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I am pleased to present the 2010 Rush 
University Cancer Center Annual Report. 
This has been an exceptionally busy year 
for the cancer team at Rush, not only in 
our hospital, clinics and research labora-
tories but behind the scenes where staff 
have worked together to make and im-
plement plans that have enhanced — and 
will continue to enhance — the quality of 
cancer care at Rush.

While always an integral component of 
Rush’s approach to health care, teamwork 
played an especially vital role in Rush’s 
achievements in 2010. That’s why in this 
year’s report we feature some of these ac-
complishments with respect to collabora-
tion in research and clinical care at Rush: 
our comprehensive cancer clinics for lung, 
breast and neurological cancers, and work 
related to gastrointestinal and gyneco-
logical cancers as well as lymphomas. 

In a Q&A on p. 2, Howard Kaufman, MD, 
director of the Rush University Cancer 
Center, shares his thoughts on multidisci-
plinary care and how it benefits patients. 
He also discusses melanoma research and 
the new outpatient center, which opened 
Jan. 24, 2011. The efforts behind the cre-
ation of this center truly illustrate collabo-
ration in action — with patients, caregiv-
ers, health care professionals, architects 
and others coming together to envision, 
and realize, a state-of-the-art facility. This 
spirit of collaboration infuses work done 
throughout the Rush University Cancer 
Center. For example, our tumor registry 
staff partners with employees throughout 
the Medical Center to gather and analyze 

valuable data. In 2009, the cancer registry 
abstracted 3,040 cases, 2,674 of which 
were analytic (see p. 14). This marks an 
increase over 2008. Group efforts like this 
lie at the heart of every initiative at Rush, 
including the following:

•	 The addition of a breast health 
nurse navigator to the cancer team. 
In 2010, Rush hired a breast health 
nurse navigator. This addition was 
based on the recommendations of 
the Metropolitan Chicago Breast 
Cancer Task Force, a group whose 
leadership includes David Ansell, 
MD, chief medical officer at Rush. 
The purpose of the nurse navigator: 
to help bridge the large disparity in 
mortality rates between black and 
white women in Chicago. With the 
nurse navigator, Rush hopes to help 
overcome barriers to mammogra-
phy such as health literacy, logistics 
(including transportation) and fear. 
These factors have been identified by 
the task force as reasons why black 
women are less likely to get mammo-
grams than white women.

•	 Expanding collaborations with 
Gilda’s Club. Rush enjoys collabora-
tive relationships with many organi-
zations dedicated to helping those 
affected by cancer (see p. 8). This 
includes Gilda’s Club, which is dedi-
cated to providing emotional and 
social support for people with cancer 
and their families and friends. Rush’s 
Cancer Integrative Medicine Program 
partners with Gilda’s Club Chicago to 
bring yoga classes, networking op-
portunities, relaxation strategies and 
more to Rush’s cancer patients. 

•	 Quality improvements. Several 
quality improvement projects were 
undertaken this past year, including 
some related to bone marrow trans-
plant patients. While length of stay 
was found to be short among this 
inpatient population, readmission 
rates were relatively high. A chart 
review found variability in discharge 
criteria, so a task force that included 
both physicians and nurses developed 
uniform criteria. In addition, the task 
force determined that central line 
infections often resulted in readmis-
sions, so nursing created a valida-
tion tool that incorporates detailed 
patient education into the plan of 

care to reduce central line infections 
and help patients become more self-
sufficient. 

•	 This commitment to quality at The 
Coleman Foundation Blood and Bone 
Marrow Transplant Clinic at Rush is 
evidenced by its accreditation from 
the Foundation for the Accredita-
tion of Cellular Therapy (FACT). FACT 
accreditation is a voluntary process 
whereby transplant programs adhere 
to compliance with standards for 
the provision of quality medical and 
laboratory practice in hematopoietic 
cell transplantation. Rush’s trans-
plant program is fully accredited for 
allogeneic and autologous marrow 
and peripheral blood progenitor cell 
transplantation, including cell collec-
tion and laboratory processing.

•	 Magnet recognition from the Ameri-
can Nurses Credentialing Center. 
Rush received Magnet status from 
the American Nurses Credentialing 
Center for the third time in 2010, the 
highest recognition given for nurs-
ing excellence. Hospitals that receive 
Magnet status are noteworthy for 
their excellence and innovation in 
nursing, and evidence suggests that 
organizations with these characteris-
tics deliver better patient outcomes 
than non-Magnet organizations. This 
achievement reflects an enormous 
effort on the part of Rush’s nursing 
staff and pays tribute to Rush’s model 
for nursing, which is based on col-
laboration between clinical practice 
and academic education.

I would like to thank everyone at Rush, 
including medical and nursing staff, can-
cer committee and cancer center mem-
bers, and the cancer registry staff, for 
supporting these efforts and for every-
thing they do on behalf of patients with 
cancer. By lending their expertise as well 
as by developing valuable relationships 
with outside agencies, these individuals 
make significant strides in improving the 
lives of those affected by cancer.

Michael Liptay, MD
Professor of Surgery
Chief, Division of Thoracic Surgery
Chair, Cancer Committee at Rush
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Q: How has Rush’s approach to cancer 
care shifted over the past year?

