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Huge Variance Found in Worldwide Cancer Survival

BY MICHELE G. SULLIVAN
Elsevier Global Medical News

The first global study of survival in

breast, colon, rectum, and prostate
cancer has found enormous varia-
tions among the 31 countries it surveyed.

In general, relative 5-year survival was
highest in North America, the United
Kingdom, Australia, and western, east-
ern, and southern Europe. Algeria and
Brazil had the lowest survival rates. For ex-
ample, while prostate cancer survival
reached 92% in the United States, it was
only 21% in Algeria and 34% in some ar-
eas of Brazil, Dr. Michel Coleman wrote
in an early online edition of the August is-
sue of the Lancet Oncology (d0i:10.1016/
S1470-2045(08)70179-7).

However, the CONCORD study found
significant interracial differencesa among
U.S. patients, with poorer survival for
blacks than for whites in almost every
type of cancer studied.

Most of the wide range in survival is
probably due to differences in access to di-
agnostic and treatment services, wrote
Dr. Coleman of the London School of
Hygiene and Tropical Medicine. This can
be seen as a proxy for a country’s eco-
nomic status, he noted. “Survival is posi-
tively associated with gross domestic prod-
uct and the amount of investment in
health technology such as CT scanners.
Part of the international variation in sur-

vival is thus probably attributable to un-
derinvestment in health resources. The
variation might be considered intuitively
obvious, given wide global variation in ex-
penditure on health care, whether that is
expressed in absolute terms or as a pro-
portion of national resources.”

In the CONCORD study, Dr. Coleman
and his colleagues extracted data from
101 population-based registries that com-
prised more than 2 million patients; all
were diagnosed with a first primary can-
cer sometime during 1990-1994, and fol-
lowed until 1999. By controlling for other
factors that influence survival in various
countries, the researchers were able to de-
termine relative survival—the ratio of sur-
vival in cancer patients to background
mortality in each country. Thus, Dr.
Coleman said, relative survival can be in-
terpreted as survival from the cancer after
correction for other causes of death.

Relative 5-year survival for breast cancer
was highest in North America, Sweden,
Japan, Finland, and Australia, where it ex-
ceeded 80%. Survival in Brazil and Slova-
kia was less than 60%, and was just 38%
in Algeria.

In the United States, survival was high-
est in Hawaii and Seattle (90%) and low-
est in New York City (78%). Survival was
lower for blacks than for whites in all 17
populations assessed. The age-adjusted
pooled survival estimate was 85% for
whites and 71% for blacks.

PET/CT Accurate for

BY FRAN LOWRY
Elsevier Global Medical News

Investigators random-
ized patients with biopsy-
proven non-small cell lung
cancer who were felt to

In Europe, survival was highest in Swe-
den (82%) and lowest in Slovakia (58%).

Relative 5-year survival for colon cancer
was highest in North America, Japan, Aus-
tralia, and some western European coun-
tries (about 60%), and lowest in Algeria,
Brazil, the Czech Republic, Estonia,
Poland, Slovenia, and Wales (40% or less).

In the United States, colon cancer sur-
vival was highest among men in Hawaii
(68%) and lowest among women in New
York City (54%). The age-adjusted pooled
analysis was 61% for white men and
women, and 52% for black men and
women.

In Europe, colon cancer survival was
lowest in Poland (28%) and highest in
Spain, Finland, Austria, and France (54%-
57%).

Relative 5-year survival for rectal cancer
was highest in Japan, Canada, the United
States, France, the Netherlands, Sweden,
and Australia (about 60%) and lowest in
Algeria, Estonia, Poland, and Slovakia
(20%).

In the United States, survival stayed in
a narrow range of 55%-60% for men and
57%-62% for women. However, the age-
adjusted pooled survival estimate for men
was 47% for blacks and 57% for whites; for
women, the estimate was 49% for blacks
and 60% for whites.

In Europe, women in France had the
highest survival rate for rectal cancer
(64%).

Relative 5-year survival for prostate can-
cer was highest in the United States (92%),
Canada (85%), and Austria (80%), and
lowest in Denmark (40%), Poland (40%),
and Algeria (21%).

