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As a community cancer program accredited by the American College of
Surgeons Commission on Cancer, the Glens Falls Hospital Cancer Program provides a
broad range of cancer-related services to residents of northeastern New York State.
From screening and early detection programs, advanced diagnostic testing, coordinated
surgical, medical and radiation therapy treatment options to innovative education and
support programs, the Cancer Program truly provides comprehensive care close to
home. Oncologists in the C. R. Wood Cancer Center and community-based oncologists
offer patients opportunities to participate in clinical trials. Our Community Outreach
programs strive to serve residents both locally and in rural areas that our hospital
serves.

The 2008 Annual Report provides an overview of the activities of each of the
departments and areas contributing to the Cancer Program. Drs. Robert Sponzo,
Joseph D’Agostino, Jr. and Christopher Dolinsky provide a multidisciplinary review of
the current state of breast cancer care, comparing our local experience to national
standards.

If you have questions regarding any of the services provided or for more
information, please call or visit our website www.glensfallshospital.org

Louis P. DeCunzo, M.D., F.A.C.S.
Chairman, Glens Falls Hospital Cancer Committee
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Breast Cancer

Introduction
By Robert Sponzo, M.D., F.A.C.P

In the United States, breast cancer will be diagnosed in nearly 1 of 8 women during their lifetime. In
2008, it was anticipated that there would be 183,000 women diagnosed with invasive breast cancer and
that 41,000 women would die of the disease. Of interest, nearly 2,000 men would be diagnosed with
invasive breast cancer and 450 men would die of the disease. In addition to invasive breast cancer, it
was expected that there would be 68,000 new cases of non-invasive breast cancer with 85% of these
being ductal in origin. It should also be noted that the incidence of breast cancer in women has
decreased by 3.5% per year and the death rate has decreased by 2.5% per year.

Table 1 and Figure 1 show the number of new breast cancer cases for 2007 at the Glens Falls
Hospital and indicated the distribution by sex, age and stage.

2007 New Breast Cases
Sex AJCC Stage @ Diagnosis
Site Total M F 0 1 2 3 4 | Unknown

Breast 164 3 161 | 33 75 33 16 5 2
Cancer

Table 1: Stage and Gender for 2007 breast Cancer Cases at Glens Falls Hospital

AGE @ DIAGNOSIS
2007 Analytic Breast Cases
GFH to National Data Comparison

30—

OGFH
B NATL

% @ DIAGNOSIS

0-29 30 - 39 40 - 49 50 - 59 60 - 69 70-79 80 - 89 90+
AGE @ Diagnosis

Figure 1: Age of diagnosis for 2007 Breast Cancer cases at Glens Falls Hospital.
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Figure 2 shows the distribution of breast cancer cases diagnosed through Glens Falls Hospital in 2007 by
county.

2007 Analytic (New) Breast Cancer Cases By County

Renssalaer
1%

Essex
2%

All Other
3%

Saratoga

22%

Warren
45%

Washington
27%

Figure 2: distribution of breast cancer cases diagnosed through Glens Falls Hospital in 2007 by
county.

Prevention

A women’s risk for breast cancer increases with age, genetic predisposition, high breast tissue
density, the finding of atypical hyperplasia and high-dose radiation therapy to the chest. Other factors
that can increase risk include a long menstruation history, late age of first-term pregnancy, obesity,
hormone therapy, lack of regular exercise or increased alcohol consumption. With patients who have a
strong family history, genetic testing for BRCA 1 and 2 mutations may identify the 5 — 10% of breast
cancer patients who are at extremely high-risk of developing both breast and ovarian cancers. Women
who are at increased risk for developing breast cancer may wish to consider prophylactic mastectomies
or agents such as Tamoxifen or Reloxifene to reduce their risk. The Glens Falls Hospital has participated
in both the P-1 and P-2 breast cancer prevention trials and continues to evaluate women who are at
increased risk for the disease.

Diagnosis

The early detection of breast cancer utilizing screening mammography has allowed us to diagnose
breast cancer in an earlier stage when treatment can be more effective. Screening mammography, now
using digital equipment, can diagnose 80 — 90% of breast cancers. Magnetic resonance imaging (MRI)
appears to be a more sensitive imaging technique for breast cancer. For women at increased risk for
breast cancer the combination of MRl and mammography may provide the best chance for early
diagnosis.

Treatment

The treatment of breast cancer is multidisciplinary and complex. Treatment usually involves surgery,
radiation oncology and medical oncology. Figure 3 shows the distribution of initial therapy for breast
cancer patients diagnosed in 2007. Whenever possible, patients should be encouraged to participate in a
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clinical trial. Many clinical trials are currently available at the Glens Falls Hospital for patients with breast
cancer and should be discussed with their physicians.

