiac event 
within the first year of androgen deprivation.

Only nine men were reported as smoking at the 
time hormonal therapy was initiated. Seventy-
one did not smoke, and the status of eight was 
unknown. Only one of the nine men who smoked 
was counseled to stop smoking.
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For the 75 men for whom a weight was available both near the time of initiation of androgen deprivation 
and one year later, the average weight gain was 1.9 kg.

The known incidence of heart disease at baseline in our patients (21/80=26%) was much less than 
the 39% reported at baseline in the study by Holmes. The presence of hypertension at baseline was 
similar for our patients (53/80=66%) as for those reported by Holmes (63%). At baseline, 33/80 (41%) 
of our men were taking a statin at baseline, compared to the 31% with elevated lipids reported by 
Holmes. Seventeen (21%) of our patients were prescribed medication for diabetes at the time androgen 
deprivation was initiated, virtually identical to the 22% of the Holmes study.

There are various limitations of our study. Men may have had laboratory studies at facilities of which we 
are not aware. Not all providers document all of the significant potential risks of androgen deprivation, 
and so these issues may have been discussed more frequently than is reported here. Although most of 
our patients had potentially curable prostate cancer, 30% had metastatic disease at the time hormonal 
therapy was initiated. Some men may have had very extensive metastasis while others may have had 
more limited metastasis. Detailed subgroup analysis was not performed on these 26 men to see if the 
extent of metastasis influenced the discussion of the risks of cardiovascular disease.

Despite these limitations, there appears to be room for improvement in 
survivorship care. Only 37/88 men received a lipid panel and only 68/88 
men had a serum glucose test within the first year of starting androgen 
deprivation. Only one of the nine men who smoked was counseled to quit 
smoking. Better communication with primary care providers may lead to a 
higher proportion of men receiving the recommended lipid profiles and serum 
glucose testing as well as interventions to lower the risk of heart disease as 
appropriate to their individual circumstances.

Education of the Cancer Center providers as to the importance of following 
the advisory panel recommendations may be helpful, particularly in regard to 
men with curable prostate cancer. This deficiency has already been corrected.

It is not easy to access the laboratory results of the primary care providers. Consequently, it is difficult to 
see at the time of follow-up evaluation who has had the recommended annual lipid and glucose testing. 
Nor does this information populate the flow sheets in Aria, the computer system used in the Cancer 
Center. Potential solutions to this difficulty could be explored.

For all of these concerns, it is encouraging that only one patient had a cardiac event during the first year of 
androgen suppression.
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200 High Park Drive, Goshen, IN 
(South of Goshen Hospital’s main entrance)
GoshenCancerCare.org | (888) 492-HOPE

Services available at our primary facility:  
• Medical oncology 
• Surgical oncology 
• Radiation oncology 
• Integrative therapies  
• Cancer screenings 
• Support regimens 
• Educational services 

GOSHEN CENTER FOR CANCER CARE

2938 Frontage Road, Warsaw, IN 
(866) 270-2320

Services available at our Warsaw facility:  
• Medical oncology 
• Consultations 
• Chemotherapy infusions (low to moderate risk) 
• Support regimens 
• Educational services

GOSHEN CENTER FOR CANCER CARE AT WARSAW

1135 Professional Drive, Goshen, IN 
(574) 364-4600

Services available at our Goshen Retreat facility:  
• Diagnostic services 
• Cancer services  
• High-risk breast cancer program  
• Naturopathic consultation  
• Educational services
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