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Praise for Prevent, Survive, Thrive

“Dr. West’s book is a valuable addition to the current literature for those touched by breast cancer. He has dedicated his career to caring and healing women with breast cancer, which he reveals with knowledge and passion in this excellent book.”

—John S. Link, MD, author of The Breast Cancer Survival Manual: A Step-By-Step Guide for the Woman with Newly Diagnosed Breast Cancer

“Prevent, Survive, Thrive continues Dr. John West’s longstanding message of empowerment to those facing or in fear of breast cancer. This literary gift moves from prevention to survivorship to activism in sharing pearls of wisdom that transform us from victims to victors! This book is a wellspring of knowledge from a breast health leader who is a living legend in the fight against breast cancer. I am truly blessed to have witnessed John lead a breast health movement from his base in Orange County, California, to a national level.”

—Marie M. La Fargue, MPH, four-time cancer survivor

“If you never want to hear the words, ‘You have breast cancer,’ this book is for you. You won’t need a second opinion to decide whether to buy Prevent, Survive, Thrive. This book truly is, as it says on the cover, Every Woman’s Guide to Optimal Breast Care. It helps you navigate confusing medical jargon and separates facts from the media buzz. There are plenty of books on facing the diagnosis of breast cancer, but this book, with its accurate straight-talk information, practical tips, and survivor stories filled with hope, helps you to prevent breast cancer. Every woman with breasts needs to read this book, and don’t say this because it’s funny. I say this because it’s true.”

—Pam Tallman, columnist and contributor to Orange Coast Magazine

“I wish I’d had this book at my fingertips years ago, but I am truly grateful for its publication at this time for the sake of my friends and family, as well as all women, both younger and older. Told in a blend of decadesrich expertise and personal case studies, this book provides a way to wrap your head around a woman’s most dreaded health worry. Prevent, Survive, Thrive: Every Woman’s Guide to Optimal Breast Care helps you sort through often conflicting reports and find your way to making better decisions.”

—Allene Symons, author of Aldous Huxley’s Hands

“Dr. West has shared his extensive experience in this uniquely comprehensive and easy-to-read treatise on all aspects of breast care for women of all ages (teens through seniors) and their loved ones, allowing them to be diligent in making decisions and their own choices regarding the ever-evolving questions of controversy and myth about breast cancer diagnostic alternatives and treatments. With the book’s information on new technologies and multiple case histories, a patient can and should feel in charge of her own breast health plan in coordination with her chosen expert medical professionals.”

—Dr. Gary E. Liebl, LHD, chairman emeritus, Chaminade University

“My husband, Bill, and I as well as our family are very honored to have Dr. West’s book Prevent, Survive, Thrive dedicated to our daughter Michelle, who lost her battle to breast cancer at the age of 26. A year after her death, we opened a Women’s Breast Cancer Resource Center named Michelle’s Place to offer resources and support to the women in the Temecula Valley area. It had been so difficult to find any when Michelle was going through treatment. We met Dr. West through our educational seminars because he had so many patients from our area that loved him! He is their rock star for sure! He shared our concern that more women needed to be their own best advocate and that knowledge is power. His book, Prevent, Survive, Thrive, meets these concerns and so many more! He writes so lay people can easily understand the many facets of breast cancer.”

—Bill and Marilyn Watson, founders of Michelle’s Place, a women’s breast cancer research center
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This book is dedicated to the memory of Michelle Watson, who was twenty-three years old when she was diagnosed with metastatic breast cancer. Though she first noticed a breast lump at age twenty-one, her doctors told her she was too young for breast cancer.

The correct diagnosis was never considered until a bone scan indicated she had metastatic cancer. She died at age twenty-six.

Michelle’s parents are on a mission to improve the quality of breast care in the United States. This book was written in an effort to help them accomplish their mission.
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INTRODUCTION
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Why This Book Was Written

OF THE MANY STORIES from my forty-plus years of practice, one in particular stands out in memory: that of a young woman named Michelle Watson, who at twenty-one noticed a lump in her right breast.

Alerted by the nodule, Michelle saw the doctor in her student health clinic, who told her not to worry. He pointed out that she was the picture of health . . . and besides, she had no family history of breast cancer.