First Course Treatment
@ GFH - Breast Cases 2007

Surgery &
Chemotherapy
9%

Surgery
7%

Other Combination
29%

Surgery &
Radiation
16%

Surgery, Radiation
& Chemotherapy

Surgery, Radiation Surgery, Radiation 7%
& Hormonal Chemotherapy &
23% Hormonal
9%

Figure 3: Distribution of initial therapy for breast cancer patients diagnosed in 2007

Surgery
by Joseph D’Agostino, Jr., M.D., F.A.C.S.

The surgical management of breast cancer has improved in recent years predominately by the
advances made from Sentinel Node Mapping coupled with the established benefits of breast
conservation. The surgical management of breast cancer is only one aspect of local treatment, the others
being radiotherapy, chemotherapy, and biologic therapy.

Before a surgical approach has been decided on, a diagnosis needs to be made. Today, a minimally
invasive method is chosen to establish a tissue diagnosis. This involves either a stereotactic core needle
biopsy performed using mammography as an aid (mammatome biopsy) or an ultrasound guided biopsy.
Mammotome biopsies are usually reserved for microcalcifications within the breast, which are associated
with non-invasive and invasive carcinomas of the breast. The radiologists in the Breast Center at Glens
Falls Hospital perform these procedure. A third technique involves using Magnetic Resonance Imaging
(MRI). This technique is reserved for mammographically or ultrasonographically occult lesions only seen
on MRI. At the time of breast needle biopsies, regardless of the technique chosen, a small metal clip is
usually placed within the breast to allow localization of the area for complete removal of the lesion at a
later date.

Once a diagnosis is established, a treatment plan is initiated. It is the discretion of the
multidisciplinary team treating the patient whether a preoperative MRI is necessary. Studies are showing
that breast MRI can improve assessment of disease extent within the breast affected as well as the
contralateral breast.

Surgical Management of Non-Invasive Breast Cancer (  Ductal Carcinoma In-Situ)

Traditional treatment has been total mastectomy and cure rates reach near 100%; however, since the
results of NSABP-17 trial update, we know we can effectively treat DCIS with lumpectomy followed by
adjuvant radiation to the breast. Mastectomy is still the best surgical approach for certain patients, for
example, patients with diffuse malignant appearing microcalcifications, or patients with persistent positive
margins after several attempts at excision. Patient preference is also crucial to the choice of treatment,
since we know survival is not impacted by treatment choice, recurrence is, and therefore anxiety of
recurrent disease as will as the impact of mastectomy on a patient’s sense of self-image and quality of life
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factors greatly into the decision. The concept of breast reconstruction (immediate or delayed) is always
discussed with patients who require or elect to have a mastectomy. As a rule, staging the axilla (Sentinel
Lymph Node Mapping) is not indicated in patients with non-invasive breast cancer. There are however,
circumstances where the surgeon may feel it's indicated; for instance, if mastectomy is going to be the
procedure of choice for non-invasive cancer, a prophylactic sentinel lymph node biopsy may be
performed in case there is a focus of invasive or micro-invasive cancer found in the breast after
mastectomy. This would then prevent the patient from having a potentially unnecessary formal axillary
lymph node dissection later if invasive cancer was found. Typically, following breast conservation surgery
for non-invasive cancer, radiation therapy is then indicated. Hormonal treatment is the last component of
treatment, its indication decided by the medical oncologist.

Surgical Management of Invasive Breast Cancer
The surgical tenants don’t change significantly between invasive and non-invasive breast cancer,

except with the addition of axillary staging, which provides two key points of information. Lymph node
metastasis remains the most powerful prognostic indicator. The second crucial factor of axillary staging is
how it affects decisions related to treatment with chemotherapy. Patients with lymph node involvement
are offered chemotherapy. The knowledge gained from landmark NSABP clinical trials again has allowed
us to focus on breast conservation. It must be remembered that not all patients are candidates for breast
conservation. The following patients are considered absolutely contraindicated for breast conservation:

Previous high dose radiation to the breast or chest wall

Pregnant and would require radiation during pregnancy

Diffuse suspicious microcalcifications on mammogram

Widespread disease unable to remove with local excision through a single incision, thereby

resulting in unsatisfactory cosmesis

Relative contraindications to breast conservation include:
Connective tissue disease disorders that involve the skin (i.e., scleroderma / lupus)
Tumors greater than 5cm
Focally positive pathologic margins unable to be cleared

