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It has been an exciting year for both SwedishAmerican Health
System and the Regional Cancer Center. Offering access to
healthcare and reaching out to our surrounding areas is just one way
that our organization cares for its community.

In 2008 SwedishAmerican Health System purchased a hospital in
Belvidere, lllinois. After extensive renovations this facility re-opened
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in April 2009 as SwedishAmerican Medical Center/Belvidere. The
addition of this facility has benefited many patients and families

in the Boone County region. Services offered at Medical Center/
Belvidere include: a four-chair infusion room; digital mammography;
physical therapy; diagnostic services such as CAT scans, ultrasound
and X-ray; laboratory; inpatient care; and a 24/7 Emergency
Department that is staffed with board-certified emergency
physicians. The ability to offer screening and supportive services to
Boone County has benefited screening and detection efforts, as well
as our oncology patient population.

Additional outreach services are offered in Rochelle, Illinois, at the
Rochelle Community Hospital Multi-Specialty Center, and in Dixon,
lllinois, at our newly renovated Medical Oncology office in the Town
Square Building. Providing oncology services to these areas has
increased each community’s access to the center’s latest clinical

trials, the Lung Cancer Center, oncology support services, and to
SwedishAmerican Hospital’s specialty services as needed in Rockford.

We offer a collaborative approach to care that includes a
multidisciplinary group of physicians, nurses and ancillary/support
staff. In addition, we use the latest equipment, techniques and
medications to diagnosis and treat cancer. But it's our people who
make us special. We believe in a team approach, with each patient
being central to the team.



This past year, we have continued to grow the Lung Cancer Center and have hired Ann Miller as our nurse
navigator for the program. Patients who have gone through the Lung Cancer Center have benefited from
a team approach to care, and we are working to diagnose lung cancer faster and have decreased the time
from diagnosis to treatment.

The hospital outpatient infusion room service at SwedishAmerican has moved from 7th Floor to our 3rd
floor concourse entrance off East State Street. This new location is closer to the hospital entrance and has
given the department more room and privacy for patients.

Advancements also have been made in the area of breast cancer diagnosis. Our Breast Health Center
has added four digital mammography rooms, which are very beneficial for postmenopausal women over
the age of 50, as well as women who have dense breast tissue. Digital mammography has become the
standard of care within our community, and residents no longer have to leave the northern lllinois region
to receive this latest technology.

The SwedishAmerican Regional Cancer Center was accredited in September of 2008, and once again
received three-year Accreditation with Commendation. This designation validates our efforts to continually

bring quality cancer care services to the region.

In 2010 the Regional Cancer Center will continue to develop and implement programs that meet our

mission and vision to “care for our community.”




During 2008, the SwedishAmerican Regional Cancer Center’s cancer
program treated 766 new analytic patients. These patients are
included in a number of statistical reports presented on a regular
basis to the Cancer Committee in order to measure outcome. In
addition, there were 51 non-analytic patients. This second group
entered our system after they had already completed their initial
therapy elsewhere, or at SwedishAmerican prior to 1973.

cancer reqistry

Overview of 2008

Breast cancer continues to comprise the largest share of our

patient population, and represents almost 23 percent of the total.
Colorectal cancer, now at just over 10 percent of the total cases,
increased in prevalence by several percentage points and is keeping
pace with national and state estimates. A slight downturn in some
primary sites is noted but is expected to be short-lived, while several
other diseases have risen proportionately, including bladder cancer
and the hematologic malignancies. The Regional Cancer Center
continues to provide a significant and robust response to the overall
cancer burden in the community.

