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Annual Site Analysis
2009 Breast Cancer
Including 2008 Cancer Registry Statistical Review

The Breast Care Collaborative
In fiscal year 2007, ECHN engaged a consultant to review our cancer services and strategies. One
result of this consultation is an emphasis and enhancement of ECHN’s breast cancer program. The
demographics of the communities served by ECHN is one that is noted for growth and aging, with
expected increase in the incidence of cancer, thus requiring an increased demand for cancer
services. The consultant found that ECHN has a high technology agenda but we had lacked a
comprehensive and coordinated program. Patients would sometimes seek follow up care at our
local competitors.

In addition to programmatic changes, we also noted that we had several physician gaps. We did
not have a full compliment of specialists in the area of breast health. ECHN believed that we
needed to attract new physicians with unique skills that would reassure our patients that we could
provide to them top quality, coordinated and comprehensive breast health care.

We put together a wide ranging plan for breast care that included but was not limited to the
following:

•

Recruited a female breast surgeon who is well known and well respected in the area.

•

Hired the female breast surgeon as our Medical Director of the breast care collaborative.

•

Hired a Nurse Navigator solely for the care of breast care patients. The job responsibilities for
this job were redefined.

•

Hired a marketing firm that helped us develop a logo and marketing strategy for our
community that would increase the awareness of breast cancer and our new comprehensive
program.
3

•

Designated a new location, adjacent to all services related to breast care and changed our
workflow to allow our pt’s to have a fully comprehensive breast care program.

•

Developed a coordinated and comprehensive program that includes breast and general
surgeons, radiologists, medical oncologists, radiation oncologists, pathologists, reconstructive
surgeons, oncology social workers, physical therapists and the Nurse Navigator.

•

Developed a Breast Advisory Group that meets monthly to review all workflow, policy and
procedures related to Breast Cancer.

•

Reviewed our technology and advanced our capital needs to meet and exceed the expectation
of our physicians and our patients. (Purchasing of two new digital mammography and
stereotactic machines.)

•

Increased the frequency of our breast tumor board meetings.

•

Developed an ongoing tracking grid for quality indicators, customer service, and program
development compared to our strategic goals.

Invasive female Breast Cancer
Invasive cancer of the female breast is expected to affect 1 million women world wide this year. It is
anticipated that in 2009, approximately 192,000 new cases of invasive breast cancer will be diagnosed
and slightly over 40,000 deaths will occur in the United States. In Connecticut, 2790 new breast cancer
cases will be diagnosed and there will be 480 deaths due to breast cancer in 2009. The incidence of
invasive female breast cancer in Connecticut is 137.4 cases per 100,000 population. In the ECHN
service area the incidence ranges from 131.6 (702 cases) in Hartford County to 139.2 (104 cases) in
Tolland County. The rate of death due to invasive female breast cancer in Connecticut is 24.4 per
100,000 and is showing a declining trend. In Hartford County the rate of death is 23.4 per 100,000 and
in Tolland County the death rate is 20.9 per 100,000. In all locations we are seeing a declining
incidence and a declining death rate within the state. It is thought these changes are due to a decrease
in the use of post menopausal hormone replacement therapy and a slight decrease in screening
mammography.
In 2008, invasive cancer of the female breast was diagnosed as the most common malignancy at ECHN.
In this report we will review recent initiatives at ECHN which enhance patient care, compare our breast
cancer statistics to national averages and provide additional information to the reader for
consideration.
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Risk Factors
Although the causes of invasive female breast cancer are not known it is recognized that certain
factors are linked to the chance of getting the disease. These are called risk factors. Risk factors fall
into two broad categories, those that cannot change and those that can be changed. In the chart
below we have a list showing relative risk of developing breast cancer based on certain factors. Those
factors that cannot be changed are indicated in bold.

Relative Risk

Risk Factor

High Relative Risk

Female
Age over 65
Inherited Mutation (such as BRACA
genes)
Family history of breast cancer in first
degree relatives
Prior history of Breast Cancer
Dense Breast Tissue

Intermediate Relative Risk
(2.1- 4 times normal)

Biopsy confirmed atypical hyper -plasia:
A High dose (Therapeutic) Radiation to
chest
High bone density (post menopausal)

Factors that Increase Relative Risk for Breast Cancer II
(Risk factors that cannot be changed are in Bold)
Relative Risk

Risk Factor
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Low Relative Risk

Late age at first full term pregnancy
(>30yrs)
Early Menarche (<12 yrs)
Late Menopause (>55 yrs)
No full term pregnancy
No history of breast feeding
Recent oral contraceptive
Use of post menopausal hormone
replacement therapy
Obesity ( post menopausal)
History of DES exposure
Race (Caucasian greater risk than
African Americans)
Personal history of endometrial, ovarian
or colon cancer
Alcohol Consumption ( more than 2
drinks per day)
Tall height
Jewish heritage
High Socioeconomic status
Lack of exercise

Prevention, Strategies and Screening
While there is no guaranteed way to prevent breast cancer, there are things all women can do that
might reduce their risk and help increase the odds that if cancer does occur, it is found at an early, more
treatable stage. Lifestyle changes and early detection are two preventive measures that can be taken to
reduce the risk of developing breast cancer.
6

Changes in lifestyle include:
♦ Limiting alcohol intake
♦ Regular exercise
♦ Maintaining a healthy body weight
Additionally, women who choose to breast feed for several months and post-menopausal women who
do not use hormone therapy may reduce their breast cancer risk.
Early detection of breast cancer helps to find cancers at an early stage when the likelihood of successful
treatment is greatest. Women who are at increased risk of developing breast cancer include:
♦ Women with a strong family history of breast cancer
♦ A genetic mutation of the BRCA gene
♦ Women who have had biopsies that have shown pre-cancerous changes or LCIS
♦ Women with a previous cancer in one breast
Chemoprevention, the use of drugs to reduce the risk of developing cancer, has been shown to lower the
risk of getting breast cancer in women who are at an increased risk of the disease. For women with a
very high risk for developing breast cancer, prophylactic surgery such as bilateral mastectomy may be an
option. While preventive surgery may be the right choice for some women, the American Cancer Society
Board of Directors has stated that “only very strong clinical and/or pathologic indications warrant doing
this type of preventive operation”.
Support Groups –
Reach to Recovery is the American Cancer Society peer-to-peer support program for people with a
breast cancer diagnosis. Reach to Recovery volunteers are breast cancer survivors who have been
trained to provide information and support to women or men who have been diagnosed with breast
cancer or who may be facing a breast cancer diagnosis. Volunteers visit with patients by telephone or in
person. Every effort is made to match patients with a volunteer similar in age or a similar breast cancer
experience. The Reach to Recovery program has been helping people with breast cancer for more than
35 years.
In addition to the American Cancer Society support program, ECHN offers access to the “Breast Cancer
Network of Strength” which is a national organization that offers support to women with breast cancer.
They can be found on the internet at http://www.networkofstrength.org/.
Detection Guidelines –
The American Cancer Society recommends that women with an average risk of developing breast cancer
should have mammograms yearly beginning at age 40 and continuing for as long as a woman is in good
health. Clinical breast exams should be part of a periodic health exam, approximately every 3 years for
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women in their 20’s and 30’s and every year for women 40 and older. Breast self exam is an option for
women beginning in their 20’s.
People who are at an increased risk for certain cancers may need to begin cancer screening at an earlier
age or be screened more often. Women at high risk (greater than 20% lifetime risk) should get an MRI
and mammogram every year. Women at moderately increased risk (15% to 20% lifetime risk) should talk
to their doctor about the benefits and limitations of adding MRI screening to their annual mammogram.
Yearly MRI screening is not recommended for women whose lifetime risk of breast cancer is less than
15%.
Breast Care Collaborative
ECHN is also proud to announce that in September of 2009, the Breast Care Collaborative opened.
Through community assessment, it was found that ECHN provides significant services regarding breast
health to the nineteen communities within our geographic service area. The desire to consolidate these
services prompted the creation of the Breast Care Collaborative, at 2800 Tamarack Ave., Suite 100,
South Windsor, CT in the Evergreen Medical Building. ECHN’s affiliate, the Women’s Center for Wellness
is in the same building and provides over 10,000 mammograms yearly.
ECHN’s Breast Care Collaborative consists of a team of specialists with particular expertise in the
treatment of breast disease. These specialists include breast and general surgeons, radiologists, medical
oncologists, radiation oncologists, pathologists, reconstructive surgeons, oncology social workers,
physical therapists and the Breast Care Coordinator. ECHN’s Breast Care Collaborative functions under
the guidance of the Breast Care Advisory group. This group consists of physicians and administrators
which approves policies, processes and assists in the strategic planning of the Breast Care Collaborative.
Navigator’s Role
A component of the Breast Care Collaborative is the Breast Care Coordinator or nurse navigator. Kathy
Porter, R.N., B.S., Breast Care Coordinator is available to provide patients and physicians with
education on breast health, information on available services throughout ECHN, and assistance in
coordinating medical care and treatment and emotional support throughout the breast health/cancer
process. The Breast Care Coordinator, (navigator) is called upon to meet with women after they have
been told of a suspicious finding from their mammogram, (often completed in the same building, so
the introduction is immediate), or by phone should the woman have her mammogram at one of
ECHN’s four mammogram sites.
Community Outreach
ECHN provides numerous community outreach programs both on a large scale and individually to small
groups. A large segment of community outreach is through a collaborative effort between ECHN and the
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Susan G. Komen for the Cure, CT funding of the ACES Project. The ACES Project stands for access,
collaboration, education and screening. This program strives to decrease barriers women face in
obtaining their annual mammogram, by providing free transportation to women in need, education and
mammogram services. Examples of this include free rides to women who no longer drive or women
with physical disabilities. This grant pays for rides using wheelchair vans, town vehicles and even taxis
(Access and Collaboration). Education includes community lectures at senior centers, housing
authorities, churches and private businesses. Financial assistance for Screening is accomplished by
identifying the “working poor,” such as women who work part time in big box stores and within the store
have either high co-pay or deductibles which may prevent them from having yearly mammograms.
Financial assistance is available through the Komen grant and other funding sources.