As mentioned, staging the axilla is the main difference in the surgical management of invasive breast
cancer. The greatest advance in breast surgery, in most recent years, is the addition of sentinel lymph
node mapping / biopsy. The sentinel lymph node is the first lymph node to receive lymphatic drainage
from a specific area of the breast and thus this node is the one most likely to contain nodal metastases if
the tumor has indeed metastasized. Thus, identifying this node provides crucial information. Studies
have confirmed proof of concept and additional studies have confirmed it to be accurate. This technique
involves the use of technitium radiolabeled sulfur-colloid being injected into the breast (done by the
radiologist the morning of surgery) and then sometimes with or without the injection of a blue dye (done
by the surgeon in the operating room). Then both agents travel via lymphatic channels to the sentinel
lymph node allowing the surgeon to accurately find these nodes and thereby ‘stage the axilla and the
disease’. If there are metastases within the sentinel nodes, then a complete axillary dissection is usually
recommended. If complete axillary dissection is performed, a minimum of 10 lymph nodes are needed to
allow 90% specificity that staging is accurate.

Surgical Role in Mammosite Partial Breast Radiation

New advances in radiation treatment to the breast are now available nationwide and at Glens Falls
Hospital. This new technique, which is a form of targeted brachytherapy, is called Mammosite radiation.
Its benefits include limiting the exposure of radiation effects on the normal breast tissue, which in turn can
minimize side effects to the skin. Mammaosite, as described by Dr. Christopher Dolinsky, involves placing
a soft balloon into the lumpectomy cavity created by the surgeon, usually at the time of definitive surgery.
A thin catheter that connects with the balloon exits the skin. The radiation oncologist uses this catheter to
place a radioactive seed into the balloon for this treatment. The multidisciplinary team will determine the
optimal treatment based on patient specific factors.
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Radiation Oncology
By Christopher Dolinsky, M. D.

Radiation therapy is used as a component of breast conservation therapy and may sometimes be
indicated following mastectomy. The purpose of radiation therapy is to eradicate subclinical residual
disease and minimize local recurrence rates. Radiation therapy (of any type) was delivered to 62% of
women treated for breast cancer at Glens Falls Hospital in 2007.

Breast Conservation Therapy

Breast conservation therapy refers to surgical removal of a breast tumor without removing excessive
amounts of normal breast tissue. This is followed by radiation therapy, either to the entire breast or just to
the original tumor site (partial breast irradiation) to eradicate residual disease. The goals of breast
conservation therapy are to provide a cancer operation equivalent to mastectomy with a cosmetically
acceptable breast. Breast conservation has been studied extensively, and all of the available data,
including six randomized trials directly comparing breast conservation with mastectomy, show equivalent
survival with breast conservation as compared to mastectomy.

Breast conservation therapy is appropriate for approximately 60% to 75% of women who are newly
diagnosed with breast cancer, and studies report that it is often underutilized. Sixty eight percent (68%)
of patients treated for breast cancer at Glens Falls Hospital received mastectomy-sparing operations as
part of breast conservation therapy in 2007. This is higher than the national average of 54%.

Whole breast radiation therapy is an integral component of breast conservation therapy for many
patients. Whole breast radiation is delivered using a linear accelerator, with patients lying supine on a
specialized breast board, which allows for proper patient positioning. Before radiation can be delivered, a
simulation is needed for treatment planning. Using our CT simulator at Glens Falls Hospital minimizes
time expenditure for patients, and permits excellent visualization of the chest wall, outer breast contour,
central lung distance, and the cardiac border, thus improving target coverage while sparing normal
tissues. The entire breast and inferior axilla are treated with daily radiation fractions for approximately 5
weeks. Following this, a boost dose of radiation therapy is delivered to the lumpectomy cavity. This
occurs for about 1¥2 weeks, with the breast volume outside the boost volume not receiving any further
radiotherapy. Whole breast radiotherapy is generally well tolerated, with the most common complication
being the development of radiation dermatitis. Radiation tends to cause the most vigorous skin reaction
in the axilla and inframammory fold. Whole breast radiotherapy has been widely utilized and studies for
the last 30 years and remains the best option for many women who undergo breast conservation therapy.

Following breast conservation therapy, most recurrences develop in the same quadrant as the initial
tumor. This has led investigators to question whether breast conservation would be just as successful if
radiotherapy were directed only at the tumor bed and not the entire ipsilateral breast. This is called partial
breast irradiation, and early reports studying this technique are quite promising. At Glens Falls Hospital
we accomplish this using the Mammosite Breast Brachytherapy System. The Mammosite Breast
Brachytherapy System uses a single catheter with a balloon tip that is placed (deflated) into the
lumpectomy cavity either at the time of surgery or later. The balloon is filled with saline and a radioactive
source introduced into the balloon for a brief dwell time twice daily for five days. In certain, a well-
selected population, a short course of partial breast irradiation provides an appealing option to a more
protracted course of whole breast radiotherapy (5 days vs. 6% weeks). However, care must be made
when selecting women for Mammosite partial breast irradiation. It is not recommended for women under
45 years old, tumors larger than 3cm, lymph node positive disease, multifocal disease, lobular histologies,
or in patients who cannot have negative resection margins. Also, the Mammosite catheter must be at
least 7mm from the skin to prevent the risk of skin necrosis. Luckily, many women diagnosed with early
stage breast cancers are able to undergo Mammosite partial breast irradiation and have done so safely at
Glens Falls Hospital. We treated 11% of our newly diagnosed breast cancer patients with Mammosite
partial breast irradiation in 2007. This is higher than the national average of 2%.

