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1o Judy,
my wife of thirty-seven years

and my best friend
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intrigued with breast cancer’s ability to reveal the subtle interactions be-
tween culture and science and how they feed off each other. Finally, in re-
cent years, breast cancer patients have faced a series of difficult, often con-
tusing treatment choices. All this seemed to have the makings of a good
book.

In 1984, just barely into the research, I began the painful exercise of
second-guessing myself. The tumor had recurred outside the radiated
field. Had I made the wrong choice? Was I going to die now? I wasn't sure.
Liver scans, bone scans, and lung x-rays revealed no metastases, but I was
unhappy about hitching another ride on cancer’s emotional roller coaster.
Still, I had my arm. M. D. Anderson offered me the same choice with the
same odds—radiotherapy or amputation. I agonized for several days and
then underwent another lumpectomy and 6,500 rads of electron beam
therapy. To no avail. By 1987 the sarcoma cells that survived inside the ra-
diation field had multiplied into a new tumor, manifesting themselves as
a painless, pea-sized lump on the top of my hand. M. D. Anderson sur-
geons and radiotherapists were prepared to give radiotherapy one more
chance, but I was not. I wanted the lump gone, even if my arm had to go
with it.

It did—a hand and fourteen inches of arm to rid me of an ornery,
one-centimeter clump of aberrant DNA. So now it’s 2001. I'm here but
my left arm is not. I lost the battle, but it appears as if I won the war. Al-
though I know nothing of what it is like to lose a breast, I do understand
the confusion of Hobson’s choices, the anxiety of confronting one’s own
mortality, and the trauma of saying goodbye to a body part. Bathsheba’s
Breast, I hope, will help others understand too.
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PROLOGUE

Flip a coin. Fifty-fifty. The twenty-year odds weren’t much better than
that. After more than a century of science and technology, the chances
of surviving breast cancer had not improved all that much since the 189os,
when William Stewart Halsted, the brilliant surgeon at Johns Hopkins,
developed the radical mastectomy. Before Halsted, the odds were only one
in ten. Even if the patient had her breast removed, invisible, residual cells
often remained behind, lurking in underarm lymph nodes, chest muscles,
or somewhere in the bloodstream, biding their time until multiplying
frantically into new tumors in new places. By removing the breast, the un-
derarm lymph nodes, and both chest muscles, all in what he called an “en
bloc resection,” Halsted lifted out many tumors-to-be, reduced local re-
currences of the disease, boosted survival rates, and earned himself a dis-
tinguished place in the annals of American science. He also left women
teeling wounded and handicapped, though alive. The twentieth century
did not produce any new Halsteds. Radiotherapy, chemotherapy, im-
munotherapy, and hormonal therapy came along, as did simple mastec-
tomies, superradical mastectomies, and lumpectomies, giving cancer pa-
tients more time but not yet certifiably improving those long-term,
twenty-year survival rates.

Nor had fear of the disease eased much over the years, or over cen-
turies and millennia for that matter. Breast cancer may very well be his-
tory’s oldest malaise, known as well to the ancients as it is to us. The
women who have endured it share a unique sisterhood. Queen Atossa and



Dr. Jerri Nielsen—separated by era and geography, by culture, religion,
politics, economics, and worldview—could hardly have been more differ-
ent. Born 2,500 years apart, they stand as opposite bookends on the shelf
of human history. One was the most powerful woman in the ancient
world, the daughter of an emperor, the mother of a god; the other is a
twenty-first-century physician with a streak of adventure coursing through
her veins. From the imperial throne in ancient Babylon, Atossa could not
have imagined the modern world, and only in the driest pages of classi-
cal literature could Antarctica-based Jerri Nielsen even have begun to
fathom the Near East five centuries before the birth of Christ. For all of
their differences, however, they shared a common fear that transcends
time and space.

Atossa’s father, Cyrus the Great, was the architect of Greater Persia,
and in §38 BCE, after conquering much of Asia Minor and Mesopotamia,
he crowned himself “King of Babylon and King of the Countries,” de-
claring sovereignty over the entire world. Atossa married Darius of Hys-
taspes, and their dynastic union produced a son, Xerxes I, who inherited
the mantle of emperor, expanded Persia’s reach, and evolved into a living
god. From her palaces in Babylon, Susa, and Ecbatana, Atossa basked in
imperial glory and attracted the reverence and adoration of an empire.
Aeschylus, the early Greek dramatist, hailed her as the “imperial consort
of Darius . . . . The wife, the mother of the Persians’ god.” For all the
splendor and power at her disposal, however, Queen Atossa harbored a
demon, a personal terror, a gut-twisting fear of breast cancer. All the
power and prestige of Persia, she worried, could not protect her. The dis-

ease respected no one, sparing neither rich nor poor.!

Jerri Nielsen, nicknamed “Duff” or “Dufty,” had more obscure, bu-
colic origins, growing up in Salem, Ohio, graduating from Ohio Univer-
sity with a degree in zoology, and completing an M.D. in 1977 at the Med-
ical College of Ohio. Eschewing the “female” specialties—pediatrics and
family practice—Nielsen specialized in emergecy room medicine. “Jerri
seemed more interested in . . . excitement,” recalled a medical school
classmate, “wanting to see the person who gets shot in the abdomen, not
the person who comes to be treated for their diabetes and hypertension.”
During her residency and first few years in a Cleveland, Ohio, emergency
room, Nielsen married and had three children.?

After a nasty divorce in 1998 and an unsuccessful custody battle,



Nielsen needed a reprieve, an adventure of some sort to distract her emo-
tionally from the recent traumas. A tour of duty as a physician at the Na-
tional Science Foundation’s Amundsen-Scott South Pole Station in
Antarctica seemed a perfect antidote. In October, she passed an exhaus-
tive physical that included thorough mammograms. As a physician and
as a woman, Nielsen understood breast cancer’s dangers. Fibrocystic
disease ran in the family, and when Nielsen was growing up, her mother
had undergone several biopsies for what proved to be benign lesions. Jerri
Nielsen suffered the same malady, lumps appearing and disappearing with
the rhythms of her menstrual cycle. “I had fibrocystic breasts,” she
explained, “and had found small breast lumps . . . . They were always
related to my menstrual cycle and went away after a few days.” Over time,
her alarm gave way to concern and caution, since women with fibrocystic
disease are more likely candidates for breast cancer than those without it.3

Nielsen’s concerns, however, did not match Atossa’s obsession. Some-
time around 490 BCE, the queen thought that the demon had come for
her. She noticed a lump in her breast. Atossa kept the news to herself,
hoping the growth was nothing, that it would go away. It did not. The
lump increased in size and finally ruptured, releasing a filthy, alarming dis-
charge. The lesion continued to grow, and Atossa went into hiding, stay-
ing away from Darius and bathing only in private, so her servants would
have nothing to gossip about. Even 2,500 years ago, breast disease terri-
fied women. Herodotus, the Greek historian, wrote that “so long as the
sore was of no great size, she [Atossa] hid it through shame and made no
mention of it to anyone.” Finally, she had no choice. Worried about death
and disfigurement, about sexual castration and the loss of her allure, with
the growth engulfing much of her breast, Atossa called on Democédes, a
Greek slave, for medical assistance.

Democédes examined the breast and seized an opportunity. He con-
fidently offered the queen a cure, just what she wanted to hear. But there
was a catch. He insisted that if he cured the breast, she must “grant him
whatever request he might prefer.” A skeptical Atossa, worried that the
slave wanted into her bedroom, inquired about the nature of the request,
and he assured her that “it should be nothing which she could blush to
hear.” As it turned out, he wanted to accompany a Persian scouting ex-
pedition to Greece, where he hoped to escape. Certain that the growth
was an abscess, not cancer, Democédes lanced it and bathed the wound in
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herbal potions. As expected, the infection subsided, the incision healed,
and Atossa, Queen of Persia, enjoyed a new lease on life. Like most
women who discover lumps in their breasts, she did not have cancer but
suffered instead from a painful but temporary infection, one of dozens of
benign breast diseases that, when treated, are not life-threatening. She
kept her part of the bargain. Democédes escaped Persia, and Atossa
eluded the demon.*

Jerri Nielsen did not. She had arrived at the South Pole late in No-
vember 1998 and fell quickly into the routine, making friends in the close
quarters of the South Pole. Her spirits, however, soon turned as cold as
the looming Antarctic winter. Early in March, barely three months after
arriving at the South Pole and six months after a clear mammogram,
Nielsen detected a small, hard lump in her right breast. There was no get-
ting off the South Pole for a trip to a major cancer center or teaching hos-
pital, no facilities at Amundsen-Scott for biopsy, surgery, radiation, or
chemotherapy. Aircraft cannot land at the South Pole in mid-winter
because of gale force winds, blizzards, and 100 degree below zero tem-
peratures. She was not one to panic. “My mammogram had been nega-
tive only six months ago,” she recalled, “so I wasn’t particularly worried. I
decided to keep an eye on the lump and wait a month to see if anything
changed.”

The lump changed, but for the worse. Breast lumps can be furtive and
sneaky, waxing and waning with menstrual cycles or hiding out in dense
tissues, appearing suddenly in spite of regular self-examinations and mam-
mograms. Over the course of the next six weeks, the lump did not go
away. In fact, it grew larger and more irregular, and Nielsen could detect
a second mass taking shape beneath the first. She relayed the news to the
National Science Foundation, and somebody leaked the story to the press.
The wire services picked it up, and Nielsen was soon fodder for newspa-
per headlines, prime time network television broadcasts, weekly news
magazines, and radio talk shows. At first she was only a “mystery” woman,
since her name had not been released, but sleuths in the news business
soon ferreted out her identity. Jerri Nielsen got her “fifteen minutes of
fame” the hard way, and it soon stretched into months.®

The National Science Foundation arranged for an Air Force C-141
Starfighter to fly over Amundsen-Scott and by parachute drop diagnos-
tic equipment and chemotherapy drugs. On July 11, 1998, the equipment



pumped.” Little time could be wasted on the ground. The temperature, at
65 degrees below zero, would soon freeze hydraulic fluids. Clad in a heavy
parka, Nielsen scurried aboard, and the Hercules took off again, having
spent only twenty minutes on the ground. One week later, her picture was
plastered on the cover of People Weekly. Soon after getting back to the
United States, Nielsen confirmed the rumors of breast cancer, and, des-
perate to get more hard data on her predicament, underwent a battery of
tests and made some hard decisions.’

At the beginning of the twentieth century, during William Stewart
Halsted’s day, breast cancer patients really had only one decision to
make—whether or not to undergo a radical mastectomy. The operation
offered many women hope for a cure, though at a terrible price, but pro-
ceeding without it meant certain death. At the end of the twentieth cen-
tury, howevcr, women cnjoyed new treatment options, none more impor—
tant than having a lumpectomy—removal of the tumor and the lymph
nodes under the arm—while leaving the rest of the breast intact. When
combined with post-surgical radiotherapy, lumpectomy did not improve
survival odds, but it did not reduce them either, and women who chose it
lived out their lives feeling less damaged and less wounded.

Nielsen opted for the lumpectomy, but her survival odds soon im-
proved dramatically. The preoperative battery of liver scans, bone scans,
MRIs, and CAT scans all proved negative, detecting no other tumors—
no deadly metastases—and raising hopes for a long life. Equally reassur-
ing, pathologists could find no cancer cells in the lymphatic tissues re-
moved from under her right arm. “It was almost unbelievable,” she later
wrote. “I felt like a death row prisoner, clutching my pardon.” For now at
least, Jerri Nielsen has become a breast cancer survivor.!°

So far. Breast cancer often seems to possess a mind of its own, con-
founding the architects of mortality and morbidity tables. There are no
guarantees, and breast cancer is no respecter of persons, as Linda Mc-
Cartney could certainly have testified. Paul McCartney, the forever boy-
ish heartthrob of the Beatles and global pop culture icon, and his wife,
Linda, had played cat and mouse games with the paparazzi throughout
nearly three decades of marriage, trying to protect their privacy and in-
sulate their four children from the public spotlight. Every family trip de-
manded careful tactical planning, and when they had to be alone, when



they could not stand one more interview or one more flashing camera,
they headed to “Santa Barbara,” a code name for their secluded desert
ranch outside Tucson, Arizona, where locals kept the McCartney secret.

When Linda was diagnosed with breast cancer, the McCartneys not
only had to address a host of medical issues but also negotiate a public re-
lations strategy. In December 1995, during a routine physical and a mam-
mogram, her physicians discovered a small, malignant lump. She decided
on a lumpectomy with follow-up chemotherapy and radiotherapy. She lost
weight and her hair but bounced back quickly from the ordeal. Since the
disease seemed to be at such an early stage, the McCartneys went public
with the diagnosis and began what they thought would be a routine re-
covery and imminent return to Linda’s successful publishing and photo-
graphic career.

Unbeknownst to anybody, the disease had already metastasized. Early
in March 1998, just when Jerri Nielsen first discovered her lump, Mc-
Cartney learned during a routine checkup that tumors studded her liver.
The McCartneys guarded that news carefully, sharing it only with trusted
friends and family. Actually, Linda was doomed. She was about to un-
dergo what Jerri Nielsen’s oncologist had described—a metastatic recur-
rence within five years followed by rapid decline. Nothing in the black bag
of American technology could save her. McCartney spent her last days
at “Santa Barbara,” smelling desert flowers, riding horses, and enjoying
her family. On April 17, 1998, she died there. A confirmed vegetarian, she
had eaten carefully over the years, exercised regularly, and taken good care
of herself. She had money, a loving family, and all the trappings of success
and celebrity. “The McCartneys had all the money in the world,” re-
marked a visitor to Arizona when learning of her death. “Enough to af-
ford their privacy. Enough to give them a beautiful view. But all the money
in the world wasn’t enough to keep her alive.”!

In 2001, more than 1.8 million women in the United States went to
their doctors worried about lumps in their breasts. Like Queen Atossa,
most learned, after careful physical examinations, mammograms, or biop-
sies, that they were just fine, that the lumps were not malignant, that they
could proceed with their lives unscathed. But approximately 175,000, like
Jerri Nielsen, received different news and began pondering their fates,
wondering whether they would ever see a son or daughter graduate from
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college, or cradle a tiny grandchild, or cash a Social Security check,
whether, like Linda McCartney, they were destined for premature graves.
Around the world in 2001, more than two million new cases of breast can-
cer appeared. In the entire history of the human race, if contemporary
Third World mortality rates can be extrapolated back over time, perhaps
25 million women have succumbed to the disease. Today, in doctors’ offices
scattered throughout the United States, five thousand or so women will
have lumps in their breasts examined. Like Atossa, most will have noth-
ing to worry about. They will sigh in relief and go about their business.
But five hundred will not. When the doctor delivers the news, each
woman will suck in a sharp breath and unwillingly hitch a ride on breast
cancer’s roller coaster.
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Since autopsies were not socially accepted until the seventeenth century,
tew physicians ever examined internal organs or understood much about
the biology of death. Breast cancer, on the other hand, was clearly visible,
progressing from a small lump to large tumors, wreaking havoc with the
breast and the body. Establishing a causal connection between breast tu-
mors and death was relatively simple.

Medical practitioners and patients the world over, today and eons ago,
have struggled with the disease. Egyptians of the New Kingdom—more
than 3,500 years ago—were the first. An anonymous surgeon, describing
“bulging tumors” in the breast, gave up easily, stating simply, “There is
no treatment.” Other surgeons advocated cutting out the tumor or cut-
ting off the breast. One of them was Aetios of Amida, the sixth-century
court physician to Justinian I and Theodora, emperor and empress of
Byzantium.

Justinian assumed the throne at Constantinople in 5277 upon the death
of his uncle, Justin I. Determined to recapture the ancient glory of Rome,
and praying that “God will grant us the remainder of the empire the Ro-
mans lost,” he sent his armies west, and they conquered North Africa,
Spain, and Italy. To the east, they brought much of Persia under Byzan-
tine control. Justinian codified Roman law, engineered a renaissance of re-
ligious arts, architecture, and literature, and presided over the greatest civ-
ilization of the West.

He also fell in love with Theodora, and their relationship scandalized
the empire. She was the most common of commoners, born poor and
raised by a widowed mother who encouraged her to work as a sexual ac-
robat at the Hippodrome circus, where chariot races and live sexual acts
entertained thousands. By her early teens, Theodora was a prostitute
known throughout Constantinople, if the Secrez History of Procopius is
accurate. Procopius, legal secretary to a Byzantine general, kept a journal
most of his life, recording his observations and court gossip. He described
some of Theodora’s behavior:

She had no sense of shame, and no one ever saw her embarrassed; rather,
without any hesitation she would perform the most shameful acts . . .. She
would expose naked those things, front and back, which it is customary to
keep unseen and hidden from men . . . . Never was anyone more addicted

to all forms of hedonistic gratification . . . . Often when she went to a bring-



your-own dinner party with ten or more vigorous young men for whom in-
tercourse was a constant occupation, she lay with all of them for the entire
night. When all of them were too exhausted to continue, she would sleep

with each of their servants.

Procopius no doubt exaggerated, but Justinian did become infatuated
with Theodora and set her up as his mistress in the House of Hormis-
das, a miniature palace near the Hippodrome. She was twenty-five and
the emperor-to-be forty-two. Justinian spent more and more time with
Theodora, ignoring his wife Euphemia. When Euphemia fell ill in 525,
the gossip became more vicious; Justinian’s enemies preached that “there
have been empresses who became harlots, but who ever heard of a harlot
becoming an empress?” When Euphemia died, Justinian married Theo-
dora the next day, preempting attempts to outlaw the union. Two years
later, upon his uncle’s death, Justinian and Theodora ascended to the
Byzantine throne. During the next twenty years, Theodora was completely
involved in the affairs of state. He was devoted to her, and she to him. After
all, Justinian had moved her overnight from Hippodrome whorehouses to
the splendor of the court. She had a gift for exposing court conspiracies,
unraveling political intrigues, and discriminating between sycophants and
supporters. Other than her frustration about not being able to produce an
heir to the throne, the two enjoyed a fulfilling life together.

It ended in 548. Theodora had discovered a lump in her breast. She
turned to Aetios of Amida, physician to the Byzantine court, a man Jus-
tinian and Theodora frequently consulted. He eschewed all pharmaco-
logical treatments for breast cancer. None was any good, he believed. His
ideas were well-known in Constantinople. Surgery was the only answer.
“I make the patient lie down,” he wrote, “and then I incise the healthy part
of the breast beyond the cancerous areas and I cauterize the incised parts.
Then I again incise and excise the breadth from its depths and I again cau-
terize the incised area. And I repeat the procedure often.” Aetios knew
that he had to remove a// of the diseased tissue; otherwise, the cancer
would recur. The tumor had to come out; the breast had to come off.

Always her own person, Theodora chose to die. The Hippodrome’s
most notorious actress had one final role to perform. She continued to
dress in her regal best and, with painkillers, attended to a full slate of im-
perial duties. Servants watched her face thin and her movements slow.
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Procopius wondered why “she treats her body with great care, more than
is needed. She enters the bath early, and after bathing goes direct to break-
fast. Then sleep lays hold of her for long stretches.” Her decline acceler-
ated. Pope Vigilius attended her near the end. Between chest-heaving
coughs and a severe burning in her throat, she hacked out a last confes-
sion, crying out at the end, as she pondered some of her past deeds, “I'm
frightened.” The pope lifted a sliver of cedarwood and put it to her nose.
“The tree is dead, but the fragrance will never leave the wood . . .. And if
this be true of the wood of a tree, is it not true of the life in our bodies?
Smell of it, my daughter.” Theodora did the pope’s bidding, sniffing the
cedarwood and accepting his blessing. She died in June 548.

Aetios of Amida did not know, nor do modern oncologists, the ori-
gins of breast cancer. Ancients were certain, however, that amputation of
the breast was usually not enough. They viewed cancer as a systemic, not
local, disease. Tumors were manifestations of more serious problems. Cut-
ting a tumor out might help temporarily, but most likely its first appear-
ance would soon be followed by an encore. Amputation did not address
the fundamental problem.

Hippocrates, the father of Western medicine, supplied the earliest,
and by far most enduring, description of breast cancer. Born on the island
of Cos around 460 BCE, he taught medicine in temples dedicated to As-
clepios, the Greek god of getting well. He postulated a “humoral” theory
for disease. Greek philosophers made few distinctions between the spir-
itual and temporal worlds; the two were just different reflections of a single
reality. Confident of intricate and tangible connections between the cos-
mos and the body, Hippocrates searched for biological counterparts to the
building blocks of nature: Air, Fire, Earth, and Water. He found them in
the body’s four humors, or fluids: blood, phlegm, yellow bile, and black
bile. The essence of life was “inner heat,” an energy produced by the heart
from food people consumed. The “inner heat” not only generated energy,
it also fine-tuned the body’s engine and balanced its fluid levels. When
the humors synchronized, not too much of one or too little of another,
good health resulted. Imbalances made people sick, and the body’s pro-
duction of vomit, diarrhea, blood, mucous, jaundice, fevers, and pus
proved the link between excess fluids and poor health.?

Cancer, he believed, erupted from an excess of black bile—“melan-
chole.” Given the appearance of advanced, untreated breast cancer, humoral
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Whether or not an abnormal swelling warranted surgery, Greeks ad-
vised subsequent treatments to address the systemic problem of too much
black bile. Galen harvested a cornucopia of pharmaceutical agents, in-
cluding opium, rhubarb, castor oil, olive oil, barley water, licorice, tur-
pentine, ammonium chloride, sulphur, zinc oxide, copper sulphate, va-
lerian, cinnamon, and a variety of salves and gums. Some were bizarre folk
remedies, such as burning three or five or seven (it had to be an odd num-
ber) river crabs, mixing the remains with Cyprian oil, applying the potion
to the tumor with a bird’s feather, and shouting incantations to the gods.
Galen’s favorite remedy, and an absolute prerequisite to restoring humoral
stability, was the lancet: tapping into a patient’s vein and draining blood
and excess fluids so the “inner heat” could stimulate humoral stability. He
prescribed expectorants to induce vomiting, laxatives to clear the bowel,
and bloodletting, all of which, he believed, relieved vascular pressures and
restored health.”

Within a century of his death, Galen was the godfather of medicine.
By the fourth century, his scientific treatises, widely disseminated and
widely read, formed the medical canon. But when the Roman Empire dis-
integrated and Europe broke up into hundreds of warring principalities,
so did medical knowledge. Galen disappeared into the dust of history, pre-
served only among learned scribes and physicians of the Arab and Byzan-
tine world. European medicine became the domain of witches, sorcerers,
shamans, monks, apothecaries, and barbers.?

The resurrection of Clarissimus Galen took more than a thousand
years. When monastic scribes translated Arab texts back into Latin in the
late middle ages, Galen’s star reappeared in the intellectual firmament.
Humoral theories returned, undiminished by a millennium of human ex-
perience. Physicians treating breast cancer searched for telltale black bile
and subjected women to pressure-relieving bleedings. Sometimes the
cures worked. Tumors might disappear within days or weeks, allowing
physicians and quacks alike to take credit for the recovery. What the an-
cients did not understand was that benign breast lesions, such as fibro-
cystic disease, can come and go, appearing and disappearing with the tides
of a woman’s menstrual cycle. Humoral practitioners succeeded in pre-
venting the deaths of healthy women with benign breast disease.’

When Anne of Austria, the queen mother of France, noticed a lump
in her left breast in 1663, she found herself at the mercy of physicians at



the University of Paris, a conservative institution steeped in Galenic tra-
dition. Anne, the Infanta Dofia Ana Maria Mauricia, had been born on
September 22, 1601, to King Philip III of Spain and his queen, Margaret
of Austria. She enjoyed an unusual childhood, at least for royal children,
because she saw a great deal of her parents. Anne was a bright and witty
girl, popular with adults and children. She was also strikingly beautiful,
considered by many to be the loveliest woman in Europe. Philip lavished
her with attention, wrote regularly when he was away, closely followed her
activities, and took great pride in her successes.!”

She was also genuinely religious, a trait learned from her mother.
Margaret of Austria, who supervised Anne’s education, was a pious
woman. They filled their days with chapel prayers, mass, school, and char-
itable visits to convents, hospitals, and charnel houses. Margaret revered
the Roman Catholic saints, especially those of Spanish, Italian, and Aus-
trian origin. She owned elaborate martyrologies and regularly read to
Anne stories of the saints’ lives. Margaret also preferred the company of
nuns; she enjoyed visiting convents, inviting nuns to the royal homes, and
counting nuns as her closest friends.

On November 25, 1615, when she was fourteen, Anne married Louis
X111, the fourteen-year-old king of France. It was a dynastic coupling, the
result of years of diplomatic maneuvering, a union of the Spanish Haps-
burgs and the French Bourbons designed to ensure stability in Europe and
peace in Christendom. Mere children, they found married life difficult.
The royal couple maintained separate residences at the Louvre in Paris;
Louis XIII spent most of the time with Albert de Luynes, a close friend
and advisor, while Anne had to deal with the machinations of Marie de
Medici, the queen mother, who exercised a dominating influence over her
son and, indirectly, over Anne.

Anne created a new life for herself in the Louvre, developing a close
circle of friends and finding comfort in the religious ceremonies required
by royal protocol and her own private devotions. Like her mother, she en-
joyed being around nuns. In 1618, during a visit to Valprofond, a Bene-
dictine convent outside Paris, Anne met Mother Marguerite de Sainte-
General, the abbess. The two women became lifelong friends. Anne
visited the convent often and enjoyed her time there so much that in 1621
she relocated it to Paris for convenience. She purchased property, paid for
half of the construction, and had a private apartment built there. The con-
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vent became known as Val-de-Grace—a haven of privacy, friendship, and
security.

The nuns at Val-de-Grace, with their royal patroness, enjoyed each
other’s company, debating court politics and engaging in political intrigue.
They attended chapel services twice a day and participated regularly in
confession and communion, but they also spent several hours each day in
the convent parlor, playing cards and billiards and gossiping about each
other or the latest tidbits from the royal palace. The nuns managed regu-
lar daily walks outside the convent, frequent visits to the homes of lay
women, and long journeys to other religious communities. In the convents
of Catholic France, and especially the Benedictine house at Val-de-Grace,
Anne of Austria found a community of women who brought meaning
into her life.!!

But she was still a queen, not a nun, and reveled in her beauty and
power. Although Anne was probably faithful to Louis XIII, she readily
flirted with court admirers and flaunted her sensuality—tiptoeing to the
edge of infidelity but never falling over the precipice. Rumors of Anne’s
alleged dalliances with Giulio Mazarin, the powerful French cardinal and
statesman, and George Villiers, the Duke of Buckingham, titillated court
society in Paris, and Anne, while self-righteously denying wrongdoing,
used the rumors to political advantage.

