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My heart is full of  gratitude to our incredible Race 
Co-Chairs, Lisa Rubin and Robin Ventura for 
a  spectacular 2009 Race for the Cure and to our 
distinguished  Honorary Co-chairs, Essex County 
Executive,  Joseph DiVincenzo and  New Jersey 
Devils Chairman, Jeffrey Vanderbeek who so ably 
added their guidance and support.  I would also like to 
extend a special thank you to sponsors, particularly our  
local founding sponsor, Roche,  individual runners/
walkers, teams, supporters and volunteers – all who 
contributed to the success of  the day.  And, kudos 
to our Masters of  Ceremonies, Emmy Award-
winning anchor, Steve Adubato and Fox 5 Medical 
Correspondent, Sapna Parikh, MD, for energizing 
everyone and adding to the excitement of  the day.

With the extraordinary support of  so many, we were 
able to raise $1.6 million, allowing us to continue to 
fund research and life-saving breast health programs 
for an ever-growing population of  underinsured and 
uninsured women.  In light of  the current economic 
environment, this is certainly a significant fundraising 
effort.  However, breast cancer is an epidemic, knows 
no boundaries and continues to inflict its devastation 
on hundreds of  thousands of  women and families 
each year.  Your continued support is more important 
than ever to ensure that all women, regardless of  
ability to pay, have equal access to quality breast 
health care.  This is our mission.

Before closing, I would like to mention that that 
the Affiliate’s 2009 Community Profile indicated 
a surge in breast cancer among young women 
(under 40). With this fact in mind, the 2009 Race 
newsletter will highlight issues specific to young 
women and their journeys. Additionally, our Komen 
Advocacy Alliance section showcases the recently  
introduced bi-partisan legislation, the EARLY Act,  
co-sponsored by young breast cancer survivor 
Debbie Wasserman Schultz (D-FL). The EARLY 
Act is a public education campaign about breast 
cancer and women under the age of  40.

Again, thank you to each of  you for your continued 
dedication, commitment and support.

From our Executive Director

Deborah Q. Belfatto

The second Komen North Jersey Race for the Cure drew close 
to 10,000 supporters, survivors, co-survivors, activists, city and 
state officials and celebrities for a day of  celebration and a day of  
hope – hope for a world without breast cancer.   The event raised 
significant funds for research and life-saving programs for uninsured 
and underinsured populations throughout the Affiliate’s nine-county 
northern New Jersey service region.

The Race this year presented us with many extraordinary stories that 
captured our hearts and inspired us to reenergize our fight against this 
disease.  We would like to share one of  these stories with you, the story 
of  Jen’s Breast Friends – this year’s largest community team and  the 
team raising the most funds.

A Day of Celebration
A Day of Hope

(l-r) Kathy Hubert McKenna, Affiliate Co-Founder; Lisa Rubin, Race Co-Chair; Joseph DiVincenzo, 
Honorary Race Co-Chair; Robin Ventura, Race Co-Chair; Deborah Q. Belfatto, Affiliate Co-Founder and 
Executive Director; Governor Jon S. Corzine, and Jeffrey Vanderbeek, Honorary Race Co-Chair.

Race photos courtesy of
Jenna Deutsch, Mond Photography, Joanie Schwarz, The Image Maker

Newsletter Editors: 
Barbara Waters and Beverly Cohen



Jen’s Breast Friends

Jennifer was diagnosed with stage 3 breast 
cancer, at the age of  26, in January 2008. 
After 14 months of  battling this disease 
she passed away on March 20, 2009, 
two weeks before her 
wedding!

She was unlike any 
other person on this 
earth. She was the very 
essence of  compassion, 
strength, courage, beauty, 
happiness, intelligence 
and the list can go on 
and on. From the time 
Jennifer was a little 
girl she had a certain 
appreciation for the simple things that life 
had to offer. Her joy for life was clearly 
demonstrated through her beautiful smile 
and the sparkle in those unforgettable 
green eyes. 

Even during her most difficult moments, 
she kept a positive attitude. The strength 
and courage that she possessed this past 
year is beyond what anyone could’ve 
ever imagined and it shows what a truly 
remarkable woman she was. Jennifer had 

the most contagious laugh that could 
be heard miles away and she had the 
wonderful ability to brighten up any room 
that she walked into.

During her chemo 
treatments, she continued 
to work, completed her 
master’s degree and 
planned a wedding. There 
wasn’t anything that was 
going to get in the way 
of  her doing what she 
wanted to do. On top 
of  everything she was 
personally going through, 
she always put everyone 

else’s needs before her own. There wasn’t 
anything that she wouldn’t do for the 
people she loved most.  Jennifer truly is an 
inspiration to us all.