A: Rather than having a small group of 
collaborators come together to address 
certain cancers, we now bring together 
multiple groups and multiple programs 
to focus on specific disease sites. We are 
organizing ourselves along disease-specific 
lines. Our goal is to take care of any kind 
of cancer that might occur and to do it in a 
multidisciplinary fashion. At Rush, this kind 
of approach has been applied for some time 
at The Coleman Foundation comprehensive 
clinics for breast cancer, lung cancer and 
gastrointestinal cancers (see p. 4). There’s a 
longstanding tradition of multidisciplinary 
care here, and we’re building on that. In 
2010, we saw our list of comprehensive 
clinics grow, with the introduction of The 
Coleman Foundation’s melanoma and 
pigmented lesion, and brain and spine tumor 
clinics (see p. 5). And this past winter, we 
opened a new state-of-the-art outpatient 
center, which brings together specialists and 
programs in the same location.   
	 We are also making significant strides 
in better aligning the research, clinical and 
education missions as they pertain to cancer 
across all cancer disease sites. In cancer, 
it’s very difficult to separate clinical care 
from the research. They are completely 
integrated. If you have a cancer that’s not 
currently curable, then the evolving standard 
now is to get into a research program. 
We have more drugs available today than 
we’ve ever had before. We now understand 
cancer on an individual patient basis. These 
advances highlight the importance of having 
the research infrastructure to take care of an 
individual patient with the disease.

Q: What are the benefits of 
multidisciplinary care?

A: We know now that the odds of surviving 
cancer go up significantly when you get 
multiple specialists involved in the care of 
that patient together, and by together I 
mean in the same place at the same time. 
This includes the medical oncologist, the 
surgical oncologist, the radiation oncologist, 
the pathologist, the radiologist and the 
research scientist. The kind of creative 
ideas, the kind of treatment planning and 
the kind of approach that come out of this 
comprehensive, multidisciplinary way of 
taking care of patients clearly lead to longer 
survival for patients.

Q: In January, Rush opened a new 
outpatient center. How will this new 
space affect patient care?

A: The new center offers a unique 
opportunity to come together in a truly 
multidisciplinary way. We now have the 
space to bring to patients services such as 
integrative medicine, psychosocial oncology 
and patient education in one location and 
be able to do that in a state-of-the-art 
facility. This allows us to provide a more 
personalized approach to the patient who 
has cancer so that we can deal not just 
with the disease but all of the things that 
accompany the disease: the psychological 
aspects, the nutritional aspects, the 
alternative medicine approaches — all of 
which really do help us take care of the 
patient. This will really expedite the care 
for patients and will also lead to new 
opportunities and education and training. 
	 At the outpatient center, we’ll also be 
addressing survivorship: a whole new area of 
patient care when it comes to cancer. Right 
now there’s close to 12 million Americans 
walking around who’ve actually beaten 
cancer and have special needs that are not 
necessarily being addressed. At Rush, we will 
be incorporating tools into our management 
of patients to meet these unique needs. 

Q: In your opinion, what have been 
the most significant changes in cancer 
treatment in the last decade? The past 
year?

A: Ten years ago we thought of breast cancer 
as one disease, and today we understand 
that breast cancer is different in different 
patients so we have to tailor our approach 
for those different patients. And so the 
therapeutic regimens we put together, 
the way we diagnose patients — not just 
for breast cancer but for other cancers as 
well — may have to take an individualized 
approach, and that’s the importance of really 
having all of the physicians together in one 
place.  
	 As for more recent changes, there have 
been some remarkable breakthroughs with 
vaccines this past year. Cancer researchers 
have been interested in vaccines for years, 
but success has been elusive. Now, we have 
the first-ever approved prostate cancer 
vaccine, and there are very promising results 
going on with melanoma vaccines right 
now. In fact, we’re studying one of those 
melanoma vaccines at Rush in a phase III 

Q&A:  
A Conversation 
With Howard 
Kaufman, MD

Howard Kaufman, MD, director of the Rush University Cancer 
Center, discusses the value of multidisciplinary care, its role 
in Rush’s new outpatient center and his views on advances in 
cancer treatment.
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study. This is a particularly interesting 
vaccine because it’s a live virus that 
kills melanoma cells and also induces 
an immune response, which we think 
can protect the patient from a future 
recurrence of melanoma, so we’re actively 
enrolling patients.  

		

Q: What direction is Rush headed in 
terms of research?

A: One of the things we’ve learned in 
cancer is that we can cure mice really 
well, but we don’t do as well in humans. 
And so, in terms of cancer research, there 
has been a refocus on the patient, and 
that translational research approach — 
transforming discoveries from the lab, 
clinic or population into clinical appli-
cations — is something that Rush does 
really well because we have access to a 
large number of patients.  
	O ur clinical services provide us oppor-
tunities to really learn about the disease 
and the people who will benefit from the 
future treatments that we’ll be testing 
here. And I hope in the coming years to 
have more phase I studies at Rush. We’ve 
never had more new drugs in the history 
of cancer treatment than we do today, 
and getting these to the patients quickly 
is one of the main goals that we have 
here at Rush. 

New Outpatient Center 

A few of the center’s new features:

•	 A larger chemotherapy area 		

	 with 56 infusion stations, 20 		

	 of them private.

•	 Dedicated space for the 		

	 Cancer Integrative Medicine 		

	 Program’s complementary 		

	 therapies.

•	 State-of-the-art patient exam 		

	 and procedure rooms equipped 	

	 with technology that will allow 	

	 physicians and patients to review 	

	 electronic records and diagnos-	

	 tic tests together.

•	 An expanded resource library 		

	 where patients can learn more 	

	 about their illnesses and care, 		

	 with computers and reference 		

	 materials, and an art room for 		

	 therapy.

