
One of the best ways to determine the quality of medical 
care is to measure patient outcomes. SOMC Cancer 
Services are committed to not only providing the best 
possible outcomes, but also sharing this information 
with the medical community and public. It is our pleasure 
to share the 2009 Special Report on Breast Cancer.

The contemporary management of breast cancer is 
a complex endeavor that requires the involvement 
of multiple medical specialists. In the traditional 
model, patients are referred to individual specialists 
who may consult with each other at specific points 
in the management process. Often, however, each 
physician makes critical decisions in isolation. With the 
availability of more precise diagnostic techniques and 
new therapeutic agents, breast cancer management 
has become increasingly specialized and multimodal. 
Thus, effective breast cancer management now requires 
a truly collaborative team approach, characterized 
by ongoing communication and active information 
sharing among the multiple disciplines involved.

Many women in the United States with breast cancer 
receive multidisciplinary care; however, the physicians 
they see may not work in a multidisciplinary environment. 
Although the women generally receive adequate breast 
care, the process is usually fragmented, lengthy, and 
frightening, resulting in ‘episodic’ care laden with 
psychological morbidity. When a woman diagnosed with 
breast cancer sees multiple physicians, she frequently 
hears multiple messages that may sound contradictory, 
leading her to question who is managing her care and 
whether any of her physicians communicate with each 
other. Perhaps most distressing is that women with 
breast cancer usually feel that they must make life 
or death decisions based on little or no knowledge or 
information about their disease and its treatment.

These observations, issues and concerns have been 
the principal drivers behind the development of 
comprehensive breast care programs that began nearly 
25 years ago. The preferred approach to comprehensive 

breast care has been to create a comprehensive breast 
center “under one roof.” Generally, these comprehensive 
breast centers are housed at community-based hospitals 
medical centers or university teaching hospitals. In this 
ideal model, most of the services a woman requires, 
from diagnosis and treatment to long-term follow-up 
are usually physically contained within one facility.

An alternative approach to comprehensive breast care 
is to see the many clinicians involved in breast care, 
including medical, surgical, and radiation oncologists, 
in separate practices in different locations. Although 
women do not receive their care in a single location or 
facility, a nurse navigator typically coordinates the visits.

Coordinated breast care teams and programs developed 
over the past 25 years share many common goals (table 1).
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• Contribute to a reduction in morbidity 
and mortality from breast disease

• Provide patients convenient access to multiple 
medical specialists and support services

• Provide optimal medical care, including mammography 
screening, high-quality diagnosis, proper treatment 
selection and sequencing, and appropriate rehabilitation

• Ensure ongoing communication between the 
care providers and the breast cancer patient

• Promote inter/intraspecialty education and knowledge 
that focuses on continual improvement of diagnostic 
and treatment skills, knowledge and methods

• Provide educational programs for 
patients, providers, and the public

• Support participation in local, regional, 
or national clinical trials

• Promote integrated and efficient 
systems of patient care delivery

• Translate new research findings into 
clinical practice in a timely manner

Objectives of Interdisciplinary Breast Caretable 1.



Patients with comprehensive breast care receive treatment 
from a broad based multidisciplinary team that includes 
surgeons, radiologists, pathologists, medical oncologists, 
radiation oncologists, plastic/ reconstructive surgeons, 
primary care physicians, gynecologists, nurses, social 
workers, patient advocates, genetic risk counselors, 
and research nurses. The staff may include a program 
administrator, a dedicated breast imager, radiology 
technologists, and a breast navigator specialist. 

How Team Members At SOMC Work and Interact

A wide range of specialties are represented on 
the comprehensive breast care team. The team 
members have changed significantly over the past 
2 decades as a result of new imaging modalities, 
diagnostic, and therapeutic techniques.

The introduction of hormone receptor assays, molecular 
diagnostics and sentinel node biopsy, for example have 
expanded the role of pathologists; likewise the radiologists 
role with newer imaging and the medical oncologists role 
with newer better chemotherapy and biologic agents 
have all expanded in breast cancer management.

