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Beating Breast Cancer (in spite of it all…)
Breast cancer has been much in the news of late, and for the most part, the news has been sad, disappointing, confusing, or some combination of these.  But don’t despair.  Robust strategies to defend against breast cancer remain available.

The sad news we all heard recently, of course, was the recurrence of Elizabeth Edwards’ breast cancer.  Mrs. Edwards, wife of presidential candidate John Edwards, has noted that she did not get mammograms at the recommended intervals, and found her breast cancer only when she felt a lump.  Mammograms might have detected her cancer at an earlier stage when it would have been outright curable, which it no longer is.
Which leads to the topic of mammography, where the disappointing and confusing news is found.  For one thing, there was a report last week, in the New England Journal of Medicine, of a study run at the University of California, Davis, showing that computer assisted mammograms increase the risk of unnecessary biopsies, but do not help find cancers.  So-called “computer assisted detection,” for which insurers have been paying extra, is apparently worthless.

For another, the American College of Physicians recently issued recommendations that women between the ages of 40 and 50 not get mammograms as a matter of routine, but rather make more personalized decisions based on discussion with their health care providers.  The American Cancer Society, however, still recommends routine annual mammograms for all women starting at age 40.

Finally, the American Cancer Society has issued recommendations, based on recent research, that women at high risk of breast cancer undergo screening by MRI in addition to mammography, beginning as early as age 30 (http://www.cancer.org).  This would be limited to women with clearly identified risk factors, such as the BRCA 1 or BRCA2 genetic mutations known to markedly increase breast cancer risk.

So what is a woman concerned about breast cancer to do?

First, recognize that even a perfect breast cancer screening program would find cancer early, not prevent it outright.  Screening is called “secondary prevention,” because the goal is to find disease in an early, curable stage.  But using “primary prevention” strategies so the disease never occurs is better still.

Obesity is a strong and well established risk factor for breast cancer.  There are many good reasons to eat well, be active, and keep weight at healthy levels; add breast cancer prevention to the list.

Moderate physical activity appears to protect against breast cancer independent of effects on weight, perhaps because it enhances immune system function.  The evidence is fairly good that a diet rich in fruits and vegetables, and restricted in saturated fat and animal products, also reduces risk.

Alcohol intake at even fairly modest levels (i.e., one drink a day) appears to increase breast cancer risk by 10% or more.   Women very concerned about breast cancer risk should minimize, or even avoid, alcohol consumption.  Tobacco should certainly be avoided.  While carcinogens in tobacco smoke are most likely to cause lung cancer, they damage the immune system in ways that increase cancer risk in general.  

 And we now know that conventional hormone replacement therapy at menopause can increase breast cancer risk.  But a synthetic drug called raloxifene that stimulates some of the body’s estrogen receptors but actually blocks others, can treat menopausal symptoms while lowering breast cancer risk.  I wind up recommending it to many of my patients.
But of course, even if you do everything right, breast cancer may still develop, and finding it early then becomes the priority.  The reason for debate about mammograms starting at age 40 has to do with the trade-off between missing the disease when it is present (called a “false negative”) and finding it when it is not (called a “false positive”).
For a screening test to be useful, it must be sensitive, meaning it will reliably detect a disease in its early stages when the signs are subtle.  But tests that are sensitive to subtle signs often misread normal variants as disease.  Since breast cancer at age 40 is far less common than normal variants that mammograms detect as abnormalities, many women wind up with biopsies that prove there was nothing wrong in the first place!  Mammograms are more reliable after menopause both because changes in breast tissue reduce the risk of false positives, and because breast cancer becomes more common as women age, making it more likely that an apparent abnormality truly is an important finding.

So there actually is a fairly clear-cut choice for 40-something women at average risk of breast cancer.  Either get annual mammograms, but be prepared for the anxiety and challenges of subtle abnormalities that are likely to prove benign; or, do all you can to minimize your breast cancer risk, then start getting mammograms at age 50.  For what it’s worth, my wife, in her 40s, gets annual mammograms- but I am prepared to participate in the interpretation of any slight abnormality to ensure she never gets a biopsy she doesn’t need.  We have been through the “abnormal mammogram” scare together, and certainly did lose sleep over it.
Women at high, genetic risk for breast cancer should undergo early, regular, and state-of-the-art screening, tailored individually.  Inclusion of MRI scans will make sense in certain cases.  The National Cancer Institute offers a breast cancer risk calculator at: http://www.cancer.gov/bcrisktool/Default.aspx. 
So when all is said and done, breast cancer prevention and screening are not all that confusing, and not even all that controversial.  The fact that there is some controversy is in a way good news.  It means a system that is already saving lives is under constant and intense examination to find ways to improve it.  The science in this area will continue to evolve.  As it does so, stay informed, and be assertive about your priorities, so you always get the best care for you that is currently available. 
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