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C A N C E R
C O M M I T T E E
C H  A  I  R

Growth and development continue to be a central theme for
 Randolph Cancer Center.  As the number of patients evaluated at the center
 continues to increase we strive to look for ways to always improve access and the

quality of cancer services to Randolph County and the surrounding areas.

One of the major cornerstones of our future efforts will be the planning and
construction of a larger cancer care facility, which will also include the addition of much
anticipated radiation oncology services. The addition of radiation therapy will allow patients
to remain in Randolph County for their treatments rather than travel long distances for this
service.

In addition to the expansion in facility size and adjuvant therapies our services have
also continued to grow in other areas within the cancer center. We have increased the
number of chemotherapy infusions and treatments and have added additional nursing staff
to accommodate this growth. We have also hired a medical assistant to further support our
office and nursing staff. We are anticipating the need for delivering inpatient chemotherapy
at Randolph Hospital in the very near future and have formed a subcommittee to develop a
plan to meet this demand. The palliative care program continues to adjust to the needs of
Randolph Hospital and its staff.  We will continue to offer the many multidisciplinary aspects
of a quality community cancer center such as rehabilitation, education, cancer screenings,
hospice service and research.

An important highlight of the past year was the addition of a second highly
qualified medical oncologist, DeQuincy Lewis, MD. He brings a fresh point
of view along with current and state-of-the-art cancer therapies to our
program. Dr. Lewis has already assisted in renewing our research program
and goals with an emphasis on increasing enrollment of qualified patients
into clinical trials. By being able to enroll patients in clinical trials, we will be
able to offer our patients many of the new and emerging cancer treatments.

As a site specific study in this year’s annual report, we examined the statistics for
colorectal carcinoma at our institution. Based on the predominance of detection of early
stage disease, we feel our community physicians are performing appropriate and timely
screenings for this disease. On the contrary, lung cancer continues to carry a high mortality
with most patients diagnosed at an advanced stage of disease. The high mortality and
presentation with advanced disease is not unique to our community, but occurs throughout
our nation and emphasizes the importance of smoking cessation. We are addressing this
issue and will be a “tobacco-free” facility as of January 1, 2007.

As we look to the future and ways to prevent and detect cancer we will continue to
use National Comprehensive Cancer Network guidelines to maintain our high quality of care
and review patient outcomes. We look forward to our upcoming re-accreditation by the
American College of Surgeons Commission on Cancer in 2007 and the challenges that await
us.

DeQuincy
Lewis, MD
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C A N C E R
L I A I S O N
L E T T E R

 Cancer Liaison

Many individuals believe that cancer just happens. However, it is well proven that
there are a number of causes that contribute to the development of various
cancers. Some of these factors are unavoidable such as heredity, age and

gender. There are also modifiable risk factors that cause at least one-third of the cancer
related deaths worldwide. Of these risk factors, smoking is the biggest culprit
responsible for increased deaths. Other major factors include alcohol abuse, being
overweight, eating too little fruits and vegetables, unsafe sex, air pollution, indoor smoke
and contaminated injections. If you examine the list closely, it is easy to see that lifestyle
and behavior play a major role in cancer development and cancer-related deaths.

Most people realize that smoking is hazardous to your health –  just read the
Surgeon General’s warning located on the side of a cigarette package. While the
solution appears simple – stop smoking, the solution is not as easy as it sounds.
Smoking is an addiction because nicotine is a drug. Nicotine is more addictive than
well-known recreational drugs such as marijuana, cocaine and heroin.

As a tobacco-free facility, Randolph Hospital sponsors a free program for
smokers who want to quit. The QuitSmart Smoking Program focuses on breaking the
addiction of tobacco. For more information about this program call (336) 629-8836.

A less well-known fact is that being overweight or obese can significantly
increase your risk of certain cancers such as colorectal, female breast, kidney,
esophagus and uterine. Obesity also increases your risk for developing diabetes, heart
disease or stroke. The effects of obesity resemble the effects of using tobacco
products.

