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

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

SAH Cancer Registry Staff

Kimm Duclos, RHIT, CTR – Cancer Program Coordinator

Jane O’Connell, CTR – Support Specialist

Diana Hughes, CTR – Abstractor 

Dawn Loomis – Abstractor

Audrey Potts – Data Specialist

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

 2011 2012 2013
Tamoxifen considered or administered within 1 year  
of diagnosis for AJCC T1cN0M0, or stage II or III ER  94.6% 100% 97% 
and/or PR positive cancer [H]

Radiation administered within 1 year of diagnosis  
for women <70 with breast conserving surgery  97.2% 98.3% 100% 
[BCS/RT] 

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

At least 12 regional lymph nodes removed and  
pathologically examined for resected colon cancer  50% 100% 70% 
[12RLN] 

Chemo considered or administered within 4 months  
of diagnosis for patients <80 with lymph node  100% 100% 100% 
positive colon cancer [ACT]
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  Saint  2015 ACS 
  Anne’s  National 
  2015  Figures

SITE N % N %

Breast 201 21 234,190 14

Lung 157 16 221,200 13

Prostate 106 11 220,800 13

Colon 44 5 93,090 6

Rectum & Rectosigmoid 32 3 39,610 2

Lymphomas 37 4 71,850 4 
Hodgkin’s Disease 2 <1 9,050 <1

Stomach 17 2 24,590 1

Pancreas 19 2 48,960 3

Esophagus 8 1 16,980 1

Oral Cavity & pharynx * 29 3 45,780 3 
  Tongue 4  14,320 
  Pharynx 10  15,520 
  Other oral cavity 15  15,940

Thyroid 48 5 62,450 4

Larynx 14 1 13,560 <1

Female Genital System 50 5 98,280 6 
  Corpus uteri 28  54,870 
  Cervix uteri 5  12,900 
  Other Gyn 17  30,510

Brain & CNS 8 1 22,850 1

Hematopoietic System 32 3 81,120 5 
  Leukemia 18  54,270 
  Myeloma 14  26,850

Bladder 49 5 74,000 4

Kidney & renal pelvis 16 2 61,560 4 
  Liver  7 1 35,660 
  Gall Bladder & Biliary 3 <1 10,910 <1

Melanoma 8 1 73,870 5

All Others 74 7 All others &  7 
   unknown  
   primary** 
   98,013 

Total 961 (100) 1,658,370 (100)

Saint Anne’s Hospital
Comparative Case Distribution
For 2015 Cancer Registry Data for 2015

New Cases Accessioned in 2015  1066

Analytic  961

Diagnosis and all or part of 1st course of treatment at SAH 551

Diagnosis elsewhere and all or part of 1st course of  
  treatment at SAH 365

Diagnosis only at SAH 45

Non-Analytic

Treatment for recurrence or metastasis only 105

Total number of Analytic Cases in the Registry since  
  Reference Year 1995 21,388

Total living patients in follow-up 8,490

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

Multidisciplinary Case Conferences 71

Lung Case Conferences (with BWH surgeon in attendance) 12

Breast Case Conferences 4

General Case Conference 47

DFCI Tumor Boards and Lectures 8

Clinical Trial Patients  

Number of patients entered on/referred for clinical trial 97

Cancer Screenings

Screening Mammography 4,661

Screening Colonoscopies 5,372

Free Skin Screening 94

Included are in-situ and unstageable cases.

Included are analytic cases, those cases first diagnosed at SAH and/or received all or part of the first course  
of therapy at SAH and/or the radiation/medical oncology satellite at Dartmouth.

*Oral Cavity includes mouth, tongue, lip, salivary gland, gum and other mouth.

**  ACS figure includes unknown primary and all others Excluded are the non-analytic cases, patients  
diagnosed elsewhere and received all of their 1st course of therapy elsewhere (recurrent cases).
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Breast cancer is the most common cancer in women in the 
United States, aside from skin cancer, and is the second 
most common cause of cancer death after lung cancer. The 
lifetime risk of developing breast cancer is approximately 
12%. Regular screening with mammography is believed to 
lead to earlier diagnosis of breast cancer, which can result in 
reduction of mortality from breast cancer, as well as need for 
less intensive therapy, commonly not requiring chemother-
apy and/or radiation therapy for tumors diagnosed at earlier 
stages.  

In comparing the stage of breast cancers diagnosed in pa-
tients at Saint Anne’s Hospital vs. at Comprehensive Com-
munity Cancer Program Hospitals in All States (data from 
669 hospitals), the percentage of patients diagnosed in each 
stage is similar. At Saint Anne’s Hospital from 2003-2013, 
the percentage of patients diagnosed with stage 0 (carcino-
ma in situ), I, II, III, and IV (distant metastases) breast can-
cer, was 19%, 44%, 22%, 8%, and 3%, respectively. From 
2003-2013, the percentage of patients diagnosed at the 669 
Community Hospitals in each category was 20%, 40%, 25%, 
9%, and 3%. These data are quite comparable, with a slight-
ly higher proportion of patients diagnosed at stage I vs. stage 
II at our institution.

