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chairman’s report
2013 was an important milestone for our cancer program and the beginning of a new era in collaboration
and coordination of care as we completed arrangements for a new merger of services with Lahey Medical
Center. Prior to 2013, we had formed a productive collaboration with the Beth Israel Deaconess Medical
Center as a tertiary partner in cancer care. This included an expanded multidisciplinary breast cancer clinic.
Patients were seen in the clinic and discussed in a meeting that was video-conferenced with one of the
breast cancer experts at BIDMC, Dr. Steven Come. This proved to be very successful, thus a second specialty
conference was initiated for thoracic oncology, also video-conferenced with one of the thoracic specialists
at the BIDMC, Dr. Daniel Costa. We enjoyed streamlined referrals for challenging patients with diagnoses
such as acute leukemia, operable pancreatic cancer, and brain tumors. This format continued through most
of 2013 and resulted in enduring collaborative relationships. During 2013, however, when our merger with
Lahey Medical Center had been formalized, we began a transition which was completed by the end of the
year under the guidance of Dr. Paul Hesketh, director of Cancer Services at Lahey Medical Center. This has
stimulated new referral and collaborative relationships with our Lahey colleagues. The specialty conferences,
breast and thoracic, are now video-conferenced with Lahey specialists. Our clinical trials program has been
combined with that of Lahey under a new cooperative group allegiance with SWOG. Gradually, each facet of
our program is being reviewed for opportunities to better standardize care and make the best use of a much
more comprehensive array of services within our combined organizations.
This annual report provides a window on our cancer program for the year 2013. It will be evident in
looking through the report that cancer care is complex and many departments provide critical components of
the overall care. All of this requires coordination. The Cancer Committee, which has representation from all of
the involved departments provides oversight and ensures that the care meets certain standards and satisfies
the various requirements for accreditation by the Commission on Cancer of the American College of Surgery.
New cases of cancer are tracked by the Cancer Data Management department, which in turn submits our
data for inclusion in the National Cancer Data Base. In 2013, there were 855 new cases accessioned into the
cancer registry. Our leading diagnosis continues to be breast cancer with 167 new cases. The statistics reflect
the experience in our community and always include a few noteworthy observations. Melanoma was twice
as common in men as in women. Lung cancer was almost 30% more common in women, however another
smoking related cancer, bladder cancer made up 7% of male cancers but did not even make the “top 10” in
women.
The prevalence of breast cancer stimulated the formation of our comprehensive Breast Program over
10 years ago. This program has served as a model for multidisciplinary care and is now becoming a new
model for collaboration with our Lahey based colleagues. It has led to more streamlined care with better
standardization and consistency. The included report from the breast center is impressive for its numbers
and detail. 100 patients were discussed and seen at the multidisciplinary clinics in 2013 and an additional 25
were discussion only at the weekly multidisciplinary conference. During 2013, there were 83 new cases of lung
cancer. 57 cases were discussed in conference, primarily in the thoracic conference which meets biweekly.
It is of note that the percentage of cases with diagnoses other than lung and breast cancers presented in
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conferences is considerably lower at about 20%. This is still well above the overall goal to discuss 10% of our
total number of cases, set by the Commission on Cancer, but represents an opportunity to present a higher
proportion of our new cases in conference as they may benefit from review in a multidisciplinary setting.
The report details the contributions of the many departments involved in cancer care as well as the
interdepartmental collaborations. One such collaborative initiative was between pathology and interventional
radiology. The pathologists are now providing an immediate read-out of needle aspirates and biopsies
obtained by IR for diagnostic purposes. This has resulted in a sharp drop in the number of non-diagnostic
procedures. Other collaborations have resulted in big differences in the care of individual patients. One
elderly patient recently completed a difficult regimen of concurrent chemotherapy and radiation for an
oropharyngeal cancer with hardly any weight loss or complications through the coordinated efforts of the
speech pathologist, the nutritionist, interventional radiology for placement of a feeding tube, and nursing
who helped coordinate the care at our facility and through the VNA at home. We are also increasing
collaboration with Lahey colleagues. Most of our patients are receiving radiation services at the Lahey site in
Peabody with more sophisticated treatments such as radioembolization available in Burlington. One young
patient of 48 years old presented with an advanced rectal cancer. He was treated with combined radiation
and chemotherapy through our oncology clinic and Lahey Peabody. He then underwent a complex resection
requiring a plastic surgical repair performed expertly in Burlington and finally completed his adjuvant
chemotherapy back at our facility in Beverly. He is doing well!
The report contains two site reviews: Head and Neck Cancer and Rectal Cancer. The head and neck
cancer cases were reviewed by Dr. Richard Mugge of Otolaryngology. The distribution of cases and the overall
survival match very closely with the national experience. The Rectal Cancer study was reviewed by Dr. Tamar
Lipoff. She has included extensive chart reviews that drill down into details that help explain individual
variations in patient care and provide a reassuring review of a challenging area. As with head and neck cancer,
the care is truly multidisciplinary, and one of the important goals is to prevent loco-regional recurrences, a
goal that seems largely to have been met.
Under Dr. Paul Hesketh our combined program is expanding in other positive ways. As previously noted,
our clinical trials program is now combined under a new affiliation with SWOG. We are also reviewing our
various treatment regimens to better standardize our care across all sites. One of the biggest initiatives over
this next year will be a major upgrade to the information systems which will finally integrate our operations
more seamlessly across sites and bring our oncology clinics fully into electronic charting. Certainly the merger
brings challenges as we try to coordinate care across a range of sites as disparate as Addison Gilbert Hospital
and Lahey Burlington, however with it comes enormous opportunity. The rewards are great as we increasingly
provide very complex care that is solidly based in the community but effectively coordinated with highly
specialized services that can only be provided at a large tertiary facility. Truly it is an exciting time.
Respectfully submitted,

Angus P. McIntyre, MD
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2013 cancer committee members/departments
Chairman
Angus McIntyre, M.D., Medical Oncology
Korey Antonelli, American Cancer Society
Harriet Bering, MD, Medical Oncology
Sandra Brown, RN, OCN, BH Nursing
Wendy Cahill, RPh, Pharm D., Pharmacy
Karen Conrad, Cancer Data Management
Paula Darsney, CTR, Cancer Data Management
Neelam Desai, MD, Medical Oncology
Sherry Emery, MD, Pathology
Rebecca Gadon, RNC, MA, Director Maternal Health and Cancer Services
Marc Garnick, MD, BIDMC, Medical Director of NHS Cancer Services
Joanne Gibbs, RN, OCN, AGH Nursing
Tina Ketchopulos, Coordinator Community Relations
Alicia Lazzaro, MS, RD, LDN, Clinical Dietitian
Karin Leppanen, RN, MS OCN, Nurse Manager Cancer Services
Alexandra Martel, MSW, Social Work Team Leader
Lindsey Pearce-Cowen, MD, Radiology
Rev. John Pearson, D.Min., Director of Pastoral Care
Kimberly Perryman, MMHC, RN, NE-BC Chief Nursing Officer
Prodyut K. Poddar, M.D., Surgery, Cancer Liaison
Katherine Vandi, RN OCN, Thoracic Nursing
Robert Warren, MD, Care Dimensions (Hospice)
Judith Wells, RN, OCN, BH Nursing
Gene Wong, MD, Radiation Oncology Lahey Health System
Lisa Zellenka, RN, OCN, CCRP, Clinical Research Nursing
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breast health center
NHC offers:
• Screening mammography: AGH, LOCD and the Women’s Health Building
• Diagnostic mammography and ultrasound: AGH and LOCD
• Stereotactic biopsy: LOCD
• Ultrasound guided core biopsy: LOCD
• Needle localizations: AGH, BH and LOCD
• Galactography: LOCD
• Lymphoscintigraphy for sentinel node biopsy: BH and LOCD
• Aurora Breast MRI: LOCD
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breast health center