Today is the chance to take one step closer 
to finding a cure for this disease that has 
taken so many beautiful lives. No woman, 
regardless of  age, is immune to this disease 
and I certainly wouldn’t want anyone else 
to go through what Jennifer and our family 
went through. 

The following was written by Lucy Piccininni, Jennifer’s aunt.Winners Circle
First Place Finishers

Male
Steve Roberts
Time: 17:16

Female
Kim Keenan-Kirkpatrick
Time: 20:56

Survivor
Shannon McGinn
Time: 24:07

2nd Place Finishers

Male: Erik Donohue, Time: 18:52

Female: Kelly Vanasse, Time: 21:10

Survivor: JeanMarie McCarthy, Time: 26:24

Team Awards 

Top Community Fundraising Team
and Largest Commuity Team
Jen’s Breast Friends
Team Captain – Jessica Goncalves
and Elvis Mortinho

Largest Corporate Team
Essex County Employees
Team Captain – Alan Abramowitz

Largest High School Team
Team Eileen, St. Vincent’s Academy
Team Captain – Toni Piccolo

Top High School Fundraising Team
Westfield High School
Team Captain – Hannah Rubin

Top Corporate Fundraising Team 
Devil’s Legion Race for the Cure
Captain – Jeffrey Vanderbeek



Thank You to our 2009 
Sponsors and Race Leadership Committee

Joseph N. DiVincenzo, Jr., Essex County
Executive - Honorary Co-Chair
Jeffrey Vandeerbeek, Chairman,

New Jersey Devils - Honorary Co-Chair
Lisa Rubin, Race Co-Chair

Robin Bloink Ventura, Race Co-Chair
Lois Greene, Board of  Trustees President
Deborah Q. Belfatto, Executive Director
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Nancy Alfano
Amy Barth

Ivan Benjamin
Diane Carr
Bev Cohen

Brielle Dahan
Janet Dlholucky

Kris Halpern
Perla Haltner

Judie Hofmeister
Roe Manghisi
Ken McKenna
Colleen Miller

Janice C. Molinari
Lisa Molinari
Mary O’Hara

John Oliva
Denise Osborn
Maria Peppard
Nancy Ratan
Lisa Renwick

Jerry Rose
Michelle Roth

Joan Rothbard Simms
Kristina Sestokas

Susan Shapiro
Beth Sztuk
Edie Turna

Marisa Ventura
Kim Wojtowicz
Susan Zimmer
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Throughout the Affiliate’s nine-county northern New Jersey service area women continue to be diagnosed with breast cancer 
and more uninsured women are having to overcome access barriers to screening, treatment and supportive care.  Our 2009 
Community Profile indicated that in the northern New Jersey region alone, there are 317,000 uninsured women.

These are challenging times for the North Jersey Affiliate of  Susan G. Komen for the Cure®.  The current economic 
climate impacted our ability to raise funds this year, and, for the first time in our thirteen-year history, we were unable to 
fund all of  the approved requests received through our well-established Grant program. Although the Affiliate could not 
fund a full slate of  grants, we value our community partners and will continue to support them by providing speakers and 
education and resource materials for their programs in the community.

Grants

2009 Grants

Mary Hess
Grants Chair

Bergen County Department of  Health Services
- 2009 Cancer Education and Early Detection 

Client Transportation 
Cancer Care of  New Jersey
- Comprehensive Financial Assistance Program for 

Women with Breast Cancer  
Casting for Recovery New Jersey Program
Hoboken Family Planning, Inc.
- HFP’s – Susan G. Komen Breast Cancer 

Screening Program of  Hudson County 
Morristown Memorial Hospital
- 2009 South Asian and Latino Community 

Outreach Program
New Jersey Medical School/University Hospital 
Cancer Center
- Partners for the Cure:  The Promise of  Mobile 

Mammography 
- Sister to Sister Navigator Program
- Minority Breast Cancer Navigator Program 
Newark Beth Israel Medical Center
-  Beautiful You 
-  An Open Ear:  Helping Newark Women with 

Breast Cancer 2009-2010
Overlook Hospital
- Breast Health Services for African American 
 and Latino Women
Project Self  Sufficiency
- Breast Health Awareness Project 
Sister’s Network of  Central New Jersey® Inc.
- The Central NJ African American Breast Cancer 

Awareness and Education Project 

St. Barnabas Breast Center
- Access to Compression Garments for Women 

with Lymphedema 
- Access to Triple Read Mammography, Breast 

MRI, and DEXA Scans Program
St. Joseph’s Regional Medical Center
-  The Breast Cancer Patient Treatment 
 Assistance Program
-  The Rainbows of  Hope CEED Program 
-  The Breast Cancer Prosthesis, Bra & Wig 