Major Sites of New Cancer, Relative Frequency

SAH % *Illinois % *National %

Breast 22.9 121 12.6
Lung/Bronchus 12.6 15.7 14.9
Colon/Rectum 10.1 111 10.3
Bladder 6.6 4.8 4.7
Prostate 6.0 13.1 12.9
Leukemia 4.5 3.1 3.0

* Source: American Cancer Society, Cancer Facts & Figures 2008, pages 4 and 5

Among the major primary sites, the historical disparity between
male and female patients, with males taking the larger share,

has been changing. The gap is closing, probably due to many
demographic factors, including age at diagnosis and variances in
lifestyle, and bearing in mind the large number of breast cancer

patients, virtually all of whom are female. In terms of colon cancer



incidence, the number of women has exceeded the number of men for the last two years. Lung cancer has
occurred in both women and men in almost identical numbers for two consecutive years, representing a
change in historical trends. Five years ago, there was a heavy preponderance of male leukemia patients.
While there are still more men than women, this gap also appears to be narrowing.

Male vs. Female by Age at Diagnosis
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One of the most significant indications of good community outreach is the stage of disease at the time
of diagnosis, as we work toward capturing the disease at its inception, when treatment options tend to
be greater. The largest group of female patients in 2008 was diagnosed at stage |. Male patients were
more frequently encountered at stage I, when the disease may have greater regional spread in the
body, or the tumor may be larger. Males also tended to be older, with the largest group of men being
in their seventies, while women were more frequently in their sixties. What all these trends suggest is
that prevention and educational efforts should continue to be strong and comprehensive, targeting all
segments of our community, through our partnership with the American Cancer Society and others.

Incidence of Major Sites by Gender
Total Number of Cases 2004-2008

2004 2005 2006 2007 2008
site
1 141 1 152 0 146 0 194 0 176

Breast

Lung/Bronchus 68 46 67 48 61 51 62 62 50 47
Colon/Rectum 43 38 32 40 38 26 33 39 33 45
Bladder 27 6 29 11 25 14 29 8 41 10
Prostate 82 - 79 - 102 - 64 - 46 -
Leukemia 15 5 15 8 14 4 14 10 20 15

Our community is broadening somewhat, and will continue to do so as SwedishAmerican Health System
grows. Most of our patients are residents of Winnebago County, but proportionately less so than last year,
with numbers from the surrounding counties continuing to rise.

Distribution by State/County
2008 Analytic Incidence
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2008 Total Analytic Incidence