•	 A clinical and educational 		

	 conference room equipped		

	 with smart boards and imaging 	

	 technology dedicated to the 		

	 training of tomorrow’s caregivers. 
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Tushar Patel, MD, pathology resident (far left); Palmi 
Shah, MD, radiologist; Paolo Gattuso, MD, pathologist; 
and Edward Hong, MD, surgeon



   

A Model of Collaboration

Since then, Rush has created more special-
ized cancer clinics (see sidebar) centered 
on collaboration among experts with deep 
knowledge in a broad range of specialties. 
While this model remains on the leading edge 
of cancer care, the experienced team at the 
26-year-old breast cancer clinic have been 
working collaboratively for so long that medi-
cal oncologist Melody Cobleigh, MD, calls it 
“the old-fashioned way” of treating patients. 
	 At The Coleman Foundation Comprehen-
sive Breast Cancer Clinic, each patient begins 
by seeing four specialists — a medical oncolo-
gist, a surgeon, a radiation therapist and a 
psychosocial oncologist — on the same day. 
Afterward, the team of doctors discusses the 
patient’s condition, pooling their knowledge 
to find the best options and present the pa-
tient with an individualized treatment plan.   
	 While the collaborative process differs 
slightly from clinic to clinic, each of The Cole-
man Foundation comprehensive cancer clinics 
provides multidisciplinary assessments and 
detailed discussions of treatment, usually in 
a single visit. This approach embodies their 
concerted effort to be effective and acces-
sible to patients and referring physicians.

Teamwork in Practice

“I’ve had patients say that they’ve gotten more 
information here in one hour than they’ve got-
ten in weeks of consulting with specialists on an 
individual basis,” says medical oncologist Philip 
Bonomi, MD. 
	 And patients aren’t the only ones. Krystyna 
Kiel, MD, a radiation oncologist who partici-
pates in the lung cancer clinic, says its model of 
care helps physicians stay current by continually 
exposing them to different perspectives and 
the latest research from other fields. “Working 
closely with the same team allows you to learn 
about the concerns and issues of each specialty,” 
she says.  Because cancer patients often need 
several specialized treatments, such cross- 
pollination is particularly important for those 
who treat them. 
	 “It’s deepened my understanding of every-
thing that goes into decisions about chemo-
therapy and radiation,” says Richard Byrne, MD, 
a neurosurgeon and member of the brain and 
spine tumor clinic team. “For example, I now 
have a better understanding of what tumor 
residue means from a chemotherapeutic or ra-
diotherapeutic perspective. The comprehensive 
clinics give us the pieces of the puzzle we don’t 
already have.”

	F itting the pieces together can save lives. 
One patient, for instance, had been told 
before coming to Rush that his small cell lung 
cancer had metastasized to his bones and 
would be difficult to treat. By meeting with 
the patient and collaboratively reviewing all 
the available information, the lung cancer 
team determined that what looked like can-
cer was actually damage to his bones caused 
by a past car accident. They treated him for 
an earlier stage of lung cancer and, 12 years 
later, he’s still in remission.

The Past and Future of Collaboration

The ability to collaborate so fruitfully stems 
from an ethic that extends throughout 
Rush. Nurse coordinators, who manage care 
and serve as point people for patients and 
referring physicians at each of the com-
prehensive clinics, have long worked with 
departments across the Medical Center to 
make sure each patient gets individualized 
care as quickly as possible. “In the lung 
cancer clinic, if we identify a new finding in 
the brain, for example, we can schedule an 
appointment with a neurosurgeon, and that 
same day the patient sees a neurosurgeon,” 
says Mary Ellen Hand, RN, a nurse coordi-
nator for the lung cancer, head and neck 
cancer, and pigmented lesion clinics. 
	 “At Rush there’s always been a tradition of 
respect for other disciplines rather than a com-
petition for patients,” adds Cobleigh. “We’ve 
understood all along that you just can’t know 
everything. You need good people in all kinds 
of disciplines.” 
	 In January, that understanding took  
physical shape in the form of a new outpa-
tient center. The center, which houses all 
of the comprehensive cancer clinics, puts 
the many facets of Rush’s expanding cancer 
programs in the same location. “Cancer care 
is not very straightforward, and with this 
model we can more effectively address the 
nuances of care,” Kiel says. 
	 Addressing those nuances pays off: As 
cancer center director Howard Kaufman, MD, 
points out on p. 2 the odds of surviving 
cancer increase significantly when multiple 
specialists care for patients together.

A Multidisciplinary 
Approach 

In 1985, a small group of physicians at Rush University Medical 
Center founded the first comprehensive breast cancer clinic in 
the Midwest, inaugurating a collaborative approach to cancer 
care that would serve as a model for other clinics within Rush 
and across the region. 

The Coleman Foundation 	
Comprehensive Cancer 	
Clinics at Rush

•	B rain and spine tumor

•	B reast cancer

•	 Gastrointestinal cancers

•	 Head and neck cancers

•	L eukemia

•	L ung cancer

•	L ymphoma 

•	 Melanoma and  

	 pigmented lesion

•	 Multiple myeloma

•	 Prostate cancer

For more information about cancer  
programs at Rush or to refer a patient, 
please call (312) 563-3800.
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Mary Ellen Hand, RN, comprehensive  
clinic nurse coordinator



Introducing the Brain and Spine Tumor Clinic 

The Coleman Foundation Comprehensive Brain and Spine Tumor Clinic brings together a variety 
of specialists in the treatment of noncancerous and cancerous tumors. Clinic director Robert 
Aiken, MD, a neuro-oncologist, says such tumors demand intensive collaboration. “The brain 
is where you live,” he says. “So there are many other dimensions of sickness besides the actual 
tumor itself. It’s a matter that really impacts emotionality, memory, every aspect of life. So we 
need to have people involved who are able to address any issue that might arise.” In addition 
to surgeons, neurologists, radiation oncologists and medical oncologists, that includes palliative 
care specialists, neuropsychologists and other care providers who can help families cope and  
assist patients with basics like taking their medication and executing daily activities. 
     It also, sometimes, includes people and institutions outside of Rush. Last year, the brain and 
spine tumor clinic joined the North Central Cancer treatment group, a consortium for clinical tri-
als led by the Mayo Clinic and the National Cancer Institute. Rush, the only Chicago-area medi-
cal center in the consortium, makes these trials of leading-edge treatments available on-site to 
patients who might benefit from them.
     The end goal of all this collaboration? “We want to emphasize that there is reason to go through 
treatment,” Aiken says. “There is reason to keep working together. There is reason to be hopeful.”
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Marta Batus, MD, medical oncologist (left),  
and Krystyna Kiel, MD, radiation oncologist