As the years passed, Anne’s relationship with Louis XIII became
more tenuous. Her apparent inability to produce an heir to the throne
complicated an already byzantine marriage, leaving Louis frustrated and
worried about the dynasty and the young queen obsessing about whether
he would send her packing to Spain. The infrequency of their sexual en-
counters, Anne’s irregular periods, and several miscarriages left the royal
couple childless. The fourteen-year-old bride had become a thirty-seven-
year-old matron, the barren wife of a resentful king.

But in 1637, Anne surprised the entire realm with news that she was
pregnant. The only explanation, she believed, was divine intervention; ac-
tually, Louis XIII had visited the Convent of the Visitation in Paris in De-
cember. Anne was coincidentally there. Because of stormy weather, he de-
cided not to continue his journey to Saint-Maur. He shared Anne’s bed
that night. Nine months later, on September 5, 1638, Anne gave birth to
the dauphin—the future King Louis XIV of France. A second son,
Philippe of Anjou, soon followed.



Another momentous development occurred four years later. In 1643,
Louis XIIT’s health failed him. His decline, probably due to intestinal tu-
berculosis, took several weeks, giving him enough time to plan the re-
gency. To the surprise of many, he named Anne regent until Louis XIV
was old enough to succeed to the throne. Louis XIII died on May 14, 1643.
When Anne learned of her husband’s death, she said prayers at the chapel
and walked across the garden to meet her children. There, in front of a
number of dignitaries, she approached and knelt in homage to her five-
year-old son, now her liege lord, King Louis XIV of France. Anne pre-
sided over a nine-year regency, a time in which she managed to preserve
the monarchy and grow close to Louis and Philippe. The regency ended
in 1653 with Louis’s coronation.?

Paris was not just the capital city of France in the seventeenth cen-
tury; it was the cultural and political center of the Western world, presided
over by Europe’s greatest prince—Louis XIV. He sat on the throne for
seventy-two years, assuming during his reign the aura of a demigod. Be-
fore moving to his personal palace at Versailles in 1682, the king shuttled
back and forth between a number of opulent country homes—he loved to
hunt—and the royal chateau outside of Paris. Few human beings in his-
tory have enjoyed such privilege. From the moment he arose in the morn-
ing until he fell asleep at night, Louis XIV was never alone. Retinues of
courtiers, sycophants, and servants shadowed his every move. In the
morning, they helped him out of bed, rubbing his body with rose water
and spirits of wine, shaving his face and brushing his teeth for him. They
pushed and shoved for the opportunity of watching their lord squat on
the chamber pot, then jockeyed about for the chance to remove the royal
effluence. All the while, Louis gazed out on the starstruck audience, nod-
ding imperiously. They watched reverently while he prayed and just as rev-
erently while he ate. Ambitious women jostled for a night in his bed, and
Louis XIV, enjoying gargantuan sexual appetites, accommodated them
all, always confident that he was doing them a favor.3

Flush with confidence and power, Anne presided over the grandeur.
The nodule she discovered in her left breast in 1663 came then as a sur-
prise. Anne knew only too well what she might be facing. She harbored
an acute dread of breast cancer, a fear born and bred in a lifetime of con-
vent visits. On many occasions, she had seen nuns in the end stages of the

disease. One visit at Val-de-Grace had been especially difficult. At a Good
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Friday service in 1647, Anne and her friend and confidante Madame de
Motteville visited the convent infirmary. Both witnessed a nurse change
the dressings of a dying nun. The smell of death was in the air. Cancer
cells not only divide rapidly, they also die rapidly, and when a patient is
laced with tumors, the body is riddled with dead, necrotic tissue. Those
tissues are rancid and rotten and emit a foul odor. To their horror, Anne
and de Motteville saw that a tumor had destroyed one side of the nun’s
torso, allowing a peek into her chest cavity. It was an unforgettable scene,
prompting de Motteville to record in her diary: “Having seen cancer in
nuns who died all rotted with them, she [Anne] had always had a horror
of this disease which she found so frightful even to imagine.”'*

When Anne noticed the lump, she tried to ignore it. The prospects
of losing her breasts, undergoing bleedings and purgings, and dying after
grotesque suffering terrified her. Madame de Motteville later wrote that
the decision “was the cause of her doom; for if in this beginning she had
looked for its cure, perhaps the unfortunate consequences would have
been easier to avoid.” Given the state of cancer treatment in 1663, post-
ponement probably did not kill Anne of Austria. She was already doomed.

Procrastination where breast cancer is concerned is at best a tempo-
rary measure; tumors assert themselves eventually, demanding attention
from their hosts. In May 1664, while partying at one of Louis’s glamorous
celebrations at Versailles, Anne felt a dull, nagging pain in her left breast.
She mentioned it to de Motteville, who urged her to inform Dr. Seguin,
a Spanish physician who had treated Anne for years. But the queen
mother delayed again, busying herself with family matters, charitable ac-
tivities, and religious devotions, visiting convents, schools, and hospitals,
all the while enduring the pain and trying to ignore it.

In October 1664, pain forced a decision. The ache in her breast sharp-
ened, leaving Anne weak and nauseous. Her complexion took on a yel-
lowish hue, perhaps because the tumor had spread to her liver. Anne put
up with the discomfort for another month, but in November she finally
let Seguin examine her. He immediately consulted Dr. Vallot, the king’s
personal physician. Both were alarmed at the condition of the breast.
Seguin had been trained by a devotee of Ambroise Paré, the legendary
barber-turned-surgeon who became court physician to Francis II, Charles

IX, Henry III, and Henry IV, kings of France. Attached to the French

army during the Italian campaigns of 1536, Paré one evening found him-



self on a battlefield littered with wounded men. Conventional wisdom in-
sisted that the wounds be detoxified with boiling oil. Paré went ahead with
the brutal treatments. Camp cooks melted lard over open fires and then
poured it into open wounds. But then they ran out of lard. The rest of the
wounded received a potion of turpentine, egg yolks, and rose oil. Paré
could hardly sleep that night, “fearing that I would find those to whom I
had not used boiling oil dead.” He rose “early to visit them, where beyond
my expectation I found those to whom I had applied my digestive med-
icine, to feel little pain, and their wounds without inflammation or tu-
mour, had rested reasonably well in the night; the others to whom was
used the said boiling oil [were] feverish, with great pain and swelling,
about the edges of the wound.” Paré never used boiling oil again, and
medical historians consider him a leading figure in the history of surgery.'®

But Paré had far more conventional opinions about cancer, and his
ghost still stalked the Paris medical school. He recalled his experience with
Mademoiselle de Montigny, a maid of honor at the royal court. It was clear
to Paré that her tumor was beyond surgery, so he took her to Dr. Houl-
lier, a distinguished faculty member, who treated her first with bleedings
and laxatives, then with a lead and quicksilver poultice. The tumor kept
growing, but Houllier continued the regimen, escalating it to include ap-
plications of hot towels, astringents, and salves. When the tumor ulcer-
ated through the skin, sending forth a flow of “black bile,” Houllier resorted
to “caustic powders.” Nothing did any good. Several months later, Paré re-
called, “the Lady grew restless . . . . The heart failed and death followed.”*¢

The medical faculty during Anne’s day remained convinced that
Galen had written the last page in medical science, that nothing remained
to be discovered, that medical students need only memorize the teachings
of the master at the feet of tenured, erudite, red-gowned teachers. They
worshiped humoral theory, readily accepting black bile as the culprit and
bleedings and purgatives as the antidotes, even if surgical removal of the
tumor was possible.!

When Seguin showed up to treat Anne, his black bag contained only
the remedies of Galen and Paré. Upon examining her, he hoped surgery
would be a possibility, even though it entailed enormous risks. Physicians
had no idea about bacteria and antiseptic procedures. Dirty hands and
bloody tools were the rule. Most surgery patients in the seventeenth cen-
tury experienced infection in the wound, and many succumbed to blood
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poisoning and streptococcus. The other risk was metastasis. Careless ex-
cision of a malignant tumor usually left behind, or even scattered about,
malignant cells destined to evolve into new tumors. Surgeons, ignorant
about cellular biology, had no idea they might increase the odds of local
recurrence and metastasis. When new tumors appeared near the site of
the original surgery, they blamed black bile. It was a moot issue for Anne.
Thirty seconds into his examination, Seguin knew she was not a candi-
date for surgery. The tumor, buried deep in the breast and stretching up
under her arm, was way too advanced.

In December 1664, Seguin and Vallot solicited a second opinion from
the dean of the medical school, who quickly pronounced her incurable. A
petty, self-possessed man who still employed astrological readings as di-
agnostic tools, the dean told Seguin and Vallot that Anne had nobody to
blame but herself. By eating whatever she wanted over the years, and not
following a regimen of periodic bleedings and purgings, she had inad-
vertently pushed her humoral fluids out of balance. Excessive black bile
caused the cancer, and excessive yellow bile explained her complexion.

Anne had studiously avoided prophylactic humoral treatments. No
doubt her reticence was at least partly rooted in her marriage. Louis XIII
readily submitted to colonic purging. Between July 1640 and June 1641, he
underwent 215 days of strong laxatives, 212 enemas, and 47 bleedings. He
repeatedly urged Anne to cooperate and attributed her infertility to her
refusal to comply. She was not about to give in. Anne felt healthy and
hated the fatigue accompanying bloodletting, vomiting, and diarrhea, and
in the power play of royal marriage, she took whatever victories she could.
Refusing his medical advice was a tiny, but sweet, revenge.®

But now Anne was at the mercy of doctors. Deeply disturbed about
his mother’s prognosis, Louis XIV told Vallot to do whatever he could to
prolong her life. The king sent messengers throughout France and Aus-
tria searching for antidotes. Vallot, certain a cure was not possible, hoped
to buy Anne some more time. In his own notes, he wrote: “The extent of
the queen mother’s disease, combined with her advanced age, gives great
reason to fear an unhappy outcome. Nevertheless, if the patient is still able
to take treatment, we do not despair of being able to give her relief and
keeping her alive for a number of years.” It was an objective any contem-
porary oncologist would understand: if a cure is not possible, keep the pa-
tient alive.



story was well known in the convents of Austria and Italy, giving hope to
nuns afflicted with the disease. Peregrine was destined to become the pa-
tron saint of cancer patients.??

Portraits of St. Agatha also adorned the walls of convent infirmaries.
Nuns revered her life and sacrifice. In the third century, Decius had as-
cended the throne of Rome after assassinating his predecessor, Emperor
Philip. Decius abhorred Christianity and unleashed a crusade against the
new religion. In Sicily, where Quintinian was Roman consul, the anti-
Christian mania was particularly acute. According to Roman Catholic
martyrologies, Quintinian fell in love with Agatha, a wealthy young
woman who had promised her virginity to Jesus. Spurned in his advances,
Quintinian went into a jealous rage, consigning Agatha to a brothel.
When Agatha remained true to her vow, he resorted to diabolical tortures,
strapping her to the rack and burning her at the stake. Finally, in what
he felt would be the ultimate indignity, he cut off her breasts. Miracu-
lously, according to the legend, Agatha survived the torture, and in the
middle of the night St. Peter appeared in a vision and restored her breasts.
She died in prison the next day, apparently on February 5, 251.%

Agatha became the patron saint of nurses, and nursing in early mod-
ern Europe was largely the domain of Catholic nuns in such orders as Sis-
ters of the Common Life, Poor Clares, and Sisters of Charity of St. Vin-
cent de Paul. Such lay sisterhoods as the Beguines labored as nurses.
Monks and priests abandoned such tasks, which they increasingly con-
sidered women’s work, in favor of New World missionary endeavors,
diocesan administration, and scholarship. By the seventeenth century, in
the medical world of Anne of Austria, nuns staffed the hospitals, hospices,
asylums, orphanages, and convent nursing homes of Europe.?

The cult of St. Agatha blossomed in the sixth century. Pope Gregory
I consecrated a church in her name late in the 590s, and by the thirteenth
century Roman Catholics in Sicily, Italy, Austria, southern Germany, and
eastern France regularly blessed bread, candles, and fruit in her name. Be-
ginning in the early fourteenth century, artists depicted St. Agatha car-
rying her severed breasts on a plate, offering them up to persecutors of the
Lord, where they might satisfy a lecher’s hunger but never his lust. Other
portraits depicted Agatha looking plaintively to heaven during the muti-
lation. Permutations on the St. Agatha martyrdom became common in

the Middle Ages, especially in Italy, where each village needed its own pa-
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tron saint. St. Lucy, a fourth century Sicilian martyr who refused to sur-
render her dedicated virginity, also spent time in a brothel before having
her eyes cut out. Sometimes, in the Italian villages revering her as their
patroness, St. Lucy was depicted as cutting off her own breasts rather than
submit to the sexual depredations of her tormentors.?

A thousand years later, in the seventeenth century, court fashions en-
throned the breast on an erotic pedestal. During the transition from the
sixteenth century, dress design evolved; sleeves blossomed and skirts ex-
panded over multiple petticoats. Bodices tightened and necklines plunged,
exposing neck, collarbones, and shoulders. At gala court parties, women
tightened corsets, pushing their breasts higher and forcing them close to-
gether, creating a long, visible cleavage and revealing every square inch
of flesh above the areola. Throughout her life, Anne had taken more than
a little pleasure in her body. She was the most fashionable of the fashion-
able, and her gowns allowed for an ample display. For a finishing touch,
she often wore a necklace with a crucifix as a pendant, the cross resting
just above her cleavage.?

Now, however, like St. Agatha and St. Lucy, Anne of Austria no
longer basked in physical beauty. Anne even felt she was, in some ways,
dying their deaths. Just as St. Agatha and St. Lucy had lost their breasts,
and their beauty, to the knife, Anne lost hers too, many times over, day
after day for more than five months, as Allot carved away at the mortify-
ing tumor. Anne believed there was a purpose to her suffering. Just as St.
Agatha’s martyrdom had encouraged generations of Catholic women to
protect their virtue, she knew there was a lesson for others in her suffer-
ing. In the grand ceremony of seventeenth-century death, Anne symbol-
ized how all worldly vanities come to an end, and how to endure a penance
cheerfully.

The irony of Anne’s demise was not lost on anybody in the court of
Louis XIV. In a world of pomp and grandeur, she sat at center stage. With
the snap of her fingers, the blink of an eye, she commanded wealth, re-
spect, deference, and obedience from priests and popes and peasants and
princes. But death was the great leveler. Madame de Motteville spoke with
Anne about the end of life. “It was difficult,” she later wrote, “to see so
great a princess in such a condition without having the nothingness of cre-
ated beings brought strongly to mind, and how all human aid is useless
when it pleases God to destroy the highest ranking persons in the world.”



Anne found it particularly humiliating to be dying of breast cancer; it
made her feel dirty. She was a fastidious woman, bathing regularly, chang-
ing her underwear daily, luxuriating in the most exquisite perfumes, and
wearing only the finest fabrics. The ulcerating tumors discharged so much
“black bile” and repulsive odors that when her bandages needed chang-
ing, servants covered her nose with heavily perfumed handkerchiefs and
sprinkled perfumes in the air in a vain attempt to subdue the smell. A gen-
tleman friend, trying to console Anne, sympathized with her plight,
telling her that the disease was “a great inconvenience, especially for You
who loves perfumes, because at the end these illnesses stink terribly.”

There was more than humiliation to Anne’s artes moriendi; she be-
lieved she also had to pay for her vanity. God was punishing her, and the
price was accepting her fate with grace and submission. She occasionally
wondered about it all. De Motteville remembered Anne’s speculations:
“Often she said she never would have believed her destiny would be so
different from that of other creatures; that people only rotted after death,
but as for her, God had condemned her to rot alive.” But she subdued the
anger and submitted. “God wishes to punish me,” she said to de Motte-
ville, “for having loved myself too well and having cared too much about
the beauty of my body.” When her son Philippe of Anjou expressed the
wish that he could assume his mother’s pain, Anne rebuked him: “My son,
that would not be just. God wants me to do penance: I now must com-
ply with what he ordains; I am the one who must sufter, not you.”

Toward the end, priests and nuns consoled Anne, referring to the suf-
fering of the saints, likening her demise to the deaths of St. Agatha and St.
Lucy, and finding a martyrdom for her in the pain and indignity of breast
cancer. Wealth, power, and physical beauty meant nothing to her now.
Anne had a simple hope: “What I suffer will no doubt help my salvation; I
hope that God will give me the strength to endure it with patience.”

God apparently did. Anne chose to die at Val-de-Grace, under the
portraits of St. Agatha and at the hands of her beloved nuns. She was car-
ried into Val-de-Grace on a portable bed. After a few days, Louis XIV
decided the convent was too inconvenient for a death vigil, and they per-
suaded her to take an apartment in the Louvre. Louis filled the bedroom
with new furniture—a bed hung with her favorite patterned blue velvet
and matching chairs and stools—and re-carpeted the hallways to muffle
annoying sounds. Physicians, courtiers, nuns, servants, priests, and sons
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her demands. The tirades embarrassed and annoyed him. The house he
purchased for her in Fredericksburg became badly run-down, an eyesore
compared to the other neat homes on Charles Street and a source of gos-
sip. Mary consistently spent more money than George budgeted for her,
and when he did not supplement her accounts, she spread rumors that
he was unwilling to help his own mother. On one occasion, he sent her
money and complained: “It is really hard on me when I am viewed as a
delinquent, and considered perhaps by the world as an unjust and undu-
tiful son.”

His decision to lead the fight against the British also irritated her. In
1782 Louis de Clermont-Crevecoeur, a French soldier, visited Mary Wash-
ington just to get a look at the mother of America’s hero. After the visit,
he wrote in his journal, “Fredericksburg is where General Washington’s
mother lives. We went to call on her but were amazed to be told that this
lady, who must be over seventy, is one of the most rabid Tories. Relations
must be very strained between her and her son, who will always be the
right arm of American freedom.”

Indeed, they were strained. Mary griped constantly, condemning the
rebellion, praising the British, and insisting that George reconsider his
loyalties. It mattered little that her son was revered as the father of the new
country, a man of distinguished bearing and extraordinary courage. All
Mary wanted was more money and George’s willingness to do her bid-
ding. In thirty years, she never visited his home at Mount Vernon, even
though it was only forty miles away. For his part, he saw his mother only
when absolutely necessary.

In 1787 it became absolutely necessary. On April 26, the day before
Wiashington was scheduled to depart for Philadelphia to attend the Con-
stitutional Convention, he received a letter from his sister, urging him to
come home as soon as possible. His mother was suffering from breast can-
cer. Describing the situation, he wrote: “I am called by an express, who as-
sures me that not a moment is to be lost, to see [my mother] in agonies
of Death.” He was at her side in a few days, but he despaired of her con-
dition, convinced that she “cannot long Survive the disorder which has re-
duced her to a skeleton.” He misjudged her toughness. Mary survived for
two years, more time to harass him. He visited twice more, once in June
1788 when she needed money and again in March 1789, a month before he
was inaugurated president.



Four months after Washington’s last meeting with his mother, an ur-
gent letter arrived at the office of Benjamin Rush in the Pennsylvania
Hospital of Philadelphia. Rush was the most famous physician in the
country, a confidante of Benjamin Franklin, Thomas Jefferson, John
Adams, Thomas Paine, George Washington, and John Hancock, as well
as a Revolutionary hero in his own right. Elisha Hall, a doctor practicing
in Fredericksburg, wanted to know about the alleged healing powers of
one Hugh Martin, whose “special powder” was said to cure cancer. Hall
had applied the powder to Mary Washington’s breast, but it was not work-
ing. She was steadily deteriorating. When Hall learned that Martin had
once been Rush’s student, he wanted to check out Martin’s credentials and
the efficacy of “Hugh Martin’s Powder.”

Rush’s response, written several days later, reflected twenty years of
treating cancer. An intellectual prodigy who had entered the College of
New Jersey (later Princeton) at the age of twelve, he flirted briefly with
the law but then decided on medicine, apprenticing with John Redman,
a surgeon at Pennsylvania Hospital. Rush worked with him for five years
and finished the apprenticeship in 1766. Redman encouraged Rush to
head for Europe, especially London and Paris, to learn the latest medical
theories and techniques.

A European tour was the last step in the education of well-to-do
Americans. Europe was an intellectual beacon, the place to balance the
pragmatic training of the New World with the sophistication of the Old.
And the Enlightenment was well under way. Faith in science had never
been higher, and optimism about conquering nature and human frailties
abounded. Rush arrived at the University of Edinburgh in the summer of
1766. He studied there for two years, attending hundreds of lectures by
physiologists, anatomists, botanists, and physicians. He earned a medical
degree and studied chemistry under Joseph Black, the father of quantita-
tive analysis. Black passed on to Rush a passion for subjecting every phar-
macological remedy to rigorous chemical examination.

In September 1768, Rush left for London. Galen’s ghost no longer
haunted Europe’s leading medical schools. By the 1760s, no physician with
any self-respect offered black bile diagnoses. The death of humoral theory
had been a gradual one. Information moved slowly, if at all, in the seven-
teenth and eighteenth centuries. Scientists working in one city had only
casual contact with colleagues in another. Dissemination of new ideas was
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haphazard: travel was difficult and printing costs high. One man’s dis-
covery might die with him or be confined for decades to a particular re-
gion. But in the decades following Anne of Austria’s death in 1666, med-
icine slowly changed, and the Galenic consensus entered a long period
of decline. By the time Rush got to London, the collapse of Galen’s edi-
fice was well under way. Rush studied there under John Hunter, Giovanni
Morgagni, John Fothergill, and Percivall Pott.

Hunter was a surgeon and an anatomist, the most unorthodox, cre-
ative physician in England. Born in 1728 in Lanarkshire, Scotland, he re-
belled from the very beginning, refusing to study Latin and Greek and
preferring to wander the Scottish countryside examining God’s creations.
A niece remembered that he “would do nothing but what he liked, and
neither liked to be taught reading nor writing nor any kind of learning,
but rambling amongst the woods, trees, etc., looking after bird’s nests,
comparing their eggs—number, size, marks, and other peculiarities.”
Hunter later recalled, “When I was a boy . . . . I pestered people with ques-
tions about what nobody knew or cared anything about.” In 1748, he
moved in with his brother William, a prominent London obstetrician.*

Hunter studied surgery at Chelsea Hospital, St. Bartholomew’s Hos-
pital, and St. George’s Hospital and then completed a surgical stint in the
British army during the Seven Years’ War. He returned to London in 1763
and rocketed to fame as a surgeon, winning membership in the Royal So-
ciety. Hunter specialized in postmortem examination and developed a
passion for determining, through systematic dissection and observation,
the links between disease and human physiology. He ridiculed all notions
of Galenic humors. In fact, Hunter wanted nothing to do with theories
and speculations. Truth was to be discovered with a scalpel on the dis-
section table, not in the dead hand of Clarissimus Galen.’

Hunter’s primary contribution to oncology was his description of
breast cancer’s spread to nearby lymph nodes. After hundreds of dissec-
tions of London women who had died of breast cancer, he informed his
students that the disease migrated through the lymphatic system, and that
doctors treating patients needed to examine tissues near the tumor to
determine if it was spreading. His argument soon became gospel in late
eighteenth- and early nineteenth-century textbooks. For several months
in 1768, Hunter tutored Benjamin Rush in London.®

Rush also worked with John Fothergill, whose botanical garden in



ary 19, 1769. The city throbbed with creative intellects. Pathology labs
housed dozens of carved-up cadavers surrounded by inquisitive students
learning gross anatomy. On any given day, professors stood at podiums
around the city, reporting recent discoveries and debating each other’s
ideas. In theaters with excited students looking on, surgeons demonstrated
the latest techniques. Chemists and botanists worked together, conjur-
ing up new products for apothecaries and physicians.

Galen no longer prevailed in Paris, but his demise was only recent. In
the decades after the death of Anne of Austria, new theories of carcino-
genesis sprouted in the gardens of Parisian science, but they were little
more than humoral weeds. Frangois de la Boe Sylvius, a French physician
practicing in the Netherlands, had argued in 1680 that cancer came not
from an excess of black bile but from a chemical process transforming
lymphatic fluids from an acidic to an acrid nature. Claude-Deshais Gen-
dron, a renowned Paris physician and nephew of the doctor who treated
Anne of Austria, also rejected humors and insisted in the r730s that can-
cer developed when nerve and glandular tissue mixed with lymph vessels.
Jean-Baptiste Allot, son of the physician who had applied the arsenic
poultice to Anne’s breast, was Physician of the Bastille in the 1720s. He
was the last respectable humoralist in Paris. Allot postulated that too
much black bile produced a “scirrhus,” but that scirrhus became a malig-
nant tumor only when it mixed with salt in the blood.!°

When Rush got to Paris in 1769, no humoralists survived, at least not
among leading authorities. Students buzzed about the work of Jean As-
truc, who had died just two years before at the age of eighty-two. A grad-
uate of the medical school at Montpellier, Astruc specialized in venereal
and skin diseases and became personal physician to Louis XV. In 1751 he
took a piece of breast cancer tissue, along with a slice of beef, burned them
both in an oven, and then chewed on both specimens. Detecting no dif-
ference in taste, he decided the tumor tissue did not contain unusual
amounts of bile or acid, and he subsequently repudiated the black bile
theory of cancer.!!

With black bile discredited, physicians searched for new explanations.
Many looked for a sexual origin. They knew of Bernardino Ramazzini’s
1713 claim attributing breast cancer in nuns to lack of sexual activity.
Celibacy was unnatural, Ramazzini argued, even if sacred and holy; with-
out regular sexual activity, the reproductive organs, including the breast,



languished and became unstable. Cancer was one outcome. But what
about sexually active women who developed cancer? Astruc warned
against vigorous sexual activity, especially “the complaisance with which
nowadays one allows one’s teats to be taken and handled, exposing them
to compression.” Friedrich Hoftmann, a professor of medicine in Halle,
Prussia, in the 1730s, was even more explicit. Breast cancer started in a
lymphatic blockage, and sexual activity could produce such an obstruc-
tion. “For thus I know women who,” Hoftmann wrote in 1739, “when frol-
icking with their husband, because of a single rather fierce manipulation,
instead of pleasure had to carry with them permanent disease and sorrow.”

There was no shortage of explanations. Morgagni blamed curdled
milk. Johannes de Gorter, physician to the Russian tsar in the 17505,
claimed that tumors evolved from pus-filled inflammations in the breast
that mixed with blood, lodged in a milk gland, and dried into a tumor.
Claude-Nicolas Le Cat, a renowned Rouen surgeon, blamed depression
for causing the disease by constricting blood vessels and trapping coagu-
lated blood. Lorenz Heister placed childless women at high risk, while
others blamed a sedentary lifestyle, which brought about a slackening of
bodily fluids. In fact, eighteenth-century physicians knew only a little
more about the causes of breast cancer than Hippocrates and Galen and
only a little less than contemporary oncologists.!?