Community outreach is provided by the Breast Care Coordinator in many of the 19 communities served
by ECHN. The Journal Inquirer, did a feature article and community TV show during the month of March
2009 on the ACES Project. During August, the Breast Care Coordinator reached out to the Shop Rite
Grocery Store and JC Penney’s providing individual education titled; “Ask the Nurse Questions Regarding
Breast Health” and a lunch and learn session on breast health.

ECHN is the recipient of an American Cancer Society (ACS) “Mini Grant” which identifies 8 primary care
practices within the ECHN network and provides a pink accordion folder with ACS approved breast
health literature for the practice and for their patients. The ACS also provides patient and professionally
oriented educational materials for the patients and health care staff of these practices, ECHN is also
the recipient of funds and equipment from UNICO, an Italian /American service club, the HOPE Fund ( an
internal ECHN fund raiser) and Team Towanda ( a local area grassroots fundraising organization) .

Other community outreach services include ECHN’s annual Women’s Health Stroll in May, a one mile
walk around a shopping complex. This event is a collaborative effort between twenty two retail shops
and ECHN. Breast health tips were provided to over 300 participants.

In October of 2009, ECHN sponsored the annual Celebrating a Special You, the National Breast Cancer
Awareness event. This annual community event provides a motivational speaker and breast health
informational tables which celebrates a woman, her family and friends past year of living with breast
cancer, or in providing health education to women in general regarding breast health services. Over 280
women and men attended this year’s event.
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Medical Imaging
Medical imaging plays a central role in screening for breast cancer and diagnosis of disorders of the
breast. Here is an overview of the current status of breast imaging by modality.
Mammography
Mammography remains the mainstay of breast cancer screening. Mammography is the only screening
examination which has been shown to reduce mortality from breast cancer. The recommendations for
screening are based on the demographics and natural history of the disease. Breast cancer incidence
rises beginning at age 30, peaking in the seventies, then declines. Breast density is also usually greater in
younger women, and often decreases over time. The sensitivity of mammography is reduced with
increased breast density. For these reasons, the most prevalent recommendation is for annual screening
mammography to begin at age forty.
In patients with a family history of early breast cancer, starting screening 10 years earlier than the age of
diagnosis of the affected relative is recommended (but usually not before age 30). Screening should
begin for a patient of any age who has a breast cancer or with a high risk lesion such as atypical
hyperplasia or lobular carcinoma in situ. Screening may start in the twenties for patients with known or
suspected BRCA mutations. Recent and controversial recommendations have suggested that 75 years of
age is the upper limit for cost effective screening, however this is not universally accepted. In the trials,
the mortality benefit is seen 5 – 7 years following onset of screening. Therefore, it has been suggested
that screening may be of decreased benefit when life expectancy is at or below this level. An upper age
limit of 90 is offered as a guideline for most patients.
Digital mammography is becoming more prevalent. Initial data showed that digital mammography was at
least as good as film-screen for detection of cancer. Subsequent studies demonstrate that digital
mammography is actually superior in women with dense breast tissue. Although the initial cost to
implement digital mammography is significantly higher than film-screen technology, advances in
technology, decreasing digital storage costs, widespread application of PACS and other digital modalities,
and clinical benefits of digital mammography have resulted in migration toward digital mammography.
Digital mammography uses an electronic receptor to capture the image, which is then sent as a digital
file to a computer workstation for viewing. The advantages of digital mammography include shorter
exam times, image manipulation during interpretation, and availability of the images across a network.
As the images are available for viewing nearly instantaneously, technologists can review them quickly,
allowing for increased efficiency and more convenience for patients. When interpreting the images on
special high-resolution monitors, radiologists are able to change the contrast, digitally magnify the
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image, apply electronic filters to make abnormalities more conspicuous, and otherwise manipulate the
image to improve detection of suspicious findings. The digital images can be made available to multiple
providers, allowing for prompt care of the patient and consultation without delays and cost of film
delivery or risk of lost films.
When an abnormality is detected on screening mammography, the patient is often asked to return for
additional diagnostic images which may include spot compression or magnification views, or
exaggerated or alternate angled images to allow for confirmation, localization, and evaluation of the
level of suspicion of the abnormality. For suspicious calcifications, architectural distortion, or mass-like
densities not seen on ultrasound, special stereotactic mammographic images can be utilized to guide
needle core biopsy. Mammographic or stereotactic guided needle localization is also used prior to
surgical biopsy or excision.
Breast Ultrasound
Ultrasound plays an important role in breast imaging. As there is no ionizing radiation and no breast
compression, it is safe and well-tolerated. It is relatively inexpensive compared to other modalities. It is
often used as a first step for evaluation of a palpable mass or lump, particularly in women below the age
for recommended screening mammography. Ultrasound is also recommended for evaluation of masses
detected by mammography. Identification of a simple cyst on ultrasound often negates the need for
additional workup. Ultrasound is also good at identifying solid masses, and criteria can be used to help
characterize the mass as probably benign or suspicious for cancer. Probably benign masses can be
followed by serial ultrasound exam, while larger or suspicious masses can be biopsied by needle core
biopsy using real-time ultrasound as guidance. This technique is very accurate and well-tolerated by
patients, being much more comfortable than other image guided biopsy techniques.
Ultrasound has traditionally not been utilized as a screening examination for breast cancer, except in
rare instances where mammography could not be done. One reason is that it is operator dependent,
requiring significant expertise and experience on the part of the sonographer. There are not standard
views as in some other modalities, making interpretation and reproducibility difficult. However, there is
initial data from ongoing research demonstrating increased cancer detection over mammography alone
in women with dense breast tissue, where mammography is less sensitive. Adding a screening
ultrasound for women with dense breast tissue and at increased risk of breast cancer from at least one
other factor, usually family history, resulted in detection of 28% more cancers than mammography
alone. However, there was a four-fold increase in false positive examinations (10% of women had an
unnecessary biopsy versus 1 in 40 for mammography alone). There are no specific recommendations for
screening ultrasound. Based on the above data, the recommended approach is to offer this examination
to women with dense breast tissue who have risk factors putting them at intermediate or moderately
increased risk after discussing the risks and benefits of the procedure.
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Automated full breast ultrasound machines have been developed to address issues of sonographer skill,
incomplete evaluation of breast tissue, and difficulty in interpretation. This is not widely used, and
research is ongoing regarding its efficacy and role in breast cancer screening.
Magnetic Resonance Imaging (MRI)
MRI examination of the breast is performed utilizing a special breast coil. Unless performed simply to
evaluate implant integrity, it requires the intravenous administration of Gadolinium contrast and
dynamic imaging for the detection of breast cancer. Lesions are detected not only by contrast
enhancement, but by the kinetics of the enhancement over time, as well as the morphology of the
lesion. Current technology accommodates imaging of both breasts simultaneously, allowing for side to
side comparison. The images are often interpreted with the aid of software which color-codes kinetic
data to allow for improved lesion detection and evaluation. MRI is very sensitive in detecting breast
cancer (92%). However, it is less sensitive for non-invasive cancer (DCIS), and therefore cannot replace
mammography or reasonably exclude the presence of in situ cancer in the setting of a suspicious
mammographic finding, particularly calcifications. The drawbacks include low specificity (resulting in
increased unnecessary biopsies), time of exam, cost and contrast administration. MRI can be used to
guide needle core biopsy or needle localization, but because of the factors cited above, these biopsy
procedures are limited to lesions which cannot be visualized by other modalities.
Diagnostic MRI is also performed for evaluation of lesions detected by other modalities prior to biopsy.
In patients with known cancer, MRI is utilized to demonstrate the extent of disease and detect any
additional occult lesions prior to definitive surgery, to monitor response to therapy, and to evaluate for
recurrent disease. The current recommendations for annual screening MRI in addition to mammography
are for patients at high risk (> 20% lifetime risk) for breast cancer. This includes patients with known or
suspected BRCA mutations or other genetic syndromes related to increased risk of breast cancer, and
patients with history of breast / chest wall irradiation between 10 and 30 years of age.
Personalized Medicine/Role of Pathology in Personalizing the Treatment Approach
In recent years, the treatment of breast cancer has evolved from “evidence-based” medicine to the more
patient-centered concept of “personalized medicine.” Nowhere is this more evident than at ECHN’s
Breast Care Collaborative, an innovative partnership program between the patient, her medical team,
and the dedicated Nurse Coordinator.

