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CANCERCOMMITTEE CHAIR Ietter

Christine H. McCaty, MD
Chair, Randolph Hospital
Cancer Committee

“BY BEING A
NATIONALLY
RECOGNIZED
CANCER CARE
FACILITY, OUR
PATIENTS
AND THEIR
FAMILIES AND
FRIENDS SHOULD
FEEL
COMFORTED
KNOWING THEIR
LOVED ONES ARE
RECEIVINGTHE
BEST POSSIBLE
CARE!

-Christine H. McCaty, MD

his has been a year of firsts for the Randolph Cancer

Center. We received accreditation during our first
inspection through the American College of Surgeons
Commission on Cancer. Of all the cancer programs which
have applied for accreditation only 25 percent will pass
this rigorous inspection process and receive
accreditation. In 2004, Randolph Cancer Center was one
of only 1,427 cancer programs in the United Sates that
had received accreditation. Following its accreditation,
Randolph Cancer Center received an Outstanding
Achievement Award from the American College of
Surgeons for excellence in seven areas where
commendation was awarded. The Randolph Cancer
Center is only 1 of 39 programs in the United Sates to
receive this award in 2004, and
the first in North Carolina.

As reflected in the
registry report, our patient
numbers continue to increase. In
2004 we introduced our first
Palliative Care Program. This
started out with a pilot program
early in the year and expanded
to assist nearly 300 patients throughout the year. The
positive response generated by this program lead us to
increased chaplain involvement and continued close
collaboration with Hospice of Randolph County

In 2004, we also engaged in a retrospective
study to examine our standard of care in breast cancer
treatments and breast conservation therapies. As a
result of this study, and at the recommendation of the
American College of Surgeons’surveyor, we now present
all newly diagnosed breast cancer cases at the
bi-monthly Tumor Conference.

In keeping with our goals and looking toward the
future, we continue to interview for an additional
oncologist to join the cancer center and are moving
forward with plans for adding radiation therapy and
further expansion of the cancer center.

Christine H. McCaty, MD
Chair, Randolph Hospital
Cancer Committee



CANCER LIAISION

letter

ew innovations in medicine are created daily. The Randolph

Cancer Center is dedicated to providing state-of-the-art
care to local patients. Our top-rated cancer program ensures
standard of care treatment regimens are available and provided
to the patients in our community. If a treatment is unavailable
locally, we seek out an appropriate referral center—all for the
benefit of patient care.

In 2005 Randolph
Hospital became a center for
performing one of the newest
procedures in the battle to
treat breast cancer. The
Mammosite catheter is a
state-of-the-art balloon
catheter that allows focused partial breast irradiation in breast
cancer patients who undergo breast conservation therapy. The
catheter is placed into the cavity where the cancer was re-
moved. The rationale behind this procedure is that the radiation
is delivered to the area of the breast which is statistically at
highest risk for recurrence. The treatment course of partial
breast irradiation is completed in days compared to total breast
irradiation which has a treatment time of about seven weeks. Not
all patients are candidates for partial breast irradiation. By
discussing every new diagnosed case of breast cancer in our
community we can determine if this treatment is an option.

Our cancer program remains dedicated to aggressive
control of cancer in our community. Through education, support
programs, screening programs and medical services, Randolph
Cancer Center maintains a commitment to providing quality care
to local patients.

Michael D. LiningerMD, FACS
General Surgeon
Cancer Liaison Physician

Michael D. Lininger MD,FACS
Cancer Liaison Physician

“OUR PAIENTS
CAN REST
ASSUREDIHAT
THEY ARE
RECEIVING
CARETHAT HAS
EXCEEDED
STANDARDS
ALONG AN
ENTIRE
SFETRUM

OF SER/ICES!

-Michael D. Liningeyr
MD, FACS



COMMUNITY

“THE CANCER
CENTER
SUPPOR GROUP
PROVIDES
FRIENDSHIR
INFORMATION
AND
ENCOURAGE-
MENT ALL IN A
SUPPORIVE
ENVIRONMENT.”