Aidnag Z. Diaz, MD, radiation oncologist (left); Richard 
Byrne, MD, neurosurgeon (middle); Robert Aiken, MD, 
neuro-oncologist



    	

Taking a Magic Bullet Approach to 
Follicular Lymphoma
Finding therapies that are both effective and 
gentle for patients with follicular lymphoma, 
the most common indolent non-Hodgkin 
lymphoma, is a priority for hematologist/
oncologist Stephanie Gregory, MD, and her 
colleagues at Rush, including hematologists, 
pathologists and researchers. The reason: pa-
tients can live up to 10 to 14 years with the dis-
ease, and chemotherapy can cause both harsh 
side effects and, over time, secondary cancers. 
“We’re trying to get away from a blanket 
approach where we’re destroying normal 
cells along with the cancer cells,” says 
Gregory. “Now we’re looking at targeted 
therapies, which are easier on patients and 
have the potential to boost response rates.”

Providing a Power Boost
One targeted approach being explored by 
the team at Rush — led by Gregory and 
researcher Kent Christopherson, PhD — 
involves cell-specific surface molecules. Over 
the past decade Rush has played a key role in 
identifying and developing therapies based 
on these molecules. “The more molecules 
we can target on cancer cell surfaces, the 
more effective treatment may be and the 
easier it will be to individualize care,” says 
Christopherson. 
	 Compared to chemotherapy, naked 
monoclonal antibodies are, in general, well 
tolerated. On their own, however, they rarely 
produce a complete response; they are most 
effective when paired with chemotherapy or 
other targeted therapies. 

	 Seeking efficacy without the toxicity, 
Gregory and Christopherson are investigating 
inotuzumab ozogamicin — the anti-CD22 
monoclonal antibody inotuzumab covalently 
linked to the potent cytotoxin calicheamicin — 
in a phase II trial. When the inotuzumab binds 
to the CD22 molecule, it releases the toxin, 
which travels directly to the cell nucleus, 
attaches to the DNA and causes double-strand 
breaks that result in apoptosis.

Fewer Doses, Fewer Side Effects
Given just once a month, the treatment’s 
main side effect is platelet count drops. “For 
heavily treated patients,” Gregory says, “this 
therapy can offer an excellent response and 
is well tolerated, so it can continue for many 
months.” 
	 Given the promise of this approach, the 
team at Rush is already looking for ways 
to improve upon it. Rush recently began 
phase I trials for a small modular immuno- 
pharmaceutical, or SMIP, a single-chain 
polypeptide that targets the previously 
uncharted CD37 molecule. At one-third to 
one-half the size of monoclonal antibodies, 
SMIPs are designed for better tissue 
penetration and biodistribution to offer even 
better outcomes for patients.  
	 “We’re starting to look at even smaller 
molecules to target cancer cells,” Gregory 
says. “This level of customization and 
specificity is where lymphoma treatment is 
heading.”

Translational 
Research

Clinical and basic cancer researchers at Rush University Medical 
Center have one common goal: improving patient care. And they 
often collaborate to develop strategies for alleviating the burden 
of treatment on their patients and detecting cancers earlier. 

Improving the Odds of Early Detection for Ovarian Cancer

Developing an effective screening method for ovarian cancer will be a crucial step toward 
detecting and treating the disease at an early, localized stage and improving survival rates.	
Researchers and clinicians at Rush are collaborating to improve screening capabilities on multiple 
fronts: studying the use of nanotechnology to boost the effectiveness of CA-125 testing (see p. 8) 
and developing a new screening procedure based on a novel marker: circulating antibodies.  
	 Production of autoantibodies is the earliest immune response to very low levels of tumor-shed 
proteins, and the team at Rush has discovered circulating autoantibodies to well-known tumor 
antigens in women with prematurely reduced ovarian function. Reduced ovarian function is 
known to carry an increased risk of ovarian cancer, but this is the first demonstration of a tumor 
marker in these patients.  
	 To translate that marker into an effective screening procedure, principal investigator 
Judith Luborsky, PhD, will team up with medical oncologist Lydia Usha, MD, who heads the 
Rush Inherited Susceptibility to Cancer Center, as well as pathologist Pincas Bitterman, MD, 
gynecologic oncologist Alfred Guirguis, MD, and other institutions worldwide.
     “These findings may not only lead to a screening procedure,” says Luborsky, “they may also 
help us understand the underlying process that leads to ovarian cancer.”