If the cause of breast cancer baffled physicians, they gradually became
more certain about the need for mastectomy—amputation of the breast.
It was the key principle Rush learned in Paris. German surgeons had
called for mastectomies since the early 160o0s. Wilhelm Fabry, a surgeon
in Dusseldorf, had developed an instrument for mastectomies. It consisted
of hand-held forceps which squeezed the base of the breast, constricting
it before a sharp knife lifted it from the patient’s chest. He recommended
removal of visibly involved lymph nodes. Another German surgeon, Jo-
hann Schultes of Ulm, had published Armamentarium Chirurgicum in
1645, which was translated into several languages and became a popular
medical text. His procedure involved inserting large, fishhook lances into
the breast, lifting it from the chest wall by pulling on attached ropes, cut-
ting away the breast, and cauterizing the wound with hot irons.!3

Humoral theories always considered mastectomy a tangential treat-
ment. If the disease was systemic, destined to return in another part of the
body, women did not need to endure such surgery. But as humoral theory

e @Myﬂm 0/ lhe C%cm/eo[wwy



34

disappeared, physicians became increasingly skeptical about other so-
called cures. By the time Rush got to Paris, several surgeons there had fol-
lowed the German lead in advocating mastectomy as the only reasonable
treatment. One of them was Henri Le Dran, a surgeon at the Hépital
Saint Comte in Paris. His father, Henri Le Dran, had practiced medicine
in Paris from 1690 through 1720, and was the first French physician to en-
dorse the mastectomy recommendations of German surgeons.

The younger Le Dran also became a leading figure in Parisian med-
icine and argued that surgery could cure breast cancer, as long as the ax-
illa lymph nodes were removed if there was any sign of involvement. In
1757, Le Dran wrote:

The writers who have treated this subject have represented cancer as a sor-
did spreading ulcer and have looked upon it as incurable; but—every can-
cer begins by the obstruction of one or more glands . . . . But if it increases,
surgery afforded no other remedy but extirpation and where that is practi-
cable we may be assured of success. Also, if just becoming painful, provided
the operation is not delayed, we may hope for a perfect cure . ... If only a
few axillary glands are found involved, be sure to remove them along with the

breast or it might give rise to a fresh cancer.

Claude-Nicolas Le Cat was even more adamant. Only the scalpel could
cure cancer. In addition to amputating the breast and cutting out lymph
nodes, Le Cat removed part of the pectoralis major muscle, a procedure rec-
ommended by Jean Louis Petit, director of the French Academy. All three
surgeons also believed the disease was hereditary. In Avignon, Le Dran was
asked to treat a nineteen-year-old nun suffering from a breast tumor. He
suggested surgery but the nun refused, telling him that so many of her rel-
atives had died of the disease that she was already doomed as well. He re-
jected out of hand other treatments, insisting that pastes, salves, and ex-
ternal potions were useless, as were internal pharmacological remedies. In
1758 Le Dran’s memoirs appeared in English translation. By the time Rush
got to Paris in 1769, they were required reading for medical students.!
Mastectomies were well known at the time in Philadelphia, Boston,
and New York. In 1728 Dr. Zabdiel Boylston, a Boston surgeon, had am-
putated Sarah Winslow’s breast to remove a malignant tumor. She sur-
vived the surgery and lived another thirty-nine years, dying in 1767 of old
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the axilla lymph nodes, he recovered within a few days. Breast cancer was
not contagious.!®

Rush put every alleged cancer cure to a laboratory test; his skepticism
only deepened. He remained open-minded about the possibilities of find-
ing medicinal treatments in nature. In a letter to John Foulke in 1780,
Rush advised him to “converse freely with quacks of every class and sex,
such as oculists, aurists, dentists, corn cutters, cancer doctors, etc. etc. You
cannot conceive how much a physician with a liberal mind may profit
from a few casual and secret visits to these people.”

Not that he ever found a cure. In 1789, when he pondered Mary
Wiashington’s condition, Rush offered no hope. When Elisha Hall asked
about the effectiveness of Hugh Martin’s cancer powder, Rush told him
the brutal truth. Three years before, he had put Martin’s tonic to the test,
carefully examining the powder in his own laboratory. He told Hall, “Ar-
senic . . . is the basis of Dr. Martin’s powder . ... I am disposed to believe
that there does not exist in the vegetable kingdom an antidote to cancers.”
Mastectomy was out of the question too. Mary Washington’s disease was
too advanced. “From your account of Mrs. Washington’s breast,” Rush
continued, “I am afraid no great good can be expected from the use of it
... it is not in my power to suggest a remedy for the cure of the disorder
you have described in her breast.”?

Although Rush did not realize it, he was in the midst of an intellec-
tual revolution. The old treatments still did not work, and the new theo-
ries had little connection to biochemical reality. Nonetheless, the intel-
lectual rebellion against Galen had altered medical thought. For two
millennia, medical savants had viewed breast cancer as a systemic disease,
a malady of the entire body, not just one of its appendages. A breast tumor,
it was believed, was more symptom than sickness, a bellwether of more
fundamental flaws in the body. The humoral imbalance could, and usu-
ally would, manifest itself in a different organ. Black bile seeped through-
out the body, mushrooming into multiple tumors. Even if the tumors were
removed, the destructive black bile still bubbled away, ready to produce
new cancers.

But when physicians identified a blocked lymphatic vessel or a
clogged lymph node as the source of cancer, they rejected systemic theo-
ries in favor of local, mechanical processes. The presence of a tumor did
not necessarily imply more serious, underlying problems; confined to a



single site before spreading, the cancer could be treated locally. And the
sooner the better. Delay only gave the tumor time to colonize. Until well
into the twentieth century, despite astonishing progress in medical tech-
nology, scientists adhered to that logic—cancer was a local disorder that,
if caught and eradicated in time, could be cured. And the cure was sur-
gery. During the course of his lifetime, Rush and the brightest physicians
around the world gradually rejected every recorded medicinal treatment—
external or internal—for breast cancer.

When Rush received a letter in 1811 from Abigail “Nabby” Adams,
daughter of John Adams, the former president of the United States, he
knew exactly what to say. She needed advice about her breast. Perhaps the
disease had started out as a tiny dimple. On a man’s chin it would have
looked rugged and distinguished. On a woman’s cheek it might have been
called a “beauty mark.” But it was on her left breast and Nabby wondered
what it was. She had never noticed it before. Perhaps it was just another
sign of age, an indicator that she was not a young woman anymore. Ac-
tually the dimple was not really the problem. Beneath the dimple, buried
an inch below the skin, a small malignant tumor attached itself to sur-
face tissues and drew them in, like a sinking ship pulling water down its
own whirlpool. Nabby was forty-two years old.

At first she did not give it much thought, noticing it now and then
when she bathed or dressed. Nor did she talk about it. She was a shy,
somewhat withdrawn woman, quiet and cautious in her expressions, most
comfortable with people who guarded their feelings. She blushed easily
and rarely laughed out loud, allowing only a demure half-smile to crease
her face when she was amused. She had a pleasant disposition and a mel-
low temperament, both endearing to family and friends. Nabby was a
striking woman, with long, red hair, a round face, deep-blue eyes, and a
creamy, porcelain complexion. She commanded respect, not because of an
aggressive personality but simply because of the quality of her mind and
her unfailing dignity.

She was born in Quincy, Massachusetts, in 1766. Her parents named
her Abigail Adams, but they began calling her “Nabby” when she was still
an infant. Nabby had an extraordinary childhood. Not only was her father
a future president of the United States, but her mother Abigail Adams
was the most prominent woman in early American society. Her younger
brother John Quincy was destined to win many honors, among them the
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U.S. presidency. From the time of her birth, Nabby’s parents busied them-
selves with colonial politics, eventually playing leading roles in the Ameri-
can Revolution. They raised her on a steady diet of political talk about free-
dom, liberty, rights, despotism, and foreign policy. Nabby absorbed it all.

An only daughter, Nabby enjoyed the special attentions of her father,
who felt the need to protect and pamper her. Abigail doted on her, dress-
ing her up in the latest fashions when she was little and counseling her
when she was an adolescent. Their relationship evolved into a deep friend-
ship. Nabby took it all in stride, never becoming spoiled or self-indulgent.
She was even-handed, thick-skinned, and unafraid of responsibility.?!

In 1783, when Congress appointed her father as minister to England,
Nabby was seventeen years old. The family took up residence in a house
on Grosvener Square in London. Caught up in a whirlwind of social and
political activity, they met King George III at court and other prominent
politicians at parties and banquets common to the life of an ambassador.
After a few months, Nabby became acquainted with William Smith, a
thirty-year-old veteran of the Continental Army and secretary to the
American legation in London. A dashing, handsome figure, Smith raced
around London in a two-seated carriage, the eighteenth-century equiva-
lent of a modern sports car. He dressed well and kept company with
people in London’s expatriate community, especially Latin American lib-
erals and radicals interested in securing independence from Spain. He was
bold and impetuous, inspired by courage and limited by poor judgment.
Because of his work with the U.S. legation, and his role as secretary to
Minister John Adams, he saw a great deal of the Adams family, and Nabby
tell secretly in love with him. Drawn to Nabby’s beauty, grace, and intel-
ligence, he soon felt the same way about her. They married in June 1786,
after a courtship which John and Abigail felt was too short. They accepted
it, however, because “a soldier is always more expeditious in his courtships
than other men.”?

But Colonel William Smith was a soldier without a war, a has-been
at the age of thirty, and Nabby, an innocent victim of what her brother
John Quincy called “fortune’s treacherous game,” faced a difficult life.
Colonel Smith was not cruel. In fact, he always loved and cared for Nabby
and their three children. With a stoicism that would have made the most
devout Puritan proud, she accepted her fate and made a life for her family
wherever Smith settled. The problem was that Smith never really settled



down. He wasted his life away, winning and losing political appointments,
dabbling in Latin American coups d’état, dragging Nabby and the chil-
dren back and forth between New York and London in search of a new
power broker or another promising deal. He spent more money than he
ever earned, and Nabby worried constantly about bills and the family rep-
utation. Early in the new century, Smith tried his hand at real estate spec-
ulation, but he lost everything. In 1809, when Nabby first noticed the lump
in her breast, they were living on the edge of the frontier, on a small farm
along the Chenango River in western New York, where Smith spent his
days behind a walking plow and a mule.

Nabby was a well-informed woman, and breast cancer was as much
a dread disease in the early 1800s as it is today. No records exist describ-
ing her initial reaction to the lump, but it is safe to say that concern about
the dimple flared into gut-twisting fear. Like so many women, then and
today, she tried to ignore the lump, hoping that in the busy routines of
running a small farm and household she would not have time to think
about it. But cancer has a way of asserting itself, finally obliterating even
the most elaborate denials. Nabby was no exception. The lump grew omi-
nously, in spite of the efforts of local healers and their potions. She wrote
home to her parents in February 1811 that her doctor had discovered “a
cancer in my breast.” As soon as they received the letter, the Adamses
wrote back urging her to come to Boston for medical advice.

In June 1811, with the lump visible to the naked eye, a desperate Nabby
returned to Massachusetts, accompanied by her husband and daughter
Caroline. As soon as she arrived in Quincy, she wrote to Benjamin Rush,
describing her condition and seeking his advice. When Abigail first
looked at her daughter’s breast, she found the condition “allarming.” The
large tumor distended the breast into a misshapen mass. John and Abi-
gail took Nabby to see several physicians in Boston, and they were cau-
tiously reassuring, telling her that the situation and her general health
were “so good as not to threaten any present danger.” They prescribed
hemlock pills to “poison the disease.”?

Soon after those reassuring examinations, however, the family re-
ceived an unsettling reply from Benjamin Rush. In her initial letter, Nabby
told Rush that the tumor was large and growing, but that it was “mov-
able”—not attached to the chest wall. Rush found the news encourag-
ing, as would most cancer specialists today. Malignant tumors which are
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“movable” are better candidates for surgery, since it is more likely that the
surgeon can get what is termed a “clean margin’—a border of non-
cancerous tissue surrounding the tumor—reducing the odds that the can-
cer will recur or spread. Knowing that Nabby had already traveled from
western New York to Boston to seek medical advice, Rush wrote to John

and Abigail, telling them to break his news gently to Nabby:

I shall begin my letter by replying to your daughter’s. I prefer giving my
opinion and advice in her case in this way. You and Mrs. Adams may com-
municate it gradually and in such a manner as will be least apt to distress
and alarm her.

After the experience of more than 50 years in cases similar to hers, I
must protest against all local applications and internal medicines for re-
lief. They now and then cure, but in 19 cases out of 20 in tumors in the
breast they do harm or suspend the disease until it passes beyond that time
in which the only radical remedy is ineffectual. This remedy is the knife.
From her account of the moving state of the tumor, it is now in a proper
situation for the operation. Should she wait till it suppurates or even in-
flames much, it may be too late . . .. I repeat again, let there be no delay in
flying to the knife. Her time of life calls for expedition in this business . . . .
I sincerely sympathize with her and with you and your dear Mrs. Adams in
this family affliction, but it will be but for a few minutes if she submits to
have it extirpated, and if not, it will probably be a source of distress and pain
to you all for years to come. It shocks me to think of the consequences of

procrastination.24

Mastectomy was Nabby’s only chance, but first the family had to con-
vince William Smith, who was in an advanced state of denial. When he
learned of Rush’s recommendation, he reacted indignantly, heading for li-
braries to learn whatever he could about the disease and hoping to spare
her the operation. He convinced himself for a while that perhaps the tumor
would just go away, that it was not so bad. Nabby’s mother had more faith
in Rush and wrote to Smith: “If the operation is necessary as the Dr. states
it to be, and as I fear it is, the sooner it is done the better provided Mrs.
Smith can bring herself along, as I hope she will consent to it.” She even
asked her son-in-law to be with “Nabby through the painful tryal.” Smith
finally agreed. They scheduled the operation for October 8, 1811.



The day before the surgery, John Warren, Boston’s most skilled sur-
geon, met with the family in Quincy. He gave Nabby a brief physical ex-
amination and told her what to expect. His description was nightmarishly
terrifying, enough to make everybody reconsider the decision. But Rush’s
warning—“It shocks me to think of the consequences of procrastination
in her case”—stuck in their minds. Nabby had no choice if she ever hoped
to live to see her grandchildren.

The surgery took place in an upstairs bedroom of the Adams home
in Quincy. It was as bad as they had all feared. John Warren was assisted
by his son Joseph, who was destined to become a leading physician in his
own right, and several other physicians. Exact details of the operation are
not available, but it was certainly typical of early-nineteenth-century sur-
gery. Warren’s surgical instruments, lying in a wooden box on a table, were
quite simple—a large fork with two six-inch prongs sharpened to a nee-
dle point, a wooden-handled razor, and a pile of compress bandages. In
the corner of the room a small oven, full of red-hot coals, heated a flat,
thick, heavy iron spatula.

Nabby entered the room as if dressed for a Sunday service. She was a
proper woman and acted the part. The doctors were professionally attired
in frock coats, with shirts and ties. Modesty demanded that Nabby un-
button only the top of her dress and slip it oft her left shoulder, exposing
the diseased breast but little else. She remained fully clothed. Since they
knew nothing of bacteria in the early 1800s, there were no gloves or sur-
gical masks, no need for Warren to scrub his hands or disinfect Nabby’s
chest before the operation or cover his own hair. Warren had her sit down
and lean back in a reclining chair. He belted her waist, legs, feet, and right
arm to the chair and had her raise her left arm above her head so that the
pectoralis major muscle would push the breast up. A physician took
Nabby’s raised arm by the elbow and held it, while another stood behind
her, pressing her shoulders and neck to the chair.

Wiarren then straddled Nabby’s knees, leaned over her semireclined
body, and went to work. He took the two-pronged fork and thrust it deep
into the breast. With his left hand, he held onto the fork and raised up on
it, lifting the breast from the chest wall. He reached over for the large
razor and started slicing into the base of the breast, moving from the mid-
dle of her chest toward her left side. When the breast was completely sev-
ered, Warren lifted it away from Nabby’s chest with the fork. But the
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tumor was larger and more widespread than he had anticipated. Hard
knots of tumor could be felt in the lymph nodes under her left arm. He
razored in there as well and pulled out nodes and tumor. Nabby grimaced
and groaned, flinching and twisting in the chair, with blood staining her
dress and Warren’s shirt and pants. Her hair matted in sweat. Abigail,
William, and Caroline turned away from the gruesome struggle. To stop
the bleeding, Warren pulled a red-hot spatula from the oven and applied
it several times to the wound, cauterizing the worst bleeding points. With
each touch, steamy wisps of smoke hissed into the air and filled the room
with the distinct smell of burning flesh. Warren then sutured the wounds,
bandaged them, stepped back from Nabby, and mercifully told her that
it was over. The whole procedure had taken less than twenty-five minutes,
but it took more than an hour to dress the wounds. Abigail and Caroline
then helped Nabby pull her dress back over her left shoulder as modesty
demanded. The four surgeons remained astonished that she had endured
the pain so stoically.

Nabby had a long recovery. She did not suffer from postsurgical in-
fections, but for months after the operation she was weak and feeble,
barely able to get around. She kept her limp left arm resting in a sling.
Going back to the wilds of western New York was out of the question, so
she stayed in Quincy with her mother, hoping to regain strength. What
sustained all of them during the ordeal was the faith that the operation
had cured the cancer. Within two weeks of the surgery, Dr. Rush wrote
John Adams congratulating him “in the happy issue of the operation per-
formed upon Mrs. Smith’s breast . . . her cure will be radical and durable.
I consider her as rescued from a premature grave.” Abigail wrote to a
friend that although the operation had been a “furnace of affliction . . .
what a blessing it was to have extirpated so terrible an enemy.” In May
1812, seven months after the surgery, Nabby Smith felt well again. She re-
turned home to the small farm along the Chenango River.

But she was not cured. Breast cancer patients whose tumors have al-
ready spread to the lymph nodes do not have good survival rates, even
with modern surgery, radiation treatments, and chemotherapy. In Nabby’s
case, long before Warren performed the mastectomy, the cancer had al-
ready spread. Nabby suspected something was wrong within a few weeks
of arriving home in New York. She began to complain of headaches and
pain in her spine and abdomen. A local physician attributed the discom-



fort to rheumatism. The diagnosis relieved some of her anxiety, since she
was already worried that the pain had something to do with cancer.

But it was not “the rheumatism.” That became quite clear in 1813
when she suffered a local recurrence of the tumors. When Warren am-
putated her breast and excised tissues from her axilla, he thought he had
“gotten it all.” But cancer is a cellular disease, and millions of invisible, mi-
croscopically tiny malignant cancers were left behind. By the spring of 1813
some of them had grown into tumors of their own—visible in the scar
where Nabby’s breast had once been and on the skin as well. Her doctor
in New York changed the diagnosis: the headaches and now excruciating
body pains were not rheumatism. The cancer was back—everywhere.

She declined steadily in the late spring, finally telling her husband
that she “wanted to die in her father’s house.” William Smith wrote John
and Abigail in May that the cancer had returned and that Nabby wanted
“to spend her state of convalescence within the vortex of your kindness
and assiduities than elsewhere.” The colonel was back in denial. Since the
country was in the midst of the War of 1812, he told his in-laws that he
had to go to Washington, D.C., for a military appointment and that he
would return to Quincy as soon as Congress adjourned. John and Abi-
gail prepared Nabby’s room and waited for her arrival. The trip was
unimaginably painful—more than three hundred miles in a carriage, over
bumpy roads where each jolt stabbed into her. Nabby’s son John drove the
carriage. When they finally reached Quincy on July 26, she was suftering
from grinding, constant pain. Her appearance shocked John and Abigail.
She was gaunt and thin, wracked by a deep cough, and her eyes had a
moist, theumy look. She groaned and sometimes screamed with every
movement. Huge, dark circles shadowed her cheeks, and a few minutes
after she settled into bed, the smell of death fouled the air.

Nabby’s pain was so unbearable, and her misery so unmitigated, that
Abigail slipped into a depression so deep she could not stand even to visit
her daughter’s room. It was John Adams who ministered to their dying
daughter, feeding her, cleaning her and seeing to her personal needs,
combing her hair and holding her hand. He tried to administer painkillers,
but nothing seemed to help. Smith returned from Washington, and the
deathwatch commenced. On August 9, Nabby’s breathing became shallow
and the passage of time between breaths lengthened. The family gathered
around her bedside. She drew her last breath early in the afternoon.

e @Myﬂm 0/ lhe C%cm/eo[wwy

43



44

A few days later, in a letter to Thomas Jefferson, John Adams wrote:
“Your Friend, my only Daughter, expired, Yesterday Morning in the Arms
of Her Husband, her Son, her Daughter, her Father and Mother, her
Husbands two Sisters and two of her Nieces, in the 49th Year of Age, 46
of which She was the healthiest and firmest of Us all: Since which, She
has been a monument to Suftering and to Patience.” Jefterson understood
his friend’s pain: “I know the depth of the affliction it has caused, and can
sympathize with it the more sensibly, inasmuch as there is no degree of
affliction produced by the loss of those dear to us, while experience has
not taught me to estimate . . . time and silence are the only medicine, and
these but assuage, they never can suppress, the deep drawn sigh which rec-
ollection for ever brings up, until recollection and life are extinguished

together.”?
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The operation he performed that morning was centuries in the mak-
ing. Physicians had steadily recommended more and more aggressive sur-
gery, primarily because patients so often had new tumors sprouting on
their torsos a few months or a few years after the initial operation.
Removing as much tissue as possible seemed to provide the only realistic
possibility of preventing recurrence. Jean Louis Petit, the renowned eigh-
teenth-century French surgeon and director of the French Academy in
Paris, wrote in the 1740s that “the roots of cancer are the enlarged lym-
phatic glands; that the glands should be looked for and removed and the
pectoral fascia and even some fibres of muscle itself should be dissected
away rather than leave any doubtful tissue. The mammary gland too
should not be cut into during the operation . . . . [T]here is little hope to
expect a perfect cure if they are not both clearly extricated together.” In
1848 Benjamin Bell, a surgeon at the Edinburgh Royal Infirmary in Scot-
land, insisted that “even when only a small portion of the breast is dis-
eased, the whole mamma should be removed. The axillary glands should
be dissected by opening up the armpit.”

By the mid—nineteenth century, the idea of en bloc surgery—removal
of the breast, chest muscles, and axilla lymph nodes in one motion, with-
out even cutting into the tumor—was gaining ground. In 1854 Alfred-
Armand Velpeau, the leading surgeon at the University of Paris, urged
colleagues to treat breast cancer aggressively, cutting away the breast as
well as underlying chest muscles. Glasgow surgeon Joseph Lister per-
formed an en bloc mastectomy on his sister, Isabella Pim, in 1867. It was
a qualified success, even though Lister operated on his dining room table.
Isabella lived for three more years before dying of a liver metastasis.
Charles Hewitt Moore, director of the cancer institute at Middlesex Hos-
pital in England, was even more aggressive, insisting on the en bloc re-
moval of the breast, axillary lymph nodes, underlying chest muscle, and
skin, all without ever touching the tumor itself with the scalpel. Anything
less, Moore insisted, was “a mistaken kindness to the patient,” since the
tumor was destined to return with a deadly vengeance.?

By the early nineteenth century, most physicians knew that surgery
was the only hope, but many shied away because of the risks. Before Hal-
sted could launch the era of the radical mastectomy in the 189os, three
problems had to be solved: how to prevent postsurgical infections, how to
anesthetize patients, and how to tell the difference between benign and



malignant lesions. Erysipelas, a streptococcus infection, posed the most
immediate problem. Surgeons were ignorant of the killer germs they car-
ried on their fingers and instruments. Even the most skilled were as likely
to kill patients as save them.

James Syme, surgeon to the queen of Scotland and professor of clin-
ical surgery at the University of Edinburgh, represented state-of-the-art
surgery in the early 1800s. But for all of his technical abilities, he operated
under filthy conditions. In 1833, for example, an older woman named Allie,
with her son James, came to the hospital with a diseased right breast. John
Brown, Syme’s assistant, examined her and concluded immediately that
she was in trouble. “What could I say?” Brown later wrote. “There it was,
that had once been so soft, so shapely, so white, so gracious and bounti-
ful, so full of all blessed conditions, [now] hard as a stone, a centre of hor-
rid pain, making that pale face, with its gray, lucid, reasonable eyes and its
sweet, resolved mouth, express the full measure of suffering overcome.
Why was that gentle, modest, sweet woman, clean and lovable, con-
demned by God to bear such a burden?” Syme examined the woman the
next day and recommended a mastectomy. “She courtesied [sic],” Brown
wrote, “ . . . and said: ‘When?” “Tomorrow,’ said the kind surgeon, a man
of few words . . . . The following day, at noon, the students came in, hur-
rying up the great stair . . . eager to secure good places; in they crowded,
tull of interest and talk.” Syme, wanting to make his patient as comfort-
able as possible, agreed to let her pet dog Rab accompany her.

The next morning, dozens of medical students gathered in the sur-
gical theater. But when Allie arrived—dressed in a mutch (a loose-fitting
cap worn by old women or babies in Scotland), a white gown, a black
bombazine petticoat, white worsted stockings, and her carpet-shoes—the
medical students fell into respectful silence. Following dutifully behind
her was her dog Rab, looking, in Brown’s words, “perplexed and danger-
ous; forever cocking his ear and dropping it as fast.” During the opera-
tion, Allie kept a stoical silence, but the dog “growled and gave now and
then a sharp, impatient yelp; he would have liked to have done something
to that man. But James had him firm . ... It is over; she is dressed, steps
gently and decently down from the table . . . then turning to the surgeon
and the students, she courtesies, and in a low, clear voice, begs their par-
don if she has behaved ill.”

