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SOMC Cancer Services  
When it comes to Cancer Treatment, You Want the Very Best

Southern Ohio Medical Center (SOMC) is 
committed to providing quality cancer and 
hematology care throughout the community 
we serve.  We honor that commitment 
by offering a state-of-the-art center, 
innovative cancer screenings and prevention 
strategies, experienced, credentialed staff 
and physicians, top-notch cancer-fighting 
technology and procedures, National Cancer 
Institute clinical trials, and dynamic patient 
centered provider-patient relationships.    

This comprehensive care is further enhanced 
by our connection to SOMC and enables the 
team to offer a full complement of support 

services including nutrition counseling, genetic 
counseling and testing, patient navigation, 
survivorship care planning, palliative care, social 
work, physical rehabilitation, complementary 
medicine, inpatient care, and behavioral health.

The excellent care provided is recognized 
through the American College of Radiology 
(ACR) accreditation in radiation oncology, 
American College of Surgeons Commission on 
Cancer (ACoS) approval with commendations, 
SOMC’s Joint Commission accreditation, and a 
participating member of the NCI Community 
Oncology Research Program (NCORP) that 
provides patients access to clinical trials.

Highlights & Happenings
2014 was a year of surveys for the SOMC Cancer 
Center.  Early in 2014 our radiation oncology 
department underwent their fourth inspection of 
the quality of care provided to radiation oncology 
patients.  We are proud to announce that the 
department was once again accredited by the 
American College of Radiology (ACR) in Radiation 
Oncology.  Ironically, later in the summer the 
entire cancer service line underwent a survey by 
the Commission on Cancer.  The Commission on 
Cancer is the accrediting body of cancer services 
for the American College of Surgeons (ACoS).  
The SOMC Cancer Center received a three-year 
accreditation with commendation in six of 
seven standards.   The Commission on Cancer 
has over 1500 approved cancer programs in the 
United States and is responsible for treating 
and analyzing the treatment patterns of over 
70% of the cancer patients diagnosed in the 
United States.  Both of these recognitions, ACR 
and the ACoS, occur every three years and since 
2014 marks the fourth successful survey period 
for both, the SOMC Cancer Center program 
has now been accredited by the ACR and the 
ACoS for more than a decade.  The SOMC 
Cancer Program is the only cancer program in 
this area to hold both of these accreditations.  
The accreditations are a true affidavit of the 
quality that SOMC Cancer Services provide.

Our community continues to enjoy access to 
many prevention and screening events and 
programs.  The 2014 Paint It Pink campaign 
recruited more women to obtain a clinical 
breast exam and mammogram, educated 
the community, and raised nearly $110,000 
toward the SOMC Compassion Fund.  2014 was 
also the initial year of providing a dedicated 
lung cancer screening and initiation of a lung 
nodule follow-up clinic.  Lung cancer prevention 
efforts were deployed to area schools, the 
lung cancer screening team also educated 
adults on the dangers of tobacco through 
several community events and the tobacco 
cessation team held 12 classes and helped 
over 109 individuals quit smoking in this year 
alone.  The team also held two Teen NOT on 
Tobacco sessions and assisted approximately 
35 adolescents become tobacco free.

Lastly, the cancer services team has invested 
a lot of energy into ensuring that every 
patient receives a Distress Inventory and a 
Survivorship Care Plan.  The sub-committees 
have made a lot of progress and improvements 
on both fronts and we look forward to 
further improvements in 2015 and beyond.
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A Message from Cancer Registry
The SOMC Cancer Registry Department 
supports all cancer activities within SOMC. The 
registrar oversees collection, quality assurance, 
lifetime follow-up, and analysis of data from 
patients diagnosed with cancer who receive 
all or part of their care at SOMC and those 
deemed reportable. Local, state and national 
cancer agencies use registry data in defined 
areas to make important health decisions 
that maximize the effectiveness of limited 
public health funds, such as the placement 
of screening programs. This contribution of 
information advances cancer knowledge and 
ultimately impacts cancer patient care. 

The primary responsibility of the cancer 
registrar is to ensure that timely, accurate, and 
complete data is incorporated and maintained 
on all types of cancer diagnosed and/or treated 
within SOMC.  The ultimate goal is to learn 
from the data and reduce cancer death and 

illness nationwide.  Collection and reporting 
of the data is of utmost importance.  Registry 
data also serves as an ongoing resource to 
the cancer committee in determining the 
most effective allocation of resources, in 
determining community education and outreach 
initiatives, and monitoring program quality. 