The lump continued to grow. Over the next two years she was seen by several other doctors, all of whom said her fears were unfounded, that she was too young for breast cancer.

At age twenty-three she experienced pain in her chest and back. The pain progressed, and finally a bone scan revealed what nobody had anticipated—Michelle had extensive metastatic disease. A subsequent biopsy of her breast lump, now grown to a considerable size, proved all those earlier medical assumptions wrong. Right from the beginning she’d harbored an invasive breast cancer.

She underwent aggressive chemotherapy, but her cancer recurred, and at age twenty-six she died of metastatic disease.

Michelle’s death might very well have been preventable. Had she insisted on an ultrasound during her first office visit, her cancer could have been diagnosed while it was still potentially curable.

Michelle’s story is an extreme case, but it sends an important message, one that is central to this book. When it comes to achieving optimal care, women must be prepared to take charge of their health—which includes knowing more about their breasts than some physicians.

In the past decade, remarkable progress has been made in improving the effectiveness of breast care. Ironically, this progress has led to a myriad of confusing and conflicting—and even misleading—recommendations about what women should do to ensure they are receiving optimal care. Such confusion often provokes diagnostic delays, resulting in the need for more aggressive treatments and lower odds of survival.

Although I’ve spent most of my career caring for women with breast issues, I started private practice with a focus on vascular and emergency surgery. In my first year, an event occurred that radically changed my life.

After an auto accident, an eight-year-old boy was brought to the emergency room of a local hospital. He was stable on admission, but in less than an hour he went into shock. He was rushed to the operating room but died before the surgeon could control the bleeding from his ruptured kidney.

I’d done my surgical training in San Francisco, where all serious trauma victims were transported to a single trauma center that had an in-house team of experts. Had this young boy been taken to a trauma center, he would most likely be alive today.

This needless loss of a young life prompted me to do a study comparing trauma deaths in Orange County, California, where trauma victims were transported to the nearest emergency room, to trauma deaths in San Francisco, where all serious trauma victims were taken to a trauma center. The study found that one-third of the total deaths in Orange County were judged to be preventable, but no preventable deaths were found in patients triaged to the trauma center.

This study inspired a worldwide focus on the importance of organizing civilian trauma care like the military MASH (mobile army surgical hospital) units during the Vietnam era. Orange County subsequently established a system of trauma care that became a model for the nation. A follow-up study proved the new system had solved the problem of preventable deaths in Orange County.

After ten years of promoting the concept of trauma centers, I experienced burnout: too many late-night surgeries and too little sleep. I was in urgent need of a change in lifestyle.

At the same time, a revolution was taking place in the diagnosis and treatment of breast cancer. Studies had proved radical mastectomies were rarely indicated, as similar rates of survival could be achieved with less aggressive surgery. Mammography was finding breast cancers years before lumps could be detected. Plastic surgeons were making major strides in breast reconstruction. Oncologists had new drugs that were more effective and less toxic.

Yet despite these advances, care was fragmented. Breast radiologists, breast surgeons, and breast oncologists were all in different offices and rarely had time to talk to each other. This was the opportunity I was looking for: Like trauma care, breast care needed organization.

I became obsessed with the concept of establishing a center that would address all aspects of care at one location. The basic team would include radiologists who specialized in imaging, together with surgeons and oncologists whose only focus would be breast care. The concept included a same-day model in which patients with new problems could be seen within a day of their call to our center.

We opened our first breast center in 1988, originally called Breast Care Center of Orange, and since then we have diagnosed and treated thousands of women with cancer and tens of thousands of patients with other breast issues.

It soon became obvious that the breast center concept was saving lives. Women who followed early detection guidelines were typically diagnosed with small, curable cancers—though the situation was much different for women who did not follow the guidelines.

The majority of advanced malignancies that we cared for occurred in women who had never had a mammogram or had neglected to have one for years. The conclusion was obvious: Aggressive screening worked. The challenge was to figure out how to get more women to participate in our early detection efforts.