It is hard to imagine a modern surgeon performing a mastectomy
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with the patient’s pet dog barking, growling, and lunging at him. Small
wonder the death rate was so high. All too often, patients who survived
the operation died in a few days or weeks. In 1841, for example, mission-
ary physicians in Hawaii urged Queen Kapiolani, a Christian convert, to
undergo a mastectomy for her breast cancer. When the white doctors ex-
plained the procedure, Kapiolani hesitated, but they finally changed her
mind, telling her to muster the same courage she had used in defying Pele,
the volcano goddess, and being baptized. During the operation, the sur-
geon asked how she was doing, and Kapiolani replied, “It is painful, but
I think of Christ who suftered on the cross for me and I am able to bear
it.” The surgery took thirty minutes, and Kapiolani did not utter a moan.
She recovered quickly, but about three days later a red welt appeared on
the surgical scar. It became red, tender, and sore, and she started running
a very high fever. The missionary doctor recognized erysipelas, but there
was nothing he could do. The infection spread, and she died deliriously
on May s, 1841, two weeks after the operation.*

At the time of her death, on the other side of the world, medical stu-
dents at the University of Vienna struggled with the mystery of infection.
There were two obstetrical divisions at the university hospital, one where
doctors and medical students delivered babies and another staffed by mid-
wives. An average of 3,500 babies were born annually in each division. The
physicians’ section experienced a twenty percent mortality rate. After de-
livery, about seven hundred women died of erysipelas—or what they de-
scribed as childbed or puerperal fever. But in the midwives’ domain, only
sixty died. Old-timers discussed the discrepancy frequently, only to shrug
their shoulders at the mystery. But in 1847 Ignac Semmelweis, a young ob-
stetrician, figured it out. Doctors routinely performed autopsies on the
dead, and then, their fingers dripping in cadaver fluids, hustled over to the
maternity ward to deliver babies, without washing their hands. Semmel-
weis guessed that the doctors transferred some invisible ailment from the
cadavers to the birthing mothers. He decided to wash his hands in a chlo-
rine solution and instructed others to do the same. In April 1847, the last
month hands were not washed, eighteen percent of the mothers died of
infection. In May 1847, the infection rate, and the death rate, dropped to
only one percent. Semmelweis had given birth to the notion of asepsis.®

Although tradition-bound veterans ridiculed hand-washing “obses-
sions,” younger physicians in Vienna, Berlin, Paris, London, and New



York converted to clean hands and clean wounds. Joseph Lister, a surgeon
at the Glasgow Royal Infirmary, decided that infection occurred when an
invisible, external entity—probably some vapor or humor—entered the
wound. He had no idea what that entity was until he heard about Louis
Pasteur’s work in France. Using a microscope to study yeasts fermenting
sugar into alcohol, Pasteur spied small microbes at work. When Lister
learned of Pasteur’s discovery, he concluded that the microbes were the
invisible agents he suspected. He started washing his hands, bandages,
surgical instruments, and the relevant parts of a surgical patient’s body in
carbolic acid—antiseptic surgery. Surgical infection rates dropped dra-
matically, and in 1869 he published his findings in Lancer, England’s pre-
mier medical journal. J. Collins Warren, great-grandson of the physician
who operated on Nabby Adams in 1811 and a physician himself, visited
Lister in 1869 and came back to Massachusetts General Hospital to per-
form the first antiseptic mastectomy later in the year.®

The advent of aseptic and antiseptic techniques paved the way for
more radical procedures. So did anesthesia. For centuries surgeons had
faced wide-awake patients; radical surgeries were complicated and highly
unpredictable. In 1831, for example, John Warren performed a mastectomy
on Nancy Barker, a thirty-three-year-old woman from Maine. “The pa-
tient sat in a chair,” Warren wrote eight years later. “The right arm was
extended, raised above a horizontal line, in order to give tension to the
skin, and permit access to the armpit.” Warren then put his scalpel to
work. “The skin on the surface of the breast, with the diseased nipple, were
included in an oval incision. The breast was dissected from the pectoral
muscle, and left connected with the axillary glands, while the extirpation
of these glands was effected. As they adhered to the great axillary vessels,
they were detached by dissection, and by insinuating the finger where the
cellular substance was loose.”

But the operation then spun out of control. She began to struggle
with Warren and, “at the same instant,” he remembered, “a bubbling or
gurgling noise . . . was heard . . . the posture of the patient was changed,
and she was supported by those around. Some brandy was poured down
the throat, and ammonia introduced into the nostrils. The pulse, however,
became less distinct than before . . . . At this moment, the livid colour of
the cheeks gave place to suftusion of vermillion red—and no glow on the
cheek of youthful beauty ever gave one so much pleasure as that flush.”
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But it was to no avail. Her breathing became more shallow and ceased.
Wiarren opened her larynx and inserted a bellows to help her breathe, but
after twenty minutes, “there was no remaining hope of the restoration of
the patient to life.” Her friends, who witnessed the event, did not want
him to keep trying to revive her. They were in a hurry. They wanted “to
take advantage of a vessel then sailing for their home.”

Few surgeons relished a mastectomy. Without anesthesia, patients en-
dured horrible pain, and physicians could never be sure how they would
react. More often than not, patients squirmed and grimaced, trying to
tend oft the scalpel, even while knowing the surgery was necessary. Lorenz
Heister, an eighteenth-century German physician, warned surgeons about
struggling mastectomy patients. “Many females,” he wrote, “can stand the
operation with the greatest courage and without hardly moaning at all.
Others, however, make such a clamor that they may dishearten even the
most undaunted surgeon and hinder the operation. To perform the op-
eration, the surgeon should be steadfast and not allow himself to become
discomforted by the cries of the patient.” Richard Kay, a contemporary of
Heister, had a cooperative patient. He had performed a radical mastec-
tomy on a Mrs. Driver, but she soon had a recurrence and returned to his
office, insisting on more surgery. She was “determined,” he wrote in his
diary, “to undergo a second amputation.” It was a big job. Kay remem-
bered that he “took off the Skin . . . I dissected from her . . . five hundred
different distinct Schirrous knots or young Cancers.”

Not surprisingly, there was a premium on speed. Patients could en-
dure a few moments of pain, but the likelihood of their grimacing, winc-
ing, struggling, and fighting back increased with time. Samuel de Wind,
a physician-surgeon in Middleburg, The Netherlands, holds the all-time
record for speed. In 1759, he performed a mastectomy on his wife, Berdina
Tak. From the time he grasped her breast in a pair of amputation forceps,
to the time he placed compresses on the wound, the operation took only
two minutes. She died a few weeks later.?

Catastrophic results were not unusual. When examining a lesion, late-
eighteenth-century physicians took note of the position of the nipple,
since tumors beneath could sometimes pull it out of place. They manip-
ulated the tumor with their fingers, trying to determine its hardness as
well as the regularity of its surface. Hard, irregular growths were less likely
than soft, regular lesions to be benign cysts. They felt for large lymph



nodes in the underarm as well as in the neck and clavicle areas. They tried
to determine if the tumor was movable, or if it had attached itself to the
skin or chest wall. The spread of hard tumors into regional lymph nodes
made for a death sentence. Surgeons hated operating on such lesions, not
only because the procedures were difficult and time-consuming, but also
because the patients eventually died anyway. Hendrik Ulhoorn, an Am-
sterdam surgeon, remembered the case of Mrs. Jacob Klinge of Zwolle,
The Netherlands, in 1741. Suffering from a large tumor which had spread
to the underarm lymph nodes and attached itself to the wall of her chest,
Klinge insisted on a mastectomy, even though eight surgeons in Amster-
dam refused to operate. She finally found a doctor to perform the surgery,
but it was a disaster. He cut away the breast but kept encountering more
and more tumor, as he carved deeper and deeper into her body, into the
lymph nodes under her arm and collarbone, and tried to scrape diseased
tissue off the chest wall and dig it out from between her ribs—all this with
Klinge fully awake and screaming in pain.’

Even under the best of circumstances, pre-anesthesia mastectomies
traumatized patients and surgeons alike. Fanny Burney’s case is the best
known. A native of England, she wrote her first novel, Eve/ina, in 1778; its
critical acclaim gained her access to England’s most important literary
circles. She wrote Cecelia, her second novel, in 1786. Burney married
Alexandre d’Arblay, a French royalist living in exile in London, and they
lived off her royalties. Her novel Camille appeared in 1796. In 1802, with
Napoleon firmly in power in France, Madame d’Arblay and her husband
moved to Paris.

Soon after arriving, she wrote in her diary that she was suffering from
“avery strong menace of inflammation upon the breast.” In 1806 the con-
dition returned and lingered. The pain became so acute in August 1811 that
she went to Antoine DuBois, a prominent Paris physician. DuBois
brought Baron Dominique-Jean Larrey, Napoleon’s surgeon, in for a con-
sultation, and they both decided that Burney needed a mastectomy. They
scheduled the operation for September 30, 1811, in her home. On the
morning of the operation, Burney wrote that she “finished my breakfast,
not with much appetite, you will believe! Forced down a crust of bread.”
She spent some time preparing the salon and writing a “few words to M.

d’A [Alexandre d’Arblay] in case of a fatal result.”
That afternoon, DuBois and Larrey, accompanied by five other physi-

%é/ﬁ'a/ﬁ@ Cy Terwart Halsted and the %1/@(’@/ (%W/%

57



cians, all dressed in black, showed up at her home and ordered her to a
bed. “Astonished,” she wrote, “I turned to Dr. Larrey who had promised
that an arm chair would suffice; but he hung his head and would not look
at me. I now began to tremble violently, more with distaste and horror of
the preparations than of the pain . . .. Ilooked at the door, the windows—
I felt desperate—but it was only a moment, my reason then took over and
my fears and feelings struggled vainly against it.” Over Burney’s protests,
DuBois ordered the nurses and maids from the room, and she lamented,
“Ah, then, how did I think of my Sistersl—not one, at so dreadful an in-
stant, at hand to protect . . . and guard me.”

The physicians were nervous—DuBois in a state of agitation and
Larrey “ashen-faced with tears in his eyes.” She climbed onto the bed and
the surgery began. Burney wrote that DuBois “placed me upon the mat-
tress and spread a cambric handkerchief upon my face. It was transparent,
however, and I saw, throughout it, that the bed was instantly surrounded
by seven men . ... I refused to be held, but when, bright through the cam-
bric, I saw the glitter of polished steel, I closed my eyes . . .. A silence
the most profound ensued, which lasted for some minutes . . .. Again
through the cambric, I saw DuBois’s hand move up, while his finger first
described a straight line from top to bottom of the breast, second, a cross,
and third, a circle; intimating that the WHOLE was to be taken off.” Bur-
ney sat up in bed, took oft the handkerchief and protested, wondering why
the whole breast had to come off when the pain seemed isolated to one
spot. DuBois pushed her back down. “Hopeless . . . I closed once more
my eyes, relinquishing all watching, all resistance, all interference, and
sadly resolute to be wholly resigned.”

The cutting began, with Larrey wielding the knife. “When the dread-
tul steel was plunged into the breast—cutting through veins—arteries—
flesh—nerves—I needed no injunctions not to restrain my cries. I began
a scream that lasted unintermittingly during the whole time of the inci-
sion .. .. When the wound was made and the instrument was withdrawn,
the pain seemed undiminished . . . . But when again I felt the instru-
ment—describing a curve—cutting against the grain . . . while the flesh
resisted in a manner so forcible as to oppose and tire the hand of the op-
erator, who was forced to change from the right to the left—then, indeed,
I must have expired . . . . The instrument this second time withdrawn, I
concluded the operation over.”



But it was not over. When DuBois and Larrey tried to lift the breast
off the chest wall, the tumor adhered to the underlying muscles. She went
on in her journal: “Presently the terrible cutting was renewed—and worse
than ever, to separate the bottom, the foundation of this dreadful gland
from the parts to which it adhered . . . . Oh heaven! I then felt the knife
rackling against the breast bone—scraping it! I . . . remained in utterly
speechless torture.” Larrey asked the other surgeons if the task was com-
pleted, but DuBois saw something he did not like, and he redirected.
“Again began the scraping,” Burney wrote. “And after this, Dr. Moreau
thought he discerned a peccant atom—and still and still, DuBois de-
manded atom after atom . . . the evil was so profound, the case so delicate,
and the precautions necessary for preventing a return so numerous, that
the operation, including the treatment and the dressing, lasted twenty
minutes! A time, for sufferings so acute, that was hardly supportable.”

When the operation was finally concluded, the doctors removed the
handkerchief from Burney’s face. The room looked like wartime surgery,
with soiled sheets and bloody bandages everywhere. Burney opened her
eyes and surveyed the carnage. “I saw my good Dr. Larrey,” she recorded
in her journal, “pale nearly as myself, his faced streaked with blood, and
its expression depicting grief, apprehension, and almost horror.” A few
days later, Larrey departed for the eastern front, where Napoleon’s troops
were fighting Russians. At the Battle of Borodino, he must have set some
kind of record. During one twenty-four-hour period, he amputated two
hundred legs from wounded French soldiers. Many survived. So did
Fanny Burney. The mastectomy was successful; she lived until 1840, dying
at the age of eighty-eight.1°

Such horrors began to end after October 16, 1846, when at Massa-
chusetts General Hospital in Boston, William Thomas Green Morton,
using ether, kept a patient unconscious while John C. Warren, a physician
and grandson of Nabby Adams’s surgeon, removed a facial tumor. Mor-
ton, a Boston dentist, used ether to put patients to sleep during extrac-
tions. After months of experimenting on dogs and cats, he administered
the drug to several patients, putting them under for the one or two min-
utes it took to take out a bad tooth. Assisting Warren, Morton kept the
patient unconscious for nearly thirty minutes, dripping ether periodically
into a gauze bandage. Years later, Warren recalled the moment: “A new
era has opened on the operating surgeon. His visitations on the most del-
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icate parts are performed, not only without the agonizing screams he has
been accustomed to hear, but sometimes in a state of perfect insensibil-
ity, and, occasionally, even with an expression of pleasure on the part of
the patient.”!!

But the existence of anesthesia and its availability were two very dif-
terent issues. The technology collided with cultural assumptions about
women and pain. Sentimentalists had long celebrated the pain of child-
birth as a prerequisite to the development of maternal instincts. One mid-
century New York obstetrician concluded, “The very suffering which a
woman undergoes in labor is one of the strongest elements in the love she
bears for her offspring.” Others believed that pain developed a heroic
character. Samuel Gregory of the Boston Female Medical College rejected
anesthetics because “this suffering one’s self to avoid a trifling pain is no
mark of prudence or courage.” Augustus Gardner, a New York City gy-
necologist, argued in 1872 that the blessings of pain “are not limited to the
mere physical strengthening of other facilities . . . this baptism of pain and
privation has regenerated the individual’s whole nature . . . by the chas-
tening made but a little lower than the angels.” Some prescriptions for fe-
male pain bordered on sadism. In 1850 Benjamin Hill, a Boston surgeon,
tried to get breast cancer patients to accept cauterizations of their tumors
without anesthetics: “I have not unfrequently had patients, after submit-
ting, perhaps for an hour, to this ‘burning alive,” without flinching or
groaning, open their mouths for the first time, after I had got through,
to express their fears that the operation had been not carried far enough,
because they had felt it so much less than I had given them reason to ex-
pect.” Hill went on to extol the virtues of “pain as moral medication.”

But even surgeons prepared to use anesthesia could be burdened by
a host of prejudices. Most Americans believed that older women were not
as subject to pain as younger women because time had diminished their
sensitivities. Poor women were considered oblivious to pain. “Country
women,” argued Dr. William Dewees in 1806, “are more obnoxious to it
[pain], than those of the cities.” J. Marion Sims, the father of American
gynecology, regularly performed experimental operations on slave women
because “white women are too sensitive to pain.” The London Medical and
Chirugical Review claimed in 1817 that “negresses will bear cutting with
nearly, if not quite, as much impunity as dogs and rabbits.” Surgeons often
limited anesthesia to well-to-do white women who “needed” to be pro-



tected from pain. It was not until the 189os that most surgeons became
willing to use anesthesia on every patient.!?

The third stage in the development of the Halsted radical mastec-
tomy took place under a microscope. Throughout medical history,
unnecessary surgeries were common because physicians could not tell the
difference between benign and malignant tumors. They often removed
entire breasts to get rid of what were only benign lumps. They were deal-
ing with a bewildering variety of breast diseases, some benign, others ma-
lignant, without the benefit of cellular pathology. The most common type
of breast cancer is infiltrating ductal carcinoma, found in about seventy
percent of breast malignancies. But there are other tumors as well, in-
cluding papillary carcinomas, infiltrating papillary carcinomas, comedo
carcinomas, medullary carcinomas, tubular carcinomas, mucinous or col-
loid carcinomas, intracystic papillary carcinomas, lobular carcinomas, in-
vasive lobular carcinomas, Paget’s disease of the breast, inflammatory
breast cancer, adenocystic carcinoma, carcinosarcomas, lipid-rich carci-
nomas, and metaplastic carcinomas.

Doctors also confronted a range of benign breast diseases, such as lac-
tational mastitis, nonlactational mastitis, chronic subareolar abscesses, in-
traductal papillomas, intraductal papillomatosis, cytosarcoma phylloides,
fibroadenomas, and pseudolumps caused by clumps of dead fat cells, pro-
truding ribs, or simply denser tissues in the breast. The best an early nine-
teenth century physician could do was look at a tumor and, based on its
gross appearance, decide if it was dangerous or not. Prudence and caution
forced them, when confused, to decide in favor of malignancy and treat
it accordingly. In 1839 John Warren wrote, “All tumours of this organ
[breast] are in danger of being considered to be cancers, and treated ac-
cordingly . . . every tumour in the breast must be esteemed suspicious, and
worthy of careful attention.”3

Margaret Moffette Lea is a case in point. In 1840, at the age of
twenty-two, she married forty-seven-year-old Sam Houston, the hero of
Texas independence. Anxious to please his young bride, he surrendered to
her teetotaling ways, cutting down on alcohol, much to the surprise of his
closest associates. Political duties kept him away for weeks and months
at a time, but they nurtured their relationship with daily letters. Their first
child, Sam Houston, Jr., was born on May 25, 1843. Before the birth, Mar-
garet Lea, as Texans remember her, complained of tenderness in her right
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breast, and the condition persisted for several years. In February 1847,
while Sam was in Washington, D.C., serving as a U.S. senator, she wrote
him a worrisome letter: “I have suftered two or three mails to pass with-
out writing to you for the reason that my breast was in such condition that
I could not write without detriment to myself. It has risen three times and
the last time presented such an angry appearance that Brother Charles
prevailed on us to send for Dr. Smith.”

Ashbel Smith, a physician and leading figure in the movement for
Texas independence, traveled to East Texas and examined Margaret. He
decided not to operate, especially with Sam so far away. The tumor did
not resemble other breast cancers Smith had seen, so he recommended a
topical treatment and went home. Within days, however, she asked him
to return. The tumor had flared up, causing great discomfort. Smith ex-
amined her and scheduled surgery for the first week of March, advising
her to stop breastfeeding the baby so that she could “dry up the breast.”
He also assured her that “the operation will be a mere trifle and easily per-
formed in two minutes.” Smith left, planning to come back in two weeks
for the operation, but Margaret’s mother begged him to come back sooner
because “we think the cancer is advancing more rapidly than usual.”

Smith agreed, bringing whiskey to dull her senses during the opera-
tion. A teetotaler and temperance advocate, she refused the alcohol. After
a lifetime condemning “demon rum” and eight years getting her husband
off the bottle, she was not about to succumb. Crises tested faith, and she
would not fail her test. Instead of swallowing the whiskey, she clenched
a silver coin between her teeth, closed her eyes, and let Smith amputate
much of her right breast. In a letter to Sam written later in the day, Smith
said: “It was with some anxiety that I undertook so serious an operation
in your absence, but an operation offered the only possible cure and its ne-
cessity was urgent. It is useless to mention to you that Mrs. H. bore the
pain with great fortitude.”

Two weeks later, the wound became infected and Sam, who had ar-
rived home from Washington, wrote to Smith again: “From immediately
below the wound, there is diagonally across the stomach, bearing the left
side, something like a cord or tendon, which is quite sore, and she is fear-
tul that it may be a root of the Cancer.” Another physician treated her and
the inflammation soon disappeared. She was cured and lived another



then interned at the Charite Hospital in Berlin. The young physician dis-
covered leukemia in 1845 and described the nature of thrombosis in 1846.
In 1847, he founded Virchows Archiv, a pathology journal still being pub-
lished. In his laboratory, modern pathology was born, sending to the scrap
heap of history all earlier theories about the nature of disease. He argued
that all cells grow from similar cells, that all living tissues have a single cel-
lular ancestor in the ooze of the primordial past. He studied the cellular
physiology of normal and abnormal tissues. Disease, he concluded, was
the result of cellular disorders—biochemical malfunctions within cells that
could only be cured biochemically by restoring the cells to normal or erad-
icating them altogether.

Virchow spent the rest of his life expanding the frontiers of cellular
pathology. He explained the nature of carcinomas—tumors erupting in a
bed of epithelial tissues—and malignant sarcomas of bone and connective
tissues. Inside the membranes of cancer cells, he analyzed the disheveled
nuclei until he could distinguish one type of tissue from another and one
type of cancer from another. He took note of cellular differentiation and
the wild, unbridled multiplication of malignant cells, their penchant to
grow and expand. When Virchow died in 1902, surgeons had more reli-
able techniques for distinguishing benign lesions from malignant ones
and, in terms of breast diseases, the ability to make rational choices about
mastectomies.!’

Asepsis, anesthesia, and cellular pathology made radical mastectomies
possible. William Stewart Halsted made it a reality. He was born on Sep-
tember 23, 1852. His roots reached back to Long Island’s Puritan aristoc-
racy, but the family fortune was all nineteenth century, the product of a
successful importing business. He enjoyed a privileged childhood in a lux-
urious townhouse on 14th Street and Fifth Avenue in Manhattan and a
country estate in Irvington, New York. He attended Andover and Yale,
where he “majored” in football, baseball, crew, and parties, managing to
graduate without crossing the library doorsill. In 1874, after a dissipating
summer at the beach, Halsted enrolled as a medical student at the Col-
lege of Physicians and Surgeons in New York City. His father was a mem-
ber of the board of directors.'®

Halsted surprised everybody. He proved to be an ideal student, win-
ning honors in clinics and in basic sciences. He interned at Bellevue Hos-
pital and worked for several months as house physician at the New York



Hospital. Like Benjamin Rush a century before, he embarked on a Eu-
ropean tour, but instead of spending two years in London and Paris, Hal-
sted traveled farther east—to Vienna, Leipzig, and Berlin—where Ger-
mans had elevated medicine to new heights. He studied anatomy and
surgical technique under Theodor Billroth, the father of modern surgery,
and cellular pathology under associates of Rudolf Virchow. He also ob-
served Richard Volkmann, the talented surgeon at the University of
Leipzig, who in 1865 argued that in cases of breast cancer, surgeons were
obligated to remove the fibrous covering of the chest muscles in order to
minimize recurrence. Halsted returned to New York in 1880 as visiting
physician to Charity Hospital, and within a few years he was also on the
stafts of Bellevue, Presbyterian, New York State Emigrant, and Chambers
Street hospitals.

During the mid-1880s, Halsted earned a reputation as the country’s
most gifted surgeon. A proponent of aseptic techniques, he insisted, fa-
natically some colleagues thought, on a germ-free surgical environment,
even going so far as building at Bellevue his own operating room under a
tent outdoors because he found the surgical suites filthy. He pioneered the
use of rubber gloves to protect patients and surgeons alike, and he was the
first surgeon to transfuse blood and to employ intravenous infusions of
salt solutions. He wrote dozens of articles for scientific journals and began
the systematic training of surgeons that eventually evolved into today’s
residency system.

At the same time, he became a drug addict. Early in the 1880s, sev-
eral German physicians began experimenting with cocaine as a surgical
anesthetic, and Halsted took up the pursuit, trying to find ways of using
the drug as a general anesthetic and as a local to block major nerve trunks.
Along with several colleagues, he toyed with the drug personally, enjoy-
ing its exhilarating effects though innocent of its addictive powers. His
behavior soon became erratic. He missed work for days and sometimes
weeks, appeared late for operations, gave rambling lectures, mumbled to
himself, and wrote articles with hopelessly confused syntax. Colleagues
passed off his behavior as the idiosyncrasies of genius, but he suffered a
complete breakdown in 1886, one even they could not conceal. When a
friend arranged for Halsted to take a long vacation cruise, the good doc-
tor took along his own supply of cocaine. When it ran out with two weeks
left at sea, he broke into the ship’s pharmacy to get more.
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Halsted knew he was in trouble, and he checked himself into Butler
Hospital, a psychiatric facility in Providence, Rhode Island. After several
months there, he accepted a faculty position at the Johns Hopkins Uni-
versity Medical School. In November 1886 he moved to Baltimore, but
within a few weeks he was back on cocaine. Halsted returned to Butler
in April 1887 and remained there until January 1888. He succeeded in
weaning himself away from the narcotic, but the cure was expensive. He
replaced one drug with another, and Halsted never got the monkey off his
back. Still, he managed the addiction well. During the next thirty years,
he became the leading surgeon in the world, pioneering a whole range of
new techniques. The pre-anesthesia surgery of the past, based so much on
speed of movement, gave way to deliberate precision in which the surgeon
excised diseased tissue so that normal physiological processes could be re-
stored. During his years at Charity, he experimented with breast cancer
and, over the course of the next fifteen years, developed what became
known as the Halsted radical mastectomy, an operation that dominated
breast cancer treatment for two generations.

Early in the 1880s, when he was still working in New York, he
searched for a way to reduce the recurrences of the disease which so com-
monly afflicted patients within a year of their initial surgery. During his
stay in Europe, Halsted learned that Theodor Billroth’s mastectomy pa-
tients had an 82 percent chance of developing new tumors on their chest
walls. Richard von Volkmann, who routinely excised the fascia of the chest
muscles along with the breast and the axilla, enjoyed more success, with
“only” 60 percent of his patients suffering recurrence. Halsted wanted to
improve on those rates.

It was not a simple challenge. Women usually did not visit physicians
in the early stages of the disease. They procrastinated, hoping that the
lump was not a cancer, that they there not destined for a horrible death.
What Halsted and other surgeons encountered was advanced, inopera-
ble disease. In 1905, for example, he examined a woman whose tumor
measured eight by seven centimeters, quite large by contemporary stand-
ards, but Halsted described it as a “sma// [author’s emphasis] infiltrating
scirrhus with metastases to the axilla.” Most breast cancer patients showed
up with larger tumors, and their surgeons had told them to go home to
die, that there was nothing to be done. But Halsted wanted to help even
advanced breast cancer patients.!



In 1890 he wrote, “About eight years ago I began not only to typi-
cally clean out the axilla in all cases of cancer of the breast but also to ex-
cise in almost every case the pectoralis major muscle . . . and to give the
tumor on all sides an exceedingly wide berth.” Halsted felt he had no
choice, since “it is impossible to determine with the naked eye whether or
not the disease has extended into the pectoral muscle.” Across town, at
New York Hospital, Willie Meyer was moving in the same direction. In
1894 he published his own clinical experience: “In the great majority of
cases of cancer of the breast the pectoralis muscle is also involved by the
disease, and that, if left in place, the growth is more liable to recur, it has
become .. . the duty of the surgeon always to remove this muscle with the
breast and the axillary contents.”?

But removing the breast, axilla, and pectoralis muscle was not enough
for Halsted. He knew that cancer was a cellular disease, and he worried
about his own role in spreading it. A careless surgeon who cut into the
tumor with the scalpel, lifted the breast away with his hands, then moved
into the axilla and scooped out lymph nodes with his fingers probably
scattered tumor cells all over. Instead, Halsted called for a radical mas-
tectomy—removal of the breast, axillary nodes, and both chest muscles—
in a single en bloc procedure. The surgeon cut widely around the tumor,
removing all the tissue in one piece, making sure that the “glands and fat
should not be pulled out with the finger, as advised, I am sorry to say, in
modern textbooks and as practiced very often by operators.”!