INTERVENTIONAL BREAST PROCEDURES
NORTHEAST HOSPITALS 2013

Interventional Breast Procedures - Northeast Hospitals 2013
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The Breast Health Center at the LOCD had four breast surgeons offering services in 2013, to include:
Henry Frissora, M.D., Carol Naranjo, M.D., David Smail, M.D. and Kristin Smith, M.D. Two Nurse
Practitioners/Certified Breast Patient Navigators also worked in the center: Karen Jacobs, FNP-BC and
Kimberly Willis, NP-C, MSN CBPN-IC. The Breast Health Center continues to offer:
• Daily breast clinic consultation to patients with breast abnormalities, personal breast cancer
history, family breast cancer history, and high risk patients
• Multidisciplinary breast cancer conferences three to four times a month
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breast health center
Clinic Visit Data 2013
Clinic Visit Data 2013
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In 2013, the multidisciplinary team included:
• Nurse Practitioners: Karen Jacobs, FNP-BC and Kimberly Willis, NP
• Radiologists: Peter Curatolo, M.D., Audrey Duva-Frissora, M.D., Jeffrey Melamed, M.D.,
Jean L. O’Brien, M.D., Lindsay Pearce-Cowan, M.D.
• Pathologists: Sherry Emery, M.D., Amy Modelblatt, M.D., Bethany Tierno, M.D.
• Surgeons: Henry Frissora, M.D., Carol Naranjo, M.D., Kristin Smith, M.D., David Smail, M.D.
• Oncologists: Harriet Bering, M.D., Neelam Desai, M.D., Angus McIntyre, M.D.
• Radiation Oncologists: Gene Wong, M.D., Theodore Lo, M.D., Andrea McKee, M.D.,
William O’Meara, M.D.
• Clinical Research Nurse: Lisa Zellenka, RN, OCN, CCRP
• Oncology Nurse: Karin Leppanen, RN, MS, OCN
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breast health center
Multidisciplinary Conference
Conference 2013
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The total number of breast cancers detected at NHC in 2013 was 167; 164 female patients and 3 male
patients. The following bar graphs summarize the total number of breast cancers by age and stage with
comparison to the same statistics for 2009, 2010, 2011, 2012 and 2013.
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breast health center
Total Breast Cancers 2013
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breast health center
Numbers of Breast Cancers by Stage versus Age - 2013
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cancer conferences
Our cancer conferences are held weekly on various campuses: AGH Oncology Conference takes place on
the 1st and 3rd Tuesday of the month; BH Tumor Boards meet on the 2nd and 4th Tuesday of the month;
BH Thoracic Conference meets on the 2nd and 4th Tuesday of the month; LOCD Breast Multidisciplinary
Conference meets on the 1st Tuesday of the month and the 2nd, 3rd and 4th Mondays of the month.
Total number of patients presented or discussed in 2013 = 310. This is 39.5% of the NHC analytic case
total of 783. The American College of Surgeons Commission on Cancer (ACOS CoC) requires that 10% of
the analytic cases be presented.

Number of cases presented at each site:
AGH – 52
BH – 74
Beverly Thoracic Conference - 41
Breast Multidisciplinary Conference – 143

Table below shows the number of cancer
sites discussed at all of our conferences:

Site

Number

Oropharynx

4

Larynx

1

Esophagus

9

Stomach

3

Required attendees and their average attendance for
all conferences combined:
• Medical Oncology – 100%
• Pathology – 100%
• Diagnostic Radiology - 100%
• Radiation Oncology – 98%
• Surgeon - 96% (excluding AGH)
• Nursing – 100%

Colon

15

Rectum

9

Anus

1

Liver

1

Gallbladder

2

Pancreas

6

Lung

57

Hematopoietic

8

(Our conference attendance goal for 2013 was 85% for each discipline.)

Skin (Other than melanoma) 2

Percent of prospective cases discussed at each site
(#=304):
Addison Gilbert Hospital - 98%
Beverly Hospital - 93%
Beverly Thoracic Conference - 100%
Breast Multidisciplinary Conference - 100%
In total, 98% of the cases were discussed prospectively; the
ACOS CoC requires at least 75% be reviewed in this manner.

Melanoma
Breast

149

Prostate

6

Testis

3

Kidney

3

Bladder

3

Thyroid

1

Lymph Node

16

Unknown Primary

8         

Neuroendocrin

1

Total

10

2

310
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cancer data management
Cancer Data Management (CDM) is a required component of all cancer programs accredited by the CoC.
CDM reports to Cancer Services. In 2013, there were 855 total cancer cases accessioned into the cancer
registry. Of this total, 783 cases were newly diagnosed or analytic cancer cases. CDM provides the means
to collect demographics, staging, treatment, and follow-up of each case of cancer seen at NHC. Data
processed by the cancer registry is used to produce various data reports requested by administration and
by the medical staff. There were 10 data requests in 2013. Information on new cancer cases are submitted
to the Massachusetts Cancer Registry and the National Cancer Database of the CoC. All rules established
by HIPAA are observed. There were 13,536 cases in the cancer registry database eligible for follow-up at
the end of 2013. The cancer registry has two separate databases, a NHC database and an AGH database.
Follow-up data is collected for both the NHC database and the archived AGH database. The 2013 followup rate, which is used in the calculation of survival data, was 94% for NHC. The nationwide follow-up
rate is 90%. The AGH rate was 91%. Cancer Data Management is staffed by one full time Certified Tumor
Registrar (CTR), Paula Darsney, a part time Assistant Cancer Registrar, Karen Conrad and a per diem
CTR, Debra Norton.

Top 10 Primary Sites 2009-2013
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The five most frequent sites of cancer seen at NHC in 2013 were breast (21.8%), lung (10.6%), melanoma
(10.5%), colorectal (8%) with both prostate and unknown primary site (5.9%) coming in last. Review of
the years 2009 to 2013 revealed that breast cancer has always been our most frequent site of cancer seen.
This not surprising as the majority of patients diagnosed with cancer were female (n=449), compared to
male (n=334).
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cancer data management
2013 Primary Site by Body Systems by Gender

Oral Cavity & Pharynx - 8 (2%)
Lung & Bronchus - 35 (10%)
Pancreas - 9 (3%)
Kidney & Renal Pelvis - 8 (2%)

		

Lung & Bronchus - 48 (11%)
Breast - 168 (37%)
Kidney & Renal Pelvis - 10 (2%)

Urinary Bladder - 23 (7%)

Ovary - 5 (1%)

Colon & Rectum - 31 (9%)

Uterine Corpus - 18 (4%)

Prostate - 46 (14%)

Non-Hodgkin Lymphoma - 15 (4%)
Melanoma of the Skin - 55 (16%)
		

Thyroid - 20 (4%)

Leukemia - 6 (2%)

Colon & Rectum - 31 (7%)
Non-Hodgkin Lymphoma - 20 (4%)
Melanoma of the Skin - 27 (6%)
Leukemia - 7 (2%)

					
All Other Sites - 98 (29%)

All Other Sites - 95 (21%)

Images reprinted by the permission of the American Cancer Society, Inc. from www.cancer.org. All rights reserved.
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quality assurance
The Cancer Committee physicians reviewed a total of 78 cancer registry abstracts, collaborative staging
and pathology cases for 2013. The CoC requires a minimum of 10% of the analytic or new cancers to be
reviewed on a yearly basis. There were 783 new cases in 2013. The Quality Assurance chart reviews
include review of histology, primary site, treatment, stage and compliance to the College of American
Pathologist (CAP) protocol for accuracy. The Cancer Committee has established a compliance of 90%.
The breakdown is as follows:
Abstracting QA - 98%
Collaborative Staging QA - 90%
Pathology QA - 95%

cancer support groups
All support groups listed below are offered FREE OF CHARGE unless noted

Addison Gilbert Hospital Campus: 298 Washington Street, Gloucester
Breast Cancer Support Group
The Breast Cancer Support Group at Addison Gilbert Hospital meets on the third Tuesday of
each month from 6:30 – 8 p.m. in the Longan Room, located inside the Washington Street
entrance of Addison Gilbert Hospital. Pre-registration is not required. This group does not
meet in July and August.