Breast MRI examinations are currently optional in the initial 
work-up of early stage breast cancer. If this is performed, it 
should be performed and interpreted at an imaging center 
with a dedicated breast coil, and by radiologists specialized 
in breast imaging. There is category 2B evidence for the use 
of breast MRI in preoperative staging to define the extent of 
disease in the ipsilateral and also to screen the contralateral 
breast. There is no high-level evidence that breast MRI im-
proves local recurrence or overall survival. In addition, cau-
tion should be given, as there is a high false positive rate, 
which may lead to unnecessary biopsies and could delay de-
finitive surgical treatment of the tumor. At Saint Anne’s Hos-
pital in 2015, 22% of patients with stage I breast cancer and 
37% of patients with stage II breast cancer underwent breast 
MRI in their treatment evaluation.

Treatment for stage I-III breast cancer generally involves a 
multimodality approach with surgery, radiation therapy if indi-
cated, and evaluation and treatment by a medical oncologist. 
Medical treatment can include endocrine therapy, chemo-
therapy, and immunotherapy with the anti-Her2Neu directed 
therapy trastuzumab, depending on the specific pathologic 
characteristics of the tumor. Below are the data from Saint 

Anne’s Hospital breast cancer 
cases in 2015 broken down by 
stage. 

Surgery: At Saint Anne’s Hos-
pital, 99% of the patients 
with stage I breast cancer un-
derwent surgery, and 100% 
of patients with stage II and 
stage III underwent surgery. 
Of the patients with stage I 
breast cancer, 90% under-
went lumpectomy and 10% 
underwent mastectomy. Two 
percent of stage I patients un-
derwent prophylactic contralat-
eral mastectomy, compared to 
approximately 15% nationally 
who are undergoing this procedure. Sixty-eight percent of 
patients with stage II breast cancer underwent lumpectomy, 
compared with 13% of patients with stage III. The NCCN 
recommends locoregional treatment with either lumpectomy 
and surgical axillary staging followed by radiation therapy, 
or mastectomy and axillary staging with radiation if tumor is  
>5 cm or with positive lymph nodes. 

Radiation Therapy: Of the patients with stage I breast can-
cer, 82% (74 out of 90) underwent radiation therapy follow-
ing lumpectomy. Of the patients who deferred post-operative 
radiation therapy, 88% were over the age of 70. Recently, 
the NCCN guidelines for Older Adult Oncology have stated 
that patients over the age of 70 with stage I estrogen receptor 
positive breast cancer who undergo lumpectomy may de-
fer postoperative radiation therapy based on data showing 
only a small difference in locoregional recurrence with ra-
diation therapy compared to endocrine therapy alone, and 
no difference in overall survival, distant disease-free survival, 
or breast preservation. Of the 68% of patients with stage II 
breast cancer who underwent a lumpectomy, 75% under-
went postoperative radiation therapy. Of the patients with 
stage III breast cancer, 88% (7/8) received radiation. 

Endocrine therapy: Eighty-six percent of patients with stage 
I breast cancer were found to be estrogen receptor positive. 
Of these patients, 92% received endocrine therapy. Of the 
patients with stage II breast cancer, 83% were estrogen re-
ceptor positive, of which 95% received endocrine therapy. Of 
the patients with stage III breast cancer, 100% were estrogen 

Breast Cancer Incidence and Treatment for 2015:  
A Comparison of Saint Anne’s Hospital Patients vs the National Average

By Nancy McKinney, MD, Medical Oncologist

Dr. Nancy McKinney



 5Breast Cancer Study 2015

receptor positive, and 100% received endocrine therapy. 
This is in accordance with NCCN guidelines recommending 
endocrine therapy for patients with estrogen receptor posi-
tive breast cancer.

Chemotherapy: Of the patients with stage I breast cancer, 
17% received systemic chemotherapy. Fifty-six percent of 
the patients with stage II breast cancer received system-
ic chemotherapy, compared to 88% of patients with stage 
III breast cancer. This reflects the fact that more advanced 
cancer requires more intensive treatment. For patients with 
significant medical comorbidities and/or advanced age, the 
risks of chemotherapy commonly outweigh the benefits.