Primary Site

| w | F o0 o1 | o2 | 03 | 0¢ |unkn] NA_
Tongue 2 2 2 0 0 0 0 0 1 1 0
Salivary Glands 1 1 1 0 0 0 1 0 0 0 0
Floor of Mouth 1 A 0 1 0 0 0 0 0 1 0
Nasopharynx 1 A 0 1 0 0 1 0 0 0 0
Tonsil 2 2 2 0 1 0 0 0 1 0 0
Oropharynx 1 A 1 0 0 0 0 0 1 0 0
Esophagus 6 7 5 1 0 0 1 1 3 1 0
Stomach 7 9 3 4 0 0 0 1 5 1 0
Small Intestine 3 3 2 1 0 0 1 1 0 0 1
Colon 52 6.7 20 32 2 9 15 13 11 1 1
Rectosigmoid Junction 9 11 6 3 0 3 1 3 2 0 0
Rectum 17 2.2 7 10 0 5 5 3 3 1 0
Anus 3 3 1 2 0 0 1 2 0 0 0
Liver & Intrahepatic 3 3 2 1 0 0 1 1 0 1 0
Gallbladder 3 3 0 3 0 1 0 0 2 0 0
Other Biliary 5 .6 3 2 0 0 0 0 2 3 0
Pancreas 17 2.2 9 8 0 1 3 1 9 3 0
Nasal Cavity 2 2 2 0 0 0 1 0 1 0 0
Larynx 7 9 7 0 0 4 0 2 1 0 0
Lung & Bronchus 97 12.6 50 47 0 22 7 17 49 2 0
Soft Tissue 4 5 1 3 0 0 0 0 0 0 4
Melanoma 22 2.8 12 10 3 10 3 2 0 4 0
Other Skin 3 3 2 1 0 0 0 0 0 1 2
Breast 176 22.9 0 176 26 70 47 24 7 2 0
Cervix Uteri 4 .5 0 4 0 1 1 1 1 0 0
Corpus Uteri 17 2.2 0 17 1 10 1 2 1 0 2
Ovary 7 9 0 7 0 2 0 4 1 0 0
Vulva 2 2 0 2 2 0 0 0 0 0 0
Other Female Organs 1 1 0 1 0 1 0 0 0 0 0
Prostate 46 6.0 46 0 0 0 37 5 3 1 0
Testis 10 1.3 10 0 0 8 1 1 0 0 0
Penis 1 A 0 0 0 1 0 0 0 0
Other Male Organs 1 A 0 0 0 0 0 0 1 0
Urinary Bladder 51 6.6 41 10 20 11 15 3 1 1 0
Kidney & Renal Pelvis 26 3.3 16 10 0 18 3 2 3 0 0
Ureter 1 A 0 1 0 0 1 0 0 0 0
Brain 12 1.5 5 7 0 0 0 0 0 0 12
Other Nervous System 8 1.0 4 4 0 0 0 0 0 0 8
Thyroid 20 2.6 6 14 0 11 5 1 3 0 0
Other Endocrine 7 9 3 4 0 0 0 0 0 0 7
Lymphoma 31 4.0 22 9 0 7 4 8 10 2 0
Leukemia 35 4.5 20 15 0 0 0 0 0 0 35
Multiple Myeloma 12 15 7 5 0 0 0 0 0 0 12
Mesothelioma 2 2 1 1 0 0 1 1 0 0 0
Unknown Primary 17 2.2 8 9 0 0 0 0 0 0 17
Other 11 14 4 7 0 0 0 0 0 0 11




According to the Centers for Disease Control and Prevention,
cancer is the second-leading cause of death in this country, after
heart disease (Table 1).

The American Cancer Society statistics show that lung cancer is the
leading cause of cancer death in the United States and the world.
In the United States, approximately 215,020 men and women were
diagnosed with lung cancer in 2008. Of these, about 15 percent
will survive longer than five years. At SwedishAmerican Hospital
(SAH), lung cancer incidence in 2008 was 11.6 percent, compared

lung cancer

Surgeon'’s Perspective

Thomas L. Carter, Jr., MD
Medical Director, SAH Lung
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to 15.0 percent in Illinois and 14.8 percent nationally. Lung cancer
is now the leading cause of cancer death in women, exceeding
breast cancer and gynecologic cancers. With the rise of smoking

in developing countries, lung cancer is a worldwide epidemic. The
national incidence of lung cancer is distressing because the use of
tobacco is the leading preventable cause of disease and premature
death in the United States. According to the surveillance for cancers
associated with tobacco use reported for 1999-2004, 30 percent

of cancer deaths, including 87 percent of lung cancer deaths, are
attributable to tobacco use. The use of tobacco peaked in the 1970s
at about 40 percent of the population, and is now down to about
20 percent. Within the last decade, the use of tobacco has fallen
approximately 4 or 5 percent due to the development of smoking
cessation programs and educational efforts regarding tobacco use.

Table 1: Causes of Death

Cause of Death Number of Deaths

Heart Disease 631,636
Cancer 559,888
Stroke/Cerebrovascular 137,119
Chronic Lower Respiratory 124,583
Accidents 121,599

Source: Centers for Disease Control and Prevention: Final Data for 2006



In 2009, the American Cancer Society estimates that there will be nearly 220,000 new cases of lung cancer
in the United States, and that 9,180 new cases will occur in Illinois alone. Deaths attributed to lung cancer
will be about 160,000 nationally, with an estimated 6,940 deaths in lllinois. Ongoing surveillance of cancer
associated with tobacco use is essential to evaluate the smoking cessation programs’ efforts and identify
at-risk populations and groups that would benefit from cessation intervention programs and policies.