As a facility that focuses on health and wellness, Randolph Cancer Center and
Randolph Hospital continually strive to provide state-of-the-art cancer care. The
Randolph Hospital library and hospital website, www.randolphhospital.org provide a
wealth of information regarding screenings, diagnosis and treatment for a variety of
cancers.

“ OUR PATIENTS CAN BE REST ASSURED
THAT THEY ARE RECEIVING CARE THAT HAS
EXCEEDED STANDARDS ALONG AN ENTIRE
SPECTRUM OF SERVICES.”

-Michael D. Lininger,
MD, FACS
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“ THE CANCER CENTER
SUPPORT GROUP
PROVIDES FRIENDSHIP,
INFORMATION AND
ENCOURAGEMENT ALL IN A
SUPPORTIVE ENVIRONMENT.”

 Community Cancer Outreach
January - December 2005

n March 22, 2005  “Prevention and Detection of Colorectal Cancer” community
seminar presented by Michael Lininger , M.D., 9 particip ants

n April 16, 2005, African-American Prost ate Cancer Education & Screening
Program, 26 participants (17 screened)

n May 3, 2005   Skin Cancer Screening, 155 participants

n August 18, 2005  Oral Cancer Screening, 30 participants

n September 13, 14 & 15, 2005   Prostate Cancer Screening,  319 participants

n October 18, 2005   “Cancers in Women” ladies luncheon presented by
      Christine McCarty , M.D., 37 particip ants

n November 8, 2005   “I Can Cope”,  1 1 particip ants

n November 16, 2005   “Colorect al Cancer Awareness” speakers bureau t alk
      presented by Michael Lininger , M.D., 33 particip ants

n “Look Good, Feel Better” and Cancer Support Group s offered monthly .

        - Beulah C. Hayes
         patient support group
        participant



“ THE NURSES AT RANDOLPH CANCER
CENTER ARE HIGHLY TRAINED IN A
VARIETY OF SPECIAL SKILLS AND
PROVIDE THE HIGHEST LEVEL OF QUALITY
CARE TO OUTPATIENTS.”
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The nurses at Randolph Cancer Center (RCC) are highly trained in a variety of
special skills and treatment modalities. We have nationally certified nurses that
have taken speciality examinations to be allowed to use the title of Advanced

Oncology Certified Nurse (ACON).  All of the nursing staff are trained in all aspects of
patient care so they can all work autonomously in all areas of the clinic.

The nurses are familiar with many types of central venous access devices. They
serve as preceptors for various agencies in the use of these devices and are a valuable
resource for Hospice and Randolph Hospital when questions arise.

In addition to administering chemotherapy by various routes, the nurses are
excellent phlebotomists, performing the majority of the blood draws needed to monitor
and assess patients.

There are other numerous duties carried out by the RCC nursing staff including,
but not limited to, administration of vaccine injections, growth factors, hormones,
biotherapy and many other treatments ordered for the patient. The nurses work closely
with the research department to provide protocol guidelines and therapies for patients
participating in clinical trials.

The RCC nurses have availed themselves to 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 patients needs. Randolph
Hospital Social Services has been an invaluable resource to the clinic.

Even though we are a stand-alone clinic, we still function as a multidisciplinary
team working closely with Radiation Therapy at Wesley Long Regional Cancer Center,
Randolph Hospital Laboratory and Radiology Services, and many other departments to
provide a coordinated care program for all our patients.

At Randolph Cancer Center, our main goal is to provide the highest level of quality
care. Knowing this, our nurses work under one common philosophy: the patient’s highest
level of wellness, comfort, care and support is the primary purpose of the clinic.

 Nursing Services

O N C O L O G Y
N U R S I N G

              -Kathy Shropshire, RN
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C A N C E R

“ PATIENTS BENEFIT FROM THE
COMPREHENSIVE TEAM APPROACH
COUPLED WITH A CUSTOMIZED
REHABILITATION PROGRAM DESIGNED TO
MEET EACH PATIENT’S NEEDS.”

