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Chairman Report

I am pleased to announce the Varian TrueBeam linear accelerator is now
commissioned and operational at the Gadsden Regional Cancer Center. In
addition, renovations continue as we strive towards becoming the premier
cancer center in the state. There is truly no better radiation therapy equipment available anywhere. State-of-the-art cancer treatment is now accessible to all in Etowah County and surrounding areas.
The Center is looking forward to some exciting structural changes in the
coming year. There will be a much needed expansion and renovation of our
front lobby. We will soon welcome our patients in a pleasant, updated atmosphere. We also look forward to hosting tumor conferences in our new
meeting room, which will be equipped with cutting edge, communications
equipment. New bathrooms, waiting areas and offices will round out the impressive project.
The Varian TrueBeam linear accelerator is an engineering marvel. The machine is capable of delivering impressive dose rates that cut our treatment
times by over half. The efficiency of this equipment is stunning. Treatments,
which might have previously taken up to 45 minutes, now take less than 7.
Efficient treatment leads to more accurate delivery, improved patient comfort and better tumor control.
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The TrueBeam is capable of adding new efficiencies in the delivery of Intensity
Modulated Radiation Therapy (IMRT). Volumetric Modulated Arc Therapy (VMAT
or “RapidArc”) allows us to achieve highly conformal dose distributions while using standard fractionation schedules. This provides improved target volume coverage and improved sparing of normal tissues compared with conventional IMRT
techniques. The process is amazing. We can now simultaneously treat multiple
tumors around a single isocenter. We have already treated one patient with two
separate lung tumors and we have planned another with 30 separate brain metastases. Both plans can be delivered in less than 5 minutes. The plans are so elegant
that it warrants a visit to The Cancer Center just to see this remarkable treatment
capability first hand.
The TrueBeam is capable of delivering Stereotactic Radiosurgery (SRS) and Stereotactic Body Radiotherapy (SBRT). These are specialized treatments that deliver extremely high doses of radiation to a minimally defined volume of tissue. The result is the actual ablation of tissue within the target volume. Thus, SRS and SBRT
can be used as a primary ablative therapy when traditional surgery may not be
safe or appropriate. These radiosurgical techniques represent a new service line
for our cancer program. SRS and SBRT can now be used for many new malignancies that were not treated with radiation before. These techniques can now also
be used to treat several benign (non-cancerous) conditions as well.
The TrueBeam is equipped with high-quality, on-board, diagnostic imaging. The
machine is certainly capable of producing the traditional “beam’s-eye” megavoltage port films, assuring accurate daily patient set up, but in addition, we can now
take diagnostic-quality images of the patient in the treatment position. The kV
imager is also capable of producing a cone-beam CT image of the treatment volume. This opens up a whole new field of tumor monitoring during the course of
treatment. We can now assess the tumor
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volume as it responds to treatment from week to week or even from fraction to
fraction. Changes in tumor volume can now be detected in real time and treatment plan adjustments can be made to allow for these changes. In other words,
as the tumor shrinks under treatment, we can detect the changes, quantify the
changes, and adjust our treatment plan accordingly.
The TrueBeam is not the only new equipment at The Cancer Center. We are
proud to have the new Siemens Somatom Sensation, 4-D CT simulator. This 24slice, CT scanner is equipped with contrasting capability if needed and yields extraordinary images with great speed. The large 70 cm bore allows for ease of patient set up and accommodates the myriad setup aids utilized in radiation therapy. It is capable of imaging in four dimensions allowing us to track intra-fraction
tumor movement. Stereotactic Body Radiation Therapy demands precise
knowledge of tumor location during delivery. Our scanner is capable of taking CT
movies of tumors as they move in relation to diaphragmatic and cardiac rhythms.
The CT, along with the new ANZI tracking equipment, allows for tracking and indexing of tumor motion in real time. This tumor motion can be accounted for by
the new Eclipse treatment planning software. The planning software can in turn
program the TrueBeam accelerator to gate treatments as the tumor moves.
Patient positioning and movement are also closely monitored in the treatment
room by the RPM and OSMS monitoring systems. The RPM tracking equipment is
capable of translating the diaphragmatic rhythms detected during planning and
feeding them to the accelerator’s central processing unit. The TrueBeam can
then either turn treatment off then on again as the tumor moves into the treatment field (true gating) or actually track and continuously treat during tumor
movement. The OSMS system uses infrared sensors to monitor patient movements. If the patient moves for any reason during the course of treatment, the
treatment is interrupted to allow for repositioning.
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Our dosimetry department has been upgraded as well with the new Eclipse
planning software and hardware. These computers allow our dosimetrists to
drastically cut planning times for improved patient throughput. We also now
have the capability to perform image fusion with other CT, MRI, and PET images. By fusing data from multiple diagnostic study sets, we can vastly improve
contouring accuracy. These upgrades, along with the hardware described
above, places The Gadsden Regional Cancer Center among the top three centers in the state. Very few centers outside of academic settings have this planning and treatment capability.
I applaud our hospital’s administrative staff for their forward vision in bringing
The Cancer Center to the forefront of cancer care. The Gadsden Regional Cancer Center is in a dominant position and should remain competitive for years to
come. I hope you will share in the excitement as we usher in these new advancements. These tools are now available for other specialties to use. We
welcome the input of our surgical specialists who will be integral in the success
of this program. I look forward to reporting to you next year about the many
new successful cases we will have participated in.
G. Lowndes Harrison, MD
Chairman, Cancer Committee
Gadsden Regional Medical Center
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Cancer Liaison Report