Most cases of lung cancer are still diagnosed in later stages due to the lack of symptoms during the earlier
stages of the disease. Most lung cancers detected at an early stage are found incidentally during a chest
X-ray or Cat Scan (CT) that is being done for other medical reasons. As indicated below, for non-small

cell carcinoma in 2008, the majority of the lung cancer cases were identified in the later stages, with the
highest percentage being in stage IV (both at SAH and nationally). As shown in Table 2, SAH was slightly
higher than the national average for stage | non-small cell lung cancers during the same time period.

Table 2: 2008 Non-Small Cell Lung Carcinoma

A % NCDS %

I 28.5 23.0
Il 29 6.6
I 25.8 23.2
\Y) 42.8 34.4
Unknown - 12.4

As a consequence, the five-year survival rate for all lung cancers is only 16 percent. SAH’s overall survival
for lung cancer by stages I-1V is relatively higher compared to the National Cancer Data Base’s (NCDB)
survival rate, as indicated in Table 3.

Table 3: Survival by Stage

Stage at Diagnosis SAH % Living >5 years NCDB % Living >5 years

I 76 66
Il 38 31
1 12 10
v 4 4

Survival is highly stage dependent. Lung cancer can be cured, but essentially requires finding the
malignancy in early stages. Early lung cancer detection efforts have not yet demonstrated the ability to
improve overall survival. Screening chest X-rays and CT scans are not cost effective or covered by most
insurance, which leaves the patient to pay for these procedures. These tests lead to a substantial usage
of time and monies to diagnose what often turn out to be benign lesions. There are risks associated with
frequent screening radiologic films. We clearly need new technological advances to help find lung cancer
while it is still a local disease and can be cured.



Appropriate staging is critical. Treatment and prognosis depend on the magnitude of the primary tumor

and the extent of any metastases. CAT scanning is an important element to adequately determine size of
the tumor, potential invasion of nearby structures and evidence of other disease in the chest. PET scans
also are beneficial in some circumstances and can help to illuminate the amount of glucose uptake into
cells. The amount of uptake is important and reflected by the standard uptake value (SUV). A positive

test indicates that there are rapidly growing cells, specifically inflammation, infection and/or cancer. The
higher the SUV on the scan, the more probability the tumor is malignant. However, PET scans are not
conclusive. Many cancers are negative on PET scans and many positive PET scans are simply inflammation
or infection. PET scans should not be used as definitive staging. The best use of a PET scan is to guide
more invasive diagnostic methods such as mediastinoscopy, bronchoscopy and CAT scan-guided biopsies.

Surgical resection remains the most effective method for cure. The mortality benefit occurs when the
malignancy can be resected in its entirety. Leaving behind tumor or finding involved lymph nodes in the
operating room drastically worsens mortality. Increased survival can be obtained in these situations by the
addition of postoperative adjuvant therapy; chemotherapy and/or radiation therapy. The results, however,
are still suboptimal. If, on presentation, the tumor appears unresectable or positive lymph nodes are
identified, outcomes may be improved with preoperative chemotherapy and/or radiation therapy followed
by surgery. The treatment course that is offered is individualized for each patient.
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Finding a new lesion in the lung initiates a process involving multiple physicians and multiple tests. This is
stressful for patients and their families as they try to navigate through the healthcare system while dealing
with the threat of having cancer. To facilitate and coordinate the diagnosis, staging and treatment of
patients with new lung nodules, we have established the SwedishAmerican Lung Cancer Center. The focal
point is a multidisciplinary conference consisting of surgeons, medical oncologists, radiation oncologists,
radiologists, pulmonologists, pathologists and a nurse navigator.

