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Chairman’s Report
I am pleased to share the Gadsden Regional Medical Center’s 2013 Cancer
Program Annual Report. Thank you for taking the time to review our data. We are
please to share with you the activities that have been taking place in the cancer
program over the past year.
Cancer knows no limits to age; race; ethnic group; lifestyle or socioeconomic
class. It can devastate the most stable of family situations. Whether it has been
newly diagnosed or found in recurrence, be assured that our team of caring professionals is ready to provide the exceptional guidance necessary to assist the patient
through their diagnostic and treatment options.
As always, we strive at GRMC to provide compassionate and high quality
service to our community. We will continue to provide
state of the art care while keeping our patient’s needs at
the forefront. Our multidisciplinary approach assures that
our patients receive the continuity of care critical to successful outcomes. Our patients can be assured that they
will receive complete and comprehensive cancer care
from diagnosis through treatment in a single, convenient,
and accessible system close to home.

Chairman’s Report continued..
We have faced many challenges up to this point in our program and have met
every one. With the drastic changes expected in the delivery of health care, there
will be even more difficult struggles ahead. It is my intention to meet these challenges head on and secure a strong future for the Gadsden Regional Cancer Center. It is my personal goal to see that we remain at the forefront of technology and
services for years to come.
I would like to personally thank those patients and families who have actively
supported the Gadsden Regional Cancer Program and have chosen us to provide
their cancer care needs. I also wish to recognize our dedicated staff and physicians who continue to actively support the Cancer Program and provide professional, quality service. It has been an honor to serve on the Cancer Committee and
I look forward to the continued growth of our cancer center.
G. Lowndes Harrison, MD
Chairman, Gadsden Regional Cancer Committee

Cancer Registry - Data Management
What is data management?
Cancer data management is an essential
element of the cancer program. Our Community Cancer Program captures a complete summary of each cancer case, from time of diagnosis through treatment, post-treatment follow-up.
This data is maintained in an extensive electronic database. This data is closely monitored
through quality control measures with strict
confidentiality to protect patient privacy.
The Cancer Registry database is a rich
source of information for cancers diagnosed
and/or treated at GRMC or it’s Cancer Center.
This data includes patient demographics, histology, tumor grade, AJCC stage/extent of disease, tumor markers, tumor size, regional
lymph nodes status and metastasis, first course
therapy, follow-up (annually) and vital status.
Who to contact for more information
GRMC medical staff may request cancer data by contacting Paula
Wyatt, CTR, Cancer Registry Coordinator at
paula_wyatt@gadsdenregional.com or by calling 256-494-4466.
Release of data containing protected health information is subject to
federal HIPAA regulations.

How is this data
Used?
This data is used
to support our cancer
program development, quality improvement initiatives, outcomes and cancer research Cancer
Registry data is provided to support cancer control research which focuses on ways to prevent
cancer, decrease mortality and improve the quality of life of cancer patients.
Cancer Registry data is reported to the Alabama Statewide Cancer Registry where it is integrated into a population based data system. This
data is used to study trends in cancer incidence,
diagnosis and treatment patterns, survival statistics and investigate any possible cancer clusters
within Alabama. GRMC is an approved ACoS
CoC (American College of Surgeons Commission
on Cancer) cancer program, therefore, data is also reported to the National Cancer Data Base, impacting the studies of cancer incidence, patterns
of care and patient outcomes on a National level.

2012 Statistical Summary of Cancer Data
Oral Cavity & Pharynx - 4

Lung & Bronchus - 47
Pancreas - 2
Kidney & Renal Pelvis - 17
Urinary Bladder - 30
Colon & Rectum - 27
Prostate - 98
Non-Hodgkin Lymphoma - 13
Melanoma of the Skin - 6
Leukemia - 3
All Other Sites - 65

Thyroid - 5
Lung & Bronchus - 41
Breast - 79
Kidney & Renal Pelvis - 8
Ovary - 7
Uterine Corpus - 9
Colon & Rectum - 21
Urinary Bladder - 13
Non-Hodgkin Lymphoma - 7

Melanoma of the Skin - 8
Leukemia - 1
All Other Sites - 49

In 2012, the Cancer
Registry accessioned 606 new
cancer cases, 560 analytic and
46 non-analytic cases. Our top
five sites are:
1. Prostate-98
2. Lung-88
3. Breast-79
4. Colon/Rectum-48
5. Bladder-43
The figure to the left reflects the distribution of 2012
analytic cancer cases based on
gender.

