
New cases
An estimated 234,000 cases of invasive breast  
cancer and 60,000 cases of in situ breast carcinoma 
are expected in 2015, according to the American  
Cancer Society (ACS). About 231,000 (99%) of the 
invasive cancers will be in females and 2,350 (1%)  
will be in males. Excluding cancers of the skin, breast 
cancer is the most frequently diagnosed cancer in 
women. An estimated 40,730 breast cancer deaths 
will be reported in 2015 (40,290 women, 440 men). 
Death rates have steadily decreased in women since 
1989, thanks in part to increased use of mammography 
for early detection and improved treatments. Between 
2004 and 2012, overall breast cancer incidence rates 
have remained stable.  

Risk factors
Many known factors can increase the risk of breast 
cancer. Factors are defined as modifiable and not 
modifiable. Factors that are not modifiable include 
age, family history, high breast tissue density, type 2 
diabetes, high bone mineral density, certain benign 
breast conditions (atypical hyperplasia), carcinoma in 
situ, early menarche and late menopause. Exposure 
to high-dose radiotherapy to the chest region at a 
young age will also increase the risk of subsequent 
breast cancer. Factors that are modifiable include 
postmenopausal obesity, use of hormones, alcohol 
consumption and breastfeeding history. Some recent 
evidence indicates that long-term heavy smoking may 
increase breast cancer risk, particularly among women 
who start smoking before their first pregnancy. 

There may also be a relationship between disrupted 
sleep patterns (shift work) and an increased risk of 
breast cancer.

Using 2013 data for comparison, we found many 
similarities between Novant Health Prince William 
Medical Center (NHPWMC) patients and the  
National Cancer Data Base (NCDB). The NCDB  
is the data source that Commission on Cancer  
(COC)-accredited programs use for national 
comparisons. We evaluated our patient population  
by age and stage at diagnosis as well as by race, to 
ensure that we are offering screening opportunities  
to our communities that reach our patients. 

Many breast cancer risk factors relate to lifetime 
exposure of breast tissue to hormones. Hormones are 
thought to influence breast cancer risk by increasing 
cell proliferation, thereby increasing the likelihood of 
damage to DNA as well as promoting cancer growth. 
Many of the established risk factors are specifically 
associated with estrogen receptor-positive breast 
cancers. There is less information available regarding 
estrogen receptor-negative carcinomas.

Your risk of developing breast cancer increases as you 
get older. About one out of eight invasive breast cancers 
are found in women younger than 45, while about two 
of three invasive breast cancers are found in women 
age 55 or older (ACS).  The population of patients 
diagnosed at NHPWMC is younger than the NCDB, 
with about 56% of our patients being diagnosed under 
the age of 60 versus 39% diagnosed under the age of 
60 at other CoC-accredited facilities (figure 1).
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Figure 1: 2013 NHPWMC age at diagnosis vs. 2013 NCDB
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Overall, white women are slightly more likely to develop breast cancer than are  
black women, but black women are more likely to die of this cancer. However, in 
women under 45 years of age, breast cancer is more common in black women.  
Asian, Hispanic and Native American women have a lower risk of developing and 
dying from breast cancer (ACS). In the Northern Virginia area, we see similar patient 
populations as reported by the NCDB, with the exception of Asian populations. We 
report approximately 6% of our patients are Asian or Pacific Islander (figure 2).

Screening
Several methods for evaluation of the breast are available, including breast self-
examination, clinical breast examination, mammography, ultrasound and magnetic 
resonance imaging (MRI). 

Breast ultrasound is used to evaluate abnormal findings from a mammogram or 
physical examination. Ultrasound may detect additional cancers after mammography 
when screening women with dense breast tissue. 

Woman at a high lifetime risk (20%-25% or higher) are recommended to undergo 
MRI screening in addition to mammography beginning at age 30. Women at 
moderately increased lifetime risk (15%-20%) should consider adding MRI screening  
in addition to yearly mammography. MRI screening is not recommended for women 
with a lifetime risk of breast cancer less than 15%.

Signs and symptoms
The majority of breast cancer cases present without any signs or symptoms and are 
detected by standard screening examinations. When breast cancer has advanced to a 
size that can be felt, the most common physical sign is a painless mass. Occasionally, 
breast cancer may spread to the underarm lymph nodes causing a mass or swelling, 
which may be felt prior to detection of the breast mass. Less common signs and 
symptoms include breast pain or heaviness, breast swelling, breast skin irritation or 
redness, and nipple retraction or discharge (especially bloody). 

2015 annual report site study: Breast cancer

0%

20%

40%

60%

80%

100%

NHPWMC (n=90)

Figure 2: 2013 NHPWMC race vs. 2013 NCDB
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Overall, white women are slightly more likely 
to develop breast cancer than are black women, 
but black women are more likely to die of  
this cancer. 