- Beulah C. Hayes
patient support group
participant

education

Randolph Hospital Cancer Outreach

October 5 & 12, 2004 — | Can Cope
6 participants

October 11, 2004 — Breast Cancer
Awareness Station at Randolph Hospital
47 participants

October 14, 2004 — Breast Cancer Awareness Station
at Randolph Community College
24 participants

October 19, 2004

“Pink Tie Affair” Breast

Cancer Luncheon
35 participants

November 13, 2004
Breast Cancer
Awareness
Speakers Bureau
15 participants

March 22, 2005 — Prevention and Detection of

Colorectal Cancer
9 participants

Support Groups
Look Good, Feel Better
Cancer Support Group

Screenings

December 11, 2005 — Cervical Cancer Screening
11 participants

April 16, 2005 — African American Prostate Cancer
Education and Screening Program
26 patrticipants (19 screened)

May 3, 2005 — Skin Cancer Screening
155 participants

August 18, 2005 — Oral Cancer Screening
30 participants

September 13 -15, 2005 — Prostate Cancer Screening
319 participants



CANCER

“THE NURSES
AT RANDOLRMH
CANCER
CENTER ARE
HIGHLY
TRAINED IN A
VARIETY OF
SPECIAL SKILLS
AND PROVIDE
THE HIGHEST
LEVEL OF
QUALITY CARE
TO OUR

PATIENTS?
-Kathy Shropshire, RN

oncology nursing

he nurses at Randolph Cancer Center are highly

trained in a variety of special skills and treatment
modalities. We have nationally certified nurses that have
taken special examinations to be allowed to use the title of
certified nurse. All of the nursing staff are trained in all
aspects of patient care so they can work autonomously in
all areas of the clinic.The nurses are experts with central
venous access devices and serve as preceptors for
various agencies in the county to learn to use these
devices. Also, they are a resource for Hospice and
Randolph Hospital when questions arise.

In addition to administering chemotherapy by
various routes, the nurses are excellent phlebotomists,
actually performing the majority of laboratory tests needed
to continue the complete monitoring of the patients.

There are other numerous duties carried out by
the staff, including, but not limited to, administering
injections of vaccines, growth factors, hormone
biotherapy and other procedures as needed for the
patient. The nurses work closely with the research
department to provide protocol treatments when the
patient wants to participate in a clinical trial. The nurses
have availed themselves to all information pertaining to
reimbursement, social, financial and home care issues.
This enables them to be an advocate for the patient and to
anticipate and address all of the patient’s needs.
Randolph Hospital Social Services has been invaluable to
the clinic when providing help with issues or needs that
may arise. Even though we are a stand alone clinic, we
still function as a multidisciplinary team. We work closely
with the radiation therapy department at Wesley Long
Regional Cancer Center, as well as the laboratory and
radiology departments at Randolph Hospital, and any
other departments in order to meet the medical needs of
the patient.

All of the nurses work directly under the
physician’s supervision to provide the highest level of
quality care, and all of the nurses work under one
common philosophy: the patient’s highest level of
wellness, comfort, care and support is the primary
purpose of the clinic.



CANCER

Rehabilitation

he Rehabilitation Services staff at Randolph Hospital delivers

physical, occupational and hand therapy as well as speech
language pathology to oncology patients who have been
hospitalized or require these services on an outpatient basis.
Most of the services concentrate on strength, balance,
coordination, endurance, mobility, range of motion, positioning,
transfer training and patient and family education. Patients benefit
from the comprehensive team approach coupled with
customized rehabilitation treatment programs designed to meet
each patient’s needs.

Rehabilitation Services
consists of licensed physical
therapists, occupational therapists
and speech language pathologists
managing the musculoskeletal,
neuromuscular, cardiopulmonary and
speech/language rehabilitative needs
of patients resulting from the treatment
of the active cancer disease such as
surgery, radiation therapy and
chemotherapy.

A spine stabilization exercise program was developed by
the rehabilitation staff for oncology patients utilizing specific spine
and osteoporosis exercises. This program enables patients to
develop strength and improve posture while taking their oncology
treatments and helps the patient progress to more comfortable
levels with daily routines.

The Rehabilitation Department has recently added the
Neurocom Balance System. With this system, patients can
receive a complete diagnostic evaluation and then have a
customized program created. Oncology patients especially
benefit from this highly specialized service due to the various
oncology diagnoses and the balance needs for each patient.

One of our most exciting additions has been Aquatic
Rehabilitation for patients. This pool therapy tries to increase
range of motion, strength and endurance based on each patient’s
individual needs.

“PATIENTS
BENEFIT FROM
THE COMPRE-
HENSIVETEAM
APPROACH
COUPLEDWITH A
CUSTOMIZED
REHABILITATION
PROGRAM
DESIGNEDTO
MEET EACH
PATIENT'S
NEEDS!

- B.J. Chockleydirector of
Rehabilitation Services at
Randolph Hospital



et Conference

he Tumor Conference is a multi-disciplinary conference

composed of oncologists, radiologists, surgeons,
pathologists, radiation oncologists, primary care physicians
and nurses. The conference meets twice per month to
present, review, discuss and offer recommendations for
management and/or treatment of patients who will receive
their treatment at Randolph Cancer Center.