He reported the results of his own radical mastectomies regularly at
medical conferences and in professional journals during the 189os and
1900s and became a medical celebrity. He offered an alternative, a choice,
a possibility for breast cancer patients in a surgical world bereft of hope.
Before Halsted, the recurrence rate of the breast cancer in the vicinity of
the original tumor was so great that in spite of the surgery, women usu-
ally underwent brutally painful deaths, succumbing to their cancers as
Anne of Austria had done two centuries before, with huge, draining, ul-
cerative tumors pocking the torso, neck, and armpit. In an 1894 article,
Halsted reported, “Most of us have heard our teachers in surgery admit
that they have never cured a cancer of the breast . . . . We rarely meet [even
today] a physician or surgeon who can testify to a single instance of a pos-
itive cure of breast cancer.”??

Halsted oftered patients and surgeons the possibility of a cure, or if
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not a cure, at least palliative treatment in which patients never suffered
through raging damages of untreated breast cancer. The cancer spread to
internal organs or bones, eventually taking the patient’s life, but death
from breast carcinoma, after a successful Halsted mastectomy, was not the
horror it had been for so many centuries. He presented a paper at the 1898
meeting in New Orleans of the American Surgical Association, reporting
on a series of 133 patients. Of them, seventy-six were more than three years
out from the initial surgery, and 52 percent were disease-free, with no sign
of tumors in the chest area or symptoms of systemic disease. For the as-
sembled surgeons, the report was breathtaking, particularly since so many
of his patients had initially sought treatment with advanced tumors.
When Halsted finished, a panel member stood up and made sure the au-
dience realized the significance of what they had just heard: “In Dr. Hal-
sted’s series are included cases once regarded as absolutely unfit for op-
eration, and even in these [cases] lives have been prolonged by surgical
interference and rendered more comfortable. Best of all, in some very se-
rious cases the disease has not returned after a lapse of years. [Halsted]
deserves and has our grateful acknowledgments for the brilliant light
which he has thrown upon these dark places of surgery.”

During the next two decades, Halsted performed hundreds of radi-
cal mastectomies, and his students and colleagues in the surgical estab-
lishment did tens of thousands more. In the process, he learned more
about the behavior of the disease. He continued to accumulate data on the
efficacy of the operation and on the results of 210 radical mastectomies he
had performed. The database was now large enough for Halsted to at-
tempt to determine the seriousness of a tumor—"“staging” it—and make
a prognosis. The article’s title proclaimed hope—“The Results of Radi-
cal Operations for the Cure of Carcinoma of the Breast.” Of the 210
women he treated, sixty of them, when they first presented themselves,
had breast carcinomas without lymph node involvement. More than 8
percent were still alive three years later. For women with positive lymph
nodes, the prognosis was not nearly so good. Of those 110 women, only
thirty-one percent survived for three years. It was even worse for the forty
patients with metastasis to the supraclavicular lymph nodes. Only 1o per-
cent had a three-year survival rate. Halsted’s conclusion was simple and
clear: women who received a radical mastectomy before the tumor spread



to regional lymph nodes had excellent odds. Women who delayed treat-
ment were doomed.*

In fact, what Halsted recommended soon materialized in Baltimore.
Word spread that a woman with breast cancer who received the Halsted
operation had a chance to be cured. In the 1880s and 189os, when he pio-
neered the operation, Halsted saw only advanced breast cancer patients.
All fifty of the women in his original 1894 study suffered from advanced
tumors with lymph node involvement. By 1907, Halsted reported,
“Women are now presenting themselves more promptly for examination,
realizing that a cure of breast cancer is not only possible, but if operated
upon early, quite probable. Hence, the surgeon is seeing smaller, still smaller
tumors, cancers which give not one of the cardinal signs.” He even ven-
tured a prognosis for breast cancer patients: “The prognosis is quite good
in the early stage of breast cancer, two in three being cured, and bad, three
in four succumbing, when the axillary glands are demonstrably involved.”?

While Halsted developed the radical mastectomy, American medi-
cine was finishing a virtual revolution in gender relationships. At the be-
ginning of the nineteenth century, treatment for most ailments was largely
the domain of women, because the family was the center of social and eco-
nomic life. In an essentially domestic economy, women assumed respon-
sibility for the care of the sick, and they drew on networks of other women
and a reservoir of medicinal herbs and folk traditions. Midwives and
homeopaths dominated the medicine of the common people. Sick women
were usually treated by women healers. Professional medicine existed in
urban centers, but its impact was confined to an elite few.

But as the century progressed and the Industrial Revolution destroyed
the traditional domestic economy, the distance between domestic and pro-
tessional medicine widened. Medicine relied more and more on rigorous
scientific knowledge, and the training of physicians became institutional-
ized. Like law and theology, medicine became a profession. Law schools
and seminaries had long been closed to women, and professional medi-
cine imposed similar restrictions. Not allowed to go to college, except to
train as teachers, or to pursue postgraduate professional training, women
disappeared from the ranks of physicians. Even when they managed to
beat the odds and secure formal training, professional medical societies
denied them membership. Medicine became the exclusive domain of men.
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Sick women were now treated by men. They were also increasingly
treated by men they did not know, especially if they suffered from breast
cancer. At Johns Hopkins University, and at a number of other univer-
sity medical centers, female cancer patients were referred to male surgeons
anxious to push the survival envelope a little more each year. Academic
surgeons were also scientists bent on proving the efficacy of treatments,
and progress became synonymous with longer survival time. The univer-
sity setting depersonalized medicine. Women with breast cancer became
scientific objects as well as patients, subject to the whims of male physi-
cians afflicted with gender biases and scientific detachment. The rise of
radical surgery in the late nineteenth century rested on the twin pillars of
male dominance and scientific objectivity.?



CHAPTER FOUR

the OMedicine of Mulitation

The doctor fidgeted uncomfortably. He was about to break bad news to
a prominent patient. In 1891 Alexander Clark sat at the pinnacle of his
profession, monitoring the health of William Ewart Gladstone, leader of
the Liberal Party and former prime minister of Great Britain. British doc-
tors hailed Clark as one of the best, and London’s elite approached him
regularly with their aches and pains. Alice James, who lived in a London
town home, was one of them. She had ignored the lump in her breast for
months, but when it finally caused some pain, friends urged her to con-
sult Clark. He arrived at her bedside within hours of receiving the mes-
sage. It did not take more than a glance and a few probes of the breast and
the armpit to confirm, in his own mind, the horror she was about to face.

After covering the diseased breast with her nightgown, Clark stut-
tered briefly, cleared his throat, and cautiously told Alice James that she
suffered from inoperable, terminal breast cancer. But she then surprised
him. She did not gasp at the news, or cry, whimper, scream, or yell. She
was neither stoical nor cynical. Instead, the prospects of dying from breast
cancer flooded her with waves of sweet relief, washing away a lifetime of
self-doubt and frustration. Clark had delivered death sentences many
times before, but her sigh of thanksgiving caught him oft-guard; she shook
his hand, graciously thanking him for the report.
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She was a curious woman, the younger sister of America’s most bril-
liant intellectuals—psychologist William James and novelist Henry James.
Gender had doomed her intellect to obscurity. She was analytically
brilliant, politically radical, hilariously funny, and frustrated because so-
ciety never let her talents flower like those of her brothers. She spent a
lifetime fighting a depression that masqueraded as neurasthenia, neural-
gia, spinal neurosis, and hysteria, the vague, ill-defined women’s diseases
of the nineteenth century. Her father showered the boys with time and
attention, nurturing their intellects, praising their early forays into liter-
ary criticism, and investing much time, money, and energy to make their
triumphs possible.

He all but ignored Alice. Henry James loved and trivialized Alice. He
expected her to marry well—perhaps a New England industrialist or a mer-
chant—raise a family, and disappear into history as a footnote to her sib-
lings. Sickness became her revenge. From the time she was a little girl, she
repeatedly “took to her bed,” periodically knocking at death’s door only to
rally again, leaving family members frustrated even while they worried and
doted over her. Only in sickness could she attract her father’s attention.

And now, at the age of fifty, she really was sick. After a lifetime of
being sick without knowing why, Alice James exulted in the diagnosis.
In her diary, she wrote: “Ever since I have been ill, I have longed for some
palpable disease, no matter how conventionally dreadful a label it might
have ... .To any one who has not been there, it will be hard to understand
the enormous relief of Sir A. C.’s uncompromising verdict, lifting us out
of the formless vague . . . . One would naturally not choose such an ugly
and gruesome method of progression down the dark Valley of the Shadow
of Death, and of course many of the moral sinews will snap by the way,
but we shall gird up our loins and the blessed peace of the end will have
no shadow cast upon it.”

Gird them up she did. Clark supplied her with enough opium to dull
the pain, and Alice faced death with aplomb, welcoming a real battle with
a real enemy, relishing the chance to experience something her brothers
had never felt. Late in 1891 she wrote to William: “I count it as the great-
est good fortune to have these few months so full of interest and instruc-
tion in the knowledge of my approaching death. It is as simple in one’s
own person as any fact of nature, the fall of a leaf or the blooming of a
rose, and I have a delicious consciousness, ever present, of wide spaces



close at hand, and whisperings of release in the air.” She fought the good
fight. The tumor spread to her liver and lungs, and she died on March 4,
1892. Henry was at her side. “Her face,” he recorded in his journal, then
seemed “in a strange, dim, touching way, to become clearer. I went to the
window to let in a little more of the afternoon light . . . and when I came
back to the bed she had drawn the breath that was not succeeded by
another.”

Had she been at Johns Hopkins that year, Halsted would have oper-
ated. Had she come down with the tumor ten years later, in 1902, a British
surgeon would have performed the operation. The radical mastectomy
would not have saved her life, but it might have bought more time and
made her demise more comfortable. During the first four decades of the
twentieth century, the radical mastectomy dominated breast cancer treat-
ment. The operation had extended life and cured many, and its palliative
effects for those who did not survive were considerable. By 1920, nearly
thirty years after Halsted pioneered the technique, cure rates held steady.
Of the women who came to Johns Hopkins for breast cancer treatment,
approximately one-third had Stage I disease—breast tumors but no spread
to the axilla lymph nodes. Nearly 85 percent of them were alive five years
after the operation. Half of the women Halsted examined already had
tumor involvement in the axilla. Of those, only a third survived for five
years. Finally, one out of six of Halsted’s patients had tumors in the axilla
and in the supraclavicular nodes near the neck. Their five-year survival
rate was only 10 percent.

The radical mastectomy, however, was not an unmixed blessing. Even
in the hands of such skilled surgeons as Halsted, some patients did not
survive the operation. The rate of surgical mortality steadily declined dur-
ing the early 1900s, but the risks were still quite real. Some women opted
for a few more years of life rather than taking a chance on the surgery.
Others avoided the radical mastectomy because the operation would leave
them permanently wounded and disfigured, with side effects that lasted a
lifetime. After the operation, women had to deal with a deformed chest
wall, hollow voids under the collarbone and in the armpit, chronic pain,
and lymphedema, or swelling in the arm because the removed underarm
lymph nodes could no longer process circulatory fluids efficiently. More
than a few women concluded that the cure was worse than the disease.

Still, the Halsted mastectomy altered the medical landscape, giving
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women a ray of hope and inspiring a new public health movement—the
crusade for early detection. In 1904, E. S. Judd of the Mayo Clinic wrote,
“The point I wish to emphasize . . . is that the surgeon can provide a
definite cure in the majority of cases where the patients present themselves

for treatment on the appearance of the first symptoms.”

The American Society for the Control of Cancer (ASCC), forerun-
ner of the American Cancer Society, directed the public health campaign
to convince women to see their doctors about any breast lumps. Founded
in 1913 to educate the public, the ASCC was dominated by surgeons who
promoted, with the zeal of Bible-belt circuit riders, the conviction that
only in the scalpel could women find relief. One ASCC pamphlet
preached the following message: “How a wise woman won the battle
against cancer. She had faith in her physician. He had confidence in his
power. Lose no time . . . . Medical cancer cures are all bogus. Barring the
use of radium or similar means for the small affairs of the skin, surgical
operation is the only cure for cancer.”

Established cancer therapy had become the domain of surgeons, since
no other therapies worked. Samuel Hopkins Adams, a prominent muck-
raking journalist for the New York Sun and McClures Magazine who ex-
posed the patent medicine business, wrote in 1913, “No cancer is hopeless
when discovered early. Most cancer, discovered early, is curable. The only
cure is the knife.” ASCC waxed even more eloquent, telling women that
“in regard to tumors . . . . lynch law is by far the better procedure than ‘due
process.”” The analogy was disturbingly accurate, given the direction breast
cancer would take in the next several decades.*

By the 1920s, the ASCC campaign for early detection and surgery,
as well as more systematic training of surgeons in medical schools around
the world, dramatically affected breast cancer treatment. Because of the
spread of surgical residencies as postgraduate training, which Halsted had
pioneered at Johns Hopkins, young physicians in teaching hospitals
throughout the United States and Europe learned how to perform the
radical mastectomy. The number of breast operations steadily increased
between 1905 and 1925. In 1927, the Journal of the American Medical Asso-
ciation, in a special study of cancer treatment in nineteen American cities,
revealed that operations for breast cancer outnumbered all other cancer
surgeries by four to one. Approximately fourteen thousand women died
of breast cancer in the United States in 1925, but there were more than



twenty thousand breast cancer operations that year. Some were second and
third operations for local recurrences, and others were lumpectomies to
remove benign tumors. The development of frozen tissue slides in the
early 19oos allowed surgeons to remove suspicious lumps, have patholo-
gists evaluate the tissue immediately, and decide then and there whether
to perform a radical mastectomy or just remove the benign lump, giving
rise to the new subdiscipline of surgical pathology. The Halsted mastec-
tomy became the most common major surgical procedure in the world.>

Improving on Halsted soon inspired the best surgeons. In spite of
their technical skills and creative innovations, however, they all functioned
within a fixed intellectual paradigm. Three ideas dominated the medical
consensus. Ever since the 1760s, scientists had been fanatically loyal to the
notion that cancer was a local disorder which, if caught and eradicated in
time, could be cured. In 1907 Halsted made clear his intellectual com-
mitment to that notion: “Though the area of the disease extends from cra-
nium to knee, breast cancer in the broad sense is a local affliction.” Pathol-
ogists reinforced prevailing assumptions by identifying tumors according
to their origins in different organs of the body. Anatomists argued that tu-
mors remained confined to a local site for an extended period of time, dur-
ing which surgeons could eradicate them. But if tumors went untreated
for too long, malignant cells eventually, at a rather precise moment, dis-
engaged from the tumor and spread in a centrifugal pattern away from the
original site, becoming regional in their destructiveness rather than local.
Finally, physicians accepted Rudolf Virchow’s theory about the metasta-
sis, or spread, of tumors to distant locations. In 1863, he wrote that the
lymph nodes act as filters, serving as a barrier to the dissemination of
tumor cells throughout the body. By dissecting infiltrated lymph nodes,
surgeons could prevent the spread of the disease to distant locations.

In 1906, William Handley, Hunterian Professor of Surgery and Pathol-
ogy at the Royal College of Surgeons in London, provided a theory of
tumor metastasis that explained Halsted’s success. Ever since leaving med-
ical school, Handley had combined surgery and pathology, with breast
cancer his speciality. He spent his days in surgical theaters, pathology labs,
and autopsy rooms, operating on living women, studying the cellular
structures of their tumors, and then bringing all of his forensic skills to
bear on their cadavers during postmortem examinations. Tumor recur-
rence and tumor metastasis intrigued him.
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by continuity—a very large area in some cases.” In 1907, when he first read
Handley’s book, Halsted bought the theory immediately. “Although it un-
doubtedly occurs, I am not sure that I have observed . . . metastasis which
seemed definitely to have been conveyed by way of the blood-vessels; and
my views as to the dissemination of carcinoma of the breast accord so fully
with Handley’s that I may, in justice to him . . . quote now and again from
his admirable chapters.”

More radical surgery was the logical extension of Handley’s theory.
Inadequate surgery explained recurrences after a mastectomy; tumor cells
had already expanded beyond the tissues removed in the original mas-
tectomy. To prevent such recurrences, surgeons must be more extensive,
removing as much tissue as possible. Halsted urged surgeons to be more
aggressive:

We must remove not only a very large amount of skin and a much larger
area of subcutaneous fat and fascia, but also strip the sheaths from the upper
part of the rectus, the serratus magnus, the subscapularis, and at times from
parts of the latissimus dorsi and the teres major. Both pectoral muscles are,
of course, removed. A part of the chest wall should, I believe, be excised in
certain cases, the surgeon bearing in mind always that he is dealing with
lymphatic and not blood metastases and that the slightest inattention to
detail, or attempts to hasten convalescence by such plastic operations as are
feasible only when a restricted amount of skin is removed, may sacrifice his

patient.

In autopsies, pathologists found that the tumors had spread to other
lymph nodes besides the axilla—to the supraclavicular nodes under the
collarbone and to the internal mammary nodes under the breasts and in-
side the chest cavity. If surgeons removed all tumor cells in the vicinity be-
fore they had spread, so the logic went, cures were possible. Because of
their convictions that breast cancer was local, physicians pondered surgi-
cal procedures even more aggressive than Halsted’s. Anesthesia, asepsis,
antisepsis, and blood transfusions provided the luxury of considering more
extensive operations. The only way to stop breast cancer from recurring
and spreading, they concluded, was to remove even more tissue during the
initial surgery.1°

Halsted was one of the first to try. By the late 189os, he was already
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experimenting with an operation that removed the breast, axilla nodes,
chest muscles, and supraclavicular nodes in one procedure. Although he
worried about long-term side effects—poor lymphatic drainage and ac-
companying swelling of the arm and torso, limited range of motion for
the arm and neck, and the cosmetic problems of a virtually concave chest
wall—he dismissed them as necessary evils. “After all, disability,” he wrote
in 1891, “is a matter of very little importance as compared with the life of
the patient. Furthermore, these patients are old. Their average age is nearly
fifty-five years. They are no longer very active members of society.” Al-
though he did not pursue the idea, he gave some thought to a shoulder
amputation along with the radical mastectomy. “It must be our endeavor,”
he wrote, “to trace more definitely the routes traveled in the metastases to
bone, particularly to the humerus, for it is even possible . . . that amputa-
tion of the shoulder joint plus a proper removal of the soft parts might
eradicate the disease.” Amsterdam surgeon C. W. G. Westerman did in
1910 what Halsted only contemplated, performing a radical mastectomy;,
cutting out three ribs, and then amputating a woman’s shoulder near her
neck, pulling out many of the supraclavicular nodes with portions of the
rib cage and collarbone.!!

But such experiments were just that until the late 1920s and 1930s.
Halsted eventually abandoned dissections of the supraclavicular and in-
ternal mammary lymph nodes, confining his breast surgeries to the clas-
sic operation he had pioneered. Being more aggressive was easier said than
done. The development of cellular pathology, anesthesia, and antiseptic
medicine permitted more aggressive operations and transformed surgery
into the only curative treatment for cancer. No longer burdened by the
physical struggle of agitated, pain-wracked, wide-awake patients, Halsted
created a science out of surgery. But moving surgery beyond Halsted re-
quired new scientific and technological developments, the modern equiv-
alents of the nineteenth-century advances. When surgeons in the 1920s
and 1930s performed massive, complicated operations, they encountered
two insurmountable problems: serious blood loss and severe infection.
Mortality rates were too high to justify the operations.

Both problems were solved by the late 1940s. In extensive surgical
procedures which consumed several hours and involved cutting through
large amounts of tissue, blood loss was usually severe. Patients could be
sent into shock or suffer brain damage from lack of oxygen. The problem



was daunting enough to make even the most aggressive surgeons conser-
vative. Experiments in blood transfusion had been going on for centuries,
but clotting and rejection were all too common. In 1900, however, Karl
Landsteiner of the University of Vienna discovered the basic blood groups
and established criteria for typing them. Patients could be matched for
type and receive blood their bodies would accept. The solution to the clot-
ting problem appeared in 1915 when Richard Lewison, a New York sur-
geon, discovered that sodium citrate retarded clotting. By 1917, Allied
army surgeons, using sodium citrate as an anticoagulant, regularly trans-
tused wounded soldiers during surgery. Finally, Oswold Robertson, a
Canadian army physician, developed the technique of adding glucose to
donated blood and storing it in a cold “blood bank,” providing surgeons
with a reliable blood supply. In 1937, during the Spanish Civil War, cold-
stored blood was used widely for the first time in surgical transfusions.
Able to overcome the effects of blood loss, surgeons contemplated more
aggressive procedures.'?

But even the most careful surgeon, practicing aseptic and antiseptic
techniques and enjoying modern blood transfusion techniques, often shied
away from massive procedures involving the removal of large amounts of
tissue because of the threat of infection. The wider the surgical field and
the longer the procedure took, the higher the odds of postoperative in-
fection. The discovery of antibiotics solved the problem. In September
1928, Alexander Fleming was a bacteriologist at St. Mary’s Hospital in
London studying the staphylococcus bacterium. One evening, his assis-
tant filled several petri dishes with a staphylococci-loaded broth and in-
cubated them at body temperature. Fleming had instructed lab assistants
to keep the dishes covered to avoid contamination, but one forgot that
evening and left a dish uncovered. During the night an airborne fungus
infected it. The next morning, Fleming noticed that the staph germs
flourished in all the covered dishes, but the uncovered petri dish sprouted
a fungus but no staph germs. The fungus had killed them. For several
weeks, he tested the fungus against other germs—streptococci, gonococci,
diphtheria, bacilli, tetanus, anthrax, actinomycetes, and syphilis—and
found it equally effective. He had discovered penicillin, and over the
course of the next fifteen years bacteriologists perfected other antibiotics.
Liberated from the risks of infection and hemorrhage shock, surgeons
were ready to launch the era of the superradicals.!3

& %MWO’{II/I/‘(’M and the OMedicine 0/ oAMutilation

73



74

Younger surgeons assumed the challenge of improving on Halsted.
They had long chafed at the lack of progress in improving long-term out-
comes. By the end of World War II, a half century had passed since Hal-
sted perfected the radical mastectomy, with the master himself in his grave
for a generation. Yet even the best surgeons still relied on his procedures,
and survival rates held steady. The Mayo Clinic proudly announced in 1957
that the overall five-year survival rate for all of its 1947 and 1948 radical
mastectomy patients was 61 percent. Most surgeons, however, knew that
breast cancer patients could not really feel safe for ten years, and when
ten-year periods were analyzed, the cure rate fell to not much above where
it had been when Halsted worked the surgical theaters at Johns Hopkins.
Mayo emphasized that all patients survived the operation; operative mor-
tality had become virtually nonexistent.!*

A few of the best and most aggressive surgeons, hoping to improve
survival rates, decided to push the Halsted-Handley logic to its limits. At
the University of Copenhagen in the 1930s, Erling Dahl-Iversen experi-
mented with extrapleural dissections of the internal mammary lymph
nodes, as did Mario Margottini in Rome and S. A. Kholdin in Moscow.
At the University of Minnesota, Owen Wagensteen performed radical
mastectomies that included removal of the supraclavicular and mediasti-
nal nodes. The Wagensteen approach involved a typical Halsted radical
mastectomy, then splitting the patient’s sternum and moving into the
chest cavity to scoop out the internal mammary nodes and supraclavicular
nodes. Before operating on women, Wagensteen biopsied their regional
lymph nodes to make sure there was no tumor spread there. He eventu-
ally performed hundreds of the surgeries, but his operative mortality was
very high—more than thirteen percent. Critics would later charge Wa-
gensteen with recklessness—taking women with small breast tumors and
no lymph node spread, and then killing nearly one out of seven in the op-
erating room. Many argued about the cost of progress.!®

Although the discovery of antibiotics and the development of new
methods for transfusing blood made more radical surgery possible, the in-
tellectual climate of World War II and the postwar years made it far more
likely. A generation of young surgeons, trained in the United States med-
ical schools but tested in the mobile field hospitals of Europe and the Pa-
cific, found themselves employing extraordinary surgical techniques to
treat horrific battlefield wounds and, astonishingly, seeing many soldiers



survive. Faith in the efficacy of surgery deepened. At the same time, a con-
sensus emerged about the future of science and technology. The success
of the Manhattan Project—the crash U.S. government program to de-
velop an atomic bomb—convinced most Americans that scientists, physi-
cians, and surgeons could tackle any medical challenge. The late 1940s and
1950s witnessed the advent of superradical surgical procedures to treat can-
cer, including total gastrectomies, which removed the stomach, spleen,
and pancreas, en bloc, and then connected the small intestine to the
esophagus; interscapulothoracic amputations, which removed a patient’s
arm, shoulder blade, and collarbone; hemipelvectomies, which took off a
leg and the attached pelvic bone; and semicorporectomies, which took off
the lower half of the body.

In the world of breast cancer, the superradical mastectomy appeared,
and its chief architect was Jerome Andrew Urban. A surgical oncologist
in the best sense of the word, Urban possessed the physical skills and co-
ordination of a gifted athlete, but he was not, like so many surgeons of the
past, just a journeyman meatcutter. A keen, scientific intellect drove his
work. Born in Brooklyn in 1914, Urban took a bachelor’s degree at An-
drew College and his M.D. at Columbia. After interning at Lenox Hill
Hospital in New York City, he did a residency in surgical oncology dur-
ing World War II at Memorial Sloan-Kettering, just when the hospital
was acquiring its reputation as the best cancer center in the world. Urban
studied there under the tutelage of George T. Pack, the most radical of the
radical surgeons, a man whose ego, surgical technique, and fearlessness
earned him the nickname “Pack the Knife.” Pack performed interscapu-
lothoracic amputations and hemipelvectomies like other surgeons did ap-
pendectomies and tonsillectomies. His self-confidence was matched only
by his speed, and his commitment to excising every cancer cell knew no
bounds. Urban took his surgical cue from Pack but specialized in breast
cancer.

A half-century had passed since Halsted first announced the radical
mastectomy, and breast cancer survival rates had improved. Women were
more likely to visit a physician in the early stages of their illness, when tu-
mors were small and more confined; the radical mastectomy reduced local
recurrence rates and increased long-term survival. But for Jerome Urban,
a half century was too long. It was time to replace Halsted and lift surgi-
cal oncology to a new level.
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In 1949, he pioneered a new mastectomy. Like Halsted before him,
Urban functioned in the intellectual shadow of William Handley. Han-
dley’s son, R. S. Handley, extended his father’s logic, showing in 1949 that
for women with tumors in the medial portion of the breast, a strong like-
lihood exists that tumors will metastasize to the axilla lymph nodes and
to the internal mammary nodes behind the sternum and rib cage. The
only way to improve survival rates was to extend the radical mastectomy,
to remove the breast, the axillary nodes, the chest muscles, and the inter-
nal mammary nodes in a single procedure. A few months after Handley
published his report, Urban performed a superradical mastectomy. His
logic was simple: “We should increase our salvage of early operable cases
over the present results obtained with the usual radical mastectomy, which
completely neglects the internal mammary lymphatic chain.”®

Urban carefully selected patients. He avoided women with advanced
tumors, in whom metastases had probably already become widely dis-
seminated, since they would not provide any reliable sense of how suc-
cessful he was in improving survival rates. Urban wanted women whose
tumors were small, either without palpable axilla involvement or axilla tu-
mors movable to the touch. Several of his forty patients had tumors less
than one centimeter in size—tiny even by today’s staging standards. In
Urban’s innovative experiment, they underwent massive surgery to cure a
breast tumor the size of a pea.

