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Early-stage 
Breast Cancer 
Treatment: A 
Patient and 
Doctor Dialogue
Q: What is breast cancer, and what 

type do I have?
A: Cancer is a disease in which cells 

become abnormal and form more cells 
in an uncontrolled way. With breast 
cancer, the cancer begins in the tissues 
that make up the breasts. The cancerous 
cells may form a mass of tissue called a 
malignant tumor. Malignant tumors can 
spread to other parts of the body and 
may threaten life. (Benign [buh-NYN] 
breast tumors are abnormal growths 
that are not cancer. They do not spread 
to other parts of the body and do not 
threaten life.) A malignant tumor that 
grows into surrounding tissue is inva-
sive. The most common types of breast 
cancer are:

 • Invasive (or infiltrating) lobular 
carcinoma (LAH-byuh-luhr KAR-
sih-NOH-muh) — Cancer that 
begins in the glands that make milk 
and grows into surrounding tissues. 
These milk-making glands are called 
lobules. About 1 in 10 invasive breast 
cancers are this type.

 • Invasive (or infiltrating) ductal 
carcinoma — Cancer that begins 
in the milk ducts and grows into 
surrounding tissues. Milk ducts are 

thin tubes that carry milk from the 
lobules to the nipple. About 8 in 10 
invasive breast cancers are this type.

Invasive tumors are more likely to spread 
to other parts of the body than tumors 
found in situ. In situ means the tumors 
have not spread into surrounding tissue. 
Noninvasive breast cancer is called:

 • Ductal carcinoma in situ (DCIS) 
— DCIS is a condition in which 
abnormal cells are found in the lin-
ing of breast ducts. These cells have 
not spread outside the duct to the 
surrounding breast tissue. But some 
cases of DCIS become invasive 
breast cancer over time. So DCIS is 
sometimes called Stage 0 breast can-
cer. Since it’s not possible to know 
which cases of DCIS will become 
invasive breast cancer, it’s important 
to get treatment for DCIS. Women 
with DCIS often are treated with 
breast-sparing surgery and radiation 
therapy. Radiation therapy lowers 
the chance that DCIS will come 
back or develop into invasive breast 
cancer. If DCIS is spread out or is 
in more than one location, some 
women will choose to have a mas-
tectomy. Underarm lymph nodes 
usually are not removed in the treat-
ment of DCIS. The drug tamoxifen, 
which stops the growth of breast 
tumors that depend on estrogen, is 
also sometimes used in the treatment 
of DCIS. Tamoxifen may decrease 
the risk of a breast cancer developing 
in the same breast after treatment or 
in the opposite breast.

Sometimes a tumor is called lobular 
carcinoma in situ (LCIS). LCIS is a 
condition in which abnormal cells are 
found in breast lobules. Even though 
“carcinoma” refers to cancer, LCIS is 
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not cancer, and there is no evidence 
that the abnormal cells will spread like 
cancer. However, having LCIS means 
that a woman has an increased risk of 
developing invasive breast cancer in 
either breast. Despite this increased 
risk, most women with LCIS will never 
get breast cancer. Most women with 
LCIS are followed closely with regular 
checkups and mammograms. Some 
women choose to take tamoxifen to 
decrease their risk of developing breast 
cancer. Rarely, women with LCIS 
choose to have both breasts removed as 
a preventive measure, but most doctors 
think this approach is inappropriate.

Q: How does breast cancer spread?
A: If cancer spreads to other parts of the 

body, it’s called metastasis (muh-TASS-
tuh-siss). Breast cancer can spread to 
other parts of the body in 3 ways:

 1. Invading nearby healthy tissue, such 
as the chest wall.

 2. Invading the lymphatic (lim-FAT-
ihk) system. This system, which is 
part of the immune system, contains 
a network of lymph nodes (small, 
bean-shaped glands) and lymph 
vessels (thin tubes) that are found 
throughout the body. Lymph ves-
sels carry a f luid called lymph to the 
lymph nodes, where it is filtered 
and checked for signs of infection 
and disease. Cancer cells can enter 
into lymph vessels in the breast and 
travel to the lymph nodes and other 
parts of the body. The first place 
breast cancer usually spreads is to the 
lymph nodes under the arms, called 
axillary (ak-suh-LAIR-ee) lymph 
nodes. That is why after breast cancer 
has been diagnosed, the underarm 

lymph nodes are often removed and 
examined to see if breast cancer has 
spread.

