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From the Registrar:
The Role of Cancer Registry in Oncology

The Cancer Registry is an information system designed for the collection, management, and analysis of data on persons with a 
diagnosis of a cancer. Cancer Registrars are data management experts who work closely with physicians, administration, and 
other health care professionals to provide support for cancer program development, ensure compliance of reporting standards, 
and serve as a valuable resource for cancer information with the ultimate goal of preventing and controlling cancer. The Cancer 
Registrar is involved in managing and analyzing clinical cancer information for the purpose of education, research, and outcome 
measurements.

Maintaining a Cancer Registry ensures that health officials have accurate and timely information, while ensuring the availability 
of data for treatment, research and education. Cancer Registries strictly maintain confidentiality of patient information and  
related medical data. All aggregate data are submitted, analyzed and published without any patient identifiers.

SAH Cancer Registry Staff

Kimberly Duclos, RHIT, CTR – Cancer Program Coordinator

Jane O’Connell, CTR – Abstractor

Diana Hughes, CTR – Abstractor

Dawn Loomis – Data Specialist

AnnMarie St. Onge – Data Specialist

Cancer Program Practice Profile Report (CP3R)
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Breast & Colorectal Measures                                                                           SAH

 2011 2012 2013
Tamoxifen considered or administered within 1 year 
of diagnosis for AJCC T1cN0M0, or stage II or 98.8% 94.6% 100% 
III ER and/or PR positive cancer [HT]

Radiation administered within 1 year of diagnosis 
for women <70 with breast conserving  97.7% 97.2% 98.3% 
surgery [BCS/RT] 

Combination chemo considered or administered 
within 4 months of diagnosis for women <70 100% 100% 88.9% 
with AJCC T1CN0M0, or stage II or III ER/PR  
negative breast cancer [MAC] 

At least 12 regional lymph nodes removed and 
pathologically examined for resected colon 100% 50% 100% 
cancer [12RLN] 

Chemo considered or administered within 4 months 
of diagnosis for patients <80 with lymph node no data 100% 100% 
positive colon cancer [ACT] (no patients 
 fit the criteria) 
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Saint Anne’s Hospital
Comparative Case Distribution
For 2014

Cancer Registry Data for 2014

    2014 
    Cancer 
  Saint   Society 
   Anne’s  National  
  2014  Figures

SITE N % N %

Breast 212 22 235,030 14

Lung 173 18 224,210 14

Prostate 95 10 233,000 14

Colon 48 5 96,830 6

Rectum & Rectosigmoid 28 3 40,000 2

Lymphomas 32 3 70,800 4

Hodgkin’s Dis 8 <1 9,190 <1

Stomach 21 2 22,220 1

Pancreas 25 3 46,420 3

Esophagus 15 2 18,170 1

Oral Cavity & pharynx * 36 4 42,440 3

Tongue 8  13,590 

Pharynx 12  14,410

Other oral cavity 16  14,440

Thyroid 33 4 62,980 4

Larynx 10 1 12,630 <1

Female Genital System 37 4 94,720 6

Corpus uteri 25  52,630

Cervix uteri 6  12,630

Other Gyn1 6  29,730

Brain & CNS 9 1 23,380 1

Hematopoietic System 26 3 76,430 5

Leukemia 16  52,380

Myeloma 10  24,050

Bladder 53 6 74,690 4

Kidney & renal pelvis 12 1 63,920 4

Liver  8 <1 33,190 2

Gall Bladder & Biliary 5 <1 10,650 <1

Melanoma 16 2 76,100 5

All Others 53 6              All others &  6 
                                                                                       unknown primary** 
   98,540

Total 955 (100) 1,665,540 (100)

New Cases Accessioned in 2014 1081

Analytic 963

Diagnosis and all or part of 1st course  499 
of treatment at SAH  

Diagnosis elsewhere and all or part of  415 
1st course of treatment at SAH  

Diagnosis only at SAH 49

Non-Analytic

Treatment for recurrence or metastasis only 118

Total number of Analytic Cases in the  19,110 
Registry since Reference Year 1995  

Total living patients in follow-up 8,490

Percentage of successful follow-up  95% 
(target 90%) 

Multidisciplinary Case Conferences 77

Lung Case Conferences (with BWH  11 
surgeon in attendance) 

Breast Case Conference 8

General Case Conference 58

Clinical Trial Patients 

Number of patients entered on/referred  59 
for clinical trial  

Cancer Screenings

Screening Mammography 4,463

Screening Colonoscopies 5,668

Free Skin Screening 75
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SAINT ANNE’S HOSPITAL REGIONAL CANCER CENTER

In the United States, the lifetime risk of developing  
colorectal cancer is approximately 5%. Colorectal cancer is 
the third-leading cause of cancer-related mortality among  
both woman and men in America. Earlier diagnosis of cancer 
leads to decreased risk of death from cancer, as well as  
need for less intensive therapy. Most patients who undergo 
colonoscopy are referred by their primary care physicians 
due to screening guidelines per age or family history, and/
or specific clinical criteria such as iron deficiency anemia or 
unexplained change in bowel habits.  