In the United States, survival ranged
from 82% in New York City to 95% in
Seattle. Again, blacks had lower survival
rates than whites (86% vs. 92%). In Eu-
rope, the overall survival rate was 57%.

Overall, survival in all cancers was high-
est in patients who carried private insur-
ance, intermediate in those with federal in-
surance, and lowest in the uninsured. The
authors noted that the analysis could not
determine the cause of survival differ-
ences between blacks and whites in the
United States.

CONCORD is the first phase of a three-
part study designed to quantify interna-
tional differences in survival, interpret
those differences with clinical data ob-
tained from records of patients diagnosed
with the same cancers during 1996-1998,
and conduct a blinded, expert review of
the pathologic diagnoses of a subset of pa-
tients from the phase II study. The goal is
to assess how much of the international
survival differences may be attributable to
differences in the definition of disease.

CONCORD is funded by grants from
the Centers for Disease Control and Pre-
vention, the London Department of
Health, and Cancer Research UK., Lon-
don. [ ]

Staging Early NSCLC

He reminded delegates
that the CT being done
with PET must be done at

CHICAGO — In patients with early-stage, biopsy-proven
non-small cell lung cancer, the combination of '8fluo-
rodeoxyglucose (FDG)—PET and cranial imaging can re-
duce stage-inappropriate surgeries by providing more ac-
curate staging than conventional imaging, a randomized
trial suggests.

Of 163 patients who were randomized to positron
emission tomography/computed tomography (PET/CT),
23 (14%) were correctly upstaged, which prevented inap-
propriate surgery, compared with 11 (7%) of 157 patients
randomized to conventional imaging (P = .05), Dr. Donna
E. Maziak reported at the annual meeting of the Ameri-
can Society of Clinical Oncology.

The eight-center trial also found that conventional
imaging erroneously understaged 47 (30%) patients,
whereas PET/CT erroneously understaged 18 (11%) pa-
tients (P = .00003).

“These results show that PET can replace convention-
al staging in early-stage non—small cell lung cancer,” said
Dr. Maziak of the University of Ottawa. The study was
conducted by the Ontario Clinical Oncology Group, and
funded by the Ontario Ministry of Health and the Cana-
dian Institutes of Health Research.

have resectable disease on
the basis of physical exam-
ination, CT of the chest or
a chest x-ray, conventional
staging (CT scan of the ab-
domen, bone scan, and
brain imaging), or to PET
staging (whole-body PET
scan and cranial imaging
by CT or MRI).

The patients were
matched for age (mean 67
years), Eastern Coopera-
tive Oncology Group
(ECOG) performance sta-
tus, and smoking status. Half of the study population was
female.

Discussant Dr. Reginald F. Munden, chair of the de-
partment of radiology at the University of Alabama at
Birmingham, said the conclusion that PET/CT can re-
place conventional staging of non—small cell lung cancer
has to be qualified.

Dr. Donna E. Maziak.

The results show that PET/CT can replace conventional
staging in early-stage non-small cell lung cancer, said

full aspiration, so that
small lesions are not
missed. “The lung win-
dows have to be done in a
diagnostic mode; other-
wise, you cannot replace
conventional CT with a
routine PET/CT.”

He added that the de-
gree to which futile surg-
eries can be reduced with
the use of PET/ CT re-
mains debatable. “I sus-
pect the reduction in futile
surgeries probably has as
much to do with local
practice as it does with the imaging itself,” he said. "As
we know, some surgeons would prefer to do medi-
astinoscopy on everyone. Most of the studies seem to sug-
gest there is a reduction, but the question is, Is it a sig-
nificant reduction or not?”

Neither Dr. Maziak nor Dr. Munden disclosed any con-
flicts of interest. [ ]
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Infection Control Requirements Issued for Hospitals

BY MARY ELLEN SCHNEIDER
Elsevier Global Medical News

he Joint Commission has issued new

requirements for hospitals in an ef-

fort to prevent infections from mul-
tidrug-resistant organisms, central line—as-
sociated bloodstream infections, and
surgical site infections.

