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The last feeling you have when you’re told that you—or someone you love—has breast cancer? Lucky.

And though it feels like it’s so common—one in three of all new cancer cases diagnosed each year in women is a breast cancer—the notion that you’ll have lots of company offers little comfort.

But here’s the reality: if you have been diagnosed with breast cancer, you have every reason to be optimistic. At no point in history has the survival rate from breast cancer been better: overall survival from breast cancer now approaches 90 percent. Which means that if you’re diagnosed with breast cancer, chances are you will survive and thrive. Even more heartening is that over the last decade the death rate from breast cancer has dropped significantly each year, and that trend continues strongly.

Perhaps you’ve heard that, thanks to mammograms and early detection, if you are diagnosed with breast cancer today, it will most likely be early stage, which is extremely treatable and curable. And you may know that even for women diagnosed at more advanced stages, there are a growing number of cutting-edge treatment options available, with more on the way each year. But what you may not have heard is that for everyone, we are using less invasive surgery and treatments while still achieving better outcomes, and offering more options for reconstruction than ever before.

All this is the good news. The bad news is that it can be hard for women to hear this message of optimism against all the background noise.

At forty-eight, Katherine*1 was leading a have-it-all kind of life that, as far as she was concerned, couldn’t get much fuller. She held a demanding job in human relations for a large tech company; her husband worked full-time, and like Katherine’s, his job involved lots of travel. Her two girls, ages thirteen and fifteen, were just hitting all the emotional potholes that come with being teenagers. Her seventy-six-year-old mother, who lived five hundred miles away, had recently had heart valve replacement surgery, and Katherine had spent the last few weeks figuring out how to find her good nursing care.

She was juggling it all at a hundred miles an hour, like so many of us do. Then, in a single moment, the daily rhythm of life faded into the background. After her yearly routine mammogram, she was told there was an “abnormality” and that she had to have a biopsy. When the biopsy results came back, I had to tell Katherine the four words that no woman wants to hear: “You have breast cancer.”

Katherine responded to the news as so many women that I see do, and perhaps as you have as well. After the initial shock, she, her husband, and I huddled together in my office and spent a long time discussing her options and making some important decisions. By the end of it, Katherine was drained, for sure, but relieved to have a clear plan of action. She felt reassured by the process and comfortable in her treatment plan, and she could turn her focus and her energies to her family and the upcoming surgery. She left my office confident that she would be okay and optimistic about her future.

But within a day or two of our visit, something happened that upset Katherine’s clarity and balance. I completely understood what was going on—I see this in my office all the time.

What happened was this: after she left my office, Katherine headed home and started Googling just about everything having to do with her diagnosis, and she began second-guessing everything. Two days after our meeting, she called me apologetically saying she had a long list of questions she hadn’t known to ask during our first meeting, and could she come to see me again? Fortunately, I was able to see her the next day. The Katherine who walked in was a different person. She had a three-inch stack of computer printouts highlighted in three different colors, with Post-it notes flapping off particular pages. Her eyes were bloodshot, and she looked like she hadn’t slept since I saw her last. She seemed utterly perplexed and defeated.

And then she began. She’d heard there was a new drug that could be given before surgery to reduce the size of the cancer; what did I think of that? (The drug wasn’t right for her kind of cancer.) She had been to a really well-respected website where all the women on it said mastectomy would give her a better survival rate than lumpectomy. (Absolutely not true. In Katherine’s case, the odds were the same.) She had read that it was a good idea to have her other breast removed too so she would have the lowest likelihood of recurrence. (Again, not at all true in her case.)

I wasn’t surprised by Katherine’s questions. Not only have a woman’s odds of surviving and living a full and long life after a breast cancer diagnosis increased, but so have the number of sources for obtaining information. Well-meaning friends send emails linking you to websites with a note in the subject line that says “Must Read.” Family members pass along “required” reading, or insist that they introduce you to their old friend who has a doctor you must see or a survival story you must hear. And while having a disease that is so common—affecting one in eight women—can be an advantage because so much is known about it, it can also be a problem: everyone knows something about breast cancer, knows someone you should call, or knows someone who knows someone.

Thirty years ago, when our mothers and grandmothers were diagnosed, women didn’t even talk about “the big C.” Or if they did, they would literally whisper the word “cancer.” Back then, the word “breast” couldn’t even be used in a magazine advertisement! Twenty years ago, when I first entered the breast cancer field, access to information about breast cancer for the general public was still fairly limited. There was very little information online, only a few books on the market, and significantly fewer options for treatment.

Fast-forward to today. There is no shortage of information out there if you are newly diagnosed with breast cancer, including books like this one. But the omnipresent Internet is definitely the game changer, and not always in a good way. When you type the words “breast cancer” into your browser, you’re faced with literally millions of pages. And a breast cancer diagnosis is no longer spoken of in hushed tones; it is often blogged and tweeted about by women chronicling their journey through treatment, sending selfies from the chemo chair for all to see. I applaud those women for finding high-tech ways to cope, and for their sincere efforts to help others get through it as well. But as you may already have seen, the problem isn’t access to information anymore; instead, it’s too much information, with no filter. Some of what you can find online is credible; some isn’t. Some information will be relevant; most won’t be. Most important, the critical information that you need to make decisions for yourself and your particular case is actually quite limited relative to the huge amount of information that’s out there. Getting information should be empowering, but too much information without the correct guidance to figure out its relevance can have the opposite effect.

