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FOREWARD
Mothers who lose children, and children who lose mothers, feel the tender loss of the other forever. During my first year as a breast cancer surgeon I tried my best to avert this tragedy for one of my patients, but unfortunately I did not succeed.
It was September 1995. I had just started a new job as Medical Director of the Breast Service at Clara Maass Medical Center in Belleville, New Jersey. The following month a thirty-four year old mother with three young children came to see me about a lump in her breast that had grown and become painful. When she first noticed it six months earlier she had seen her gynecologist who examined her and ordered a mammogram. The mammogram was normal. But, wisely, the radiologist suggested that the patient return for a breast ultrasound, which she did. The lump was seen clearly on breast ultrasound - and it was suspicious. In his report to the gynecologist the radiologist recommended consultation with a surgeon and a breast biopsy.
The ultrasound report was sent to the gynecologist’s office but, unfortunately, it was filed away without the doctor ever seeing it. Since the gynecologist had no “tracking” mechanism in her practice to keep tabs on patients requiring follow-up, the ultrasound report remained hidden below the doctor’s radar screen.
In the meantime, the patient assumed because she did not hear from her gynecologist that the breast ultrasound, like the mammogram, was normal. In the silence that ensued the patient believed what she desperately wanted to believe - that she was fine and that she had nothing to worry about.
The patient had been divorced from her physically abusive husband for several years. She had no immediate family in the area to help with the children; her parents and her re-married “ex” lived back home in the Philippines. She was on her own, supporting herself and her three children with the meager wages she earned from a secretarial job.
In the intervening months, between the time the patient first saw her gynecologist and the time she came to see me, she went back to her normal routine - but with a false sense of security. That didn’t last long because her breast lump began to grow. When she learned from a local press release that a female breast surgeon had arrived in her neighborhood she decided to make an appointment for a second opinion. By the time she came to see me her lump had grown to the size of a lemon, and the area under her arm was swollen and sore.
I will never forget the first time I met this young woman. One look at her breast was enough to convince me that she had advanced breast cancer. When she told me the story of the normal mammogram and the “normal” breast ultrasound - and that her gynecologist had not asked to see her for a follow-up appointment - I was perplexed. A normal mammogram in a young patient with breast cancer is not unusual. Cancerous breast tissue and normal breast tissue in young women are both very dense. It is sometimes hard to tell one from the other. But a “normal” breast ultrasound seemed less likely, and the absence of a follow-up appointment with the gynecologist was quite odd indeed.
Six months had passed since the original studies, so I suggested that they be repeated to see what, if anything, had changed. I did my best to comfort the patient. I told her she would need a breast biopsy as soon as possible. She was understandably worried but grateful for my help, and was relieved to be getting closer to understanding what was going on in her breast.
In the meantime, I called her gynecologist to introduce myself and discuss what was likely to be a sadly challenging case of advanced breast cancer in a very young woman. It was during my conversation with the gynecologist that we both discovered that the prior, abnormal ultrasound report had been filed without the gynecologist first seeing it. I listened quietly as the gynecologist ruffled through the patient’s chart, muttering and sputtering along the way, while the sad truth of the situation become painfully clear: there had been a “delay in diagnosis” of this woman’s breast cancer. We both knew that this mistake might cost the patient her life, and her children their mother.
Alas, life does not come with a “rewind” button. You can only move from where you are, to where you might want to be, with no guarantee about where, exactly, you will end up. And where we were was a very tough spot, with a young mother who had an aggressive, advanced and untreated breast cancer. Where we wanted to be was on the other side of “cure” for this poor patient. The challenge was to devise a plan as aggressive as the breast cancer itself, and then work as hard as we could to cross the border to “cure.”
The biopsy was performed, and the diagnosis of breast cancer was confirmed the following week. The patient, like thousands of other women, faced her diagnosis and treatments with courage and resolve. She underwent lumpectomy with removal of her lymph nodes, then six months of chemotherapy and, finally, radiation therapy. She was stoic and pleasant throughout it all, truly remarkable considering what she was up against. Initially, she appeared to be in complete remission.
Sadly, within six months the cancer returned with a vengeance, invading her lungs and liver. Unlike most surgeons who operate and then send their patients back to the referring physicians for the remainder of their care, I prefer to follow my patients indefinitely. Although I enjoy the excitement and challenges of being in the operating room, I enjoy the “art” of medicine even more for I appreciate the opportunity to develop long-term relationships with my patients. When my patients are receiving chemotherapy or radiation therapy, I prefer to see them every two weeks. This allows me to provide them with emotional support and helpful information if they need it. When one of my patients suffers a breast cancer recurrence I see her weekly, for I know that her health, both physical and emotional, can change literally overnight.