Patients with suspicious radiologic findings in the chest are presented and discussed. Recommendations
for further studies to determine diagnosis, staging and/or to initiate therapy are made. The role of the
nurse navigator is to coordinate services and facilitate communication. Patients and their families are
guided through the process in a manner that reduces stress and facilitates an expedited diagnosis. The
Lung Cancer Center also incorporates holistic health evaluation and support for those patients who

are interested. Other consultative support services include: chaplain service, social worker, dietician

and other specialty areas within the organization as needed. The Lung Cancer Center is exclusive to
SwedishAmerican Health System.

Surgical resection of early stage lung cancer is the best option to provide a cure. However, some
patients with early stage cancer can’t undergo surgery because of co-morbid disease. At SAH we now
offer Radio Frequency Ablation (RFA) to select patients for treatment of their lung cancer. The treatment
is performed under general anesthesia and involves CAT scan-guided placement of a probe into the
tumor. The procedure takes about an hour and uses radio waves to heat the tumor until it is ablated. The
biggest advantage is the minimal morbidity compared with surgery. The most common complication is
pneumothorax, which is readily treated with a chest tube. Most patients spend one night in the hospital.
RFA provides a survival benefit to patients who are not candidates for standard surgical therapy. SAH is
the only facility in the region to offer RFA for lung cancer treatment.

For patients who are surgical candidates for cancer resection, SAH now offers thorascopic lobectomy. The
procedure involves a much smaller and less invasive incision. Pain and debilitation appears significantly
less than with standard thoracotomy resection. We believe this approach will reduce morbidity and allow
us to offer the procedure to more patients, thereby expanding the potential for cure. This is a new offering
in our region.

Lung cancer remains a major problem in this country and within the region. We still need to find solutions
to a number of issues regarding its diagnosis and treatment. However, small steps of progress are being
made by reducing smoking, improving coordination of care and establishing newer procedures. SAH is
leading the region in taking these steps.
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This year, 75 percent of lung cancer patients received radiation
as part of their treatment regime. This compares favorably with
the most recent treatment data available from 1,300 hospitals
reported to the National Cancer Data Base, and conforms

to clinical practice guidelines as set forth by the National
Comprehensive Cancer Network.

lung cancer

Radiation Therapist's Perspective
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Radiation therapy plays a very important role in the management of
lung cancer. The therapy is generally given through the application
of high-energy X-ray radiation which, by causing DNA damage, can
stop cells from dividing, and can bring about cell death. Radiation
can damage both normal and cancer cells; however, normal cells

have a higher potential to recover from the damage.

Of the several kinds of lung cancers, the two largest categories
consist of small cell and non-small cell carcinomas. In both instances,
radiation therapy can be utilized, and it often is combined with
surgery and chemotherapy for better cancer control.

A combination of chemotherapy and radiation therapy is often

given to patients with superior sulcus tumors. In those tumors

and others, preoperative treatment may be offered. The goal is

to shrink the tumor and make it operable. Patients with non-small
cell lung cancer (NSCLC) who have had surgery can benefit from
postoperative radiation, and chemotherapy is added if the patient
has high risk factors for recurrence. Patients with NSCLCs who have
locally advanced disease, or who are medically unfit for surgery, are
frequently offered a combination of chemo and radiotherapy as their
primary treatment.



Table 1: Treatment Percentage by Stage

_ Stagel% Stage Il % Stage Il % Stage IV % Other % Total %

Chemotherapy Only

Surgery Only 175 1.0 0 0 0 185
Surgery + Radiation + Chemotherapy 1.0 3.0 5.2 4.2 0 13.4
Radiation + Chemotherapy 4.1 3.0 6.1 19.7 0 32.9
Radiation + Chemotherapy + Palliative Care 0 0 3.2 14.4 0 17.6
Radiation + Palliative Care 0 0 3.0 7.4 1.0 11.4

After chemotherapy, patients with small cell lung cancer (SCLC) routinely undergo consolidation
radiation therapy to the site of the original mass to prevent it from coming back. Fifty percent of these
patients will go on to develop metastasis to the brain from the original lung tumor. Brain metastasis is
one of the main types of relapses in SCLC. Several clinical trials have shown that prophylactic cranial
radiation (treating before there is a definite diagnosis) halves the rate of brain metastasis we see in this
group of patients.