The realm of a cancer registrar is ever changing, 
and seems to be changing even faster with 
the advancement of computers and the ability 
to capture data and report the data similarly 
for comparisons.    In an effort to ensure 
SOMC’s data is comparable to those collected 
at other programs around the country, the 
registrar adheres to established data rules. 
Keeping up with these changes is challenging, 
but the SOMC Cancer Registry department 
understands the significance of this work and 
is committed to continuously raising the bar. 

2014 SOMC Cancer Committee Members
Thomas Summers, 
DO, FACOI
Medical Oncology/
Hematology
Cancer Committee Chair
Quality Improvement 
Coordinator

Ben Gill, MBA
Administration

Vincent Scarpinato, 
MD, FACS, MBA
General Surgeon/
Breast Cancer Surgeon
Cancer Liaison Physician
 
Nathan Bennington, MD
Diagnostic Radiology
 
Glenn Burris, MD
Sleep Medicine

Christopher Shiepis, DO
Urology

Lynne Ayers,
American Cancer 
Society 

Rachelle Collins, 
RN, BSN, OCN
Outpatient Oncology
Community Outreach 
Coordinator

Brett Lacy
Outpatient Rehabilitation

Valerie DeCamp, RN, 
BSN, MHA, NE-BC
Inpatient Nursing

Ann Fankell, LSW, 
MSW, NADIII
Cancer Center Social Work
Psychosocial Services 
Coordinator

Kristi Coleman, BS, CTR
Cancer Registrar

Linda Horner, RN, 
BSN, OCN, PCCN
Inpatient Oncology 
Nursing

Jamie Arnett, RN, OCN
Clinical Research 
Representative

Jay Jones, RPh
Cancer Center Pharmacy

Aubrey Roy
Community Relations

Debbie Daniels
Physician Liaison

Wendi Waugh, R.T. (R)
(T) CMD, CTR, BS
Administrator 
Cancer Services
Cancer Registry Quality 
Control Chair

Vincent Randaisi, 
DO, FACP
Pathology

Tamer Hassan, MD
Hospitalist

Jill Preston, RN, MSN
Community Health 
& Wellness

Kimberlee Richendollar, 
RN, BSN, OCN
Nurse Navigation

Chad Lore, MS, NP-C
Hospice and 
Palliative Care

Noel Pemberton, BSRT 
(R)(M), MBA/HCF
Radiology

Elie Saab, MD
Pulmonology

Yinong Liu, MD, PhD
Medical Oncology/
Hematology

Johnny Ray Bernard 
Jr., MD, DABR
Radiation Oncology
Cancer Conference Chair
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SOMC Case Accession Summary for Combined Calendar 
Years 2010, 2011, and 2012