When this young woman’s breast cancer recurred I began to see her every week. During one of these visits she was extremely distraught. As she sat on the edge of the examination table, clutching her hospital gown, she told me that her medical oncologist had given her devastating news: there was “nothing more he could do for her.” She couldn’t believe it. Surely there was something else that could be done, she thought. Terrified, she began to plead with me, “Isn’t there anything you can do, Dr. Ruddy? Please, I have three children. I am all they have.”
For the most part, medical schools teach doctors how to diagnose and treat diseases, not patients. Residency training only consolidates this view that the patient is the disease, and vice versa. By and large, clinicians are not taught how to take care of their patients once they have run out of “treatments.” Medical textbooks are of little help, and surgical textbooks are utterly silent on the subject. The esteemed American College of Surgeons, ACS Surgery, 6th Edition, published in 2007, with its seven editors and its three hundred and eight contributing authors, fails to mention what to do once there is “nothing else that can be done,” giving the surgeon the impression that once you’re out of things to do your work is finished. This textbook of the highly respected American College of Surgeons restricts its discussion of issues surrounding death to: 1) how to define it, and 2) how to declare it. Well, that certainly wasn’t going to help my patient or her children.
So, what should a doctor do when there is “nothing more to be done?” Personally, I have found that courage, kindness and tender support – and just plain time spent with the patient - provide plenty of light at the end of life, light that the patient and their family need and appreciate. I told my patient that I would see what I could do to help her, and then I called her medical oncologist to ask if there were any clinical trials for which she might be eligible. He said, “No, there is nothing.” I told the patient that no other medicine could be given, but that I would continue to make inquiries at other research centers and would call her if I learned of anything new. Then I asked her what plans she had made for the care of her children. She told me that she had “not gotten that far” because she was unable to face this dreadful possibility. I told her I would help her deal with it, and then we talked about several options. She said she would think about what might be best, and we planned for a visit later that week.
In the meantime, I called a meeting of the Breast Service, including our social workers, to see what we could do to help this woman provide for her children after her death. By using a team approach we were able to draw on multiple resources and perspectives. As Woodrow Wilson once said, “I not only use all the brains I have, but all the brains I can find.” In the end, the patient arranged to have her extended family in the Philippines take custody of the children. Together we were able to relieve some of the patient’s suffering and, though it was little enough, we were able to reduce the anguish she felt at the prospect of leaving behind three motherless children.
This deeply troubling case, so early in my career, was a personal and professional challenge that left me wondering, as never before, “Why did this young woman get breast cancer in the first place?” She, like most other women with breast cancer, had no risk factors – none whatsoever! Like millions of women who are diagnosed with breast cancer around the world, the causes are a mystery, wrapped in an enigma, buried in a mass of grim statistics.
The emphasis in the war on breast cancer has been, as with the rest of medicine, on treatment and “cure” - with precious little attention given to causes or prevention. Long after this patient died, and as many other new patients sadly replaced her, I kept asking myself, “Why? Why did she, or any woman for that matter, get breast cancer?”
In the past several years the incidence of breast cancer has finally begun to decrease. Most investigators attribute this to the fact that women themselves, having learned of the risks of breast cancer associated with the use of hormone replacement therapy, have taken charge of their own health and stopped taking these drugs. The incidence of breast cancer has finally begun to fall, but only slightly. This trend, while welcome, is too little progress as far as I am concerned. There were at least 1.3 million new cases of breast cancer in 2008, and scientists still do not know exactly what is causing all of this disease. Indeed, it is time for a CHANGE.
Why don’t we know more about the causes of breast cancer? What is standing in the way of getting the information we need to prevent the disease? The memory of my first young patient who, as she faced certain death, was forced to leave three young children in the care of others, and the thousands of other memories that I have of other patients (including my own mother) who have bravely struggled with this scourge, add to a litany of questions about the causes of breast cancer, a litany that ends with the refrain, “Why are all of these women getting breast cancer?”
I believe it is time to answer this question, once and for all. I have decided to take a page from the lesson plan written by President John F. Kennedy who, in his Inaugural Address, set a mighty goal for our nation - to “send a man to the moon and bring him safely home by the end of the decade.” I listened to this speech as a young girl and it left a powerful mark on my view of the world, one that encouraged me to think big, and strong. JFK’s strategy was to set an ambitious goal and then work collaboratively to achieve it.
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