The requirements, which are part of the
2009 National Patient Safety Goals for
hospitals, include a 1-year phase-in period
with full implementation by Jan. 1, 2010.

It is critical for hospitals to begin ad-
dressing the issue of health

year after procedures involving im-
plantable devices.

The surgical site infection requirements
were developed to be in line with well-es-
tablished guidelines and should help or-
ganizations move toward compliance with
those guidelines, Dr. Angood said.

All of the new requirements related to
health care—associated infections include a
1-year phase-in period, with milestones for
planning, development, and testing
throughout 2009.

Allowing organizations to phase in com-
plex requirements over the course of a
year helps them to perform

care—associated infections and
to try to keep the problem
from worsening, said Dr. Peter
Angood, vice president and
chief patient safety officer for
the Joint Commission.

The new infection control
requirements build on an ex-
isting National Patient Safety
Goal on health care—associated
infections that had previously
included only requirements for
compliance with hand hygiene
guidelines and had called on
hospitals to manage serious in-
fections as sentinel events.
Those requirements will re-
main in place along with the new elements
of the goal.

The Joint Commission also has put new
requirements in place to prevent central
line—associated bloodstream infections and
surgical site infections.

Hospitals will be expected to use a
catheter checklist and a standardized pro-
tocol for central venous catheter insertion
and an all-inclusive standardized supply
cart or kit for insertion of central venous
catheters. The requirements also call for
the use of standardized protocols for max-
imum sterile barrier precautions during in-
sertion of a central venous catheter and
when disinfecting catheter hubs and in-
jection ports before accessing the ports.

To prevent surgical site infections, hos-
pitals will have to conduct periodic risk as-
sessments, select surgical site infection
measures based on evidence, and evaluate
the effectiveness of their prevention ef-
forts. Also, hospital staftf will need to mea-
sure infection rates for the first 30 days fol-
lowing most procedures and for the first

evidence to show
a clinical benefit
from implementing
infection control
strategies.

DR. MICHOTA

better by achieving concrete
goals before full compliance is
expected, Dr. Angood said.

Under the new 2009 re-
quirements, hospitals are being
asked to begin preparing to
prevent infections resulting
from multidrug-resistant or-
ganisms such as methicillin-re-
sistant  Staphylococcus aureus,
Clostridium difficile, vanco-
mycin-resistant enterococci,
multidrug-resistant gram-neg-
ative bacteria, and other epi-
demiologically important or-
ganisms.

Starting in January 2010,
hospitals will need to conduct periodic risk
assessments for acquisition and transmis-
sion of multidrug-resistant organisms, and
educate staff and independent providers
about prevention strategies and their roles.
Hospitals also will be required to provide
education about infection control strate-
gies to patients and families who are in-
fected or colonized with multidrug-resis-
tant organisms.

Hospitals will be required to have a sur-
veillance program up and running by Jan.
1, 2010, that is based on the hospital’s risk
assessment.

When indicated by the risk assessment,
hospitals will need to implement a labo-
ratory-based alert system to identify new
patients with multidrug-resistant organ-
isms, and an alert system to identify read-
mitted or transferred patients who have
multidrug-resistant organisms.

Addressing health care—associated in-
fections is a worthy goal, said Dr. Franklin
Michota, director of academic affairs for
the department of hospital medicine at the

Cleveland Clinic. There is sufficient evi-
dence to show a clinical benefit from im-
plementing infection control strategies.
“It’s not an experiment to see if these
things work,” he said.

Hospitals are likely to face some up-
front costs when implementing the new
requirements, Dr. Michota said, especial-
ly if they need to put a new educational
process in place to prepare staff. To do so,
hospitals may be looking to hospitalists,
who are already on the payroll, to help de-
velop process improvement plans, track re-
quirements, or track infections. Those
who are not involved on the quality side
may be asked to champion changes at the
floor level by modeling appropriate hand
hygiene or compliance with contact pre-
cautions.

“Shining additional light on [health
care—associated infections] is good,” said
Dr. Patrick J. Cawley, president of the So-
ciety of Hospital Medicine and executive
medical director at the Medical Universi-
ty of South Carolina, Charleston.