My initial approach was to help establish a nonprofit organization (the Be Aware Foundation) in 2004 with the goal of inspiring women to follow early detection guidelines. We presented classes on breast self-examination and created a video to help women learn how to do self-exam with confidence. We also created a website where women could sign up for monthly reminders to do self-exam and a yearly reminder to get a mammogram and clinical exam. I wrote frequent articles, sent out with the monthly email reminders, dealing with the evolving controversies in breast care.

Despite my best efforts, the campaign to get more women to follow early detection guidelines was being thwarted by forces beyond my control. Our own government was promoting watered-down screening guidelines. Well-respected nonprofit organizations that in the past were proponents of early detection were issuing their own weakened recommendations.

The media was having a great time reporting all this conflicting advice. As a result, public confusion mounted. The net result was that fewer women were following early detection guidelines and diagnostic delays were on the upswing.

I became increasingly frustrated that women were receiving so many mixed messages. It was that ongoing frustration, plus the desire to set the record straight, that prompted me to write this book. To me it was obvious that something must be done to fight back against the “experts” who were the source of so much confusion. I wanted to inspire women to follow early detection guidelines and demand optimal breast care.

That said, I did not want to write something encyclopedic . . . and I had no interest in being “fair and balanced.”

I wanted to compose a work that easily explains issues in the same manner I use in answering questions from my own patients. As I was wrestling with my approach, I had an appointment with a woman recently diagnosed with breast cancer. After I completed my lengthy explanation of treatment options, I was greeted by a long pause in which I could tell she was having problems processing our discussion.

She then looked me straight in the eye, and with a newfound confidence she said, “Just tell me what you would do if I were your wife.”

The advice I gave her that day was the same I would offer members of my own family—mother, wife, or daughter.

And then I thought further: While it’s relatively easy to advise my own patients, what about the millions of women who are desperate for information but don’t know where to find it?

I hope that this book—written from the point of view of not just a breast care surgeon, but also a husband and father—will be a helpful resource for those women and their families.

 





THE PLAN BEHIND THE BOOK

For the convenience of our readers who wish to find breast care information quickly and easily, this book is organized in a way that makes it easy to get answers to a wide spectrum of breast care issues. To help bring these topics to life, most chapters are illustrated with one or more personal stories of women who have experienced the issues we describe.

We begin with specific issues that may arise, and recommendations for treatment, for women (and men) according to their age. Subsequent chapters address common breast problems, then uncommon but perilous breast problems. This is followed by a brief exploration of the various controversies in breast care as well as a brief discussion on prevention. Further chapters provide guidelines for women who are newly diagnosed, including when you may need a second opinion. Finally, we describe surgical options and offer a discussion of breast reconstruction, before concluding with the importance of hope when it comes to winning the battle against breast cancer.






 


CHAPTER ONE
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The Controversies That Drive This Book

THE QUESTION of what constitutes optimal breast care—noted briefly in the Introduction—is not just an idle subject that is open for debate; it is now one of the most contentious issues in all of medicine.

Despite incredible progress everywhere in diagnosing and treating breast cancer, guidelines for optimal breast care today are brimming with contradictions and misleading statements. There is a growing trend to cut back on early detection efforts, based partly on flawed scientific studies, but also, regrettably, on cost. While it’s true that medical costs are spiraling out of control, any procedural change that contributes to giving cancer a greater foothold will ultimately be more expensive for everyone.

Among the biggest controversies are the following:

Screening Mammography

Clearly the most outrageous controversy I’ve witnessed was promoted by the doctor who proclaimed on Fox News that mammograms can do more harm than good and stated that one in five cancers will disappear without treatment. The reasoning behind his fallacious statement and the proof of its nonsense will be demonstrated in chapters fifteen and sixteen.

Yet other controversies have made mammograms the subject of dangerous confusion. Traditionally, women have been told that they need to begin mammograms at age forty and continue yearly.

Now a government task force, the USPSTF (United States Preventive Services Task Force), offers new, reduced-mammogram guidelines that contradict reliable, proven standards (see chapter sixteen). The USPSTF recommends that mammogram screening start at age fifty, that it be repeated only every other year, and that it be discontinued after age seventy-four—even though none of the research has suggested that routine screening be discontinued at any age as long as a woman is in good health. None of the so-called “experts” on the USPSTF were physicians whose specialty was breast care.