General Cancer Support Group
The Cape Ann Cancer Support Group meets on the fourth Tuesday of each month from 4:30 – 6
p.m. in the Longan Room, located inside the Washington Street entrance of the Addison Gilbert
Hospital. Pre-registration is not required. This group does not meet in July or August.

Look Good ….Feel Better Program
American Cancer Society’s program for women going under cancer treatment.

Polycythemia Vera Support Group
The Polycythemia Vera support group is held several times a year. Family members and friends
are welcome.

beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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cancer support groups
Beverly Hospital Campus: 85 Herrick Street, Beverly
Breast Cancer Support Group at Beverly Hospital
The Breast Cancer Support Group at Beverly Hospital meets on the third Tuesday of each month
from 7 to 8:30 p.m. at The Herrick House located on the upper campus of Beverly Hospital.
Pre-registration is not required.

Look Good ….Feel Better Program
American Cancer Society’s program for women going under cancer treatment.

Melanoma Support Group at Beverly Hospital
The Melanoma Foundation of New England sponsors a support group open to all those who have
been diagnosed with Melanoma. The group is facilitated by a licensed social worker. The group
meets on the second Tuesday of each month from 6:00 p.m. to 7:30 p.m.

Ostomy Support Group
The Ostomy Support Group is held at Beverly Hospital at the Women’s Health and Medical Arts
Building on the hospital’s campus and meets throughout the year. The program is facilitated by
certified ostomy nurses.

Prostate Cancer Support Group
The Beverly Hospital Prostate Cancer Support Group meets on the third Thursday of each month
at 7:30 p.m. at Ledgewood Rehabilitation and Skilled Nursing Center, on the upper campus of
Beverly Hospital. Pre-registration is not required.

Smoking Cessation
Individual counseling with a certified tobacco treatment specialist. American Lung Association
“Freedom From Smoking Program”. There is a fee for both of these programs.
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chaplain and pastoral care
The Department of Pastoral Care was led by the hospital chaplain Rev. John C. Pearson, D. Min.
Reverend Pearson was also member of the BH Ethics Committee. Through the Clinical Pastoral
Education Program (CPE) chaplains, priests, Eucharist ministers, local clergy and rabbis all provide
ongoing support and ministry to oncology patients throughout NHC by providing pastoral care,
counseling and chaplain visits. In collaboration with the oncology nurse manager for Cancer Services, the
CPE interns receive annual training on the physical and emotional needs of persons with cancer.
They are involved in the multidisciplinary care of the oncology patients through direct referrals, as well
as participation in regular inpatient staff rounds and rounding in the outpatient clinics. The program
involves approximately 18 clergy per year, made up of seminarians, clergy and lay people of a variety of
faith traditions and is a resource to patients, their families and staff. Ongoing support for this program
is provided yearly through donations from local congregations and individuals to the Chaplaincy
Endowment Fund (established in 1992), student tuitions and grants, in addition to the Pastoral Care
budget.

clinical trials
Research studies open for enrollment at NHC are aimed at reducing the morbidity and mortality
of cancer, correlating biological and genetic characteristics of cancer to clinical outcomes and the
prevention of cancer.
NHC participates in National Cancer Institute (NCI) sponsored clinical trials through national
cooperative research groups like Cancer and Leukemia Group B (CALGB), Southwest Oncology Group
(SWOG), National Surgical Adjuvant Breast and Bowel Project (NSABP) and the Clinical Trials Support
Unit (CTSU).
Our affiliation with Lahey Health has broadened our ability to provide clinical research studies to our
community. Plus our long standing collaborations with medical centers like Beth Israel Deaconess,
Massachusetts General Hospital and Dana Farber Cancer Institute, continue to provide options for
clinical research studies to our community.
In 2013, 3 NHC subjects were enrolled in clinical treatment trials. Dr. Gary Rogers had 73 subjects
participate in an industry sponsored trial comparing different skin closures following surgery for skin
lesions. An additional sixty subjects continue to be evaluated during the follow-up phase of their studies.
Actively accruing clinical trials can be viewed on the NHC website.
beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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community programs related to cancer services
NHC participates in a variety of free or low-cost community programs including: health fairs and
wellness clinics. A free Speakers Bureau is available where physicians, nurses and other healthcare
providers speak on a variety of health topics and access to health insurance and services. Listed below are
just some of the programs offered in 2013.

16

Date

Topic

Presenter

Time/Location

Every
Tuesday

Access to Health Insurance

Sefatia RomeoThekan

9 a.m. - 11:30a.m.
Gloucester Senior Center

3rd Tuesday
each month

Access to Health Insurance

Sefatia RomeoThekan

1:30p.m. - 3:30p.m.
Rockport Senior Center

Every Friday

Access to Health Insurance

Fatima Calisto

10 a.m. - 1 p.m.
Beverly Senior center

January 23

Reiki Clinic

Katie Vandi, RN, BSN
Stacy Strandberg, RN, OCN

The Herrick House
4:30 p.m. - 6:30 p.m.

January 24

American Cancer Society
Volunteer Training Session

Korey Antonelli, ACS

AGH
10 a.m. - 12 p.m.

January 30

Grief and Long Goodbye
Living with Loss, for the Caregiver

Chris Vasilades, Certified
Wellness Coach

The Herrick House
8 a.m. - 9 a.m.

February 14

Current Therapies

Harriet Bering, MD

AAMDS /Aplastic Anemia
and MDS Support Group
BH

March 4
8 week
program

Support Group for Newly
Diagnosed Breast Cancer
Patients

Kim Willis, NP-C
facilitator

7 p.m.
LOCD Breast Health
Center, LMI Conf Room

April - May
6 week
program

Exercise Program for
Breast Cancer Survivors

MaryEllen Zielski

7 pm - 9 pm
Tuesday and Thursday

April 3

Ostomy Support Group

Emily Wing, LICSW

Garden Conference Room

April 28

Lung Cancer Screening

Judith Samuelson

The Open Door
4 p.m. - 6 p.m.

April 30

Beverly High School
student and faculty Health Fair

Health screenings

Beverly High School
10 a.m. - 12 p.m.

May 2

Community Skin Cancer
Screening/Education

NHC physicians, nurses
and clinic staff

BH Oncology Clinic
1 p.m. - 3:30 p.m.

May 12

19th Annual Mother’s Day
Walk/Run Against Breast Cancer

Benefits Breast Center

Bradley Palmer State Park
9 a.m. - 3 p.m.
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community programs related to cancer services
Date

Topic

Presenter

Time/Location

May 21

Acupuncture

Amy Joa, Lic.Ac, M. Ac.

Breast Ca Support Group BH
7 p.m. - 8:30 p.m.

June 1

Lahey Cancer Walk/Run

Benefits Oncology Units
all sites

Lahey Peabody/Burlington
9 a.m. - 12 p.m.

June 6

Annual Health/Wellness Fair

Many departments including
Oncology, Smoking Cessation

Lecture Hall, BH
10 a.m. - 2 p.m.

June 21 - 22

Relay For Life - Cape Ann

AGH sponsor - staff
volunteers and screenings

O’Mally Middle School
6 p.m. - 9 a.m.

August 5
8 week
program

Support Group for Newly
Diagnosed Breast Cancer
Patients

Kim Willis, NP-C
facilitator

7 p.m.
LOCD Breast Health
Center, LMI Conf Room

August 12

Look Good, Feel Better

ACS volunteers

BH 10 a.m. - 12 p.m.

September
26

Understanding the Risks For
Breast Cancer: What Does It
All Mean For You?

Many NHC physicians
and staff

5:30 p.m. - 8 p.m.
LOCD

October 2

Gloucester High School
Health Fair

Many departments
including Oncology

Gloucester High School
8:30 a.m. - 12 p.m.

October 15

AGH Breast Cancer
Support Group

Brianna Caruccio

Longan Room AGH
6:30 p.m. - 8 p.m.

