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Administrative Director Update
Lindsay MacDiarmada, MHA
It is with great excitement that we at the Cancer Centers of Duke Raleigh Hospital
embark on the year ahead and relish in the successes of 2016. This past year was one
of programmatic development and what I like to think of as the further expansion of
our family. As with any period of change, this has come with some complexity and
challenge – but I could not be more proud of the way our staff and faculty have
prevailed through their respective transitions. The smiles that we see and warm
sentiments that we hear from our patients and their families has let us know that we
Dr. Michael Kastan, Executive Director are moving in the right direction, and it is these rewards that will continue to motivate
of Duke Cancer Institute and renowned
me to discover our next development opportunity.
breast surgeon, Lisa Tolnitch, MD
Looking back at some of our large-scale initiatives – I must first recognize the substantial efforts of Radiation Oncology
for the replacement of the linear accelerator at Duke Cancer Center Cary Radiation Oncology in June. This was the third
of four replacements to take place over a total period of 24 months. Construction surrounding the fourth linear
accelerator, housed at the Duke Raleigh Cancer Center, began immediately following the third go-live, with an expected
completion timeframe of early March 2017.
In July 2016, Duke Women’s Cancer Care Raleigh had its official ribbon cutting. The re-opening of this clinic included
approximately eighteen months of construction and the relocation of a physician-based Duke Breast Surgery practice.
This location offers a full range of services from diagnosis to multi-disciplinary treatment and comprehensive supportive
care services. The site houses dieticians, family counselors, genetic testing, clinical research, social workers, patient
navigators, breast prosthesis fitting, a no-charge boutique, and more. The team has been thrilled to welcome
Radiologist, Dr. Andrea Senter, whose arrival has allowed this location to expand its on-site routine and diagnostic
mammograms, as well as ultrasound capabilities and stereotactic biopsies. The process of bringing this idea to fruition
has been so widely praised that the project workgroup was given national recognition by being awarded the Press Ganey
Teamwork Award. Further details can be found in the Oncology Nursing Update of this annual report. We look forward
to continuing to expand our supportive care options, and adding additional women’s services at Duke Women’s Cancer
Care Raleigh in 2017.
In September 2016, Interventional Radiology joined the Duke Raleigh Cancer Center. The presence of James Knutson,
MD, Vernon Pugh, MD and Erin Gallagher, PA has brought even greater value to this multi-disciplinary setting.
Additional physicians who have joined our Cancer Centers this year include Colorectal Surgeon, Karen Sherman, MD;
Medical Oncologist, Sundhar Ramalingam; Gynecology Oncologist, Brittany Davidson; and Radiation Oncologists,
Michael Corradetti, Beth Lindsay, and Jordan Torok;
Further programmatic development is underway at this time, including an outpatient Palliative Care presence at Duke
Raleigh Cancer Center in early 2017. We also look forward to the January opening of our Duke Raleigh Cancer Center
Boutique to serve the specific needs of our patient population.
Process improvement efforts have also been a major focus in 2016. Medical Oncology APP Team Lead, Kelly Young, was
given national recognition at the APSHO conference due to the efforts of her APP team to provide at-the-elbow support
to the nursing staff in the infusion suite at Duke Raleigh Cancer Center. This model allowed for patients experiencing
unusual symptoms or reactions to chemotherapy to have a provider immediately present, as opposed to utilizing a
traditional pager system. The result of this effort was a substantial decrease in adverse drug reactions and a decreased
level of severity in the event of a reaction. This has resulted in the recruitment of a dedicated full-time APP position for
this role, to be finalized in February 2017.
In an attempt to better engage with our surrounding community, Julie McQueen and Mairead Alcorn have joined our
team. Julie’s role as a Community Navigator will allow us to offer local referring providers a direct point of contact by

which to engage their patients in Duke Raleigh oncology care, and also have the same point of contact to provide return
communication. Mairead Alcorn serves as a Program Specialist for our Cancer Centers in supporting programmatic
awareness in the community, educational symposiums and coordination of support groups. In July, we engaged more
than seventy members of our local community in a panel discussion, inviting direct Q & A with four renowned breast
cancer specialists. We plan to expand these symposiums to include every service in 2017.
There have been a number of other accomplishments brought forward through the efforts of our dedicated staff and
faculty this year. In the year ahead, we expect further growth and, naturally, further change. I look forward to
supporting our team in furthering our mission - as the best place to get care and the best place to give care.
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Inpatient Oncology at Duke Raleigh Hospital
Jodi Hollis, MHA, BSN, RN, CCM
5th floor is the newly dedicated inpatient oncology unit at Duke Raleigh Hospital. Patients receiving chemotherapy,
surgery, radiation therapies as well as the management of all disease-related symptoms throughout the continuum of
cancer care will be treated on 5th Floor. Bringing all of these services into one location has helped improve the quality,
safety, and service of inpatient oncology.
During the transition, 38 nurses received a comprehensive educational plan in partnership with Duke Cancer Institute.
Nurses received education through didactic teaching and hands on simulation from Clinicians of the Duke Cancer
Institute and Nursing Education. Staff then rotated through each of the Duke Infusion centers at Raleigh, Macon Pond

and Cary. Nurses completed their training by taking the Chemotherapy Administration Competency exam. In addition,
the nurses and nursing assistants have on-site lunch and learn sessions weekly directly related to caring for the oncology
population. Topics include: NCA’s on Febrile Neutropenia and Safe Handling, Radiation Oncology, Nutrition for the
Oncology Patient, Psychosocial Care for the Oncology Patient. 5th floor has implemented interdisciplinary rounds daily
which include Nurses, Physicians, Dieticians, Inpatient Case Management and Outpatient Social Workers. The Oncology
Clinical Nurse specialist rounds daily and serves as a resource for staff new to administering chemotherapy.
Duke Raleigh has a commitment to its nurses to grow professionally by encouraging and supporting the nurses’
achievement in National certification and advancement up the clinical ladder. 5th floor has 10 nurses that have achieved
their Clinical Nurse III or IV. Additionally, 11 nurses hold National Nursing Certifications in multiple areas including
Wound Care, Medical-Surgical nursing, Case Management, and Nursing leadership. Two nurses received nomination for
the North Carolina Great 100 Nursing Excellence award this year. Two nurses were also nominated for Duke University
Health System Friends of Nursing Award. Over 48% of the nursing staff holds a BSN or higher degree in Nursing.
For more information about 5th floor you may contact Nurse Manager of Operations Jodi Hollis MHA, BSN, RN, CCM at
919-954-3546 or the Clinical Team Lead Heather Sullivan BSN, RN, CNIV at 919-954-3662