I take great pride in being a part of the Gadsden Regional Medical Center Cancer

program. We are constantly striving to improve our patient's care and experience as
they battle cancer. The goal of our cancer committee is to provide a multidisciplinary
approach to each patient's care. The field of oncology is constantly changing and
improving. Our goal is to implement these changes and to provide our patients with
the most comprehensive care possible in a local setting.
My role as the surgical liaison is to provide the connection between the cancer
committee and the cancer data. My responsibility is to evaluate and to also present
how well our program's performance is against the national based guidelines. We
use various tools and systems to help us analyze our data to ensure that our patients
receive the best care. These comparisons with national data help us develop new
goals and standards that keep us up front in the fight against cancer and to better
serve our community.

Eric A. Crabtree, DO
General Surgeon
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Cancer Registry
Cancer registrars are data information specialists that capture a complete history, diagnosis, treatment, and health status for every cancer patient in the U.S. The data provide essential information to researchers, healthcare providers, and public
health officials to better monitor and advance cancer treatments, conduct research, and improve cancer prevention and
screening programs
The Cancer Registry collects data on all cancer patients
diagnosed and/or treated at Gadsden Regional Medical Center and Gadsden Registry Cancer Center. The Cancer Registry
is supervised by the Cancer Committee to ensure compliance
with the American College of Surgeons Commission on Cancer program standards.
The Cancer Registry participates with the National Cancer Data Base and submits to the Alabama Statewide Cancer
Registry for Cancer Statistics.
The Cancer Registry also provides lifetime follow-up on
all cancer patients accessioned into the Registry. This information is obtained by continued contact with physicians offices as well as direct contact with the cancer patients.
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Cancer Registry
Other duties include organizing
Cancer Committee meetings and Cancer
Conferences. The registry is responsible for documenting the
programs compliance with the CoC standards to maintain the
cancer programs accreditation from the American College of
Surgeons Commission on Cancer.
The registry staff at Gadsden Regional consist of two
fulltime employees and a part time abstractor. One fulltime
employee and the part time abstractor are certified tumor
registrars. The other fulltime employee is a student in a cancer registry program and will be certified in the near future.
The registry staff participates in ongoing cancer related
education at the local, state and occasionally even on a national level in order to maintain their abstracting skills and to
maintain credentials in their field. The registry staff also participates in community outreach programs and provides support group information.
Physicians and other healthcare professionals are encouraged to utilize this data collection. The registry staff can
be reached at 256-494-4466 or 256-494-4962.
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Cancer Committee

The cancer committee is responsible for leading the cancer program. This responsibility includes making important decisions about the program goals and evaluating and improving the quality of care that is provided to the patients who are treated at the program.
The committee is composed of both physicians and non physicians from various areas of the health care fields. In addition, the committee appoints required coordinators in the following positions:


Cancer Conference Coordinator




This coordinator is responsible for monitoring the cancer conference activity. He or she will report the findings to the cancer
committee at least annually and recommend corrective action
if activity falls below the annual goal or requirement. This coordinator is responsible for overseeing compliance for ER3 and
Standard 1.7.