Based on data derived from the Tumor Registry at Moses
Cone Health System, there were 291 analytical cases
in 2004. An analytical case is defined as a patient with cancer
who was diagnosed and/or received all or part of his/her first
course of treatment between January 1 and December 31, 2004.
The five most common anatomic sites in order of frequency were:

1. Lung 63 cases
2. Breast 53 cases
3. Colorectal 33 cases
3. Prostate 31 cases
5. Bladder 22 cases

The following table illustrates the total cases
presented at the Tumor Conference for 2004, which met the
requirement through the American College of Surgeon’s for
an accredited program.

Primary Site Number of Cases
Bladder

Bone

Breast

Colon

Esophagus

Kidney

Lip/Oral cavity

Liver

Lung

Lymphoma, Hodgkin’s
Lymphoma, non-Hodgkin’'s
Melanoma
Myelogenous leukemia
Myeloma

Ovary

Penis

Prostate

Rectum
Submandibular
Testicular

Thyroid

Unknown primary
Urothelial
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Robert S. McGee, MD, PhD
Tumor Confeence Chairman

“IT'S CLEARY
EVIDENT THAT
RANDOLPH
CANCER
CENTER
REPRESENTSHE
VERY BEST IN
CANCER CARE.

- Robert S. McGee, MD, PhD



"~ registry report

he Cancer Registry for Randolph Hospital was established January

1, 1998, to collect, manage and analyze statistical data on all cancer
patients diagnosed and/or treated at Randolph Hospital (RH) and
Randolph Cancer Center (RCC).

The registry’s program is patterned to meet the requirements of the
American College of Surgeon’s (ACoS) Commission on Cancer (CoC)
and is designed to describe characteristics, modalities of therapy and
patient survival experiences.

The registry is responsible for helping to ensure compliance with
all standards set forth by the ACoS for accreditation. The registrar is
co-chair of a subcommittee for evaluating and ensuring compliance of
all standards on an ongoing basis as well as updating the annual Survey
Application Record.

The registry maintains lifetime follow-up on all analytic patients
entered into the database. This includes any additional treatments
received, current cancer status and last date of contact with the patient.
It also serves as a reminder to physicians and patients to schedule
physical examinations to assure continued medical surveillance in hopes
of improving early detection of recurrent or metastatic disease. Since
January 1, 1998 a total of 1,798 analytic cases have been accessioned
into the database. Of these, 677 have expired with a total of 922 living
patients that are being followed. The ACoS CoC requires at least an 80
percent follow-up rate on all patients accessioned in the database since
it was established. Our current follow-up rate since inception is 94.6
percent. The ACoS CoC requires at least a 90 percent follow-up rate on
all patients accessioned in the database for the last five years. Our
current follow-up rate is 95.5 percent for the last five years.

The registry also provides information from the database to
assist in at least two patient care studies utilizing the current years
statistical data. Patient care studies for 2004 utilizing registry data as
well as state and national data were Colon, Lung and updating the
Breast Study from 2003 to incorporate the 2004 dat to put in our
annual report. In addition, the Cancer Registry submitted data on newly
reportable cases to the North Carolina Central Cancer Registry and
ACoS CoC National Cancer DataBase. Other requests for data included
Randolph Hospital, Randolph Cancer Center, physicians, clinical
researchers and the Marketing Department at Randolph Hospital and
Moses Cone for assistance with projects. All physicians and personnel at
Randolph Hospital and Randolph Cancer Center are encouraged to
utilize the cancer registry statistical data with any of their projects or
reports. The Cancer Registry phone number is (336) 832-0832.

“THE
NURSING
STAFF IS
TRAINED IN
ALL ASPECTS
OF PATIENT
CARE SO
THEY CAN
WORK IN ALL
AREAS OF
THE CLINIC.”

- Kate Pruitt,
Medical &chnologist



" reqistry report

In an effort to keep cancer registrars abreast of the
current treatments and issues related to cancer, the staff
attends various educational meetings throughout the year
During 2004, the cancer registrar attended the NCRA National
Meeting in New Orleans and the ANCCR State meeting in
Raleigh, NC. In addition to these meetings, registrars are
required to attend various software meetings and other
seminars related to cancer treatments.

A total of 326 cases were accessioned into the database
in 2004. Of these, 291 were analytic cases.Analytic cases
include all reportable cases first diagnosed and/or receiving all
or part of their first course of treatment at RH or RCC in 2004.
Of these, 35 were non-analytic cases. Non-analytic cases
include patients that received at least one complete course of
therapy elsewhere and are being seen at Randolph Hospital or
Randolph Cancer Center for subsequent treatment for
progression, metastatic disease or recurrent disease. Figure 1
shows the distribution of age at time of diagngosis.