Information about node involvement and disease 
metastases, hormone-receptor status, or HER2/neu 
expression now helps guide the management team in 
decision-making and surgical options. The relationship 
between breast radiologist and pathologist has 
become paramount as it forms the bedrock to support 
prospective treatment planning. Identification by the 
breast radiologist of the image-detected breast cancer 
can be life saving. Similarly, the meticulous handling of 
the breast specimen by the pathologist, with accurate 
reporting of tumor characteristics, measurements, and 
margins will greatly influence the treatment planning 

process. In an organized and effective comprehensive 
breast program, the radiology/pathology correlation is 
mandatory, timely, and always resolved if discordant.

This interdisciplinary approach has also had an impact on 
the surgical management of breast cancer. It is clear that 
patients are best served when surgeons consult with other 
members of the team, including the medical and radiation 
oncologist if breast-conserving treatment is an option, and/
or with plastic and reconstructive surgeons if reconstruction 
is planned. It has been strongly recommended that 
women requiring or choosing mastectomy and breast 
reconstruction must consult with a plastic surgeon 
or reconstructive surgeon prior to any surgery.

Medical oncology’s involvement has been evolving 
and it now plays a critical role, in the early treatment 
planning process. As noted, before the initiation of 
definitive surgical treatment, the medical oncologist 
should have the opportunity to suggest neoadjuvant 
treatment approaches and to advocate for the use of 
specific staging studies. Other team members may include 
patient advocates, social workers, pharmacist, physical 
therapists, and other allied health-care professionals, as 
they greatly aid in addressing the quality-of-life issues for 
women with breast cancer. Finally, a vital team member 
described as the “glue” that holds the team together, is 
the care coordinator or breast navigator specialist. The 
breast navigator’s role ranges from scheduling patient 
consultations with specialists and support services to 
organizing and facilitating treatment-planning conferences.

SOMC Multidisciplinary Breast Care Conference

At the heart of a comprehensive breast care is the 
establishment of consensus planning conferences that 
bring together team members on a weekly basis to discuss 
individual patient cases and develop comprehensive 
treatment plans. These conferences allow physicians to 
share their expertise and offer patients the advantage 
of multiple opinions regarding their treatment options. 
Intensive focus on patient disease, history, and treatment 
offers a forum for alternatives to be discussed.
A prominent feature of the integrated approach at the 
SOMC Cancer Center is that individual patients are 
presented and discussed multiple times-usually at the 
most significant points along the trajectory of their 
disease. As noted earlier, the optimal management 
of women with breast cancer requires evaluation 
and treatment by specialists in multiple disciplines, 
as no single physician can be expected to excel in all 
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SOMC Cancer Center staff in the form of 
the cancer awareness ribbon.



aspects of care. These specialists can work together 
effectively only if their involvement with an individual 
patient’s care is prospective, interactive, and ongoing.

The ultimate goal of this regularly scheduled 
multidisciplinary meeting is to obtain informed, current 
opinions from each of the experts in their respective fields 
regarding the development of the treatment plan. This 
interactive and dynamic forum has become integral to the 
management of breast diseases in all comprehensive care 
programs, resulting in an increased level of communication 
between the participating health-care professionals and 
the patients they treat. Conference participants share 
the philosophy that dialog among health professionals 
enhance the level of care provided to the patient.

This synergy between experts elevates the level of care 
and refines the prescribed treatment for most patients. 
This synergistic collaboration among professionals 
creates an end product that is more than the sum of 
the parts. This multidisciplinary team approach at 
SOMC is distinguished from the sequential delivery 
of care seen in a private practice model, in which 
specialists in imaging, pathology, surgical radiation, 
and medical oncology seldom, if ever, come together.

The benefits of this collaborative, interdisciplinary 
approach and the high-quality discussions in the 
open forums result in a state-of-the-art educational 
opportunity for students and residents of all disciplines. 

Patient Benefits of the Interdisciplinary Approach at SOMC

It is well reported in the medical literature that the 
benefit patients receive from a multidisciplinary team 
approach to breast care often results in a high level of 
satisfaction on multiple parameters among women 
treated in comprehensive breast center settings.