Quality Improvement Coordinator


This coordinator is responsible for monitoring the quality improvement program activity and reports the findings to the
cancer committee at least annually. He or she recommends
corrective action if activity falls below the annual goal or requirements. This coordinator is responsible for overseeing
compliance for Standards 4.7 and 4.8.
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Cancer Committee
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Cancer Registry Quality Coordinator




Community Outreach Coordinator




This coordinator monitors the prevention and screening activities, reports at least annually to the cancer committee and recommends corrective actin if activity falls below the annual goal
or requirement. This coordinator is responsible for overseeing
compliance for Standards 1.8, 4.1 and 4.2.

Clinical Research Coordinator




This coordinator will monitor the quality of the cancer registry
data and report findings to the cancer committee at least annually and recommend corrective action if activity falls below
the annual goal or requirement. This coordinator is responsible
for overseeing compliance for ER5 and Standard 1.6.

This coordinator will be responsible for tracking patients enrolled in clinical trials from within the program and/or patients
referred for enrollment in clinical trials at other facilities or
physician offices. This coordinator is responsible for overseeing
compliance for ER9 and standard 1.9.

Psychosocial Services Coordinator


This coordinator works collaboratively with established departments and community organizations to provide, improve, and
expand the range of psychosocial services. This coordinator is
responsible for overseeing compliance for ER10 and Standard
3.2.
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Cancer Conference

Cancer Conferences are integral to improving the care of cancer
patients by encouraging multidisciplinary discussions of cancer
diagnosis and treatment planning.
During 2015, 21 cancer conferences were conducted. A total of 93
cases were presented, of which 93 percent were prospective cases. The staging were discussed on 97% of those patients and
treatment options were discussed on 99% of those patients.

Oncology Forums

The purpose of these activities is to provide the cancer care providers
with current information about cancer prevents, early detection, diagnosis, stage (extent) of disease, treatment guidelines, prognostic indicators, treatment and follow up care. Cancer specific educational topics and speakers included:
On December 15, 2015, Dr. Dahaval Raval presented: “Endobronchial
Ultrasound (EBUS): Changing landscapes for cancer staging”.
On September 27, 2016, Dr. Guru Sonpavde presented: “Treatment of
Germ Cell Tumors (Testicular Cancer)” and “Current and Emerging
Treatments for Advanced Urothelial Carcinoma (Bladder Cancer)”.
14

During 2015, the Cancer Registry accessioned 573 analytic
cases for the year. Analytic cases are patients that were diagnosed and/or received part or all of first course therapy at
Gadsden Regional Medical Center and/or Cancer Center.

2015 Top 11 Analytic


Prostate = 113



Breast Female = 85



Lung = 79



Urinary Bladder = 64



Colon = 42



Kidney = 22



Non-Hodgkins Lymphoma = 15



Rectum = 15



Lip Oral Cavity Pharynx = 14



Esophagus = 10



Thyroid = 10
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Based on 2015 Analytic Cases
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Gadsden Regional Medical Center
Standard 4.6
Monitoring Compliance with Evidence Based
Guidelines