October 16

Look Good, Feel Better

ACS volunteers

AGH Onc conf room
10 a.m. - 12 p.m.

October 18

National Mammography Day
Information/Education

Breast Center Staff

LOCD Breast Health Center
9 a.m. - 3 p.m.

October 24

Community Skin Cancer
Screening

Gary Rogers, MD
and staff

2 p.m. - 3:30 p.m.
Gorton’s Specialty and
Cancer Care Center, AGH

November 1

Health Fair

Many departments
including Breast Health

Endicott College

November 7

Health Fair

Many departments
including Breast Health

Endicott College

November 12

TV Health Presentation
“Importance of Colonoscopy”

David Becker, MD

Cable TV
1 p.m.

beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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community programs related to cancer services
Date

Topic

Presenter

Time/Location

November
20

Health Fair

Many departments
including Oncology

NOAA
10 a.m. - 1 p.m.

November
25

Skin Cancer Prevention

Melissa Dube, RN

Hamilton-Wenham Regional
High School

December 4

Lights of Love
In memory of Susan Kyle

Benefits AGH Oncology Unit

AGH
5:30 p.m. - 6:30 p.m.

December 18

Look Good, Feel Better

ACS volunteers

AGH Onc conf room
10 a.m. - 12 p.m.

dermatology oncology/mohs program
The Dermatologic Oncology/Mohs program grew in 2013 in part due to the addition of a second surgeon
Kavitha Reddy, MD joining Gary S Rogers, MD. Our Mohs Clinic patient visits totaled 2727 in 2013.
In addition to basal cell carcinoma, squamous cell carcinoma and malignant melanoma, rarer
tumors were also referred into the Program. These included sebaceous carcinoma of the eyelid,
dermatofibrosarcoma protuberans, undifferentiated pleomorphic sarcoma and Merkel Cell carcinoma. A
total of 725 Mohs cases were performed in 2013, up 20.4% from 602 in 2012. In particular, the number
of patients with malignant melanoma having their surgical resection in our Program increased 42.9%
from 2012. Of the 62 melanoma resections, 51 were treated via Mohs technique. Risk stratification of
these 62 melanomas: American Joint Cancer Committee (AJCC) Stage 0 (in-situ disease), 43 cases, AJCC
Stage I, 17 cases and AJCC Stage II, 2 cases.
The clinic RNs, skilled in counselling patients with skin cancer, also conducted community outreach
efforts. They gave lectures to students in the Beverly and Hamilton/Wenham High Schools regarding
the importance of sun-protection, avoidance of tanning booths and the early detection of skin cancer.
As the published data indicates, 80% of a person’s sun damage occurs before the age of 20. Thus, the
community outreach to the local high schools may have an important impact in reducing the cancer
burden in the years to come.
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ethics committee
The Ethics Committee is a multidisciplinary committee composed of representatives from medical, legal
and spiritual disciplines, as well as religious leaders and community members. The Ethics Committee is
responsible for:
1. Reviewing policies and procedures as related to patient rights.
2. Educating the membership as well as medical staff, personnel and the community on the subject
of bioethics.
3. Providing a forum for medical staff, hospital staff, patients and families to discuss ethical issues.
The Ethics Committee is not an arbitrating or decision-making body, but rather serves in an advisory
capacity to assist medical professionals, staff, patients, and families to reach decisions based on ethics
principles. The Committee members focused on their own continuing education and development by
devoting meeting time to discussing case studies and reporting on contemporary readings on ethics
literature. Ethics related publications of interest were suggested and numerous articles were copied,
reviewed/discussed and sent to committee members as information. Discussions were held throughout
the year regarding the planning of Ethics Committee Educational Sessions for committee members,
healthcare system staff and the community. Ethics Education Sub-committee meetings were held. Ethics
Committee members attended several educational programs throughout the year, including Schwartz
Center Rounds and Harvard Medical School Annual Bioethics Course. There were four consultations
requested in 2013.

hospice
Hospice of the North Shore & Greater Boston (now in 2014 known as Care Dimensions) enriches quality
of life by providing expert care, support, education and consultation for those affected by life-limiting
illness, death and loss. Hospice care is a team-oriented approach to manage symptoms and enhance
quality of life by integrating physical, emotional, social and spiritual support to meet the needs of the
patient and loved ones. We offer a variety of complimentary therapies to further enhance quality of
life for patients, families and caregivers. We have provided a great wealth of education to hospital staff
regarding topics relative to end of life: symptom management, methadone administration, palliative and
hospice care, advanced directives, children and grief management. We offer support and involvement
with various committees at both BH and AGH, to support the mission and goals of the organization.
Inpatient hospice care at both hospitals is managed by the Hospitalist Physician Service, with support
from the Interdisciplinary team of Care Dimensions.

beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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hospice
Below is the summary of 2013 patient involvement by the Care Dimensions team:
Addison Gilbert Hospital:
• 11 Patients received inpatient hospice care at the hospice suite on Steele 1
• 10 patients were transferred to a nursing home/assisted living facility with hospice services.
• 10 patients went home with hospice services.
• 11 patients were transferred to the Kaplan Family Hospice House.
Beverly Hospital:
• 16 patients received inpatient hospice care on various units at the hospital
• 61 patients were transferred to a nursing home/assisted living facility with hospice services.
• 54 patients went home with hospice services.
• 134 patients went to Kaplan Family Hospice House.

medical oncology-hematology services
The 2013 year has witnessed exciting times of change, growth and future possibilities as the Beverly and
Addison-Gilbert Hematology/Oncology departments have transitioned their tertiary affiliation from
BIDMC to the Lahey Health System. Under the leadership of Dr. Paul Hesketh, Director of the Lahey
Cancer Center, we have regular participation from Lahey oncologists for our general, thoracic, and breast
cancer tumor boards and multi-disciplinary clinics. We are providing our patients the “best of both
worlds” with caring, warm, competent, state-of-the-art care in their own community as well as access
to tertiary care procedures, specialists, clinical trials. The Northeast hematology/oncology physician
team of Harriet Bering, Angus McIntyre and Neelam Desai continue to find great joy and satisfaction in
caring for both our benign hematology patients as well as our brave cancer patients who fight the battle
every day and inspire us all. However, it could not be done without the amazing service and support of
the our entire staff including our oncology nurses, CA and MAs, secretaries, dieticians, PT/OT/speech
pathologists, social workers, clinical research and cancer data management team, palliative care team,
and community outreach specialists.
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nursing in cancer services
The BH and AGH campuses each have a 10 chair oncology infusion clinic. The clinics are associated
with the hematology-oncology physicians of the Northeast Medical Practice and Harvard Vanguard’s
Beverly office. Between the two campuses there are 17 registered nurses including the Nurse Manager
for Cancer Services and the practice nurses for two of the physician offices, all providing care to the adult
hematology-oncology population that we serve. Of these 17 RN’s, 16 are nationally certified oncology
nurses, designated by the title of “OCN” - the 17th RN is now eligible and plans to sit for the exam later
in 2014. There are also RN’s educated in oncology basics and chemotherapy administration on the J6
inpatient unit at BH. These nurses manage the care of the hospitalized oncology patient at key points
in time (diagnosis, complications and end of life). The nursing staff provided individualized patient
education and ongoing clinical support and care throughout the duration of the planned treatments and
disease management.
Nursing Leadership for Beverly and Addison Gilbert Cancer Services:
Karin Leppanen, RN MS OCN, Nurse Manager for Cancer Services
Jannell Foster, RN, Nurse Manager J6
Sandra Brown, RN OCN, Team Leader BH
Joanne Gibbs, RN OCN, Team Leader AGH
Judy Wells, RN OCN, Team Leader BH
Robbin Miraglia, RN MSN Nurse Educator