The requirements for central line—asso-
ciated bloodstream infections, in particu-
lar, are a significant step forward, he said.
There is clear evidence in the literature
that compliance with central line place-
ment protocols can significantly drive
down infection rates, he said. “This is
something we all should be doing any-
way,” Dr. Cawley said.

Although many hospitals have made in-
fection control a priority, having these
new requirements from the Joint Com-
mission will help to elevate those efforts,
he added.

The Joint Commission also has added
new requirements to the goal for medica-
tion reconciliation. Hospitals are advised
to provide a complete and reconciled list
of the patient’s medications directly to the
patient and explain the list at the time of
discharge. In those settings where med-
ications were used minimally or for a
short duration, such as the emergency
department, the hospital is required to per-
form a modified medication reconciliation
process. For example, if a short-term
course of an antibiotic is prescribed, the
patient should be provided with a list con-
taining the medications that the patient
will continue using after leaving the hos-
pital.

Also new in 2009 is a requirement to
eliminate transfusion errors related to pa-
tient misidentification. Before beginning a
blood or blood component transfusion,
hospital staff must match the patient to
the blood during a two-person bedside ver-
ification process.

In cases where two individuals are not
available, a bar code or other automated
technology can be used in place of one of
the individuals, according to the Joint
Commission. |

DATA W ATUCH

Steps Taken in Hospital to Prevent Hospital-Acquired Infections

Mandatory employee training on

infection control and hand hygiene
Use of proper gloves with
effective barrier protection

88%

Use of preventive antibiotics prior to surgery

Use of maximum sterile barriers while
placing central intravenous catheters

Reorganization of the physical layout of hand
hygiene stations within the past 3 years
Installation of alcohol-impregnated-wipe
dispensers near shared unit equipment

66%

Note: Based on a 2008 survey of 539 members of the Association for Healthcare Resource

and Materials Management.
Source: Perception Solutions Inc.

Surgeons Use Ultrasound for Pyloric Stenosis Diagnosis

BY MICHELE G.
SULLIVAN
Elsevier Global Medical News

PHOENIX Pediatric sur-
geons can diagnose pyloric
stenosis with ultrasound as accu-
rately as radiologists, according
to results of a prospective, blind-
ed study.

“Ultrasound is an accurate and
reliable method of diagnosing
hypertrophic pyloric stenosis, but
it isn’t always available on nights
and weekends due to staffing is-

sues. Having surgeons on hand to
identify the disorder expedites
both diagnosis and treatment,”
said Dr. Marcene McVay at the
annual meeting of the American
Pediatric Surgical Association.
In this study, a surgical resident
trained in ultrasound diagnostics
taught five other residents to use
the technology to diagnose py-
loric stenosis. Some of the
trainees had formal experience,
while others had only hands-on
training doing ultrasound exams
in the emergency department.

Each student performed a
minimum of five proctored ex-
ams before being allowed to ex-
amine a patient independently.
After the students established a
record of diagnostic accuracy,
their exams were compared with
radiologic studies on the same
patients.

Criteria for a positive exam
were a muscle thickness of at
least 4 mm or a channel length of
at least 16 mm.

In all, the students performed
89 exams on 71 patients. Five of

the exams were negative and one
was borderline; the rest were pos-
itive. There was no significant
difference between the diagnostic
accuracy of any student’s exams,
compared with the results of the
radiologic studies, said Dr. Mc-
Vay of Arkansas Children’s Hos-
pital, Little Rock.

The study clearly shows that
surgeons can quickly and accu-
rately diagnose the disorder, she
said. “We use this as an adjunct to
the physical exam to put the di-
agnosis back into the hands of

the surgeon. Currently we em-
ploy surgeon-performed ultra-
sound as the primary diagnostic
modality at consultation, and use
the radiology study only if ours
is borderline.”

As the program has expanded,
each surgical resident must still
perform at least five proctored
exams before being allowed to do
an independent exam. “If they
are not accurate after five exams,
they continue to do proctored
exams until their accuracy im-
proves,” she said. [ |
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