Breast Density

For women whose mammograms show they have dense breasts, a second and different type of screening can detect tumors not seen on traditional mammograms. Yet, thanks to a mix of small additional cost and disbelief by so-called experts that this second screening is necessary, only a small fraction of the female population with dense breasts ever get the additional screening they need (see chapter fourteen).

Breast Self-Examination

Perhaps the least-expected controversy concerns two nonprofit organizations—the Susan G. Komen foundation and the American Cancer Society (ACS)—who concluded jointly that breast self-examination does not work, and therefore women no longer need to do self-exams (see chapter thirteen). Instead, they suggest women should be “self-aware” and report any change. How confusing can it get?

Genetic Testing

In 2013, Angelina Jolie went public with her announcement that she carried a high-risk gene mutation and had decided to have both breasts removed. At the time, the cost of genetic testing was in the range of $4,000. Now, only a few years later, any woman can be tested for $249—and she can apply online. Yet too few women are aware of the lowered cost or even that such knowledge might help guide their health care decisions.

Why So Many Mastectomies?

There is a growing trend for women who have been diagnosed with a malignancy to choose a mastectomy, even when they are ideal candidates for saving their breast. Oftentimes this decision is based on the assumption that mastectomy will provide better potential for survival—but this assumption is misguided. (See chapter twenty-four.)

Cell Phones and Breast Cancer

Among breast care physicians and radiologists working in my field, there is a growing perception that cell phones worn for long periods in direct contact with the breast are a possible cause of breast cancer. However, like early observations from long-gone doctors about the harmful effects of smoking, this suspicious relationship has been refuted by physicians whose areas of concentration are in other fields. In fact, all suggestions of a causal relationship between cell phones and breast cancer have been laughed at by a great many doctors. (See chapter seventeen.)

AS MORE AND MORE of these breast-care controversies surfaced, I began to think, No wonder women are confused. How can I remain silent? I’ve had too many years of experience to allow these many contradictions to go unanswered.

I am admittedly at one end of the spectrum on these ongoing conflicts: My primary goal is to expand efforts to detect breast cancer at its earliest, most lifesaving stage. Although most experts would agree with me in principle, the advice some are giving women often gets in the way of this goal.

I hope the pages that follow give you the information you need to make your own decisions about how best to protect your health.


 





SECTION I
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General Breast Care Guidelines by Age and Sex






 


CHAPTER TWO
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For Children, Teens, and Women Under Forty

JUST AS “ONE SIZE FITS ALL” doesn’t work in clothing, neither does it work in breast care. As you’ll see in this section, different rules apply to different age groups—and what might be considered optimal care for one group can be detrimental to another.

Women in their thirties, for instance, whose breasts tend to be dense, are screened differently than their older sisters . . . and for them breast care deals primarily with the treatment of symptoms. Though we do address pain, infection, and nipple discharge, the most important issue is lumps.

While younger women are advised not to get routine screening mammograms, they are also, happily, less apt to acquire breast cancer. However, those who do find suspicious lumps are under more pressure to act quickly.

On the other hand, by age forty, women have crossed a line that divides “younger” from “older” women. While X-ray diagnosis is no longer a safety issue, the possibility of developing breast cancer is high enough to justify the expense and inconvenience of screening mammograms.

This section outlines what can be expected in women’s breast history from newborns through the years until the woman turns forty. In each age group, a discussion of possible breast concerns is followed by recommended treatment options.

NEWBORNS

Breast Lumps

Breast lumps are common in newborns. They are almost always benign and related to maternal hormones encountered in the womb. In some cases, milk can be expressed from the nipple. The effect is short-lived and the breast soon returns to normal. Referral to the pediatrician is indicated if symptoms persist after several weeks. In the rare case in which the baby has a fever and the breast is red and swollen, the pediatrician should be contacted immediately.