It was a difficult, complex procedure, requiring up to five hours and
consuming three pints of blood. He started with a long, elliptical incision,
reaching from the armpit across the chest to the sternum, then down the
sternum toward the navel. He then lifted the breast, axilla lymph nodes,
and pectoralis major and minor muscles away from the torso, exposing the
rib cage and sternum. To remove the internal mammary lymph nodes,
Urban sawed lengthwise through much of the sternum, then moved two
to three inches away from the sternum, cutting out an equal portion of
several ribs and lifting out the internal mammary nodes with them. He
then finished the operation, removing the breast, axilla, and chest mus-
cles, fashioning a graft to cover the hole in the chest wall, pulling the other
breast toward the center of the torso to help cover and protect the gap in
the chest wall, and then suturing the wound closed. The operation often
left patients with one breast sitting like a target near the middle of their
chests. Urban was more than a little sanguine about side effects. “At pres-
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suggest the possibility of removing a patient’s ovaries before the mastec-
tomy as a way of getting at more tumor tissue, giving birth to surgical cas-
tration as a breast cancer treatment.!”

He was not the only physician intrigued by the relationship between
tumors, breasts, and menstruation. George Beatson, a surgeon in Glas-
gow, had pondered the problem ever since medical school. Born in Trin-
comalee, Scotland, in 1844 to a military family, he was an unusually tall,
athletic child, possessed of a congenial personality and dogged determi-
nation. Handsome and charismatic, Beatson succeeded at everything he
tried, especially medical school. He received a medical degree in 1878, hav-
ing studied surgery at the Royal Infirmary under Joseph Lister. Beatson
became a well known, talented physician in Edinburgh, and in 1895 was ap-
pointed to the staft of the recently established Glasgow Cancer Hospital.

In 1874, anxious to get to work on the thesis required for the medical
degree, but needing financial support and time for data collection, he vol-
unteered to supervise a well-to-do psychiatric patient for several months.
He lived at the man’s estate in western Scotland. There Beatson decided
to write about lactation in animals. The abundance of sheep and cattle in
the region oftered an opportunity for practical research.

Lactation fascinated him. From his own analyses, he concluded that
during lactation, epithelial cells in the breast undergo a fatty degenera-
tion, producing milk for a sucking child. In the farms of western Scotland,
he also noticed that the removal of the ovaries from cows which had re-
cently calved stimulated milk production, or, in his mind, accelerated the
degeneration of the epithelial cells. During walks over the heathered hills,
he wondered if removal of the ovaries in women with breast cancer might
induce a similar degeneration of the tumor cells. Although he had no clear
conception of the role of hormones in tissue behavior, he was certain that
“we are perhaps in error in assigning to the nervous system the entire reg-
ulation of the metabolic change in the tissues of the body. I am satisfied
that in the ovary of the female and the testicle of the male we have organs
that send out influences more subtle . . . and more mysterious than those
emanating from the nervous system, but possibly much more potent than
the latter for good or ill as regards the nutrition of the body.”*

During the next twenty years, Beatson experimented by removing
ovaries from rabbits, sheep, and cows and studying resulting tissue
changes. In June 1895, he was ready to try his theories out on a human



being. He selected a young woman whose recurrent breast tumor was in-
operable and metastatic. He removed both her ovaries and then waited to
see what happened. Within weeks, her tumors shrank. Two months after
the operation, he took some cancer tissue from the woman and looked at
it under a microscope; the cells appeared to be undergoing a fatty degen-
eration. Six months later, the woman seemed to be free of disease. Con-
vinced that he had come upon a new treatment for breast cancer, Beat-
son reported his findings in May 1896 to a medical society in Edinburgh.

The report electrified the audience. Beatson’s theory was not based
on any knowledge of endocrine function. Modern oncologists know that
the malignant cells in some breast cancers possess estrogen receptors,
latching on to the estrogen which the ovaries have released. Beatson er-
roneously located the source of all breast cancer in the ovaries, arguing
that somehow the ovaries were the primary site of disease, and that by re-
moving them the malignant cells would, somehow, starve or break down.
Critics told Beatson of patients who developed breast cancer after hys-
terectomy. What about them? Or what about women whose breast can-
cer appeared long after menopause? He listened, but he disregarded their
arguments—at least for a while.

Other surgeons in Great Britain and the continent began performing
the procedure on patients with inoperable disease. German and Austrian
physicians used the term “castration” to describe the operation, but Beat-
son and the British, with typical English reserve, preferred the more sex-
ually neutral and scientific “oophorectomy.” Beatson continued with the
operation, but he too soon developed doubts. For many women, the op-
eration had little effect at all; their tumors did not even subside. Early in
1899, his first patient relapsed, with both local recurrences on the torso and
metastatic lesions. The woman died in April, having survived for forty-
six months. None of his other patients enjoyed such long remissions. By
1902 they were all dead.

Beatson was more surgeon than scientist. It was James Stanley Boyd
of England who compiled the first reliable statistics on removal of the
ovaries. Boyd received his medical degree at University College, London,
and eventually headed the department of surgery at Charing Cross Hos-
pital in London. One contemporary called him the “high priest of asep-
tic and antiseptic surgery, he was the first of the Charing Cross surgeons
to give up operating in a frock coat.” He performed his first oophorectomy

& %MWO’{II/I/‘(’M and the OMedicine 0/ oAMutilation

79



80

in 1896, just months after listening to Beatson. During the next four years,
he collected case studies on fifty-four other patients and reported that
nineteen had benefitted from the surgery. An editorial in the British Med-
ical Journal concluded, “The operation influences cancer of the breast fa-
vorably but not permanently.”!

Early in May 1897, Boyd examined a young woman with advanced
breast cancer. Her extensive tumors ruled out a Halsted radical mastec-
tomy. He thought about the problem for several weeks and decided that
the woman might benefit from a “prophylactic” oophorectomy. Perhaps
removal of the ovaries might shrink the tumor, making possible a radical
mastectomy. The young woman agreed, and Boyd’s supposition worked.
Her tumors regressed enough to make the radical mastectomy feasible, al-
though she died a year later. Boyd began performing the procedure in con-
junction with radical mastectomies. His logic was more consistent with
contemporary opinion than Beatson’s. Boyd disputed the notion that the
ovaries were the primary site of breast cancer; instead, he argued that the
ovaries secrete a substance that regulates ovulation and menstruation, and
that in some cases stimulates tumor growth. He concluded that the op-
eration was only temporarily successful in some patients because the body,
in the absence of ovaries, compensates for the loss of the secretion. At that
point in the disease cycle, the tumors started growing again.??

Combining radical mastectomies with bilateral oophorectomies did
not last long. The operations were debilitating and the results unpre-
dictable, since physicians had no way of determining which tumors pos-
sessed estrogen receptors. In 1902, at the annual meeting of the British
Medical Association, Henry Morris of Middlesex Hospital raised serious
questions about the double procedure. He urged ovary removal only for
inoperable tumors, where the radical mastectomy was useless. When the
radical mastectomy was indicated, he wanted the oophorectomy held back
until after a recurrence. If the recurrence never happened, the patient
would not have to deal with the hormonal consequences of losing her
ovaries. If a recurrence took place after mastectomy, physicians would still
have another option. At the meetings, Morris argued, “To perform
oophorectomy at the same time as primary excision of the growth seems
to be a wasteful expenditure of a resource which, if held in reserve, may
be of great value at a later period should local recurrence take place.”
By the early 1900s, prominent physicians in Great Britain, the United



States, and Western Europe regularly employed oophorectomies to treat
breast cancer. They abandoned simultaneous radical mastectomies and
oophorectomies, holding in reserve the option of removing ovaries if the
initial surgery failed to eliminate the disease. After 1915, however,
oophorectomies became less common. Scientific understanding of the en-
docrine system was still in its infancy, and physicians could not tell which
women might benefit from the operation. Many hesitated to perform the
surgery randomly since only 20 percent of patients would experience any
remission at all. Even when successful, the benefits were temporary, usu-
ally lasting for a matter of months before the tumors returned. Only a
handful of women enjoyed longer remissions. The potential benefits did
not compensate for the costs and risks. By 1920, most surgeons employed
oophorectomy only as a last resort.2*

What they did not understand was the body’s capacity to adjust to an
oophorectomy. The endocrine system could at least partially compensate
for removal of the ovaries. In the absence of ovaries, the adrenal glands se-
creted androstenedione, a hormone the body converts into estrone, which
stimulated estrogen-based tumor cells, providing them hormonal stimu-
lation. In the first few months after losing ovarian function, many breast
cancer patients experienced temporary shrinkage or remission of their tu-
mors. As the adrenal glands assumed some of that function, however, the
estrone-fed tumors proliferated and spread again, eventually killing the
patient.?>

But in the 1930s, when scientific understanding of the endocrine sys-
tem improved, new surgical possibilities materialized. Charles Huggins
of the University of Chicago pioneered the new treatment. Born in Nova
Scotia in 1901, Huggins earned his medical degree at Harvard and com-
pleted a surgical residency at the University of Michigan. Specializing in
urology, he concentrated his research efforts on prostate cancer in men.
The existence of a functional connection between the prostate gland and
the testes had been known since 1837, when two French surgeons acci-
dentally removed a man’s testicles while performing a hernia operation.
They subsequently noticed a shrinkage in the size of his prostate gland.
In 1941 Huggins established a link between testosterone and prostatic car-
cinoma. He developed the theory of androgen deprivation—cutting oft
the supply of male hormones to the prostate gland. In 1941, Huggins per-
formed the first bilateral orchiectomy—castration—to treat a man whose
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prostate cancer had spread to his spine. The patient experienced a three-
year remission of his disease.?®

But orchiectomy no more cured prostate cancer than oophorectomy
cured breast cancer. Although two-thirds of men with prostate cancer ex-
perienced a temporary remission, the tumors soon returned. Huggins
guessed that the adrenal glands might be taking over for absent testicles.
He was right. In 1945 he performed a bilateral adrenalectomy on a prostate
cancer patient who had previously been castrated. The tumors shrank, just
as they had two years before after the man’s orchiectomy. Aware of the lit-
erature on hormones and breast cancer, and the development of the
oophorectomy, he guessed that a similar process worked in women: when
the ovaries were removed, the adrenal glands picked up some hormonal
production. In 1952, the same year Jerome Urban reported on the super-
radical mastectomy, Huggins began performing bilateral adrenalectomies
on women who had previously undergone radical mastectomies and
oophorectomies. The surgery involved cutting into the abdominal cavity
and removing the adrenal glands off both kidneys. The operation suc-
ceeded. Many of the women saw a regression in their tumors.?”

The recent development of hormone replacement drugs, particularly
cortisone, had paved the way for the adrenalectomy. Huggins had the tools
for helping adrenalectomy patients maintain some endocrine function, but
the therapy was crude. Patients might experience a temporary remission,
but severe side effects debilitated many of them. The adrenal glands serve
two basic functions—supplying glucocorticoids and mineralocorticoids to
the body. In the absence of glucocorticoids, patients often suffer from low
blood sugar, obesity, fatigue, and depression. The side effects of insuffi-
cient mineralocorticoids include low sodium levels, high potassium lev-
els, fatigue, and dizziness. Even though surgeons performing adrenalec-
tomies tried to offset side effects with cortisone replacements, the
substitutes were still in a crude state of pharmaceutical development and
the surgeons had difficulty adjusting individual dosages.

Worse, the Huggins adrenalectomy was not a cure. The vast major-
ity of women undergoing the operation eventually succumbed to breast
cancer. Their tumors returned, sooner or later, and it did not take much
imagination to conclude that the body was still compensating, still man-
aging to generate hormones even in the absence of ovaries and adrenal

glands. In November 1952, Rolf Luft and Herbert Olivecrona of the Uni-
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septic methods reduced postoperative infections. The Industrial Revolu-
tion and advent of rapid technological change generated a new faith in
science. Doctors had labored diligently during the previous fifty years to
incorporate the latest scientific advances, raising the standards of medical
training, and rationalizing licensing standards. They scored stunning vic-
tories over scourges of the past. In 1901 physicians traced the source of yel-
low fever to mosquitoes. They identified the bacterial agent behind
whooping cough in 1906, and in 1908 developed a successful serum for
treating spinal meningitis. In 1908 lice were identified as the culprits be-
hind typhus epidemics, and Paul Ehrlich discovered the drug Salvarsan
to treat syphilis. Public health campaigns limited outbreaks of killers of
the past—yellow fever, smallpox, typhus, and cholera. Biochemists treated
diabetes with insulin in the 1920s, and the first antibiotics all but elimi-
nated the dangers of many infectious diseases. Early in the 1950s, the polio
vaccine offered protection against that crippling epidemic. With doctors
winning the fight against many diseases, breast cancer patients, hoping for
the same progress against their afflictions, submitted to radical surgery.*

They are a nameless sorority of several hundred women today, for-
gotten by all but their families, their illnesses buried in microfilmed case
reports filed systematically within the medical records section of the
world’s greatest hospitals. With middle- and upper-class resources, they
enjoyed access to the best medicine money could buy, trekking to places
like Memorial Sloan-Kettering in New York, the Roswell Park Memorial
Institute in Buffalo, the Mayo Clinic in Minnesota, or the Dana-Farber
Cancer Institute in Boston, hoping to find the holy grail of long-term sur-
vival. Desperate to see their children grow up, determined not to let breast
cancer put them in early graves, they placed themselves, literally, on the
cutting edge of surgical technology.

They consulted the finest surgeons in the world, men anxious to win
a battle against breast cancer, to do for their generation what William
Stewart Halsted had done for his. And in the late 1940s and early 1950s,
those men carried out a no-holds-barred war against the disease. The
women became a sisterhood of guinea pigs, living objects of new surgical
protocols. They were the chosen few who experienced it all. When they
first reported to Erling Dahl-Iversen, Jerome Urban, Owen Wagensteen,
and Mario Margottini, they suffered from Stage 1 and Stage 2 disease,
breast tumors that were relatively small in size and without axillary metas-



tases, or small tumors with limited axillary involvement. They received su-
perradical mastectomies, losing their breast, chest muscles, and the axil-
lary internal mammary, and sometimes supraclavicular lymph nodes.
Those whose tumors recurred after the surgery sometimes underwent
oophorectomy. Within months, when it became clear that removal of the
ovaries provided only a temporary benefit, surgeons cut out both of their
adrenal glands to stop the production of estrogen precursors. When that
was not enough, they bored into skulls to cut out the pituitary gland. Sev-
eral decades before, when surgeons first started trying to improve on Hal-
sted, one specialist posed the following recommendation for breast cancer
patients: “It may be accepted as a safe rule, that when in doubt about symp-
toms in patients at the cancer stage: Don'’t wait, explore!” Explore they did.*!

& %MWO’{II/I/‘(’M and the OMedicine 0/ oAMutilation

85



CHAPTER FIVE

ASSAULT ON THE RADICAL MASTECTOMY

In the wake of World War II, and the success of the Manhattan Project
in developing an atomic bomb, faith in science and technology spiked in
American culture, and hope for a cure for cancer waxed just as strong. In
what twenty-twenty hindsight sees as egregious hyperbole, news maga-
zines and even some oncologists spoke of America’s cancer-free future.
According to a 1950 issue of U.S. News and World Report, “Millions of dol-
lars, hundreds of scientists, and careful planning are being used in what
authorities regard as medicine’s counterpart of the wartime atom bomb
project.” In 1958, John Heller, head of the National Cancer Institute, re-
marked, “I've spent many years in cancer research. Now I believe that I will
see the end of it.” Such confidence, if unwarranted, was nevertheless rooted
in real science and technology. Ever since Galen, surgery had been the only
cancer treatment that had stood the test of time, but the advent of radio-
therapy and chemotherapy had added real weapons to oncology’s arsenal.!

On the evening of March 29, 1896, Rose Lee approached the entrance
of a darkened factory. She was about to become radiotherapy’s first guinea
pig. Emile Grubbe, a German immigrant who worked there, greeted her
at the door and escorted her upstairs. An 1894 mastectomy had failed to
cure her; surgeons had excised several recurrences in 1895. When the
tumor returned again, she made an appointment at the Hahnemann Med-



ical College in Philadelphia. She had four children to raise and wanted to
live long enough to finish the job. The news was not good. Professor
Richard Ludlum informed Lee that her tumor was inoperable. Nothing
could be done. When she pleaded, begging for something, anything, to
treat the tumor, he referred her to Grubbe, a second-year medical student.

Grubbe financed his medical education working nights at a plant that
manufactured Crookes tubes. William Crookes, a London physicist, had
invented the tube—a sealed glass container with air vacuumed out of it—
which allowed electricity to pass from a negative wire to a positive wire in
the form of a ray. The tube glowed and gave off heat as “cathode rays”
bounced off the glass. In November 1895, at the University of Wiirzburg,
Professor Wilhelm Roentgen wanted to find out if cathode rays ever got
outside the glass tube. He covered a Crookes tube with cardboard,
switched on the electricity, and soon noticed a faint green light appear-
ing on a metal screen about three feet away. The glow surprised him, since
he knew the cathode ray, even if it penetrated the glass and cardboard,
could not be more than a fraction of an inch in length. The green glow was
a ray of some kind, but not a cathode ray.

He tinkered with the phenomenon for several weeks, discovering that
the rays, soon to be called x-rays, penetrated soft tissues and could be used
to photograph body parts. Not everyone viewed his experiments with sci-
entific detachment. When he x-rayed his wife’s hands and showed her the
bones and her wedding rings, she panicked and scurried out of the labo-
ratory. Roentgen reported his findings to the Physical Society of Wiirz-
burg and distributed copies of the paper to prominent physicists all over
Europe, giving birth, in the process, to the modern medical discipline of
diagnostic radiology. The news raced through the medical world. Richard
Ludlum had read about it in February 1896.2

Grubbe had complained about swelling, redness, pain, hair loss, and
dermatitis on his hands after working with Crookes tubes. Guessing that
the invisible x-rays might be destroying skin cells, Ludlum took a long
shot and told Rose Lee that perhaps they could also destroy her breast tu-
mors. At the factory, Grubbe hooked up a Crookes tube to an electrical
outlet, rummaged through a Chinese tea box for lead foil, surrounded
Lee’s breast with the foil, and then situated the lighted tube over her breast
for an hour. He repeated the treatment eighteen nights in a row. A few
weeks later, Ludlum noted that the tumors had shrunk and her pain had
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subsided. By then, however, she was complaining of headaches, listless-
ness, and spinal pain, and her complexion had assumed a jaundiced hue.
Ludlum knew the end was near. Rose Lee died two months later, but she
was the first woman in history to receive radiation treatments for breast
cancer. Other physicians at leading hospitals in Europe and the United
States immediately began to experiment with such treatments.3

In Paris, Marie Curie soon provided another treatment. A genius,
Marie had spoken in full sentences at age two and could read at three. She
had the memory of a savant. Her sister Bronia was almost as bright. The
two young women made a deal to their mutual advantage. Bronia went to
Paris first, lived off her sister’s earnings as a teacher and governess, and re-
ceived her medical degree in 1891. Marie arrived in Paris a few months
later. Bronia financed her sister’s physics major at the Sorbonne. In 1895,
Marie married physicist Pierre Curie.

Theirs was an extraordinary collaboration. Working closely with
Henri Becquerel, another Sorbonne physicist, Marie Curie discovered
polonium, radium, and the principle of radioactivity. During the next sev-
eral years, she worked with Sorbonne chemists and produced pure radium
in the metallic state. In 1903 she received the Nobel Prize in physics,
shared with Becquerel and her husband, for discovering radioactivity, and
in 1911 she won the Nobel Prize in chemistry for isolating radium crystals.
In spite of being the only person ever to win Nobel Prizes in different dis-
ciplines, she failed in her bid for election to the all-male French Academy
of Science. Undaunted, Curie spent the rest of her career at the Radium
Institute, investigating the chemical properties of radioactive substances.*

Radium’s medicinal possibilities had dawned on Becquerel in 1901
when he noticed dermatitis and first-degree burns on his left hip. He had
no trouble isolating the source of the problem, since he regularly carried
small vials of radium around in his lab pocket. The crystals obviously dam-
aged the outer layer of skin cells. Pierre Curie experimented on his own
hand, with the same results. Within a few years, physicians in major teach-
ing hospitals treated a variety of tumors by exposing them to radioactiv-
ity, either externally or by inserting radium-filled glass or metal tubes di-
rectly into the malignant tissues. In many cases, they noticed a temporary
regression of the tumors.®

They had no idea why radium adversely affected tumors. Radioactive
elements are unstable, spontaneously disintegrating at the atomic level and



emitting alpha, gamma, and beta rays. When human cells—normal as well
as malignant—are exposed to those rays, they are ionized, becoming un-
stable. The rays bombard atomic structures, dislodging electrons and di-
sheveling genetic material, and killing the cell during mitosis, or the divi-
sion cycle. Because cancer cells divide so rapidly, they exist more frequently
in a state of mitosis and are more vulnerable. They tend to die before nor-
mal cells. Exact dosage is key. Physicists must supply enough alpha, beta,
and gamma rays to kill the cancer, but not enough to destroy normal cells.
For the first time, doctors did not have to rely on surgery alone.

It was in Great Britain, rather than in the United States, that the ra-
dioactive attack on the radical mastectomy began. Geoffrey Keynes of St.
Bartholomew’s Hospital in London led the assault. He was born in Cam-
bridge on March 25, 1887, to John and Florence Keynes. His older brother,
John Maynard, was destined to become the most influential economist of
the twentieth century. At Cambridge, Geoffrey stayed away from the “dis-
mal science,” preferring the more predictable world of physics and chem-
istry. After graduating, he studied medicine and surgery at St. Bartholo-
mew’s. One year after earning a surgical degree in 1913, he found himself
with the Royal Artillery in France, practicing surgery on the shattered
bodies of young men. The carnage of World War I changed him forever.
He later remarked, “I saw enough disconnected hands, legs, feet, arms,
and heads to last a lifetime.” Keynes came away from the war an expert in
field surgery but with an aversion to unnecessary mutilation. After years
of putting maimed bodies back together, he became obsessed with con-
servative surgery—doing as little damage as possible to a patient’s body.
He specialized in gastrointestinal, thyroid, and breast surgery. Keynes did
not like the Halsted mastectomy. Removal of the breast, axilla, and chest
muscles left women with concave torsos, rib cages covered by only a thin
layer of skin, severe edema, chronic pain, and limited motion. There had
to be a better way. While most surgeons in the 1920s and 1930s contem-
plated more extensive surgery to improve survival rates, Keynes thought
about preserving, or even improving, the existing survival rates with less
debilitating procedures.

After the war, he returned to St. Bartholomew’s and wondered if ra-
dium treatments might replace radical surgery for breast cancer. Keynes
experimented first with women whose tumors were inoperable, exposing
their breasts to radium crystals. Upon witnessing some regression in larger
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tumors, he speculated about employing radiation on women with operable
tumors. “Having satisfied myself that radium could be used successfully
when the disease was beyond surgery,” he wrote, “I began to wonder whether
it might not be used, perhaps in combination with conservative surgery,
for treating cancer of the breast in its earlier stages.” Beginning in 1924,
he categorized the Halsted radical mastectomy as unnecessarily aggres-
sive. Less radical procedures could achieve similar survival rates when
combined with radium treatments, without inflicting anywhere near the
same damage. Keynes began performing lumpectomies on women with
operable breast cancers, following up with interstitial radiation—im-
planting tubes filled with radium crystals—in the breast and the axilla.
Because eight percent of his patients experienced local recurrences, a figure
Keynes found too high, he became somewhat more aggressive early in the
19308, preferring a wide lumpectomy or modified mastectomy—removal
of the breast and axilla nodes, while leaving the chest muscles in place.
In 1935 he compiled five-year survival records for patients receiving
modified mastectomies and radiation, and he compared them with Hal-
sted’s. The results were all but identical and remained so at ten years and
fifteen years. Of six hundred patients treated for breast cancer at St.
Bartholomew’s between 1930 and 1935, the overall fifteen-year survival rate
for those receiving radical mastectomies was 42 percent. Exactly 42 per-
cent of the women undergoing simple mastectomy and radiation treat-
ments were also alive fifteen years later. Keynes claimed success, and, late
in the 1940s, just when the superradical mastectomy appeared, he preached
to anyone who would listen the need to abandon radical mastectomies in
favor of conservative surgery and radiation. Most surgeons scoffed at his
claims, and for years he was a lone voice in a medical wilderness.®
During the 1930s and 1940s, radiotherapy evolved and became more
powerful. Keynes employed interstitial radiation to treat his patients, but
physicists gave doctors the option of external beam radiation by increas-
ing the voltage of x-ray machines, which gradually permitted the treat-
ment of deep-seated tumors. The first Crookes tubes produced 50,000
to 100,000 volts of electricity, only enough to treat superficial lesions. Any
attempt to apply such weak radiation sources to deeper tumors failed be-
cause they severely damaged skin. The Coolidge hot cathode tube, in-
vented in 1913, generated 140,000 volts, and in 1922 an improvement on
the Coolidge tube produced 200,000 volts. Each voltage increase per-



mitted radiation to reach deeper tumors without inflicting so much dam-
age on surface tissues. The California Institute of Technology bragged
about its 750,000-volt x-ray tube in 1930, and four years later Mercy Hos-
pital in Chicago topped that with an 800,000-volt radiotherapy contrap-
tion. In the years after World War II, physicists developed megavoltage
linear accelerators exceeding 100,000,000 volts.’

In addition to more powerful machines, physicists experimented with
radiation doses. During the first two decades of the twentieth century,
they simply exposed tumors to large, single doses, but they could never
give “tumorcidal” doses because they killed normal tissues as well. For ex-
ample, 6,500 “rads” of radiotherapy will kill many solid tumors, but if given
in one dose on one day, they will also destroy all normal tissues near the
tumor. The problem physicists faced, and still face, was how to deliver a
deadly dose of radiation to tumors without killing other organs. At the
Radium Institute in Paris, Marie Curie and her associates developed “frac-
tionated” treatment—delivering “tumorcidal” doses of radiation over the
course of several days or weeks. Gradually, over the next several decades,
scientists came to understand the biophysics of radiation. By the 199os,
for example, radiotherapists might attack a solid tumor by exposing it to
180 rads of radiation daily for six weeks, eventually giving the tumor a cu-
mulative, deadly dose. Too little radiation did not destroy the cancer. Just
the right amount killed cancer cells without inflicting too much damage
on surrounding tissues. Too much radiation killed everything. Ironically,
Marie Curie herself eventually got too much of the radiation. She died
of radium-induced leukemia in 1934.