Radiation Oncology
Carol Hahn, MD, FASTRO
Duke Cancer Center Wake County continues to expand options for our patients as we
close out 2016. We are pleased to welcome several new members to the Wake
County team including: Radiation Oncologists, Nurse Practitioners, Dosimetrists,
Radiation Therapists, and Nurses.
In June 2016, our Duke Cancer Center Cary Radiation Oncology site re-opened with a
new Truebeam Linear Accelerator. We now have 3 Truebeam Accelerators which are
matched and utilize the most recent upgrade of the Varian ARIA/Eclipse planning and
Radiation Therapist, Asa Sinclair, gives a delivery systems. This, in combination with Maestro Care, Duke’s EPIC electronic
demonstration on the linear accelerator
medical record system, provides seamless integration of Radiation Oncology care
across DCC Wake County to allow patients to receive treatment in their location of choice.
In July 2016 our Duke Cancer Center Macon Pond location completed facility renovations and added new services with
on site breast imaging and stereotactic breast biopsy facilities, a breast radiologist and 3 dedicated breast surgeons. The
center is now Duke Women’s Cancer Care Raleigh (DWCCR) and provides comprehensive multidisciplinary care for
breast cancer patients in Wake County with dedicated breast medical oncologists, radiation oncologists, imaging and an
infusion suite also on site in one location.
The Wake County Stereotactic Body Radiotherapy (SBRT) program was initiated in March 2016 at our Duke Cancer
Center Raleigh location. Construction to install a high definition multi-leaf collimator TrueBeam accelerator in Raleigh,
which will be our fourth accelerator in Wake County, began in June 2016. The new equipment will be utilized in
development of a dedicated Stereotactic Radiosurgery (SRS) program with close collaboration with our colleagues in Duke
Neurosurgery to expand therapeutic options for our brain tumor and spine patients in Wake County. Completion is
expected in Spring of 2017.
We are actively collaborating with the Duke Cancer Institute to expand Radiation Oncology clinical trials in Wake County.
New trials are now open within the Thoracic Oncology and GU Oncology groups and planning for Breast Clinical Trials is
underway at DWCCR.

Gynecologic Oncology
Paula Lee, MD, M.P.H
Gynecologic Oncology at Duke Raleigh Hospital continues to grow to meet the needs of our patients with gynecologic
malignancies. This is reflected in our rising outpatient and surgical volumes in 2016. We are dedicated to help patients
access key clinical trials at Duke Raleigh. We now have two phase 3 PARP inhibitor trials opened for recurrent ovarian
cancer patients.
Although we had to say farewell to Dr. Fidel Valea, we welcomed Dr. Brittany Davidson to join myself, Dr. Laura
Havrilesky, and Dr. Monica Jones. Dr. Davidson recently completed her gynecologic oncology fellowship at Duke and has
a clinical research interest in patient preferences. Dr. Monica Jones continues her efforts to bridge our Wake Med
collaboration and expansion.
We look forward to 2017 to continue working towards our goal to be the premiere center for comprehensive cancer
care for women with gynecologic malignancies in Wake County.

Endocrine Neoplasia Multidisciplinary Care
Michael Stang, MD and Sara Ahmadi, MD
Over the last year, the Duke Cancer Center Raleigh Endocrine Neoplasia Program has worked to develop a
comprehensive multidisciplinary care clinic for any functional or neoplastic tumor of the endocrine organs inclusive of
thyroid, parathyroid, adrenal and neuroendocrine pancreas. Endocrine surgeon Dr. Michael Stang began seeing patients
in November of 2015. Endocrinologist and Thyroidologist Dr. Sara Ahmadi joined in February of 2016. This team has
worked to improve local imaging, US guided thyroid FNAs, molecular testing and treatment options for patients with
both benign and malignant thyroid pathology. In coordination with medical oncology, radiation oncology and nuclear
medicine, the options for treatment of advanced thyroid cancer have been expanded and integrated with the Endocrine
Neoplasia Program of Duke Cancer Center – Durham through a transdisciplinary tumor board review. In November
2015, Dr. Stang performed the first remote access (transaxillary) endoscopic thyroid surgery with robot assistance in the
Duke Health System and continues to work to implement advanced surgical and robotic methodology for endocrine
surgery. Additionally, this team provides regional expertise in the management of familial endocrinopathies.
Dr. Stang’s and Ahmadi’s research interests are in outcomes research relating to the diagnosis, medical and surgical
treatment of thyroid cancer, the molecular profiling of thyroid FNAs and thyroid carcinoma as well as the diagnosis and
treatment of hyperparathyroidism. The continuing development of this program includes management of enrollment
for ongoing open clinical research trials coordinated with the Endocrine Neoplasia Program of Duke Cancer Center –
Durham. Regional promotion will be a priority with an emphasis of the level of care and expertise available at the Duke
Cancer Center Raleigh to complement endocrinology and primary care practices of Wake County and beyond.

Pathology and Laboratory Medicine
Carol Filomena, MD
Davis Steinberg, MD
Bill Xie, MD
Maggie Stoeker, MD
Duke Raleigh Pathology and Laboratory Medicine continues to expand to serve our patients in Wake County. The
department is currently staffed by four anatomic and clinical pathology (AP/CP) board certified pathologists. All
pathologists have been certified in specialty boards. Carol Filomena, MD has specialty boards in cytopathology and
chemical pathology; David Steinberg, MD and Bill Xie, MD, PhD in cytopathology; and Maggie Stoecker, MD in
hematopathology. We all function as general pathologists with special interests in anatomic pathology: Dr. Filomenacytopathology, Dr. Steinberg-breast pathology and cytopathology, Dr. Stoecker-GI and GU pathology, and Dr. Xie-breast,
GU, and GYN pathology. In addition to providing excellent pathology services to our doctors and patients, our

pathologists have been key players at the Duke Raleigh multidisciplinary tumor board conferences. Over the past years,
we have presented more than 1000 cases at the tumor board conferences with detailed pathologic diagnoses. In order
to provide more on-site services to our patients and health care providers, the anatomic pathology laboratory is
currently under renovation. The future laboratory with an increased size will enable a smoother work flow and an
expansion of the on-site immunohistochemistry test menu that will enable us to address the variety of patient care
needs as Duke Raleigh Hospital and Wake County patient care continues to grow.
The laboratory has expanded last year with the creation of Macon Pond and Cary laboratories to serve patients at these
two Duke Cancer Center locations. With this unprecedented growth, we are very proud that there are now four Duke
Raleigh laboratories in Wake County certified by the College of American Pathologists (CAP). The laboratories have state
of the art instrumentation with expanded on-site test menus. The Beaker computer system has enabled an improved
delivery of laboratory test results to providers and patients with increased transparency. Janice Bean, MT (ASCP) serves
as Laboratory Manager of Duke Raleigh Hospital laboratory and the Macon Pond and Cary laboratories and Eric Hill, CT
(ASCP) serves as Laboratory Supervisor of Duke Raleigh Anatomic Pathology laboratory.