Cervical Cancer

2016
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Cervical cancer begins in the cervix, the narrow organ at the bottom of the uterus that connects to
the vagina. The cervix dilates during childbirth to allow for passage of a baby. The American Cancer
Society estimates there will be 12,900 new cases of invasive cervical cancer diagnosed in the United
States in 2016. Routine Pap screening has reduced the incidence of cervical cancer in the United States,
which was once a leading cause of death. The Pap test can find changes in the cervix before cancer
develops. It can also detect cervical cancer in its earliest stage.
The National Comprehensive Cancer Network guidelines are evidence-based, consensus-driven
recommendations made by the NCCN Guidelines panels. They include services from the Enhanced
Resources Framework and additional services that provide minor improvements in disease outcomes,
interventions that are cost prohibitive in lower resource settings, and/or services that do not provide
improvement in disease outcomes but are desirable services. NCCN believes that the best available
resources should be provided. If Basic Resources for cancer treatment are unavailable, palliative and best
supportive care should be provided.
Each calendar year, the cancer committee completes an in-depth analysis to assess and verify that
our patients are evaluated and treated according to evidence-based national treatment guidelines. This
analysis is an in-depth review to examine the evaluation and treatment of patients and ensure that it is
compliant with evidence-based national guidelines and is appropriate for AJCC stage or other appropriate
staging system, including prognostic indicators.
The Cancer Committee elected to complete study on 2015 cervical cancer cases. There were 7
cervical analytic cancer cases in our registry for 2015. Four of these cases were excluded as they were
cervical cancer in-situ cases. The three remaining cases were eligible for the study. Utilizing the NCCN
guidelines, the study was divided into: 1) Work up 2) Additional Work Up/Treatment 3) Surveillance.
Work up:
Two of our three cases were referred to us from outlying physicians. These two patients saw
multiple physicians before being referred to our facility. Due to release of record policies with these
physicians, we were unable to obtain any previous medical records. The third case did not receive any
prior care. She reported to our emergency room and then referred for treatment, thus having no prior
work up. She was diagnosed and treated.
Additional Work up/Treatment:
The patients received the recommended radiation and chemotherapy per NCCN guidelines. All
three had planned brachytherapy treatment, but due to comorbid/complicating conditions, the managing
physician cancelled the procedures. Two patients had metastatic disease and supportive care with
hospice was recommended. One patient was HIV positive.
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Surveillance:
One patient continued her care outside of our area with another physician group. One patient
expired shortly after treatment completion due to complications of HIV status. The third patient is
followed regularly by a local medical oncology group.
In conclusion, the cervical cancer patients included in our study were cared for in compliance with
the NCCN guidelines. There were no errors or delays in treatment that deviated from the guidelines. The
one patient that chose to continue her care within our program continues to be cared for following the
recommended NCCN guidelines. It is the determination of this study that no change is needed in our
current protocol for the care/treatment/surveillance of cervical cancer.
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Principles of Radiation therapy for Cervical Cancer per NCCN Guidelines
External Beam Radiation Therapy (EBRT)
 The use of CT-based treatment planning and conformal clocking is considered the standard of care for
EBRT. MRI is the best imaging modality for determining soft tissue and parametrial involvement in
patients with advanced tumors. In patients who are not surgically staged, PET imaging is useful to
help define the nodal volume of coverage.
 The volume of EBRT should cover the gross disease (if present), parametria, uterosacral ligaments,
sufficient vaginal margin from the gross disease (at least 3 cm), presacral nodes, and other nodal
volumes at risk. For patients with negative nodes on surgical or radiologic imaging, the radiation
volume should include the entirety of the external iliac, internal iliac, and obturator nodal basins. For
patients deemed at higher risk for lymph node involvement (eg, bulkier tumors; suspected or confirmed nodes confined to the low true pelvis), the radiation volume should be increased to cover the
common iliacs as well. In patients with documented common iliac and/or para-aortic nodal involvement, extended-field pelvic and para-aortic radiotherapy is recommended, up to the level of the renal
vessels (or even more cephalad as directed by involved nodal distribution).
 Coverage of microscopic nodal disease requires an EBRT dose of approximately 45 Gy (in conventional
fractionation of 1.8-2.0 Gy daily), and highly conformal boosts of an additional 10-15 Gy may be
considered for limited volumes of gross unresected adenopathy. For the majority of patients who
receive EBRT for cervical cancer, concurrent cisplatin-based chemotherapy (either cisplatin alone, or
cisplatin +5-fluorouracil) is given during the time of EBRT.
Brachytherapy
 Brachytherapy is a critical component of definitive therapy for all patients with primary cervical
cancer who are not candidates for surgery. This is usually performed using an intracavitary approach,
with an intrauterine tandem and vaginal colpostats. Depending on the patient and tumor anatomy,
the vaginal component of brachytherapy in patients with and intact cervix may be delivered using
ovoids, ring, or cylinder brachytherapy (Combined with the intrauterine tandem). MRI imaging immediately preceding brachytherapy may be helpful in delineating residual tumor geometry when
combined with EBRT, brachytherapy is often initiated towards the latter part of treatment, when
sufficient primary tumor regression has been noted to permit satisfactory brachytherapy apparatus
geometry. In highly selected very early disease (ie, stage IA2), brachytherapy alone (without EBRT)
may be an option.