Supportive Services Program 
St. Michael’s Medical Center
- The “In the Pink” Breast Cancer Education and 

Early Detection Program  
Trinitas Regional Medical Center
- Trinitas Breast Health Outreach Project 
- Trinitas Hospital Lifesaver Program/Made for 

Me Boutique

Frederick B. Cohen, MD, Comprehensive Cancer 
and Blood Disorders Center at Newark Beth 
Israel Medical Center
- Moving Forward, a Program to Educate and 

Enroll More Minority and Medically Underserved 
Patients In Clinical Trials

University of  Medicine and Dentistry of  New 
Jersey – New Jersey Medical School/University 
Hospital Cancer Center  
- Use and Evaluation of  an Ethnically-Matched 

Patient Navigator to Increase Minority Patient 
Recruitment to Breast Cancer Clinical Trials

Clinical Research Affiliate Funding Trials 
(CRAFT) 

Community Grants



index) and high incidence of   tumor cells 
in the lymph and blood vessel channels 
(lymphovascular invasion).  They are more 
likely to be basal-type or “triple- negative” 
carcinomas.  This is a subgroup of  invasive 
ductal carcinomas that do not have 
receptors for estrogen or progesterone or 
the HER-2 neu oncogene, and has recently 
been recognized as associated with an 
especially poor prognosis. 

In a review of  our institutional experience 
with women diagnosed with breast cancer 
younger than age 30, we found the 
prevalence of  the basal-like subtype high 
(34%) compared with the general incidence 
(15%).  Women diagnosed at age 35 and 
younger tend to present at a more advanced 
stage and have poorer 5-year survival than 
older premenopausal women.
 
In addition to the universal concerns 
associated with breast cancer diagnosis and 
treatment, young women also face age-
specific issues. Fertility, treatment-induced 
menopause, and the effect of  their diagnosis 
on young offspring are unique and real 
concerns for younger woman facing a new 
diagnosis of  breast cancer. Self-image and 
sexuality can be undermined and attention 
must be paid to these issues as well. Other 
concerns include job discrimination and 
financial stability.

I am always inspired when I think of  many 
of  the young patients whom I have treated.  
One young woman in particular comes to 
mind.  I will call her “Jill”. She was in her 
late 30s at the time of  her diagnosis, living 
with her husband and two young children.  
From the outset, Jill was diagnosed with 
metastatic breast cancer that had spread to 
the spine. After being told that long- term 
survival was not an option and no treatment 
would help her - that only palliative 
treatment was possible,  she got angry. Jill 
channeled her energies into getting well and 
finding an aggressive treatment regimen. 
She went on chemotherapy and gradually 
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the scans showed her bone lesions healed. 
She had surgery. That was 4 years ago.  
What can we learn from Jill ? The nihilistic 
attitude that metastatic disease cannot be 
successfully treated and any interventions 
should be aimed at palliation should be re-
evaluated. It is time to assess the benefit 
of  aggressive multimodality treatments in 
women with Stage 4 breast cancer with low 
tumor burden. This is one of  the many 
issues being looked at across the country 
where the “business as usual” approach is 
changing.

We are making strides in new procedures, 
new medications, new protocols and a 
new understanding about the biology of  
breast cancer and how to reduce risks of  
developing breast cancer in young women.  
We present the following questions which 
came up several times in one form or 
another as a recurring concern among the 
young women in our Komen community.  
I have asked several of  my colleagues to 
provide answers to them.  Dr. Tiersten 
addresses a question on new targeted 
medications for triple negative cancers.  
Dr. Schnabel addresses a question on a 
new protocol and innovative device that 
may guide us in surgery to remove just 
the right amount of  tissue and assure 
clean margins.  Dr. Klein addresses a 
question on predicting the  effectiveness 
of  tamoxifen and what medications can 
influence the success of  this drug that has 
had such enormous impact in the lives of  
women with breast cancer and also at risk 
for developing breast cancer.  And finally, 
Dr. Smith concludes with the last question 
- looking for alternatives to risk reducing 
medications such as tamoxifen in women 
who have high risk lesions such as atypical 
hyperplasia and lobular carcinoma in-situ.
 
If  you have any comments or inquiries, please 
contact Barbara Waters at bwaters@komen-
northjersey.org. Barbara will forward your com-
ments/questions to me and I will be happy to 
address them.

Ask the Breast Docs...