Katherine and I spent as much time as she needed addressing all of the issues she’d raised, and a significant amount of time revisiting her options. I commended her on her diligence—but then refocused her on what was important: her particular case. At the end of our discussion, what Katherine understood was that while doing her research was an important part of the process, all of the information she had gathered came with a catch: without the right guidance, it was a challenge to assess its relevance to her particular case. We had to make those determinations together. Our discussions continued until Katherine regained her comfort and expressed genuine confidence in the plan we had initially established just for her. I confirmed for her that the treatment options we had were very likely to give her an excellent outcome, and Katherine left my office that day knowing that the odds of cure in her case—and for most women diagnosed with breast cancer today—were overwhelmingly in her favor, and that she was on the right path toward wellness.

It’s stories like Katherine’s—and literally thousands of others from the patients I’ve had the privilege to treat over the years—that have led me to write this book. The mental high-wire act women face—empowered to seek out information 24/7, but also overwhelmed by the TMI factor—can be exhausting. There’s no question that a woman diagnosed with breast cancer today faces a very different world than a woman diagnosed in decades past, and most women, I think, could use some guidance on how to navigate this world. Furthermore, many will not be able to get in to see a doctor as quickly as Katherine was able to with me. For many women newly diagnosed with breast cancer, it can be days, if not weeks, before a visit to a doctor who can provide any meaningful information to you and your family about your particular case. What I have been told by so many patients is that the time between diagnosis and actually meeting with the doctor and developing a plan of attack is the toughest. It is during this period when you (and often your spouse or family) feel so vulnerable, with no one to answer your questions. This is the time when, desperate for information, you can end up burning the midnight oil (who can sleep after receiving a diagnosis of breast cancer?) trolling the Internet for any meaningful information you might find.

And that’s where this book comes in. Whether you are concerned about a lump, are worried about a friend, or have already been diagnosed with breast cancer, there is a way to travel this road knowing that you have every reason to be optimistic. My goal with my patients—and now with my readers—is to provide guidance from an insider on all aspects of breast cancer treatment and care. This is where you can go to check in and make sure you’re on the right path at every step of your journey, so that you can come out on the other side with your health and positive outlook intact, leaving the background noise behind. I will help you set your priorities and pare down your list of concerns to the ones that are relevant to you and your particular situation. I hope to also arm you with a honed sense of what questions you need to ask and keep asking throughout your treatment and experience with breast cancer.

To start with, here are a few key pieces of advice and strategy. I will discuss these ideas and themes throughout this book, but to get you oriented and started on your fact gathering and decision making, these are the most important things you need to do at the outset:


1. Find the right team. Breast cancer care is multidisciplinary, which means that different doctors from different disciplines (surgery, medicine, radiation, plastic surgery, and others) may be involved in different aspects of your care. And just to make it potentially more complicated, the number and types of different doctors and specialists that may be involved with your care will vary from person to person and from case to case. Not all women need to see all these different types of doctors. That’s why navigating your path through breast cancer can be particularly confusing and overwhelming, but with the right guidance it’s not. To start, it’s important to know that almost all treatment for breast cancer is sequential. For example, if it’s determined that you’ll need surgery, chemotherapy, and radiation, you’ll get these treatments one after the other, not at the same time, and therefore will have a sequence of different doctors running the show at different points in the course of your care. Who comes first? How do you make your way from one doctor to the next? Starting in chapter 4, you will learn about the order in which you will be likely to meet and interface with the members of your treatment team—including surgeon, plastic surgeon, medical oncologist, radiologist, and others—because even at the outset, when you’ve just been diagnosed, you’ll want to assemble a team that you feel confident and comfortable with. I’ll explain how.

2. Do everything you can to see doctors who specialize in breast cancer. When patients are taken care of by doctors in centers that treat more cancer—known as high-volume centers—the results are better. In one study investigating breast surgery outcomes related to volume, only 7 percent of surgeons met the criteria for performing a “high volume” of breast surgery (more than fifty cases per year), and only 25 percent of patients had their surgery performed by a high-volume breast surgeon. The other 75 percent had surgery with a medium- to low-volume surgeon, many of whom performed fewer than two breast procedures per month. Here’s why that matters: those patients who went to high-volume breast surgeons were significantly more likely to be offered and receive the most advanced breast surgery options, and thus better treatment.*2 It makes sense: the more experience someone has regularly performing a task—whether it’s a haircut, a business deal, or a particular type of surgery—the higher likelihood of a better result. This is particularly true for breast cancer care today. With all the advances that have already been made, all the different treatment options out there, and more progress occurring each year, there is so much to know and so much to keep current on when it comes to breast cancer (you should see the stack of medical journals and publications on my nightstand). So if at all possible, avoid doctors who “dabble” in breast cancer care as part of their practice. The doctor who dabbles, treating only a few patients per month or even per year, may not have the up-to-date knowledge base to provide the best recommendations for treatment. For most doctors, high volume is usually achieved by becoming a specialist. A specialist is someone who, after receiving general training, goes on to get additional, advanced training in one specific area, or someone who chooses to focus his or her practice on one particular disease or organ system. So breast cancer care is best provided by specialists who have chosen to focus only on breast cancer in all its forms and all its treatments. With each member of the team, if at all possible, it’ll be key to find a specialist: someone who focuses primarily or completely on breast cancer within his or her particular field. So a breast radiologist spends most of his or her time looking at mammograms and all of the other imaging studies related to diagnosing breast cancer. A breast surgeon is a surgeon who devotes most if not all of his or her practice to performing breast surgery. Seeking out high-volume specialists is one way to stack the odds in your favor for getting the best breast cancer care.