Postmastectomy Radiotherapy

The addition of postmastectomy radiotherapy in women with larger ( 5cm) tumors, or axillary node-
positive disease, reduces the risk of locoregional recurrence, increases disease-free survival, and
reduces a woman'’s risk of dying from breast cancer. Both premenopausal and postmenopausal women
appear to benefit.
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Women with  5cm tumors, 4 positive axillary nodes, or positive resection margins should be
routinely offered postmastectomy radiation therapy. Women with inflammatory breast cancer and men
with breast cancer are always offered post mastectomy radiotherapy as well. The benefit of radiotherapy
for women with one to three positive lymph nodes is debatable. If postmastectomy radiotherapy is
administered, the treatment field generally includes the chest wall and supraclavicular regions for
approximately 5 weeks, followed by a boost to the mastectomy scar for another 1% to 2 weeks.

The patients who receive postmastectomy radiation are the same patients who are offered systemic
chemotherapy (either before or after mastectomy). It is not advisable to administer chemotherapy and
radiotherapy concurrently due to the excess risk of treatment related side effects. A delay in
postoperative radiotherapy of up to six months to permit the administration of adjuvant systemic
chemotherapy does not appear to compromise locoregional control or survival, as long as resection
margins are adequate.

Medical Oncology
By Robert W. Sponzo, M.D., F.A.C.P

The management of patients with non-invasive breast cancer (lobular carcinoma in-situ, LCIS and
ductal carcinoma in-situ, DCIS) is briefly mentioned here. Most patients with LCIS will undergo a
lumpectomy. They may then be observed, undergo bilateral mastectomies or take Tamoxifen for a period
of 5 years. The treatment of DCIS includes surgery, radiation therapy, and hormonal therapy for tumors
that are hormone receptor positive.

The management of patients with invasive breast cancer is more complex and is dependant on tumor
characteristics such as size, nodal status, hormone receptor status, HER 2-Neu amplification, and
proliferative indices such as Ki-67. For tumors that are node negative and hormone receptor positive, the
Oncotype DX assay may be helpful in identifying these patients who might benefit from adjuvant
chemotherapy. In general, for patients with a low risk of recurrence, whose tumors are hormone receptor
positive, the use of a hormone agent such as Tamoxifen or an aromatase inhibiter may be suitable
adjuvant therapy. For patients whose tumor may be at increased risk for recurrence or all hormone
receptor negative, the use of chemotherapy should be considered. Patients who have lymph node
involvement should also be considered for adjuvant chemotherapy. If the breast cancer expresses HER
2-Neu, the use of a monoclonal antibody, Herceptin, should be considered. For patients who present with
large tumors, neoadjuvant therapy should be considered prior to surgery or radiation therapy.

The type of hormonal therapy and chemotherapy to be utilized in the treatment of a given patient is a
complex decision based on efficacy, toxicities and other comorbid conditions of the patient. Many clinical
trials are available for patients and should be discussed and considered. In this way, the newest and
latest therapies can be offered to patients in our region. When treatment has been determined, optimal
supportive care is required in an effort to successfully get patients through their treatment, giving optimal
doses with the least toxicity. Figure 5 reveals the survival outcomes by stage for breast cancer cases
treated at GFH is consistent with national outcomes. One of the added benefits of treatment through the
C.R. Wood Cancer Center is the availability of many supportive care services which our breast cancer
patients regularly utilize to help deal with the many issues relating to breast cancer treatment. Vickie
Yattaw RN, OCN, CBCS describes her role in the care of individuals with a breast cancer diagnoses in
the following section.

Figure 4 shows the 5-year relative survival of breast cancer cases at Glens Falls Hospital by stage
and compares this to national data.
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THE BREAST CENTER
By Cate Howland, RN

The Breast Center which began as a vision for comprehensive breast health care for the women
of our community has grown on the firm foundation of that vision and created a reputation for
responsiveness and quality care. The Breast Center staff believes that providing excellent service to our
area health care providers results in a valuable partnership which improves care and benefits our
patients.