Cancer Recurrence Score (RS): For patients with early 
stage, estrogen positive breast cancer, NCCN guidelines 
recommend clinicians to consider using the 21-gene RT-
PCR assay (Oncotype DX) to assess risk of recurrence and 
predict response to chemotherapy. A patient’s tumor is giv-
en a score between 0-100 that correlates with the woman’s 
chances of having her cancer return, and the likelihood that 
she will benefit from adding chemotherapy to hormonal 
therapy. If the 21-gene RS is high (>24), there is believed 
to be statistically significant benefit from chemotherapy. Al-
ternatively, if the score is low (<18), there is no clear benefit 
to adding chemotherapy to endocrine treatment. Samples 
with intermediate scores (24-18) are the topic of an ongoing 
clinical trial (TAILORx). Of the 106 patients with estrogen 
positive, HER2 negative disease treated in 2015 at Saint 
Anne’s Hospital, 37 (35%) underwent Recurrence Score 
testing. Sixty-five percent of these patients had low recur-
rence scores. Of the patients with low recurrence scores, 
96% received endocrine therapy alone, per NCCN recom-
mendations. One patient (3%) had high recurrence score, 
and received systemic chemotherapy per recommenda-
tions. Of the patients with intermediate recurrence scores, 
42% (5/12) received chemotherapy, reflecting the lack of 
guidelines at this time.

Her2Neu and Anti-Her2Neu Directed Therapy: Trastuzum-
ab is an anti-Her2Neu directed antibody which has been 
found to increase overall survival in patients with stage I-III 
breast cancer whose tumors over-express HER2Neu. It is 
recommended by NCCN in combination with systemic che-
motherapy in patients with Her2Neu positive tumors greater 
than or equal to 1 cm in size (level 1 recommendation). In 
patients with tumors less than 1 cm in size, adjuvant tras-
tuzumab and chemotherapy should be considered. Of the 
patients with stage I breast cancer, 10% over-expressed 

Her2Neu (as defined by being IHC 3+ or FISH positive for 
Her2Neu). Fifty percent of Her2Neu over-expressing stage 
I tumors were treated with chemotherapy and trastuzumab. 
However, 75% of the stage I patients with tumors greater 
than 1 cm received trastuzumab. Of the patients with stage 
II breast cancer, 17% were Her2Neu positive, and 86% of 
these patients received anti Her2Neu directed therapy. Of 
the patients with stage III disease, 38% were Her2Neu pos-
itive, and 100% received anti-Her2Neu directed therapy. 
Trastuzumab is generally a very well tolerated medication, 
but does require a year of intravenous therapy on an ev-
ery-three-week basis. Adverse effects can include decline in 
cardiac ejection fraction, and patients who are elderly with 
preexisting cardiac conditions may find that the benefits of 
reduction in breast cancer recurrence do not outweigh the 
risks of treatment. 

Genetic Counseling: In 2015, the Medical Oncology pro-
gram at Saint Anne’s Hospital began to see patients for 
cancer risk assessment and genetic counseling. Genetic 
counseling can help patients understand the medical and 
familial implications of a genetic predisposition to malig-
nancy. Patients are identified in the community based on 
their personal and family history of malignancy, and eval-
uated and counseled about genetic testing. In 2015, 38 
patients were referred for genetic counseling. Benefits of a 
genetic counseling program in a community cancer cen-
ter include identifying high risk patients who would benefit 
from increased breast screening with MRI and prevention 
of cancers with medications and risk-reducing surgery such 
as oophorectomy and mastectomy. NCCN guidelines rec-
ommend genetic counseling if a patient is at high risk for 
hereditary breast cancer. 

In summary, breast cancer patients treated at Saint Anne’s 
Hospital had their disease diagnosed at a comparable stage 
to national averages. The treatment of breast cancer is com-
plex, depending on stage and pathologic type, requiring a 
multi-modality approach of surgery, radiation, and medical 
oncology to treat the individual patient. Treatment of breast 
cancer patients at Saint Anne’s hospital is in concordance 
with 2016 NCCN guidelines. Ongoing education of patients 
and primary care providers regarding the utility of breast 
health, screening mammograms, and when to seek genetic 
counseling is of great importance.  

Source: NCCN Clinical Practice Guidelines in Oncology.  
Version 2.2016
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The role of Oncology Social Work

Overview – 2015
Saint Anne’s Hospital’s Oncology Social Work team maintains an active presence at Saint Anne’s  
Hospital Regional Cancer Center’s hospital campus in Fall River and satellite site in Dartmouth. 

The team consists of 3.4 FTE master’s-level clinicians, including two full-time, one part-time, and one 
per diem staff. Nearly all oncology patients are seen by a social worker during their initial consultation 
for assessment or soon after. Physicians and nurses also often refer patients for social work  
consultations on the basis of psychosocial need. 