             - B.J. Chockley, Director of
Rehabilitation Services at
Randolph Hospital

The 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 a customized
treatment program designed to meet each patient’s needs.

Rehabilitation Services consists of licensed physical therapists, occupational
therapists and speech language pathologists. This collaborative group manages 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.

Rehabilitation Services developed a spine stabilization exercise program 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 also works with each patient to improve their
balance and ambulation utilizing the Neurocom Balance System. With this system,
patients can receive a complete diagnostic evaluation and then have a customized
program created. Oncology patients are especially benefiting from this highly specialized
service due to the various oncology diagnoses and the balance needs for each patient.

As a department, Rehabilitation Services offers a wide rage of programs and
services designed to assist these oncology patients reach their full potential of recovery
as well as resume functioning in daily activities.

 R E H A B I L  I T A T I O N
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T U M O R
C O N F E R E N C E

   Tumor Conference

The 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 the 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 314 analytical cases in 2005. An analytical case is defined as a patient with
cancer who was diagnosed and/or received all or part of his/her course of treatment
between January 1 and December 31, 2005. The five most common anatomic sites in
order of frequency were:

1.  Lung - 51 cases
2.  Colorectal - 49 cases
3.  Breast - 42 cases
4.  Prostate - 41 cases
5.  Blood and bone marrow - 21 cases

The table below illustrates the total number of cases presented at the Tumor
Conference for 2005, which met the requirements for an accredited program through
the American College of Surgeons.

Primary Site Number of Cases
Breast 23
Lung 19
Colon 16
Lymphoma 13
Kidney   8
Rectal   8
Unknown Primary   6
Bladder   5
Thyroid   3
Prostrate   2
Leukemia   2
Benign Cases   2
Adrenal Gland   1
Gastric Adenocarcinoma   1
GI Stromal T umor   1
Malignant Fibrous   1
Melanoma   1
Myeloma   1
Nerve Sheath   1
Parotid Gland   1
Periampullary T umor   1
Synovial Sarcoma   1
Testicular   1
Ureter   1
Vocal Cord   1
Total 119

Robert S.
McGee,MD,PhD

Tumor Conference
Chairman
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R E G I S T R Y
R E P O R T

The 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 and is designed to describe characteristics,

modalities of therapy and patient survival experiences.

The main objective of the registry is to collect and abstract basic cancer
information related to the RH and RCC cancer population that will assist the various
members of the medical community in evaluating the effectiveness of cancer
treatments, which in turn can be used to improve patient outcomes. Physicians, hospital
administrators and researchers can use the data to evaluate staffing and equipment
needs and cancer incidence in their patient population along with diagnostic and treat-
ment trends.

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 1,932 analytic cases have been accessioned into the database. Of these,
786 have expired with a total of 1,146 living patients that are being followed. The ACoS
Commission on Cancer 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 93.79 percent. The ACoS Commission on Cancer also 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 94.99 percent for the last five years. Some of the main
sources for gathering follow-up information are medical records, physicians, hospitals,
patient contact and the social security index.

         Cancer Registry Report

Adaline Brown,
RHIT,CCS,
CTR, Cancer
Registry
Coordinator
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R E G I S T R Y
R E P O R T

The registry also provides information from the database to assist in at least two
patient care studies utilizing the current year ’s statistical data. Patient care studies for 2005
utilizing registry data as well as state and national data were breast, prostate and updating
the colon study from 2004 to incorporate 2005 data for our annual report.

In addition, the Cancer Registry submitted data on newly reportable cases to the
North Carolina Central Cancer Registry and ACoS Comission on Cancer National Cancer
Database. Other requests for data included RH, RCC, physicians, clinical researchers and
the Marketing/Public Relations Department for assistance with projects. All physicians and
personnel at RH and RCC 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.