Definitive Radiation Therapy for an Intact Cervix
 In patients with an intact cervix (ie, those who do not have surgery), the primary tumor and regional
lymphatics at risk are typically treated with definitive EBRT to a dose of approximately 45 Gy (40-50
Gy). The volume of the EBRT would depend on the nodal status as determined surgically or radiographically. The primary cervical tumor is then boosted, using brachytherapy, with an additional 30 to
40 Gy to point A (in LDR equivalent dose), for a total point A dose of 80 Gy to 85 Gy or greater. Grossly involved unresected nodes may be evaluated for boosting with an additional 10 to 15 Gy of highly
conformal EBRT.
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In Summary:
 Case #1: This patient was given a planned prescription of 4500 cGy palliative radiation with concurrent Cisplatin to be followed by a referral for brachytherapy. Unfortunately, this patient developed
metastatic disease. In addition, she was unwilling to continue with her daily radiation treatments and
her treatment was stopped at 4140 cGy. This lower dose is still in compliance with the recommended
40 to 50 Gy. The patient was referred out for brachytherapy but was deemed not eligible for the procedure due to her metastatic disease.
 Case #2: This patient received palliative radiation initially at an increased dose of 300 cGy for 5 fractions. She then had additional radiation treatments at 180 cGy. Her total accumulated dose was 4020
due to this change of dosing per fraction. The lower total accumulated dose is still in compliance with
the recommended 40 to 50 Gy. The patient did receive Cisplatin and was referred for brachytherapy.
Unfortunately, this patient was deemed not eligible for the brachytherapy procedure due to her noncurable status and her current medical state. It was recommended that she be referred to hospice
and she expired shortly thereafter.
 Case #3: This patient received the plan prescribed 4500 cGy palliative radiation with concurrent Cisplatin and was referred for brachytherapy. Unfortunately, this patient had developed metastatic disease. The patient was referred out for brachytherapy but was deemed not eligible for the procedure
due to her metastatic disease.

In Conclusion:
 The planned treatment process for these patients in regarding to the NCCN guidelines of “Principles
of Radiation Therapy for Cervical Cancer” was in compliance. Extenuating circumstances resulted in
the exemption from the brachytherapy but the process was in compliance.

patient
1
2
3

Chest X- CT or PET- adenopat pelvic
stage HPV Ray CT scan hy
radiation
yes
4A
yes
yes
yes
yes
unk
2A2 unk.
yes
no
yes
unk
3B then 4B yes
yes
yes
yes

Cisplatin
(chemo)
yes
yes
yes

brachytherapy
planned but not done
planned but not done
planned but not done

para-aortic lymph
node radiation
yes
no
no

By: Eric Crabtree, DO
Cancer Committee Liaison
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Gadsden Regional Medical Center
Standard 4.8
Quality Improvements