In a study by John Chang et al (2001),  the evaluation 
of previously diagnosed patients by a multidisciplinary 
breast cancer team led to a change in treatment 
recommendations in 43% of the women studied. Many 
of these women who received different treatment 
recommendations from the multidisciplinary team 
(41%) received breast-conserving treatment instead of 
mastectomy as proposed originally by physicians outside 
the comprehensive breast center setting. Thus, anecdotal 
reports suggest that interdisciplinary breast care may 
facilitate timelier treatment as well as less invasive 
surgery and better patient satisfaction. Throughout the 
published literature, women consistently praise the “one 
stop shopping convenience” provided by comprehensive, 
multidisciplinary team care. Women also speak of the 
sense of coordination they perceive among people charged 
with their care and the decrease in previously experienced 
fragmentation. In addition, women consistently cite the 
decrease in anxiety that is engendered in part by the 
breast team’s efficiency in moving the process forward, the 
coordination, and the availability of support staff on site.

Organizations such as the American Society of Breast 
Diseases, the National Cancer Institute, the American 
Society of Clinical Oncology, the American Cancer 
Society, the American College of Surgeons, the National 
Consortium of Breast Centers, and the Susan G. Komen 
Breast Cancer Foundation all promote interdisciplinary 
breast care and research. These organizations recognize 
that a collaborative, dynamic multidisciplinary team 
approach provides the cornerstone of excellence in breast 
care and management. Health-care professionals engaged 
in this approach share a common belief in the improved 
patient care that interdisciplinary collaboration provides.

The administration and physicians involved 
in the treatment of cancer at SOMC have and 
continue to work hard to bring this model of 
cancer care to the people of our region.
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SOMC Shares Breast Cancer Statistics and Results

Nationwide the data demonstrates that breast cancer is 
the most common cancer among women and is responsible 
for the second highest number of cancer deaths preceded 
only by lung cancer. Multiple advances have been made 
to combat breast cancer in the past 50 years, including 
screening mammograms and improvements in surgical, 
radiation, and chemotherapy techniques. Because of these 
improvements, incidence and mortality rates from breast 
cancer have steadily decreased for the past 10 years. 

Nationwide, the incidence of breast cancer has decreased 
slightly 1.7% per year since 1998. SOMChas seen an 
increase in the number of diagnoses from 2002-2006 
followed by a fairly stable rate of breast cancer diagnoses 
from 2006-2009 (Figure 1). The increase in diagnoses 
from 2002-2006 may be due to an increase of screening 
mammograms and community breast cancer awareness.

Related to community breast cancer awareness, 
SOMC continues to provide breast health care services 
to uninsured or underinsured women through the 
Hands of Hope program. This has been made possible 
through funding from the Columbus Affiliate of 
Susan G. Komen for the Cure. The beginning of 2010 
marks the fourth consecutive year SOMC has been 
awarded funding. Through funding, women are 
provided education about the importance of self breast 
exam, mammograms, and clinical breast exams. 

The Hands of Hope program also provides a breast 
health navigator. Our program works in coordination 
with Shawnee State University, the American Cancer 
Society, Southern Ohio Women’s Cancer Project, and the 
Appalachian Cancer Coalition “Fight Cancer, Save Lives” to 
reach as many women as possible with breast services.

In addition to breast health navigation, SOMC has 
developed a Breast Cancer Compassion Fund. These funds 
are supported by donations and are utilized for patient 
assistance such as utilities, medications, transportation, 
imaging and testing, and common necessities needed 
during active breast cancer care. Over the past few years 
the Portsmouth community has come together with 
SOMC raising over $48,000 for the fund. There have 
been three major fund raising events for the Compassion 
Fund with SOMC partnering with local orginizations 
including Shawnee State University, Portsmouth 
Little Theatre, and Portsmouth West High School. 