 3. Invading blood vessels in the breast. 
Cancer cells can travel through the 
blood stream to other parts of the 
body, such as the lungs or bones.

When cancer spreads, it can cause 
tumors to grow in other parts of the 
body. Breast cancer that forms tumors 
in other parts of the body, such as the 
lungs, is still breast cancer. The good 
news is that most breast cancers can 
be found and treated and do not come 
back in distant parts of the body.

Q: What does "early-stage" breast 
cancer mean?

A: Invasive breast cancer is categorized as 
Stage I, II (A or B), III (A, B, or C), 
or IV. The stage is based on the size of 
the tumor and whether the cancer has 
spread. Stages I, IIA, IIB, and IIIA are 
considered "early-stage" breast cancer 
and refer to invasive tumors that may 
have spread to nearby lymph nodes but 
not to distant parts of the body.

Q: How is early-stage breast cancer 
treated?

A: Treatment of early-stage breast cancer 
often involves more than one approach. 
Surgery is usually the first step. Most 
women with early-stage breast cancer 
have a choice between 2 surgical treat-
ments:

 • Breast-sparing surgery, fol-
lowed by radiation therapy 
— Breast-sparing surgery, also called 
breast-conserving surgery, includes 
lumpectomy (luhm-PEK-tuh-mee) 
and partial  (or segmented) mastectomy 
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(ma-STEK-tuh-mee). With lumpec-
tomy, the tumor and some sur-
rounding normal tissue are removed. 
With partial mastectomy, a portion 
of the breast containing the tumor is 
removed. Women who have breast-
sparing surgery usually have lymph 
nodes under the arm removed. This 
may occur during the breast-sparing 
surgery or at a later time. Breast-
sparing surgery keeps the breast 
intact — looking a lot like it did 
before surgery.

or

 • Mastectomy — With simple (total) 
mastectomy, the surgeon removes the 
whole breast that has cancer and 
possibly some of the lymph nodes 
under the arm. With modified radical 
mastectomy, the whole breast, plus 
many of the lymph nodes under 
the arm, the lining over the chest 
muscles, and, sometimes, part of the 
chest wall muscles are removed.

The goal of both surgeries is to remove 
all of the cancer from the breast. The 
doctor will also want to find out if 
the cancer has spread to nearby lymph 
nodes. With axillary lymph node dissec-
tion (ALND), some or all of the lymph 
nodes under your arm are removed. 
With sentinel lymph node (SLN) biopsy, 
a substance is injected near the tumor 
that allows the doctor to see which 
lymph node the substance f lows to 
first. This is the sentinel lymph node. 
It is the first lymph node the cancer is 
likely to spread to. The sentinel lymph 
node is removed and looked at under a 
microscope. If cancer is not found, the 
other lymph nodes may be left in place. 
If cancer is found, more lymph nodes 
may be removed.

The lymph node status, along with test 
results, helps the doctor know what 
other treatments, called adjuvant (AY-
juh-vuhnt) therapy, might also be pru-
dent. The goal of adjuvant therapy after 
surgery is to kill any cancer cells that 
might be elsewhere in the body and to 
keep cancer from recurring.

Q: What’s my chance of surviving 
this cancer with each type of 
surgery? Does the type of sur-
gery affect whether the cancer 
can come back?

A: In deciding which type of surgery to 
have for early-stage breast cancer, the 
choice is not between saving your 
breast and saving your life. Women 
with early-stage breast cancer who 
have breast-sparing surgery live just as 
long as those who have mastectomy. A 
woman’s life expectancy is the same no 
matter which surgical choice she makes.