Radiology
Ted Boyse, MD
The Community Division of Duke Radiology serves Duke’s oncology patients at Duke Raleigh Hospital and Duke Cancer
Center Raleigh, and Duke Women’s Cancer Center Raleigh. The Division consists of eight physicians with fellowship
training in breast imaging, interventional radiology, musculoskeletal radiology, neuroradiology, and abdominal imaging.
In 2016, the Community Division established breast imaging services at Duke Women’s Cancer Center Raleigh. Breast
radiologists Dr. Andi Senter and Dr. Alan Rosen now offer diagnostic breast imaging services, including digital
mammography, breast tomosynthesis (3D mammography), diagnostic and interventional breast ultrasound, and
stereotactic breast biopsy. Drs. Senter and Rosen work closely the breast surgeons, medical oncologists, and radiation
oncologists to provide coordinated, efficient, and personalized care. Services are available five days a week.

Radiology Technologists, Alexis Eaves
and Dianne Baggett give a tour of the
stereotactic biopsy suite at DWCCR

Also this year, the radiology team has expanded interventional radiology services at
Duke Raleigh Hospital, with an emphasis on Interventional Oncology. Interventional
radiologist Dr.James Knutson, with fellowship training and several years clinical
experience in interventional oncology, joined Dr.Vernon Pugh in January 2016. Erin
Gallagher P.A. jointed the team in May, bringing several years of experience from the
Duke University Hospital medical oncology inpatient service. Together, this team now
offers yttrium 90 intra-arterial targeted radiation therapy as well as radiofrequency
ablation to lung and bone metastases. There is newly expanded capacity for
implanted chemotherapy ports as well as multimodality image guided biopsies.

Key Focus: Prostate Cancer
Samuel Eaton, MD
Sundhar Ramalingam, MD

Prostate cancer is the most common cancer diagnosed in men throughout the United States, with approximately
220,800 new cases reported in 2015. The average age at diagnosis of prostate cancer in the United States is 69 years.
Prostate cancer is a disease that men get as they age and some estimates are that maybe 1 out of every 6 men may
develop prostate cancer during the course of their lifetime. Although prostate cancer is the most common cancer
diagnosed in men, some estimates are that less than 10% of men diagnosed with prostate cancer will end up dying of
this disease. Many instead die of other medical or natural causes.
Factors, that may contribute to the development of prostate cancer including an individual’s age, race, genetics, family
history, as well as possibly their diet and physical activity levels.

Prostate cancer screening has relied on prostate specific antigen (PSA) testing since the early 1990’s. Since that time the
mortality rate from prostate cancer has decreased significantly as the number of patients diagnosed with prostate
cancer has increased. That trend, which has been borne out by numerous studies assessing PSA testing has led to
controversy regarding the utility of PSA testing. While PSA testing has been shown to decrease prostate cancer
mortality, it also can lead to unnecessary testing and treatment, due to the fact that some prostate cancer (particularly
lower grade cancers and those in older men) may never progress during the natural course of a lifetime. Moreover,
potentially creating more risk for the patient than benefits from treatment. These revelations have led to increasingly
complex decision making processes in regards to when a patient should be screened and treated for prostate cancer.
Once prostate cancer is diagnosed; it often requires very specialized care with input from different medical specialties to
treat this disease.
At Duke Raleigh, we are able to offer comprehensive counselling as well as an array of additional testing to better
determine who needs to proceed with additional steps in diagnosis and treatment while sparing those patients who
would not benefit from further measures. These tests include implementation of multi-parametric prostate MRI as well
as additional blood and molecular testing that can better determine an individual’s risk. Recently, there has been
conflicting information in reports regarding the benefits and risks of both screening and treating prostate cancer.
We have a team of highly trained and knowledgeable urologists, radiation oncologists, and medical oncologists who can
help men decide if they should be screened for cancer as well as understand their options for treatment. We have a
multi-disciplinary clinic in which men with prostate cancer are seen by all of the above professionals during one visit and
recommendations are made with a team-based approach
We treat patients with different types and stages of prostate cancer at our hospital clinics in Raleigh and Cary. Due to
the variable aggressiveness of prostate cancer, treatment decisions for newly diagnosed disease can be complex and
difficult. We are able to offer a full array of treatment options for the management of prostate cancer ranging from
surveillance (where cancer is monitored for signs of aggressiveness prior to treatment) to advanced surgery using the aid
of surgical robotics, to intensity modulated radiation that may help reduce the risk of side effects due to treatment. As
mentioned earlier our multi-disciplinary clinic assists prostate cancer patients through this treatment decision process,
as well as being assisted by a dedicated patient navigator to assist them with logistics of their entire experience.
Sometimes prostate cancer spreads beyond the prostate into other areas such as lymph nodes, bones, or other organs.
In this case treatment can involve hormone therapy, radio-pharmaceuticals, immune-based therapy, or chemotherapy.
Over the last few years, we have had many new FDA approved therapies, which help fight prostate cancer in different
ways. We have physicians who have expertise in using these medications effectively to treat more advanced stages of
disease. We also offer a number of cutting-edge clinical trials, allowing access to newer treatments for men with
prostate cancer.
Supportive care therapies we offer include making sure patients have access to recommendations regarding diet,
exercise, psychological and social support services. There is more and more data suggesting that exercise assist in
improvement of symptoms such as fatigue, bone and muscle loss, mental functioning, as well as prolong survival in men
with prostate cancer. We have research studies in which patients can participate, to evaluating these benefits of physical
activity.
In regards to social support for prostate cancer patients Duke Raleigh Prostate Cancer Support Group meets every 2nd
Thursday of each month between 7 and 9 pm in the lower level of the Duke Raleigh Hospital Cancer Center.
What is prostate cancer?
Prostate cancer is the most common non-cutaneous cancer in men, with increasing incidence in older age groups.
The prostate is located beneath the bladder and in front of the rectum. The size of the prostate changes with age, in
younger men it is usually the size of a walnut but can get much larger in older men. The prostate is a part of the male
reproductive system that makes fluid that is incorporated into semen. Behind the prostate glands are seminal vesicles

that make the majority of the fluid for semen. The urethra, which is the tube that carries urine and semen out of the
body through the penis, goes through the center of the prostate.