Deborah Axelrod, MD FACS
Associate Professor of  Surgery
NYU School of  Medicine; Director, 
Clinical Breast Programs and Services;
Medical Director, Community Education 
and Outreach, NYU Clinical Cancer Institute,
NYU Langone Medical Center

Cancer is a disease of  aging yet there are 
over a quarter of  a million women living in 
the United States who were diagnosed with 
breast cancer when they were age 40 years 
old or younger.  Breast cancer accounts for 
40% of  all cancers in those between the 
ages of  35 and 39.  Although rare in young 
women, breast cancer in this population is 
both physically and emotionally devastating.  
According to the National Cancer Institute 
Surveillance, Epidemiology and End 
Results (SEER) database, 2.7% of  breast 
cancers occur in women younger than 35 
years of  age.  Information about breast 
cancer in this age group is limited and 
younger women are under-represented in 
many research studies.  Their numbers are 
small, and there are wide variations in the 
medical definition of  “young” as under 30, 
35, 40, 45, or even 50 years. 

Traditionally, breast cancer before the age of  
40 has been considered to be “biologically” 
different from those occurring in older age 
groups.  Breast cancers in younger women 
have been thought to be particularly 
aggressive and associated with a poor 
prognosis.  The cancers tend to be poorly 
differentiated (appear less like normal 
breast cells under the microscope), have 
a faster growth rate (higher proliferation 
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will help refine our lumpectomy operations 
to help us remove just the right amount of  
tissue for the optimum results.

I am 38 years old and diagnosed 
with a Stage 2 breast cancer.  I 
completed chemotherapy. I 
started tamoxifen but my doctor 
just called  and said that my 
blood levels show that tamoxifen 
will probably not  work in my 
case.  Please help me understand 
what she means and what 
are  my options.

Reply from: Paula Klein, MD,  Medical On-
cologist, Attending Physician at Saint Vincent’s 
Comprehensive Cancer Center  

It is now becoming apparent that some of  
the disparate results we see in the outcome 
of  patients with cancer (or other diseases 
for that matter) may actually be due to 
the contribution of  the “host’s factors” in 
metabolizing various therapies.  You may 
have been born with a germline mutation 
(something in the genes) that predicts the 
metabolism of  various medications (anti-
depressants, tamoxifen, and many others).

Not everyone will metabolize medica-
tions exactly the same; some medications 
need to be metabolized to the “active 
drug” such as tamoxifen. It appears that 
some patients will extensively metabolize 
the drug and have plenty of  it around to 
work, while others will hardly metabolize 
it and therefore have very little active drug 
available to fight breast cancer cells. Of  
course, as with everything, there will be 
patients in the middle. 

In addition, we are now seeing that cer-
tain drugs can interfere with a patients’ 
congenital (birth determined) metabolic 
machinery (known as p450 cytochrome, 
cyp2D6 in the case of  tamoxifen) to en-
hance this metabolism or inhibit it. The 
best studied drugs to date are those by 
the psychopharmacologists; therefore, 
we have much information on the com-
monly prescribed antidepressants , such 

I am a 42 year old woman and 
a recent mammogram showed 
calcifications which were biopsied. 
I’ve been told I have DCIS, and I 
need a lumpectomy. What is DCIS? 
How can my surgeon tell how 
much tissue needs to be removed 
to do a successful lumpectomy?

Reply from Freya Schnabel, MD, FACS Director 
of  Breast Surgery, NYU Langone Medical Center

DCIS is the abbreviation we use for ductal 
carcinoma in situ, also known as intraductal 
carcinoma. This is the earliest form of  breast 
cancer. At this stage, the cells lining the 
ducts of  the breast have become malignant, 
but the malignant cells are confined to the 
interior of  the ducts. This is considered non-
invasive, stage 0 breast cancer. At this stage, 
the disease virtually never spreads outside 
of  the breast to involve the lymph nodes 
or other organs in the body. As a result, the 
prognosis is excellent.

The treatment of  DCIS centers on treating 
the breast, and the cornerstone of  that 
treatment is a lumpectomy. A lumpectomy is 
an operation that is intended to remove the 
disease completely from the breast, including 
a margin of  normal tissue around the area of  
DCIS. It can be difficult for the surgeon to 
tell where the disease begins and ends in the 
breast, and sometimes a second procedure is 
necessary if  the edge or margin of  the tissue 
is not clear at the original operation. 

At the NYU Langone Medical Center, we 
are participating in a clinical trial to test the 
effectiveness of  a new device that is intended 
to help the surgeon evaluate the edge of  the 
lumpectomy tissue at the time of  surgery. 
This device, called a MarginProbe, uses 
radiofrequency spectroscopy to examine all 
the surfaces of  the tissue after it is removed 
from the breast. If  the device indicates that 
the cancer approaches the edge of  the tissue, 
the surgeon can remove additional tissue and, 
hopefully, prevent the need for reoperation. 
If  this device proves to be accurate in 
determining the amount of  tissue that needs 
to be removed for a successful lumpectomy, it 

Q
Q
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as Paxil, Zoloft, Celexa and Effexor for 
control of  hot flashes and mood disorders 
in all patients; AND it appears that many 
of  these drugs actually interfere with the 
metabolism of  tamoxifen, thus curtail-
ing it’s efficacy. Imagine a patient born 
with inadequate machinery to metabolize 
tamoxifen to its most active cancer fight-
ing compound and then taking an antide-
pressant which additionally interferes with 
this machinery?  That’s what can happen. 
Your doctor did his/her due diligence by 
requesting that test.
 