Diagnosis
The majority of women who have an abnormal mammogram do not have breast 
cancer. If an abnormality is noted on screening mammography, additional 
radiographic studies, including diagnostic mammography and ultrasound, may  
be recommended. Any lesions that remain suspicious after additional imaging  
will undergo a biopsy for a definitive diagnosis. Based on biopsy results, breast  
cancer is given a stage that describes the extent of the cancer in the body. It is 

based on whether the cancer is invasive or noninvasive, the size of the tumor, how 
many lymph nodes are involved, and if it has spread to other parts of the body. The 
cancer’s stage is one of the most important factors in determining prognosis and 
treatment options. In evaluating the incidence of breast cancer at NHPWMC, our 
patients are diagnosed at similar stages as other parts of the United States (figure 3).  

Treatment
Factors including tumor characteristics (type, grade, receptor status), tumor size, 
extent of spread (lymph node involvement) and patient preference are evaluated in 
making a treatment decision. Surgical management generally includes either breast-
conserving surgery or mastectomy. Breast-conserving surgery involves removal of 
the breast tumor and surrounding tissue. Mastectomy involves removal of the entire 
breast. Patients undergoing a mastectomy may opt for breast reconstruction.

Treatment may include systemic therapies, including chemotherapy, hormonal 
therapy and targeted therapy. Systemic treatment may be given prior to surgery 
(neoadjuvant or preoperative) or after surgery (adjuvant), depending on the stage of 
disease at the time of diagnosis.  

Radiation therapy is most often used after surgery in order to eliminate remaining 
cancer cells within the chest wall, breast and/or local-regional lymph nodes. 
Radiation therapy may be administered from either outside of the body (external 
beam radiotherapy) or internally (brachytherapy). External beam radiation is the 
standard type of treatment for breast cancer and a course of therapy may extend over 
3-7 weeks. Brachytherapy is used in selected patients with early stage breast cancer 
allowing for a shortened treatment course usually over one week.
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Figure 3: 2013 NHPWMC stage at diagnosis vs. 2013 NCDB
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Survival
Breast cancer relative survival is dependent on stage at diagnosis. For localized 
stage breast cancer patients (no spread to lymph nodes or outside of the breast), 
the 5-year relative survival is 99%. For regional stage breast cancer patients 
(lymph node involvement), the 5-year relative survival is 85%. For breast cancer 
patients with distant (metastatic) involvement, the 5-year relative survival is 25%. 
Larger primary tumor size is also associated with decreased survival. Since 1975, 
the breast cancer 5-year relative survival rate has increased significantly for both 
black and white women. There continues to be a racial disparity in survival between 
black and white women (5-year relative survival rate of 81% for black women and 
92% for white women). This exists across all stages of breast cancer. Additional 
factors including poverty, less education and a lack of health insurance are also 
associated with lower breast cancer survival.

Novant Health screening and prevention
As part of our commitment to providing the highest quality care and making it 
accessible to our community, a physician member of the Novant Health Prince 
William Medical Center cancer committee assessed current screening and  
prevention opportunities available in the area. 

Founded by the area’s leading breast specialists in 2009, the Novant Health  
Breast Center is accredited by the National Accreditation Program for Breast  
Centers. Patients receive care from a multidisciplinary team whose integrated  
breast cancer care involves many medical disciplines, including breast surgeons, 
medical oncologists, radiation oncologists and plastic surgeons. Our team  
contributes input on the care of newly diagnosed breast cancer patients to  
provide optimal treatment decisions.

Digital mammography is the backbone of breast cancer screening, and Novant Health 
now offers the add-on service of 3-D tomosynthesis. This additional imaging at the 

time of a mammogram can increase the detection rate of a breast cancer and lower 
the chance of being asked to return for follow-up imaging.

Through use of our Novant Health mobile mammography coach, we are able to  
make screening mammography more accessible to women.  One example of 
improved access is through a new relationship that brings the mobile mammography 
coach to the nurse-managed Mason and Partners Academic Clinic (MAP Clinic) 
at the Manassas Park Community Center. This clinic provides community-based 
healthcare to low-income, immigrant and vulnerable populations.  

Education is also an important component of the mobile mammography coach’s 
outreach. All patients are given breast health information packets during their visit, 
and content is available in both English and Spanish.  

In addition, the Novant Health mobile mammography coach participates in an 
annual three-day health and wellness event sponsored by the Greater Prince William 
Community Health Center (GPWCHC). The event draws thousands of residents from 
the Manassas Park and Manassas communities. The GPWCHC provides primary, 
prenatal, dental and behavioral healthcare to all residents regardless of age, income 
or insurance status.  

Our most popular event, “Ladies’ Night Out,” gives women a chance to be pampered 
with massages, manicures and pedicures, breast health education and screening 
mammograms. The event occurs in mid-October at both Novant Health Prince 
William Medical Center and Novant Health Haymarket Medical Center. Community 
outreach has increased with a focus on multicultural events. In August, the coach was 
scheduled at the Manassas African American Heritage Festival and in September at 
the Manassas Latino Festival. In addition, the coach is making regular stops at local 
health and wellness fairs, community events such as car shows, Haymarket Days and 
local parades. 
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