Licensed clinical social workers meet with and assess the needs of each oncology patient.  
They assist with:

• assessing patients’ coping strengths

• determining available support 

• providing guidance as patients access prescription assistance programs

•  locating and connecting patients to financial support and assistance from area cancer foundations 
and other community resources 

2015 highlights
Distress screening: Oncology social workers championed the requirement by the Commission on  
Cancer to ensure that oncology treatment centers establish formalized distress screenings for all  
oncology patients by 2015. Since implementation of the PHQ-4 Distress scale*, a new validated  
screening tool, at the end of 2014, the outpatient clinicians have seen an increase in specific consults 
based on distress, 

Addressing transportation needs: Our 2015 community needs assessment indicated that transportation 
to and from treatment was a challenge for many of our patients. The Oncology nurse navigator worked 
with Social Work to help identify patients in need of transportation. Social workers reviewed patients’ 
available resources and insurance to determine if they were eligible for free or low-cost, safe transpor-
tation. For these patients, transportation was provided via our center’s van; Greater Attleboro Taunton 
Regional Transit Authority vehicles via use of PT1 forms (prescription for transportation) for patients with 
Mass Health; Senior Whole Health vendors; or Logisticare, a publicly funded transportation service for 
qualified residents of Rhode Island.  

Health insurance assistance: Throughout 2015, oncology social workers continued to spend a fair 
amount of time locating funding for insurance coverage shortfalls and prescriptions. For patients and 
their family members who often need assistance with health insurance advocacy, licensed social 
workers connect patients to the hospital’s Patient Financial Services to determine if patients may qualify 
for a Mass Health product or payment plan. Initiated in 2014, a SHINE Program (Serving the Health 
Insurance Needs of Everyone) counselor committed to being on site at least once monthly. This helped 
oncology patients with Medicare enroll in the Part D prescription program and secure supplemental 
insurance to pay for the medical care that Medicare parts A or B did not cover. 
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Meeting special needs: Oncology social workers collaborated with the Medical Legal Partnership on 
cases that required legal assistance, including problems with housing. In addition, decisions regarding 
employment, as well as Family Medical Leave Act (FMLA) paperwork, often required the attention of a 
social worker.

As in previous years, social workers maintained  
efforts to help patients find food, clothing, and 
shelter within their local communities. Referrals of 
patients with drug or alcohol addictions also were 
made to social work services to improve their  
compliance with care recommendations and  
chances for a positive treatment outcome. 

Cancer support and education: The promotion and 
maintenance of cancer support groups continued 
to remain a priority for the Oncology Social Work 
team. Groups are facilitated by a master’s-level 
social worker. Patients with mental health issues, 
including depression and anxiety, were supported 
and seen with more frequency. Those with more 
significant mental health issues were connected 
to community counselors, intensive psychiatric 
outpatient treatment programs, and, in some cases, 
inpatient mental health hospitalization. 

Interdisciplinary care: Oncology social workers 
actively participated in the Oncology Resource 
Committee and Cancer Committee in an effort to 
improve the range and quality of services. Social 
workers also consistently served on the Oncology 
Department’s Patient Experience Committee and 
the hospital’s Schwartz Center Rounds Committee. 
Each committee consisted of a multidisciplinary 
group of care providers that strove to improve the 
overall patient care experience.  

* Kroenke K, Spitzer RL, Williams JBW,  
Löwe B. An ultra brief screening scale for  
anxiety and depression: the PHQ-4  
Psychosomatics 2009;50:613-621
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Glossary

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

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

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

Oncology – the study of cancer.

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

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

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

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

NCCN Guidelines – National Comprehensive Cancer Network, an alliance of 26 of the world’s leading cancer  
centers working together to develop treatment guidelines for most cancers, and dedicated to research that  
improves the quality, effectiveness, and efficiency of cancer care.
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Cancer Committee Members 2015

 Raymond Dugal, MD, Chairman Christian Campos, MD  
 Chief, Radiation Oncology Thoracic Surgeon    

       
    

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

Karyl Benoit, BS 
Oncology Outreach Program Coordinator

Ivan Duran, MD 
Pathologist

Kimberly Duclos, RHIT, CTR 
Cancer Program Coordinator

Daniel Eardley, MD 
General Surgery

Richard Goldenson, MD 
Radiology

Nancy McKinney, MD 
Medical Oncology

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

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

Jane O’Connell, CTR 
Cancer Registry

Stephanie Van Colen, DO 
Radiology

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

Kelly Sheehan, MSW, LICSW 
Social Worker

Nancy Sullivan, RN, MS, CCM 
Oncology Nurse Navigator

Mark Theodore, MA, LSW 
Social Worker

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

Peter Ward, MD 
Medical Oncology

John Yang, MD 
Chief, Medical Oncology
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