nutrition
Registered licensed clinical dietitians see outpatients for nutritional assessment in the Oncology Clinics
at both BH and AGH on a consultative basis. All new chemotherapy patients fill out an initial nutrition
assessment form that is reviewed by a registered dietitian; nutrition consults may also be requested by an
MD or RN as needed. Automatic triggers for nutrition consults on the initial nutrition assessment form
include any patient with:
• Body Mass Index (BMI) <19
• Unplanned weight loss >5% in the past 1 month
• Unplanned weight loss >10% in the past 6 months
• Nutrition support (tube feeding or parenteral nutrition)
In 2013, a total of 109 oncology outpatients were seen at BH and 36 oncology outpatients were seen at
AGH for assessments by a registered dietitian.
beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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nutrition
Dietitians at both BH and AGH attend weekly rounds with the oncologists and nursing staff. Nutritionally
high risk patients (those with head/neck cancer, GI cancer, or those receiving concurrent chemotherapy
and radiation) are followed closely through a series of chart reviews and nutrition consults are scheduled
as needed.
The Nutrition Department continues to provide services, including nutritional screening and assessment,
for all oncology inpatients. The unique needs of the oncology population are considered when developing
a nutrition care plan specific for each individual. This may include calculating caloric and protein
requirements, addition of high calorie high protein foods and supplements, adjusting meal plans to
include small frequent meals, provision of nutrition support and education of patients and family
members with respect to their treatment plan

pain clinic
The Pain Management Center is a joint collaboration of the NHC and Beverly Anesthesia Associates.
The center’s physicians are board certified in pain medicine, neurosurgery, physiatry (nerve, bone and
muscle experts) and psychiatry. Additional members of the team specialize in psychology, physical
therapy, occupational therapy, acupuncture, Reiki, massage, and wellness and disease management.
Care is coordinated by a pain medicine nurse practitioner, and an individual care plan is designed for
each patient. The clinic is located at LOCD. Patients are referred by their physician for a consultation
appointment.

pathology department
The pathology department is a full service anatomic and clinical pathology department certified by CAP.
There are two full time, board certified AP/CP pathologists, including a hematopathologist.
In 2013, 16,219 surgical cases were examined from a variety of anatomic sites. 1.8% of cases were subject
to extra-departmental review, with concordance in all cases. We have a consultation arrangement with
the Department of Pathology at both BIDMC Center and Lahey Medical Center. Cases routinely sent out
for consultation include difficult dermatopathology cases, soft tissue tumors, difficult breast lesions and
unusual neoplasms.
In addition to extra-departmental review, many cases are routinely subjected to intra-departmental
review at a daily pathology conference. Such cases include breast core biopsies and excisions, prostate
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pathology department
biopsies, skin biopsies, new tumor diagnoses, and pap smears with high grade dysplasia. All frozen
sections are co-reviewed if another pathologist is available. Tumor cases are reported in a synoptic
format and the AJCC pathologic tumor stage is reported on all cases.
The cytology department is full service with three cytotechnologists. All non-gyn cytology as well as
pap smears are pre-screened by a cytotechnologist before a pathologist review. The Cytec thin prep
system with automated image analysis remains in place. 14,800 pap smears were reviewed in 2013, a
continued decline from prior years due to a change in guidelines and HPV testing. Fine needle aspirates
are examined from a variety of sites including but not limited to lung, liver, lymph nodes, thyroid, and
pancreas (via EUS). An immediate interpretation service was established in 2012 for interventional
radiology cases. In 2013, 98 immediate interpretations were performed which has reduced the incidence
of cases found to be inadequate for cellularity

pharmacy
Pharmacists’ role in ensuring effective and safe dosing in the preparation of cytotoxic drugs is vital to
the multidisciplinary approach of the oncology program in the handling of all aspects of chemotherapy.
All dosages and preparations are carefully checked using a triple check system to ensure accuracy of the
chemotherapy prescribed. This is done in a timely manner with a systematic process.
The following pharmacy/oncology related performance improvement projects were completed in 2013.
1. Implementation of the DoseEdge Pharmacy Workflow Manager
The DoseEdge system is a pharmacy workflow solution that integrates with our existing systems to
assist with the preparation and management of IV medication doses. Through its unique features,
the DoseEdge System helps promote safety of dose preparation, reduce waste and enhance pharmacy
productivity. Key components of the system related to the chemotherapy dispensing include automatic
calculations, barcode verification of ingredients help to reduce key sources of preparation errors, and
standardized preparation steps to facilitate uniform processes among users.
2. High Alert Medication Safety Strategies
The hospital’s High Alert Medication List was updated to include all of the required safety strategies as
recommended by The Joint Commission (TJC). This relates to both oral and infused oncology drugs and
we meet the standards through special labeling, standardized, preprinted physician orders and standard
administration times.
3. Standard Antineoplastic (chemotherapy) Treatment Orders
In keeping with ASHP’s publication “Best Practice Guidelines on Preventing Medication Errors with
beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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pharmacy
Antineoplastic Agents” which recommends standardizing the medication ordering process with respect
to prescribing, preparation, dispensing and the administration of chemotherapy agents the pharmacy
continued to collaborate with both the oncologists and nursing staff in the continuous review of all of our
chemotherapy treatment/order sets.
The collaborative relationship that exists at NHC between oncology pharmacists, physicians and nurses is
one that is vital to a successful Cancer Program.

2013 quality studies
NQF endorsed measures are considered the gold standard for healthcare measurement in the United
States. The recommending bodies include the American College of Surgeons, Commission on Cancer,
College of Amr Pathologists, ASCO, etc. Expert committees made up of varied stakeholders, including
patients, evaluate measures for NQF endorsement. In January of 2013, CC Leadership chose 4 studies
from the National Quality Forum’s (NQF) Oncology category applying to colon and colorectal cancers,
diagnoses which made up 8% of our patients in 2012.
First, the “CAP Performance Measure #100” which looks at the % of colorectal pathology reporting that
includes pathologic (or T&N) staging with histological grade. In 2012, we identified 36 of these cases
performed at NHS; 35 cases included the referenced staging. The exception was a resection of a polyp
which found an adenocarcinoma in the stalk ( the standard procedure would have been a polpyectomy).
This demonstrated a 97% compliance with the measure.
The next quality measure looked at was from NCCN guidelines looking at the % of patients with T3 and
T3N1 staged rectal cancers who received neoadjuvant chemotherapy and radiation vs surgery up front.
In 2012, NHS had 4 cases who met the staging criteria. All 4 received neoadjuvant chemotherapy and
radiation. 100% compliance with the recommendation.
The CoC and ACoS recommend a minimum of 12 regional lymph nodes be removed and pathologically
examined in colon cancer stages I, II and III. NHS had 24 qualifying cases for review in 2012, and a 96%
compliance rate with the recommendation.
The final quality metric examined was also from the ACoS, looking at the % of patients under the age
of 80 years old with AJCC stage III colon cancer who received adjuvant therapy within 120 days of
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2013 quality studies
diagnosis. There were 4 qualifying cases in 2012 at NHS and all initiated adjuvant therapy within 120
days of diagnosis. 100% compliance.
The results of these quality studies demonstrated excellent coordination of care between the surgical,
pathology and medical and radiation oncology teams caring for the patients which meets or exceed
national standards of care.

radiation oncology
Radiation Oncology at Lahey Medical Center Peabody continues to be the primary site for radiation
therapy referrals from NHC, an affiliate of Lahey Health since 2012. Radiation Oncology patients that
request a second opinion are referred to other sites, such as BIDMC, Brigham & Women’s Hospital
(Boston), Exeter Hospital (Exeter, NH), as well as Massachusetts General North Shore Cancer Center
(Danvers) and Massachusetts General (Boston). Radiation Oncologists from Lahey Medical Center as
well as Massachusetts General Hospital participate in general tumor boards at both AGH and BH. In
2013, BH launched the “Rescue Lung, Rescue Life” program, a low dose screening program for the
detection of lung cancer with the assistance of Lahey Medical Center (where it was first developed) and
continues to grow. The five most frequent sites for radiation treatments in 2013 for Lahey Hospital and
Medical Center patients were breast, prostate, lung, head and neck, and brain.
Lahey Hospital and Medical Center Radiation Oncology Physicians
Lyubov Girshovich, MD – practices at both sites,
Peabody and Burlington. Board Certified – American
Board of Radiology – 1988

Arul Mahadevan, MD – practice only at Peabody.
Board Certified – American Board of Radiology – 2002

Howard C. Hsu, MD – practice only at Burlington
(Board Eligible)

Andrea B. McKee, MD – Chairman, practices at both
sites. Board Certified – American Board of Radiology –
2001

Klaudia U. Hunter, MD – practice only at Burlington
(Board Eligible)

Asa J. Nixon, MD, MPH – practice only at Burlington.
Board Certified – American Board of Radiology – 1994

Herbert H. Leventhal, MD – practice only at Peabody.