Early in the 1930s, Robert McWhirter, an Edinburgh radiotherapist
who worked closely with Keynes at St. Bart’s, took advantage of the new
technologies. Brilliant as well as politic, McWhirter returned to Edin-
burgh in the mid-1930s and managed, in what must be the most success-
tul sales blitz in medical history, to convince his surgical colleagues to
abandon the Halsted mastectomy in favor of simple mastectomy and ra-
diotherapy. During the next decade, as physicists developed more pow-
erful machines to deliver external doses of radiation, he used them to treat
breast cancer patients. For women with operable tumors, McWhirter had
a surgeon perform lumpectomies, or “tylectomies” as he called them, on
very small lesions and simple mastectomies on larger ones. He then radi-
ated the surgical area as well as the axilla, supraclavicular, and internal
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mammary lymph nodes. In 1948, he published ten-year survival rates of
his patients, which mirrored those of radical mastectomies at the best
teaching hospitals in the United States. Keynes had his first convert.?

Keynes also convinced David Patey of the Middlesex Hospital to
scuttle Halsted, except in cases where tumor had actually invaded the
chest muscles, and to develop a more conservative approach. He decided
to preserve the pectoralis minor muscle in what he termed a “modified
radical mastectomy.” “With elevation of the arm,” he wrote, “retraction of
the pectoralis major and removal of the pectoralis minor, it is easy to do
a complete clearance of the axillary glands and fatty tissue right up to the
apex of the axilla.” In 1948 Patey reported the results of radical versus
modified radical mastectomies he had performed between 1930 and 1943.
Survival and recurrence rates were the same.!°

By the late 1940s, Keynes, McWhirter, Patey, and a few others urged
the abandonment of radical mastectomies in favor of modified radical
mastectomies, simple mastectomies, and lumpectomies combined with
radiotherapy. A few years later, early in the 1950s, when they heard about
superradical mastectomies for early stage breast cancer patients, they were
incredulous. If the Halsted radical mastectomy was no longer warranted,
the superradical mastectomy constituted criminal assault on a woman’s
body. “My God,” Keynes sighed to a colleague at St. Bartholomew’s, “how
can they really believe that such carnage is necessary?” Keynes had had
enough. He retired from medicine and spent his remaining days studying
English literature.

Patey felt a sense of resignation. Science had produced radicals, modi-
fied radicals, superradicals, simples, and lumpectomies, sometimes com-
bined with radiotherapy and sometimes not, but he was not convinced
they had made much progress against the disease. Along with Keynes and
McWhirter, Patey had devoted his career to the idea that less was better,
that although physicians were not much better than Halsted at curing
breast cancer, they were doing less damage to women. He was prophetic
in his understanding of the future of breast cancer oncology, for he be-
lieved passionately that the disease was systemic in nature, not local at all.
“Until an efficient general agent for the treatment of carcinoma of the
breast is developed,” he wrote in 1948, “a high proportion of cases are
doomed to die of the disease whatever combination of local treatment by
surgery and irradiation is used, because in such a high proportion of cases



the disease has passed outside the field of local attack when the patient
first comes for treatment.”!!

The search for such a “general agent” was already under way. Back in
the 1600s, Fabricius Hildinus of the University of Berlin had mixed a
unique brew for one of his breast cancer patients: “Take suckling puppies,
put them in wine and distill it half off. Then take the puppies out and boil
them in sufficient quantity of goldenrod water or common water with
goldenrod in it. When the decoction is made, add the water that was dis-
tilled oft the young dogs and boil them together til the flesh comes oft the
bones. Distill them all together, keep the water for use, wet dry clothes
or rags in this and apply it to the ulcerous carcinoma . . . it heals the sore
by cleansing and drying.” Serious chemotherapy, however, with its treat-
ments grounded in scientific logic and tested in clinical trials, had to wait
for the twentieth century.??

Dr. Eduard Bloch of Linz, Austria, hoped he had come upon a chem-
ical that could help one of his patients—Klara Hitler. When Alois
Schicklgruber Hitler was forty-eight years old, he married Klara Polzl, his
twenty-five-year-old niece. He was a notorious philanderer, and his first
wife divorced him when she learned of his affair with their maid, Fannie
Matzelberger. He married Fannie two years later, but when she developed
a severe case of tuberculosis, Alois invited his niece Klara to move in and
help care for his wife and two small children. Klara performed more than
simple household duties. When Fannie died in 1884, Klara was already
pregnant with Alois’s child. He married her in January 1885, and Gustave
was born several months later. Ida was born in 1886, and Otto in 1887. The
infant Otto died two weeks later, and diphtheria killed Gustav and Ida
early in 1888. Klara was devastated and went into a deep depression. Her
fourth child, Adolf, was born on April 20, 1889.

She lavished the new baby with love and protection, breast-feeding
him into his fifth year, an unusually long time even for nineteenth-century
Austria. Women regularly nursed their babies for about two years, sim-
ply because nursing often suppressed ovulation and new pregnancies. But
while Klara showered Adolf with attention, Alois administered abuse
masked as discipline. He beat the boy regularly and daily meted out vi-
cious attacks on the family dog. Adolf despised his father. When the old
man died in 1903, the fourteen-year-old secretly celebrated. The ordeal
had bonded mother and son. He confided in her, shared his ideas about
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life, and listened to her counsel. She was everything his father was not—
kind, patient, thoughtful, and forgiving. Her death in 1907 shocked him
into a deep depression.

Klara Hitler first noticed the lump in her breast in 1905, but she ig-
nored the warning, not mentioning it to her physician until January 1907,
when chest pains kept her awake at night. Eduard Bloch, a Jew and for
years the Hitler family doctor, examined her and diagnosed advanced
breast cancer. He said nothing to Klara, preferring to let Adolf inform his
mother. The next day, when Bloch broke the news, Adolf started to cry,
pleading with the doctor, “Does my mother have no chance at all?” “Only
then,” Bloch recalled thirty years later, “did I realize the magnitude of the
attachment that existed between mother and son. I explained that she did
have a chance, but a small one. Even this shred of hope gave him some
comfort.” Bloch advised a radical mastectomy. “She accepted the verdict
as I was sure she would—with fortitude. Deeply religious, she assumed
that her fate was God’s will. It would never occur to her to complain. She
would submit to the operation as soon as I could make the preparations.”

Bloch referred her to Dr. Karl Urban, chief of surgery at the Hospi-
tal of the Sisters of St. Mercy in Linz, Austria. Also a Jew, Urban was
widely regarded as the best surgeon in Upper Austria. After examining
Klara Hitler, he agreed that she needed the operation. Several days later,
he performed the mastectomy. Tumors appeared to have invaded the chest
wall, and he came away from the operation decidedly pessimistic. Bloch
went immediately to the Hitler home at 9 Bluetenstrasse and informed
the children. “The girls received the word I brought with calm and re-
serve. The face of the boy was streaked with tears, and his eyes were tired
and red. He listened until I had finished speaking. He had but one ques-
tion: ‘Does my mother suffer?””

Urban was right. The tumors had already spread to the pleural tissues
of her chest. Halsted’s procedure would not be enough. By the time she
had recovered from the surgery, the metastases were already draining her
energy and stealing her weight. Hitler dutifully attended his mother for
several months, sleeping in an alcove off her bedroom and waking up at
her every whimper. In October, Klara’s decline accelerated, and Adolf ap-
proached Bloch again, begging him to try something, anything, to save
her life. Bloch warned Hitler that his mother was gravely ill, and that her
only chance was a painful, experimental chemotherapy treatment. It in-



volved reopening the mastectomy scars and applying massive doses of io-
doform, an iodine-based medicine, with gauze to the open wounds. The
chemical burned its way into the tissues, with Klara screaming and
writhing through the treatment and whimpering afterward for hours. The
iodoform paralyzed her throat so that she could barely swallow. Bloch per-
formed the treatment for forty-six consecutive days in November and
early December. Adolf was beside himself, watching his mother suffer.
She died on December 21, 1907.

Hitler was inconsolable. Two days later he visited Bloch to settle the
bill. The young man wore a dark suit and a loosely-knotted cravat. He
shook Bloch’s hand, and said, “I shall be grateful to you forever.” Hitler
then bowed formally and paid him in full—359 kronen, a considerable
sum. For several years, he wrote to Bloch, remembering him on holidays
with some of his own hand-painted postcards, sent from Vienna. Bloch
kept most of them.

Thirty years later, after Germany’s peaceful conquest of Austria in the
anschluss of 1938, the postcards came in handy. Gestapo agents began ha-
rassing Austrian Jews, and Bloch started dropping names—actually one
name—to protect himself. Local Gestapo officials examined the postcards
and authenticated them. Bloch secretly got word to Klara Hitler, the
Fuhrer’s younger sister, that he wanted to emigrate to the United States.
She passed the news to the Fuhrer. Within weeks Bloch had the neces-
sary visa documents, travel permits, ration cards, and an exemption from
having to wear a “J” on his clothes. In November 1938, as he crossed the
Austrian border into Switzerland, Bloch penned a note to Hitler: “Your
Excellency: Before passing the border I want to express my thanks for the
protection which I have received.” It was a curious irony: While Hitler
contemplated the liquidation of millions of Jews, he made sure one es-
caped. Consciously, he was thankful for Bloch’s treatment of his mother.
But perhaps subconsciously, he remembered the daily horrible iodoform
treatments. Perhaps, in a warped inner vision, he remembered a Jew tor-
turing his mother.

Actually, Bloch’s experiments with iodoform, though unsuccessful,
were part of that quest. lodoform was not really chemotherapy in a mod-
ern sense. Bloch used it as a caustic to destroy the cancer cells still lin-
gering in Klara’s chest. It was a local treatment, different in kind but not
in philosophy from the hemlock and arsenic pastes of the past. The mod-
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ern era of chemotherapy was a post~-World War II phenomenon, when
oncologists began to view breast cancer as a systemic disease needing sys-
temic as well as local treatments.

Indirectly, Adolf Hitler was present at the dawn of the modern age of
chemotherapy. In August 1914, when World War I erupted in Europe, he
crossed the Austrian frontier into Bavaria and joined the German army
to fight for the Fatherland. He proved to be an excellent soldier—coura-
geous, long-suffering, and more than willing to carry his fair share. Al-
though wounded several times, he remained with his unit, insisting again
and again that he was fit for duty. Four days after receiving the Iron Cross
for valor in October 1918, he was caught in an Allied attack when canis-
ters filled with mustard gas exploded near his position, temporarily blind-
ing him and sending him into a coma for several weeks. Thousands of
other soldiers on both sides also suffered chemical warfare wounds. The
aftereffects on survivors were severe. Victims suffered from compromised
immune systems, gastrointestinal disorders, anemia, hair loss, blindness,
weight loss, and chronic fatigue.!

After the war, forensic pathologists studied the gas survivors and per-
formed autopsies on the dead. Scientific journals on both sides of the At-
lantic noted high levels of bone marrow aplasia, degeneration of lymphoid
tissues, and severe ulceration of the gastrointestinal tract. During the in-
terwar period, the U.S. army continued its studies of nitrogen mustard,
and when Germany invaded France in 1940, the army’s biological warfare
division signed contracts with Louis Goodman and Alfred Gilman of Yale
University to develop antidotes for gas attacks. Both men had already
made the connection between the chemical’s impact on lymphatic tissues
and its possible impact on lymphatic cancers and leukemia.'®

A 1943 naval battle jump-started their research. On December 2,
German aircraft attacked Allied ships in the port of Bari, Italy. Sixteen
ships were sunk and eight others badly damaged. Several of the ships were
on a top-secret mission—delivering mustard gas for possible use against
the German army. When the ships exploded, tons of the gas clouded the
harbor, and torrents of liquid gas poured into the water. Panic-stricken
sailors abandoned ship into a toxic soup of burning oil and seawater bub-
bling with nitrogen mustard. More than one thousand American sailors
died from exposure to the gas, as did several thousand Italian civilians.

The army assigned Colonel Steward F. Alexander to investigate the



incident and evaluate the effects of nitrogen mustard. He was astonished
to learn that the blood cells of some who died in the attack had disap-
peared and lymphatic tissues had all but melted away. He later recalled, “I
remember thinking that if nitrogen mustard could do this, what could it
do for a person’s leukemia or lymphosarcoma?” He forwarded his report
to Yale, where Goodman and Gilman began administering nitrogen mus-
tard—an alkylating agent—to lymphoma patients. The results were im-
mediate; a significant number of participants in the study enjoyed tem-
porary remission of their tumors. On the eve of World War I, a physician
at the General Memorial Hospital in New York (to become the Memo-
rial Sloan-Kettering Cancer Center) had remarked, “Throughout the cen-
turies the sufferers of this disease [cancer] have been the subject of almost
every conceivable form of experimentation. The fields and forests, the
apothecary shop and temple have been ransacked for some successful
means of relief from this intractable malady. Hardly any animal has es-
caped making its contribution in hide or hair, tooth or toenail, thymus or
thyroid, liver or spleen in the vain search of a means of relief.” But now, a
medicine possessed at least some certifiable capacity to kill cancer cells. A
military disaster in the Mediterranean had given birth to chemotherapy.

During the next decade, oncologists developed other anticancer
drugs. Nitrogen mustard, and a whole series of other alkylating agents
with tongue-twisting names—sarcolysin, chlorambucil, triethylenethio-
phosphoramide, cyclophosphamide, triethylenemelamine, melphalan, and
busulfan—exhibited powerful anticancer properties, especially on lym-
phomas and lymphosarcomas. In Boston late in the 1940s, Sidney Farber
produced folic acid drugs, which brought temporary remissions in cases
of acute leukemia. The first cancer ever to be cured through chemother-
apy was the choriocarcinoma—cancer of the placenta in pregnant women.
In 1956, Min Chiu Li and Roy Hertz of the National Cancer Institute
used methotrexate, another folate antagonist, to treat the tumor. Most
women receiving treatment were cured. The victory against choriocarci-
noma stimulated tremendous interest in chemotherapy. The National
Cancer Institute established the Cancer Chemotherapy National Service
Center to develop permanent relationships between major pharmaceuti-
cal companies, the federal government, and research universities to de-
velop new drugs.®

The late 1940s and early 1950s were heady days in the cancer war. Ra-
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diotherapy and chemotherapy had great promise, but supporters exag-
gerated their potential, raising the hopes of breast cancer patients around
the world. The Manhattan Project’s success in developing an atomic bomb
raised public consciousness about the power, for good and evil, of atomic
energy. Cancer treatment was a beneficial side effect. A 1944 article in
Reader’s Digest hailed radiotherapy as “one of the most fantastic events in
human history.” Lauding the radiotherapy facilities of the Chicago Tumor
Institute, the writer, with more than a little hyperbole, claimed, “If there
were tumor institutes like Chicago’s in every American city, the fight against
cancer would soon be nearly one third won.” Robert Hutchins, chancellor
of the University of Chicago, enlisted in the campaign rhetoric, announc-
ing in 1949, “We can be sure that atomic energy in its various forms will
contribute heavily to the final victory,” which would come, he confidently
prophesied, “by 1956.” The excitement was infectious, at least for a while.!”

Chemotherapists were guilty of equal hyperbole. The chief evangel-
ist for chemotherapy in the United States was Cornelius Rhoads, who
took over Memorial (formerly General Memorial) in 1939. Trained as a
pathologist, “Dusty” Rhoads headed up the Army Chemical Warfare
Division during World War II and became thoroughly acquainted with
alkylating agents. Convinced that medicine had entered a golden age, he
preached a medical gospel of confidence and optimism. The future of on-
cology was in the pharmacy, not the operating room. In 1953, like a booster
describing his town to outside investors, Rhoads proclaimed: “Inevitably,
as I see it, we can look forward to something like a penicillin for cancer,
and I hope within the next decade.”®

But it was not to be. For breast cancer patients, progress was slow,
even torturous. Chemical agents, like radiation, damage and then destroy
cancer cells during mitosis. The fastest growing cancer cells—white blood
cells in children, testicular cells in young men, and placenta cells in preg-
nant women—were the most vulnerable to chemical agents. Solid tumors,
including breast cancer, grow more slowly, and with their cells dividing
less rapidly, they are less vulnerable. Although oncologists hoped that they
would be able to find a chemical treatment for breast cancer as successful
as methotrexate had been for choriocarcinoma, cures proved elusive. Some
of the alkylating agents, as well as folate antagonists like aminopterin and
methotrexate, had a modest impact on some breast tumors, but there was

no magic bullet.?



In spite of all the progress, physicians were not much better in 1950 at
curing breast cancer than they had been in 1900. The debates among sur-
geons and radiotherapists had nothing to do with cures. They revolved in-
stead around just how much physical damage was required to treat the dis-
ease. Patients were not much better off than they had been under William
Stewart Halsted’s scalpel. They also faced an array of difficult treatment
possibilities, enough to stress even the most self-confident, decisive
woman.

In 1950, when Maude Louis Gilpatric learned she had breast cancer,
the medical debate could not have been more polarized. Maude was the
wife of John Guy Gilpatric, a popular novelist and short story writer
whose work had appeared in the Saturday Evening Post since the late
1920s. John Gilpatric was best known for creating “Muster” Colin Glen-
cannon, chief engineer on the “S. S. Inchcliffe Castle,” a freighter regu-
larly plying the world’s oceans. He wrote dozens of Glencannon adven-
ture novels and short stories, earning a good living as a freelancer. John
and Maude met in college and married in 1920. An unusually devoted
couple, the Gilpatrics made their home in Santa Barbara, California.

Maude ignored a lump in her right breast for more than a year before
visiting a surgeon in Santa Barbara. Early in July, he biopsied the lesion.
During the next several days, while waiting for the pathologist’s tissue re-
port, the Gilpatrics pondered the “what ifs” and explored options with a
number of physicians. They heard about mastectomies, radical mastec-
tomies, superradical mastectomies, oophorectomies, adrenalectomies, hy-
pophysectomies, and combinations of all these with radiotherapy. They
were told there might even be an experimental chemical they could try.
The range of opinions, and their inability to find a consensus, troubled
them. So did the possible outcome, since their surgeon, with a head-
shaking sigh, told them they had probably waited too long before secking
treatment. On July 9, the pathology report was in: the tumor was malig-
nant. The Gilpatrics had already made their decision. They had a nice
meal at a favorite restaurant, went home and put on their pajamas, and
wrote a note to friends and family about being treated by “mercy bullets,”
not “magic bullets.” John Gilpatric loaded two “mercy bullets” into a .32~
caliber pistol and shot one of them, lovingly, into the back of Maude’s

head, then turned the gun on himself. There were just too many choices.?’
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CHAPTER SIX

THE GREAT AMERICAN OBSESSION

Breast cancer did what nothing else could do: it silenced Alice Roosevelt
Longworth. For more than half a century, she held forth as Washington,
D.Cs unofhicial satirist, pillorying everybody in town every chance she
got. Born in 1884 to Theodore and Alice Lee Roosevelt, she spent her
teenage years in the White House. Her wedding in 1906 to Nicholas
Longworth was the social event of the decade. The marriage quickly
soured, spoiled by Longworth’s womanizing and Alice’s self-centered per-
sonality. She came to loathe him. Two days after his funeral in 1931, she
showed up at a Washington party with none of the trappings of a griev-
ing widow. She drank, laughed, and told stories to anyone who would lis-
ten. A partygoer remembered, “Never have I seen such a relieved widow
in all my life . ... I have a feeling she hated him.” In a final act of defiance,
Alice took her husband’s beloved Stradivarius violin and burned it in the
fireplace.

She became the most self-sufficient, self-contained woman in Wash-
ington. She thrived on gossip—the more salacious the better—and kept
on the sofa a pillow bearing a crocheted homily: “If you can’t say some-
thing good about someone, sit right here by me.” She valued controversy
for controversy’s sake, humiliation for humiliation’s sake. Few of Wash-
ington’s movers and shakers escaped her barbs. Woodrow Wilson was



dubbed “our pedantic, professorial, Presbyterian President.” When she
learned of President Warren Harding’s sexual escapades on White House
desktops, she laughed uproariously and then spread the news around
Wiashington that “we have a president . . . who doesn’t even know beds
were invented—and his campaign slogan was ‘Back to Normalcy.”” Calvin
Coolidge’s mother, she claimed, “must have weaned him on a pickle.” A
die-hard Republican, Alice was crazy with rage at fifth cousin Franklin
Roosevelt’s victory in the election of 1932. “My poor cousin,” she remarked
a year later, “he suftered from polio so he was put in a brace; and now he
wants to put the entire U.S. into a brace, as if it were a crippled country—
that is all the New Deal is about.” Her description of Thomas Dewey, the
Republican presidential candidate in 1944 and 1948, all but ruined him po-
litically: With his “waxworks mustache and bland features,” she remarked,
“he looks like the little man on the wedding cake.”

But in 1956, Alice Roosevelt Longworth confronted something she
could not and would not talk about. She contracted breast cancer and un-
derwent a radical mastectomy. The stigma of losing a breast was profound
enough in the 1950s to silence the one woman in America who feared
nothing. She swore her physician and nurses to secrecy, threatening to ruin
them if they breathed a word about the operation. The conspiracy of si-
lence worked. Neither the Washington newspapers nor her closest rela-
tives knew about the disease. In the 1950s, Americans did not talk about
breast cancer.!

While Alice Roosevelt Longworth was having a mastectomy in
Wiashington, Erling Dahl-Iversen was approaching retirement at the Uni-
versity of Copenhagen. He was no longer a rebellious young surgical Turk.
More than thirty years had passed since medical school, and he had
become part of the establishment, a good old boy at the university hos-
pital. Age caught up with him, replacing the naive faith of youth with an
elderly skepticism. For twenty years, he had put patients under his su-
perradical scalpel, cutting away pounds of tissue in what he thought was
the best means of prolonging life. Over the years, however, doubts eroded
his confidence. He had often vacationed at Mon Klint, a small island off
Denmark’s southern Baltic Sea coast, where he enjoyed setting up an easel
near the four-hundred-foot cliffs that overlooked the ocean, and painting
the hours away. While he composed landscapes there, he fretted about the
number of his superradical patients who eventually died anyway. Accord-
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ing to the logic of metastasis—that cancer was a local disease confined for
a considerable period to its original site and neighboring lymph nodes—
aggressive surgery should have saved many of them.

But it had not. During the late 1950s, as long-term data accumulated,
Dahl-Iversen realized, with more than a few pangs of guilt, that the su-
perradical mastectomy had been an elaborate blunder. He had mutilated
hundreds of women. In a 1959 interview, he admitted as much: “As to your
question,” he wrote to an American surgeon, “I may say that in my clinic
we have, since January 1959, ceased carrying out my extended operation,
realizing that the results after extended radical operation and after Hal-
sted’s operation followed by roentgen treatment were identical.” Richard
Handley, the London surgeon who first demonstrated the nature of
metastasis to the internal mammary nodes, also abandoned the superrad-
ical in 1959: “I have rather given up a full intercostal [the ribs] section be-
cause it seemed to me that the cases I did did not do so well as the ordi-
nary radicals.”

Others came around more slowly. Jerome Urban, the famous Ameri-
can proponent of the superradical, presented preliminary findings in 1958,
nine years after he invented his procedure. He possessed data on three
hundred women, 61 percent of whom were free of disease at five years—
a better result, he thought, than the 48 percent rate expected for women
“treated by radical mastectomy and postoperative x-ray therapy.” He con-
cluded that the superradical mastectomy was especially beneficial for
women whose “primary lesions arise in the medial and central portions of
the breast.” Five years later, however, he was less sanguine. With each pass-
ing year, more patients relapsed. By 1963 the ten-year rates were in, and
only half of the women were disease free. “Unfortunately,” Urban wrote,
“the extended operative procedures do not represent a major breakthrough
in the treatment of breast cancer.” Other superradical surgeons—such as
Owen Wagensteen in Minnesota and Mario Margottini in Rome—soon
arrived at the same conclusion. The superradical mastectomy was dead.’

Advocates of the superradical returned to Halsted; meanwhile, other
European surgeons stepped back from the radical mastectomy as well,
converting to the gospel of Geoftrey Keynes, Robert McWhirter, and
David Patey—Tless extensive procedures would be just as successful. Evi-
dence mounted in their favor. In 1960, Francois Baclesse led a team of sur-
geons and radiotherapists at the Curie Foundation in Paris. Between 1937
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and 1953, they had treated one hundred women with simple excision of
the tumor and radiation. Most of the patients had either refused mastec-
tomies, or their doctors had originally performed lumpectomies under the
mistaken impression that the lesions were benign. When subsequent
pathological studies revealed malignancies, the women decided against
mastectomies and opted for radiotherapy instead. The five-year survival
rates startled American surgeons; nearly two-thirds of the women were
disease-free, a result identical to what they could have expected from the
Halsted.*

The advent of “staging” systems raised more questions about the value
of radical surgery. During the 1920s, German pathologist D. P. von
Hansemann and Boston surgeon Robert P. Greenough argued that breast
cancer cells could be microscopically classified by degree of malignancy.
Class I tumor cells, with low levels of malignancy and aggressiveness, were
eminently curable. Class II cells were more aggressive and less curable;
and Class III malignancies, which were highly aggressive, were incurable,
regardless of treatment. In addition to pathological classification, German
surgeons in the early 19oos had staged tumors anatomically. Small tumors,
confined locally to the breast, became known as Stage 1 disease. Stage 1
patients enjoyed excellent long-term survival rates. Stage 2 disease indi-
cated larger tumors in the breast with cancer spread to the axillary lymph
nodes under the arm. Survival rates were not as good. Patients with Stage
3 disease—tumor involvement of the breast, the axilla, and surrounding
tissues—had even worse outcomes.

By the 1930s, in Germany and Scandinavia, surgeons were abandon-
ing radical surgery for Class III and Stage 3 patients. Surgeons in the
United States proved slower to accept staging systems, but in the late
1940s and early 1950s, Cushman D. Haagensen and Arthur Purdy of
Columbia-Presbyterian Medical Center in New York City developed
what became known as the Columbia Clinical Classification System,
which staged breast cancers from A to D. Haagensen and Purdy insisted
that only stages A and B were operable. Hugh Auchincloss, a surgeon at
Columbia-Presbyterian, converted to the modified radical mastectomy in
the early 1960s because he had concluded that mastectomy patients with
fewer than five cancerous lymph nodes had good chances of long-term
survival, while those with more positive nodes had dimmer outcomes. In
either case, radical mastectomy was unnecessary. Women with fewer than
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five positive nodes did not need it, nor did the women with five or more.
Slowly but surely, the modified radical mastectomy gained more traction
in the American surgical establishment.