Types of prostate cancer
Almost all prostate cancers are adenocarcinomas. These cancers develop from the gland cells tissue.
Other types





Sarcomas
Small cell carcinomas
Neuroendocrine tumors (other than small cell carcinomas)
Transitional cell carcinomas

These other types of prostate cancer are rare. If you have prostate cancer it is almost certain to be an adenocarcinoma.
In 2015, a total of 167 analytic cases of prostate cancer were treated at Duke Raleigh Hospital, meaning they were
diagnosed and/or had first course treatment at this facility. These men ranged in age from 47 to 90 years with the
average age at diagnosis 65. In 2015 prostate cancer was the 3rd most common cancer diagnosed and treated at Duke
Raleigh Cancer Hospital. Since 2000, the first year of data collection at Duke Raleigh Hospital, 967 prostate cases have
been treated.
Age at Diagnosis (in years)

Count (N)

Percent (%)

50 - 59

44

26.35%

60 - 69

71

42.51%

70 - 79

40

23.95%

Other

12

7.19%

Total

167

100.00%

Range:

47 to 90

Mean:

65

Other
7%

70 - 79
24%

50 - 59
26%

60 - 69
43%

39 patients were diagnosed with Stage I prostate ca, 85 Stg II, 11 Stg III, 18 Stg IV, and 14 other. Stage I tumor is confined
to prostate. Stg II Tumor is more advanced, but doesn’t extend beyond prostate. Stg III tumor extends beyond the
prostate and may have invaded the seminal vesicles. Stage IV The tumor may have invaded the bladder, rectum or
nearby structures (beyond the seminal vesicles) and may have spread to the lymph nodes, bone or to others parts of the
body.
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Based on type and stage of cancer,treatments may include surveillance,surgery,radiation therapy, hormones immunebased therapy, or chemotherapy.
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The 5-year survival rate for most men with prostate cancer is 99%. For men diagnosed with prostate cancer that has
spread to other parts of the body, the 5 year survival rate drops to 28%.

Duke Raleigh 5 Year Observed Survival By Stage
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Most prostate cancers are first found during screening with a prostate-specific antigen (PSA) blood test or a digital rectal
exam (DRE). Early prostate cancers usually don’t cause symptoms, but more advanced cancers are sometimes first found
because of symptoms they cause. The cancer registry assigns each patient a “class of case” to show where their
diagnosis and treatment took place.
Duke Raleigh Hospital

Count(N)

Percent (%)

(00) Initial diagnosis at the reporting facility AND all treatment or a decision not to treat
was done elsewhere

50

29.94%

(14) Initial diagnosis at the reporting facility AND all first course treatment or a decision
not to treat was done at the reporting facility

67

40.12%

(21) Initial diagnosis elsewhere AND part of first course treatment was done at the
reporting facility; part of first course treatment was done elsewhere

30

17.96%

(22) Initial diagnosis elsewhere AND all first course treatment or a decision not to treat
was done at the reporting facility

13

7.78%

Other

7

4.19%

Total

167

100.00%

Prostate cancer occurs more frequently in African-American and Caribbean men of African ancestry than in men of other
races. It is estimated that one of every seven African American and one in every eight Caucasian males develops this

disease. The age-adjusted incidence of prostate cancer in African-American (black) males is 50% higher than that in
Caucasian (white) men, and black men have the highest incidence of prostate cancer in the world. The reasons for these
racial and ethnic disparities are not clear.
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In North Carolina in 2016, approximately 7% of all cancer cases diagnosed are projected to be prostate cancer. Wake
County is projected to have the highest rate, with 621 new cases projected. The following North Carolina data is
provided by the North Carolina Central Cancer Registry, a department of Health and Human Services. The national data
is projected by the American Cancer Society.
Location

Projected Prostate Cancer New Cases 2016

Projected Prostate Cancer Deaths 2016

United States

180,890

26,120

North Carolina

5,990

820

Wake County

621

69

Durham County

178

22

Franklin County

53

36

Data and statistics from this report are taken from the Duke Raleigh Cancer Registry Database, the NCCCR statistics, and
the ACS Cancer Report and Facts and Figures for 2015.

Medical Oncology Advanced Practice Providers (APPs)
Kelly Young, Adult Nurse Practitioner
2016 has brought continued growth for advanced practice at Duke Raleigh. We have continued to expand the numbers
of providers. Currently there are 8 medical oncology APPs, two radiation oncology APPs, two gynecology oncology APPs
and 2 surgical APPs. We have a mixture of both nurse practitioners and physician’s assistants. We are represented at all

the Wake County sites as well as Wake Medical Center. The majority of the team are board certified in Oncology. All
have at least a Master’s Degree, one has a Doctorate and another is seeking a Doctorate.
In addition to routine patient care, the APPs have participated in several initiatives at the Cancer Center this year. They
have representatives on the chemotherapy safety committee, the Maestro Care committee and the patient safety
committee. As the new oncology services unit develops, the APPs have spent time teaching inpatient nurses about
oncology.
The APPs worked with the management team and rotated in the treatment room to enhance safety. They were able to
document improved safety and improved outcomes for patients in the treatment rooms if they were present. By
helping to prevent severe allergic reactions from escalating, not only were safety outcomes improved, but tremendous
financial savings per event were documented. This program was so successful it resulted in allocation of resources for a
full time APP for the treatment room. The team presented the data nationally at the Advanced Practice Society of
Hematology and Oncology meeting in November, 2016.
Additional work spear headed by the APP team has been the development of a new process to increase safety and fiscal
responsibility for our outpatient health system infusion services patients.
APPs at Duke Raleigh Cancer Center have been part of clinical research. They have maintained CITI research
requirements and have been axillary providers on clinical trials. In addition, APPs have lobbied Duke main campus
successfully to open myeloma clinical trials at the site.
At least a hundred hours of volunteer time has been given to the Wake county community by the APP team. They have
given lectures to local groups on a variety of cancer topics, participated in cancer fund raising events and have even
been to the State Government offices to discuss cancer related issues. They have precepted numerous nurse
practitioner, physician assistant and nursing students.

Oncology Nursing
Jennifer Loftis, MSN, RN, AOCNS (article courtesy of Lori Malone)

From start to finish, the Duke Center for Women’s Cancer Care is the result of a clear vision from our nursing staff.

Jennifer Loftis, MSN, RN, AOCNS, Clinical Operations Director (left), and Ramona
Basnight, MSN, RN, Nurse Manager (right), share their thoughts on the project.
After its grand opening in July, the Duke Center for Women’s Cancer Care in Raleigh
is now providing care to breast cancer patients
across Wake County. Prior to its opening, patients
needed to visit multiple, separate facilities to receive
the various types of cancer care they needed.
“The vision for the new center was to bring all
aspects of women’s cancer care under one roof, and
provide customized care for a patient that is close to
home,” said Jennifer, who joined Duke in 1992. “The center gives women access to
routine screening in addition to surgical, medical and radiation oncology. We have a
newly renovated infusion suite and state of the art linear accelerator to allow patients to receive the majority of their
care in one location. This is our vision for complete cancer care.”
The center brings in a host of professionals to add to the medical services and give patients convenient access to
additional services to help them through their treatments. “Genetics counselors, family therapists, social workers, nurse
navigators, registered dietitians and prosthetic fitters are present regularly, and there’s even a boutique in the center,
where we offer scarves, hats and wigs to our patients, free of charge,” said Ramona, who joined Duke in 2013.
Jennifer describes how nursing leadership had a seat at the planning table for the facility from beginning to end, to bring
the vision to life. “We attended every construction meeting, we provided input when the initial plans were created, we
reviewed plan revisions, and we were given the opportunity to speak up about anything we felt needed to be changed.”
Jennifer and Ramona also made sure that all of the nurses and staff members were regularly updated on the progress,
and that they had a say in the decisions being made. “We posted the facility blueprints in a common area so that nurses
and staff could view them anytime they wanted. We also had regular walk-throughs during the construction, so
everyone could see the facility begin to take shape and ask questions, provide input and make suggestions,” said
Ramona.
The spa-like atmosphere, with a soothing color scheme, serene paintings on the
walls, comfortable seating and sunshine streaming in the windows, is all part of
the nurses’ plan to help patients relax and reduce their anxiety. Ideas such as
setting up waiting areas for infusion treatment to offer privacy to patients and
their families, arranging areas so that staff can easily hear patients if they need
something during their treatments, and setting up computers so that they’re
easily within reach all came directly from nurses. When they finish their
treatments, patients are encouraged to sign the “trees of hope” displayed on the walls, to commemorate the courage
they showed throughout their illness.
“This was a very positive experience for us from start to
finish,” said Jennifer. “I believe the project truly
represents how our health system is putting our mission,
our values, and our patients’ experience at the forefront
of everything we do – and giving our nurses and patients
a say in how it looks and feels.”

With close to 75 staff members at the center, including 19 nurses, it’s clear that everyone takes great
pride in what they’ve created. Pink flowers in the outdoor landscape, and a tree decorated with pink
bows at the entrance are symbols of the fight against breast cancer. Inside, patients are greeted at
the door by name, managers stop to straighten chairs in the lobby to keep it looking neat, the
atmosphere is quiet, and the staff is professional and welcoming. Looking around, Ramona summed
up the entire experience: “This is the facility our nurses and our patients asked for. And now that it’s
finished, we are all so proud to be part of it!”

Oncology Nurse Navigators
Five oncology nurse navigators staff the Duke Cancer Institute Wake County. Our navigators work to build relationships
with all cancer patients and caregivers from point of entry and throughout the cancer journey. Navigators offer guidance
along the way by identifying needed resources and helping patients and families overcome barriers to healthcare to
ensure treatment in an effective and timely manner. Armed with compassion and respect, navigators educate patients
and families about disease processes and all modalities of treatment, resulting in improved outcomes and experiences.
Also central to navigation is involvement in care transitions including survivorship and end of life, as well as
collaboration with physicians and support staff to ensure continuity of care. Monthly support groups, weekly
chemotherapy classes, and coordination of multidisciplinary clinics are all reflections of services that our navigators
offer.
Brenda Wilcox, BSN, RN-thoracic, melanoma
Jane Worrell, BSN, RN-GI
Patti Ryan, MN, RN-breast
Sandy Sonnessa, MSN, RN-head and neck
Dori Trone, BSN, RN-GU, lymphoma/leukemia, brain tumors
Alicia Johnson, BSN, RN-GYN

Clinical Social Work
Shebra A. Hughes, MSW, LCSW
Departmental Activities

The Clinical Social Workers transitioned from pagers to I-Mobile Access. The I-Mobile phones allowed for efficient
communication and better accessibility to the CSW team.
The Duke Cancer Center of Raleigh welcomed Shondell Hawkins and Stacey
Haggood. Shondell is the new CSW for the Macon Pond and Cary Cancer Centers.
She has 12 years of experience in mental health, healthcare, and clinical care
coordination. Shondell enjoys working with diverse populations and is extremely
passionate about women’s health and the mobilization of services in the oncology
setting. Stacey Haggood is a BSW student from Shaw University who has been a
wonderful asset to the multidisciplinary team. Stacey will be completing her
internship with the Duke Raleigh Cancer Center through spring 2017.
Social Workers, Shebra Hughes, Shondell
Hawkins, and Kim Pickney

The Clinical Social Workers facilitated two In-Services to the Duke Cancer Center
Raleigh nurses on Jan 26, 2016 and Feb 18, 2016. The topics discussed were
“Managing Difficult Patients”, and “The Role of the Oncology Social Worker”.
The Annual North Carolina Social Work Oncology Group (SWOG) Conference took place On October 21, 2016. “The
Mosaic of Oncology Social Work” was the theme for this year’s conference. Topics of discussion included: Medical Social
Work in the Age of Social Media; Ethical Issues, Responsibilities & Health Disparities for Oncology Social Workers; Life in

the Ashes; Surviving in the Trenches; UNC Cancer Pro Bono Legal Project; ACT as a viable intervention for Cancer
Patients.
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Projects
For the past 7 years, the Duke Cancer Center Annual Feed a Family for the Holiday outreach project has been successful
in supporting oncology patients experiencing hardship during the Christmas holiday. With assistance from local
community agencies i.e., the Lighthouse Foundation of Wake County and Home Choice, the Duke Cancer Center of
Raleigh provided nonperishable holiday food items, grocery store (i.e., Wal-Mart/target) gift cards and financial
assistance to 10 oncology patients and their families.
New guidelines for charity medications through the Duke Raleigh Hospital Outpatient Plaza Pharmacy were developed
by The Charity Medication Committee. The Charity Medication Committee’s goals were to reduce charity medication
costs, reduce hospitalizations and/or readmissions relevant to medication affordability and to provide long term
medication support for uninsured patients. The Committee explored cost effective and long term medication support
for uninsured patients via $4 pharmacy medication list, Good Rx, smaller pharmacies i.e., Josef, Holly Parks and
manufacturer assistance programs. The Committee also worked with Plaza Pharmacists to develop a Recommended
Cost-Effective formulary list for Charity Care/Uninsured patients. Since the inception of the Charity Medication
Committee the average cost of charity medications was reduced from $28,693 to $10,703 per quarter. Lovenox,
Humulin, Lantus, Advair, Ondansetron were medications commonly dispensed through Charity Care.
Community Updates
Caring for Wake Program, through The Caring Community Foundation, were recipients of a $50,000 grant from the
SearStone Retirement Community and Lutheran Services Carolina. Secondary to the Caring for Wake Program multiple
Wake Co oncology patients, ages 55 years and older were provided with financial support. The funding was available
from Jan 1, 2016 through Dec 31, 2016.

Publix Pharmacy offered a free antibiotic and medication program to uninsured patients. The program provided up to a
14 day supply of Amoxicillin, SMZ-TMP, Ciprofloxacin, Penicillin VK, Ampicillin or a 90 day supply of Amlodipine,
Metformin, and Lisinopril.
Grace Lutheran Church offered free Ensure to Wake Co residents. Recipients of the program had to meet the program’s
income requirements and be diagnosed with cancer, dementia or have a dx that contributed to weight loss.
Transitions Lifecare piloted the Transitions CareChoice (TCC) Program. The Program is a bridge between Home Health
and Hospice; providing symptom surveillance and more frequent in home visits to Medicare subscribers who were
diagnosed with COPD, HIV, Oncology and CHF.
Edgepark provided free Ostomy Support to uninsured patients. Patient’s that met the program guidelines were given a 3
month supply of ostomy supplies.
Social Policy
The Balanced Budget Act of 1997 (BBA); “Consolidated Billing (CB)” significantly impacted care coordination and
treatment planning for oncology patients who were either residents of a skilled nursing facility (SNF) or transferring to a
SNF. Under Public Law 105-33, Section 4432(b), outpatient services to include Radiation Therapy was considered by CMS
to be exceptionally intensive, costly, or fell well outside the typical scope of SNF care plans; and therefore was not
allowable for separate or consolidated billing by SNFs. In response to the consolidated billing policy and in an effort to
avoid treatment delays, the Duke Cancer Center in collaboration with Case Management worked diligently to ensure
efficient care coordination, safe transitions, and education to oncology patients and their families. To date the Duke
Cancer Center and Case Management are identifying best practices and exploring alternative solutions to this issue.
Clinical Coverage Policy 3D was amended on Jan 1, 2016. The newly amended policy currently allows Medicaid
subscribers to receive personal care services in conjunction with hospice.

Nutrition
Paige Fisher-Streno, RD, CSO, LDN, CNSC and Carrie Smith, MS, RD, CSO, LDN
Nutrition services with DCI in Wake County has had some big changes and growth this year. With the addition of Macon
Pond and Cary locations, Paige Fisher-Streno, RD, CSO, LDN, CNSC joined the team. Carrie Smith, MS, RD, CSO, LDN is
new to Duke Raleigh, and proving service to all patients at the Cancer Center. Both dietitians carry the CSO credential,
which means they are Board Certified Specialists in Oncology Nutrition. Paige and Carrie both have several years of
oncology experience.
Nutrition referrals continue to be free of charge service as they are included as part of the care provided to our patients.
Role of an Oncology Dietitian:









Serve as a resource for all patients at the cancer center facilities
Help patients manage side effects of radiation, surgery, chemotherapy to maintain weight and lean body mass
Manage enteral nutrition
Identify and treat malnutrition
Answer in-depth nutrition-related questions
Educate on the role of nutrition in survivorship
Provide specific nutrition education to patients, family members, coworkers
Participate as part of interdisciplinary team to help provide optimal care for all patients

Sources of Nutrition Referrals



Medical team (doctors, NPs, PAs, RNs)
Support staff (counselors, social workers, patient navigators)



Patient / family request

Goals for 2016






Implementation of nutrition screening tool
Provide nutrition education in upcoming sessions of Cancer Transitions
Provide nutrition piece to the developing survivorship clinic
Continue to improve access to nutrition services in our cancer centers
Improve nutrition-related resources available to our patients

Nursing Education
Susan D. Bruce, MSN, RN, AOCNS, CTTS, Clinical Nurse Specialist
This year, the oncology clinical nurse specialist (CNS) group across the health system developed an online oncology
needs assessment to help determine next year’s educational needs. Each entity was able to pull up the data for the
areas they cover and see what staff would like to know more about. Topics will include disease specific content; new
treatment modalities; updates on new chemotherapy, biotherapy and immunotherapy; palliative care and oncology
emergencies. The challenge over the past year is how to get education to all of our Wake County sites without sending a
speaker to three different locations to do the same presentation. Contact hours are awarded with each monthly
presentation. The CNS has been working with clinical staff on developing their presentation and speaking skills. Clinical
staff are encouraged to present on a topic of their interest as it fits with the educational needs identified.
Duke University Hospital sponsored their annual Oncology Nursing Certification Review Course in October to a small
group of oncology nurses. Our current rate of oncology certified nurses at Duke Raleigh Cancer Center is 62%; 77% at
Duke Cancer Institute of Cary and 2 oncology certified nurses at Duke Women’s Cancer Care Raleigh. Nurses are also
choosing to get certified in medical-surgical nursing and Intravenous therapy which complements our Surgical Oncology
clinic and Infusion suites. We will continue to work with all sites to encourage and foster nursing certification.
This year, the Clinical Nurse Specialist and the nursing leadership team for Wake County had the opportunity to work
with the transitioning of oncology patients to the 5th floor where there are surgical oncology patients. It was a strategic
move designed to oversee continuity of care. We developed and taught an eight hour course, titled “Oncology
Bootcamp” on assessment of the chemotherapy patient, administration of chemotherapy, safe handling, and
management of chemotherapy spills and complication of chemotherapy. We did sessions every two weeks to
accommodate over forty nurses on the 5th floor. This education also had a four hour simulation component to see if the
nurses could apply what they learned. All of the nurses completed a chemotherapy test on which they had to score 80%.
After completion of the chemotherapy test, nurses were assigned to get hands on experience hanging chemotherapy
with a dedicated preceptor in one of our three Wake County infusion suites. The nurses have been attending lunch and
learn sessions on a weekly basis to get them more comfortable with medical oncology patients and symptom
management. On day one of the transition, we started multidisciplinary rounds with the oncology hospitalist team and
each nurses reports off on the patient and any issues or concerns they have. This has proved to be very satisfying to all
involved and the nurses know the plan for the patient. We have provided a resource person to the nurse giving
chemotherapy to assist with doing dose calculations and ensuring the chemotherapy plan is carried out as intended. We
have given chemotherapy to patients scheduled to be admitted to the hospital for an inpatient regimen, as well as
patients who are in the hospital and we have started their chemotherapy. Over the next two years, the nurses will
attend the Core Oncology Curriculum classes and the Chemotherapy Collaborative. The attitudes of the nurses have
been positive to the change and they are eager to learn.