In an effort to keep cancer registrars abreast of the current treatments and issues
related to cancer, the staff attended various educational meetings throughout the year.
During 2005, the cancer registrar attended the National Cancer Registry Association’s
(NCRA) National Meeting and the Association of North Carolina Cancer Registrars
(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 339 cases were accessioned into the database in 2005 (Table 1, page 11).
Of these, 314 were analytic cases and 25 cases were non-analytic. Analytic cases include
all reportable cases first diagnosed and/or receiving all or part of their first course of
treatment at RH or RCC. Non-analytic cases include patients that received at least one
complete course of therapy elsewhere and are being seen at RH or RCC for subsequent
treatment for progression, metastatic disease or recurrent disease.

When we review the cancer registry data for 2005, lung cancer continues to be the
most prevalent site. During 2001-2005 breast cancer was one of our leading sites; however ,
lung cancer has now become the most common cancer site over the past two years
replacing breast cancer (Figure 1, page 10).  We still see largely stage III and stage IV lung
cancer comprising 80 percent of the cases, but finally are seeing more presentation of
stage I tumors (16 percent) compared to previous years. There were 49 cases of colorectal
cancer with a preponderance of males at 75 percent. Over half of the colorectal cancer
cases were Stage I and Stage II totaling 53 percent of the cases. Figure 2, page 10
demonstrates an increased frequency of cancer with increasing age in our patient
population, with a peak in the 8th decade. For data on the 2005 colorectal cases, as well as
survival information on cases from 1998 to 2005, see the site-specific study at the end of
this annual report.
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New Cases, Age by Sex 
2005
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Cancer Registry T able
Table 1

 R E G I S T R Y
 R E P O R T

       Lung/Bronchus 55 51 4 28 27 0 9 1 12 32 1      0

       Colorectal 49 49 0 37 12 1 13 13 9 9 3      1

       Breast 43 42 1 0 43 5 14 14 6 3 1      0

       Prostate Gland 55 41 14 55 0 0 0 45 2 5 3      0

       Blood/Bone Marrow 21 21 0 14 7 0 0 0 0 0 0     21

       Lymphatic System 16 16 0 9 7 0 4 4 2 6 0      0

       Bladder 16 15 1 8 8 8 4 2 0 1 1      0

       Kidney/Renal 14 14 0 7 7 1 8 0 5 0 0      0

       Uterus 10 9 1 0 10 0 6 0 2 0 0      2

       Skin/Melanoma 7 6 1 7 0 2 3 0 1 1 0      0

       Oral Cavity 7 6 1 6 1 0 3 2 0 0 1      1

       Stomach 6 6 0 5 1 0 1 0 1 2 1      1

       Pancreas 5 5 0 3 2 0 0 0 2 3 0      0

       Thyroid 5 5 0 1 4 0 3 1 1 0 0      0

       Unknown Primary Site 5 5 0 3 2 0 0 0 0 0 0      5

       Liver 4 4 0 3 1 0 1 0 0 2 1      0

       Ovary 4 4 0 0 4 0 2 0 1 1 0      0

       Larynx 3 3 0 3 0 1 2 0 0 0 0      0

       Brain & CNS 3 2 1 2 1 0 0 0 0 0 0      3

       Other Female Genital 2 2 0 0 2 0 0 0 1 1 0      0

       Esophagus 2 2 0 0 2 0 0 0 0 0 2      0

      Other Digestive System 2 2 0 0 2 0 0 1 0 0 0      1

       Testis 1 1 0 1 0 0 0 0 1 0 0      0

       Other Urinary System 1 1 0 0 1 0 0 1 0 0 0      0

       Other Male Genital 1 1 0 1 0 1 0 0 0 0 0      0

       Connect/Soft Tissue 1 1 0 1 0 0 0 1 0 0 0      0

       Other/Ill-Defined 1 0 1 0 1 0 0 0 0 0 0      1

       Total 339 314 25                     194            145               19 73 85     46      66   14     36