For more information about cancer 
programs at Rush or to refer a patient, 
please call (312) 563-3800.
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Judith Luborsky, PhD, researcher (left),  
and Lydia Usha, MD, medical oncologist 



Putting the Brakes on Colorectal Cancers     

Gastroenterologists and basic scientists at Rush have teamed up to develop a blood-based 
screening test that will improve early detection of and reduce mortality from colorectal cancers. 
They are searching for biomarkers — specifically, methylated genes — that will help identify 
patients with precancerous polyps who might benefit from colonoscopy or additional testing.
	 In human DNA, tumor suppressor genes act as brakes on cancer cell replication. “Like 
a switch, methylation turns off a tumor suppressor gene’s ability to serve as a brake,” says 
Joshua Melson, MD, MPH, a gastroenterologist at Rush. 
     High levels of DNA methylation have been found in cancer patients. The team at Rush, led 
by Melson and researcher Victor Levenson, MD, PhD, is looking at thousands of tumor sup-
pressor genes to determine which genes become methylated in colon cancer patients. Gastro-
enterologists at Rush provide blood samples from clinic patients; the samples are then studied 
in the lab using state-of-the-art microarray technology.
	 “If we can identify the early changes that lead to polyps becoming cancerous and develop 
a blood test based on these markers that could be given routinely in clinic,” Melson says, “it 
would ultimately mean far fewer colorectal cancers.”
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Kent Christopherson, PhD, researcher, and  
Stephanie Gregory, MD, hematologist/oncologist

Victor Levenson, MD, PhD, researcher (left), and 
Joshua Melson, MD, MPH, gastroenterologist



   

Teaming Up With Argonne
Jacob Rotmensch, MD, a gynecologic 
oncologist at Rush, and Liaohai Chen, 
PhD, a researcher with Argonne National 
Laboratories and Rush, have worked together 
for nearly 20 years to identify improved 
screening and therapeutic approaches to 
gynecologic malignancies. “By combining 
the problem-solving skills of a biomedical 
engineering researcher with the clinical 
expertise of a physician researcher, we believe 
we can improve health care,” Chen says. “You 
need engineering know-how and Argonne 
helps with this capability.”

Size Matters
Rush and Argonne currently collaborate 
on several studies looking into how 
nanotechnology and advanced spectroscopy 
can improve cancer diagnosis and treatment. 
“Nanotechnology could revolutionize cancer 
care,” says Chen. In one study, Chen and 
Rotmensch use fluorescence correlation 
spectroscopy (FCS) to observe CA-125 
molecules in serum samples from Rush 
patients. This strategy could have future 
applications as a screening protocol. A closer 
look at CA-125, the standard biomarker 
employed in diagnosing ovarian and 
endometrial cancer, could hold the key to 
more accurately diagnosing the disease.      
     Currently, cancer specialists evaluate 
CA-125 counts, which are measured with 
an immunoassay in the lab. Numbers above 
normal levels generally indicate the presence 
of ovarian cancer. The testing of quantity 
alone, however, limits the accuracy of current 
diagnostic tools. Some patients with advanced 
ovarian cancer have been found to have low 

levels of CA-125, and premenopausal women 
may have high levels of CA-125 for reasons 
that have no link to cancer. Past studies 
have shown the significance of biomarker 
size for diagnosing cancer, but finding the 
appropriate tool to determine size has been 
challenging. Hypothesizing that FCS could 
do the job, Chen, along with Rotmensch, 
is applying FCS to assess the size of CA-125 
particles as well as quantities. 

Applying Leading-Edge Technology
In the study, researchers use FCS to evaluate 
the serum through a nano-sized oval created 
by a laser. Measuring the time it takes for 
CA-125 molecules to pass through the oval 
allows researchers to determine their size. 
The smaller CA-125 complexes, which are 
taken from patients with benign tumors, take 
roughly .2 milliseconds to get through the 
opening. The larger particles, which indicate a 
cancerous presence, take 3 to 10 milliseconds. 
“This could help increase the specificity and 
sensitivity of diagnostic tests,” says Chen, 
who believes the technology can be easily 
transferable to biomarkers for other cancers.

Additional Projects With Argonne
Rotmensch isn’t the only cancer specialist 
at Rush working with Argonne. Radiation 
oncologist Katherine Griem, MD, has teamed 
up with Argonne to investigate ways to 
predict skin reaction during radiation therapy 
with 3-D thermal tomography, an imaging 
technique used by NASA that has been 
honed for the purpose of clinical research by 
engineers at Argonne. 

STRATEGIC  
COLLABORATIONS

A Resource for Cancer Patients

Five years ago, Rush University Medical Center and the American Cancer Society (ACS) joined 
forces to bring a full-time patient navigator to Rush to help cancer patients gain access to 
much-needed resources. Erin Schneider, LCSW, an ACS employee, filled that role, and she 
continues to embody the same spirit of teamwork that initially helped create her position.
	 Schneider, in collaboration with hospital staff (including social workers, nurses and 
physicians), helps patients by removing barriers that may interfere with care. For example, 
if patients worry about transportation or finances, they may not be able to focus fully on 
making sure they’re following through with treatment. So, what does Schneider do about 
that? Over the past year, Schneider interacted with approximately 800 patients needing 
assistance. 
    “We build a bridge for patients who otherwise would have been left out on an island 
by themselves,” she says. “At ACS, we have so many programs for patients, but we need 
effective ways to reach them. Being embedded in a hospital like Rush makes it so much 
easier to help — and it’s more immediate, which is so very important to patients and 
families facing cancer.”

At Rush, collaboration among physicians helps provide the 
best possible cancer care for patients. Collaboration between 
institutions, meanwhile, can elevate the quality — and broaden 
the scope — of patient care.