When women are told that the survival 
rates of both approaches are the same, 
they might be surprised or skeptical. 
Some women assume that breast can-
cer won't return if the whole breast is 
removed. However, some breast tissue 
is left behind even after mastectomy, 
and cancer can recur in that tissue or on 
the nearby chest wall. For women with 
early-stage breast cancer who choose 
breast-sparing surgery, research clearly 
shows that radiation therapy after sur-
gery lowers the risk of recurrence. The 
risk of cancer returning in the same 
breast is low. Yet, even if breast cancer 
does recur in the same breast, that does 
not reduce a woman's chances for a 
healthy recovery. As was already noted, 
the chance of survival is not affected 
by the choice of surgery. However, a 
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recurrence in the same breast could 
require more surgery, and a woman 
may decide to have a mastectomy at 
that time.

The type of surgery does not affect the 
risk of cancer in the healthy breast or 
elsewhere in the body.

Q: How do I decide which surgery 
is right for me?

A: The choice is not an easy one to make. 
You must consider the medical opin-
ions of the team of doctors involved in 
your care. Your doctors will consider 
many factors, including your overall 
health, in making recommendations 
and can explain the risks and benefits 

of each approach. Speaking with several 
doctors might also help you in your 
decision-making. For instance, a plas-
tic surgeon can explain how different 
reconstruction methods might affect 
the look and feel of your breast. A radi-
ation oncologist might help put the risk 
of recurrence in perspective. And of 
course, your feelings matter too. Ample 
discussion with doctors and loved ones 
will help you to sort through all these 
factors and come to a decision you can 
be content with.

The following sections provide a more 
in-depth look at breast-sparing surgery 
and mastectomy. This information 
might help a woman make a choice 
about surgical treatment.

 Questions about breast-sparing surgery with radiation

Q: If I choose breast-sparing surgery, how much of my breast has to be 
taken out?

A: In a lumpectomy the surgeon removes the cancer and a small amount of surround-
ing normal tissue but leaves most of the breast intact. With other types of breast-
sparing surgery, somewhat larger areas of the healthy breast are removed. This dis-
tance between the outer edge of the tumor and outer edge of the normal tissue sur-
rounding it is known as the margin. The goal of breast-sparing surgery is to obtain 
clear, or clean, margins — that is, a band of normal breast tissue around the entire 
tumor that is completely free of cancer. This dictates how much breast is ultimately 
removed.

Q: Will breast-sparing surgery affect the look of my breast? What will 
the scar look like?

A: How the breast looks after surgery will depend on the size of the cancer compared 
to the size of the breast and the amount of healthy breast tissue that is removed. 
The appearance of the scar depends on the type of surgery and the location of the 
cancer. Your doctor can give you an idea of how breast-sparing surgery may affect 
the look of your breast. If your doctor says that breast-sparing surgery is an option 
for you, then he or she expects that the cancer plus a margin of normal tissue can be 
removed with a good cosmetic outcome.
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Q: Will I still have feeling in my breast after breast-sparing surgery?
A: Most women who have breast-sparing surgery followed by radiation therapy will 

still have sensation in the breast.

Q: What does radiation therapy after breast-sparing surgery involve?
A: Radiation therapy is usually performed as an outpatient procedure over a period 

of at least 5 weeks. Some women are not able to make that commitment. Some 
women live far from radiation facilities or can't afford to take the time for daily 
treatments. Others may have health conditions such as pregnancy, lupus, or heart 
disease, that prevent them from undergoing radiation. Since radiation therapy low-
ers the risk of recurrence for women who choose breast-sparing surgery, patients 
and their doctors must consider the requirements for radiation therapy before 
deciding which surgical option is best for them.

Q: Why do I need radiation therapy if the tumor is removed with clear 
margins?

A: Women who have radiation therapy after breast-sparing surgery are less likely to 
have cancer come back in the same breast than women who have breast-sparing 
surgery without radiation.

Q: What are the chances of the cancer coming back if I have breast-
sparing surgery with radiation? If I decide on a breast-sparing sur-
gery with radiation, how can you be sure there are no other "spots" 
in the breast?

A: Most women who have breast-sparing surgery followed by radiation will not have 
cancer recur in the same breast. In studies, recurrence rates within 10 years of breast-
sparing surgery followed by radiation range from 4 percent to 20 percent. This might 
seem like a big range. But keep in mind that cancer that recurs in the same breast can 
be treated and does not affect chances of a healthy recovery compared to mastectomy. 
Another thing to keep in mind is that doctors suggest breast-sparing surgery only if 
they feel it offers a very good chance of removing all of the cancer. Obtaining a clear 
margin is one way the surgeon can lower the risk of recurrence. Radiation also lowers 
the risk of the cancer recurring in the same breast.