 Total % Male % Female %

Oral Cavity & Pharynx 25 2.2 17 3.4 8 1.3

Tongue 9 0.8 6 1.2 3 0.5

Salivary Glands 1 0.1 0 0 1 0.2

Gum & Other Mouth 3 0.3 2 0.4 1 0.2

Nasopharynx 1 0.1 1 0.2 0 0

Tonsil 7 0.6 5 1 2 0.3

Oropharynx 1 0.1 1 0.2 0 0

Other Oral Cavity & Pharynx 3 0.3 2 0.4 1 0.2

Digestive System 180 16.1 104 21 76 12.2

Esophagus 12 1.1 10 2 2 0.3

Stomach 12 1.1 8 1.6 4 0.6

Small Intestine 3 0.3 1 0.2 2 0.3

Colon Excluding Rectum 84 7.5 46 9.3 38 6.1

Cecum 10 0.8 4 0.8 6 0.9

Ascending Colon 2 0.1 2 0.4 0 0

Hepatic Flexure 2 0.1 1 0.2 1 0.1

Appendix 1 0 1 0.2 0 0

Splenic Flexure 0          

Descending Colon 2 0.1 1 0.2 1 0.1

Sigmoid Colon 12 1 5 1 7 1.1

Large Intestine, NOS 55 4.9 32 6.4 23 3.6

Rectum & Rectosigmoid 35 3.1 23 4.6 12 1.9

Rectosigmoid Junction 10 0.8 5 1 5 0.8

Rectum 25 2.2 18 1.6 7 1.1

Anus, Anal Canal &Anorectum 3 0.3 0 0 3 0.5

Liver & Intrahepatic Bile Duct 9 0.8 2 0.4 7 1.1

Gallbladder 2 0.2 1 0.2 1 0.2

Peritoneum, Omentum, 
Mesentery 3 0.3 1 0.2 2 0.3

Pancreas 15 1.3 11 2.2 4 0.6

Respiratory System 264 23.6 147 29.7 117 18.8

Larynx 11 1 6 1.2 5 0.8

Lung & Bronchus 251 22.4 140 28.3 111 17.8

Trachea, Mediastinum & 
Other Respiratory Organs

2 0.1 1 0.2 1 0.2
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Soft Tissue 1 0.1 0 0 1 0.2

Skin Excluding Basal & Squamous 49 4.4 22 4.4 27 4.3

Melanoma -- Skin 41 3.7 16 3.2 25 4

Other Non-Epithelial Skin 8 0.7 6 1.2 2 0.3

Breast 273 24.4 2 0.4 271 43.4

Female Genital System 42 3.8 0 0 42 6.7

Cervix Uteri 10 0.9 0 0 10 1.6

Corpus & Uterus, NOS 24 2.1 0 0 24 3.8

Ovary 5 0.4 0 0 5 0.8

Vagina 2 0.2 0 0 2 0.3

Vulva 1 0.1 0 0 1 0.2

Male Genital System 87 7.8 87 17.6 0 0

Prostate 75 6.7 75 15.2 0 0

Testis 10 0.9 10 2 0 0

Penis and Other 2 0.2 2 0.2 0 0

Urinary System 47 4.2 43 8.7 4 0.6

Urinary Bladder 41 3.7 38 7.7 3 0.5

Kidney, Renal Pelvis & Ureter 6 0.5 5 1 1 0.2

Brain & Other Nervous System 13 1.2 7 1.4 6 1

Endocrine System 24 2.1 8 1.6 16 2.6

Thyroid 23 2.1 7 1.4 16 2.6

Other Endocrine 
including Thymus 1 0.1 1 0.2 0 0

Lymphoma 47 4.2 22 4.4 25 4

Hodgkin Lymphoma 3 0.3 2 0.4 1 0.2

Non-Hodgkin Lymphoma 44 3.9 20 4 24 3.8

Myeloma 9 0.8 6 1.2 3 0.5

Leukemia 17 1.5 8 1.6 9 1.4

Lymphocytic Leukemia 5 0.4 3 0.6 2 0.3

Myeloid &Monocytic Leukemia 9 0.8 3 0.6 6 1

Other Leukemia 3 0.3 2 0.4 1 0.2

Mesothelioma 5 0.4 4 0.8 1 0.2

Kaposi Sarcoma 1 0.1 1 0.2 0 0

Miscellaneous 35 3.1 17 3.4 18 2.9

Total 1,119   495   624  

SOMC Case Accession Summary for Combined Calendar 
Years 2010, 2011, and 2012
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SOMC Site Distribution Data Illustration for Diagnosis 
Years 2010, 2011, and 2012

Thyroid - 16 (3%)

Lung & Bronchus - 111 (18%)
Breast - 271 (43%)

Kidney & Renal Pelvis - 1 (0%)

Ovary - 5 (1%)
Uterine Corpus – 24 (4%)
Colon & Rectum - 45 (7%)

Non-Hodgkin Lymphoma - 24 (4%)
Melanoma of the Skin - 25 (4%)
Leukemia - 9 (1%)

All Other Sites - 88 (14%)

Oral Cavity & Pharynx – 17 (3%)

Lung & Bronchus - 140 (28%)

Pancreas - 11 (2%)
Kidney & Renal Pelvis - 4 (1%)

Urinary Bladder - 38 (8%)

Prostate - 75 (15%)
Colon & Rectum - 64 (13%)

Non-Hodgkin Lymphoma - 20 (4%)
Melanoma of the Skin - 16 (3%)

Leukemia - 8 (2%)

All Other Sites - 97 (20%)