Cancer Registry - Data Management continued...
A graphic presentation of our data for 2012 analytic caseload appears in the charts on the
current page as well as the following 3 pages.
The data is based only analytic cases. They include:
•Distribution by race
•Residence/County at time of diagnosis
•Age at time of diagnosis
•Stage/Extent of disease (top 5 sites only).

The extent/stage of cancer at the time of
diagnosis is a KEY factor. This defines prognosis and is a critical element in determining appropriate treatment.

Major Site Analysis-Kidney
The cancer committee has an interest in looking at the
Cancer Registry data collected for specific cancer sites. During
2013, the Committee requested an in depth look into the evaluation and treatment of kidney cancer. Our data was compared to
evidence-based national treatment guidelines.

Kidney
The kidneys are a pair of organs on either side of the spine in the lower abdomen. Each
kidney is about the size of a fist. The kidneys are part of the urinary tract. They make urine by
removing wastes and extra water from the blood. As urine collects in a hollow space (renal pelvis), it passes from the renal pelvis into the bladder. The kidneys also make substances that
help control blood pressure and the production of red blood cells.
Several types of cancer can start in the kidney. The most common type is renal cell carcinoma followed by transitional cell carcinoma. When kidney cancer spreads outside the kidney,
cancer cells are often found in the nearby lymph nodes. Common sites that kidney cancer can
spread to are the lungs, bones or liver.
Common risk factors for kidney cancer are smoking, obesity, high blood pressure, longterm dialysis, occupation (exposure to asbestos or cadmium) and gender (males are more likely than females to be diagnosed with kidney cancer.
Common symptoms of kidney cancer include: blood in urine, pain in the side, lump or
mass in the side of abdomen, weight loss, fever and tiredness.

Major Site Analysis-Kidney continued….
If a patient has symptoms that suggest kidney cancer, the
doctor my perform one or more of the following tests/procedures:
physical exam, urine test, blood test, intravenous pyelogram (IVP),
CT scan, ultrasound, biopsy or surgery.
Treatment depends mainly on the stage/extent of disease and
the patient’s age and overall health. The doctor and patient work together to develop a treatment plan that fits the patient’s needs.
Surgery is the most common treatment option for kidney
cancer. For Kidney cancers that have not spread and remains
localized, surgical removal is curative. However some people may have a combination of treatment that can include surgery, arterial embolization, radiation therapy, biological therapy or
chemotherapy.
An operation to remove the kidney is called a nephrectomy. There are several types of nephrectomies :
•Simple nephrectomy (only the kidney is removed)
•Partial nephrectomy (only part of the kidney is removed)
•Radical nephrectomy (entire kidney, adrenal gland, some surrounding tissue and/or
lymph nodes are removed)
According the National Comprehensive Cancer Network (NCCN), kidney cancer with a stage 0III are treated surgically. Stage IV have metastasis to the lymph nodes and/or to other organs.
These patients may benefit from surgery, however, another modality of treatment is also
involved i.e. radiation or chemotherapy.

In 2013, the cancer committee conducted study to assess whether patients within the
program were evaluated and treated according to the NCCN treatment guidelines. In 2012,
there were 24 newly diagnosed kidney cancers. These 24 cases were reviewed for risk factors, physical exam, urinalysis, imaging (IVP/CT), histology and 1st course of treatment.
The following charts are based on some of the findings from the treatment evaluation
and assessment study of those 24 kidney cancers. We are pleased to say that the treatment
provided at GRMC was in concordant with these national recognized guidelines.
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Stage at time of Diagnosis

NCDB-Kidney Cancer 5 year survival based on cases diagnosed in 2003-2006

GRMC Totals $12,444.48