Xofigo Study

2016
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Gadsden Regional Medical Center
Standard 4.8 Quality Improvements
Xofigo Study 2016
Background:
According to the National Cancer Institute SEER factsheet, approximately 12.9% of men will be diagnosed with prostate cancer during their lifetime. The estimated number of new cases of prostate cancer in 2016 was
180,890. The estimated number of deaths attributed to prostate cancer in
2016 numbered 26,120. The 5 year survival is 98.9 percent.
Cancer that spreads to the bone from another part of the body is referred to as a secondary bone cancer or metastasis. The symptoms of secondary bone cancer include pain due to breakdown of the bone, weakened bones,
raised blood calcium levels and falling blood counts. The bone scan is
primarily used to detect bone metastasis, however, an MRI scan, PET scan or
x-ray may also be used. The aim of palliative radiation treatment is usually to
control the cancer pain. Sometimes radiation is called on to improve bone
stability and decrease the likelihood of a pathologic fracture.
Cancer spreads to the bone in 90% of men with advanced prostate
cancer. Another form of treatment used to treat bone metastasis is the infusion of Ra-223 (Xofigo). Radium (Ra-223) is a dichloride. It is a radiopharmaceutical used to treat prostate cancer that is resistant to medical or surgical
castration. Ra-223 is specifically indicated for those patients with metastatic,
castration-resistant prostate cancer (mCRPC) without evidence of visceral
metastases.
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Radium-223 is an alpha particle-emitting radioactive therapeutic agent
with an anti-tumor effect on bone metastases. The active ingredient is the
alpha particle-emitting isotope radium-223, which mimics calcium and forms
complexes with the bone mineral hydroxyapatite at areas of increased bone
turnover, typical of areas of bone metastases. Radium-223 is incorporated in
the bone where it gives off a therapeutic energy that treats cancer cells, but
does limited damage to nearby healthy cells. Ra-223 can be absorbed by
organs other than bone, primarily the bone marrow and digestive systems,
which can result in side effects in those tissues.
The New England Journal of Medicine published results from the Phase
III ALSYMPCA Study of Ra-223 dichloride injection. The primary endpoint
of the study was overall survival (OS). A key secondary endpoint was to
extend the time to first symptomatic skeletal event (SSE). This trial outcome
demonstrated that administration of Ra-223 caused an increase in overall
survival of 14.9 months vs 11.3 months in placebo-treated men. These trials
did not address the degree of pain palliation experienced by the participants.
Purpose:
To study the biomarkers and quality of life indicators during Ra-223
injections given at Gadsden Regional Cancer Center.
Typically this regimen is presented to the patient as a course of 6 injections given at one month intervals. We wanted to look at the effect of Ra-223
on our small series of five patients. The following patients received Ra-223
and we provide a summary of their responses.
Patient #1: Received all 6 injections and initially tolerated the injections
well. At 6 months out, his PSA was rising. The patients’ ECOG (Eastern
Cooperative Oncology Group performance status) was a level 2 (ambulatory
and capable of all self-care but is unable to carry out
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any work activities). He was up and about more than 50% of waking
hours. He did not receive any external radiation after his injections. He received Taxotere and Mitoxantrone following the injections. This patient
expired 8 months after his last injection.
Patient #2: Received all 6 injections and felt good. He maintained good
counts except PSA continued to rise. This patient did have to receive
radiation for bone pain post injections. He also received four cycles of
Taxotere following the injections. Unfortunately, this patient continued to
decline with low platelet counts and died shortly thereafter. This patient
expired 3 months after his last injection.
Patient #3: Received only 1 injection and his counts dropped
precipitously in one month. He was referred out to hospice care and
unfortunately died shortly thereafter. This patient expired 3 months after his
only injection.
Patient #4: Received 3 injections and then decided to go on hospice
care. He did not receive any external beam radiation for palliation. This
patient expired 5 months after his last injection
.
Patient #5: Received 5 of recommended 6 injections. He now has a
rising PSA and continues to have low counts. The patient has now completed
3 courses of radiation for his bone metastasis post injections. The patient’s
ECOG level is 1 (restricted in physically strenuous activity but ambulatory
and able to carry out work of a light or sedentary nature). He is alive and
receiving Taxotere based chemotherapy now 11 months after his last
injection.
Hypothesis:
Patients tolerate 1-2 injections of Xofigo well and report moderate symptom
relief. After 2-4 injections, we anecdotally observed falling blood counts and
decreased quality of life in both pain scores and generailized well being.
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Conclusion:
Our Xofigo protocol, moving forward, will be closely monitored for quality
of life measurements. We will review the patients’ lab work and ECOG
performance status before receiving the next scheduled injection. We will no
longer present the course of injections as a series of six monthly doses as this
implies to the patient that it is critical that he receive all six doses. Only two
of our patients were able to receive the full six doses and only one of these
demonstrated good performance status throughout. If the patient is unable to
proceed with this protocol, alternative therapies may be advised at the
physicians’ recommendation.

By: G. Lowndes Harrison, MD
Cancer Committee Chairman
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Community Outreach


Look Good Feel Better (bi-monthly)



T.O.U.C.H.—Today Our Understanding of Cancer Is Hope
(monthly cancer support group)



Woman to Woman (monthly breast cancer support group)



Relay for Life of Etowah County



National Cancer Survivor’s Day Celebrations



Annual GRMC mammogram-athon during the month of October



Free Skin Cancer Screening



Assisted several patients with medications and trips to and
from treatment.
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Gadsden
Regional
Hosted
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Gadsden Regional Medical Center

Resource Directory









Gadsden Regional Medical Center (256) 494-4000
Cancer Center (Dr. Harrison) (256) 494-4965
Cancer Registry (256) 494-4466 or (256) 494-4962
Hematology and Oncology Associates of Alabama
(Drs. Castillo and Ndibe) (256) 492-0375
Crabtree Surgical Clinic (256) 459-4202
Pastoral Care (256) 494-4081
Health Information Management (Medical Records)
(256) 494-4246
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