*** The number next to the site represents the number of cases diagnosed at SOMC 
diagnosis years 2011, 2012 and 2013 combined and the number in parenthesis represents 
the percentage this cancer site represents at SOMC for those same diagnosis years.
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Results that Demonstrate 
Quality of Care
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SOMC Cancer Service’s accreditation by the 
American College of Surgeons Commission on 
Cancer renders the center the ability to compare 
treatment standards with some of the driving 
forces of quality cancer care. The Commission on 
Cancer partners with the National Quality Forum 
(NQF), the American Society for Clinical Oncology 
(ASCO), and the National Comprehensive Cancer 
Network (NCCN) in gathering comparable data. 
These organizations have identified quality 
cancer measures. Collaborating members can 
assess facility performance compared to the 
performance of others. The following graphs 
demonstrate the results of SOMC Cancer Services 
compared to all approved East Central ACS, 
all approved programs with a similar type of 
accreditation as we hold-Community Hospital 
Cancer Program-(CHCP), and all Commission on 
Cancer (CoC) approved programs.   We are very 
proud of our results. These results represent 
the latest published data, calendar year 2012.
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Prostate Cancer Special Report
Epidemiology 

Prostate cancer is the most commonly diagnosed cancer and the second leading cause of cancer death 
in American men. There is approximataly 1 in 7 chance of being diagnosed with prostate cancer and 
about a 1 in 30 chance of dying of prostate cancer. In addition, African-American men and men with 
a first degree relative (father, son,  or brother)  with prostate cancer have a higher risk of developing 
prostate cancer. Getting older also increases the risk of developing prostate cancer. Therefore, 
screening measures to maximize the detection of prostate cancer in order to receive treatment while 
still curable are ongoing; however, trying to figure out who best to screen is continually evolving. 

Demographics

Tumor registry data at SOMC from 2011 – 2013 
indicates that 74 individuals were diagnosed 
with prostate cancer at SOMC. Most men 
were in the 60-69 year age group at the time 
of diagnosis, consistent with the average 
age of diagnosis of 60-69 in the United 
States. However, patients at SOMC overall are 
diagnosed at a later age compared to NCDB.  

Due to early detection of prostate cancer, most 
men were diagnosed with early Stage I cancer and 
stage by stage diagnosis is comparable to NCDB.

For years in which recent survival data is available 
(2003 – 2007), there was not enough data in the 
SOMC database to compare stage by stage to 
other cancer programs, but we can examine overall 
survival as a group and compare it to NCDB.  Overall 
survival for all patients, all stages is 87% for NCDB 
patients and 78% for SOMC patients at five years.  
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One plausible explanation could be due to a lag 
in the implementation of intensity modulated 
radiation therapy (IMRT) in that time period, 
for which higher prostate radiation dose have 
been shown to increase cure rates as will be 
discussed later in the article.  Another factor 

that might explain survival deficits are that 
patients are diagnosed at later ages at SOMC 
compared to NCDB.  The age differences in 
diagnosis would result in a shorter life expectancy 
and thus lower overall survival at SOMC.
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Screening

Mass screening of prostate cancer in which 
a prostate screening event is open to all men 
to receive a PSA (prostate specific antigen) lab 
test and/or digital rectal exam is no longer 
recommended by the United States Preventative 
Task Force.  This is because not all men with 
prostate cancer require treatment. There has 
been much concern regarding over-treating men 
with non-aggressive (slow-growing) prostate 
cancer that will never affect their lives. Although 

challenging, the focus of prostate cancer has 
changed from general screening of all men, to early 
detection of those more aggressive (fast-growing) 
prostate cancers that could spread and cause early 
death if left untreated. This requires a one-on-one 
discussion between the patient and his physician 
regarding one’s personal risk of developing prostate 
cancer, and the pros and cons of proceeding with 
more testing to screen for prostate cancer.

Imaging

Prostate MRI is increasingly becoming a vital tool to 
evaluate the prostate for the likelihood of finding 
cancer. Based upon certain imaging characteristics, 
the Radiologist can determine the probability 
of a finding being cancer. This can also help the 
Urologist determine which areas of the prostate 
will give the highest probability of finding cancer, 

to tailor their prostate biopsies to the high risk 
area. If prostate MRI was not obtained prior to 
diagnosis, the exam can be ordered after diagnosis 
to determine if there is cancer outside of the 
prostate capsule, into the seminal vesicles (organs 
on top of the prostate), or in the pelvic lymph nodes 
to assist with determining the final stage of cancer. 