With all of  this information we are now 
pausing and paying attention to each pa-
tient’s inherited ability to metabolize 
tamoxifen (the field of  pharmacogenomic) 
to help predict who is best served by this 
drug and who may be better served with a 
medication that does not use this particu-
lar inherited metabolic pathway.

We are paying closer attention to patients’ 
entire list of  medications taken to ensure, 
that drugs given for other reasons do not  
interfere with the metabolism of  the pa-
tient’s most important medication...the 
cancer fighting drug...such as tamoxifen.

I am 35 years old, my sister had 
breast cancer at 42 and my 
doctor recommended I have 
a mammogram. It showed 
microcalcifications which were 
called suspicious so I had a fine 
needle aspirate. I was told I have 
ADH (atypical ductal hyperplasia) 
and said I should see a breast 
surgeon. What is this and what 
do I need to do?

Reply from: Julia Smith, MD,   Director, NYUCI 
Breast Cancer Screening and Prevention Program; 
Director, Lynne Cohen Breast Cancer Preventive 
Program at NYU; Associate Director, NYUCI 
Cancer Screening and Prevention Program

Atypical ductal hyperplasia is a cellular 
diagnosis that indicates you may have an 
increased chance over your lifetime of  

Q



Q
developing breast cancer. There are other 
pathologic entities that we see after a biopsy  
that may confer increased risk in addition 
to ADH, such as ALH (atypical lobular 
hyperplasia) and LCIS (lobular carcinoma 
in situ). The fact that your sister had breast 
cancer at a young age (premenopausally) 
raises your risk somewhat as well. None 
of  these diagnoses or risk factors, though, 
mean that you will develop cancer.

What you should do is:
1) get an accurate sense of  the level of  your 
risk. In addition to biopsy findings such as 
these and family history, your own hormonal 
history, your ancestry, and your prior drug/
medication use may affect your risk.
2) see a good surgeon whose specialty 
is breast surgery. These lesions must be 
removed surgically to determine if  there is 
cancer in the tissue.
3) consider whether you are a candidate for 
a clinical trial to reduce risk. There have 
been significant advances in prevention 
and screening for breast cancer. For 
premenopausal women, there is an option of  
tamoxifen to reduce the risk of  developing an 
invasive cancer. For postmenopausal women, 
there is an option of  tamoxifen or raloxifene 
(evista). These “chemopreventive drugs” are 
used for 5 years.

At NYUCI we are currently conducting a 
trial to investigate a promising agent proven 
in the laboratory to reverse hyperplasia, or 
early changes in the breast that may lead 
to cancer. The agent interferes with the 
ability of  estrogen, and other breast cancer 
promoters, to work on abnormal breast 
tissue and inhibits the progression to breast 
cancer in laboratory animals. Thus far, the 
results are very encouraging and we are in 
the process of  moving this agent to the next 
step - use in reversing early breast cancer.

We are poised on a new era of  prevention 
and screening for breast cancer and there 
are many exciting new options coming 
down the pike.
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I am 34 years old and was 
diagnosed with breast cancer. 
My nodes were  negative 
and I had a lumpectomy.  My 
doctor said the tumor was 
“  triple negative “ and I need 
chemotherapy.  What does it 
mean to be  triple negative ?

Reply from Amy Tiersten, MD Medical On-
cologist and Associate Professor of  Medicine at 
NYU School of  Medicine.

We are understanding more and more that 
breast cancer prognosis and treatment is not 
only determined by the number of  positive 
lymph nodes and the size of  the tumor 
but is actually the biologic behavior of  the 
tumor that is probably most important.  
Breast cancers are characterized by several 
different subtypes.  

Some breast cancers grow in response to 
estrogen and/or progesterone and these 
cancers show receptors for these hormones.  
These are cancers that are considered 
“hormone receptor (ER or PR) positive” 
and what is important about these cancers 
is that we can use anti-estrogens (sometimes 
in addition to or instead of  chemotherapy) 
to decrease the risk of  recurrence.  

About 20-30% of  breast cancers 
overexpress a protein called Her2neu.  
These cancers are considered “Her2neu 
positive” and what is very important about 
these cancers is that there is an antibody 
specific to this protein called herceptin. 
Herceptin is very effective in these cancers 
(usually in conjunction with chemotherapy) 
to reduce the risk of  recurrence.  