For more information about cancer 
programs at Rush or to refer a patient, 
please call (312) 563-3800.
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Mary Jo Fidler, MD, medical oncologist (left), and Erin 
Schneider, LCSW, patient navigator, American Cancer Society



Rush Bands Together With Stroger Hospital to Provide GI Care 

As neighbors on Chicago’s West Side, Rush and John H. Stroger, Jr. Hospital of Cook County have 
enjoyed a long-term working relationship, which includes promoting access to colonoscopies. 
     Fewer than 40 percent of colon cancers nationwide are detected early. This is partially due to 
limited access; many low income and uninsured individuals can’t afford screening colonoscopies. 
Stroger Hospital, however, offers colonoscopies regardless of ability to pay. The downside: long 
waiting periods. “Lengthy delays increase the risk of undetected cancers advancing to the point 
where treatment would no longer be beneficial,” says John Losurdo, MD, a gastroenterologist 
at Rush. To cut that wait time, Rush and Stroger Hospital offered colonoscopies to these patients 
at Rush a couple of years ago, with all attending gastroenterologists at Rush conducting screen-
ings. This effort shortened wait times and enabled faster treatment when tumors or polyps were 
detected.
     The initiative’s success has inspired additional joint ventures between Rush and Stroger Hos-
pital. Currently, Rush and Stroger Hospital perform screening colonoscopies for HIV patients at 
the Ruth M. Rothstein CORE Center, which was established as a partnership between the Cook 
County Health and Hospitals System and Rush. “Patients have been in good hands all around,” 
says Ali Keshavarzian, MD, also a gastroenterologist at Rush.
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Jacob Rotmensch, MD, gynecologic oncologist (left), 
and Liaohai Chen, PhD, researcher, Argonne National 
Laboratories and Rush

John Losurdo, MD, gastroenterologist (left); Ali 
Keshavarzian, MD, gastroenterologist; Patricia DeMarais, 
MD, infectious disease specialist, John H. Stroger, Jr. 
Hospital of Cook County
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Tumor  
conferences

Brain Tumor Conference	 	

Tuesdays, 11 a.m. to noon	
Neurosurgery conference room  
1115 Professional Building	
	
Breast Conference	

Mondays (except the first Monday  
of the month), 4 to 5 p.m.	
Pathology conference room  
562 Jelke Building
*CME accredited	

Gastrointestinal Oncology Conference	

Tuesdays, 12:30 to 1:30 p.m.	
Conference room  
809 Professional Building	
*CME accredited	

Genitourinary Tumor Conference

Third Tuesday of the month, 7 to 8 a.m.
Neurosurgery conference room
1115 Professional Building

Gynecologic Oncology Conference	

Fridays, 7 to 8 a.m.   	
Pathology conference room  
562 Jelke Building	
	
Head and Neck Cancer Conference	

First and third Wednesdays of the month  
3 to 5 p.m. 	
Otolaryngology conference room  
Fifth floor Orthopedic Building	
*CME accredited	

Lymphoma Conference	

Mondays, noon to 1 p.m.	
Pathology conference room  
573 Jelke Building	
	  
Melanoma and Soft Tissue 	
Conference	

Wednesdays, 11:30 a.m. to 12:30 p.m. 
Conference room  
10th floor Professional Building	

Sarcoma Conference 	

Every other Wednesday, 9 to 10 a.m.	
Pathology conference room  
562 Jelke Building	
	
Thoracic Oncology Conference	

Thursdays, 10 to 11 a.m.	
Conference room 
10th floor Professional Building	
*CME accredited	
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REPRESENTATIVE 
Clinical Trials

Physicians at Rush actively investigate novel therapies in trials, 
both as partners with the pharmaceutical industry and in 
cooperative group trials supported by the National Cancer 
Institute. Some of these trials are highlighted here:

Brain Cancer

10072204: A Randomized, Phase II, Double-
Blind, Placebo-Controlled Trial of Conven-
tional Chemoradiation and Adjuvant Temo-
zolomide Plus Cediranib Versus Conventional 
Chemoradiation and Adjuvant Temozolomide 
Plus Placebo in Patients With Newly Diag-
nosed Glioblastoma 

Breast Cancer

NSABP B-43: A Phase III Clinical Trial Compar-
ing Trastuzumab Given Concurrently With 
Radiation Therapy and Radiation Therapy 
Alone for Women With Her2-Positive Ductal 
Carcinoma in Situ Resected by Lumpectomy

TDM4370g: A Randomized, Multicenter, 
Phase III Open-Label Study of the Efficacy 
and Safety of Trastuzumab-MCC-TDM1 Versus 
Capecitabine + Lapatinib in Patients With 
HER2-Positive Locally Advanced or Meta-
static Breast Cancer Who Have Received Prior 
Trastumumab-Based Therapy

Gastrointestinal Cancers

ACOSOG Z6051: A Phase III Prospective 
Randomized Trial Comparing Laparoscopic-
Assisted Resection Versus Open Resection for 
Rectal Cancer

RTOG 0848: A Phase III Trial Evaluating Both 
Erlotinib and Chemoradiation as Adjuvant 
Treatment for Patients With Resected Head of 
Pancreas Adenocarcinoma

Gynecologic Cancers 

10080402: A Phase III Randomized Study of 
Concurrent Chemotherapy and Pelvic Ra-
diation Therapy With or Without Adjuvant 
Chemotherapy in High-Risk Patients With 
Early-Stage Cervical Carcinoma Following 
Radical Hysterectomy  

GOG 0252: A Phase III Clinical Trial of Beva-
cizumab With Intravenous Versus Intraperi-
toneal Chemotherapy in Optimal/Stage II, III 
and IV Ovarian, Fallopian Tube and Primary 
Peritoneal Carcinoma

Head and Neck Cancers

006 09: A Phase III Randomized Trial of Concur-
rent Cisplatin and Radiotherapy With or With-
out ONCOVEXGM-CSF in Previously Untreated 
Patients With Locally Advanced Squamous Cell 
Carcinoma of the Head and Neck

Leukemias

AC220 002: A Phase II Open-Label, AC220 
Monotherapy Efficacy (ACE) Study in Patients 
With Acute Myeloid Leukemia (AML) With 
FLT3-ITD Activating Mutations

CYC682-06: A Randomized, Phase II Study of 
Oral Sapacitabine in Elderly Patients With 
Acute Myeloid Leukemia Previously Untreat-
ed or in First Relapse, or Previously Treated 
Myelodysplastic Syndrome