Active Surveillance

As stated above, there has been much concern 
regarding over-treating men with slow-growing 
prostate cancer that will never affect their lives. For 
men eligible for this option, they can retain their 
current quality of life and avoid active treatment 
that has the potential to cause side effects. Active 
surveillance is not the same as the once used term 
“watchful waiting”. Watchful waiting implies that 
nothing is being done and we are just waiting 

for something to happen. On the contrary, active 
surveillance requires regular follow-up with your 
Urologist physician for more frequent PSA lab 
tests, periodic digital rectal exams, and re-biopsy 
every so often to make sure the cancer is not 
progressing to a faster-growing prostate cancer. 
Active surveillance allows for earlier detection 
of progression, and subsequent treatment of 
prostate cancer than does watchful waiting.

Surgery

Prostatectomy (removal of the prostate), is 
an option for prostate cancer treatment. This 
treatment requires a single surgical procedure, 
can give the most detail regarding prostate 
cancer as the whole prostate specimen can 
be examined, and can remove lymph nodes to 

determine whether lymph nodes contain cancer. 
Prostate cancer was for many years, performed as 
an open procedure; however, more and more of 
these surgeries are being performed using a less 
invasive, robotic approach, as detailed below.
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Robotic Prostate Cancer Surgery Update 2014
Ronney Abaza, M.D., F.A.C.S. on behalf of SOMC Urologist Dr. Christopher Shiepis 

The field of robotic prostate cancer surgery saw 
continuing advancements in 2014.  Most notably, 
the first report of 10-year follow-up following 
robotic prostatectomy shows equivalent 
oncologic outcomes to open surgery, confirming 
the results of 3 previous publications with 5-year 
biochemical recurrence outcomes.[1]  A long-
awaited randomized, controlled trial of robotic 
versus open prostatectomy is underway in New 
Zealand and has been accruing well since 2010 as 
reported by the investigators earlier this year.[2]

Several publications added to the growing data 
suggesting robotic prostatectomy is safe and 
equally efficacious as compared with open 
surgery in managing high-risk prostate cancer, 
which had been a relative contraindication in 
the early years of the operation.  One study of 
1,512 patients with high-risk disease from the 
Surveillance, Epidemiology, and End Results 
(SEER) Medicare-linked database found no 
difference in positive margins, need for secondary 
treatment, or complications between open and 
robotic surgery but shorter hospitalizations and 
lower transfusion rates with robotic surgery.[3] 
This is as would be expected of any minimally-
invasive surgery and suggests that the biology 
of the disease in these high-risk cancers is what 
drives outcomes rather than surgical approach.  

Another study of 445 patients similarly found 
no difference in positive margin rates for 
open, laparoscopic, and robotic surgery for 
high-risk prostate cancers.[4]  One additional 
publication in 2014 examined 1,336 men with 
intermediate and high-risk prostate cancer 
and found no difference in positive surgical 
margins or biochemical recurrence when 
comparing open and robotic surgery.[5]  Finally, 
data presented at the 2014 annual meeting 
of the American Urological Association and 
published this year indicated from a review 
of 5,556 robotic surgery patients and 7,878 
open prostatectomy that robotic surgery is 
associated with a reduced positive margin rate 
in men with intermediate or high-risk disease 
and a reduction in the use of postoperative 
hormonal therapy or radiation up to 2 years 
after surgery.[6]  Whether this finding translates 
into reduced recurrence and improved survival 
is yet unknown, but the finding is provocative.

A concerning finding regarding robotic prostate 
cancer surgery was reported by two groups in 
2014.[7,8]  Both groups found that lymph node 
dissection was being performed less frequently 
and extended node dissections less often in 

robotic versus open surgery.  These reviews 
of 5,804 patients from the SEER database 
and 50,671 patients from the National Cancer 
Data Base (NCDB) examined open and robotic 
prostatectomy during contemporary time 
periods with one group also finding lower 
nodal yields with robotic surgery and lower 
identification of nodal metastases.  The reason 
for these trends is unclear since previous work 
has demonstrated no limitation in ability to 
perform limited and extended node dissections 
with robotic surgery and similar nodal yields 
and node positivity rates.  One possibility is the 
dissemination of robotic surgery to a wider 
number of surgeons during a period when open 
prostatectomy is being performed at fewer 
centers with dedicated prostate cancer surgeons.