SOMC has continuously made progress to reduce the time 
frame involved in breast cancer detection. With active 
participation from our radiologists, pathologists and 
clinicians, and with the assistance of our breast health 
navigator, the detection to diagnosis (D to D) has decreased 
from an average of 30 days in 2006 to an average of 18 days 
in 2010. It is our expectation that the D to D will continue 
to decrease and that will facilitate women through SOMC 
their cancer diagnosis and treatment quickly and safely.
Breast cancer includes multiple different histologies 
(subtypes or cell types) that behave differently and 
classified separately. Pre-invasive cancers, also known as 
pre-cancers, do not have the ability to spread throughout 
the body or cause death. Pre-invasive breast cancers 
include ductal carcinoma in situ (DCIS) and lobular 
carcinoma in situ (LCIS). Invasive cancers are subtyped 
into invasive ductal carcinoma (IDC) and invasive lobular 
carcinoma (ILC). There are also other, more unusual 
subtypes, and mixed-histology tumors; these are 
grouped as “other”. The distribution of breast cancer 
histologies diagnosed at SOMC is shown in Figure 2.
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Histology of Breast Cancer Diagnosed in 2007 
SOMC vs. NCDB Community Hospitals in All 
States
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Advanced age is a well known risk factor for breast 
cancer. Figure 3 shows a comparison of age at diagnosis 
for SOMC versus the National Cancer Database (NCDB). 
At SOMC, the majority of breast cancers are diagnosed 
between 60-69 years old. When compared to NCDB we 
have fewer breast cancer patients who are older than 
80 years of age. However, there are more breast cancer 
patients diagnosed before the age of 40 compared to 
NCDB. For patients with a young age at diagnosis (<50 
years old) and multiple family members with either breast 
or ovarian cancer, SOMC offers BRCA1 and BRCA2 genetic 
testing. The vast majority of breast cancers are due to 
sporadic (not inherited) mutations, and genetic testing 
is not recommended for everyone. The genetic test is 
facilitated through your physician and the breast navigator. 

One of the most important prognostic features in 
breast cancer is the evaluation of regional lymph nodes 
for metastatic disease. Evidence of axillary spread of 
malignant cells changes staging, treatment and life 
expectancy. Evaluating the ipsilateral lymph node basin 
remains extremely important in adequately staging and 
treating breast cancer patients. For numerous decades 
the standard of care for patients with operable breast 
cancer was a complete axillary lymphadenectomy at the 
time of lumpectomy or mastectomy. The entire axilla 
was stripped up to the axillary vein and often the tissue 
medial to the pectoralis minor muscle was removed. 
This was done even when the axilla was clinically 
negative and was the only way surgeons could assess the 
regional lymph nodes. Numerous nodes were removed 
to find out what was often suspected in early stage 
breast cancer, i.e. no evidence of metastatic disease. The 
morbidity in breast cancer surgery has always been most 
pronounced with axillary node dissection. Nerve and 
vascular injuries occurred, pain and swelling was common 
and lymphedema was always a risk. The incidence of 
lymphangioscarcoma also increases in these patients.

For approximately 20 years surgeons have been using 
Sentinel Lymph Node (SLN) evaluation to assess the regional 
lymph nodes in patients with breast cancer. This technology 
was extrapolated from melanoma research and is now 
the standard of care. The SLN(s) in the axilla are the first 
nodes to receive the lymphatic drainage form the breast. If 
metastatic disease is present it will occur first in this node. 
The incidence or “skip” metastasis is extremely uncommon. 
Therefore, if the surgeon can isolate and remove the SLN 
without disturbing the rest of the nodes in the axilla, 
there is a dramatic decrease in the morbidity involved.

The SLN is discovered after the infection of a 
radionucleotide (Tc99 labeled sulfur colloid) and the 
use of a probe in the operating room. As illustrated 
by Figure 4, a blue dye is injected (Lymphazurin or 
Methylene Blue) to facilitate location of the SLN from 
a small lower axillary incision. The lymph node is then 
evaluated by the pathologist by frozen section or touch 
prep evaluation and if there is no evidence of metastatic 
disease the other nodes are left in place. In a small 
percentage of patients isolated tumor cells or a small foci 
of metastatic disease is found on post operative evaluation 
by using immunohistochemical (IHC) technology.