As noted in Table 1 on page 10, the top five sites are
lung, breast, colorectal, prostate and bladder, comprising 70
percent of cases. Since the inception of the tumor registry at
RH, breast cancer has been the most common cancer site,
however, lung cancer surpassed breast cancer for the first time
to become the most common cancer in 2004. A comparison of
the top five leading cancer sites from 200 to 2004 is illustrated
in Figure 2 on page 11.

When we reviewed the lung cancer cases for 2004, we
found the majority of patients presenting with predominantly
advanced disease and poor survival outcomes.

Figure 1
Randolph Hospital
2004 Age at Diagnhosis
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~registry report

Table 1

Primary Site Total New Recurrent Male Female Stage Of New Cancers

0 | Il il 1\ UNK N/A
Lung/Bronchus 63 63 0 40 23 0 5 4 20 33 1 0
Breast 59 53 6 0 53 4 18 19 8 4 0 0
Prostate Gland 50 31 19 31 0 0 0 28 0 3 0 0
Colorectal 34 34 0 19 15 0 8 11 5 5 2 3
Bladder 25 22 3 21 1 14 4 0 1 2 1 0
Blood/Bone Marrow 13 13 0 10 3 0 0 0 0 0 0 13
Lymph Nodes 11 10 1 3 7 0 4 0 1 5 0 0
Uterus 10 10 0 0 10 0 6 0 3 1 0 0
Kidney/Renal 9 8 1 5 3 1 5 0 1 1 0 0
Pancreas 7 7 0 6 1 0 0 0 1 5 1 0
Larynx 6 6 0 1 5 2 2 2 0 0 0 0
Skin/Melanoma 5 4 1 3 1 2 1 0 0 0 1 0
Other Digestive System 5 5 0 3 2 0 1 1 1 2 0
Stomach 5 4 1 3 1 0 2 0 1 1 0 0
Anus/Anal Canal 4 3 1 1 2 1 0 1 0 1 0 0
Ovary 3 3 0 0 3 0 0 0 2 1 0 0
Esophagus 3 3 0 1 2 0 0 0 0 2 1 0
Vulva 3 2 1 0 2 1 0 0 1 0 0 0
Unknown Primary Site3 2 1 2 0 0 0 0 0 0 0 2
Other Oral Cavity 3 3 0 0 3 0 0 0 1 1 1 0
Testis 2 2 0 2 0 0 2 0 0 0 0 0
Thyroid 2 2 0 0 2 0 0 0 0 1 1 0
Other Urinary System 1 1 0 0 1 0 0 0 1 0 0 0
Total 326 291 85 151 140 25 58 66 47 68 9 18

10



~ registry report

The stage of disease at time of diagnosis was Sages Il (33
percent) and IV (52 percent). In order to satisfy theACoS CoC
standard to document survival outcome, we further

surveyed and reviewed lung cancer cases diagnosed from 1998
to 2000 and found that 100 percent of the patients had expired
with at least 63 percent of deaths directly attributable to their
malignancy. In comparing state and county lung cancer death
rates, Randolph County’s rate rose from 1978-2002 but in a
similar pattern to the state as a whole. From the National Cancer
Institute’s State Cancer Profile most recent data, North Carolina’s
lung cancer death rate (per 100,000 individuals) is slightly higher
than the national rate at 61 vs. 55.7, respectively while Randolph
County’s rate is 59.2.

Figure 2
Top Five Leading Cancer Sites in 2000- 2004
A Five Year Comparison

70 -
63

60 -
50 53

50 4 4 48

40 3 .
3 433 3 3835
30 4
237

Number of Cases

20 | B
14

10 -

Lung Breast Colorectal Prostate

Cancer Site

25

Bladder

@ 2000
m 2001
02002
02003
l 2004




CANCER

registry report

Figure 3 shows the Stage distribution with 9 percent of patients
presenting with stage 0 disease up to 23 percent of patients presenting

with stage Il and stage IV cancers.

Comparison of national estimates for the number of predicted

cancers by body site for 2004 to the percentages of the top three cancer

sites during 2004 at RCC and RH is shown in Figure 4 on page 13.

When compared nationally, females in Randolph County had a

comparable occurrence of breast cancer (32 percent nationally versus
38 percent locally) and colorectl cancer (11 percent nationally and
locally). Males in Randolph County had less prostate cancer with 21
percent locally vs. 33 percent nationally and colorectal cancer had a
comparable occurrence (11 percent nationally and 13 percent locally).
Of particular note, males had a markedly higher percentage of lung
cancer cases (26 percent) compared to national estimates (13 percent).
This difference is most likely related to the high smoking prevalence for

our county and state.