Smoking Cessation Consult Service
Susan D. Bruce, MSN, RN, AOCNS, CTTS, Clinical Nurse Specialist and Certified Tobacco Treatment Specialist
The Smoking Cessation Consult Service, run by the clinical nurse specialist (CNS), is in its third full year of existence and
has seen an increase in the number of referrals since 2014. By October 2016, 97 patients had been seen for the year
with a quit rate of 24%. The services have been well received by the patients who have participated.
The primary patients seen continue to be those with a lung cancer diagnosis coming from our Lung Cancer Screening
Program and our weekly multidisciplinary thoracic oncology program. Physicians and advanced practice providers,
nurses, certified medical assistants and patient navigators have done a great job of asking patients if they are interested
in quitting smoking and then making the referral. The CNS discusses the most optimal plan in collaboration with the
physician or advanced practice provider. Plans are adjusted based on physician or advanced practice provider feedback.
Patients are followed throughout their treatment and periodically after they have been successful at quitting.
This year, the Quit at Duke Program was started at Duke Hospital and clinics, specifically designed for oncology patients.
The program is run by Dr. James Davis. The clinical nurse specialist spent time there shadowing a nurse practitioner to
see how the program is conducted and what things might work in Raleigh. Since shadowing at the clinic, the clinical
nurse specialist has switched to using the Quit at Duke Workbook for all her patients and has referred patients for their
Mindfulness Training for Smokers. Dr. Davis is interested in expanding the program and Wake County is an area of
interest. Dr. Davis and his colleagues met with Dr. Jennifer Garst and others here in Raleigh to discuss partnering with
their program and how that might look. The Quit at Duke Program has research studies that can be offered to patients
who meet eligibility criteria.

Cancer Data Collection and Reporting The Cancer Registry
Cheryl Blalock, RN, CTR
The Cancer Registry is the department of the Cancer Center designed to collect, manage,
analyze, and report information on cancer patients newly diagnosed and/or treated at Duke
Raleigh Hospital. Duke maintains one of the largest tumor registries in the country.
Statistical information gathered from this data is used by area physicians, the American
Cancer Society, the North Carolina Central Cancer Registry, the National Cancer Data Base,
and local hospitals to review trends and outcomes for cancer patients. Monitoring survival
statistics and disease recurrence improves the standard of care for patients who have
cancer, certain diseases of the blood and lymphatic systems, and non-malignant brain
tumors, as well as providing data to prompt new research studies and clinical trials.
Under the supervision of the Cancer Committee, the Duke Raleigh Registry maintains a
complete database of all cancer cases and benign CNS and cranial nerve tumors diagnosed
and/or treated since January 1, 2000, the beginning date of the registry. Approximately
17,000 cases have been recorded through
September 2016, with approximately 2200 cases
added annually. In order to encourage continued medical follow up and
provide valid statistics, every patient who is initially diagnosed or receives any
first course treatment at this institution with a diagnosis of cancer is followed
on an annual basis until death. Over 7,780 patients are currently under active
follow-up and there is current information on 94% of those patients.
(left to right) Kimberly Swing,
Jennifer McLean, Retiring
Registry Supervisor Cheryl
Blalock, Karen Knight, Kelly
Weidman

In addition to cancer cases treated at the facility, the North Carolina Central
Cancer Registry (NCCCR) requires non-analytic cases to be reported through the
registry. Non-analytic cases are those that are neither diagnosed nor receive
any first course therapy at the reporting facility, such as presentations for

(back row, left to right) Incoming Registry
Supervisor, Jennifer McLean; Tumor Registrars,
Breanna Marcum, Karen Knight, (front row, left
to right) Kelly Weidman and Kimberly Swing

testing and treatment for recurrence or progression of disease. 4.1% of abstracted cases diagnosed in 2015 were nonanalytic cases.
The first full-time registrar was hired in December 2002 and the registry currently employees five certified tumor
registrars who are specialty trained to collect cancer data. In addition to case abstraction, the registry coordinates case
presentations at the weekly Cancer Conferences, physician quality review of registry data, pathology review of College
of American Pathology compliance, and quality review of the cancer program. Statistical and focus studies review care
provided to our cancer patients and compare the results to statewide and national standards. More than 10% of newly
diagnosed cases from 2014 were reviewed, verifying accurate recording of the class of case, primary anatomic site,
histology, stage of disease, and treatment by comparing the completed abstract with the patient’s medical record.
Additionally, the registry software, ELECTA-IMPAC METRIQ, has internal edits that check the data prior to case
completion and again before data submission to the NCCCR. Additional edits are provided by the National Cancer
Database and are used prior to the submission of data to the national cancer database. Currently, the registry maintains
a 0% error rate on national data submission.
Yearly goals for the registry include decreasing the time from diagnosis to data abstraction, and generating quality
reports for physicians and hospital administration, which will be used to establish clinical guidelines, measure outcomes,
and assist with marketing and financial considerations. Current studies include reviews of HER 2 positive breast cancer
cases and evidence based practice guidelines for first course treatment of lung cancer. The registry began rapid
reporting on current cases in 2014.

Total Cases

With the addition of new service lines and new physicians, the number of cancer cases presenting to Duke Raleigh
Hospital grows each year. The growth of the registry is demonstrated in the following chart:
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The majority of patients seen at Duke Raleigh reside in Wake County. The Wake County Planning & Demographic
department and the US Census Bureau estimate the population of Wake County will reach 1,049,271 by 2017. Wake
County is the second most populated county in North Carolina. At Duke Raleigh Hospital patients were treated from 47
of the 100 NC counties and 18 different states.
60% of patients in 2015 were female, and 40% were male, with 27% of patients presenting with breast cancer. 10% of
patients have had more than one primary site of cancer in their lifetime.
73% of presenting patients were Caucasian, 23% African American, 2.0% Hispanic, and 2% all others. Wake County
demographics for 2014 show 62% Caucasian, 20% African American, 10% Hispanic, and 8% all others.
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Patients are being diagnosed at a younger age due to improved technology and better screening programs. The average
age at diagnosis in 2015 was 62 and the range was from 20-97. 53% of all patients were between 50-69 years of age,
31% were 70 and above, and only 6% were less than 40.
The majority of patients presented with breast and lung cancer, followed by prostate, colorectal, and uterine cancer.
The majority of central nervous system tumors were benign cranial nerve tumors or meningiomas.
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Early detection and screening tests allow some patients with certain types of cancer to be diagnosed at an early stage
when therapies are most effective to treat the cancer. For other cancers, screening tests have not been identified and
symptoms first present when the disease is in an advanced stage. These patients are usually diagnosed at a later stage
in the disease and may have spread to other organs or tissues. Treatments are more limited and less effective at these
late stages.
In the younger groups, the majority of patients presented with early stage disease. The “88” group are cases that are
not staged using the AJCC staging system. The unknown stage can represent patients who did not want diagnostic
testing and staging studies to be performed, and many times opted for palliative care only or patients who passed away
before staging studies were complete.
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As demonstrated below, 12% of breast cancer and 2% of colon cancer patients presented with the very early stage
cancer “In-situ,” or noninvasive, stage 0. Each of the other cancers was invasive at presentation. Treatment options
depend on the stage at diagnosis and the goal is to diagnose the cancer as early as possible to prevent spread to lymph
nodes and surrounding tissues, blood vessels, and other organs. The higher the stage, the more advanced the disease.