The use of SLN biopsy in women with early, node 
negative breast cancer has dramatically decreased the 
number of patients who require a full lymphadenectomy 
to determine a pathologically negative axilla.

Another advance in breast cancer treatment is the use of 
ultrasound. Many organizations including the America 
College of Surgeons (ACOS) and the American Society 
of Breast Surgeons (ASBS) have been advocating the 
appropriate training and use of ultrasound for the breast 
cancer surgeon. Percutaneous minimally invasive image 
guided biopsy has become the standard of care for the 

Breast Cancer Age at Diagnosis, NCDB vs. SOMCfig. 3

Sentinel Lymph Node Localization Technique
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diagnosis of breast cancer and rarely is a patient taken to 
the operating room for an “open” biopsy. Unfortunately, it 
is reported that over one third of the biopsies performed 
nationwide are still done this way. The ultrasound 
guided percutaneous biopsy is safe and relatively easy to 
perform in the surgeon’s office under local anesthesia. 
Nearly 100% of patients at SOMC are diagnosed with a 
preoperative minimally invasive technique. Additionally, 
appropriate operative planning can then be carried out, 
often times utilizing ultrasound intra-operatively. The 
ultrasound can also be used for margin assessment 
and a decrease in the volume of tissue removed.

SOMC is equipped with two other modalities to assist. 
The first, Magnetic Resonance Imaging (MRI), utilizes an 
intravenous injection of a gadolinium-based contrast 
material to assess the presence of enhancement in 
certain breast lesions. Malignant lesions often stimulate 
angiogenesis with an increase in the surrounding 
microvasculature which will show enhancement. 
Additionally, these neovessels are fragile and lead to 
contrast leakage and further enhancement on MRI imaging.

The second and newest modality available at SOMC is 
the Breast Specific Gamma Imaging (BSGI). This nuclear 
medicine technique utilizes a high resolution gamma 
camera and is increasingly applied as an adjunct imaging 
modality to aid in the diagnosis of breast cancer. The 
radionucleotide (technetium-99) is labeled to sestamibi and 
is picked up by cytoplasmic mitochondria. Malignant lesions 
are often associated with a high cytoplasmic mitochondrial 
density due to hyperproliferation of certain cell types.

All of these modalities come together to assist the 
surgeon in selecting the optimum surgery for the patient. 
Over the past 40 years, multiple randomized controlled 
trials have breast conserving therapy (lumpectomy + 
radiation) to be equivolent to mastectomy for early 
stage breast cancer. These studies have also shown 
that radiation therapy is a necessary part of breast 
conservation therapy. To summarize, after lumpectomy, 
the radiation is effective in eradicating any remaining 
microscopic cancer cells and ensuring a lower probability 
of cancer recurrence in the same breast. SOMC tracks 
compliance with radiation therapy after lumpectomy 
and is proud to report that 100% of our breast 
conservation patients receive radiation therapy.

The traditional technique for adjuvant radiation therapy 
is to give radiation to the whole breast (whole breast 
irradiation, WBI). This is still the best-studied standard of 
care treatment for breast conservation therapy. However, 

in recent years, accelerated partial breast irradiation 
(APBI) has become increasingly popular. In other words, 
rather than treating the whole breast, the radiation will 
be directed to the high risk area; the lumpectomy bed. It 
has been shown that with proper patient selection the 
highest tumor burden is adjacent to the lumpectomy bed, 
thus treating the lumpectomy bed can achieve the goal 
of eradicating any remaining malignant cells.  APBI can be 
given through multiple catheters, 3-dimensional external 
beam radiation therapy, or using a special balloon catheter 
temporarily implanted in the breast at the lumpectomy 
bed. SOMC uses balloon catheters manufactured by 
MammoSite™ or Contura™. During the lumpectomy, 
the surgeon inserts a temporary balloon catheter and 
if the final pathology results confirm the patient meets 
criteria for APBI, the surgeon will exchange the temporary 
balloon catheter to the treatment catheter in the office.