3. Along the way, make sure you choose doctors you feel you can work with to make decisions. When you are diagnosed with breast cancer, you will have many choices to make: Lumpectomy or mastectomy? Chemotherapy or no chemotherapy? What about additional treatments? And so many more. More than with any other disease type, decision making in breast cancer care is often both medical and personal. As I frequently tell patients, “I may be the expert in cancer, but you are the expert in you.” And because we’re talking about an area of a woman’s anatomy that is both extremely visible and very personal (and often an essential part of her sense of herself as woman), there’s a huge amount at stake. When you get the information you need provided by the right specialists, you can feel calm and optimistic, which in turn will maximize your chances of making the best decisions, for now and for your future.

4. Know that it’s not an emergency. It’s hard not to imagine that cancer is growing and spreading by the minute, the hour, and the day, and most women and their families believe that when you are diagnosed with breast cancer, time is of the essence. It’s important to know that this is not how cancer works. You may be surprised to learn that even a cancer that seems to have just “popped up out of nowhere” has grown over the course of months to years. With rare exceptions, a new breast cancer diagnosis is not a medical emergency, so it’s okay to take a deep breath and allow yourself some time to formulate a plan. Don’t feel desperate to get in to see the first doctor who will give you an appointment; it is certainly safe to wait days or weeks to get to the right doctors in the right centers.

5. Always, always, always remember that no two cases are the same. The only way to determine what’s right for you is to arm yourself with the facts, discuss them with a doctor you trust, and then listen to your own voice above all. With breast cancer, every case is different. And even two women who seem to have the same diagnosis may have cases that differ in subtle ways that make a big difference in treatment options or recommendations. Because of this, there is a limit to what one can learn about her disease from the Internet, an article, or even a friend who seems to have “exactly the same thing.” I think it is safe to say that when it comes to breast cancer, one size does not fit all—it doesn’t even fit most. As one of my patients, Jane, said to me relatively soon after her diagnosis, “If I hear one more person tell me what she would do if she were me, I am going to lose it! How does anyone know what they would do if they were in my situation? And even if they were in the same situation, they’re not me!” So in this book, you will learn how to get the facts that pertain to you and your case, which will enable and empower you to move ahead with your care.

6. Focus on what matters and tune out the background noise. How do you do that when there is so much information out there? It’s unrealistic to expect to insulate yourself completely from the onslaught of information and advice headed your way, but in this book you will learn strategies for how to maintain optimism and a positive outlook in the face of the storm. How do you do that? By learning to let some of the information roll off you, by differentiating fact from fiction, and by getting a preview of the many myths out there related to breast cancer, and understanding how to dispel them. And if you can succeed at the first, second, and third items on this list—finding the right team, making sure your doctors are specialists, and having medical providers you’re comfortable with—the number of questions you need to research on your own should be reduced, and you will have reliable, trusted specialists in your corner to turn to with your concerns.


These strategies are important to keep in mind as you go through each phase of your care, and you will find them reiterated in the context of each chapter of the book. The early chapters are about screening, diagnosis, and prevention. From there, you’ll learn about the steps you’re likely to encounter if you have a breast cancer diagnosis, including an explanation of the different types of tumors and the implications for treatment. Next, I provide explanations of each of the various types of surgery that might be offered and the different options for medical and radiation treatment after surgery. In the world of breast cancer today, many patients are interested in knowing more about participation in research studies, understanding which lifestyle factors influence their diagnosis and treatment, and learning about the role of complementary or alternative medicine and even spirituality in their care and follow-up. So there are chapters addressing each of these important subjects.

Other topics, including how your diagnosis of breast cancer might impact other members of the family and their own risk, and the rare scenario of male breast cancer, are addressed in their own chapters. Even in the early phases of diagnosis and treatment, many women are already thinking ahead, past treatment, and wonder about what their follow-up care will be like, how they will be monitored, and what would happen if their cancer did come back. Further chapters will address these issues. At the end of the book you will find a glossary of the important terms you will learn from each chapter, and an appendix of FAQs for family members and friends. And although I advise patients to be wary of information found online (as it’s so hard to apply to any individual case), I do offer a short list of online resources and organizations I find reliable and authoritative, all the more so when you know—from having read this book—what you are specifically looking for.