Breast cancer screening, diagnostic testing and the time between studies during a work-up of
abnormal screening can be very stressful for women. The staff in the Breast Center is passionate about
providing support and education in addition to quality imaging to ease the stress of this process. The staff
has expanded over the past 10 years to include Breast Health Nurses, Mammography and Ultrasound
Technologists, and support staff. They work closely with the Cancer Services Program and the Oncology
Resource Nurse to coordinate the continuum of care.

In 2008 the Breast Center added a second digital mammography unit. All mammographic testing
and interventional procedures performed within the Breast Center utilize digital imaging. The number of
women seeking this new technology for their breast health needs has increased our screening volumes
and we have successfully added additional evening hours to accommodate them. The mobile
mammography van still uses film based technology to service outlying areas. In 2009 the Breast Center
will expand services at the New Greenwich Medical Regional Center with both digital mammography and
ultrasound. In 2008 The Breast Center performed 17,813 total exams. Table 1 reports the procedures
performed in the Breast Center.

Modality Volume Modality Volume
SCREENING 6,032 ULTRASOUNDS 1,742
MAMMOGRAMS
MOBILE INVASIVE
MAMMOGRAPHY 1,583 PROCEDURES 1,044
SCREENING
DIAGNOSTIC 2,235 DEXASCANS 3,034
MAMMOGRAMS VFA
OTHER 2,143

Table 1: 2008 Breast Center Procedures

The Breast Center is one of the busiest interventional centers in the region performing minimally
invasive procedures on about 90% of women prior to definitive cancer surgery. Collaborating
Radiologists from Adirondack Radiology Associates work with the Breast Center staff to provide these
services. Dr. Christine Rowe-Button is the lead Radiologist for the Center and actively participates in the
Multidisciplinary Breast Cancer Committee. In 2008, 606 core biopsies were performed using
Mammographic or Ultrasound imaging guidance and 142 breast cancers were diagnosed. The outcomes
of those biopsies are in Figure 1.
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Outcome 2008 Breast Biopsies Performed in
The Breast Center

ATYPICAL HYPERPLASIA/
PAPILLOMA
19%
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1%
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1%

RADIAL SCAR
3%

LCIS
2%

INVASIVE DUCT CANCER
54%

DCIS

14%

INFILTRATING LOBULAR
5%

Figure 1: Minimally Invasive Breast Biopsy Outcomes 2008

Oncology Education and Support Services — Focus on Breast Cancer
By Vickie Yattaw RN, BSN, OCN, CBCS

At the time of a positive diagnosis for breast cancer, Oncology Resource Nurse Vickie Yattaw,
RN, CBCN, OCN is available to help educate, support and navigate patients through the system. The
services provided by OESS include meeting with the patient and their family members to educate them
on breast cancer and to help unravel the mystery of treatment options. Once the patient and their
physician have decided on a definitive treatment plan, the oncology resource nurse reenforces and
enhances physician education regarding treatment, recovery times and rehabilitation options. Surgical
patients are seen by the oncology resource nurse to deliver a care package of comfort items and
educational materials. Chemotherapy patients are offered music and other relaxation techniques during
their treatments.

The OESS program facilitates many support groups and annual events to allow the survivors
opportunities to meet other survivors and develop a support network. Vickie facilitates the ABC (After
Breast Cancer) support group for all breast cancer survivors, regardless of age, stage or length of time as
a survivor. Vickie also conducts the Lebed Method ® Focus on healing weekly exercise class. This class
is medically based to help breast cancer survivors minimize their risk or occurrence of lymphedema. Body
image and self esteem are a vital part of recovery, coordination of prosthesis and bra fittings for the
mastectomy patients, beautician services including wig fitting appointments for those potentially going to
have chemotherapy, and encouragement of patients to take part in the American Cancer Society’s Look
Good Feel Better program are available. Semi-annual women'’s retreats are offered to all female patients
and are co-facilitated by the oncology resource nurse and the oncology social worker. The OESS team
throughout the year organizes many programs and events. Specific breast cancer events include
quarterly lymphedema education in coordination with the local lymphedema specialist, Beth Manning, OT
and Elisabeth Mallette, PT. An annual breast cancer survivor's luncheon has been a part of the program
for the last 16 years. This past year’s attendance totaled 250 survivors and their guests. The OESS team
addresses survivorship issues and has begun to develop breast cancer treatment plan summaries and
follow-up care schedules for the breast cancer patients after completing chemotherapy and radiation.
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ONCOLOGY DATA MANAGEMENT

Nancy Normandin, CTR
Mary Sue Hollowood, BA

The Oncology Data Management Department (Cancer Registry) has a vital role in the interdisciplinary
approach to cancer program management at Glens Falls Hospital. The goals of the Registry are to
improve patient care, enhance professional education and provide high quality information for
administrative planning and clinical research.

The Cancer Registry collects relevant cancer information, provides useful statistical summaries and
monitors standards compliance with members of the interdisciplinary Cancer Committee. The data
collected include demographics, cancer identification (primary site, histology, stage of disease and
treatment) and lifetime clinical patient follow-up to evaluate treatment outcomes and monitor trends in
patient survival.

Several major changes were seen in the Registry in 2008. Staffing changed from 1.5 full time CTRs
(certified tumor registrars) to .5 full time CTRs. A new registrar in training has joined the department and
is quickly learning the roles and responsibilities within the cancer program. She will complete her training
in 2010 and be eligible to sit for the national CTR exam in March 2010. The cancer committee requested
and was granted from the Commission on Cancer (CoC) a change in reference year from 1987 to 1998.
This has changed the workload of the Cancer Registry and helps to focus on more current cancer data.
The changes in data standards, TNM staging, the addition of collaborative staging and multiple primary /
histology rules have increased the amount of review for each case.

The Glens Falls database currently contains information on 9,953 patients. In 2007, 1050 cases were
accessioned into the Registry. Of those, 865 (82%) were analytic. By definition, analytic cases are those
cases that are newly diagnosed with malignant neoplasm and/or have received all or part of their first
course of treatment at Glens Falls Hospital. The remaining 187 (18%) were non-analytic. Non-analytic
cases are patients initially diagnosed and treated at another facility, who are now receiving treatment for
progression or recurrence of their disease at this facility.

Class of Case

Class 0, 1, and 2 are considered analytic cases, class 3, 4, 5, 6, & 7 are non-analytic. Class 0 and
class 1, which account for 724 cases, were those malignancies diagnosed through our facility. Class 2,
which accounts for 139 cases, were diagnosed elsewhere and referred here for treatment. (Figure 1)

Comparison of Top Sites

In 2007, Breast cancer is our top site representing 20% of the total analytic cases seen at GFH. The
next most frequent cancer diagnoses seen were lung (19%), prostate (8%), melanoma (7%) and
colorectal (6%). These top sites represent 65% of all newly diagnosed cases seen at GFH. (Figure 2)

Oncology Case Conferences

The Cancer Registry also coordinates the weekly Oncology Case Conference (tumor board). This
patient-oriented, multidisciplinary conference is open to all physicians, nurses and other health care
professionals. Cases are presented for diagnostic assessment, staging, treatment planning, prospective
and retrospective review and education during all phases of care. Physicians can make a request for
case presentation by contacting the Oncology Data Management office at 518.926.6633.

Cancer case conferences are as follows:
General Oncology Case Conference: every Thursday @ 12 Noon
Lung Case Conference: first and third Friday’'s @ 12 Noon
Lymphoma Cases Conference: second and fourth Friday’'s @ 12 Noon (held in conjunction
with the University of Vermont)

In 2008, 278 patient cases were discussed at these conferences combined.
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Figure 2: Top Five Cancer Sites Diagnosed in 2007 Glens Falls Hospital compared to National

The following table summarizes the wide spectrum of malignant diseases identified and treated by
our physicians and staff during 2007. (Table 1)
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FREQUENCY REPORT 2007 ALL CASES

BODY PRIMARY TOT # % ALL GENDER
SYSTEM SITE CASES CASES MALE FEMALE
HEAD & NECK 17 2 14 3
LIP 4 A4 3 1
TONGUE 5 5 4 1
SALIVARY GLAND 1 1 1 0
FLOOR OF MOUTH 1 1 1 0
OTHER MOUTH 2 .2 2 0
NASOPHARYNX 1 1 1 0
TONSIL 2 2 2 0
OROPHAYRNX 1 1 0 1
DIGESTIVE 147 14 96 51
ESOPHAGUS 12 1 11 1
STOMACH 20 2 15 5
SMALL INTESTINE 5 5 4 1
COLON 50 5 27 23
RECTOSIGMOID JCT & RECTUM 23 2 17 6
ANUS / ANAL CANAL 2 2 1 1
LIVER / INTRAHEP BILE DUCT 9 1 7 2
GALLBLADDER / BILIARY TRACT 5 5 3 2
PANCREAS 16 2 9 7
PERITONEUM / OTHER NOS 5 5 2 3
RESPIRATORY 185 18 97 88
LAYRNX 9 1 8 1
LUNG 176 17 89 87
BONES & JOINTS BONES, JOINTS, CARTILAGE 2 2 1 1
HEME / LYMPHATIC 72 7 41 31
LYMPH NODES 45 4 22 23
HEMATOPOIETIC 27 3 19 8
SKIN MELANOMA 78 8 45 33
SOFT TISSUE SOFT TISSUE 4 4 3 1
BREAST BREAST 178 17 3 175
FEMALE GENITAL 79 8 0 79
CERVIX UTERI 14 1 0 14
CORPUS UTERI 28 4 0 38
UTERUS NOS & OTHER 3 3 0 3
VAGINA 1 1 0 1
VULVA 9 1 0 9
OVARY 14 1 0 14
MALE GENITAL 143 14 143 0
PROSTATE 132 13 132 0
TESTIS 6 .6 6 0
PENIS 5 1 5 0
URINARY 74 7 52 22
BLADDER 50 5 34 16
KIDNEY / RENAL PELVIS 22 2 17 5
URETER 2 .2 1 1
EYE & ORBIT EYE & ORBIT 1 A 0 1
NERVOUS SYSTEM 16 2 8 8
BRAIN 9 1 7 2
CRANIAL NERVES & OTHER 7 1 1 6
THYROID/ENDOCRINE 10 1 3 7
THYROID 7 1 2 5
OTHER ENDOCRINE 3 3 1 2
OTHER / UNSPEC 34 3 20 14
MESOTHELIOMA 2 2 2 0
UNK PRIMARY 32 3 18 14
TOTALS 1046 * 529 517