Lung Cancer

0822 GCC: A Randomized, Double-Blind, 
Placebo-Controlled Multicenter Phase II Study 
of the Efficacy and Safety of Apricoxib in 
Combination With Either Docetaxel or Peme-
trexed in Non-Small Cell Lung Cancer Patients

H8Z-MC-JACW: A Randomized, Phase II Study 
of LY2181308 (Survivin ASO) in Combination 
With Docetaxel Versus Docetaxel in Patients 
With Locally Advanced or Metastatic Non-
Small Cell Lung Cancer Who Were Previously 
Treated

Lymphomas

10012702: An Open-Label, Multicenter, Ran-
domized, Phase III Study to Investigate the Ef-
ficacy and Safety of Bendamustine Compared 
With Bendamustine + RO5072759 (GA101) in 
Patients With IMAB-Refractory, Indolent Non-
Hodgkin Lymphoma

09022001: A Phase II, Multicenter, Random-
ized, Double-Blind, Parallel Group Study of 
the Safety and Efficacy of Different Lenalido-
mide (REVLIMID) Dose Regimens in Subjects 
With Relapsed or Refractory B-Cell Chronic 
Lymphocytic Leukemia

Melanoma

10061502: A Phase III, Multicenter, Random-
ized Trial of Sentinel Lymphadenectomy and 
Complete Lymph Node Dissection Versus 
Sentinel Lymphadenectomy Alone in Cutane-
ous Melanoma Patients With Molecular or 
Histopathological Evidence of Metastases in 
the Sentinel Node

10051002: A Randomized, Phase III, Open- 
Label, Multicenter, Two-Arm Study to 
Compare the Efficacy of Tasigna Versus 
Dacarbazine (DTIC) in the Treatment of 
Patients With Metastatic and/or Inoperable 
Melanoma Harboring a c-Kit Mutation

Prostate Cancer

TV2 001 09: A Randomized Phase II Study to 
Assess the Activity of MVA-5T4 (TroVax) Plus 
Docetaxel Versus Docetaxel Alone Versus 
TroVax Alone in Subjects With Progressive 
Hormone Refractory Prostate Cancer

212082-PRC-2005: A Multicenter, Open-Label, 
Single-Arm, Phase II Study of Abiraterone 
Acetate Plus Prednisone in Patients With Ad-
vanced Prostate Cancer Without Radiographic 
Evidence of Metastatic Disease
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For a current list of open clinical trials, visit www.rush.edu/cancerclinicaltrials. If you are interested 

in enrolling a patient in a trial, call (312) 942-1296.



Analytic: Cases diagnosed and/or 
received all or part of first course of  
care at Rush University Medical Center.	

Nonanalytic: Cases diagnosed and all first 
course treatment completed elsewhere.

Primary Site Total

153

4

56

13

10

34

3

17

7

9

449

37

44

12

129

14

69

14

47

11

59

13

455

10

31

412

2

21

61

50

508

367

66

167

80

10

39

5

182

164

18

118

47

69

2

19

146

110

68

42

173

19

154

50

132

4

36

1

5

3,040

Analytic

146

4

54

11

10

33

3

16

7

8

406

32

40

12

113

14

65

12

43

10

53

12

413

8

23

380

2

19

55

41

456

325

59

157

67

8

29

5

146

131

15

108

46

60

2

18

139

96

57

39

127

12

115

35

104

3

32

1

4

2,674

Nonanalytic

7

0

2

2

0

1

0

1

0

1

43

5

4

0

16

0

4

2

4

1

6

1

42

2

8

32

0

2

6

9

52

42

7

10

13

2

10

0

36

33

3

10

1

9

0

1

7

14

11

3

46

7

39

15

28

1

4

0

1

366

Male

103

2

36

11

7

18

1

15

4

9

241

28

19

8

55

12

41

8

30

4

33

3

211

5

21

184

1

10

34

28

1

0

0

0

0

0

0

0

182

164

18

74

27

46

1

9

73

43

22

21

93

15

78

25

67

3

13

1

3

1,214

Female

50

2

20

2

3

16

2

2

3

0

208

9

25

4

74

2

28

6

17

7

26

10

244

5

10

228

1

11

27

22

507

367

66

167

80

10

39

5

0

0

0

44

20

23

1

10

73

67

46

21

80

4

76

25

65

1

23

0

2

1,826

Oral Cavity & Pharynx

Lip                                               

Tongue                                            

Salivary Glands                                   

Floor of Mouth                                    

Gum & Other Mouth                                 

Nasopharynx                                       

Tonsil                                            

Oropharynx                                        

Hypopharynx                                       

Digestive System

Esophagus                                         

Stomach                                           

Small Intestine                                   

Colon                        

Rectosigmoid Junction                             

Rectum                                            

Anus, Anal Canal & Anorectum                      

Liver & Intrahepatic Bile Duct                    

Gallbladder & Other Biliary Tract

Pancreas                                          

Retroperitoneum & Peritoneum, Omentum,  
Mesentery & Other

Respiratory System

Nasal Cavity, Middle Ear & Accessory Sinuses      

Larynx                                            

Lung & Bronchus                                   

Trachea, Mediastinum & Other Respiratory Organs

Bones & Joints

Soft Tissue

Skin (excludes basal & squamous cell carcinomas)

Breast

Female Genital System

Cervix Uteri (excludes carcinoma in situ)                                    

Corpus & Uterus, NOS                               

Ovary                                             

Vagina                                            

Vulva                                             

Other Female Genital Organs                       

Male Genital System

Prostate                                          

Testis                                            

Urinary System

Urinary Bladder                                   

Kidney & Renal Pelvis                             

Ureter & Other Urinary Organs                                            

Eye & Orbit

Brain & Other Nervous System

Endocrine System

Thyroid                                           

Other Endocrine (includes thymus)                