Q: What are the side effects of breast-sparing surgery? What about the 
side effects of radiation? I hear it makes the breast hard.

A: When considering what kind of surgery to have, it is important to know that there 
are potential side effects common to all surgical procedures. Any surgical procedure 
carries a risk of infection, poor wound healing, bleeding, or a reaction to the anes-
thesia. Also, pain and tenderness in the affected area is common, usually only in the 
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short term. Because nerves may be injured or cut during surgery, most women will 
experience numbness and tingling in the chest, underarm, shoulder, and/or upper 
arm. Women who undergo breast-sparing surgery usually find these changes in 
sensation improve over 1 or 2 years, but they may never completely go away.

Radiation therapy can cause side effects, such as fatigue or skin irritation. These 
side effects tend to be mild. Radiation therapy can cause a skin condition that looks 
like sunburn. This usually fades, but in some women it never goes away completely. 
Some women do find that radiation makes their breast feel hard or firm. Again, this 
may last just a few months, or longer.

Removal of lymph nodes under the arms may be performed. This can lead to pain 
and arm swelling, called lymphedema, which can last a long time and be debilitating.

Keep in mind that the side effects of treatment vary for each person. Some women 
may have many side effects or complications, others may have very few. Pain medi-
cation, physical therapy, and other strategies can help women manage side effects 
and recovery.

Q: I heard that radiation can cause cancer. Will it increase my risk for 
other cancers?

A: Radiation therapy has improved greatly through the years, and the doses are much 
lower than they used to be. The risk of another cancer due to radiation therapy to 
the breast is very small. The bottom line is that women who have radiation therapy 
after breast-sparing surgery are less likely to have cancer recur in the same breast, 
and they live just as long as women who undergo mastectomy without radiation.

Q: If cancer recurs in the same breast after having breast-sparing sur-
gery followed by radiation, will I need a mastectomy then? Will I be 
able to have breast reconstruction even though I have had radiation?

A: Cancer that recurs in the same breast usually is removed with surgery. Most often 
a mastectomy is performed at that time, because radiation is not recommended a 
second time. Breast reconstruction is possible after previous radiation therapy, but 
the surgery may be harder to perform. This issue should be discussed with a plastic 
surgeon.
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 Questions about mastectomy

Q: Can I have breast reconstruction at the same time as my mastec-
tomy?

A: Most women can undergo at least part of a breast reconstruction procedure at the 
same time as their mastectomy. Breast reconstruction can be done later as well. For 
some kinds of reconstruction, more than one surgery is needed. Women should 
have a full consultation with a plastic surgeon before deciding between mastectomy 
and breast-sparing surgery. The plastic surgeon can explain the different breast 
reconstruction methods, including possible complications. This information can 
help a woman make a choice about surgical treatment.

Q: Can I have a mastectomy without removing the nipple? What about 
the breast skin?

A: Most surgeons recommend removal of the nipple because cancer cells can grow 
there. Nevertheless, with some types of cancer that are not located near the nip-
ple, it is possible to undergo a type of mastectomy in which the nipple is saved. 
However, this nipple-sparing surgery is rarely done. A nipple-sparing mastectomy 
is more likely than a total mastectomy to leave breast cells behind that could later 
become cancer. Moreover, because the nerves are cut, neither the nipple nor the 
breast will have the same sensations after any type of mastectomy that they had 
before the surgery.

When breast reconstruction is done at the same time as the mastectomy, the sur-
geon often is able to save most of the breast skin to use in the reconstruction.

Q: With reconstruction, can I change the size of my breasts? Can the 
plastic surgeon make the other breast match? Can the plastic sur-
geon make the breast look natural? Will I have any feeling in the 
reconstructed breast?

A: In many cases, a plastic surgeon can change the size of the breasts. Sometimes, sur-
gery on the healthy breast also is needed so it will match the reconstructed breast. 
Reconstruction using a woman's own tissue often looks more natural than with 
implants, which tend to be higher and rounder than a natural breast. With tissue 
f lap surgery, the breast is reconstructed using muscle, fat, and skin from other parts 
of the body, such as the abdomen or back. Tissue f lap surgery is more complex than 
reconstruction with implants. Women who have had a mastectomy with recon-
struction — either with implants or her own tissue — will not have much (or per-
haps any) sensation in their breasts, because the nerves to the breast skin have been 
cut. And, although nipples can be reconstructed, they will not have any sensation.
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Q: What are the side effects of mastectomy? What about breast recon-
struction?

A: When considering what kind of surgery to have, it is important to know that there 
are potential side effects common to all surgical procedures. Any surgical procedure 
carries a risk of infection, poor wound healing, bleeding, or a reaction to the anes-
thesia. Also, pain and tenderness in the affected area is common, usually only in the 
short term. Because nerves may be injured or cut during surgery, most women will 
have numbness and tingling in the chest, underarm, shoulder, and/or upper arm.

Removal of lymph nodes under the arms may be performed. This can lead to pain 
and arm swelling, called lymphedema, which can last a long time and be debilitating.

Breast reconstruction after mastectomy often requires multiple additional surgeries 
and significant recovery time. Companies that make breast implants have informed 
the FDA that 1 in 4 patients whose breasts were reconstructed with implants have 
at least one additional surgery within 3 years. With tissue f lap surgery, healing can 
take a long time, and pain can last for months.

Keep in mind that the side effects of treatment vary for each person. Some women 
have many side effects or complications, others may have very few. Pain medica-
tion, physical therapy, and other strategies can help women manage side effects and 
recovery.

Q: If I have a mastectomy, does that mean I won’t need other treat-
ment after surgery?

A: Not necessarily. Some women with early-stage breast cancer who have mastectomy 
might also need radiation therapy, chemotherapy, or other treatment.

Q: I have breast cancer in my fam-
ily. Should I choose the more 
aggressive treatment? Should 
I have surgery to remove my 
healthy breast to keep from get-
ting breast cancer in it? Should I 
have genetic testing?

A: Most women who have breast cancer 
in their families will never get the dis-
ease themselves — even if a mother or 
sister has died of breast cancer. The risk 
is higher for women who are known 
to have a harmful mutation in either 
the BRCA1 or BRCA2 gene than in 
women with "breast cancer in their 
families" who don't have a mutation in 
one of these genes. But even women 

with a harmful BRCA1 or BRCA2 
mutation may never get breast cancer.

Although a family history of breast 
cancer increases your risk of breast can-
cer, it is not necessary to choose more 
aggressive treatment or more radical 
surgery just because you have a family 
member with breast cancer. For most 
women, family history alone should 
not inf luence the decision about which 
type of surgical treatment to have for 
early-stage breast cancer.

Women who have a family history of 
breast cancer do have an increased risk 
of getting breast cancer in their healthy 
breast. Sometimes these women decide 
to have the healthy breast removed to 
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lower their risk of cancer in the future. 
Occasionally, women with a known 
harmful BRCA1 or BRCA2 muta-
tion or a strong family history of breast 
cancer decide to have both their breasts 
removed as a preventive measure, even 
if they have never been diagnosed with 
breast cancer. Preventive mastectomy 
reduces the risk of future breast can-
cer, but it does not eliminate the risk 
completely because cancer can occur in 
any remaining breast tissue or on the 
chest wall. The disadvantage is that the 
surgery will be unnecessary for many 
women who choose it, because many 
women who have a breast removed as 
a preventive measure would never have 
gotten breast cancer even if the breast 
(or both breasts) were not removed. 
Women thinking about preventive 
mastectomy should get a second profes-
sional opinion before taking this step.

Instead of surgery, hormonal therapies 
can be used to reduce the risk of breast 
cancer among women at high risk of 
the disease. These include the drugs 
tamoxifen for women older than 35 and 
raloxifene for postmenopausal women. 
These drugs have side effects, and 
women should discuss the benefits and 
risks with their doctors.

Women with a known harmful BRCA1 
or BRCA2 mutation also have a higher 
risk of ovarian cancer and sometimes 
elect to have the ovaries removed to 
prevent ovarian cancer. Removing the 
ovaries also decreases the risk of breast 
cancer in women who have not reached 
menopause.