Within each chapter you will find sidebars headed “Need to Know” and “A Word to the Wise.” These highlight specific points and pieces of information that will give you the edge in your care. Because this book is all about getting the facts and tuning out common misconceptions related to breast cancer (there are so many of them!), in many chapters you will find “Myths” related to that topic, along with explanations as to why they are just that—myths. And “The Takeaway,” at the end of every chapter, will highlight the main points discussed so you know you have gotten a clear sense of the main messages.

Every day I walk into the lives of women newly diagnosed with breast cancer and get to know whatever I can about them in order to best guide them through what is undoubtedly one of the most intense periods of their lives. For a short period of time, I play a critical role in helping people I have just met and barely know make life-changing decisions for themselves. Again, with breast cancer there is no one plan that fits all, and of course there is no one guaranteed outcome for all. It’s certainly true that some women—too many women—do not survive this potentially deadly disease, and too many breast cancer stories do not have a happy ending. But the prospects in today’s world are better than ever. And more often than not, I am able to show my patients that with the right treatment and the right approach, we can all be optimistic. For patients newly diagnosed with breast cancer, we do have so much to offer: better treatments right now, with more becoming available all the time thanks to research and novel technology; better survival rates, even with less invasive surgery and treatments; and more attention to cosmetic outcomes, achieving excellent results. And there are many top-notch centers across the country that encompass all these aspects of care.

And Katherine? As I’ve said, she left my office that day feeling much, much better, and in the following days she focused on spending time with her family. On the day of surgery, she walked into the operating room ready and confident. Smiling at me, she said, “Let’s do this.”




*1  The case examples in this book are compilations of patient and case details that I have seen and treated. The medical information is accurate; the names and identifying characteristics are changed in order to disguise the patients.

*2  McDermott AM, Wall DM, Waters PS et al. Surgeon and breast unit volume-outcome relationships in breast cancer surgery and treatment. Annals of Surgery, 2013.
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You may be coming to this book from any one of a variety of different situations. Perhaps you are interested in learning more about breast cancer in general (after all, it is the most common solid tumor to affect women in the United States). Maybe you consider yourself to be at risk for the disease and are trying to arm yourself with the best information for the future, or you have a family member or friend whom you are hoping to support in her diagnosis. For the majority of readers, however, the most likely scenario is that you yourself have been diagnosed with breast cancer or have found something that has a high likelihood of turning out to be breast cancer. If that’s the case, then you may think that you should just skip over this chapter. Why read about risk for breast cancer or how to detect it when you’ve already been found to have it? In fact, the information in this chapter is still relevant to you. Understanding the risk factors that may or may not have contributed to your diagnosis could be important. You’ll also learn about mammograms and other different types of imaging that can still come into play even after you have received a diagnosis of breast cancer and in the years ahead.


Mammograms

For many women, the diagnosis of breast cancer starts with a mammogram. These women in particular usually do not need much convincing of the value of mammograms in the early detection of breast cancer. Over the past few years, however, there has been a huge amount of conflicting information out there regarding mammograms, leaving many other women feeling uncertain and confused. As a breast cancer surgeon and specialist, I’m often asked to speak to the general public about issues surrounding breast cancer screening, treatment, and care. Some of the most common questions I get during the Q&A portion go something like this:


“My sister was diagnosed with breast cancer when she felt a lump one month after a normal mammogram. Why should I get one if it didn’t work for her?”

“I have a friend who was diagnosed with breast cancer at age thirty-eight, before she had even started mammograms. Shouldn’t we all be starting earlier?”

“I heard that sonograms and MRIs are better than mammograms at picking up cancers in women with dense breasts. Why aren’t they recommended for all women?”


It doesn’t surprise me that so many women have so many questions about mammograms and screening: they are looking for answers on some very controversial issues.

Mammograms aren’t flawless—no test is. Mammograms have been associated with both underdiagnosis (missing cancer) and overdiagnosis (when we find things on a mammogram that, if left alone, would not have caused a problem). Hence the frequent controversy about when and whether to use them. But even when all these variables are taken into account, mammograms are still the best tool currently available for identifying breast cancer in the vast majority of women.

It’s important to get the facts straight, beginning with this one: the mammogram is the only test that has been shown to decrease the actual risk of dying from breast cancer by detecting cancer earlier—effectively reducing mortality by 15 percent or more in women from ages forty to seventy.

And here’s a lesser-known fact: 80 to 90 percent of women diagnosed with breast cancer have no preexisting risk factors—no family history, no genetic issue, nothing. So we are all at risk, and that’s why appropriate screening is relevant to all women.

When we look at the breast cancer cure rate, the good news is that it has increased substantially in the past few decades. To a large degree, this is because of early detection—a direct result of better screening, primarily with mammograms. Currently over 60 percent of newly diagnosed breast cancers are early stage. These cancers are localized, and are usually detected by mammography before a woman or her doctor could feel anything on examination. So with all the conflicting information out there, it can be easy to lose sight of the bottom line here: mammograms help to detect breast cancer earlier and save lives.