Lymphomas

Hodgkin Lymphoma                                  

Non-Hodgkin Lymphoma

Multiple Myeloma

Leukemias

Mesothelioma

Unknown Primary

Ill-Defined & Unspecified

Other & Unspecified

Total

CANcer registry 
numbers
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New Cancer Incidence by First Contact Year, 2005 - 2009

Analytic Cases at Rush University Medical Center

3000

2550

2000

1500

1000

500

0

1917

2005

2296

2007

2560

2008

2674

2009

1988

2006

Analytic Case Distribution by Gender 
and Age at Diagnosis, 2009

0-29    30-39    40-49   50-59   60-69  70-79   80-89      90+

Male

Female

Age Group

Rush

USA

0%   2%   4%   6%   8%   10%   12%   14%   16%   18%

Breast

Lung

Prostate

Corpus Uteri

Brain & 
Other CNS

Lymphomas

Leukemias

Colon

Ovary

Rectum

13.13%

14.83%

13.00%

2.85%

1.49%

17.05%

14.21%

4.90%

5.87%

5.20%

4.75%

4.23%

5.04%

7.17%
2.51%

2.43%
1.46%

2.76%

Top 10 Analytic Sites in Comparison to National, 2009

3.89%
3.03%

61 51

111

252

389

303

215

7684

253

406

296

116

116

44

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4

Unknown

Not Applicable

13

21

32

30

18

1

0

Colon

35

30

25

20

15

10

5

0

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4

Unknown

Not Applicable

0	

2	

106	

6	

16	

1	

0

Prostate

120

100

80

60

40

20

0

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4

Unknown

Not Applicable

1

106

10

15

9

4

6

Corpus

120

100

80

60

40

20

0

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4

Unknown

Not Applicable

102

174

116

40

16

6

3

Breast

200

160

120

80

40

0

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4

Unknown

Not Applicable

0	

122	

29	

97	

129

4	

2

Lung

140

120

100

80

60

40

20

0

Top 5 Primary Sites Distribution by 
Collaborative Staging and American Joint 
Commission on Cancer Stage Group, 2009
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Observed Survival for Colon Cancer Cases Diagnosed in 1998 - 2002
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Stage 1

Rush n=69
Illinois n=3739
Nat’l n=67593

Dx

100
100
100

1 Year

94.2
87.8
89.1

2 Years

89.9
81.8
82.7

3 Years

85.5
75.6
76.3

4 Years

82.6
70

70.4

5 Years

79.6
64.7
65

100
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0
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Stage 2

Rush n=65
Illinois n=3278
Nat’l n=59815

Dx

100
100
100

1 Year

90.8
84.2
84.5

2 Years

80
72

72.6

3 Years

70.8
62.8
63.1

4 Years

63.1
56.3
56.4

5 Years

61.5
50.9
50.8

100
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25

0
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Stage 3

Rush n=50
Illinois n=2736
Nat’l n=46889

Dx

100
100
100

1 Year

56
44.3
44.3

2 Years

22
23

23.5

3 Years

20
14.2
14.1

4 Years

16
10.1
9.6

5 Years

9.6
7.4
7.1

100
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25

0

C
u

m
u

la
ti

ve
 S

u
rv

iv
al

 R
at

e

Stage 4

Rush n=58
Illinois n=2962
Nat’l n=51669

Dx

100
100
100

1 Year

98.3
92.2
92.8

2 Years

98.3
88.3
88.7

3 Years

96.5
84.2
84.6

4 Years

92.8
79.8
80.3

5 Years

85.8
75.2
75.9

Cancer Mortality (Inpatient) at Rush, FY10*

Actual mortality = number of deaths per 100 discharges; predicted mortality = deaths expected based on how sick the	
patients are, per 100 discharges; mortality index = actual rate/predicted rate (index <1 means fewer patients died than predicted).	

Based on these results, there were 41 fewer deaths in FY10 than predicted.

Comparison is with hospitals ranked in the top 20 by U.S.News & World Report, which ranks hospitals based on a number		
of different measures including in-hospital mortality (Rush is not ranked in this list; of the top 20, five hospitals do not		
submit data to the University HealthSystem Consortium).	
			 
Source: University HealthSystem Consortium clinical database, FY 2010 data.				    		
		

				  
				  

Surgical oncology

Medical oncology

Bone marrow transplant

Actual  
mortality rate

1.70

2.93

4.30

Predicted  
mortality rate**

3.46

5.89

4.65

Mortality index

0.49

0.50

0.93

Compared with top 
cancer hospitals  
(U.S. News)***

2nd out of 16

1st out of 16

12th out of 16

*

**

***
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The Rush Cancer Integrative Medicine Program’s Janine Gauthier, PhD (left), 
and breast cancer survivor (and apheresis donor recruiter at Rush) Malissa 
Lichtenwalter celebrate cancer survivors’ day, which was held Sept. 12, 2010. 
More than 250 cancer survivors and loved ones attended this yearly event at  
Rush, which included inspiring speeches from staff and cancer survivors as well  
as cooking demonstrations, massage therapy and even line dancing.

Cancer Survivors’ Day



Rush is a not-for-profit health care, education and �research enterprise comprising  
Rush University Medical Center, Rush University, Rush Oak Park Hospital and Rush Health.

PLEASE NOTE: All physicians featured in this publication are on the medical faculty of Rush University 
Medical Center. Some of the physicians are in private practice and, as independent practitioners, are not 
agents or employees of Rush University Medical Center.

Principal photography by Eric Herzog. Additional photography by Rush Photo Group and John Schneider, MD.
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