Due to rounding, figures may not equal 100% Statistics based on Year of Diagnosis
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Support Services
A variety of educational, screening, and support services are available at Glens Falls Hospital and the
C. R. Wood Cancer Center including the following:

Nutrition Services

The delivery of nutrition support services throughout the cancer program, both inpatient and
outpatient is a joint effort with Nutrition Services. Since nutrition is an important aspect of care during
cancer treatment, financial barriers were removed and nutritional assessment and intervention is
incorporated into the care for all patients undergoing active treatment.

The program is proud that Oncology Dietician Joan Butler was the first individual in New York State to
achieve board certification as a Specialist in Oncology Nutrition during 2008.

Oncology Education and Support Services

The focus of Oncology Education and Support Services is Cancer Survivorship: the psychosocial and
educational needs of patients and families from the time of diagnosis through treatment and the
remainder of their life. Education and support is provided in collaboration with the physician and nursing
teams in the program areas throughout the service line. The department staff includes: 2 Oncology
Certified Resource Nurses, a Health Psychologist and Oncology Certified Social Worker who collaborate
with the Dietitian, Case Manager, Chaplain, Wellness Center and Rehabilitation Services staff.

The Uniquely You © Boutique and Salon

A licensed beautician provides hair care services weekly. Haircuts and wig fittings are free for any
person affected by cancer. Funding for this service is provided through donations to the Image Fund.
Over 370 individual visits and over 140 wigs were provided free of charge through donations from Zonta
and the Community in 2008. Post-mastectomy supply vendor, Maratelle provides services weekly in the
Boutique space.

Support Groups & Special Events
Eleven support groups meet at least monthly with over 1350 attendees. New in 2008, over 500
individuals participated in Tai Chi classes. Special functions throughout the year include:
- Breast Cancer Awareness Luncheon
Prostate Cancer Awareness Dinner
A holiday party and an annual summer support group picnic. Week long Cancer Survivors
Celebration and Lance Armstrong Foundation Day
Cindy’s Retreat events: Cindy's Retreat; Cindy’'s Comfort Camp; CG Men's Retreat. All
supported by funding from Cindy’s Retreat Fund & Camp fund.

Laboratory Services
The Glens Falls Hospital Laboratory Department provides on-site laboratory services within the C. R.
Wood Cancer Center Pruyn Pavilion to provide patients with a welcomed convenience.

Radiation Oncology

The Radiation Oncology provides radiotherapy predominantly to outpatients, serving the young adult
to geriatric population. The Radiation Oncologists, Drs. Lance Hellman and Alex Frank, lead the clinical
team comprised of a physicist, dosimetrist, radiation therapist, nurse and support staff members to
provide comprehensive radiation oncology care. From the time of initial consultation, the team works with
the patient and family to provide the highest quality medical care and symptom management as well as
education about their disease and treatment. The department is equipped with the latest technology that
can deliver state of the art treatment such as intensity-modulated radiotherapy (IMRT), image-guided
radiotherapy (IGRT) and High-Dose Rate (HDR) brachytherapy. The department is committed to
providing patients with the highest quality care and the latest in treatment technology and methods. To
that end the department continues to collect data and evaluate its processes in order to improve patient
outcomes and their treatment experience. A third radiation oncologist, Dr. Christopher Dolinsky, joined
the department in July 2008.
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Clinical Research

Available clinical research studies involve treatments using investigational drugs or FDA-approved
drugs that are being tested in new doses or for new types of cancers. Our partnership with national
research groups provides our patients access to some of the most progressive and promising clinical
trials in the nation.