A continuing controversy with robotic versus open 
prostate cancer surgery is whether complications 
are reduced with the minimally-invasive approach 
as would be expected from other established 
similar operations that have transitioned from 
open to minimally-invasive surgery.  Publications 
in 2014 had disparate findings. One review of the 
National Surgical Quality Improvement Program 
(NSQIP) database evaluated 5,471 patients and 
found a higher rate of transfusions and overall 
complications but not readmissions with open 
surgery.[9]  A review of 903 men from the Health 
Professionals Follow-up Study found shorter 
hospital stay, lower blood loss and transfusion 
rates with robotic surgery.[10]  A study that 
received much publicity in the lay press was 
a publication examining 5,915 patients from 
the SEER database and found in multivariate 
analysis that robotic surgery was associated 
with reduced length of stay and transfusions as 
compared with open surgery but with a higher 
rate of genitourinary and miscellaneous medical 
complications.[11]  The popular press challenged 
the rise of robotic surgery for prostate cancer 
therapy and whether the additional associated 
costs are justified with several defenders of 
robotic surgery writing about the limitations of 
the study and warning against making broad 
conclusions from such administrative data.  The 
cost of robotic over open surgery remains a 
challenge with continuing work criticizing or 
defending whether it is justified while utilization 
of the approach continues to rise well beyond the 
majority of prostate cancer surgeries in the U.S.  

Although a relatively rare operation, salvage 
prostatectomy after radiation failure is 
increasingly being performed robotically by 
experienced robotic surgeons.  One study 
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Radiation

Radiation is a non-invasive treatment option for 
prostate cancer with X-rays. The major advances 
in prostate cancer radiation have been the ability 
to fuse prostate MRI with the radiation treatment 
planning CT scan, and the advent of intensity 
modulated radiation therapy (IMRT) and image 
guided radiation therapy (IGRT). 

At the SOMC Cancer Center, to assure that we are 
treating the smallest volume necessary for cure 
in order to minimize size effects, a prostate MRI is 
obtained. The prostate is better defined on a MRI 
than on a CT scan as a MRI is better at looking at 
soft tissue than CT. In addition, the prostate is ac-
tually smaller than it appears on the CT scan used 
for planning the radiation treatment. Therefore, if 
only CT is used for radiation treatment planning, 
a larger volume than necessary is treated, which 
increases the risk of side effects. At the SOMC 
Cancer Center, the prostate MRI is fused together 
with the radiation treatment CT, and the smaller, 
more accurate prostate on the MRI is used to 
define the target volume for radiation treatment. 
This reduces the risk of side effects.

For radiation treatment planning, a Dosimetrist 
(licensed professional certified in planning radia-
tion beams), determines optimal radiation beam 
angles and field sizes to treat a patient’s prostate 
cancer. The goal of the treatment planning is to 
get the prescription dose to the prostate, while 
minimizing dose to the surrounding normal 
organs such as the bladder and the rectum. 
There are an infinite number of combinations 
that can be used in any particular radiation plan. 
The Dosimetrist’s ability to define optimal beam 
angles and intensity of each beam is unfortunate-
ly limited by the human mind and time it would 
take to go through hundreds or thousands of 
combinations. IMRT erases these limitations and 
is the most significant advance in prostate cancer 
radiation in years! IMRT allows the Dosimetrist 
to input the prescription dose that the prostate 

should receive, along with inputting the lim-
itations in dose that the normal organs should 
receive. Then the computer itself is able to go 
through the limitless possibilities to obtain the 
treatment planning goals that the Dosimetrist 
has asked the computer to achieve. The plan 
that is generated by the computer has the high 
radiation dose region much more constrained 
around the prostate than traditional planning, 
and much less of the high dose region in the 
normal tissues. Thus, with the advent of IMRT, we 
have been able to give much higher doses to the 
prostate to improve cure rates, while at the same 
time giving much less dose to the normal organs 
so treatment is much more tolerable. Most men 
have minimal side effects now with the use of 
IMRT, and the SOMC Cancer Center uses IMRT for 
all prostate cancer treatment. 