Lung and pancreatic cancers unfortunately present at a more advanced stage. 40% of the lung cancer cases, 37% of the
pancreatic cancer cases, 30% of the colon cancer cases, 16% of the rectal cancer cases, 16% of the uterine cancer cases,
11% of the prostate cancer cases and 4% of the breast cases were stage IV, or already metastatic (distant spread) at the
time of diagnosis. With such a large number of lung cancer cases presenting at such a late stage, the one-year survival
rate for cases diagnosed in 2015 was about 21%.
2015 Comparison of Stages at Presentation for Different Cancers
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This demonstrates the need for early detection through routine patient screening for cancer. Duke Raleigh holds an
annual GI fair to provide patient education regarding screening and prevention. A lung cancer screening clinic is also on
campus to provide high risk patients for lung cancer affordable low dose CT screening. Duke Urology of Raleigh and
Wake County patients also participate in the annual prostate cancer educational and screening clinic.
Duke Raleigh Cancer Center physicians and staff are committed to community education for primary care and other
providers to share guidelines for early detection and diagnosis of the different types of cancer. The goal is to shorten
the time from the patient’s first presentation with symptoms to diagnosis, and then shorten the time from diagnosis to
treatment
The Duke Raleigh Cancer Center registry staff continues to work closely with other registrars across the state and nation
to assure the highest quality data is reported to state and national databases. With information comes knowledge, and
with knowledge comes questions that lead to research studies intent on finding treatments toward a cure for this
compilation of diseases called cancer. I want to give special recognition to Kelly Weidman CTR, Karen Knight CTR,
Jennifer McLean CTR, and Kimberly Swing CTR who work tirelessly to provide accurate data to the state and national
databases.

Duke Raleigh Cancer Center 2016 Cancer Conference Report
Cheryl Blalock, RN, CTR, Cancer Registrar
Gayle Dilalla, MD, Breast Cancer Conference Coordinator
Yuri Fesko, MD, Multidisciplinary Cancer Conference Coordinator
Weekly educational cancer conferences are held every Friday morning in the Duke Cancer Institute Raleigh to facilitate a
multidisciplinary approach to cancer diagnosis, staging and treatment. In July 2013, a dedicated multidisciplinary breast
conference was added and precedes the general multi-disease conference. The conferences are attended by physicians
representing general surgery, breast surgery, colorectal surgery, thoracic surgery, medical oncology, radiation oncology,
diagnostic radiology, pathology and gastroenterology. Also included are representatives from nursing, cancer registry,
patient navigation, and dietary. Occasionally visiting physicians and specialists from area hospitals attend and present

educational topics of interest. Cases for discussion can be scheduled by faxing a case presentation form to the cancer
registry (secure fax # 862-5406), by secure email, or calling 954-3090.
Each week cases of various types of malignant disease are selected for presentation on the basis of complexity, unusual
manifestations, clinical course, or special interest. Occasionally benign tumors of unusual pathology or clinical
presentation will be discussed. Each presentation includes an outline of pertinent patient medical history, physical
findings, clinical course, clinical stage, radiographic studies and pathological interpretations. Open discussion follows
regarding treatment options, available clinical trials, and published literature or research pertinent to the case.
In 2015 a total of 91 conferences were held with 282 cases presented. 99% of the cases were prospective presentations,
discussing diagnosis, treatment, or follow-up care. The average attendance per conference was 22 members. Surgery,
diagnostic radiology, pathology, medical oncology, radiation oncology, and allied health disciplines all maintained 100%
attendance. The major cancer sites presented were lung, breast, lymphoma, colon, and rectum. All cancer patients are
screened for eligibility in available clinical trials in clinic and patients treated on trial are discussed in conference.
Patients are enrolled on trials in the Wake County and Durham clinics, and also referred to other institutions.
Colorectal and urology cases are also discussed in Multidisciplinary rounds, and GYN oncology remotely joins the Duke
GYN department for their weekly tumor conference. Thoracic oncology holds a multidisciplinary clinic each Friday
morning in which patients are seen by multiple disciplines in one visit and GU Oncology Multidisciplinary Clinics meets
twice monthly.
Tumor boards or cancer conferences maintain standards set by the Commission on Cancer (COC) and the ACOS
(American College of Surgeons). Duke is a member of the National Comprehensive Cancer Network, an alliance of the
world’s leading cancer centers, working together to develop treatment guidelines for most cancers, and dedicated to
research to improves the quality, effectiveness and efficiency of cancer care. At the Duke Raleigh conference, physicians
discuss the clinical or “working stage” of the disease and national guidelines are used to direct their treatment decisions,
such as NCCN and ASCO guidelines. The stage, guidelines, and treatment options discussed are documented and
retained in the cancer registry department.
The overall goal of the conference is to offer patients the very best and most current therapy that medicine has to offer
through the sharing of information and ideas in a confidential manner. To increase physician awareness of the most
current standards of care for oncology patients, physicians attend national conferences and report changes in protocol
or advances in diagnostics or therapeutics to the tumor board. The tumor board benefits patients by offering a
comprehensive, coordinated approach to cancer care for even the most difficult of cases.
Benefits of a multidisciplinary approach to cancer care:




Specialists from various disciplines pool their expertise to create the most effective individualized treatment
plan for patients.
The combined expertise of many specialists provides an informal "second opinion" from other cancer experts.
Forums provide an opportunity to discuss new treatments and available clinical trials.

It has been inspiring to watch our conferences grow each year, and we anticipate continued growth and expansion for
the future. We send a special thank you to all who participate in our conferences and make it a wonderful venue for
learning and collaboration.