Another subtype of  breast cancer is called 
“triple negative”. Triple negative accounts 
for about 15% of  all breast cancers and 
is characterized by lack of  receptors for 
estrogen, progesterone and Her2neu. This 
type of  cancer is more common in young 
women and African American women.  In 

addition, 80% of  breast cancers that occur 
in women with BRCA-1 mutations are 
triple negative.  Triple negative cancers are 
responsive to conventional chemotherapies 
but not to what are called “targeted” 
or “biologic” therapies such as anti-
estrogen or anti-Her2neu therapy. Unlike 
chemotherapy which kills some normal 
cells and cancer cells, targeted therapies 
are more specific to what makes the cancer 
cells grow and potentially have fewer side-
effects.  Currently, there is a tremendous 
amount of  research going on to develop 
other kinds of  targeted therapies that could 
work in triple negative breast cancers.  

Some of  the targeted therapies that are being 
studied in patients with more advanced 
triple negative breast cancers include 
angiogenesis inhibitors (bevacizumab) 
which act by inhibiting the cancer cell’s 
ability to grow their own blood supply, 
parp inhibitors (drugs that interfere with an 
enzyme needed to repair damaged DNA), 
mTOR inhibitors and many others.  As 
these drugs show promise in patients with 
more advanced cancers, they then move 
into clinical trials for patients with earlier 
stages of  breast cancer.  We will soon have 
open for enrollment a study of  a targeted 
therapy called rad001 (an mTOR inhibitor) 
in combination with chemotherapy for 
patients with metastatic triple negative 
breast cancer.  mTOR inhibitors block 
pathways involved in what makes cancer 
cells grow and survive.  We also have trials 
specific to the hormone receptor and 
Her2neu positive subgroups.  

Thus, although different breast cancer 
subtypes do not affect what type of  
surgeries are performed, the subtypes are 
very important to determine our “systemic” 
therapies which travel throughout the body 
and decrease the chances of  breast cancer 
recurring elsewhere.
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My breast cancer 
journey over the past 
eight years has been 
challenging in many 
ways. I have been 
diagnosed a total 
of  three times, each 
time being a more 
significant and serious 
diagnosis.  What this 
disease has taught me 
and my family is that 
having cancer today 

can be considered more like living with 
a chronic disease. It is very important to 
recognize and embrace that in 2009 many 
forms of  cancer can be considered a 
chronic disease. People are actively living 
and working with cancer. In fact, in the 
workplace today one in four employees 
will have a cancer diagnosis and eighty 
percent will return to work. The old 
stereotype of  how cancer is perceived 
needs to be replaced with a new paradigm 
of  cancer as a chronic disease. 

I have been confronted with many 
barriers since my diagnosis with an 
advanced stage of  breast cancer.  Some 
of  the barriers I have encountered and 
navigated are stigma, privacy, time, staying in 
the moment, finding joy. 

The stigma of  metastatic breast cancer 
needs to be acknowledged and addressed 
even within the medical community. 
The first oncologist I met after my 
Stage IV diagnosis told me I had six 
months to a year to live. I was told by 
another oncologist that I would be 
informed when I am starting to decline.  
People tend to view this disease with 
apprehension and fear, yet we have come 
so far in cancer treatment and research. 
There is hope.  Some cancers, including 
breast, can now be viewed as a chronic 
disease.  

There is a stigma associated with having 
cancer.  I have experienced stigma from 
medical practitioners, acquaintances and 
colleagues.  When I was diagnosed in 2004 
with Stage 1 Breast Cancer I needed to 
maintain my privacy.  I have learned there 
is no wrong way to deal with a diagnosis 
of  cancer. There are some who need 
to talk openly about it and others who 
turn inwards. During my 2006 Stage IV 
diagnosis I went through a period where 
I missed many days from work and where 
numerous colleagues were very challenged 
with how to interact with me. My retreat 
inward was misunderstood by many.  I 
felt like I was a topic of  “water cooler 
chatter”.  It is only recently that I can 
speak openly about my disease. I wanted 
to be just like everyone else and now I 
understand we all have our uniqueness 
and challenges.  Sometimes the apparent 
is misunderstood by others and needs to 
be regarded and respected. I have learned 
that lesson very clearly.

I have also learned not to listen to dire 
predictions and to pay no attention to 
statistics.  I am not a population pool, 
but an individual and my story is my 
own. My journey is unique to me and 
how my life unfolds cannot be compared 
to anyone else.  It is through increased 
education, personal action and helping 
others understand that living with cancer 
today is possible that the stigma can be 
broken down.  The way I live my life is 
different than most and I appreciate that.   
I accept cancer as a “part” of  my life, but 
not life itself.