William P. O’Meara, MD, MPH – practice only
at Peabody. Board Certified – American Board of
Radiology – 2007

Board Certified – American Board of Radiology – 1973
Theodore C. M. Lo, MD – practice only at Burlingto.
Board Certified – American Board of Radiology – 1974

Gene Wong, MD – practice only at Peabody.
Board Certified – American Board of Radiology, 1988
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social work and case management services
The Social Work and Case Management Department provides services to the oncology patient in
a number of ways. Master’s prepared social workers continue to work as members of the inpatient
interdisciplinary teams at both BH and AGH, providing comprehensive discharge planning and
supportive counseling to any patient with a cancer diagnosis. The social workers also provide services
to patients and families who are in the terminal phase of their illness and will address advanced care
planning or end of life issues, such as care and comfort measures or palliative care consultations.
After an initial psychosocial assessment the social worker identifies any anticipated discharge needs
in collaboration with a nurse case manager. The staff works with the patient and family to identify and
provide appropriate emotional support, facilitation of care planning meetings as well as information
and resources for follow up support and community services. The social worker on each inpatient unit
facilitates palliative care and hospice consult referrals and participates in the education of the patient and
the family regarding the consult. A social worker is involved in all care planning that concerns hospice
care and its services. Hospice care arrangements are coordinated for home care, skilled nursing facilities
and for general inpatient level of care at both AGH and BH.
The outpatient oncology clinic consults the Social Work Department when necessary for complex
psychosocial issues and for initial assessments with new patients. The Social Work Department is
available to consult with the oncologists regarding complex family dynamics or situations. Additionally
the social work staff members facilitate referrals to the Ethics Committee, if appropriate.

thoracic clinic
The BH oncology clinic hosts a weekly Thoracic Surgery Clinic for patients with both benign and malignant
lung and esophageal diseases. The patients are seen by a thoracic oncology nurse and the surgeon. Visits
include consultation, post op and long term follow up and patient education; minor procedures can also be
performed during the clinic visit. For patients who also see Drs. McIntyre or Desai in the medical oncology
practice, the appointments are coordinated for convenience and efficiency. In 2013, a total of 378 patient
appointments transpired with the surgical team of Shalini Reddy, MD and PK Poddar, MD. The thoracic
nursing team consisted of Katherine Vandi, RN, OCN, Nichole Edwards, RN, MS, OCN and Kristen
Nicastro, RN, OCN.
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head and neck cancer site study
Submitted by Richard Mugge, MD

This report will include all new cases of oral cavity, pharynx, salivary gland, pharynx, and laryngeal
cancers entering the NHC during the calendar year 2013. The Cancer Committee has selected head and
neck cancer for a site review for 2013. Our last review of head and neck cancer was in 2000. Cancer
Data Management identified a total of 20 patients with head and neck cancer diagnosed at the NHC in
2013. This site study will include review of subsites, histology, age, gender, AJCC staging and treatment.
The five year survival report will be presented in the observed method. The comparison 2013 survival
data included 99,210 patients from the National Cancer Data Base (NCDB) versus 43 patients for NHC.
TABLE I: Distribution of Head and Neck Cancer by Subsite

Subsite Group
Tongue		
Salivary Glands
Gum & Other Mouth
Tonsil		
Hypopharynx		
Larynx		
NHL - Extranodal Head
& Neck		
Total

Count (N)
7
1
2
2
1
6

Percent (%)
35.00%
5.00%
10.00%
10.00%
5.00%
30.00%

1
20

5.00%
100.00%

A breakdown by subsites revealed that NHC saw more cancers of the tongue (7) than any other subsites,
followed by larynx (6). The extranodal lymphoma case was detected in the tongue

TABLE II: ACS 2014 Estimated Cases

Head & Neck Site
Tongue
Salivary Glands
Gum and Other Mouth
Tonsil
Hypopharynx
Larynx
NHL		
Total

No.
13,590
2,013
11,920
14,410
2,520
12,630
708
57,908

Percent
23.00%     
4.00%      
21%        
25%        
4.00%      
22%        
1.00%
100.00%
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head and neck cancer site study
TABLE III: NHC Head & Neck Breakdown by Gender

Sex		
Male		
Female		
Total

Count (N)
12
8
20

Percent (%)
60.00%
40.00%
100.00%

The majority of the head and neck cancers were detected in males (12) with females (8) at NHC.

TABLE IV: Head and Neck Cancer Breakdown by Age

Age at Diagnosis
40 – 49		
50 – 59		
60 – 69		
70 – 79		
80 – 89		
90+		
Total

Count (N)
1
7
5
3
2
2
20

Percent (%)
5.00%
35.00%
25.00%
15.00%
10.00%
10.00%
100.00%

When broken down by age at initial diagnosis, the prevalance of head and neck cancer at NHC was found
to be highest in the age group of 50 to 59 years (7).

GRAPH V: Head and Neck Cancer Breakdown by Histopathology

Head and Neck Histology
Acinar cell carcinoma
5%
Basaloid squamous cell
carcinoma
5%
Squamous cell
carcinoma, lg cell,
nonkeratinizing, NOS
20%
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(Lymphoma,
mature T-cell, NOS
5%
Squamous cell
carcinoma, NOS
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Squamous cell
carcinoma, keratinizing,
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10%

Head & Neck Histology
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head and neck cancer site study
The most frequent histology types seen at NHC were Squamous Cell carcinoma, (50%), followed by
Non-keratinizing Squamous Cell Carcinoma (20%), Keratinizing Squamous Cell Carcinoma (10%), with
Acinar Cell Carcinoma, Basaloid Squamous Cell Carcinoma, Lentigo Maligna Melanoma and T-cell
Lymphoma all at five percent.
TABLE VI: Head and Neck Cancer Breakdown by AJCC Stage

AJCC Stage Report
Stage I		
Stage II		
Stage III		
Stage IV		
Stage IVA		
Total

Count (N)
6
3
4
2
5
20

Percent (%)
30.00%
15.00%
20.00%
10.00%
25.00%
100.00%

This graph represents an overall picture of the head and neck combined. Staging for each individual site
may vary.

TABLE VII: Head and Neck Cancer Breakdown by Treatment

First Course Treatment
Biopsy only		
Radiation		
Radiation, Chemotherapy
Surgery only		
Surgery, Radiation, Chemo
Surgery, Radiation
Total

Count (N)
1
3
8
4
2
2
20

Percent (%)
5.00%
15.00%
40.00%    
20.00%
10.00%     
10.00%     
100.00%

Please note the one case with a biopsy only had a second more extensive stage primary and expired
within one month of diagnosis from the second primary.
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head and neck cancer site study
TABLE VIII: Distribution of Head & Neck Cancer

Site
Buccal Mucosa
Tongue
Tongue
Tongue
Tongue
Tongue
Tongue
Tongue
Tonsil
Tonsil
Tonsil
Soft Palate
Paroid Gland
Pyriform Sinus
Larynx
Larynx
Larynx
Larynx
Larynx
Larynx

Histology		
Lentigo Maligna
Peripheral T Cell Lymphoma
Keratinizing Squamous Cell
Squamous Cell Basaloid
Squamous Cell
NonKeratinizing Squamous Cell
NonKeratinizing Squamous Cell
Squamous Cell
Squamous Cell
Squamous Cell
Squamous Cell
Squamous Cell
Acinic Cell
Squamous Cell
Squamous Cell
Squamous Cell
Keratinizing Squamous Cell
Squamous Cell
NonKeratinizing Squamous Cell
NonKeratinizing Squamous Cell