Information is available to all new and established patients relating to clinical trials through various

mechanisms:

- The Glens Falls Hospital Web site (www.glensfallshospital.org)

- Internet search service on the patient computer in the cancer center library

- Articles in the Cancer Program newsletter Connections

- The booklet “What you should know about Clinical Trials” from the NCI is available on the
patient information table in the cancer center

- An information sheet for new patients, given out by the OESS contains information on how
to access clinical trials and the hospital-based research office.

- Research Staff screens all new patients and determines their eligibility for open trials.
Information is then placed on the patient chart for their first MD visit at the clinic. The
research nurse or certified clinical research associate reviews the details of the protocol
and consent with the provider who in turn provides the patient information so they can
consider options.

Inpatient Oncology — Northwest Tower 2

The inpatient oncology unit serves the adult patient from age 18 through geriatric in a 25-bed setting.
All patients have been diagnosed with cancer or are in the process of a workup for diagnosis.
Multidisciplinary care is provided in a setting where patient and family knowledge of the disease process
and all aspects of therapy are integral and incorporated throughout the admission. The unit also serves
medical patients, when space permits. The unit is staffed with RNs, LPNs, NAs, a unit secretary, and a
NP. A charge nurse is available Monday through Friday to manage the operations of the unit including
assisting and facilitating with treatments, data collection and patient flow.

The key initiative continues to be improved patient satisfaction, accomplished through further
implementation of Journey to Greatness standards and measured through Press Ganey patient surveys.

Cancer Services Program (formerly Healthy Living Pa  rtnership)

The Cancer Services Program (CSP) is a New York State Department of Health (NYSDOH) grant-
funded program that provides reimbursement to healthcare providers for breast, cervical and colorectal
cancer screening tests and necessary follow up testing to uninsured individuals in Warren, Hamilton and
Washington counties. The target population is uninsured individuals’ ages 40 to 64 years of age.

Any client receiving CSP funding that goes on to have a diagnosis of breast, cervical or colon cancer
or cervical dysplasia requiring treatment is enrolled into Medicaid Treatment Act by CSP personnel, a fast
tracked Medicaid insurance plan. The Cancer Services Program can also enroll uninsured clients’
diagnosis with prostate cancer into this fast-tracked Medicaid, despite not funding any cancer screening
services for prostate cancer.

Diagnostic and follow up procedures are also funded for any abnormal screening findings. In addition,
new in 2008, funding was available for symptomatic individuals’ ages 50 to 64 to receive colonoscopy.
Case management to guide patients through the healthcare system is provided to all CSP clients with
abnormal findings on screening tests. The Cancer Services Program funded services for 1556 uninsured
individuals in 2008.
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Medical Oncology & Hematology: Physician Practice a  nd Treatment Center

The Medical Oncology & Hematology Physician Practice Group is led by Dr. Robert Sponzo, Director
of the Cancer Program. Board Certified Oncologists include: Ageel Gillani, MD; Eric Pillemer, MD and
John Stoutenburg, MD.

The Medical Oncology Department provides interdisciplinary care on an outpatient basis, serving the
needs of the young adult to geriatric population diagnosed with cancer and blood disorders. The
department is staffed with RN’s, LPN’s and schedulers who work in collaboration with the Medical
Oncologists, Physicians Assistants, Pharmacists, Technicians, and support staff to assess, coordinate
and evaluate the oncologic and hematologic care of referred patients. From the time of initial
consultation, the team works with the patient and family to provide medical care, symptom management,
education regarding disease process and treatment, psychological and emotional support. The staff in
the treatment center administers chemotherapy, biotherapy, supportive medications, blood products and
hydration. There is a pharmacy located within the treatment center where all medications are prepared
and dispensed for administration.

Rehabilitation Medicine

Patients have access to a variety of outpatient physical therapy and rehabilitation services tailored to
their needs. Our specialized services include tai chi, Lebed® Method of gentle exercise, and a formal
lymphedema treatment program through Rehabilitative Services at Glens Falls Hospital. In 2008 a grant
funded by the Capital Region Chapter of the Susan G. Komen Foundation, provided support for this
program and services to women with a financial need.

Hospice Services

The Glens Falls Hospital and the C. R. Wood Cancer Center staff work collaboratively with regional
county Hospice and Palliative Care programs to provide hospice services for patients. The program
enables patients to remain in the comfort of their own homes during the final phase of their illness to be
cared for by family and friends with the support of medical professionals and trained volunteers.

Palliative Care

The Palliative Care Team began as a multidisciplinary sub-committee of the Cancer Committee in
2008 and has plans to provide consultation on palliative care and symptom management in 2009. The fall
2009 Dr. William Simmonds Cancer Symposium will focus on Managing Pain and Palliative Care
throughout the Cancer Continuum.
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