Mammograms: what to expect

A mammogram is an X-ray of the breasts. Most often—including during a routine, annual mammogram—both breasts are X-rayed. This is called a bilateral mammogram, and two pictures are taken of each breast, resulting in a total of four pictures. A unilateral mammogram (just one side, right or left) consists of two pictures. There are a variety of different reasons why a woman may need a mammogram on only one side: occasionally a follow-up at a shorter interval, usually six months, for one side only will be needed to make sure something we saw previously is indeed normal or has not changed. In addition, for women who have had a prior breast cancer and had one breast removed, we only perform mammograms on the one remaining breast. Finally, if a recent bilateral mammogram was normal but a few months later a woman feels a lump on self-examination, repeating the mammogram just on that one side might be needed. In any case, when a mammogram is done, the breast is pressed between two paddles to flatten out the breast tissue, and the entire process of positioning and shooting the picture takes about a minute for each picture, or a couple of minutes for each side. I don’t think anyone would argue that having your breast pressed between two paddles is exactly pleasant. Women do sometimes complain that mammograms are painful or at least uncomfortable, and there are many jokes circulating about how men could never tolerate the same procedure on certain parts of their anatomy. But the discomfort should be short and tolerable, especially at a mammography facility with experienced, well-trained technicians. If you are someone with especially sensitive breasts, discomfort may be minimized by making sure your mammogram is not scheduled right before or during your menstrual period, when breasts are usually most sensitive.

On a mammogram, cancers typically show up as white, irregular spots against the darker background of regular, mostly fatty breast tissue. Denser normal breast tissue also shows up as whiter, so in dense breasts it can be harder to see the white cancer against a white background (imagine trying to spot a polar bear in a snowstorm). If you do have dense breasts (very common in younger women), you may get a recommendation for additional tests, such as a sonogram, and you also may want to make sure that you are getting a digital mammogram. Digital mammograms have been shown to be better at picking up cancers in younger women with denser breast tissue. Other findings that we look for on a mammogram that could indicate cancer are areas of calcifications, which are tiny clusters of white spots, almost like grains of salt grouped together. And lastly, an area of asymmetry, where the tissue looks distorted or pulled, especially if different from what is seen in the other breast, could raise suspicion for a cancer as well.

One of the most exciting new developments currently available is 3-D mammography. Although it is associated with a slightly higher dose of radiation exposure with each mammogram, the 3-D images that we capture extend through the breast, section by section, in great detail. Looking at the results is a little like looking through the pages of a book, and we can pick up more cancers that are hidden among overlapping dense breast tissue as a result. In addition, 3-D mammograms have been shown to significantly reduce callbacks for additional tests, which means fewer scary phone calls and less nail-biting time for you. This new mammography technique has been widely integrated into many practices, but not everywhere.

 




NEED TO KNOW

What is the most appropriate screening regimen for the average woman?

My recommendation, the recommendation of countless breast cancer physicians across the country, and the recommendation of the American Cancer Society, the American College of Radiology, and the National Comprehensive Cancer Network (NCCN) is that your first mammogram should be at age forty, with yearly mammograms after that. The average woman’s risk of getting breast cancer over her lifetime is approximately 10–12 percent if she lives to be about eighty years old. For the average woman there is less risk toward the earlier part of her life and more risk toward the later part of her life—the average age of women who get breast cancer is approximately sixty years old.




 




MYTH: “If you don’t have a family history of breast cancer, then you are not really at risk and there’s no reason to start mammograms at forty.”

The normal screening guidelines are for women at average risk for breast cancer. The reality is that 80 to 90 percent of women diagnosed with breast cancer have no special risk factors. So we are all at risk, and that’s why appropriate screening is relevant to all women.



Why not start screening earlier?

There are some women in a higher risk group who do need to start screening for breast cancer earlier than forty (see below for more on this). But for women at average risk, screening beginning at forty is standard. Some doctors do order baseline mammograms for their average-risk patients prior to age forty, usually after seeing a few upsetting cases of breast cancer diagnosed in very young women. These exceptional cases stand out in the minds of physicians, and, not wanting to miss a cancer, ever, they sometimes order mammograms earlier than recommended for their other patients. But seeing one thirty-five-year-old with breast cancer does not necessarily mean that all thirty-five-year-olds should get a mammogram earlier. Overall, for women turning thirty, less than 1 percent would be expected to develop breast cancer over the ensuing ten years. So again, beginning testing at forty for most women is the norm, and your risk of missing a cancer by not doing mammograms before forty is extremely low. If you are going to get a mammogram prior to age forty and don’t have a family history, consider the facts I’ll lay out below about the pros and cons of earlier mammography, and make sure you discuss the pros and cons with the doctor who is ordering it.



Why not start screening later?

There are many people who sincerely believe that it’s okay to start mammograms later, at age fifty. And it’s important to know that in some countries, such as in the UK, the current recommended age to start mammograms is age fifty, despite data showing a benefit for starting earlier. Part of the recent controversy over mammograms can be traced back to a recommendation made in November 2009 by the United States Preventive Services Task Force (USPSTF) to begin screening later, starting at age fifty—a change from their previous recommendation to start at forty. The USPSTF is a committee charged with reviewing data and making recommendations for health care organizations regarding the relative benefits of various services, and many women and their doctors are strongly influenced by this group’s recommendations.

Here’s why screening beginning at age forty remains my recommendation and the recommendation of many other physicians and breast cancer organizations around the country. Simply put, we don’t accept the rationale behind the USPSTF’s 2009 recommendation. The USPSTF seems to have made its new recommendation largely based on data indicating that women in their forties have a higher number of callbacks for additional pictures and biopsies after mammograms, many of which prove to be insignificant (also known as false positives). A false positive result means that a concerning finding was identified but then did not prove to be cancer—the radiology equivalent of a false alarm. The USPSTF reasoned that if we stopped doing mammograms in this group, we would be sparing a lot of women a lot of unnecessary tests and everything bad that goes with them (unnecessary biopsy in some cases, and anxiety and worry while waiting for the results). While additional tests, especially biopsies, can be stressful and even unpleasant for women, as far as I’m concerned, this isn’t enough of a reason to forgo mammograms in the forty-to-fifty age group. The main reason: the proven reduction in mortality of 15 percent or more for women ages forty to fifty who have regular mammograms. That is a significant percentage, translating into tens of thousands of lives saved each year. And I’m not alone in this reasoning. The USPSTF findings from November 2009 have been dismissed and decried by almost every major medical professional society, national cancer organization, and breast cancer advocacy group in the United States.

 




A WORD TO THE WISE

While lives saved is the most important measure of a screening test’s success, there are other potential benefits of screening with mammography that are less frequently publicized but extremely important as well. What about the fact that a cancer found by mammogram, before it is picked up by self-exam, is less likely to require extensive surgery? And less extensive surgery, such as lumpectomy, is associated with quicker recovery and minimal overall change in appearance. Plus women with smaller, earlier cancers, such as those detected by mammogram, may be less likely to require subsequent aggressive treatment, such as chemotherapy. The point is that picking up cancer earlier is better for so many reasons, and that’s what mammograms do. Mammograms are worth it, even if they do sometimes lead to additional and unnecessary testing.




 




MYTH: “Mammograms don’t reduce cancer mortality.”

Occasionally I hear women say, “Mammograms prevent breast cancer.” It’s important to clarify: mammograms don’t actually prevent breast cancer from developing, but they do reduce the risk of dying from breast cancer by detecting it early in the vast majority of cases. Many women have seen or heard of studies that suggest mammograms don’t reduce cancer mortality. You may feel that this is enough of a reason to delay getting a yearly mammogram, or not getting one at all. After all, if it won’t increase survival, why bother with the test?

Yes, it’s true that there have been various studies claiming to prove that mammograms do not reduce cancer mortality in significant enough numbers to warrant mammogram recommendations as they currently stand. The most recent of these, in 2014, highlighted the findings from a study done on screening mammography conducted over thirty years ago in Canada. This one study did not show a survival benefit associated with regular mammograms. What much of the recent coverage of the thirty-year-old data did not mention, however, was that this trial had largely been discredited due to, among other factors, the poor quality of the mammography equipment used and problems with the randomization of the selection process (where more women with obvious cancer may have been pushed toward the mammography group). Despite these criticisms and the fact that it is the only study that did not show a survival benefit, the trial continues to make headlines, calling into question the benefit of mammograms. And again the response from those of us on the front lines of cancer treatment and cure was that one flawed trial from over thirty years ago should not change recommendations for women today.



At what age is it okay to stop getting mammograms?

Of all of the trials that showed that mammography reduces the risk of breast cancer mortality, very few included women over the age of seventy. Remember, most of these studies were performed in the 1970s, when the average woman was only expected to live to her early seventies! So while there is little actual data to suggest screening mammograms benefit women over seventy, this is probably because the benefits in this age group have not been adequately studied.

Today, the life span of the average woman is well into her eighties; more impressively, a woman who lives to be eighty-five will most likely live well into her nineties. When making decisions regarding continuing screening with mammography, it’s important to take into consideration not only chronologic age but physiologic age as well. In other words, we ask ourselves: if we find something on the mammogram, is the person healthy enough to tolerate further tests and possibly surgery? If the answer is no and our patient’s other significant health issues will most likely limit long-term survival, then screening with a mammogram to identify an early breast cancer is probably of very limited added benefit. Conversely, if the expectation at any age is for long-term health and good quality of life, there is no reason not to get a mammogram with the same goal of early detection of breast cancer. I have many patients who are very healthy and spry well into their eighties, and for these women I do recommend mammograms, knowing that there is a high likelihood of them living well into their nineties. So the decision to have a mammogram (or to stop getting them) in the older age group needs to be determined on a case-by-case basis by a woman and her doctor.



When earlier screening is necessary, and the factors that increase risk

It bears repeating: women at average risk for breast cancer should get their first mammogram at age forty. However, even the word “average” denotes a range. And you might have risk factors that elevate you to slightly higher than average risk. What then?

Assessing individual risk is complicated and sometimes involves mathematical modeling in order to zero in on an individual’s true level of risk. The Gail model is one commonly used tool for assessing risk that you may hear about, and there are others as well, such as the Tyrer-Cuzick model and BRCA-PRO. Many are available online (see the links to online resources at the back of the book), but it would be hard to go online and figure out how to input appropriate data and use these models yourself. More important, the results and their significance may be difficult for a layperson to interpret. Most breast specialists and even many primary care doctors and gynecologists know how to use these models and discuss the results, so in general my advice is to work with a doctor when trying to figure out your personal level of risk for developing breast cancer. Many specialized breast centers have high-risk programs to evaluate women who think they may be at increased risk for breast cancer, thereby enabling physicians to make more personalized recommendations for screening and prevention.

It’s worth keeping in mind that most women tend to overestimate their risk of developing breast cancer because the disease is so common and everyone knows someone who has been affected. So getting a true understanding of one’s risk—average, moderately increased, high, extremely high—is critical. A trusted physician can ask you important detailed questions about your family and medical history, assess your personal risk factors, perform risk modeling, and give you a realistic sense of your personal risk for breast cancer and whether or not early or additional screening is appropriate.

 




NEED TO KNOW

For women with a family history of breast cancer, the general recommendation is to start getting mammograms ten years younger than when your youngest relative was diagnosed. So if your mother was diagnosed at age forty-seven, you might consider starting to get mammograms at age thirty-seven.




 


Here are the main risk factors to know about in terms of early screening:


1. Family history. In the majority of cases, additional risk is due to breast cancer in the family. While it’s true that a family history of breast cancer does increase your risk of getting the disease, it’s important to remember that the degree of increased risk varies. Sometimes a woman’s family history gives her a minimally increased risk, and so there’s no need to screen earlier. Sometimes she may have a significantly higher risk, in which case early screening is important. The factors that your doctor will take into account when recommending early screening include the number of relatives with breast cancer, the closeness of those relatives (sister or mother versus second cousin once removed), and the age at which those relatives were diagnosed. As an example, if your grandmother was diagnosed with breast cancer at age seventy-seven, the increase in your risk of breast cancer would probably be minimal. If your two sisters both developed breast cancer before age forty-five, then this would put you at substantially increased risk. Many women have a family history of breast cancer where the degree of increased risk for other family members is not so clear-cut. For example, if you have an aunt with breast cancer at age fifty, you might understandably be totally unsure as to where this puts you in the big picture of breast cancer risk. In these types of situations, the effect on risk can be quite variable, and you simply have to review your family history as well as other risk factors with a specialist to get an accurate assessment of what your particular family history means for you.

2. Atypia and LCIS. Many women who have suspicious findings on their imaging studies or feel a lump will undergo breast biopsies. Most of these biopsies will show normal findings. Sometimes a biopsy will show some cell changes that, while not cancer itself, indicate an increased risk for developing a future breast cancer. Two types of cell changes are called atypia and LCIS. For women who are found to have atypia, their risk of getting breast cancer over their lifetimes is mildly elevated to approximately 15 percent. LCIS stands for lobular carcinoma in situ. Despite having a name that includes the word “carcinoma,” LCIS is not breast cancer and does not turn into breast cancer. But it does moderately increase one’s risk of getting a future breast cancer, to approximately 20 percent.

3. Hormonal exposure and reproductive factors. These can include getting your period early in life, not having children or having children later in life, late onset of menopause, not breastfeeding, and taking certain types of hormone replacement therapy. Most of these factors in and of themselves do not increase breast cancer risk substantially, but put some of them together and the risk can add up. For example, a forty-five-year-old woman who first got her period at age ten and had her first child after age thirty has an estimated lifetime risk of developing breast cancer of approximately 15 percent, which is slightly higher than the average woman’s (approximately 10 to 12 percent).

4. When family history is hard to assess. What if you were adopted and have no idea of your biological family’s medical history? What if there haven’t been many female ancestors in your family for generations (your mother died at a young age of other causes and had three brothers, and your father was an only child)? It can be hard to tell with family backgrounds such as these whether or not someone has a family history of breast cancer. Your doctor can help you determine whether the lack of information regarding family history is enough to warrant further assessment.

5. Women genetically predisposed to breast cancer as a result of harboring a BRCA-1 or BRCA-2 mutation. There are two factors that put women at the highest risk for developing breast cancer, and one of these is having a BRCA-1 or BRCA-2 mutation. Women in this category have an 80 percent risk or higher of developing breast cancer in their lifetimes, and a 20 to 40 percent chance of developing ovarian cancer. And while the most common age to be diagnosed with breast cancer for the average woman is in her sixties or seventies, for women with BRCA mutations, the average age of diagnosis is in their forties (roughly twenty years earlier). For these women, screening should begin at approximately age twenty-five. It’s important to realize that women with BRCA mutations represent only a very small group of women who get breast cancer, and even among women with a family history, most do not have these mutations. So not all women diagnosed, even those with a family history, require testing for this gene. However, if you have been diagnosed with a BRCA mutation, I definitely recommend early screening. (For additional information on BRCA mutations, see chapter 15.)

6. Women who have received chest wall radiation in the past, especially if that radiation was received at a young age. This is the second group at highest risk. With many cancer treatments, there is a component of robbing Peter to pay Paul. In other words, we often give treatments to cure a life-threatening cancer today knowing that there may be side effects that will increase the risk of developing another cancer down the line. Hodgkin’s disease is a type of lymphoma, and its treatment can involve chemotherapy, radiation, or both. When chest wall radiation is necessary to treat Hodgkin’s disease in girls and young women, especially during the critical phase of breast development in the teenage years, there is an increased risk of developing breast cancer—as much as forty times that of the average woman. A young woman treated for Hodgkin’s disease in her teens should start screening for breast cancer as early as her twenties, as the development of the breast cancer can be seen as early as eight years after treatment.




When you are at increased risk: options for prevention

Many women at increased risk for developing breast cancer are interested to know what, if anything, they can do to reduce their risk. While there are many options for treatment of breast cancer, unfortunately the effective options for prevention are surprisingly limited.


1. Obesity and heavy alcohol consumption are two lifestyle factors that increase risk for breast cancer for all women (see chapter 13 for more on the topic of lifestyle factors), so avoiding these is definitely advisable for women already at increased risk.

2. Prophylactic or risk-reducing mastectomy (surgically removing the breasts) is typically reserved for those at highest risk for breast cancer, such as BRCA mutation carriers (see chapter 15).

3. Tamoxifen is a medication that is most commonly given to women with breast cancer as a treatment to reduce the risk of their cancer coming back (see chapter 9 for more on tamoxifen treatment). But tamoxifen is also approved as a preventive agent and prescribed for selected women who don’t have breast cancer but who are at increased risk for developing it. In this group, tamoxifen reduces risk by approximately 50 percent. So, for example, women with LCIS who have a 20 percent lifetime risk of developing breast cancer can take tamoxifen, thereby reducing their overall risk to approximately 10 percent. Many assume that most women at increased risk for breast cancer, the majority of whom are understandably anxious about developing the disease, would enthusiastically take a medication that could reduce their risk so dramatically. Surprisingly, only a small percentage of those eligible for tamoxifen as a preventive agent actually do take it. In part this is due to physicians’ lack of awareness: many general doctors are not familiar with the criteria that place a woman at increased risk, and therefore don’t offer the drug to their patients who are eligible. But research also shows that even among eligible women who are offered tamoxifen, only a minority take it. The majority of women who are at increased risk for breast cancer but otherwise generally healthy cite the fear of side effects as their main reason for being unwilling to take it. I do offer tamoxifen to my patients who are eligible and encourage them to take it. But for many the side effects are real and a source of concern, and I completely understand why some choose not to take it. Raloxifene (Evista) is another drug similar to tamoxifen that is an option for breast cancer prevention, but it is effective only in postmenopausal women. Evista was actually initially approved as an osteoporosis medication and is primarily prescribed for that indication. However, in a large breast cancer prevention trial comparing raloxifene to tamoxifen, raloxifene was found to have a preventive effect on breast cancer, although not as robustly as tamoxifen, but also was found to have a milder side effect profile as well. For postmenopausal women who have osteoporosis and are at increased risk for breast cancer, raloxifene can be a good option, killing two birds with one stone.




MYTH: “Having breast implants increases your risk of cancer and makes it harder to detect cancer on a mammogram.”

Let me just say this plainly: breast implants do not increase one’s risk of getting breast cancer, nor do they make it more difficult to detect breast cancer on mammograms. In most well-equipped and experienced radiology practices, the technicians are trained to get good views of the actual breast tissue by displacing the implants back toward the chest wall. It’s worth keeping in mind that extra images are almost always routinely needed for women with breast implants, as extra views allow us to more fully visualize the breast tissue surrounding the implants on all sides. What is true is that breast implants may make it more difficult to do a needle biopsy of an abnormality if one is found on a mammogram. If the abnormality is deep in the breast, many radiologists are appropriately nervous about the puncture risk associated with sticking a long, sharp needle anywhere near the implant. In these cases, you may need surgery, which can remove the concerning area under direct visualization, with less risk of damaging the implant. An experienced breast radiologist will usually be able to guide you toward the appropriate procedure if you have implants and need a biopsy.



Mammograms and radiation exposure

Mammograms use radiation to create a picture of your breast tissue. Many women are understandably concerned about the amount of radiation an annual mammogram exposes them to (as well as the radiation from any associated tests required if the mammogram shows an abnormality). My answer to this is that concerns about radiation exposure from mammograms causing cancer are unwarranted and not a good excuse for opting out.

For one thing, it’s important to know that we are exposed to radiation in day-to-day life, no matter what we do. For example, people who live at higher altitudes have increased radiation exposure over their lifetimes because there is less atmosphere to absorb sources of radiation from above. The same goes for people who take regular airplane flights. These small increases in radiation exposure are not significant enough to increase the risk of developing cancer for the vast majority of women—which is why people continue



Mammography and overdiagnosis



 




Screening Versus Diagnostic Tests


1. Screening tests


2. Diagnostic tests





 




Ultrasound: when to screen
















Ultrasound: what to expect
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MRI: when to screen






MRI: what to expect



 




Cutting-edge screening and diagnostic tools

Not yet ready for prime time, but possibly coming soon










 




Experimental breast imaging: a cautionary tale





Testing frequency: why screening more regularly doesn’t necessarily lead to better results




Interval cancers
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Self-examination
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