PRE-TEENS

Breast Lumps

Pre-teen girls usually develop a button-like prominence directly below the nipple. At first, the lump may be evident on one side only. This is a common finding in young women entering puberty. The “lump” is referred to as a breast bud. Observation is all that is required. When we see this type of lump in our office we simply inform the parents to return in one to two months if they still have any questions or concerns. Surgical removal of the breast bud will result in the failure of breast development.

Lumps that aren’t breast buds in pre-teens are unusual and require the attention of a physician. An ultrasound is the diagnostic procedure of choice for any persistent lump in this age group. An experienced surgeon, preferably a pediatric surgeon, should be involved in the decision- making process.

In select cases a needle biopsy should be performed to establish a diagnosis. Follow-up treatment will be based on the results of the needle biopsy.

Asymmetry

It is common for one breast to develop faster than the other. In most cases, reassurance is all that is required. An exam by the pediatrician is sufficient to reassure the patient and her family that all is well.

Breast Infections

Breast infections are rare in this young age group, and typically respond to antibiotics. Cases that are recurrent or unresponsive to therapy should be referred to a breast surgeon.

PUBERTY TO TWENTY

Breast Pain

Breast development and the onset of the menstrual cycle are indicators of early puberty. The pediatrician easily manages most issues of breast care in this age group. Issues such as cyclic breast pain are best handled with reassurance. In some cases, anti-inflammatories or caffeine restriction is advised (see chapter six).

Breast Lumps

Breast lumps are still unusual for this age group, but any such lump should be reported to the pediatrician. Although breast cancers are rare in teenagers, they do occur, and diagnostic delays must be avoided. Again, ultrasound is the diagnostic procedure of choice and mammograms are rarely indicated. A needle biopsy is usually needed to make the final diagnosis. Surgical removal should be considered only after an accurate diagnosis.

Breast Infections

Though infections are unusual in this age group, they are now being seen with increasing frequency as a result of nipple piercings. These infections usually respond to antibiotics. However, we’ve had cases in which the infection did not go away, requiring removal of the nipple ring. In some cases, the infection can lead to a disfiguring scarring of the nipple. Any sign of redness, pain, or swelling should be reported immediately and treated aggressively with antibiotics.

Radiation Exposure

It is well established that the developing breast is very sensitive to radiation exposure. Studies of women who, when they were teens, were treated for scoliosis (curvature of the spine) and had frequent chest X-rays to evaluate the progression of their disease show them to be at increased risk of developing a future breast cancer. X-rays cause direct damage to the DNA in the cells of the developing breast, an onslaught that sets the stage for future development of an early-onset breast cancer.

Now every effort is made to avoid X-ray exposure to the breasts of young women. When such treatment is required, the breasts are shielded with lead drapes. The dangers of radiation slowly diminish with the years, and by age thirty the risk is reduced to the point that it is safe to do a diagnostic mammogram when cancer is strongly suspected.

Young women who have had chest radiation for other malignancies are also at risk for early-onset cancer. The most common incidents are in girls who, during their teens or early twenties, receive chest wall radiation for the treatment of Hodgkin’s disease.

Such women are often unaware of their risks and fail to follow early detection guidelines. Those who have been exposed to therapeutic radiation for Hodgkin’s disease or other malignancies should be followed by experienced physicians, preferably in clinics that manage patients who are at increased risk of tumors. In addition to twice-yearly exams by an experienced physician, yearly MRI screening should start as early as age twenty-five. Yearly screening mammography should start as early as age thirty.

Radiation associated with cell phone exposure is an issue of recent controversy. See chapter seventeen to learn more about this debate.

WOMEN TWENTY TO THIRTY

Breast Lumps

Breast cancer is unusual in this age group. It does occur, however, and because of its rarity, diagnostic delays are common. The breasts in young women tend to be lumpy and tender, anyway, and most such women are not confident in doing breast self-examination.

A diagnostic ultrasound—the extreme value of which is described at length in chapter fourteen—is particularly accurate in defining the nature of a breast lump at any age. It works with sound waves, which are completely safe, as compared to X-rays employed by mammograms. It is also painless and inexpensive.

In most cases of concern about a potential breast lump, a normal ultrasound along with a negative breast exam is all that is needed. However, if symptoms persist, the patient should be referred to a surgeon with experience in caring for young women with breast problems.