Time is precious.  The time required to 
deal with cancer is daunting.  The walk 
of  balance and shifting of  priorities 
is essential to the management of  this 
disease.  Devoting time to my health 
is not negotiable ; it’s a must do.  I 
designate time each day to handling the 
administrative (scheduling, insurance 

errors), psychosocial, holistic, medical and 
cognitive requirements necessary for me 
to manage this disease and live my life.  

I have also learned to be my own advocate 
and listen to my inner voice, which has 
guided me along with my tenacity and 
drive.  I have realized that I need to be 
rooted in today, but be focused on “what 
ifs”, so if  I am thrown a curve ball I can 
be proactive and not reactive. It is essential 
to maintain my life, working full-time 
and caring for my family.  I go for weekly 
chemo treatments and follow an integrative 
approach to my cancer treatment.   I have 
mobilized an amazing team that helps me 
on a medical, intellectual, emotional and 
spiritual level.  I never stop looking for new 
members of  my team.  I have sought out 
the resources and support I need to stay 
focused, realistic and optimistic.  Each day 
brings new challenges and opportunities 
as I confront the ups and downs of  living 
with cancer.  I am learning how to live in 
the middle.

It has been over three years since the last 
diagnosis and eight years since my first. 
The lessons I have learned, the special 
people that have graced my life, and 
the perspectives I have gained are awe 
inspiring. 

My joy is in knowing that each day I 
do what I can to care for myself  and 
my family, while maintaining my career, 
daily exercise, nutrition and supplement 
program, treatment protocol, and 
proactive planning.  I retreat when I need 
to and come back when I am ready. I 
have to come realize that it is ok to shift 
inward.   Cancer does not understand 
perfection: it is an imperfect disease.  
I embrace my new life empowered, 
realistic, hopeful and with humility.

Karen J. Hirsh, MPH
Kjhirsh@verizon.net

Metastatic Breast Cancer:  
Conquering the Barriers and Realizing the Joys

Karen Hirsh is married with 3 children ages 12, 10 and 8. She has a background in public health and marketing and her career has been 
in pharmaceutical marketing. Karen spent 7 years as faculty in health education at a college in New York City.  She is a staunch advocate 
for breast cancer and devotes her time to volunteering and spreading awareness about early detection and the need for more research.



Advocating for Lasting Change

The Komen Advocacy Alliance, a 
501©4 organization, was established to 
strengthen and enhance Komen’s ability 
to advocate for lasting and life-saving 
change.  From its new Washington, 
D.C. office, opened in the Spring of  this 
year, the Komen Advocacy Alliance is 
expanding its reach and public policy 
influence by energizing and mobilizing its 
hundreds of  thousands of  advocates and 
more than 120 Affiliates nationwide to 
advocate for increased funding for cancer 
research and greater access to screening 
and treatment for all Americans.

Komen’s National Agenda for Health 
Care Change

Cancer ALERT Act.  The Cancer 
ALERT Act (Access to Life-Saving Early 
Detection, Research and Treatment), is 
a bi-partisan effort by Senators Edward 
M. Kennedy (D-MA) and Kay Bailey 
Hutchison (R-TX) that will reignite 
the war on cancer. This legislation calls 
for a greater investment in research, 
more emphasis on early detection and 
improvement in access to cancer care 
for underserved populations. 

EARLY Act (Education and Awareness 
Requires Learning Young)  The EARLY 
Act was originally introduced in the 
House by Representatives Debbie 
Wasserman Schultz (D-FL), Sue Myrick 
(R-NC), Donna Christensen (D-V.I.), and 
Melissa Bean (D-IL) and now has almost 
300 co-sponsors.  

The EARLY Act will address the unique 
concerns facing young women with 
breast cancer by:

• Initiating an evidence-based public 
education campaign about breast 
cancer in women under age 40 - with 
an emphasis on women at higher risk 
due to their race, ethnicity or genetic 
heritage.

• Educating health care professionals 
about the risk factors, opportunities 
for genetic counseling and testing, 
and unique challenges that face young 
women diagnosed with breast cancer. 

• Providing grants to organizations that 
provide credible health information 
directed to young women diagnosed 
with breast cancer.

 
While it is rare, young women under age 
40 can and do develop breast cancer. 
In the U.S. about 5 percent of  all breast 
cancer occurs in women under age 
40.  Diagnosing breast cancer in young 
women can be more difficult because 
their breast tissue is often more dense 
than the breast tissue of  older women. 
By the time a lump can be felt in a young 
woman, it is often large enough and 
advanced enough to lower her chances 
of  survival. In addition, the cancer may 
be more aggressive and less responsive to 
hormone therapies.  

