
How should we address breast cancer when
norms continually change?

Gayle Sulik
When faced with decisions about breast cancer treatment or screening, it can be hard to
know what to think

Official recommendations for how to screen for and treat the disease feels like a moving target. Photograph: Andy Katz/Demotix
/Corbis
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T
hree decades ago, researchers believed breast cancer was one disease, so it made
sense to treat it that way. However, the usual battery of slash (surgery), burn
(radiation) and poison (chemotherapy) didn’t always work and often caused
irreparable damage, sometimes death.

Since then, the theory of breast cancer has been fine-tuned and revised. We know it’s
several different types with multiple causes and progressions; that the harms of screening
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mammograms are greater, and benefits smaller, than once believed; that fewer radiation
treatments can do the same job as more; that high-dose chemotherapy does more harm
than good. This updated theory of breast cancer, amended with scientific research and
clinical observation, helped to change many practices and protocols.

But the norms surrounding treatment and diagnosis have been slow to change, and new
research can upend decades of conventional wisdom. When it comes to breast cancer, it
can be hard to know what to think. Do I get screened or not, starting at what age, and for
how long? If I have breast cancer, how aggressively should I treat it? What if I do nothing?

I can’t answer those questions definitively, and neither should anyone other than a
well-informed member of a person’s healthcare team. But I can help put these decisions in
perspective and explain why breast cancer is such a moving target.

Both fear and tradition tend toward more intervention even when signs point to less. A
recent study published in Jama Oncology, for example, found that ductal carcinoma in
situ, or DCIS, did not influence life expectancy for the vast majority women diagnosed
with it. Frequently referred to as “stage 0” cancer, these abnormal cells in the milk ducts
are noninvasive and have not spread but are generally treated like invasive cancers. Less
than 1% of women with DCIS ultimately died from breast cancer, strongly suggesting that
most would have benefitted from less or no treatment.

How does someone hear the word carcinoma and do little or nothing? Since only a tiny
fraction of cases might someday lead to trouble, women and their doctors must make an
educated guess or rely on norms that may not yet reflect the current state of evidence.

Similarly, randomized controlled trials of hundreds of thousands of women over long
periods of time found that compared to women in the unscreened category, there was a
15% reduction in the number of deaths from breast cancer in the screened group and no
reduction in deaths overall. A large Canadian study with 25 years of follow-up put that
screening-associated reduction at zero. But when the US Preventive Services Task Force
tried to change the recommendation for baseline mammograms to age 50 every two years
from annually after 40, there was an uproar that caused them to backtrack.

When navigating all this, it is important to remember that the goals of cancer treatments
shift. Health status and medical history, the presence or absence of biological markers,
probable treatment outcomes, recurrence risk, patient preferences, whether and where
cancer has spread and risk of death not only from breast cancer but also from other causes,
are some of the many considerations that can make breast cancer-land feel like well-trod
yet unexplored terrain.

When considering what to ask about screening or when facing breast cancer, as one in
eight women will in her lifetime, I recommend the Lown Institute’s 5 questions to ask your
doctor:

1 What are all of my options for testing or treatment for my condition?
2 How exactly might the treatment help me?
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Hello again …
… today we have a small favour to ask. More people than ever are regularly reading the
Guardian, but far fewer are paying for it. Advertising revenues across the media are falling
fast. And unlike many news organisations, we haven’t put up a paywall – we want to keep
our journalism as open as we can. So we think it’s fair to ask people who visit us often for
their help. The Guardian’s independent, investigative journalism takes a lot of time,
money and hard work to produce. But we do it because we believe our perspective matters
– because it might well be your perspective, too.

If you regularly read and value our reporting, support us now and help make our future
much more secure.

Become a Supporter Make a contribution
Topics

Informed medical decision-making about breast cancer or anything else requires the best
available evidence, viewed in context of all the other evidence, then doing the best you
can in the moment – and not blaming yourself if the protocols change yet again, during
your treatment or thereafter.

3 How good is the evidence I’ll benefit from the treatment?
4 What side effects can I expect, and what bad outcomes might happen?
5 If it’s a test, what do you expect to learn from it, and how might it change my treatment?
If it won’t, why do I need it?
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