Nipple Discharge

As will be discussed in chapter nine, nipple discharge that occurs on its own, without squeezing, requires medical attention, as it could be an early sign of cancer, except in the case of pregnant women or women who have just given birth.

OTHER BREAST PROBLEMS, such as pain and infection, are treated much the same in all age groups.

The key point to remember is that any new breast change that persists after a woman has completed her menstrual cycle should be reported to her physician. If her doctor is unresponsive to her concerns, she should seek a second opinion, preferably from a breast surgeon.

WOMEN THIRTY TO FORTY

Breast Lumps

Though breast lumps are common in women in their thirties, the good news is most prove to be benign. However, differentiating between benign and malignant can be challenging—generally because breasts in this age group, as with younger women, tend to be lumpy under normal circumstances.

Here, the menstrual cycle plays a role, adding both lumpiness and tenderness just before the onset of menstruation. That said, the best time to do a breast exam or evaluate a lump is five to ten days after the onset of the period.

And the best way to evaluate the seriousness of a nodule is with an ultrasound. If the diagnosis still remains sketchy, a diagnostic mammogram can be both helpful and safe.

This focused mammogram, covering a specific worrisome area, can be distinguished from a screening mammogram, which is done on women forty and over who have not experienced symptoms.

Breast Pain

Though breast pain is common in this age group, it’s rarely associated with an underlying malignancy. Most such pain can be alleviated with over-the-counter anti-inflammatories, as well as caffeine restriction. Pain that is localized in one spot and increases in intensity over one or two menstrual cycles merits medical attention.

Breast Infections

Breast infections in this age group are typically associated with lactation, discussed in chapter four. Infections in non-lactating women usually respond well to antibiotics. Those that don’t, or that recur after initial treatment, should be seen by a breast care specialist.

 





SCREENING MAMMOGRAMS FOR WOMEN UNDER FORTY

Compared to younger age groups, women in their thirties do have a somewhat higher occurrence of breast cancers. Since their breasts still tend to be dense, small malignancies don’t show up well on mammograms.

For all these reasons, routine screening mammograms are not recommended, and a diagnostic ultrasound remains the first line of defense.

However, there are exceptions: Mammographic screening in this age group is restricted to women who have a first-degree relative (mother or sister) who was diagnosed with breast cancer under the age of fifty. Screening for those women should start ten years earlier than the age at which the relative was diagnosed. For example, if the mother was found to have a malignancy at age forty-five, the daughter would start yearly screening at age thirty-five.

In addition, very high-risk women, such as Angelina Jolie, who had multiple family members with breast and ovarian cancers and who tested positive for the BRCA gene mutation, require more aggressive screening. We follow these women twice yearly in our high-risk clinic, and we start yearly MRI screening at age twenty-five and yearly screening mammograms at age thirty.

Most of these women are also encouraged to consider risk assessment counseling, and in some cases, genetic testing (see chapter eighteen).






 

OTHER SYMPTOMS in this age group, such as nipple discharge, are managed in much the same manner as with younger women.

 





WHAT I’D TELL MY DAUGHTER

      •  The vast majority of breast problems in this age group (birth to forty) will be associated with non-cancerous conditions.

      •  Still, breast changes merit attention. Persistent or progressive changes need a timely answer.

      •  When in doubt, get an opinion from a breast care specialist.






 


CHAPTER THREE

[image: ]

For Women Over Forty

THERE IS OBVIOUS OVERLAP when treating breast symptoms in the various age groups. For example, the care of symptomatic women in their thirties is nearly identical to what is offered for patients in their forties. To avoid repetition, we have simply summarized basic treatment in this and the previous chapter. A more detailed discussion of common breast problems is provided in Section II.

However, women in their forties should be aware of these concerns in particular:

Breast Lumps

Any new breast lump in a woman over forty merits concern. The older she is, the higher the probability of cancer. In menstruating women, breast lumpiness is common, but any nodule that persists after completion of a menstrual period requires medical attention. An ultrasound is often the only test needed to determine the nature of the lump. However, if doubt remains, a diagnostic mammogram is the next step. When findings on the mammogram or ultrasound are worrisome, a core needle biopsy (see page 48) will establish an accurate diagnosis.