Radiation also is used as palliative treatment to relieve symptoms, such as shortness of breath, coughing
and bleeding, all of which can be caused by the cancer. Radiation is very effective in improving pain

from bone metastasis; after treatment, patients usually are able to decrease or even stop taking pain
medications. Palliative radiation also is utilized to improve neurologic symptoms when the cancer spreads
to the brain or spinal cord.

Radiation in the preoperative or postoperative setting, or performed for consolidation, lasts between six
and eight weeks. Palliative radiation lasts from two to four weeks. Daily treatments are coordinated with
the patient’s schedule, and are offered Monday through Friday.

Side effects depend upon the anatomy that is included in the radiation fields, the dose that is given and
the size of the treatment fields. Radiation side effects are cumulative with the dose received, and usually
do not appear until after the first two weeks of treatment.

Treatment to the chest area can result in difficulty swallowing due to the irritation of the esophagus by

the radiation. Patients also may experience an increase in their coughing. Treatment to the abdominal
area can cause nausea, vomiting and diarrhea. Pelvic radiation can result in diarrhea and bladder

irritation symptoms. Most patients also experience skin irritation, amounting to a sun tan or sunburn in

the treatment area. Some patients also experience fatigue. These are closely monitored by the radiation
oncologist and the radiation therapists. With a team approach including the radiation oncologist, radiation
therapist, oncology nutritionist and other support personnel, we can help with the management of
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these side effects during and after the treatment. Most of the side effects improve in a few weeks after
completion of the treatment.

Other types of radiation treatment that can be offered for selected lung cancer patients include the use of
radioisotopes that emit gamma rays. Radioisotopes can be placed in the trachea or bronchus for a period
of time and thus deliver radiation to the immediate area while minimizing radiation to the surrounding
normal tissues. This type of treatment is dependent on the size, location and extent of the cancer.

The role of radiation therapy will continue to be an integral part of the management of cancer as we

continue to develop new technologies and advances in the care of cancer patients. Our center has been
the longest standing radiation center in the northern lllinois region, and we will continue to offer the latest
technological advances to our community.




Medical Oncologist's Perspective

Sharon Shipp, MD
Medical Oncologist

Lung cancer is a world-wide epidemic, and is now the leading cause
of death in women (greater than breast cancer and gynecologic
cancers). Research and clinical trials, along with prevention, currently
provide our most promising strategy for combating this disease.

ung cancer

Lung cancers are generally classified by their tissue or cell type—
either small cell lung cancer (SCLC) or non-small cell lung cancer
(NSCLC). According to the National Cancer Institute, non-small cell
lung cancers make up about 85 percent of all lung cancers. In 2008,
NSCLC accounted for more than 72 percent of all lung malignancies
at SwedishAmerican Hospital (SAH), which correlates to the national
trend in leading lung cancer histology (Table 1).

In investigating trends and making comparisons, we have a helpful
resource in the National Cancer Data Base (NCDB). This is a
compendium of statistical information on incidence, treatment and
outcomes, based upon data reported each year to the American
College of Surgeons Commission on Cancer.

Table 1: Histology Diagnosis

Histology SAH % NCDB %

Small Cell Carcinoma 18.6 14.0
Non-small Cell Carcinoma 72.2 78.0
Other Cell Types 9.3 8.0

NSCLC can be further subcategorized into several types, including
squamous cell, large cell and adenocarcinoma. Adenocarcinoma
is now the most common cell type and can be found in non-
smokers. For patients with NSCLC at SAH, squamous cell is the
leading histology, while adenocarcinoma is the second leading
histology. Large cell carcinoma is significantly higher at SAH
compared to the lung histologies reported to the NCDB (Table 2).
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