Women with early-stage breast cancer 
should talk to their doctors about the 
effect of family history on their own 
personal risk of a second breast cancer, 
as well as about risk-reducing strategies. 
Some women with a family history of 

breast and/or ovarian cancers might 
want to speak with a genetic counselor. 
A genetic counselor can talk about 
whether genetic testing for a BRCA1 
or BRCA2 gene mutation might be 
appropriate. This information might 
help a woman decide on breast cancer 
treatment and risk-reducing approaches, 
including preventive mastectomy and 
hormone therapy.

Q: I am worried about paying for 
treatment. Does one surgery 
cost more than the other?

A: Cost should not heavily inf luence a 
woman’s decision about which type 
of surgical treatment to have for early-
stage breast cancer. Breast-sparing 
surgery followed by radiation may 
have more short-term costs but less 
long-term costs than mastectomy. Yet, 
specific costs are unique to each woman 
and her treatment needs. Contact your 
insurance company to find out what 
part of the costs you might have to pay. 
If you don’t have insurance or need 
financial help, there are government-
sponsored and private programs to help.

Q: I know that some women have 
arm swelling and pain after 
breast cancer surgery. Why 
does this happen?

A: Many women treated for breast can-
cer have arm swelling and pain, called 
lymphedema (LIM-fih-DEE-muh). It 
can happen after surgery to remove 
the underarm lymph nodes. Radiation 
therapy to the lymph nodes also can 
cause lymphedema. And other factors, 
such as being overweight and the loca-
tion of the tumor, also can affect risk. 
Lymphedema may develop within days 
or many years after treatment. It can 
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cause long-term physical, emotional, 
and social problems for women.

The risk of lymphedema goes up with 
the number of lymph nodes removed.  
When both surgery to remove the 
underarm lymph nodes and radiation 
therapy are performed, lymphedema 
can affect up to 48 percent of patients.

Because lymph node status is needed to 
determine the stage of a woman’s breast 
cancer, most women diagnosed with 
breast cancer will need to have some 
lymph nodes removed no matter what 
surgical treatment they choose.

Many doctors are now using sentinel 
lymph node (SLN) biopsy, which lessens 
the risk of lymphedema because fewer 
lymph nodes may need to be removed 
than with axillary lymph node dissec-
tion. The results of studies looking at 
SLN biopsy are promising. Additional 
studies are still evaluating the outcomes 
of SLN biopsy, including whether it 
affects survival. Many women elect to 
have SLN biopsy, and women interested 
in SLN biopsy should ask their doctors if 
it is available to them. Women who have 
SLN biopsy should make sure it is done 
by an experienced team.

Q: Will I need treatment after sur-
gery?

A: Some women have treatment after sur-
gery to increase the chances of a cure. 
This is called adjuvant therapy. It includes 
radiation therapy, chemotherapy, hor-
mone therapy, and new therapies being 
studied. The type of adjuvant therapy 
a woman’s doctor may recommend 
depends on many factors, such as cancer 
stage, the type of cancer she has, and 
whether she has reached menopause. 
Sometimes, a combination of treat-

ments is recommended. You can talk 
to your doctor about the benefits, risks, 
and side effects of the adjuvant therapy 
recommended for you.

Radiation therapy uses high energy 
x-rays or other types of radiation to kill 
cancer cells or to keep them from grow-
ing. Breast-sparing surgery should be 
followed by whole breast radiation ther-
apy to the saved breast. Some women 
who have mastectomy also might need 
radiation therapy to the lymph nodes 
near the breast and the chest wall.

Chemotherapy uses drugs to kill can-
cer cells or to stop them from dividing. 
In some cases, chemotherapy is used 
before surgery to shrink the size of a 
tumor so that a woman can have breast-
sparing surgery. This is called neoadju-
vant chemotherapy.

Hormone therapy is used for breast 
cancers that are estrogen receptor-positive. 
This means that the female hormone 
estrogen stimulates this type of breast 
cancer to grow. Hormone therapy stops 
cancer cells from growing by reducing 
the production of hormones or block-
ing their action. Hormone therapy is 
not indicated if breast cancer is estrogen 
receptor-negative. Hormone therapy 
includes:

 • Tamoxifen (tuh-MOK-suh-fen) — 
A drug that blocks estrogen’s action. 
Tamoxifen slightly increases the risk 
of blood clots and uterine cancer in 
women who have a uterus. It is usu-
ally taken for 5 years.

 • Aromatase (uh-ROH-muh-tayz) 
inhibitors — Drugs that decrease the 
production of estrogen. It is given to 
some postmenopausal women who 
have hormone-dependent breast 
cancer. This is breast cancer that 
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needs estrogen to grow. Aromatase 
inhibitors are taken for 5 years. 
Women who take tamoxifen often 
take an aromatase inhibitor after the 
tamoxifen treatment is done. 

 • Ovarian ablation (oh-VAIR-ee-uhn 
uh-BLAY-shuhn) — Surgery, radia-
tion, or drugs stop the ovaries from 
making estrogen in premenopausal 
women.

New cancer treatments are being stud-
ied. Some women with early-stage 
breast cancer may be able to benefit 
from new cancer treatments by taking 
part in clinical trials. Clinical trials are 
done to find out if new cancer treat-
ments are safe and effective or better 
than the standard treatment.

Q: These are some other questions 
that breast cancer patients com-
monly ask their doctors: What's 
your recommendation? What 
treatment would you recom-
mend if I were your wife/sister/
daughter? What do most of your 
patients in my situation decide?

A: Many doctors will answer these ques-
tions honestly. However, a doctor's 
opinions may be affected by his or her 
age, training, and other personal inf lu-
ences. For example, research shows 
that older doctors, male doctors, doc-
tors working in community hospitals, 
and doctors in the South and Midwest 
are more likely to perform mastecto-
mies. Younger doctors, female doctors, 
doctors working at university medical 
centers, and doctors working in the 
Northeast are more likely to perform 
breast-sparing surgery.

These differences are probably related 
to the kind of training a doctor has had. 
Doctors who were trained within the 

last 20 years, and work at university-
based medical centers, may be more 
aware of the recent research indicating 
that survival is the same for breast-spar-
ing surgery and mastectomy, and may 
have received more training on how 
to perform breast-sparing surgery and 
sentinel lymph node biopsy. However, 
there are certainly older doctors and 
doctors at community hospitals who 
are very well-informed about current 
treatment options and well-trained to 
perform them.

It is important for you to feel comfortable 
discussing your preferences and partici-
pating in the decisions about your surgical 
treatment. Research shows that women 
are happier if they help make treatment 
decisions, rather than simply following 
their doctor's recommendations.

Q: What happens when each treat-
ment ends? How often do I see 
you?

A: These are questions that each woman 
should ask, and doctors should be 
prepared to answer. Several kinds of 
doctors and health professionals are 
involved in the treatment of breast can-
cer, and this should be clearly explained 
to the patient.

Q: Should I get a second opinion?
A: Your cancer treatment involves several 

important decisions. A second opinion 
may help you feel more confident in 
your decision-making. Well-qualified 
doctors welcome a second opinion and 
can give you the name of another sur-
geon, radiation oncologist, or medical 
oncologist. In fact, health insurance 
often will pay for, and even requires, a 
second opinion if treatment is involved. 
And, feel free to ask your doctor for 
copies of your medical records. n
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For more information
You can find out more about breast cancer by contacting womenshealth.gov at 1-800-
994-9662 or the following organizations:

National Cancer Institute, NIH, HHS
Phone Number(s): (800) 322-8615; (301) 
496-5583
Internet Address: http://www.cancer.gov/

American Cancer Society
Phone Number(s): (800) 227-2345; (404) 
329-7520
Internet Address: http://www.cancer.org/
docroot/home

National Breast and Cervical Cancer 
Early Detection Program
Phone number(s): (888) 232-6348
Internet address: http://www.cdc.gov/can-
cer/nbccedp

Susan G. Komen Breast Cancer 
Foundation
Phone number(s): (800) 465-6636
Internet address: http://www.komen.org

Breast Cancer Network of Strength
Phone number(s): (800) 221-2141
Internet address: http://www.networkof-
strength.org/

CANCER101 INC.
Phone Number(s): (646) 638-2202
Internet Address: http://www.cancer101.
org/
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