The balloon catheters are connected to a HDR (High 
Dose Rate) brachytherapy afterloader machine after 
carefully planning the prescribed dose. The treatment 
is delivered in an HDR suite. APBI is faster and more 
convenient for the patient. Rather than 6 1/2 weeks of 
daily treatment for WBI, the entire treatment will take 5 
days. The treatment results in lower radiation dose to the 
surrounding normal tissue. However, its effectiveness in 
preventing cancer recurrence is comparable to WBI with 
7-8 years of follow up data that is currently available. 
Longer follow-up data is needed to draw conclusions that 
APBI is equivalent to WBI. At SOMC strict selection criteria 
is used to determine candidates for APBI treatment. 

The treatment criteria are:
• invasive ductal carcinoma
• <3cm tumor size with clear margins
• negative lymph node metastasis
• no multi-centric disease
• adequate skin sparing (>7mm)

SOMC HDR treatment suite. The design and housing 
is one-of-a-kind and painted by a local artist.
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fig. 6 NCDB Community Hospital Cancer 
           Program vs. SOMC Breast 5 Year Survival 
           Analytic Cases Diagnosed 1998–2002

The SOMC stage-by-stage 5 year survival for patients 
diagnosed 1998-2002 and followed for at least 5 
years compared to NCDBis displayed in figure 6. For 
stage 0 through stage III patients, the overall survival 
rates are comparable to national averages. Stage IV 
patients displayed better than the national average 
survival statistics. However, it is difficult to draw 
a conclusion since there are only 7 patients in the 
SOMC stage IV bracket. SOMC attributes the success 
of the overall survival rate to the collaboration of 
the SOMC multidisciplinary breast care team.

Over the past 50 years, breast cancer has advanced to 
one of the most well-understood and treatable cancers. 
However, for patients and their loved ones breast cancer 
remains a profoundly life-altering event. The SOMC team is 
proud to serve our communityand will continue to striveto 
makea difference in the quality of life for our patients.
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2009 SOMC Cancer Statistics

2009 SOMC Patient Demographics
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Community Outreach
SOMC Cancer Services partner with several 
agencies provided a wealth of cancer education, 
prevention and support throughout 2009.

One area that SOMC is especially proud of is 
the screening program. The screenings are a 
collaborative effort of the hard work and dedication 
of Fight Cancer, Save Lives…Act Now Coalition, 
SOMC staff, volunteers, and physicians.

Fight Cancer, Save Lives…Act Now Coalition is associated 
with the Appalachian Community Cancer Network 
(ACCN) which is a part of the National Cancer Institute 
(NCI). The coalition membership is comprised of 
representatives from multiple community institutions/
agencies, SOMC employees, and volunteers.

The coalition’s mission is to help residents 
become more aware of when and where to seek 
early detection for cancer, how to proceed when 
cancer is diagnosed, how to navigate through a 
complex health system, and where to turn for 
community resources and support for survivors.

The success of this group and their partnership 
with SOMC in 2009 provided:

102 patients screened for skin cancer
200 men screened for prostate cancer
66 women screened for breast cancer

Breast Health Navigation

Our Breast Health Navigator 
Nurse, Kim Richendollar, RN, 
BSN, has been instrumental 
in educating and navigating 
woman in the detection-to-
diagnosis phase of breast cancer. 

Speaking to early detection, 
screening guidelines, and treatment concerns, Kim is an 
advocate for the needs of the women in our community.

Susan G. Komen Grant Funded breast services: 
Grant Period April 2008 through March 2009

 163 Mammograms
 60 Ultrasounds
 6 MRIs
 7 Breast Biopsies
 2 Genetic Tests for BRCA + BRCS 2 mutations
 15 Surgical Consults

Li-Fen Chang, MD, PhD, FACRO
Thomas Summers, DO, FACOI
The SOMC Cancer Center Staff
Ibrahim Zayneh, MD
Justin Greenlee, DO
Vincent Scarpinato, MD
Christopher Schmidt, DO, FACOS and staff
Robert Newman, MD
Phillip Roberts, DO
Mindy Kasky and staff - Central Scheduling
Fight Cancer, Save Lives…Act Now Coalition Volunteers
SOMC Staff and Volunteers 

A special thanks goes out those who made our 2009 cancer screenings possible:


