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Austin and Hitchcock skillfully blend intense personal experience and a searching, comprehensively documented analysis and evaluation of all types of breast cancer therapy, “conventional” and “alternative.” A must-read for anyone interested in the prevention and treatment of breast cancer, and the story of one woman’s path to wholeness and wellness.

—Johnathan V. Wright, M.D.
author of Dr. Wright’s Guide to Healing with Nutrition
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This is the best breast book ever! Remarkably written and researched, it includes both the patient’s and doctor’s points of view and should be required reading for everyone.

—Sandra McClanahan, M.D.
Director of Stress Management Training at Dean Ornish’s Preventive Medicine Institute author of the forthcoming Whole Surgery Handbook (1995)
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Comprehensive, accurate, and readable.… Austin and Hitchcock have done a great service with this book, and I will recommend it to patients and families faced with this terrible disease.

—Andrew Weil, M.D.
author of Spontaneous Healing
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A must for any breast cancer patient. This is the only book that gives women the opportunity to evaluate both conventional and alternative approaches in making their own informed decisions.

—Michael Murray, N.D.
author of Encyclopedia of Natural Medicine
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This upbeat book offers practical suggestions for women coping with various stages of breast cancer. The book is also valuable for all who wish to take control of their lives for good health.…

—Beatrice Trum Hunter
food editor, Consumers’ Research Magazine




Most books and articles about cancer control, prevention, or cure are either negative, overly optimistic, or just plain guessing. This book … is the most evenhanded, fair, and helpful explanation—without being too sanguine about the prognosis of breast cancer—that I have ever read. It is a clear, easy-to-understand explanation of what standard (M.D.) therapy can be expected to accomplish. It also gives the most up-to-date list of alternative methods of cancer prevention and control with appropriate references to bolster the facts of what is now known.

—Lendon H. Smith, M.D.
author of Feed Your Kids Right
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Personal and practical … this is the book you wish your doctor would read. People want medicine that is personal, empowering of personal decisions, and based on sound practical experience and information. This is the book that offers it.

—Tori Hudson, N.D.
Professor at National College of Naturopathic Medicine author of Gynecology and Naturopathic Medicine—
A Treatment Manual
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Remarkably thorough and carefully researched, [this] book on breast cancer.… is a sensitive and personal presentation that gives women enough information to help them prevent breast cancer or take charge of their treatment, if necessary. Everyone needs to read this book—both men and women.

—Michael Janson, M.D.
Chairman, Scientific Advisory Committee,
American College for Advancement in Medicine
Vice President, American Preventive Medical Association
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Foreword

According to current statistics, as many as one of every eight American women will develop breast cancer. That percentage has been steadily increasing, despite the best that modern medicine has to offer.

Few if any diseases invoke more fear and distrust than does cancer. Conventional treatment—primarily chemotherapy, radiation, and surgery—leaves a lot to be desired in terms of both effectiveness and safety. Alternative medicine, which offers diets, nutritional supplements, herbs, and other modalities, is obviously less toxic than conventional therapy. However, if these treatments do not work, then choosing them over conventional approaches could be dangerous.

In this book, Dr. Steve Austin has done a beautiful job of clarifying much of the confusion and controversy related to preventing and treating breast cancer. Although one might expect a naturopathic physician to be biased against conventional treatments and toward natural remedies, Dr. Austin has clearly left any potential bias at home. I have known Dr. Austin for more than ten years and have always been impressed by his ability to sift through mountains of conflicting data in his search for the truth. When Steve Austin tells me something about medicine, I rarely feel the need to look it up myself. More important, he has never been afraid to report his findings, no matter whose belief systems they might threaten.

Conventional medicine has been criticized for being too dangerous, too expensive, and too often ineffective. These criticisms are sometimes well deserved. Nevertheless, surgery, chemotherapy, and radiation have saved the lives of thousands of breast cancer patients. Natural medicine and other alternatives are appealing, and there are good reasons for recommending dietary changes, nutritional supplements, and other non-toxic modalities. However, in certain situations, these treatments should be used in addition to, rather than instead of, conventional therapy.

Austin combines an exhaustive review of the medical literature with a good deal of common sense to provide you with useful guidelines. When is lumpectomy preferable to mastectomy? When is it necessary to remove the axillary lymph nodes? Should you have radiation therapy? Should you take vitamin and mineral supplements and change your diet? Dr. Austin does not presume to tell you what is best for you, because these decisions are yours to make and to live with. However, he provides you with the information you need to break through the superstition (in both conventional and alternative medicine) and make informed choices.

Cathy Hitchcock is a survivor of breast cancer who chose her own path to recovery. Her story, intertwined with the scientific research reviewed by her husband, provides an important perspective. Hitchcock gives a personal account of how she made the decision to go against her doctor’s advice by having a lumpectomy without lymph node dissection and radiation. She also describes the ways in which she sought to heal her life, through diet, visualization, and various naturopathic remedies. Hitchcock is not a rebel, but she is unwilling to submit to doctors’ orders unless they are consistent with scientific research and with her personal philosophy.

Breast Cancer: What You Should Know (But May Not Be Told) About Prevention, Diagnosis, and Treatment is a landmark book and important reading for anyone who has or who is interested in preventing this dread disease.

Alan R. Gaby, M.D.
President, American Holistic Medical Association
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Introduction

You’ve found the lump. You’re frightened. What do you do?

This book asks women to take back the power to make their own decisions—decisions that go beyond the choices they are typically given by their oncologists, surgeons, or popular books. These decisions may literally save the lives of some of the 186,000 American women who will be diagnosed with breast cancer this year.

We’re writing for women who choose to actively participate in their diagnosis and treatment—not for those who want someone to tell them what to do.

Most books for women with breast cancer are written by doctors who advocate or patients who are using conventional treatments exclusively. But a wealth of information in the medical library is now being ignored by conventional medicine. Much of it is also neglected by both alternative medicine and popular books on breast cancer. We provide this information to allow you to make informed decisions and question your doctor’s advice in an intelligent way. You have every right to question conventional medicine. In the United States, the death rate from breast cancer is no better now than it was a half century ago.

Such a skeptical attitude in itself might actually enhance a woman’s chance of survival. One research group found that long-term survivors of breast cancer had “a more negative attitude” toward their conventional treatment and “significantly poorer attitudes” toward their physicians;1 that is, they became active, questioning participants in their diagnosis and treatment.

We’re also writing for the millions of women who want to prevent breast cancer. The Journal of the National Cancer Institute now says the overall lifetime risk for developing breast cancer is one in eight for American women.2 A high level of education, eating a typical American diet, being childless, a family history of breast cancer, or being Jewish all put you at greater risk. So does an early first menstrual period or menopause after age 50. For the millions at risk, this book may offer protection from ever having to face the shock of a breast cancer diagnosis.

Step-by-step, we walk the reader through each part of diagnosis, treatment (both conventional and alternative), and prevention (including prevention of a recurrence) with the help of a diagnostic flow chart, questions to ask the doctor, checklists, summaries, and overviews.

Interwoven with all this information, Cathy shares her personal story as a breast cancer patient. She describes her ordeal upon discovering the lump and the transitions she has gone through to live with the diagnosis in a life-affirming way. Unlike many other breast cancer patients, Cathy didn’t simply accept the choices offered by medical doctors. Instead, she studied the research we describe in this book and made her own decisions about conventional and alternative treatments.

Steve is an N.D.—naturopathic doctor. Naturopathic physicians employ most of the same diagnostic tools used by medical doctors but treat with nutrition, supplements, herbs, manipulation, hydrotherapy, and other natural therapies. Steve covers both conventional and alternative treatment approaches, but his viewpoint differs from that of conventional medicine: Naturopathic doctors facilitate the body’s innate ability to heal, rather than focus on the removal of symptoms. Sometimes natural approaches should not be used to the exclusion of conventional medical treatments. Therefore, naturopathic physicians frequently refer patients to medical doctors. Naturopaths are licensed in Oregon, Washington, Montana, Hawaii, Alaska, Arizona, Connecticut, and most Canadian provinces. Naturopathy is also practiced in many states where licensing doesn’t exist.

Medical doctors often interpret the research on surgery, radiation, chemotherapy, and tamoxifen through the lens of conventional medical philosophy. A chemotherapy study that shows a tiny advantage may be heralded as a breakthrough, even though most patients don’t benefit and all suffer the consequences of the treatment.

Even more harmful to the patient is the fact that nonscientific factors can play a role in how medical knowledge is applied. Many more mastectomies and fewer lumpectomies are performed in the South than in other areas of the country.3 Obviously, this has nothing to do with science. Information in Breast Cancer: What You Should Know (But May Not Be Told) About Prevention, Diagnosis, and Treatment gives a woman in Alabama the same treatment choices as a woman in Connecticut.

Conventional medical philosophy often takes precedence over science. Even well-intentioned medical doctors’ interpretations of the research can leave you with a view contradictory to the one you would develop if you read the research. We make you aware of and help you understand the research, enabling you to participate in decisions that may affect your survival.

Some subjects, like nutritional supplements, are simply taboo for many oncologists. Not here. Our book evaluates alternative treatments. Other books on alternative therapies have often dangled hope irresponsibly before desperate patients. Treatments that a few surviving patients have undergone are made to sound like common cures, although no scientific support is provided. Steve led a research project in Mexico following patients who attended alternative clinics. Most of these treatments didn’t work. Our section on alternative therapies provides information on which are worthy of consideration.

Psychological intervention can increase the chances for breast cancer survival, yet many medical doctors downplay research supporting this fact. We give it the space it deserves and suggest how you can use this information to live longer.

You needn’t read the whole book at once. And don’t feel you need to read it in the sequence presented. Jump to the chapter that covers a decision immediately in front of you. If you have two days to decide about chemotherapy, read the sections about chemo first. If you have breast cancer, we understand what you are going through—we have been going through it ourselves.

Today, about 80 percent of breast cancer patients are diagnosed at an early stage. “Early stage” (stages I and II, in medical jargon) means relatively limited disease and, therefore, an excellent chance of surviving many years and dying of something unrelated. This book is geared for early-stage breast cancer patients and for women trying to prevent the disease. Conventional treatment of and prognosis for later stages will not be discussed. However, late-stage patients may find our chapter on alternative treatments especially useful.

Breast Cancer: What You Should Know (But May Not Be Told) About Prevention, Diagnosis, and Treatment is not an attempt to show you how to treat cancer, let alone diagnose yourself. Treatment decisions must be tailored to the individual patient. We encourage you to discuss the information in this book with your doctor(s) before making any decisions. If your current doctor doesn’t wish to discuss anything but “party-line” medicine, consider getting a second opinion. It’s your body, it’s your life, and it’s your nickel.
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Shock

CATHY

In 1972 I was on the trip of a lifetime. I had been traveling in Europe for eight months with my first husband, Bill, on a journey to heal the psychic wounds after his return from Vietnam. That spring he was driving the car on a mountain road in Greece as we headed for Delphi; I remember we had been joking about going to see the oracle. We never made it. As we rounded a bend, we saw a concrete guardrail ahead that looked like the only protection a skidding car would have to keep it from falling off the mountain. Unfortunately, we were in a skidding car; it was raining after weeks of sunshine, and the road was slick. Even worse, part of the guardrail was missing—the part we were sliding toward at 30 miles per hour. It had already been knocked out by another car in exactly the same predicament. We had no idea what lay beyond it—a drop of 10 feet or 1,000. The time it took from the moment I realized we were going through the concrete guard to God-only-knew-where and when it actually happened was probably a matter of 5 or 10 seconds. It seemed like a very long time. I was paralyzed with fear. I knew I was going to die. I wanted to tell Bill that I loved him, but I couldn’t speak. He was able to say something, slowly, with the most agony I have ever heard in anybody’s voice: “Oh, my God!”

We broke through the guardrail. The car dropped about 20 feet and flipped over. I remember thinking, “Please, God, let it stop now, and we’ll live.” And then it flipped again. And then again. We were now about 300 feet down the mountain. All four doors had flown off, and the glass had popped out. Everything in the car except Bill and me was now spread over the mountainside. I had been wearing my seat belt. The direction of the roll threw Bill against me, and my belt held us both in the car. It was a junky little Renault 10 that had been a lemon from the moment we picked it up; but it had roll bars, and they worked when we really needed them.

I was paralyzed from the waist down. Bill, covered with bruises, crawled up the mountain and scaled a 20-foot cliff at the top to wave down the first car that came by. The car was filled with a Greek family, also on their way to Delphi. They emptied out their car, leaving most of the family standing in the rain. They made a makeshift stretcher and brought me up the hill. They turned the car around and took Bill and me to a hospital 20 miles away. The driver didn’t leave until he knew we were going to be okay.

I will always love the Greeks.

A few hours later, the shock wore off; I was no longer paralyzed. I suffered cuts, abrasions, and some whiplash, but no broken bones. I was going to be fine. The trauma was over and I could begin to heal.

Seventeen years later, in February 1989, during a self-exam, I discovered a lump in my breast. I mentioned it to a good friend while on a weekend trip to Seattle. She remembers my saying, “I’m not going to think about something so unpleasant when we’re here to have fun.” I simply forgot about it. A month later, I noticed the lump as if for the first time and mentioned it casually to my husband, Steve. The lump worried him, and he pushed me to set up an appointment with my naturopathic doctor and arrange for a mammogram. I probably would have forgotten about it again if he hadn’t been so concerned.

I went to my naturopathic doctor and waited for her to tell me it was just another fibrocystic lump. She agreed it might be and said we could follow it. Only when I mentioned that Steve thought I should get a mammogram did she say it could be arranged.

I went to an outpatient clinic to have a mammogram—my first. It can be compared to having a pelvic exam: unpleasant and a bit unnerving. The technician told me that the mammogram was inconclusive and that the radiologist would come to my dressing room to discuss it. The radiologist told me basically the same thing: that we could “follow it”—a phrase I’ve come to dislike. Then, just as he was about to leave, he mentioned that we could do an ultrasound if I really wanted to. I asked him what this procedure would achieve; he explained that sometimes tumors show up on ultrasound when they can’t be seen on the mammogram. We wouldn’t know whether it was benign or malignant, but we would know whether it was a solid tumor or a cyst. I asked, “Why wait?” He said the expense was the main reason. When I asked him about the cost, he said that it would be under $100. So I pushed a bit and was able to have the ultrasound done that day.

The ultrasound tech called in the radiologist to have a look. He took a cursory glance and said that it all looked cystic; everything was going to be okay. As he started to leave the room, the technician pointed to a solid spot on the screen.

Then the radiologist gave me a little talk about how most of these lumps are benign, probably nothing to worry about. He told me that I should just put it out of my mind until I went in for the biopsy. I heard all of this distantly as if through thick cotton batting. I was in shock.

It was a lot like the other time, on that road in Greece. This time I was able to talk. But it wasn’t really me talking to the doctor. I was far away. I had that same sinking feeling I had had as I went toward the hole in the guardrail—I knew I was going to die.

I had gone to both my naturopathic doctor and the mammogram clinic to be reassured, to rule out the unmentionable and be told everything was fine. The doctors were all too eager to accommodate me. If I hadn’t pushed all the way, it would have been left at that. It seemed the doctors hadn’t wanted to find out that I had cancer either—they were all for “following it.”

I hadn’t had the foresight to have Steve go with me. After all, we had had no experience with this situation. I remember driving home and feeling as if I were in a surrealistic movie. How could other people just drive along as if they had their whole lives in front of them, when mine might be behind me? I felt disconnected from my body. As I walked in the front door of our house, I remembered that our bedroom was being wallpapered. The sweet man who was doing this job was pleased because it was turning out beautifully. When he came out of the bedroom with a big smile on his face and saw me, his smile disappeared. I had thought I was hiding my feelings. (I don’t know why I always think I can do this, but somehow, in the moment, it seems possible.) He asked me what had happened, and I told him. He hugged me, and I cried. I was glad he was there, but I couldn’t handle the feelings. The shock took over again. I left the house, drove to an unfamiliar restaurant, and ordered a margarita with lunch. I think I ordered a second drink.

I wanted to numb out.

In Greece, a few hours after the accident, the shock started to wear off and the paralysis left. In Portland, a few hours after the ultrasound, the shock was just revving up and there seemed to be no end in sight.
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My Diagnosis

CATHY

My mind is racing. My emotions are in turmoil. One moment I’m feeling like a zombie; the next I’m in a panic. Underneath it all is a sinking feeling telling me I’m going to die. Before my time. Soon.

In this irrational state I’m required to make perhaps the most important decisions of my life. I need to think clearly. I have to choose a doctor and decide whether to do a needle biopsy, excision biopsy, or lumpectomy (see this page–this page). I am an emotional basket case; after all, I know in my gut it is cancer and that I’m going to die, so what’s the point? Steve takes over. I realize how lucky I am to have someone close who is familiar with the latest research on breast cancer. Unfortunately, few people have this luxury.

My family doctor, a naturopath, recommends a couple of surgeons. Friends recommend a few more. Steve spends a day on the phone screening surgeons. The doctor he is most pleased with is not a “Blue Cross Preferred Provider.” Because my policy offers good coverage only for “preferred providers,” I would get a mere 60 percent reimbursement with this doctor. So, we rule her out because we have no idea what our medical bills may come to, except some fantasy that screams “bankruptcy!” We opt for a “preferred provider.”

Although I haven’t even seen a doctor yet, we’ve come up against some of the financial problems of our medical-insurance system, and we have made our first crucial decision based on financial fears rather than on medical preference. Nothing like a little added stress.

The doctor we choose gets us in right away, which is both relieving and scary. I’ll get more information, but will it be what I want to hear?

We go to the appointment. The doctor palpates my breast, reassuring me that he has felt hundreds of lumps and that this doesn’t feel like cancer. He can usually “tell by the feel,” but we should do a biopsy* “just in case.” I’m feeling immensely relieved. Steve is with me while the doctor does the biopsy in his office. I feel very brave. Usually I’m squeamish about such things, but I come through this ordeal like a pro. The doctor cuts out the tumor, says he is sure it’s benign by its appearance, and discards the half that’s usually tested for estrogen receptor status (see this page)—he is that sure. He says he’ll give us a call on Thursday with the results, but not to worry; he is practically positive it’s not cancer. It’s now Tuesday.

Steve and I walk out shakily, elated, relieved, and with the old adrenaline pumping. It’s time to cheer. We head over to one of our favorite Japanese restaurants for a celebration dinner. At this point in my life, I don’t drink much. Ironically, for a couple of years Steve has been giving me articles showing the link between breast cancer and alcohol, and I have been cutting back. But tonight I order a drink and rejoice. We have a lovely evening. Still, there is just a little bitty scare underneath it all—what if the doctor is wrong?

We wait for two days. Fortunately, my full schedule as a psychotherapist distracts me. Then, Thursday afternoon, the phone rings. Steve is home from work. I ask him to take the call, but I stay to listen. He answers the phone. It’s the doctor. Steve just listens for a minute or so and then says “Oh, no!” in much the same tone my first husband said “Oh, my God!” when we were skidding off the mountain. I don’t need to be told I have cancer.

That sinking feeling in the pit of my stomach is back, bigger and heavier than ever before. Shock hits me at full force. In this state of mind, I must decipher the meaning of my diagnosis.


*Currently, a breast biopsy is supposed to remove all of the tumor plus a variable amount of the healthy tissue surrounding it. In other words, a lumpectomy and breast biopsy can be one and the same. My surgeon, convinced that I didn’t have cancer, chose to remove only the tumor and no surrounding tissue (an excision biopsy). Therefore, I ultimately needed a second surgery.
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Your Diagnosis

STEVE

If you’re like most American women with breast cancer, you probably found the lump yourself. If you’re under 40, the chances are you were told “let’s follow it.” Even if you’re in your 40s, you may still have been given this advice. To comprehend why simply “following it” can be a mistake and before you decide what to do, you first need to understand how the doctor evaluates your risk.

PHYSICAL EXAM AND MEDICAL HISTORY

Most breast cancers are discovered as painless lumps. Many premenopausal women, however, have a condition that has commonly been called “fibrocystic disease”—painful breast lumps that change in the course of their menstrual cycle.* If a patient has both these symptoms and breast cancer, it may not be clear that the lump in question is painless.

If your sister has breast cancer or your mother had breast cancer before the age of 40 your risk is approximately doubled.1 It now appears that prostate cancer in male relatives may also raise your risk. Nonetheless, such a history can only increase your suspicion if you find a lump—it doesn’t diagnose anything. In fact, more than 90 percent of women with breast cancer are the first in their family to ever get the disease.

The textbooks tell us that breast cancer may be “fixed” in place; yet, when first discovered, most breast lumps, including cancerous ones, are generally movable.

Textbooks also tell us that breast cancer may be associated with dimpling of the skin or recent retraction of the nipple, yet most of the time these signs are not present when the cancer is first discovered.

Breast cancers are described as “stony hard” in textbooks. If the lump is small and relatively deep in the breast, “stony hard” may be easier to talk about than to feel.

Confused? So should your doctor be. Determining how suspicious a lump is by simply feeling it is often difficult. Whenever the lump isn’t clearly linked with “fibrocystic” changes, it’s imperative that you don’t just “follow it.” You need to do something.

What do we mean by “fibrocystic” changes? We mean a lump in a premenopausal woman that a doctor determines is definitely painful, movable, changeable in the course of the month, not hard, and not associated with skin dimpling or nipple retraction. If that picture isn’t clear to both you and your doctor, the lump should be considered suspicious. If you’re postmenopausal, any breast lump should be considered suspicious.

Why do doctors so frequently tell women (particularly younger women) “let’s follow it”? Perhaps it’s because, statistically, the vast majority of lumps in premenopausal women are fibroadenomas (benign tumors) or conditions formerly considered “fibrocystic disease.” The younger the woman, the greater the chance that the lump is not cancer. You, however, are not a statistic. If you are the uncommon 35-year-old with breast cancer, who cares what the diagnosis is in most other women?

[image: ]

Even if you’re postmenopausal, many lumps turn out to be benign. These lumps are usually painless and don’t show any cyclical changes. Therefore it’s often easy for the doctor to be confused.

The punch line? If you and your doctors aren’t 99 percent sure of the diagnosis, don’t let them “follow it”—do something!

MAMMOGRAPHY

Before we get to the diagnosis of a lump you’ve already felt, let’s talk for a moment about screening mammography. “Screening” implies the mammogram is done when there is no palpable lump nor anything else indicating cancer. Until recently, most medical groups in the United States have recommended a screening mammogram by age 40.2 The American Cancer Society still does, but the National Cancer Institute has stopped advocating routine mammograms for women between the ages of 40 and 50. In 1994, editorials in the Journal of the American Medical Association3 and the American Journal of Public Health4 recommended against routine screening in this age group. In the rest of the world, screening mammograms are typically not recommended until age 50.5 A combined analysis of the best research finds it completely useless in younger women,6 despite a few studies suggesting the opposite.7 One recent study found that more than half of the breast cancers investigated were not detectable by mammography in premenopausal women.8

Why the issue of age? The younger the woman, the denser her breast tissue. The denser the breast, the more difficult it may be to see the lump on a mammogram. The dense tissue makes screening mammography less useful in younger women.

Virtually all doctors acknowledge that screening mammograms are useful for women age 50 or older. Even in older women, however, screening mammograms can be a two-edged sword. For each life saved that results from early cancer detection due to a screening mammogram, many women will have unnecessary biopsies as a result of a suspicious mammographic finding. I believe that until the research is more definitive, screening mammograms should not ordinarily begin before age 50. My position is shared by the Task Force on Periodic Health Examinations (Canada), Canadian Workshop Group, U.S. Preventive Service Task Force, American College of Physicians, International Union Against Cancer, and the European Group for Breast Cancer Screening.9

It’s important to distinguish between screening versus other mammograms. A mammogram done to look at a specific lump is not a screening mammogram. Once a suspicious lump is found, a mammogram should be done even in younger women because it can sometimes help in the diagnosis.

If there is any suspicion about a lump, then the first step is usually mammography. If you find a suspicious lump and ask the doctor to order a mammogram, you’ll probably get one. If your doctor won’t order a mammogram, consider finding another doctor. The risk of the mammogram is slight because the amount of radiation exposure is quite small. Sometimes the mammogram will reveal telltale suggestions of cancer that won’t be apparent from other diagnostic procedures. For example, certain patterns of calcium deposition, a potential sign of cancer, may show up clearly only on the mammogram.

Some mammograms are better than others. Make sure the equipment has been certified by the American College of Radiology, the person doing the mammogram is a mammography technician, and the films are being read by a certified radiologist.

If a mammogram shows something suspicious, the doctor will generally follow it with further diagnostic tests. If the mammogram doesn’t show anything, but you have a questionable lump, shouldn’t the doctor continue to push for a more definitive diagnosis anyway, particularly if you’re premenopausal? Absolutely.

DIAGNOSTIC ULTRASOUND

Diagnostic ultrasound (which exposes you to no radiation) may be the next step unless the mammogram has already made the diagnosis relatively clear. Although diagnostic ultrasound can’t help definitively diagnose cancer, it can reveal whether the lump is hollow (“cystic”) or solid. Cancers and fibroadenomas are solid. Cysts are hollow and fluid-filled. If the lump is clearly hollow, you have nothing to worry about. If the lump is solid, it’s still probably not cancer; but more investigation is necessary.

Many doctors skip ultrasound in their hunt for a diagnosis. This path may make sense if you’re postmenopausal because, beyond the menopause, cysts are less likely. If you’re premenopausal, however, I believe it’s usually a mistake to skip this step. Ultrasound is noninvasive, safe, and relatively inexpensive; it requires little time and may provide very useful information. Calling ultrasound “enormously helpful,” researchers at the Elizabeth Wende Breast Clinic of Rochester, New York, feel that it permits them to “cancel many unnecessary [surgical] biopsies.”10 Newer, high-resolution ultrasound is being developed that is expected to dramatically reduce the number of unnecessary biopsies done as a result of equivocal findings on mammograms.

BIOPSY

Assuming that breast cancer has not been ruled out on the basis of physical exam, medical history (questions about pain and the constancy or cyclic nature of the lump), mammography, and possibly ultrasound, the next diagnostic step—biopsy—usually tells you definitively whether or not you have cancer. You have a choice in how the biopsy is done, but your doctor may not tell you about all the options. You should be aware of all your choices and discuss them with your doctor.

Aspiration Cytology

The least invasive procedure used to make the diagnosis, aspiration cytology (also called aspiration biopsy or needle biopsy), is often done at this point in the diagnostic process. Just as frequently, however, it isn’t even mentioned as an option. What is it, and why do some doctors choose to do it while others avoid it?

With aspiration cytology the first step is the administration of a local anesthetic. Then a needle is inserted into the tumor and some fluid and/or cells are removed. If clear fluid is removed and the “tumor” disappears, the diagnosis is usually very simple: it was just a cyst. (As noted earlier, you and the doctor may have already learned this much with the aid of the ultrasound.) On occasion, nothing can be withdrawn by the needle, in which case the aspiration is a waste of time and a surgical biopsy becomes necessary. In most cases, however, something can be extracted. Under a microscope, pathologists look for cancer cells that were removed by the aspiration. If they find such cells, the patient has breast cancer.

Now comes the rub—and the reason why some doctors shy away from using this simple, relatively noninvasive procedure. A doctor who is not very experienced with this technique may get a “false negative” result—that is, even though cancer cells are present, they aren’t extracted through the needle. Therefore, the pathologist looking through the microscope doesn’t find any evidence of cancer, and the pathology report is negative.

How can this happen? If the doctor improperly places the needle and therefore misses the actual tumor, cancer cells won’t be extracted. How often does this happen? In experienced hands, accounts of as few as one mistake per seventy breast cancers have been reported.11 Other studies, however, report missing 15 percent,12 23 percent,13 or even more.

Should you opt for aspiration? If the medical doctor you’re working with doesn’t have a long and proven track record with the procedure, probably not. Otherwise, it’s the least invasive, quickest, and most inexpensive way to diagnose breast cancer.

To review, a “positive” aspiration virtually proves that cancer does exist. The reliability of a “negative” report depends upon the track record of the medical physician doing the procedure. Discuss the option of aspiration with your medical doctor.

Lumpectomy

If aspiration is not done, if the mammogram suggests cancer, or if the results of these tests are unclear, the next step is surgical biopsy. A lumpectomy is the removal of the tumor plus a surrounding layer of healthy tissue. Apparently healthy tissue is removed to ensure that no cancer extends beyond the edges of the biopsy. If the surgeon removes only what appears to be the tumor, some cancer cells are often left in the body.

Occasionally surgeons who think they “know” the tumor is benign may suggest not taking this extra tissue. (Removing the lump without a margin of safety is sometimes referred to as an “excision biopsy” instead of lumpectomy.) I recommend against this, as does Bernard Fisher, M.D.,14 probably America’s foremost breast cancer researcher. The cosmetic benefit in not taking a little extra tissue is usually minor. The hassle and anxiety of a second surgery may be major.

Lumpectomy has an additional benefit. If cancer is diagnosed, lumpectomy is usually the only breast surgery necessary; therefore, it can act not only as a means of diagnosis but also as the primary surgical treatment—all in one step.

Don’t be afraid to ask questions before having this procedure done. If your doctor talks in medical gobbledygook, ask him or her to define terms. There is no reason you shouldn’t understand thoroughly what’s going on. All important terms can be explained in everyday language. Don’t be afraid to take another few minutes of the doctor’s “precious time”; what’s happening is too important, and for whom is time more precious than you?

AXILLARY DISSECTION/NODAL SAMPLING

There is at least one more testing decision to be made. When a lumpectomy is done or shortly thereafter, the surgeon will want to “sample” lymph nodes or “dissect the axilla” (armpit). Your surgeon probably won’t ask whether you want the sampling done. Nevertheless, you may choose not to have it done.

Breast cancer typically spreads first to lymph nodes in the axilla on the same side as the affected breast. Surgical removal of a few of these nodes (“sampling”) or a total clearing of the lower parts or all of the axillary nodes (“partial or total axillary dissection”) is generally done as a matter of course. If cancer has spread to nodes, the typical prognosis is worse than if the nodes are cancer-free, but still much better than if cancer has spread to an unrelated organ of the body. In other words, women who find they have “nodal involvement” or “positive nodes” frequently still live a full life span.

Why do nodal surgery? To begin with, if the nodes are not examined, you and the doctor won’t know what “stage” the cancer is in—that is, how far it has spread. Without this information, you and your surgeon won’t know your prognosis (theoretical chances of survival). Remember, however, that theoretical chances of survival may have very little to do with what actually happens to you. The situation is somewhat analogous to betting on horses; knowing the odds doesn’t tell you who’s going to win.

Although most medical doctors would disagree, I believe that your physician’s knowledge of your prognosis may not be important. Do you really want to have this additional surgery to satisfy the doctor’s curiosity or to “further science?” Remember, your body belongs to you—not to your doctor.

But nodal sampling will also give you the prognosis. If this information is important to you, go for it. If you feel that getting more bad news might interfere with your mental state and, therefore, your ability to fight the disease, consider this issue before agreeing to lymph node surgery. Only you should decide whether you want or need this prognostic information.

What are the chances that your nodes are positive? If there are hard swellings in the involved armpit, the chance is very high. Otherwise, it’s a real crap shoot. On average, about half of all breast cancer patients are initially diagnosed with “positive” nodes (meaning that cancer has spread to the axilla) and about half have “negative” nodes. The smaller the size of the breast tumor, the lower the chances that there is nodal involvement. However, even with very small tumors (1 centimeter or 0.4 inches), nodal involvement is not rare.

Nodal sampling is also done to determine drug treatment. But, as we see in Chapters 7 and 9, regardless of nodal status, postmenopausal women are often offered tamoxifen (a drug with fewer side effects than chemotherapy) instead of chemotherapy. Most researchers believe chemo provides little additional benefit after menopause. Even those who disagree frequently don’t use nodal status to determine whether chemo should be given to a postmenopausal woman.15

If you are premenopausal, nodal status can play an important role in determining drug treatment. As we see in Chapter 7, although the side effects and risks of chemotherapy may be high, there is a clear benefit for premenopausal women with positive nodes in using chemo; the size of the benefit is much smaller for those with negative nodes.

If you are considering whether to sample nodes, read Chapters 7 and 8 and talk with your doctor before making a decision. If you decide to use chemo regardless of your nodal status, there may be no need to sample nodes unless you want to know your prognosis. If you choose to avoid chemo regardless of your nodal status, it also may not make sense to have your nodes sampled except to satisfy your own curiosity.

Will surgically removing the nodes increase your chances of a cure? If the nodes turn out to be cancer-free, the answer is no. Even if cancer is found in the nodes, it is not at all clear that removal influences the outcome. Some studies suggest no effect, while others show 5–10 percent improvement in cure rates.16 When nodal dissection does appear to improve survival,17 it may simply be because it leads to other therapies. As far as many oncologists are concerned, nodal surgery is done primarily for diagnostic (not healing or curing) purposes. Citing the work of Bernard Fisher, the American Cancer Society’s textbook reports, “as a therapeutic maneuver … routine axillary dissection has been shown not to improve survival.”18

It is true that total nodal removal (called “nodal clearance”) results in better “local control”; once found and totally removed, cancer in the axilla is less likely to reappear in that part of the body (compared with cancer in patients who have limited or no nodal sampling).19 Whether this procedure extends life expectancy is not at all clear, however. In other words, researchers find it does not reduce the likelihood that cancer will return to the breast or the chance that cancer will appear in an unrelated part of the body. It is this appearance of cancer in an unrelated part of the body (called “distal metastasis”) that is life-threatening. Sampling more versus fewer nodes is also associated with relatively better “local control,” but also doesn’t affect life expectancy.20 While some medical doctors say “obviously knowledge of the true axillary nodal status is mandatory,”21 examination of the research generally shows no overall survival advantage, despite the apparent common sense of finding and physically removing cancerous nodes. It seems that cancer is not a local disease that goes away by “killing it wherever you find it.” It’s much harder to understand and treat than that. Although the average medical doctor may still operate out of the old
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