Stage
III
IIE
I
I
I
IVA
IVA
IV
I
IVA
IV
III
II
III
I
I
II
III
IVA
IVA

Treatment
Mohs
Radiation
Surgery
Radiation, Chemo                     
Surgery
Radiation, Chemo                         
Radiation, Chemo                      
Radiation, Chemo                     
Biopsy only
Radiation, Chemo                     
Radiation, Chemo                      
Radiation
Surgery, Radiation                    
Radiation, Chemo                     
Surgery, Radiation                     
Surgery*
Surgery, Radiation, Chemo  
Radiation, Chemo                    
Radiation, Chemo                     
Surgery, Radiation, Chemo

*The case of the localized larynx cancer receiving surgery only represents a 95 year old patient.
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head and neck cancer site study
GRAPH IX: 5 Year Observed Survival Head and Neck Cancer By Combined Stages
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Conclusion:
The American Cancer Society, in their “Cancer Facts and Figures 2014”, predicts that roughly 57,900 new
cases of head and neck cancer will be diagnosed this year in the United States, or about 3.5% of all new
cancers. At NHC, 35% of the new head and neck cancer diagnoses were in the tongue, 30% in the larynx, and
10% each in the tonsils and other mouth sites. Review of the NCDB statistics for head and neck cancers show
roughly similar rates of subsite occurrence nationally. The majority (80%) of the new cancer diagnoses at
NHC in 2013 were Squamous Cell Carcinoma or its subtypes, similar to national statistics. Head and neck
tumors are typically treated with surgical excision, radiation therapy, chemotherapy, or, most commonly,
a combination of these therapies. In 2013, 75% of our patients received radiation therapy, 50% received
chemotherapy, and 40% underwent surgical excision at some point in their treatment. The survival rates for
NHC patients were very similar to nationally observed survival rates for head and neck cancers.
National trends for occurrence of head and neck cancer are unfortunately largely unchanged over the last 5-10
years. Known risk factors for these cancers include tobacco use (in any form) and excessive alcohol intake. Of
particular note is the recent increase in Human Papilloma Virus (HPV) related malignancies of the pharynx,
tonsils, and base of tongue over the last 10 years. Smoking cessation, moderate alcohol use, and close
monitoring of the mouth and throat will hopefully lead to earlier detection and increased survivability.
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31

2013 cancer program annual report

10 years invasive rectal cancer site study
Submitted by Tamar Lipoff, MD

Historically, 10-20% of patients operated upon for rectal cancer developed locoregional recurrences,
a highly symptomatic and usually fatal outcome. Efforts to reduce this rate have focused both on
neoadjuvant measures such as pelvic radiation and chemotherapy as well as total mesorectal excision
(TME.) In the 1980’s, Dr. Heald, in England, proposed a more meticulous operation to remove tumors
of the rectum. Whereas, the standard operation until that time involved blunt and blind dissection by
hand between the rectum, sacrum, bladder and lateral attachments. Heald’s technique is performed
under direct vision and utilizes sharp dissection, and ensures complete removal of the entire mesorectum
together with the tumor and the bowel. He called this procedure “total mesorectal excision.” Heald’s
work, confirmed by numerous others, is now considered the standard of care surgical approach when
managing patients with tumors in this distal location of the gastrointestinal tract.
The anatomic rectum is typically considered the distal 16cm of the lower intestinal tract. The rectum
is often divided into 3 sections, the low rectum spanning from 4 to 8cm from the anal verge, the midrectum from 8 to 12cm, and the upper rectum from 12 to 16 cm from the anal verge. The anal canal often
spans from 0 to 4 cm from the anal verge, depending on the gender of the patient. We do not have these
breakdowns available in this year’s review, but hope to have them for future reviews.
The TME operation requires special training and instruments. It is more time consuming and often
involves a temporary ileostomy to protect against devastating anastomotic leaks. However, follow up
studies have shown a dramatic reduction in locoregional recurrence, with or without adjuvant therapy to
as low as 4-5%. The latest literature is seeking to learn which patients with rectal cancer no longer need
neo-adjuvant chemoradiation with this oncologic surgical approach.
With this background, the Cancer Committee voted to proceed with a review of our rectal cancer
experience at NHC.
CDM identified a total of 98 invasive rectal cancer diagnosed at our hospitals between the years 2003
to 2013. We did not include carcinoids or lymphoma of the rectum in this analysis. All four stages of
rectal cancer cases are represented in this study. Survival data comparison database was obtained
from the National Cancer Database (NCDB) provided by the Commission on Cancer, a subgroup of the
American College of Surgeons (ACoS). Breakdown of rectal cancer by age, histology, stage, treatment and
recurrence rates was examined.
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TABLE I: Breakdown by Year of First Contact

Year First Seen This Primary
2003		
2004		
2005		
2006		
2007		
2008		
2009		
2010		
2011		
2012		
2013		
Total

Count (N)
9
9
11
9
5
11
10
4
13
8
9
98

Percent (%)
9.18%
9.18%
11.22%
9.18%
5.10%
11.22%
10.20%
4.08%
13.27%
8.16%
9.18%
100.00%

Most of the cases of rectal cancer were seen in 2011 (13), with the least number of cases seen in 2010 (4).

TABLE II: Breakdown by Gender

Gender		
Male		
Female		
Total

Count (N)
52
46
98

Percent (%)
53.06%
46.94%
100.00%

Breakdown by gender revealed more males (52) than females (46) being diagnosed with rectal cancer.

beverly hospital | addison gilbert hospital | lahey outpatient center, danvers
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GRAPH III:

Rectal Cancer by Age

	
   range of the rectal cancer patients was 27 years of age to 95 years of age. The majority of the
The age
NHC patients were diagnosed between ages 70-79 (26) followed by ages 50-59 (23) and 60-69 (19).
TABLE V: Breakdown by Histology

Histology		
Adenocarcinoma, NOS
Adenocarcinoma in adenomatous polyp
Tubular adenocarcinoma
Adenocarcinoma in villous adenoma
Adenocarcinoma in tubulovillous adenoma
Mucinous adenocarcinoma
Signet ring cell carcinoma
Total

Count (N)
68
14
1
4
5
5
1
98

Percent (%)
69.39%          
14.29%
1.02%
4.08%
5.10%
5.10%
1.02%
100.00%

The majority of rectal cancers were adenocarcinoma (68) histology.
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TABLE VI: Comparison of Rectal Cancers by AJCC Stage

Subsite
Rectum, NOS

Stage I
30

Stage II
30

Stage III
26

Stage IV
12

Stage IV
98
          

Rectal cancer presented the most at both Stage I (30) and Stage II (30) disease.