0 I II III IV     UN   N/A
      Primary Site      Total   New Recurrent     Male(New)    Female(New)           Stage of New Cancers
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Colorect al Cancer

S I T E  S P E C I F I C
S T U D Y

The American Cancer Society estimates that colorectal cancer will be the third
most common cancer site in the United States in 2006 behind prostate and
lung/bronchus for males and breast and lung/bronchus for females. There will be

approximately 150,000 new cases of colorectal cancer in 2006 in the United States with
approximately 4,120 cases affecting North Carolinians.  Among cancer deaths, colorectal
cancer will be the second and third most common cause in men and women, respectively.
An estimated 55,000 U.S. patients and 1,500 North Carolinians, will die from their disease in
2006. Effective screening and early detection are the two most important and key elements
in preventing colorectal cancer related morbidity and mortality.

As part of the Cancer Committee’s ongoing quality improvement program, the
committee chose to study patients with stage III colorectal cancer and whether they had
received adjuvant chemotherapy. The selection of this study is based on the published 1990
National Institutes of Health Consensus Study, which found improved survival for patients
with stage III colorectal cancer who received adjuvant chemotherapy, and the follow-up
article published in December 2005 in the Journal of the Medical Association (JAMA) which
examined whether the recommendations of the 1990 Consensus Conference had been
followed. The JAMA article also examined whether there had been improved 5-year survival
rates of patients with stage III colon cancer when adjuvant chemotherapy was used in the
treatment regimen. For our 2005 patient care enhancement (PCE) we similarly wanted to
know whether: (1) stage III colorectal cancer patients at RCC were receiving adjuvant
chemotherapy - as recommended by the 1990 Consensus Conference and (2) if our
patient base had a similar 5-year survival rate to state and national in patients.

Using abstracted data available from our Tumor Registry, we identified 49 analytical
cases of colorectal cancer in 2005.  The total number of cases disproportionately involved
males than females (37 vs.12, respectively).  In comparing the age distribution for 2005 to
aggregate 2000-2003 state and national data (the most recent available data) there was a
slight increase in the number of patients in the 40-49 age group with colorectal cancer at
our institution. However, if we examine the same time period (2000-2003) using our
aggregated data there is a higher percentage of patients in the 50-59 age group in our area
presenting with colorectal cancer compared to state and national data.The 2005 stage
distribution was skewed toward detection of later stage cancers with 63.3 percent of cases
detected at stages II-IV and only 28.6 percent of cases detected at earlier stages (stages 0-
I). Of the 49 cases, 13 cases were stage II and 9 cases were stage III. In comparing our
2005 staging data to state and national data, there were fewer patients presenting with
stage II-III disease (stage II, RCC 26.5 percent vs. state and national at 34 percent; stage III,
RCC 18.4 percent vs. state and national at 24 percent and similar percentages of patients
presenting at the remaining stages).

In reviewing the treatment received by our 49 patients, 12 patients (24.5 percent)
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received a combination of surgery and chemotherapy, 22 (45 percent) patients received
surgery only, and 4 (8 percent) of patients received no treatment. Of the patients with
clinical stage III disease, 9 of 9 (100 percent) received adjuvant chemotherapy as part of
their treatment plan. Furthermore, when we examined the number of stage III colorectal
cancer patients diagnosed and who received chemotherapy at our institution in 2004, we
found that 100 percent of these patients also received chemotherapy as part of their
treatment plan.