There are benefits to starting evidence-
based, age-appropriate breast health 
education early.  By starting young, 
when women are still developing their 
lifelong habits, educating them about 
the benefits of  healthy living and breast 
self-awareness will lead to a lifetime of  
empowerment.  And they may be willing 
to adopt healthy lifestyles including 
exercise and nutrition.  

When breast cancer is detected early, 
the five-year survival rate is 98 percent. 
But because many younger women are 
diagnosed at later stages with more 
aggressive breast cancer, their survival 
rate is lower. With increased awareness 
for genetic counseling and testing, early 
detection, and treatment, we can improve 
the odds. 

United States Representative Debbie 
Wasserman Schultz addressed Komen Lobby 
Day advocates on April 29th in Washington, 
DC.  Representative Schultz spoke about her 
own experience with breast cancer, and the 
EARLY Act.  To view her speech, please 
visit, www.komennorthjersey.org and click on 
“education” and then click on “advocacy”.

National Cancer Institute.   Komen 
joins its partners in the One Voice 
Against Cancer coalition in calling for a 
doubling of  the National Cancer Institute 
budget over the next five years as well as 
$250 million for the National Breast and 
Cervical Cancer Early Detection Program 
(NBCCEDP) and $18.6 million for the 
Patient Navigator program in the FY 
2010 budget.

Access to Care.  Close health disparities 
and improve access to care by ensuring 
access to preventive care, early detection 
services and personalized treatments 
through systemic health care reform.
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To learn more about Komen 

Advocacy Alliance and to 

become a Komen advocate 

and support legislative 

initiatives, please visit

www.KomenAdvocacy.org  

Komen Advocacy Alliance
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2009 Volunteer Recognition Awards
There is nothing stronger than the heart of a volunteer.  With it beats the spirit of service, generosity and compassion,
… and the health and well-being of our community, our country and our world.  
            — Kobi Yamada

July 2009

Lisa Rubin 
Ruth Siksnius Volunteer 
of  the Year Award

Cathy Harvey
Cure Award

Katherine Genchi
Hope Award

Norman, Roberta  
and Robert Lubeck,  
Woodward Properties
A Promise Kept Award

Leslie Trifone
Promise of  One 
Award

Margaret Farmer 
and Charlie Wolf
Support Award

Justin Kleinschmidt
Real Men Wear Pink 
Award

Robert Osborn
Real Men Wear Pink 
Award

Marci Berlin
Courage Award

Angela Fischer
Hope Award

Raymond Leibman
Real Men Wear Pink 
Award

Emma Quintana
Promise of  One 
Award

The Spirit of  Komen Award was 
presented posthumously to 
our beloved volunteer Maria 
Fernanda Smith. Her award 
was accepted by her family, 
husband, Greg, daughter, 
Sydney, and son, Daniel.

Volunteer Photos courtesy of  The Image Maker

Ph
ot

o 
co

ur
te

sy
 o

f 
Be

rit
 B

iz
ja

k



North Jersey Affiliate
785 Springfield Avenue
Summit, NJ 07901
908-277-2904
www.komennorthjersey.org

Non-Profit Org.
US Postage

PAID
Whippany, NJ
Permit No. 458 

Printed on recycled paper

July 3 - September 23
Fashion Targets Breast Cancer

July 10 – July 12
Lax for the Cure 

July 24, 25, 26
Summit Wine and Food Festival

Upcoming Events

of interest...

September - October 31
Yoplait Save Lids to Save Lives

October 1- October 31
Change for the Cure
Passionately Pink for the Cure
Style for the Cure
Tie a Ribbon

Medical Honoree
Jan A. Huston, MD, FACS

Medical Director
The Connie Dwyer Breast Center
at Saint Michael’s Medical Center

A member of  Catholic Health East

Details on the following events available at www.komennorthjersey.org

November 21, 2009
Honorary Chairperson

C. Ron Cheeley
Senior Vice President, Global Human Resources

Schering-Plough Corporation

April 25, 2010
Susan G. Komen North Jersey Race 
for the Cure®

We’re on twitter and facebook If  you would like to follow us and find out about our events 
and activities, public policy initiatives and updates, 
please visit:  twitter.com/komennja.
And on facebook, look for the Susan G. Komen for the Cure® 
North Jersey Affiliate page.

Our Merchandise Boutique is open 9am-5pm Monday through Friday at the Komen office.
Or, visit www.KomenNorthJersey.org    Check out our selection of  unique items!

If you would like to receive future newsletters via email, please visit www.komennorthjersey.org and click 
on “e-newsletter sign-up”.  Help us to dedicate more funds to our promise to end breast cancer forever and to 
protect the environment.

Individual Honorees
Kathy Hubert-McKenna 
   Kenneth C. McKenna

Corporate Honoree
PNC
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