The United States Congress partially defines personalized medicine as “the application of genomic and
molecular data to better target the delivery of health care…”1 As such, it is the Department of Pathology
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and Laboratory Services at ECHN that plays a pivotal role in the team approach to breast cancer. The
information provided by the pathologist allows for a personalized treatment plan to be developed.
Traditional pathologic evaluation includes gross and microscopic tissue analysis of breast cancers to
determine prognostic parameters which are utilized by the patient and her medical team to make
treatment decisions. For example, pathologists ensure that the tumor has been fully excised by closely
analyzing the surgical margins of the tissue specimen, determining the size and grade of the cancer, and
examining axillary lymph nodes for metastatic lesions.
The “personalized” aspects of treatment are dependent on the pathologist studying cellular protein for
estrogen receptor, progesterone receptor, and HER2. These studies will help predict a patient’s
response to treatments such as tamoxifen, aromatase inhibitors, and/or trastuzumab or lapatinib
(inhibitors of the HER 2 receptor). Quality performance and interpretation of these predictive tests are
assured at ECHN due to strict adherence to the College of American Pathologists/American Society of
Clinical Oncology HER2 testing guidelines2, and via ongoing College of American Pathologists laboratory
accreditation and proficiency testing.
Genomic data has really propelled the concept of “personalized medicine” forward in regards to breast
cancer over the past few years. Beginning with genetic testing for the breast cancer genes, BRCA1 and
BRCA2, and continuing to genetic microarray testing panels, the field of breast cancer genetic testing is
exploding! Genetic testing of patient’s breast cancer tissue with multigene assays, such as MammaPrint
and Oncotype Dx, can help patients and their physicians determine the likelihood of tumor recurrence
and develop a patient-specific treatment regimen. This testing is facilitated at ECHN via ongoing
research study protocols that allow our patients access to this cutting-edge technology.
Here at ECHN, we are privileged to have physicians and caregivers involved with the Breast Care
Collaborative who support the concept of “personalized medicine.” Utilizing traditional and more
advanced genetic testing available through the Department of Pathology and Laboratory Services, ECHN
breast cancer patients have access to the state-of-art diagnostic breast cancer testing necessary for truly
“personalized” medical care.

Reference 1 = S.976 Title: A bill to secure the promise of personalized medicine for all Americans by expanding and
accelerating genomics research and initiatives to improve the accuracy of disease diagnosis, increase the safety of
drugs, and identify novel treatments.
Reference 2 = Wolf, AC, Hammond ME, et al. ASCO/CAP Guideline Recommendations for
Human Epidermal Growth Factor Receptor 2 Testing in Breast Cancer.
Arch Pathol Lab Med, 131, 2007: 18-43.
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Genetic Testing
More than 200,000 breast cancers occur in the US each year. 5-10% of these cancers are associated with
an inherited predisposition. The most common cause of hereditary breast cancer is an autosomal
dominant mutation of the BRCA1 or BRCA2 gene. In normal cells these function as tumor suppressor
genes, and thus help prevent the development of cancer by making proteins that keep the cells from
growing abnormally. BRCA 1 or BRCA 2 mutations confer an increased lifetime risk of breast cancer
(about 80%), contra lateral breast cancer (about 40%), ovarian cancer (about 40% for BRCA 1 mutation
and 20% for BRCA 2 mutation), and less commonly other cancers.
Although BRCA mutations are rare (1 in about 400-800 people), we are aware of certain high risk
populations. Anyone of the following features alone indicates a risk for harboring a BRCA 1 or BRCA 2
mutation:
1. Early onset breast cancer (diagnosed before age 50),
2. Two primary breast cancers (either bilateral or ipsilateral),
3. A family history of early onset breast cancer,
4. Male breast cancer,
5. A personal or family history of ovarian cancer,
6. Ashkenazi Jewish heritage,
7. A previously identified BRCA 1 or BRCA 2 mutation in the family.
The presence of more than one of these features raises the risk to greater than 10%, and such people
should have access to BRCA testing.
Genetic testing can identify inherited mutations in the BRCA 1 or BRCA 2 tumor suppressor genes.
Women who test positive can then take steps to reduce their risk of developing breast cancers and to
monitor changes in their breasts to find cancer at an earlier more treatable stage.
Genetic counseling combines the provision of risk information with the provision of psychological and
educational support. Content of the session(s) varies according to the needs of the woman, the
outcome of the cancer risk assessment, and whether the woman decides to pursue genetic testing.
Three or more sessions may be involved. The purpose of the first session is risk assessment. Health
history, lifestyle issues, and family medical history are discussed. A three to four generation family
pedigree is constructed and the process of obtaining pathology reports and other documentation
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initiated. Psychological issues associated with predisposition testing are considered. The second session
typically consists of pretest education and counseling. At this time informed consent is obtained and the
blood necessary for testing drawn. The purpose of the third visit is disclosure of the genetic test results.
The meaning of test results in relation to the woman’s cancer risk and the risk of family members are
discussed. Medical follow up recommendations, a cancer surveillance plan and a risk reduction plan may
all be part of this visit.
Decisions surrounding genetic testing are intellectually and emotionally overwhelming. Providers of this
service must have in-depth knowledge of the underlying clinical biology, the psychosocial issues,
insurance implications, and the breast cancer-specific genetic counseling skills. Women with breast
cancer at high risk for harboring a BRCA mutation may undergo testing to guide the decision making
process with regard to breast conservation, careful surveillance, and other risk reducing strategies. For
mutation positive women who choose breast conservation, tamoxifen may be a consideration. In the
postmenopausal setting prophylactic oophrectomy may be an option. Women without a personal
history of cancer but who have a high calculated personal risk may seek genetic testing. In this situation
a close relative who has been diagnosed with breast cancer would be tested first to determine whether
the given family pattern is actually associated with a BRCA mutation. The woman and family will
continue to be managed as a high risk group. An informed patient without a diagnosis of breast cancer,
who is found to carry a BRCA mutation, will be counseled with regard to prophylactic oophrectomy,
tamoxifen use, and bilateral prophylactic mastectomy. Mutation carriers who retain breast tissue may
be offered intensive breast cancer surveillance, including MRI.
Breast and ovarian cancer are topics of concern for all women – regardless of family history. Many
people are unaware of their inherited risk. Genetic risk assessment assists medical providers in early
identification of individuals at high risk of developing cancer. Genetic information can then be
incorporated into medical management to increase early detection and prevention.
Surgery
Sentinel Lymph Node Biopsy
Sentinel node biopsy is a relatively new technique used in the surgical treatment of invasive breast
cancer to better identify women with metastases to regional lymph nodes and to select those women
who would benefit from further treatment, including formal axillary dissection. Sentinel node biopsy has
been utilized at ECHN hospitals since 1998 when the technique was introduced with safeguards to
ensure results in line with national standards. Indeed one surgeon submitted data, including 46 cases, to
The University of Louisville Breast Cancer Sentinel Lymph Node Study, which became the largest study of
the technique in the USA.
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The technique, as practiced at ECHN involves the injection of a radioactive substance (radiosulfacolloid)
intradermally over the primary tumor or in the retroareolar tissue in the quadrant of the tumor several
hours before surgery. A probe is used within the axilla at the time of surgery to identify those radioactive
nodes draining the area of injection. These are defined as the sentinel nodes. Tumor metastases have
been proven to spread to the sentinel nodes the majority of the time, allowing those glands at the
greatest risk of containing tumor to be selectively harvested. At times, a vital blue dye is injected around
the tumor at the beginning of surgery to assist in visual identification of the sentinel node. An extensive
axillary dissection is usually performed if tumor is identified on touch prep examination at the time of
primary surgery, or during a second procedure if tumor is found on final pathologic inspection.
The advantages of the sentinel node technique include reduced extent of axillary surgery thus reducing
the incidence of complications, more intense examination of those nodes at highest risk of harboring
metastases and improved staging of patients. The major disadvantage is possible presence of tumor in a
small but defined number of non-sentinel nodes.
Sentinel node biopsy has become the standard of care in the vast majority of surgical procedures
performed for breast tumors< 5 cm in diameter and is practiced by all surgeons at the hospitals of the
Eastern Connecticut Health Network.

Mastectomy & Reconstruction
Some women require mastectomy to treat their breast cancer and others choose to have mastectomy for
various reasons. Absolute indications for mastectomy are multicentric carcinoma, prior history of
radiation treatment or any contraindication to radiation therapy; such that a full dose of radiation cannot be
give to the breast. A large tumor to breast ratio is also an indication for mastectomy based on the
expected poor cosmetic outcome.
Most, but not all, women are candidates for reconstruction after mastectomy. Some plastic surgeons feel
the complication rate for women who receive post mastectomy radiation is too high and will not offer
immediate breast reconstruction to those patients. Reconstruction is usually delayed for women with
inflammatory breast cancer.
Mastectomy
There are several operations that accomplish removal of all of the breast tissue.
Radical Mastectomy – this operation is rarely performed today. All of the breast tissue (including the
skin with the nipple) is removed along with the underlying pectoralis muscle off the rib cage and all of
the lymph nodes from under the arm. This often requires covering the rib cage with a skin graft taking a
piece of skin from the thigh.
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Modified Radical Mastectomy – this operation includes removing all of the breast tissue (including the
skin with the nipple) and the lymph nodes under the arm. The pectoralis muscle is not removed and no
skin graft is required.
Total Mastectomy (also called Simple Mastectomy) involves removal of all of the breast tissue including
the skin with the nipple. This operation does not include any lymph node removal from under the arm.
Skin sparing Mastectomy – this operation includes removal of all of the breast tissue with removal of the
nipple, but leaving most of the skin to allow for immediate reconstruction.
Subcutaneous Mastectomy – this operation includes removal of most of the breast tissue, but leaves the
nipple and skin and includes leaving a thin layer of breast tissue beneath the nipple to maintain its blood
supply. This carries a slightly increased risk of recurrence over total mastectomy and is not indicated for
tumors located centrally underneath the nipple.
There are two basic types of breast reconstruction: autologous tissue based reconstruction and implant
based reconstruction. There are advantages and disadvantages to both. In implant based reconstruction, a
tissue expander is placed at the time of the mastectomy. This is slowly expanded in the office by putting
saline in a valve into the tissue expander. When the desired size is achieved, the tissue expander is
surgically removed and a saline or silicone implant is placed as an outpatient surgery. Reconstruction of
the areola and nipple can be performed in a separate operation after the skin has been stretched to its final
size and the permanent implant has been placed. Implant based reconstruction has the advantage of being
easier to tolerate than the autologous tissue based reconstruction and allows for quicker recovery.
Disadvantages to the implant based approach is that it is difficult to have an implant match a natural breast
in appearance and some women have complications of pain and capsular contraction years later.
There are multiple types of autologous reconstruction. These reconstructions all use tissue from other
parts of the patient’s body such as the back, buttocks, thighs or abdomen. This is accomplished by leaving
the tissue connected to the original site to retain its blood supply (the vessels are tunneled beneath the skin
surface to the new site) or the original blood supply may be cut off and a new blood supply may be
connected through microsurgery. The main types of autologous reconstruction are: latissimus dorsi (lat)
flap, transverse rectus abdominus myocutaneous (TRAM) flap, and the deep inferior epigastric perforator
(DIEP) flap
The latissimus dorsi flap uses the latissimus muscle to recreate the breast mound. There usually is not
enough mass with the latissimus muscle alone to recreate the breast so a tissue expander is often used in
conjunction with the lat flap. The lat flap creates more of a ptosis and natural appearance compared to an
implant alone. This is also a useful reconstruction if a fair amount of skin has been excised with the
mastectomy, for oncologic reasons, especially to fill in laterally.
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The transverse rectus abdominus myocutaneous (TRAM) flap uses excess abdominal tissue to recreate the
breast mound. An implant is usually not needed. The rectus abdominus muscle is rotated from the
abdomen into the cavity remaining after the breast is removed. The blood supply to the muscle is kept
intact. In excising the abdominal tissue, an abdominoplasty (tummy tuck) is performed in the process.
This procedure has the advantage of having no foreign material implanted. The TRAM flap tends to have
a very natural appearance and can usually match the contralateral side very well. Disadvantages to a
TRAM flap are that it can be a lengthy and painful recovery and there is a chance for hernias. Another
disadvantage to a TRAM flap is that you can have abdominal weakness with certain activities that can
then lead to chronic back pain.
The deep inferior epigastric perforator (DIEP) flap uses the cutaneous abdominal tissue to recreate the
breast mound. The rectus abdominus muscle is kept in place. The DIEP flap is a “free” flap in that the
tissue is completely detached from the abdomen and re-implanted into blood vessels in the chest, usually
the internal mammary vessels and occasionally the thoracodorsal vessels. As with the TRAM flap, no
foreign material is usually implanted with this type of reconstruction. The DIEP flap usually has a very
natural appearance to the newly created breast. A disadvantage of the DIEP flap is also that it can have a
substantial recovery time. If there is difficulty with the blood supply to or from the DIEP flap, the entire
flap could be lost, whereas it is rare for entire flap loss with a TRAM flap. There is a lower chance of
hernias with the DIEP flap compared to the TRAM flap.

Other sources of tissue for breast reconstruction donor sites include the buttocks (superior or inferior
gluteal artery perforator flaps (SGAP or IGAP)). The purpose of perforator flaps (DIEP, SIEA, SGAP,
IGAP) is to provide sufficient skin and fat for a good reconstruction while minimizing complications
from using the underlying muscles.
Other Considerations include nipple reconstruction which is usually delayed until after the breast mound
reconstruction is completed so that the positioning can be planned precisely. There are several methods
of reconstructing the nipple and areola (skin surrounding the nipple), including:
Nipple-Areolar Composite Graft (Sharing) - if the opposite breast has not been reconstructed and the
nipple and areolar are sufficiently large, tissue may be taken and used to recreate the nippleareolar complex on the reconstructed side.
Local Tissue Flaps - a nipple may be created by raising a small flap in the skin where the nipple will be
located and producing a raised mound of skin. To create an areola, a circular incision may be
made around the new nipple and sutured back again. The nipple and areolar region may then be
tattooed to produce a realistic color match with the opposite breast.
Local Tissue Flaps With Use of AlloDerm - as above, a nipple may be created by raising a small flap in the
target area and producing a raised mound of skin. AlloDerm (cadaver skin) can then be placed into the
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center of the new nipple acting like a "strut" which may help maintain the projection of the nipple for a
longer period of time. The nipple and areolar region may then be tattooed later.
One of the challenges in breast reconstruction is to match the reconstructed breast to the breast on the
other side (often 'ptotic' or droopy.) This may require a lift (mastopexy), reduction, or augmentation of
the other breast.
Lumpectomy
Breast conserving surgery has changed the treatment for the majority of patients with breast cancer.
Surgical removal of the cancerous area and a small region of normal tissue around the cancer, has
replaced the mastectomy for most patients. This breast conserving surgery is called a lumpectomy or
partial mastectomy and has become the treatment of choice for patients with small and even moderate
size breast cancers. The preservation of normal breast tissue, along with removal of the cancer, has
become the paramount goals for patients and their surgeons.
Over the past 15 years even the technique for lumpectomies has changed and progressed, and the
simple removal of breast tissue with a rim of normal tissue around the cancer has been modified. The
current trend is for oncoplastic closures which reconstruct the remaining breast tissue to cover the area
where the cancer was located. This results in a better cosmetic effect. Women can now safely undergo
surgery for removal of a breast cancer and be assured that every effort will be made to reconstruct the
breast and ensure the least amount of visual changes to the breast.
Sometimes, when patients undergo a lumpectomy and the margins, or rim of normal tissue around a
cancer still contain cancer cells at the outside edge. This occurrence happens when scattered small
cancer cells around the original focus are seen at edge of the surgery site by the pathologist, and is called
a positive margin. This area can be re-excised and still preserve the rest of the breast tissue. If the
margins cannot be cleared by a re-excision or if the cancer is multifocal, meaning, small sites of cancer
cells are found throughout the specimen, then breast conservation surgery may not be an option, and a
mastectomy may be needed.
A lumpectomy and partial mastectomy are often used interchangeably and have very little difference in
their definitions. Sometimes up to one quarter of the breast can be removed in doing a partial
mastectomy. Of utmost importance is the need for radiation with each of these procedures. Radiation
and lumpectomy will decrease the risk for a recurrence in the breast, to the same rate as a mastectomy.
Furthermore, studies have shown no differences in survival between those patients who are appropriate
for breast conserving surgery and radiation and those who undergo mastectomy. Therefore, there is no
need to undergo a mastectomy for future protection, when breast conserving surgery is possible and can
be followed with radiation treatment. There are some rare cases of breast cancer that are able to
undergo a lumpectomy but do not need radiation. Most of these patients have slow growing, small
tumors, without lymph node involvement, are postmenopausal and have hormone receptor positive
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cancers for which the patient is willing to take hormone therapy. Patients may have a special test done
on the tumor cells called Oncotype DX or Mammaprint. These tests analyze a panel of genes to
determine the likelihood of recurrence and the potential benefit, if any; of chemotherapy as compared
to hormone therapy alone or a combination of hormones and chemotherapy This information allows the
treating physician to personalize the treatment of the specific patient’s tumor characteristics. The gene
array testing is only appropriate for certain patients and certain tumor types.
The post operative period for most patients is usually quite predictable and smooth. The postoperative
pain is well controlled with medications for the first few days and can be changed over to Tylenol or
Ibuprofen by the third or fourth day. Initially, there may be some swelling in the area of the surgery and
this may be tender around the scar. As with all operations bleeding and infection at the surgery site are
possible but rare.
Radiation Oncology
Radiation Therapy
Patients with breast cancer may require therapy, which involves the use of high-energy X-rays that have
the ability to destroy cancer cells. Doctors who specialize in radiation therapy, called radiation oncologists,
work together with a team of physicists and therapists to target high energy X-ray beams to the cancer
cells that can remain after surgery. The decision to use radiation therapy depends on the stage of breast
cancer being treated. In some cases, patients, in consultation with their physicians, may also decide on one
of two forms radiation delivery, either external beam radiation or brachytherapy.
External beam radiation
The most common type of radiation therapy for women with breast cancer involves the use of external
beam radiation. In this method, the high energy X-ray beam emanates from a machine outside the body
onto the area at risk.
The extent of radiation depends on whether a lumpectomy or mastectomy was done and whether lymph
nodes were involved. If a lumpectomy was done, the entire breast typically gets targeted by the high
energy X-rays to an amount sufficient to destroy very small numbers of cancer cells, with a higher amount
given to the area in the breast immediately adjacent to where the cancer was removed where a larger
number of cancer cells most likely remain. If a mastectomy was done, the skin and muscles of the chest
wall on the affected side may get targeted by the high energy X-rays, and if the cancer involved lymph
nodes under the arm, this area may get targeted as well.
When given after surgery, external beam radiation is usually not started until the tissues have healed. If
chemotherapy is to be given, radiation is usually delayed until at least three weeks after chemotherapy has
finished to prevent any added side effects that could occur if these treatments were given together.
20