During 2003-2013, the percentage of patients among 41  
hospitals in our region diagnosed with stage 0 (carcinoma 
in situ), I, II, III, and IV (distant metastases) colon cancer, 
respectively, was 6%, 13%, 22%, 28%, and 19%. Between 
2003-2013, the percentage of patients diagnosed at Saint 
Anne’s Hospital in each category was 6%, 21%, 25%, 24%, 
and 17%, indicating a trend toward detection of earlier-stage 
disease.

Initial staging workup for most patients with colon cancer 
includes radiographic imaging, most commonly a CT scan of 
the abdomen and pelvis, and either a chest X-ray or chest CT 
scan. Patients without distant metastatic disease and without 
surgical contraindications will proceed to surgery with curative 
intent, and afterwards are referred to medical oncologists for 
further discussion of their pathologic staging, prognosis,  
adjuvant therapy, and surveillance strategy.

According to National Comprehensive Cancer Network 
(NCCN) treatment guidelines, adjuvant chemotherapy is not 
recommended for stage I colon cancer, where no survival 
benefit has been demonstrated for adjuvant chemotherapy. All 
thirteen patients with stage I disease diagnosed at our hospital 
in 2014 were treated with surgery alone. Per NCCN guide-
lines, adjuvant chemotherapy can be considered for selected 
patients with high-risk stage II disease and is believed to 
render a small survival benefit to this population. Of the twelve 
patients diagnosed with stage II disease, two had high-risk 
features (T4 tumor; bowel obstruction), and both received 
adjuvant chemotherapy. Our proportion of patients with stage 
II disease receiving adjuvant chemotherapy, 16%, is virtually 
identical to the proportion of patients with stage II disease in 
our region receiving chemotherapy, 13%.

Stage III colon cancer is defined by spread of cancer to  
regional lymph nodes. Clinical trials have demonstrated  
significant survival benefit for patients with surgically  
resected stage III disease, and NCCN guidelines recommend 
adjuvant chemotherapy for patients with stage III disease 
unless medically contraindicated. Chemotherapy for stage 

III disease consists of either infusional fluorouracil or the oral 
analogue of the drug (capecitabine), with or without infusional 
oxaliplatin. Oxaliplatin improves survival compared to 5-fluoro-
uracil or capecitabine alone but often at the cost of consider-
able toxicity including fatigue, nausea, myelosuppression, and 
peripheral neuropathy; neuropathy sometimes permanently 
persists after cessation of chemotherapy. For patients with 
significant medical comorbidities and/or advanced age, the 
risks of chemotherapy may outweigh the benefits.

Of the eight patients who underwent surgery for stage III colon 
cancer, one patient had a rare subtype of colon cancer, a 
neuroendocrine tumor. Clinical trials for stage III colon cancer 
have excluded patients with neuroendocrine histology, and 
this patient received standard-of-care adjuvant chemotherapy, 
cisplatin and etoposide, for a high-risk neuroendocrine tumor.  
Of the remaining seven patients, all received chemotherapy 
with the exception one with advanced age (87) and the other 
with severe medical co-morbidities. Our proportion of patients 
with stage III disease receiving adjuvant chemotherapy, 71%, 
was higher than the regional average of 58%, but this  
difference was not of statistical significance given the relatively 
small number of patients treated at our institution.

While the standard of care for adjuvant chemotherapy for 
colon cancer is 12 cycles of FOLFOX chemotherapy, there 
is interest in investigating whether 6 cycles of chemotherapy 
may offer a comparable outcome. A shorter course of  
chemotherapy would result in less short- and long-term 
toxicity to patients and reduce healthcare expenditures. 
Researchers are also investigating whether scheduled NSAID 
administration may reduce the risk of cancer relapse. One of 
our patients with stage III cancer enrolled on CALGB study 
#80702, where patients were randomized to 6 vs 12 cycles of 
FOLFOX chemotherapy with or without celecoxib.

In summary, colon cancer patients treated at Saint Anne’s 
Hospital had their disease diagnosed at an earlier stage 
compared to national averages, and their treatment was in 
strict accordance with NCCN guidelines. Ongoing education of 
patients and primary care providers regarding the importance 
of early detection of colon cancer is an important public health 
priority both in our community and nationwide.

Colorectal Cancer Incidence and Treatment:  
A comparison of Saint Anne’s Hospital patients vs. the national average

by John Yang, MD, Chair, Medical Oncology
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ANNUAL REPORT 2014

Taking it head on: An oncology nurse-led team approach  
to decrease treatment delays and hospitalizations  

in our head and neck cancer patients 

Susan P. O’Brien, RNP, MSN, AOCN; Helena C. Viveiros, RN, BSN, OCN;  
Yvette Rosa, RN, BS ,OCN, Saint Anne’s Hospital Regional Cancer Center

Patients with head and neck malignancies frequently have complex psychosocial and medical issues. It is imperative to provide 
ongoing evaluation and resources to this high-risk population. In April 2014, oncology nurses in our practice identified concerns 
about profound treatment-related sequelae which resulted in significant treatment delays and hospitalizations. This effect was 
even more pronounced when the patient was receiving concomitant radiation and chemotherapy. 

This premise was validated when nursing initiated a 1.5 year review of our morbidity and mortality records. This review of 74 
consecutive patients revealed a 59% risk of significant treatment delay (> 3 days) with or without hospitalization. Research has 
shown nursing interventions can help minimize treatment delays and hospitalizations. 

In June 2014, oncology nurses in our facility created a multidisciplinary team which included social workers, dietitians, speech 
therapists, and palliative care nurses as well as the treating physicians. Our purpose was to identify interventions to limit treat-
ment delays and interruptions. The team developed and implemented an algorithm with our nursing colleagues in the surgery 
department, ensuring timely referral to home care services for gastric tube management as well as early referral for swallow and 
speech therapy. We established a protocol for bi-weekly oncology nursing visits during radiation to assess and manage side ef-
fects in a timely manner. Detailed educational materials for oral care and symptom management were developed for distribution 
to the patients and family care givers. Aggressive supportive measures were instituted both during and after treatment. 

In May 2015, a six-month review and evaluation of 28 patient records after implementing these interventions demonstrated a 
34% absolute reduction in hospitalization and treatment delays. The team continues to meet on a monthly basis with quarterly 
chart reviews to further improve this process. This collaboration of expert clinicians has improved the quality of care for patients 
with head and neck cancer and has decreased hospitalizations and treatment delays. 

Glossary
Adjuvant – additional cancer treatment given after the 
primary treatment to lower the risk that the cancer will 
come back.

Diagnostic – scientific methods used to establish the 
cause and nature of a disease, confirm a diagnosis, 
identify the type of cancer, or determine the stage of 
the cancer.

Multidisciplinary – a team of professionals with  
varied qualifications working together; an efficient and 
effective approach to complex challenges such as 
cancer care.

Oncology – the study of cancer.

Prognostic Indicator – an indicator of the course of the 
cancer; the prognosis predicts the outcome and there-
fore the future for the patient.

Standard of Care – a diagnostic and treatment process 
that a clinician should follow for a certain type of  
patient, illness, or clinical circumstance.

Clinical Trial – a type of research that studies a test or 
treatment given to people to study how safe and helpful 
the test or treatment is.

CT Scan – Computed Tomography scan, detailed  
images of internal organs are obtained by this  
sophisticated X-ray device.

NCCN Guidelines – National Comprehensive Cancer 
Network, an alliance of 26 of the world’s leading cancer 
centers working together to develop treatment guide-
lines for most cancers, and dedicated to research that 
improves the quality, effectiveness, and efficiency of 
cancer care.
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SAINT ANNE’S HOSPITAL REGIONAL CANCER CENTER

Cancer Committee Members 2014

 Raymond Dugal, MD, Chairman Monica DaSilva, MD, CLP    
 Chief, Radiation Oncology Breast Surgeon    

       
    

Rosemarie Baylies, RN, BSN, MHP, OCN 
Clinical Research Coordinator

Karyl Benoit, BS 
Oncology Outreach Program Coordinator 

Christian Campos, MD 
Thoracic Surgeon

Ivan Duran, MD 
Pathologist

Kimberly Duclos, RHIT, CTR 
Cancer Program Coordinator

Daniel Eardley, MD 
General Surgery

Richard Goldenson, MD 
Radiology

Nancy McKinney, MD 
Medical Oncology

Edean Mendonsa, RT (R.) (M.) 
Senior Mammography Technologist

Susan O’Brien, RNP, MSN, AOCN 
Administrative Director, Medical Oncology

Jane O’Connell, CTR 
Cancer Registry

Richard Randazzo, MD 
Radiology

Donna Rebello, RN, BSN, OCN 
Inpatient Nursing Care Director

Kelly Sheehan, MSW, LICSW 
Social Worker

Nancy Sullivan, RN, MS, CCM 
Oncology Nurse Navigator

Mark Theodore, MA, LSW 
Social Worker

Kristine Walker, MS, RN-BC, NEBC 
Administrative Director Oncology Services

Peter Ward, MD 
Medical Oncology

John Yang, MD 
Chief, Medical Oncology



795 Middle Street

Fall River, MA

508-674-5600

SaintAnnesHospital.org