Percent of Total (291 Cases)
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Figure 3
Randolph Hospital
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registry report

Percentage

Figure 4
Comparison Between 2004 National Estimates and 2004 Randolph County
Actual Leading Sites of New Cancer Cases
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SITE SPECIFIC STUDY

breast cancer

At the recommendation of the American College of Surgeons
surveyor, we reviewed all cases of newly diagnosed breast cancer
occurring in 2003 to evaluate the standard of care. We had three
particular questions the cancer committee wished to address:

1) We studied whether medical and radiation oncology consultations
were obtained for this patient group. 2) We reviewed survival data for
patients diagnosed from 1998 to 2000. 3) We also examined whether
breast conservation therapy versus mastectomy was similar to state
and national data.

Medical oncology consultation was requested in 100 percent of
cases, although two patients refused. No patient was entered on
clinical trials during this time, although one patient was still considering
the option. The inability to enroll patients in clinical trials is attributable
to staffing issues during this time period.

With regards to radiation oncology consultation,12 of 41 (29.3
percent) of the patients obtained a radiation therapy consultation
during their treatment program. Three patients refused consultations
and one patient was referred to radiation therapy after developing
recurrent disease. Insufficient data was available for 3 patients to
determine whether consultation had been advised.

As seen in Figure 5 below, 5-year survival curves for patients
diagnosed in 1998 to 2000 demonstrate Sage | survival at 98 percent,
Stage Il at 71 percent, Stage Il at 56 percent and Sage IV at 0
percent. These survival cases are just slightly lower that the national
average but represent a limited number of registered cases when the
cancer program was just initiated which may bias the data.

Figure 5
Breast Cancer at Randolph Hospital,
1998-2000, Five-Year Survival Patterns
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SITE SPECIFIC STUDY

breast cancer

In comparing the type of initial surgery women received
at Randolph Hospital in 1998-2001, 43.6 percent received
lumpectomy, 53.8 percent mastectomy and 2.6 percent received
no surgical intervention (Figure 6). Fewer local women received
lumpectomy as the initial therapy compared to state and national
data, while more local women received a higher percentage of
mastectomy compared to state and national data for this time
period. It's interesting to note that more local women presented
with Stage Il disease compared to state and national data during
the same time period (Figure 7). This observation may be related
to the higher rates of mastectomy versus lumpectomy for local
women compared to state and national data.

Although there is no state or national data yet available
for the comparison with local data for the percent of lumpectomy
versus mastectomy for 2002 to 2004, some observations are
worth comment. There was a significant increase in the percent of
lumpectomies performed in 2002 at Randolph Hospital (Figure 8).
There was a corresponding shift to detection of earlier stage
breast Cancer (Stages 0, I, and Il) in 2002 that may account for
the decreased occurrence of mastectomy. The percentage of
lumpectomy did decrease in 2003 and 2004 compared to 2002,
however, as seen in Figure 9, there was a concomitant increase
in the number of women presenting with more advanced disease
(Stages Ill and 1V), which most likely accouns for the higher
percentage of mastectomies performed compared to 2002. It's
important to note that percentages of mastectomies and
lumpectomies at Randolph Hospital have equalized in 2004 and
that the percentages are comparable to the most recent
available published state data (1998-2001).

Figure 6
Randolph Hospital
Comparison: Surgery types for Breast Cancer
1998-2001
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SITE SPECIFIC STUDY

16

breast cancer

Stage
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Stage 3
Stage 4

Unknown
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Figure 8
Randolph Hospital
Comparison of Surgery Type Breast Cancer
2002-2004
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SITE SPECIFIC STUDY

breast cancer

Figure 9
Randolph Hospital
Comparison of Breast Cancer Stages
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Our strategy is to continue breast conservation therapy when possible. When
considering the most appropriate medical management of breast cancer we also need
to consider that empowering women with the choice of treatment does not always lead
in favor of breast conservation. In fact, a recent article in the Journal of Clinical
Oncology revealed the reverse to be true. There were 1844 women surveyed in this
study and almost 80 percent reported making the decision by themselves or sharing in
it with their surgeons. The more a patient was involved in the decision making process,
the greater was her use of mastectomy Certainly it is the physicians responsibility to
make sure the patient receives the appropriate education to aid her choice, but we may
need to reevaluate this measurement as a gauge of quality for a cancer program.
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