If all diagnostic studies are negative, a further, two-month re-evaluation is still important, both to reassure the patient and to guard against a possible missed diagnosis of malignancy.

Abnormal Mammograms

The second most common breast problem in this age group is an abnormal screening mammogram. In most cases, additional imaging will eliminate concerns and the woman can return to routine yearly screening.

In the event of a positive finding, a core needle biopsy (see page 47) will provide an accurate diagnosis. If the biopsy is benign, the patient returns to regular screening. However, if the biopsy proves positive, the patient is referred to a breast surgeon.

Nipple Discharge

Nipple discharge is common in over-forty age groups, and squeezing the nipples is the primary cause. It is normal for breast ducts to contain fluid, and it is common for the breast, when squeezed, to produce a drop or more of yellow, green, or white fluid from the nipple. Although this discharge is not worrisome, women are advised not to squeeze their nipples.

However, discharge that occurs spontaneously requires medical attention—though in most cases the event is not related to a hidden breast cancer. Still, we are concerned when the fluid is either clear or bloody. If the discharge is suspicious enough to warrant a biopsy, it usually turns out to be benign, or associated with small, potentially curable breast cancers. For a more detailed discussion, see chapter nine.

Breast Pain

Breast pain is one of the most common symptoms that send women to a breast care center. While it is unusual for a breast cancer to cause pain, it can be the first indicator of an underlying malignancy. Pain that is centered in one specific area and becomes more intense in a matter of weeks merits the attention of a specialist. For further details, see chapter six.

Breast Infections

Breast infections are relatively common in nursing women, an issue covered in chapter four.

In non-lactating females such infections are rare but require immediate medical attention. With most patients, the inflammatory process responds to standard antibiotics. After treatment, an attempt should be made to determine the root cause. Infections that don’t respond to antibiotics, or episodes that recur, should be referred to a breast care specialist.

MAMMOGRAMS

One of the biggest breakthroughs in the history of women’s health care was the development of screening mammography. Initial studies in the United States and Sweden demonstrated a 30 percent or greater reduction in breast cancer mortality for women undergoing screening mammography. With improvements in technology and a better understanding of who is at risk, there is now an incredible opportunity for making even more dramatic improvement in the rate of survival of this number-one cancer killer of young women.

That said, age is one of the critical factors that increases a woman’s chance of developing breast cancer. The older she gets, the greater her peril. By forty, vulnerability has reached the point where it’s appropriate to start routine annual mammographic screening—and as always, the goal is to detect small cancers before they cause symptoms or even before they grow large enough to be felt.

Despite the well-established benefits of mammographic screening, we’re seeing an increasingly strident disagreement over several issues: the best age to start, how often women should be tested, and the proper age to quit. This controversy will be explored in more detail in chapters fifteen and sixteen. It is first necessary to understand the basics of mammographic screening.

Screening vs. Diagnostic Mammogram

One of the first issues that needs clarification is the difference between a screening and a diagnostic mammogram. The screening mammogram is for women who are symptom free. They have no suspected breast lumps, no new patterns of breast pain, no nipple discharge, and basically no newly revealed breast symptoms. Diagnostic mammograms, on the other hand, are for women who have breast symptoms.

Women who are about to undergo their yearly screening exam should make certain they alert the technician or support staff about any recently discovered breast problems. Such symptoms will be reported to the radiologist (mammographer), who will then determine what additional procedures might be helpful to evaluate the new issues.

When to Start Screening

Despite all this recent controversy, there is a general consensus that starting mammographic screening at age forty saves lives. A government funded task force is now recommending women start mammographic screening at age fifty. However, this approach ignores an important group of women.

Approximately 20 percent—one out of five—cancers we see in our practice are in women under fifty. Patients with cancer who started mammographic screening at age forty tend to be diagnosed with small, treatable breast cancers, while most of the advanced cancers are found in patients who have never had a mammogram.

Self-proclaimed “experts” who advise that screening start at age fifty have two reasons: One is that most women in their forties have such dense breasts on mammographic imaging (see chapter
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