The prostate has internal motion and moves 
around slightly, although men cannot feel this 
movement. But to treat the prostate cancer, 
this motion has to be accounted for. If the high 
dose of radiation is confined tightly around the 
prostate with IMRT, but the prostate is moving 
slightly, the chance of missing the prostate target 
is actually higher with IMRT than with traditional 
large field radiation. IGRT makes up for this by 
allowing detection of the precise location of the 
prostate prior to turning the radiation beam on 
for treatment. At the SOMC Cancer Center, this 
is done by placing 3 fiducial markers, which are 
gold seeds about the size of a grain of rice, inside 
the prostate. Fiducial markers are used because 
they are very easy to see, as the prostate itself 
can sometimes blend in with the surrounding 
rectum and bladder. These markers are imaged in 
the prostate at the time of the CT scan obtained 
for radiation treatment planning. Prior to each 
radiation treatment, a CT scan is also performed 
with the patient on the treatment table by the 
treatment machine. The CT images from the 
radiation treatment planning scan and the CT im-

published this year included 51 patients, a 
large series for salvage prostatectomy by 
any approach, and confirmed the growing 
body of evidence suggesting the approach is 
reasonable as compared with open surgery.[12]
 
At least two studies were published in 2014 
examining the exciting potential application 
of enhanced vision capabilities integrated into 
the robotic platform in the field of prostate 
cancer surgery.  One such study evaluated the 
role of integrated near-infrared fluorescence 
imaging (Firefly) for identifying nodal metastasis 
during robotic lymph node dissections for 

prostate cancer in 50 patients.  This technology 
allows for visualization in the spectrum beyond 
what the human eye can see with ongoing 
research into using fluorescence to identify 
prostate cancer margins and invasive disease 
in real-time at the time of surgery.[13]
 
In summary, robotic prostatectomy for 
prostate cancer continues to be a fertile 
subject for outcomes research and technical 
advancements as dissemination continues 
and robotics is applied in more patients and 
increasingly in complex prostate cancers.
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ages obtained on the treatment table are fused 
into one scan, and the seeds in the prostate are 
aligned on top of each other. This allows for spe-
cific localization of the prostate prior to turning 
the radiation beam on assuring that we are right 
on target for treatment. In the event of prostate 
cancer recurrence after surgery, IGRT can also be 
used for salvage radiation to the prostate bed by 
localizing the clips left behind after surgery in the 
same manner as using the gold fiducial markers 
placed in the prostate 

In summary, for many years, prostate radiation 
was a very difficult treatment to undergo, due to 
the larger fields required to account for the move-

ment of the prostate, which caused more normal 
tissues to have side effects. We also could not 
use as high of a radiation dose as we would have 
liked, due to being limited by the side effects on 
the normal tissues. Thus, cure rates were also not 
as high as they could have been. But now with 
prostate MRI, IMRT, and IGRT at the SOMC Cancer 
Center, we are able to treat smaller volumes, 
increase cure rates, and decrease side effects, 
and are pleased to be able to offer these latest 
advances to our patients.

Hormones

For men with more advanced prostate cancers, hormonal therapy is often used in conjunction with 
radiation therapy. Prostate cancers grow from testosterone, and hormonal therapy starves the prostate 
cancer of testosterone. Hormonal therapy comes in pill form that must be taken daily, but most com-
monly is given as an injection that lasts from 1-4 months before the next injection is due. The hormonal 
therapy itself does not cure prostate cancer, but in conjunction with radiation, can increase cure rates in 
more advanced prostate cancer.

Summary

There are many different treatment options for prostate cancer including no treatment, 
and the SOMC Cancer Center takes great pride in discussing all treatment options with 
patients. The team approach with collaboration between the Urologic Surgeons, the 
Radiation Oncologist, Medical Oncologists, and our patients, help design the best treatment 
approach for that particular patient.  We have clinical trials available that allow us to 
stay on the cutting edge of the most promising therapies in prostate cancer care. 

We invite you to learn more at www.somccancer.org or take a guided tour of 
the center to view all we have to offer. Please call (740) 356-7490 to schedule 
an appointment. Together, we will win this battle against cancer.

Sincerely,

Johnny Ray Bernard, MD, DABR
Radiation Oncology
Senior Medical Director of 
Radiation Oncology Services
Southern Ohio Medical Center

Christopher Shiepis, DO
Urologic Surgeon
Senior Medical Director of Urology
Southern Ohio Medical Center

Ronney Abaza, MD, FACS
Urologic Surgeon
Columbus, Ohio



www.somc.org/cancer/reports/ (740) 356-7490

13

References

1. Diaz M, Peabody JO, Kapoor V, et al: Oncologic Outcomes at 10 Years Following 
Robotic Radical Prostatectomy. Eur Urol. 2014 Jul 1. [Epub ahead of print]

2. Gardiner RA, Coughlin GD, Yaxley JW, et al: A progress report on a prospective 
randomised trial of open and robotic prostatectomy. Eur Urol 2014 Mar;65(3):512-5.

3. Gandaglia G, Abdollah F, Hu J, et al: Is robot-assisted radical prostatectomy safe in men 
with high-risk prostate cancer? Assessment of perioperative outcomes, positive surgical 
margins, and use of additional cancer treatments. J Endourol. 2014 Jul;28(7):784-91.

4. Harty NJ, Kozinn SI, Canes D, et al: Comparison of positive surgical margin 
rates in high risk prostate cancer: open versus minimally invasive radical 
prostatectomy. Int Braz J Urol. 2013 Sep-Oct;39(5):639-46.

5. Ritch CR, You C, May AT, et al: Biochemical recurrence-free survival after 
robotic-assisted laparoscopic vs open radical prostatectomy for intermediate- 
and high-risk prostate cancer. Urology. 2014 Jun;83(6):1309-15.

6. Hu JC, Gandaglia G, Karakiewicz PI, et al: Comparative Effectiveness of Robot-assisted 
Versus Open Radical Prostatectomy Cancer Control. Eur Urol. 2014 Oct;66(4):666-72.

7. Gandaglia G, Trinh QD, Hu JC, et al: The impact of robot-assisted radical 
prostatectomy on the use and extent of pelvic lymph node dissection in the 
“post-dissemination” period. Eur J Surg Oncol. 2014 Sep;40(9):1080-6.

8. Wang EH, Yu JB, Gross CP, et al: Variation in Pelvic Lymph Node Dissection Among 
Patients Undergoing Radical Prostatectomy by Hospital Characteristics and Surgical 
Approach: Results from the National Cancer Database. J Urol. 2014 Sep 18. pii: 
S0022-5347(14)04412-7. doi: 10.1016/j.juro.2014.09.019. [Epub ahead of print]

9. Pilecki MA, McGuire BB, Jain U, et al: National multi-institutional comparison of 30-day 
postoperative complication and readmission rates between open retropubic radical prostatectomy 
and robot-assisted laparoscopic prostatectomy using NSQIP. J Endourol. 2014 Apr;28(4):430-6.

10. Alemozaffar M, Sanda M, Yecies D, et al: Benchmarks for Operative Outcomes of Robotic and 
Open Radical Prostatectomy: Results from the Health Professionals Follow-up Study. Eur Urol. 
2014 Feb 11. pii: S0302-2838(14)00118-3. doi: 10.1016/j.eururo.2014.01.039. [Epub ahead of print]

11. Gandaglia G, Sammon JD, Chang SL, et al: Comparative effectiveness of robot-assisted and open 
radical prostatectomy in the postdissemination era. J Clin Oncol. 2014 May 10;32(14):1419-26.

12. Yuh B, Ruel N, Muldrew S: Complications and outcomes of salvage robot-assisted radical 
prostatectomy: a single-institution experience. BJU Int. 2014 May;113(5):769-76.

13. Manny TB, Patel M, Hemal AK, et al: Fluorescence-enhanced robotic radical prostatectomy using 
real-time lymphangiography and tissue marking with percutaneous injection of unconjugated 
indocyanine green: the initial clinical experience in 50 patients. Eur Urol. 2014 Jun;65(6):1162-8. 



www.somc.org/cancer/reports/ (740) 356-7490

14

14. http://www.cdc.gov/cancer/prostate/

15. http://www.cdc.gov/cancer/prostate/basic_info/risk_factors.htm

16. http://www.pcf.org/site/c.leJRIROrEpH/b.5802027/k.D271/Prostate_Cancer_Risk_Factors.htm

17. http://onlinelibrary.wiley.com/doi/10.3322/caac.20138/full

18. http://www.cdc.gov/cancer/breast/statistics/state.htm

19. http://www.breastcancer.org/symptoms/understand_bc/statistics

20. http://www.ncbi.nlm.nih.gov/pubmed/21947588

21. Krag DN. Lancet Oncol.  11:9, 2010

22. Giuliano A, Ann Surg 252:426, 2010

23. Giulano A JAMA 2011, 305(6):569-75

24. Dengel LT, et al. SSO Cancer Symposium, March 8, 2013

25. National Comprehensive Cancer Network (NCCN): www.nccn.org

26. American society of Clinical Oncology (ASCO): www.asco.org







SOMC Cancer Center
1121 Kinneys Lane | Portsmouth, OH 45662
(740) 356-7490

www.somc.org/cancer/reports/