TABLE VII: Initial Treatment of Rectal Cancers

First Course of Treatment
		
Biopsy only		
Chemotherapy
Radiation, Chemotherapy
Surgery		
Surgery, Chemotherapy
Surgery, Radiation
Surgery, Radiation, Chemo
Total

Rectum
Count (N)
Percent (%)
4
4.08%
4
4.08%
3
3.06%            
27
27.56%
4
4.08%          
1
1.02%            
55
56.12%           
98
100.00%

Rectal cancer was treated with surgery, radiation, and chemotherapy combined (57.14%). Please note
one rectal cancer patient, reported as biopsy only, was lost to follow-up.
NOTES for “biopsy only” (4 patients):
• One patient had a more aggressive synchronous cancer and did not return for initiation of treatment.
• One patient requested only care and comfort and expired the next month
• One patient was 95 years old, had stage IV disease at diagnosis, and expired within 2 weeks
• One patient was 87 years old with stage IV disease as well, and expired within 2 months.
NOTES for “chemotherapy only” (4 patients):
• Three patients were found to have stageIVdisease and only received chemotherapy.
• One patient was 85 years old with a T4 rectal cancer and she refused radiation as well as surgery.
NOTES for “radiation & chemo” (3 patients):
• One patient was in a psychiatric unit and treatment was delayed. She never returned to see the surgeon at Lahey and expired 9 months
later.
• One patient was age 90 and declined further treatment
• One patient had their chemotherapy & radiation at MGH. They had a laparoscopy with colostomy. There was a question of stage IV
disease but we have no information after that.
NOTES for “surgery alone” (27 patients):
Out of the 27 patients, 23 patients were Stage I, 1 patient was Stage IIA – per NCCN guidelines these 23 patients did not meet criteria for
additional treatment in the form of chemotherapy or radiation.
beverly hospital | addison gilbert hospital | lahey outpatient center, danvers

35

2013 cancer program annual report

10 years invasive rectal cancer site study
Two patients had Stage III disease and one patient had Stage IV disease.
• One patient was T3 N1 M0, margins were clean, 10 lymph nodes removed. Patients had a CVA and went to rehab. He expired 5 months
post-op.
• One patient was T3 N1 M0 by endoscopic ultrasound. He was scheduled for surgery @ MGH but cancelled and went for transanal
resection @ BIDMC.
• One patient was T4 N1 M1. This patient had colonoscopy with biopsy, developed obstruction, had right colectomy within two days and
expired the next day after surgery.
NOTES for “surgery & chemotherapy” (3 patients):
• One patient had previous radiation for prostate cancer – no more radiation was recommended
• Two patients had stage IV disease at diagnosis and surgery was performed because they were symptomatic from their primary tumors.
Chemotherapy was given to treat the metastatic disease. One had surgery locally and the other at St. Elizabeth’s.
NOTES for “surgery & radiation” (1 patient):
• This was a 90 year old patient with pre-op and post-op stage T3 N0 M0, He received pre-op radiation and abdominoperineal resection.
On review of this case, it is unknown why he did not receive adjuvant chemotherapy.
NOTES for the majority of these cases, “surgery, radiation, and chemotherapy” (56 patients):
• The vast majority of patients, 50 patients, received neoadjuvant chemotherapy and radiation and were stage II or stage III – in line with
NCCN current guidelines.
• One patient had stage IV disease but was symptomatic from the primary tumor and therefore was treated with more than
chemotherapy alone.
• Two patients received adjuvant chemotherapy and radiation postoperatively for stage II disease.
• Two patients received adjuvant chemotherapy and radiation postoperatively for stage III disease.

TABLE VIII: Surgical Treatment of Rectal Cancer

First Course of Treatment
		
No Surgery		
Local Surgical Resection
Polypectomy		
LAR		
Abdominoperineal Resection
Proctocoloectomy w/pelvic exeneration
Total

Stage I
0
2
10 + 1 (*)
10
7
0
30

Rectum
Stage II
Stage III
4
1
1
1
0
0
11
17
14
7
0
0
30
26

Stage IV
6
0
0
4
1
1            
12

NOTES for “no surgery” (11 patients):
• Please refer to the previous section notes for the 11 patients who had no surgery (4 had biopsy only, 4 had chemotherapy alone and 3 had
radiation and chemotherapy.)
* NOTE for “polypectomy” (1 patient):
• This patient had polypectomy alone, the actual staging is unknown at the time of this review. This case was from 2008.
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NOTE for “local surgical resection” (1 patient who was stage 3):
• One patient had transanal resection locally – he canceled formal proctectomy surgery at MGH to have surgery at BIDMC.
NOTES for “proctocolectomy with pelvic exeneration” (1 patient):
• This is an MGH case and information is limited. By preop EUS: tumor was within 2-3 cm from anal verge near anterior rectovaginal
septum. Patient went to MGH for chemoradiation followed by surgery. MGH cancer registry lists this patient as having stage IV disease – “m1b”.

TABLE VIII: Surgical Treatment of Rectal Cancer

2003-‐2013	
  R
ectal	
  CCancer
ancer	
  Recurrence	
  
2003-2013
Rectal
Recurrence
30	
  

Percent	
  

25	
  
20	
  
15	
  
10	
  
5	
  
0	
  
None	
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Regional	
  	
  

Distant	
  

Never	
  Disease	
  
Free	
  

Unknown	
  

AJCC	
  STAGE	
  I	
  

24	
  

1	
  

1	
  

1	
  

2	
  

1	
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  STAGE	
  II	
  

19	
  

1	
  

0	
  

4	
  

6	
  

0	
  

AJCC	
  STAGE	
  III	
  

17	
  

1	
  

1	
  

6	
  

1	
  

0	
  

AJCC	
  STAGE	
  IV	
  

1	
  

0	
  

0	
  

2	
  

10	
  

0	
  

There were 5 cases with locoregional recurrence (5.1%) Three cases were treated with chemotherapy,
radiation and surgery, while two cases were treated with surgery alone.
Review of stage showed:
AJCC Stage for Locoregional Recurrence
Stage 1
2

Stage 2
1

Stage 3
2
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GRAPH XI: 5 Years of Survival Rectal Cancer

2003-2006
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The NHC patients for this survival graph total 36, while the NCDB patients total was 62,635. NHC had
better survival than NCDB at 68.8% versus 59.2%

Conclusion:
This review demonstrates the complexities involved when caring for patients with rectal cancer. We are
proud of the care we are currently providing to these patients and we are constantly striving to provide better
oncology care than yesterday.
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glossary
ACS: American Cancer Society
Accessioned: Cases entered into the Cancer Registry database according to the year of first contact by Northeast
Hospital Corporation
AGH: Addison Gilbert Hospital
AJCC Staging (TNM staging – tumor, lymph nodes and metastasis): System used to stage selected cancers
of the head/neck, digestive system, thorax, musculoskeleton, skin, breast, gynecologic tumors, GU cancer, prostate
cancer, colorectal, ophthalmic, lymphomas and pediatric cancer.
Analytic Cases: Cases seen at Northeast Hospital Corporation with a new diagnosis of cancer and/or receiving
part of first course of treatment at Northeast Hospital Corporation.
BH: Beverly Hospital
BH@D: Beverly Hospital at Danvers
BIDMC: Beth Israel Deaconess Hospital
First course of treatment: The initial tumor-directed treatment or series of treatment initiated within four
months following diagnosis.
Follow-up: To monitor all patients entered into the Cancer Registry database to ensure follow-up through
contacting physician offices, hospital readmittance or patient contact.
FORDS: Facility Oncology Registry Data Standards (Guidelines for cancer registry operations beginning with
2003 cases)
Incidence: The extent to which disease occurs in the population. Cancer incidence is the number of new cases of
cancer diagnosed each year.
LHS: Lahey Health System
Localized: A neoplasm that appears to be confined to the organ of origin.
LOCD: Lahey Outpatient Clinic at Danvers
Median: The middle value by sorting the observations in order of smallest to largest.
MD: Medical doctor or physician
MGH: Massachusetts General Hospital
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NHC: Northeast Hospital Corporation, includes Addison Gilbert Hospital, Beverly Hospital, and Lahey Outpatient
Clinic at Danvers.
Non-analytic: Cases first seen at Northeast Hospital Corporation after a full course of therapy has been
completed or were first diagnosed at autopsy with unsuspected malignancy.
Radiation therapy: Radiation therapy uses high-energy radiation to shrink tumors and kill cancer cells. X-rays,
gamma rays, and charged particles are types of radiation used for cancer treatment
Relative Survival Rate: A measurement of the proportion of persons surviving regardless of cause of death.
RBA (Reportable by agreement) cases: Cases not specified by FORDS Manual as reportable malignancies but
reportable for the Massachusetts Central Cancer Registry, and/or the Cancer Committee.
RN: Registered Nurse
Stage of Disease: A system of evaluating the spread of malignant tumors; extent of disease. Staging is the process
to determine the extent ti which a cancer has developed by spreading.
S.W.O.G.: Southwest Oncology Group, a cancer research cooperative group.
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