Before treatments start, the radiation team will take careful measurements during what’s called a
simulation, which typically involves the use of a specially modified CT scan that has a connection to the
planning computers in the radiation therapy department. These computers take this information and
create a three dimensional reconstruction of the body. The team uses this image to determine the correct
angles and proper delivery of dose to the affected area, while at the same time seeing that sensitive
organs nearby, such as the heart, lungs and ribs, receive either no direct exposure or as little exposure as
possible. This process, called three dimensional conformal radiation therapy (3DCRT) and intensity
modulated radiation therapy (IMRT) depending on the computer program, allows for improved targeting
of the organs at risk and reduced chance of side effects. The team will make some ink marks on the skin at
the time of the simulation, which may be in the form of small permanent tattoos if the patient agrees. The
team will use these marks as a guide to focus the radiation on the right area.
External radiation therapy is much like getting an x-ray, in that the procedure itself is painless. Each
treatment lasts a few minutes, and is usually given once a day, 5 days a week (Monday through Friday) for
about 6 weeks.
Accelerated breast irradiation
To reduce the number of weeks it takes to complete the radiation course, a newer approach of delivery
involves giving slightly larger daily doses over only 3 weeks. Yet another approach is to give larger doses of
radiation twice each day to only the area adjacent to where the cancer was removed in the breast. In the
latter instance, the course of radiation is shortened to only 5 days and is most often delivered with internal
radiation called brachytherapy discussed below. These newer approaches are not appropriate in all
situations, and it remains unclear if side effects are increased. It is hoped that these newer approaches
may prove to be at least equal to the current, standard breast irradiation, but few studies have been done
comparing these new methods directly and the long term benefits and side effects are not well defined at
present.
Brachytherapy
Brachytherapy, also known as internal radiation, is another way to deliver radiation therapy. Instead of
aiming radiation beams from outside the body, a radioactive wire is placed directly into the breast tissue
where the cancer was removed. One of the most commonly used methods of insertion involves using
intracavitary brachytherapy. In this method, a small balloon attached to a thin tube is inserted into the
space left by the lumpectomy and is filled with a salt water solution. (This can be done at the time of
lumpectomy or within several weeks afterward.) The balloon and tube are left in place throughout
treatment (with the end of the tube sticking out of the breast). Twice a day a radioactive wire is threaded
into the middle of the balloon through the tube, left in place for approximately ten to fifteen minutes, and
then removed.
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Possible side effects from Radiation Therapy
Swelling and heaviness in the breast, sunburn – like skin changes in the treated area, and fatigue may
develop during the course of treatments and last for 2 to 6 months after completion. In some women, the
breast becomes permanently smaller and firmer. Having radiation may also affect a woman’s chances to
have breast reconstruction. Radiation therapy of axillary lymph nodes under the arm can cause
lymphedema, or swelling of the arm.
In rare cases, radiation therapy may weaken the ribs, which could lead to a fracture. In the past, parts of
the lungs and heart were more likely to get targeted by the radiation. Modern radiation therapy
equipment that provides three dimensional conformal radiation therapy (3DCRT) or intensity modulated
radiation therapy (IMRT) allows doctors to better focus the radiation beams, so damage to the heart and
lungs is infrequent and radiation related breathing and heart problems are rarely seen today. Finally,
radiation to the breast or chest wall has caused another cancer to develop in the treated breast or chest
five to ten years later in approximately one out of every 500 to 1000 woman treated.
The radiation oncology team continues to monitor patients for several years after treatment, partly to
evaluate for any side effects that may have occurred and to provide management as needed.
New Cancer Center
The John A DeQuattro Cancer Center at ECHN Manchester Memorial Hospital includes the radiation
therapy department that works in conjunction with Hartford Hospital, Rockville General Hospital and
Johnson Memorial Hospital to form the Northeast Regional Radiation Oncology Network. Specialists from
all of these centers work together as a network to provide radiation therapy services, and the John A
DeQuattro Cancer Radiation Therapy Department is accredited by the American College of Radiology.
The new cancer center being built across the street at ECHN Manchester Memorial Hospital will have two
new radiation machines. With more treatment times available, patients will have the ability to deliver
intensity modulated radiation therapy (IMRT) in a rotational plan, which reduces the time of treatment
each day and maintains close targeting of the breast cancer. The new center will also have a new high dose
rate brachytherapy device, which will allow for intracavitary brachytherapy as described above.
Medical Oncology
Recent advances in understanding the biology of breast cancer has translated into improved treatment
efficacy along with the ability to better select the most appropriate treatments in a particular patient.
The goal of this 'personalized medicine' approach to breast cancer is to make treatment as effective as
possible while minimizing exposure to unnecessary side effects. While there is still a long way to go
current research into breast cancer is reaping dramatic success.
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Previously breast cancer was considered to be a single entity, and consequently treated that way.
However, it has become clear that there are at least four subtypes of breast cancer, which have different
prognoses, response to therapies and possible causes.
These are:
1. Estrogen and progesterone positive breast cancers (often denoted by ER/PR +) that are HER2neu
negative (HER2-; HER2 refers to a protein on the surface of normal and breast cancer cells which can be
aberrantly expressed and provides a target for treatment)
2. ER/PR+Her2Neu+
3. ER/PR negative and Her2Neu + (about 20% of all breast cancers)
4. 'Triple negative' ER/PR-, Her2Neu-, which is sometimes referred to as basal-type breast cancers. These
subtypes are treated differently and respond differently to the various agents available to treat breast
cancer.
Improvements in our ability to interrogate (measure) gene expression in particular breast cancers means
that further delineation of breast cancer subtypes is likely to emerge. Currently there are two
commercially available gene tests that are sometimes used in patients with breast cancer to aid in the
choice of therapy. It is important to understand that these tests are of modest utility and are not used in
the majority of patients. Judicious application of guidelines combined with the clinical knowledge of your
oncologist is required to select appropriate tests and treatments.
There are three distinct scenarios where treatment with chemotherapy, hormonal therapy or
immunotherapy (or combinations of these) for breast cancer is given. The role of radiation therapy in the
adjuvant and metastatic setting is covered in a separate section.
1. Neoadjuvant therapy. When a patient is diagnosed with breast cancer or there is suspicion of breast
cancer, they are initially referred to a surgeon. Depending upon the size and location of the tumor, along
with other considerations, a surgeon may refer the patient to an Oncologist for neoadjuvant therapy.
Simply defined, neoadjuvant therapy is treatment with chemotherapy, hormonal therapy, or
immunotherapy (or combinations of these) before definitive surgery is performed. There are no strict
criteria per se as to when to use this approach, but generally, neoadjuvant therapies are considered in
cases of locally advanced or large tumors, inflammatory breast cancer and in cases where the cosmetic
outcome of lumpectomy or the ability to perform a lumpectomy require significant shrinkage of tumor
prior to surgery. The treatments that are used in the neoadjuvant setting depend upon the tumor
subtypes described above, the age of the patient, other significant medical conditions irrespective of the
age of the patient, and other factors. After neoadjuvant therapy and surgery, it is common for many
patients to be offered further adjuvant therapies, which are discussed below.
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2. Adjuvant therapy. In the majority of patients surgical treatment to remove the breast cancer is the
first and most important treatment. The type of surgery is dependent upon many factors considered by
your surgeon in collaboration with patient preferences. Once surgery for the breast cancer has been
completed, the surgeon or your primary care physician will refer you to an Oncologist and/or Radiation
Oncologist for further treatment. The reason for this is that advances in research along with many years
of experience with breast cancer patients has demonstrated that in many (but not all) patients, breast
cancer is a systemic disease. This means that at the time the breast cancer is detected with
mammograms, other imaging techniques, or by the patient noticing a new 'lump', there is not
uncommonly cancer cells that have left the primary breast cancer and may have settled in other parts of
the body. While this may be alarming or upsetting to contemplate, it shouldn't be. Remember that the
vast majority of breast cancers never recur. This is due to the fact that the body has many defenses
against the spread and growth of the cancer. This, combined with the adjuvant treatments developed
over fifty years of basic and clinical research means that the prognosis for patients diagnosed with breast
cancer is the best in the history of mankind, and will likely continue to improve. The clinical research
mentioned in the previous sentence is primarily through results from clinical trials conducted over many
years throughout the world. Thus, in the appropriate setting, patients with breast cancer are
encouraged to strongly consider enrollment in a clinical trial if available.
There are four main types of adjuvant treatments available to patients diagnosed with breast cancer: 1.
chemotherapy, 2. radiation therapy, 3. hormonal therapy and 4. Immunotherapy (Herceptin). Often,
combinations of these are offered and are dictated by the subtype of breast cancer described in the first
paragraph above, the age and medical conditions of the patient, whether the patient is premenopausal
or postmenopausal, and other factors, including patient preference. For example, adjuvant hormonal
therapy is not appropriate for patients whose tumors are ER/PR negative. Herceptin is not used in
patients whose cancers are HER2 negative. The agents used are beyond the scope of this article and can
be discussed with your Oncologist and Radiation Oncologist. There are a great many effective treatments
from which to choose, and the treatments used are refined and changed as we discover new and more
effective drugs.
In summary, adjuvant therapies are those given after the breast cancer has been surgically removed. The
purpose of treatment is to reduce the risk of recurrence of the breast cancer either locally (the breast,
axilla or chest wall) and systemically (anywhere else in the body).
3. Metastatic breast cancer. In some patients who are initially diagnosed with breast cancer and treated
as outlined above, their cancer may recur or return (spread). When this happens, the cancer is said to
have metastasized. Metastasis can occur anywhere from months to many years after completing all
treatment. Surgeons, Oncologists and Radiation Oncologists all have patients whose breast cancer
recurred twenty or more years after treatment. In a minority of patients, when the cancer is discovered,
it has already spread to other parts of the body. On rare occasions, the breast cancer is detected when it
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has spread to another part of the body causing symptoms. While metastatic breast cancer is a very scary
diagnosis, it cannot be emphasized enough here that many patients in this category can have their
cancer successfully treated and controlled for many years. While metastatic breast cancer is not
considered curable, there are rare patients in whom this seems to be the case. While easier said than
done, don't panic if you receive this diagnosis. There is help and hope.
Typically, when breast cancer recurs or spreads, a biopsy of the metastasis is obtained (but not in every
case). There are a number of reasons for this, foremost being to document that it is indeed breast cancer
and not another type of cancer. All of us have seen patients where biopsy revealed the 'metastasis' to be
another type of cancer (and occasionally, where it was not cancer at all!). Another reason to biopsy is to
determine the ER/PR and HER2 status. For reasons we don't entirely understand, metastases can
sometimes have a different profile than the initial cancer. This information helps determine what
treatments are most likely to be effective in a particular patient.
Breast cancer can spread to any part of the body, but there are two or three major areas that are most
common. Metastases to bone, especially the spine are a common site of spread of breast cancer. It is not
uncommon to see "bone only" spread of breast cancer. Alternatively, there can be 'visceral' metastases,
meaning to sites deep in the body excluding bone. The most common sites of spread are to liver and/or
lung, but can be any part of the body. Sometimes spread of breast cancer is to the skin (referred to as
cutaneous metastases) or the tissues just below the skin (subcutaneous metastases). Finally, breast
cancer can spread to the brain. In many cases, the cancer metastasizes to more than one site, such as
liver and bone, bone and brain, and so on.
The treatment for metastatic breast cancer varies tremendously and is dependent upon a host of factors,
including the site(s), ER/PR and HER2 status, time between the initial diagnosis and recurrence, age of
the patient, and other medical conditions the patient may have. The treatments can include surgery,
radiation, chemotherapy, hormonal therapy, immunotherapy with Herceptin or with an oral drug,
Lapatinib that works on the same target (HER2) as Herceptin but at a different site on the HER2 protein.
Finally, disease that has spread to the bone can be treated with a type of drug called a bisphosphonate.
The bisphosphonates reduce bone pain, risk of fractures, and possibly slows the progression of cancer. In
some cases, surgery may be the primary treatment such as when a cancer recurs on the chest wall or in
the breast. This oncologist had a patient with a solitary lung metastasis, surgically removed, that had
occurred years after her initial treatment. Some years later, another solitary metastasis occurred in the
other lung and was removed. No further cancer occurred for many years thereafter. She is an exception,
but this illustrates the point that treatment is patient specific.
When all treatments have been exhausted and the cancer continues to grow and spread, there are two
important considerations. The first is enrollment in a clinical trial. This is not appropriate for every
patient, but in select patients, this is a reasonable option. We are all going to die of some disease
eventually, whether it is cancer, heart disease, stroke, lung disease, liver disease, etc. At some point, it
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may become apparent to the patient and/or the treating physicians that further treatment is of little or
no benefit. It is then time to discuss with your oncologist or other caregiver the role of palliative or
hospice care. The purpose is to maximize your quality of life, improve symptoms and your emotional and
psychological well being. There is no absolute 'right time' to broach palliative or hospice care, but there
is no harm in asking about it early on. That way, it is out in the open and all can feel comfortable that it
will be available if and when the time comes. One common misconception is that hospice care means
the patient is going to die imminently. While this is true for many patients, some patients live meaningful
months, and occasionally years, with good hospice/palliative care.
Finally, it is important for patients with breast cancer to understand that the treatment algorithm
recommended by your care team, especially your Oncologist, can vary significantly and thus comparison
with what friends or acquaintances received may not be valid for your particular breast cancer.
Sometimes the choice of which therapeutic regimen to use is among equally effective regimens. This
author has seen patients who have sought opinions at a number of major cancer centers only to have
different recommendations from each institution! While this may be confusing or upsetting to you, it
shouldn't be. What it means is that we are fortunate to be in an era with an array of effective regimens
from which to choose from, and in the end, whatever regimen is chosen is likely to be the right one.
Thanks to the advances we have made and can expect in the future the choices for treatment will
expand dramatically. While being given the diagnosis of breast cancer evokes many emotions, the most
important thing to remember is that you have a cancer that can be successfully treated and controlled.
There is reason for rejoicing and optimism.
Rehabilitation
Lymphedema can be defined as the swelling that occurs as a result of the build-up of lymph fluid in the
interstitial spaces. Lymphedema can be classified as primary; occurring as a result of a developmental
defect in the lymphatic system, or as secondary; occurring following some type of alteration of the
lymphatic system such as breast surgery and/or axially radiation treatment for breast cancer.
The reports of the incidence of upper extremity lymphedema following breast cancer surgery or
treatment varies in the literature due to the differences in methodology. Paskett,et.al. (2), reported that
the overall incidence of arm lymphedema can range from 8% to 56% at 2 years post surgery. Clark, et.
al. (1) reported that the incidence has been reported to range from 6 to 83%.
Although the exact reason some patients are more likely than others to develop lymphedema is still not
completely understood, new surgical techniques and treatment options are expected to decrease the
number of patients that will experience this treatment related complication (3). One strategy for the
management of lymphedema is to seek care from a physical or occupational therapist that is trained in
the treatment of lymphedema.
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Rehabilitation professionals such as physical and occupational therapists can help treat patients with
lymphedema in a variety of ways. Patient education is a large component. This education should
include instruction in the following: proper skin care (avoiding punctures, scratches, burns, and cuts),
signs of cellulitis or infection, and an individualized home exercise program. Therapists can also educate
and assist patients with the fitting and utilization of special bandaging and compression garments.
Furthermore, therapists can utilize specialized manual therapy techniques to reduce pain, scar tissue,
and fibrosis to help increase range of motion, strength, and function.
At ECHN we offer therapists who are specially trained to treat the lymphedema that may occur following
breast cancer treatment.
1. Clark B, Sitzia J, Harlow W: Incidence and risk of arm oedema following treatment for breast cancer: A
three-year follow-up study. QJM 98:343–348, 2005.
2. Paskett ED, Naughton MJ, McCoy TP, et al.: The epidemiology of arm and hand swelling in
premenopausal breast cancer survivors. Cancer Epidemiol Biomarkers Prev 16 (4): 775-82, 2007.
3. What Every Woman Facing Breast Cancer Should Know About Lymphedema: Hand and Arm Care
Following Surgery or Radiation Therapy for Breast Cancer, American Cancer Society, 2006.
Clinical Research
The numerous options available in the treatment of cancer today were all initially studied in clinical
trials. Today’s current cancer research will shape the direction of oncology care for future generations.
A cancer clinical trial is a research study in which cancer patients volunteer to participate. These trials,
conducted under strict rules and guidelines, provide the patient with the best of care while also
contributing to the body of knowledge regarding the disease, diagnostic and screening methods for the
disease, prevention of the disease or its treatment. Some trials focus on the patient’s quality of life with
the disease or treatment.
Each clinical trial has a specific set of criteria that determines eligibility. Before approval by the Food
and Drug Administration (FDA), a drug must show positive results in treating the disease or condition for
which it is being tested. In order to prove these results, an investigational treatment must go through
steps or phases. Some trials, such as screening, prevention, diagnostic or supportive care trials do not
have phases. A Phase I study is a trial with a small number of people enrolled. It tests the safety of the
investigational treatment, the mode of administration and frequency of administration of the drug or
intervention under study. If successful, the treatment then moves on to a Phase II study. In a Phase II
study, the treatment is used in a small number of people to see if it is effective against a certain type of
cancer. If the treatment does show success, a Phase III study is begun. Phase III studies enroll hundreds,
sometimes thousands, of people to compare the investigational treatment to the best known “standard”
treatment. Most people entering clinical trials will enter a Phase III trial. Most phase III trials randomly
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assign patients to a treatment modality. Phase IV trials are used to evaluate the long term safety and
efficacy of the intervention. All studies must be monitored by an Institutional Review Board, a
committee that is charged with protecting the rights of participants and with ensuring that the trials are
safe and ethical.
Eastern Connecticut Health Network is proud to offer a wide variety of cancer clinical trials to the
community. ECHN participates in trials through cooperative groups; large networks of researchers,
physicians, and health care professionals at public and private institutions across the country, and
through pharmaceutical companies. In 2008, several breast cancer trials at ECHN were actively accruing
patients, treating patients and/or following patients’ progress after treatment on clinical trials:

•

ECOG: E2104 - Phase II Feasibility Trial Incorporating Bevacizumab into Dose Dense
Doxorubicin and Cyclophosphamide Followed by Paclitaxel in Patients with Lymph Node Positive
Breast Cancer

•

NSABP: STAR Trial – The Study of Tamoxifen and Raloxifene for the Prevention of Breast
Cancer

•

E2Z04 - Quality of Life in Younger Breast Cancer Survivors

•

JMA.17 - A Phase III Randomized Double-Blind Study of Letrozole versus Placebo in Women
with Primary Breast Cancer Completing Five or More Years of Adjuvant Tamoxifen

•

JMA.17R – A Double Blind Randomization to Letrozole or Placebo for Women Previously
Diagnosed with Primary Breast Cancer Completing Five Years of Adjuvant Aromatase Inhibitor
Either as Initial Therapy or After Tamoxifen (Including Those in the MA.17 Study)

•

ECOG: the TAILORx Trial - Program for the Assessment of Clinical Cancer Tests (PACCT-1):
Trial Assigning Individualized Options for Treatment

•

NSABP: B-28: A Randomized Trial Evaluating the Worth of Taxol Following
Adriamycin/Cytoxan in Breast Cancer Patients with Positive Axillary Nodes.

•

E1199: A Phase III Study of Doxorubicin-Cyclophosphamide Therapy followed by Paclitaxel or
Docetaxel Given Weekly or Every 3 Weeks in Patients with Axillary Node-Positive or High Risk
Node-Negative Breast Cancer

•

E2197: Phase III Study of Adriamycin/Taxotere vs. Adriamycin/Cytoxan for the Adjuvant
Treatment of Node Positive or High Risk Node Negative Breast Cancer
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•

RegistHER: An Observational Cohort Study of Patients with HER2-Positive Metastatic Breast
Cancer

When a patient is diagnosed with cancer, one option might be participation in a clinical trial. There is a
misconception that research studies are only for patients with no other options. This is a myth. In many
instances, a clinical trial is a wonderful opportunity to help prevent a disease or to treat in an early stage
of a disease. If a patient is interested in pursuing a trial, he is encouraged to speak to his physician to see
if a trial would be available. The National Cancer Institute offers a current list of all clinical trials. Their
toll-free number is 1-800-4-CANCER and their website is www.cancer.gov/clinicaltrials. Trials currently
open at The DeQuattro Community Cancer Center are listed on the ECHN web-site. The Research
Department at The DeQuattro Community Cancer Center can be reached at 860-646-2518.
Survivorship
It is estimated that there are nearly 2.4 million women who are alive with a history of breast cancer.
After completing treatment for breast cancer the patient enters a new phase of care. Follow up
appointments are important and should include a mammogram at 6 months from completion of
radiation therapy followed thereafter by yearly mammography. Physical examination, including a yearly
pelvic examination for women on Tamoxifen, as well as bone density studies for women on aromatase
inhibitors are warranted. Generally, the follow up exams are done every 4-6 months for 5 years then
yearly thereafter. These studies are recommended in addition to the usual medical follow up
appropriate for the patient’s age and history.
Other issues surrounding breast cancer survivorship include fear of recurrence, anxiety, depression,
lymphedema, sexuality, decreased libido, intimacy, alterations in body image consideration of breast
reconstruction, pregnancy after breast cancer treatments, appropriate management of menopausal
symptoms and follow up of treatment related cardiac issues.
It is recommended that all cancer survivors receive a treatment plan that identifies tumor
characteristics, summarizes their treatment, including the date, type and extent of treatments received
and provides an outline of future follow up recommendations. Sharing this information with the patient,
their oncologist, surgeon and primary care physician should lead to better coordination of care and
follow up during the long period of cancer survivorship.
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Figure 1: ECHN Breast Cancer Age at Diagnosis
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ECHN Annual Report: Invasive Female Breast Cancer
Age at Diagnosis

The incidence of invasive breast cancer in women increases with age until the late seventies and then
gradually declines.
The age at diagnosis seen in (figure # 1) reflects this finding. Nationally, the peak incidence is in the sixth
decade (ages 50-59). At ECHN our peak incidence appears to be in the seventh decade (ages 60-69) and
we tend to have a lower incidence of detection, compared to national data, in the younger ages (40 -59
years).
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When one looks at the demographics of the population served by ECHN we tend to find a slightly higher
percentage of individuals in the 35-64 year age category compared to the national average. Hence, the
lower incidence of breast cancer diagnosis in these age groups is unlikely due to our local demographics.
Therefore, the data seem to suggest there are opportunities to expand our breast cancer screening in an
effort to reach out to younger women at risk for breast malignancy.

Figure 2: ECHN Breast Cancer Stage at Diagnosis
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ECHN Annual Report: Stage at Diagnosis

At ECHN, the stage (figure # 2) at diagnosis seems to track national averages, except that fewer patients
are being diagnosed in Stage 0 and Stage I, whether these differences are statistically significant would
require an analysis beyond the scope of this article.
Taken together the age and stage at diagnosis analyses suggest that there may be opportunities for
ECHN to extend community outreach activities to target specific populations that may currently be
underserved.
Figure 3: ECHN Breast Cancer Survival by Stage

ECHN Breast Cancer Survival Data

100

96.2% 95.1%
87.0%

90

90.9%
81.7% 82.2%

80
70
56.4%

60

51.2%

50
ECHN
40

NCDB

30

18.6%

20

12.7%

10
0

STAGE 0

STAGE 1

STAGE 2

STAGE 3

STAGE 4

ECHN

96.2

87

81.7

51.2

12.7

NCDB

95.1

90.9

82.2

56.4

18.6

32

ECHN Annual Report: Survival by Stage

As seen in (figure # 3) the ECHN patient survival stage by stage appears comparable to the NCDB data
(national averages). The data set is not disease specific and therefore not limited to deaths due to breast
cancer. It is likely that the minor differences in survival are likely due to co-morbidities that exist in our
slightly older population of breast cancer patients.
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