To examine the observed 5-year survival data for colorectal cancer patients
diagnosed at RCC, we compared the 5-year survival rate by stage for patients diagnosed in
North Carolina and the nation. We used 1998 data from the national cancer database for
this comparison as this is the most recent 5-year survival data available. In comparing the
5-year survival data for stage I disease, 100 percent of RCC patients were alive compared
to 76.6 percent of similar North Carolina residents and 71.1 percent of national residents.
There was a similar survival rate for RCC, state and national patients (62.5 vs. 62.1 vs. 60.2
percent, respectively) with stage II disease. In patients with stage III disease, RCC patients
again showed overall better survival at 5 years (60 percent) compared to state (36.3
percent) and national (44.5 percent) data. In 1998, there were no cases of stage 0 or stage
IV disease for comparison.

CONCLUSIONS:
1.  We continue to see a trend of more males than females affected by colorectal cancer at
our institution although the number of affected males was more striking in 2005 compared
to previous years.
2.  The stage of presentation for early colorectal cancer (stages 1 and 2) in 2005 remained
stable at 53 percent which, is comparable to similar stages of presentation in the
aggregated data from 1998-2005 (55 percent) at our institution. This is a slightly higher
percentage compared to state and national data for presentation of early stage colorectal
cancer.
3.  Based on our evaluation of the 2004 and 2005 data for stage III colorectal cancer
patients and the use of chemotherapy for treatment, we are doing well in following the 1990
NIH Consensus Conference guidelines.
4.  We continue to observe good overall 5 year-survival for colorectal cancer patients at our
institution compared to state and national data.
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S I T E  S P E C I F I C
S T U D Y

RANDOLPH HOSPITAL
1998 COLON CANCER

FIVE YEAR OBSERVED SURVIVAL RATE BY STAGE
COMPARED TO *NORTH CAROLINA AND

*NATIONAL CANCER DATA BASE PATIENTS DIAGNOSED IN 1998
*National Data Reported from 456 Community Hospitals

*State of North Carolina/ Data Reported from 10 Community Hospitals

Colon Cases Rate Cases Rate  Cases Rate

Stage 0        0 0.0% 23 100.0% 978 72.4%

Stage 1 2 100.0% 40 76.6% 2,503 71.1%

Stage 2 8 62.5% 63 62.1% 3,349 60.2%

Stage 3 5 60.0% 58 36.3% 2,917 44.5%

Stage 4 1 0.0% 34 0.0% 2,062 4.7%

All Stages 16 60.6% 218 50.8% 11,809 49.8%

Source: NCDB, Commission on Cancer, ACoS/ACS.Survival Reports, v3.0 - September 27, 2006
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P R O G R A M
D E V E L O P M E N T

2005 Cancer Program Improvements

The American Collage of Surgeons defines four categories for the sources of
cancer program improvements. Below is a summary of program improvements
that have taken place in 2005.

1. Actions based on analysis of a study.
· All breast cancer cases are presented at tumor conference meetings to

evaluate appropriateness of treatment resulting in improved patient
outcomes.

2. Changes to improve performance.
· Implemented an order verification process prior to chemotherapy
      infusion utilizing two registered nurses that is above and beyond
      standard practice.

3. Actions to address undesirable performance.
· Implemented an electronic reporting process that will increase staff

awareness of events that signal harm and/or potential harm.
· Implemented a documentation process that links lab results to
      medications.

4. Additional programs or services that address patient needs or staff concerns:

n Patient needs:
- “Patient Celebration” An annual event planned for patients and their
    families. The event includes speakers, music, food and support to our
    current and past patients.
-   Directional signs to cancer center
-   Redesigned patient brochure.
-   Submitted an application to the NC Certificate of Need office requesting
     approval for an outpatient center that would house outpatient cancer
     services.
-    Submitted an additional application to the NC Certificate of Need office
     requesting approval for a linear accelerator, which would offer radiation
     therapy services to Randolph County.

n Staff concerns:
       -    Provide group support for staff on an as needed basis.

-    Inpatient chemotherapy committee formed to develop an inpatient
     chemotherapy program.
-    2 registered nurses at Randolph Hospital completed a chemotherapy
     certification course.
-    Provided electronic access for the Certified Tumor Registrar to
     obtain information needed to complete cancer registry reports.
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