Some physicians even postulated heresy, arguing that for most breast
cancer patients, their outcome was predetermined, a product of the bio-
logical imperatives of their own cancer cells, regardless of the treatment
course they adopted. Ian MacDonald, a Canadian-trained surgical pathol-
ogist who worked at St. Vincent’s Hospital in Los Angeles, argued in a
controversial 1951 article that early detection was hardly a cure-all and
might even be completely irrelevant. The size of the tumor was less sig-
nificant than its biology—the aggressiveness of its cellular structure and
its likelihood to metastasize. At the same time, Neil E. MacKinnon, a
Canadian biometrician, posed a similar argument, claiming that in most
cases, small lumps were small because they were slow-growing in the first
place and less likely to metastasize. A few other iconoclasts joined the tiny
bandwagon in the 1950s and early 1960s, claiming that most of the time,
radical surgery “cured” tumors that were, for all intents and purposes, non-
lethal anyway. Such notions had revolutionary potential, undermining a
treatment paradigm that rested on the twin pillars of early detection and
swift treatment with radical surgery.

A 1963 international study illustrated the confusion. Physicians at
Grace Hospital in Detroit, Barnes Hospital in St. Louis, Middlesex and
St. Bartholomew’s hospitals in London, the Radium Center in Copen-
hagen, and Memorial Sloan-Kettering Hospital in New York constructed
a retrospective study. Among women with Stage 1 disease, the superrad-
ical mastectomy achieved a 77 percent five-year survival rate. Surgeons
employing conservative mastectomy—removal of the breast, axilla, and
pectoralis minor muscle but not the pectoralis major—cured 75 percent of
patients. Five-year survival rates for women receiving the Halsted mas-
tectomy were 76 percent. Over 70 percent of women receiving a simple
mastectomy, without axilla removal, and radiation doses in excess of four
thousand rads were alive five years later. For women with Stage 2 disease,
survival rates were lower. The women receiving the superradical enjoyed
five-year survival rates of 48 percent. The Halsted mastectomy also
achieved 48 percent. A simple mastectomy combined with radiation, with-
out removal of the axilla, achieved 50 percent. More than a few surgeons
wondered if any procedure really mattered.’
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1975 every member of the American Cancer Society’s Breast Cancer Ad-
visory Committee was male. In Europe, on the other hand, the percent-
age of women physicians was substantially higher, and in many major hos-
pitals gender parity characterized breast cancer sections. At the Oncology
Institute in Moscow, most of the medical staft directing breast cancer
treatment were women. The same was true in the late 1960s at the Royal
Infirmary in Edinburgh, Guy’s Hospital and Royal Marsden Hospital in
London, and Karolinska Institute in Stockholm. Where women physi-
cians possessed a voice in treatment protocols, conservative surgery was
far more common. Rose Kushner, a breast cancer patient advocate, wrote
in 1975, “Knowing a breast must be amputated is terrifying. Having physi-
cians who can empathize and sympathize because they, too, have breasts
must be very supportive.”®

Economic incentives also encouraged performance of radical mas-
tectomies. There was more money for surgeons in radical mastectomies
than in more conservative procedures. In 1974 the California Relative
Value Scale, used by health insurance companies throughout the country
to determine surgical fees, gave a Halsted radical a total of seventy points
but only fifteen for a lumpectomy and thirty for a modified radical mas-
tectomy. Insurance companies paid less than half as much for modified
radical mastectomies as they did for radicals.’

Even as the scientific evidence mounted in the 1960s, most American
surgeons remained skeptical. There were, however, a few rebels, many of
whom, not surprisingly, were women. Ruth Guttman, a radiologist at
Francis Delafield Hospital, the breast cancer unit of Columbia-Presby-
terian Medical Center in New York, knew of Geoffrey Keynes and op-
posed the superradical mastectomy. The operation constituted, in her
mind, unnecessary violence against women. To prove her point, she
launched a remarkable clinical trial. One prerequisite for the superradi-
cal mastectomy had been negative axilla and internal mammary lymph
nodes. Surgeons biopsied all prospective patients and excluded from the
operation every woman whose lymph nodes held cancer cells. Guttman
brought those “rejects” into her clinic, where she offered lumpectomies
tollowed up by radiation. She aimed the radiation beam as if it were a su-
perradical operation, covering the breast, the axilla lymph nodes, the me-
diasternal nodes, the internal mammary nodes, and the chest muscles. In
1962 she published an article in Cancer claiming that her patients enjoyed
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survival rates equal to those of similarly afflicted women undergoing rad-
ical and superradical mastectomies, and that her patients still had their
breasts and chest muscles.!”

Vera Peters, an oncologist at Princess Margaret Hospital in Toronto,
provided new ammunition to conservative surgeons and radiotherapists.
One of the few female surgeons in North America, she had followed
Keynes’s research with keen interest, launching a clinical trial of her own
in 1939. She selected 184 women whose breast tumors had been small, with
no lymph node involvement, and treated them with a “wedge resection”
or “quadrantectomy,” leaving most of the breast intact, and then follow-
ing up with radiotherapy. She also included in the study 552 women who
had received radical mastectomies. Peters then performed a matched pair
analysis—three of the radical patients to one of the quadrantectomy pa-
tients—and compared results based on age, size of tumor, and year of
treatment. In 1963, she published her results in the Journal of the American
Medical Association. Survival rates for the quadrantectomy patients at five
and ten years were as good as those for patients receiving the superradi-
cal and radical mastectomies.!!

The most well-known American iconoclast was George Crile, a sur-
geon at the Cleveland Clinic in Ohio. Known as “Barnie” to close friends,
he was a Harvard-trained physician whose cherubic countenance and gen-
tle demeanor inspired confidence. He started questioning the logic of rad-
ical mastectomies soon after his residency, and during the early 1950s the
doubts deepened. In 1955 his book Cancer and Common Sense upset the
American surgical establishment. Crile rejected the consensus that can-
cer was simply a local disease, arguing that some cancers “are incurable
long before [they] can be recognized, no matter how often or how thor-
oughly the patient is examined . . . because they spread into the blood-
stream long before they are ever detectable . . . . The natural course of this
type of cancer could not be affected even by the most perfect diagnosis
and treatment.” He also condemned the “rush to surgery” mentality.
Physicians should encourage patients to take enough time to evaluate
treatment options. “There is no clear evidence that immediate treatment
is any more effective than treatment given a little later . . . the factor of
time has been so overemphasized . . . that it takes courage for a doctor to
refuse to operate immediately.” Crile was unique because he questioned
the efficacy of many protocols. While admitting that surgery “is, in many
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cases, the best weapon we have . . . we should recognize [its] value with-
out exaggerating it.” He condemned “ultraradical surgery” because it in-
flicted too much damage on patients without yielding improved survival
rates. Such operations, he suspected, somehow compromised the body’s
defenses and often led to distant metastases. In the field of oncology, Crile
argued, “the frontier is no longer surgery.”

Most of Crile’s arguments would stand the test of time, but in 1955 he
was considered a dangerous extremist. He had a few allies, such as Oliver
Cope of Harvard and William A. Nolan of Minnesota, but the surgical
establishment generally waxed shrill in its condemnation. Elmer Hess,
president of the American Medical Association, accused Crile of offering
“a dangerous, fatalistic philosophy of cancer. We fear it may lead readers
... to reject steps they can take for their own protection.” John R. Heller,
head of the National Cancer Institute, claimed that Crile’s thesis is “con-
trary to the teaching of the country’s 81 medical schools and to the expe-
rience of physicians and surgeons.” To Alfred Blalock, president of the
American College of Surgeons, Crile “has made certain statements which
can be misconstrued by the public and which may actually do great harm.”
Enthusiastic proclamations of innovative European and Canadian sur-
geons changed few minds among their American counterparts, who dis-
carded the news as the hyperbolic exaggerations of socialist foreigners.
American surgeons still scalpeled off the breast, axilla nodes, and both
chest muscles, even for the tiniest of lesions. Stubbornly refusing to con-
sider other options, they remained dogmatically faithful to Halsted’s
ghost. Crile did not endear himself when he stated unequivocally that
greed was the real reason behind the staying power of the Halsted mas-
tectomy. “Partial mastectomies that remove the affected part of the breast
and reconstruct the rest,” he wrote, “are not only more time-consuming
and more difficult to perform, but medical insurance plans pay surgeons
less for doing them than for removing the breast. In short, the surgeon is
paid 2 to 3 times as much for performing a mutilating operation than for
performing one that leaves the woman relatively intact.”*?

Transforming the prevailing mind-set would take more, much more,
than data, statistics, and refereed articles in scientific journals. American
surgeons did not come around for years, not until the sexual revolution
and modern feminism altered the cultural and political landscape, chang-
ing forever American attitudes about power, eroticism, and physical
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beauty. An ironic conjunction of scientific evidence, soft-core pornogra-
phy, gender politics, and rampant sexism spawned a fresh intellectual mi-
lieu in which male surgeons and female patients confronted each other.
Squeezed between the Playboy-shaped libidos of American men and the
increasingly strident demands of American women, surgeons took a new
look at the female breast and gradually became more amenable to its
preservation.

Beginning in the 1950s, an unprecedented fetish of the female breast
surfaced in American popular culture. The erotic nature of the breast is
hardly an American phenomenon; it is deeply rooted in the evolutionary
past. In lower mammals, where the sense of smell is critical to survival,
the olfactory system plays the key role in sexual arousal. During the es-
trous cycle, when females are instinctively attractive and receptive to
males, they emit hormonal secretions and odors which males find irre-
sistible. But the sense of smell has lost much of its potency in human
beings. Human evolution selected in favor of vision, not smell, so large-
brained creatures could more successfully manipulate their environment.

At the same time, the forces of sexual attraction came to rely more on
sight than smell. Among such primates as chimpanzees, gibbons, and
mountain gorillas, the external genitalia of females engorge with blood
during estrous, swelling into readily visible organs and often displaying a
variety of rich colors. Males may still detect the smell of hormones, but
it is the visual stimulus that lets them know the female is fertile and ready
to mate.

As tens of thousands of generations appeared, human beings left be-
hind their four-footed ancestors and stood upright, ready to use their
hands and opposable thumbs to control the world around them. The act
of standing up, however, changed the nature of sexual arousal. It was still
visual, since the sense of vision is so important to human beings, but fe-
male genitals had become less visually accessible. According to some an-
thropologists, breasts assumed the role of letting men know that females
were hormonally mature and ready to reproduce. Only in human beings
do female breasts appear during puberty instead of with the first preg-
nancy. Breast development constitutes an external, visual sign of puberty,
and its role in sexual arousal and reproduction is deeply embedded in the
genes of human beings.!3

The breast also occupies center stage as an erotic symbol in art his-
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tory. In fact, as long as human beings have produced art, the female breast
has been portrayed as a mechanism of fertility and arousal. The ancient
Venus of Willendorf, cast by Central European tribesmen more than fif-
teen thousand years ago, personifies fertility, her engorged breasts resting
on a round abdomen ready to give birth. In 2600 BCE, an Egyptian sculp-
tor immortalized Prince Rahoty and his princess Nofret, exposing her
beauty in a V-necked, cleavage-revealing gown complete with the visible
protrusion of nipples. Greek sculptors, such as the artist who carved Dying
Niobid from marble in 450 BCE, glorified the naked female form. Snake
Goddess, a Minoan piece sculpted around 1600 BCE on the island of Crete,
features a young woman dressed in a floor-length gown with long sleeves,
high tunic, and completely exposed breasts.™

But American society in the last half of the twentieth century glori-
fied the erotic nature of the female breast. Fashion designers exposed more
flesh to public view and, in the process, created idealized images of body
parts formerly camouflaged by clothing. Body hair, for example, became
a new problem. Women felt no need to shave their calves until hemlines
climbed up from the ankle early in the 1900s. Shaving underarms was not
obligatory until the 1920s when sleeveless gowns revealed armpits to the
world. Men had body hair; women were not supposed to have it. So they
did not, employing razors, depilatories, and electrolysis to give their bod-
ies the soft hairlessness of a baby. Men’s magazines escalated the game in
the 1960s, airbrushing away all signs of pubic hair. Bikini-cut bathing suits
in the 1980s and 1990s then brought on new tortures, forcing many women
to shave the pubic area.

Body hair was only one dimension of the straitjacket modern fash-
ion wrapped around women. Women had long purchased cosmetics to
cover facial blemishes and enhance the appearance of the eyes, nose, and
lips, but as the twentieth century went on, society demanded more and
more perfection. Each new square inch of exposed skin came under pub-
lic scrutiny. Perfection’s critical eye hated scars, blemishes, moles, freck-
les, birthmarks, blood vessels, fat dimples, stretch marks, hair follicles,
pores, pimples, and rashes. With their bodies on display, American
women became increasingly preoccupied with weight control, not so
much for health as for appearance. No longer protected by full-length
dresses with long sleeves and high necks, millions of women worried
about the appearance of individual body parts. Most came to despise
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something about their bodies and yearned for a remedy. Fleshy thighs,
long noses, thin lips, knock-knees, fat tummies, flat buttocks, wide hips,
and cellulite suddenly became social problems. Whole industries, re-
sponding to a multibillion-dollar market, “shaped,” “toned,” “sculptured,”
and “smoothed out” women’s bodies. “Infomercials” promising perfection
became staples of late-night and early-morning television. Cosmetic lines
included powders, creams, and blushes for women to use on their legs,
arms, hands, necks, chests, and upper backs. Tanning creams and tanning
salons sprouted to color white skin and give the appearance of health and
beauty. Some women even worried about protruding belly buttons, a con-
cern unknown to an earlier generation innocent of Playboy magazine and
bikini bathing suits.

Of all the body parts, women’s breasts emerged as the physical icons
of American popular culture, the sina qua non of eroticism and beauty.
The sexual revolution was a cultural earthquake whose first tremors rattled
America in 1949, when Norma Jean Baker, soon to be known as Marilyn
Monroe, posed nude for Tom Kelley, a friend and photographer. She was
a redhead then, but her beguiling combination of innocent vulnerability
and powder-keg sexuality exploded off the photograph. Three years later,
with Monroe a budding young starlet at Twentieth Century Fox, the
photo adorned calendars in gas stations, garages, barber shops, and boys’
bedrooms all over America.

In 1953 Hugh Hefner, a young entrepreneur convinced that America
was ready for a glossy men’s magazine, paid $500 for the rights to the pho-
tograph. At the last minute, before the printer ran sixty thousand copies
of the magazine, he changed its name from Stag Party to Playboy. With
Marilyn Monroe his first centerfold, he sold 53,000 copies. One year later,
Playboy’s circulation topped 100,000, and by December 1956, after only
three years in publication, it hit 600,000. Hefner was a rich man, and the
Playboy empire—complete with mansions, clubs, and nude, willing women
—was born.

Hefner carefully selected the Playboy models. He had a particular look
in mind—young, wholesome, and innocent, women without trashy lines
or tawdry looks, not really virgins but not too sexually experienced either.
Rebelling against his Calvinist upbringing, he marketed sex and pleasure
as positive pursuits, not dirty or even inappropriate. Compared to the
sleazy, nasty competition in the market of men’s magazines, Playboy
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seemed almost wholesome to American men, a vehicle for the unencum-
bered expression of their fantasies.!®

Hefner’s favorite “Playmate” was Barbie Benton, whose big, bouncing
breasts soon became the standard. Over time, under the leering eyes of
tens of millions of American men, the breasts of Hefner’s “bunnies” and
playmates ballooned in size, becoming larger, rounder, and firmer, some-
times achieving gargantuan, gravity-defying proportions, spilling out of
the largest DD-cups in a cornucopia of fleshy excess. Small-breasted
women fell out of favor in soft-core’s glossy inner pages. Sex symbols from
Mamie Van Doren and Jayne Mansfield in the 1950s to Dolly Parton in
the 1990s needed more than platinum blonde hair to arouse lust.

Playboy was the first and most successful product in the soft-core in-
dustry. Dozens of imitators entered the prurient market, sporting such
suggestive names as Penthouse, Swank, Gent, Hustler, Velvet, Chic, Club, In-
ternational, Genesis, Gallery, Mayfair, Whoppers, Dude, and Topps. By the
1980s, once plastic surgery had become an art form, many models sported
huge, manufactured, larger-than-life breasts. The centerfolds stepped onto
a freak show merry-go-round of appearances in men’s magazines, gen-
tlemen’s clubs, hard- and soft-core films, and talk shows, promoting the
virtues of freedom, sexuality, and large breasts. Although none of the Play-
boy clones came close to Hefner’s peak monthly circulation of six million
copies, they collectively purveyed images of big breasts to tens of millions
of American men. In the process, they created, and reinforced on a
monthly basis, a new tyranny—a cultural expectation that large breasts
were beautiful breasts and that, to be considered sexy, an American woman
needed them.

The cult of the breast produced its first caricature in June 1964. Carol
Doda, a platinum blonde dancer and waitress at the Condor Club in San
Francisco’s “Tenderloin,” discovered an infallible technique for increasing
her tips. On a slack evening in July, she peeled oft her bikini top and bur-
lesqued for patrons, establishing a new industry and introducing the word
“topless” into the vocabulary. Within days, Doda headlined the Condor
Club’s entertainment marquee, dancing topless on a raised platform, rock-
ing back and forth on a swing roped to the ceiling, and selling an ocean
of booze to mostly white, middle-class men. After a few months, Condor
regulars noticed a bizarre, other-worldly quality to her breasts. When she
danced, they did not jiggle. As she glided back and forth on the swing,
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they did not sag or flatten. Carol Doda’s remarkable breasts possessed a
life, indeed a superstructure, of their own.

Curious reporters inquired about their scientific properties. After
months of disclaimers, the topless queen fessed up. She was the proud
owner of silicone-enhanced breasts. Still in its infancy, the technology was
crude. Doda regularly visited a physician who repeatedly spot-injected her
breasts with twenty cc of liquid silicone until they were ready to burst. In
subsequent years, her silicone would break up into freakish, wandering
clumps of gel, but in 1965 she possessed the firmest breasts on the planet.

Topless clubs proliferated in the 1960s and 1970s, invading small
towns as well as large cities and sometimes renaming themselves
“gentlemen’s clubs.” Every few years religious and women’s groups
unleashed crusades to ban them, but federal courts usually defined “top-
less” enterprises as legitimate, if tasteless, forms of free expression pro-
tected by the First Amendment. In 1972, when California restricted
topless dancing by prohibiting nudity in businesses with state liquor
licenses, bar owners successfully appealed to the federal courts. With the
litigation still in progress, a reporter asked Carol Doda if she worried
about losing her job. A bar patron laughed and said, “They could serve
fruits and nuts and these guys would still show up. They don’t come for
the booze.”1¢

Few escaped the fantasy. It seduced many women, convincing them of
the need to evaluate their own breasts for size, shape, and firmness. The
vast majority of women came up short, at least compared to the monthly
playmates their husbands and boyfriends ogled. Late in the 1950s, taking
advantage of the obsession, women’s magazines ran more and more articles
about breasts, especially the ins and outs of enhancing their “beauty.” Red-
book regularly published a feature section entitled “Beauty and the Breast,”
informing readers of the latest gimmicks—falsies, push-up bras, chest
muscle exercises, hormone creams, and cosmetics—to make their breasts
more attractive, that is, larger and firmer. In 1959 Vogue promised “Bosom
Perfection” to women, because “the woman who feels a need for a change
here is involved with the very idea of herself as a woman.” A 1968 Vogue
essay prescribed forty separate exercises to provide perfect breasts—“high
and firm.” Seventeen reminded teenage readers in 1966 that “some of the
world’s most beautiful actresses have larger-than-average bosoms . . . .

(And don't they look great in their clothes?).” Tabloid classifieds had long
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included “I must, I must, I must improve my bust” promotions, but now
they had exited back-page newsprint for the glossy mainstream.!’

Soft-core pornography was not the only wrinkle on the breast obses-
sion. In 1956 two young mothers, after pushing their new babies in strollers
to a park in suburban Chicago, sat on a bench to nurse the infants.
Passersby twisted their faces in Victorian disgust, giving Marian Thomp-
son and Mary White a cause. The two women founded La Leche League
several weeks later, taking the name of their new organization from a
Spanish title for the Virgin Mother: Nuestra Seriora de la Leche y Buen
Parto (Our Lady of Milk and Good Delivery). Victorian prudery had
closeted breastfeeding into an all but invisible activity or eradicated it out-
right among middle- and upper-class women. Rebelling against the re-
cent decline in breastfeeding, Thompson and White organized chapters
in more than six hundred cities, selling the gospel of nursing infants. They
touted the healthy virtues of breastfeeding and trained women how to do
it modestly in any social setting.

Leaguers concerned themselves with the breasts as functional enti-
ties, not as the sexual objects of a mammary-obsessed society. To those
who objected to breastfeeding in public, Leaguers reacted quickly, “It’s
their problem, not mine.” For women and men who worried that breast-
teeding might sag or distend the breasts, Leaguers retorted, “God created
breasts to feed babies, not to titillate men.” But no less than bra burners,
pornographers, and silicone-squirting plastic surgeons, La Leche League
aggressively projected breasts into the public consciousness. They even
marketed a bit of breast cancer insurance, emphasizing epidemiological
evidence that women who breastfed had a lower incidence of the disease.
Recent findings confirm at least some of that claim, demonstrating that
there is a small, but nevertheless significant, correlation between breast-
feeding and lower breast carcinoma rates in premenopausal women. The
reason seemed obvious, at least to La Leche Leaguers. God or two mil-
lion years of evolution, take your pick, had designed women to breastfeed.
Industrial society gave women a new option, but it could be a deadly one.
Breasts without function might very well be breasts without futures.!®

The mystique of the breast absorbed millions of American men and
women, affecting how they viewed themselves and their partners. William
H. Masters and Virginia E. Johnson, who became household words in the
1970s for their academic study of American sexual behavior, became
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ther of plastic breast surgery in Great Britain, developed a reconstruction
procedure using transplanted fat and skin flaps. The problem with the
Gilles reconstruction was its complexity; the procedure required six sep-
arate operations over the course of more than a year, an ordeal few patients
wanted to endure.?!

In 1960 Thomas D. Cronin, a Houston physician, began working with
Dow Corning Corporation to develop a silicone-filled sac that could be
implanted in women unhappy with their breasts. It was a success, and by
1964 breast enhancement surgery featuring silicone gel implants was avail-
able in most major cities. The technology opened a new era in breast re-
construction. Initially targeted at women who wanted larger breasts, im-
plants proved to be a boon to breast reconstruction, since the surgeon had
access to a variety of sizes to match the remaining breast, and because the
gel possessed a texture and density somewhat consistent with those of the
other breast. Such women’s magazines as Redbook, Ladies’ Home Journal,
McCall’s, Good Housekeeping, and Cosmopolitan published favorable arti-
cles on breast reconstruction in 1964, and the procedure’s frequency in-
creased throughout the late 1960s and 1970s. Surgeons refined the opera-
tion, learning to match the reconstructed breast perfectly with the
companion breast and to reconstruct nipple and areola tissues.??

As middle- and upper-class breast cancer patients became aware of
the option, they inquired more frequently about breast reconstruction,
forcing surgeons to address the issue. In 1971, Look magazine told the story
of Sheila O’Connor, a forty-two-year-old mother of three who suffered
from benign fibrocystic disease. Between 1963 and 1969, she went under
the knife five times for biopsies of suspicious lumps. Each time, the
pathology report was benign, but she worried incessantly about breast can-
cer because her mother, maternal aunt, and sister had all had the disease.
One surgeon treating her said, “I needn'’t spell it out that she was, quite
properly, scared to death.” He referred her to Dr. Harvey A. Zarem, who
performed a “subcutaneous mastectomy,” replacing most of her breast tis-
sue with the silicone prosthesis but preserving breast skin and the nipple.
During the 1970s and 1980s, articles on breast reconstruction became sta-
ples in women’s magazines, exposing tens of millions of Americans to the
information.?

Well-informed women posed a real challenge for surgeons wedded to
the Halsted mastectomy. Because the operation removed both chest mus-
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cles and a great deal of skin, the patient was left with a badly deformed,
concave torso—stretched skin alone covering the upper rib cage—with-
out a foundation on which to place an implant. Surgeons found them-
selves telling patients that breast reconstruction was not an option after
the Halsted mastectomy, and more and more women shopped around for
a physician willing to treat their breast cancers in a way that would at least
preserve the opportunity for reconstruction. Although subsequent
progress in breast reconstruction made it possible even after radical mas-
tectomy, those refinements did not materialize until the late 1970s and
early 1980s, by which time the radical mastectomy was rapidly falling out
of favor. Between 1965 and 1992, nearly 500,000 women had breast re-
construction after cancer surgery. Halsted was history.

In addition to an accumulating mass of scientific evidence and the
American breast fetish, the decline of the Halsted mastectomy was ac-
celerated by the women’s movement. Modern feminism traces its origins
to Betty Friedan’s 1963 bestseller The Feminine Mystique, in which she at-
tributed the emotional malaise afflicting so many women to society’s in-
sistence that they subordinate individual aspirations to the needs of their
husbands and children. She turned that notion upside down, arguing that
women could best satisfy the needs of their own families by fulfilling per-
sonal dreams first. Energized by a sense of self-worth and achievement,
they would then possess the psychological and physical resources to min-
ister to the needs of others.

Feminists initially set their sights on several goals. They wanted to
transform a culture conditioning women to believe that only in housework
and motherhood could they find happiness. The essential element in end-
ing the political, legal, and economic subordination of women, feminists
believed, was to raise consciousness, to shatter the stereotype of domes-
ticity and encourage women to seek their happiness in every area of
human endeavor. As long as women narrowed career choices to teaching
and nursing, and as long as they acquiesced to social pressures limiting
their expectations and confining their dreams to childrearing, they would
never break out of their cultural bondage. Only in rejecting subordination
and demanding opportunity could women achieve equality.

In addition to changing the cultural climate, feminists attacked legal
restrictions based on gender. Feminism became another dimension of the
larger civil rights movement. In a number of states in the 1960s and 1970s,
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women could still not serve on juries, purchase and dispose of property,
enter into legal contracts, enjoy equal pay for equal work, gain access to a
wide variety of jobs and professions, or secure their own credit lines for
the purchase of homes and consumer goods. Feminists campaigned
against all de jure forms of discrimination against women.

Finally, feminists promoted “reproductive freedom.” The right of a
woman to control her own reproductive life—participating in sex, prac-
ticing birth control, and giving birth—enjoyed the protection of the
Fourth and Fifth Amendments to the Constitution, feminists claimed, by
protecting individual privacy. Birth control, homosexuality, and abortion
henceforth were to be treated as intensely personal, not public, concerns,
free from the intervention of the state or other individuals and groups.
While feminists ultimately failed to secure ratification of the Equal Rights
Amendment, the Supreme Court’s decision in Roe v. Wade (1973) upheld
the right to seek an abortion up to the third trimester of pregnancy.

The media, ever anxious for a metaphor, found its symbol of feminism
at the 1968 Miss America pageant. Robin Morgan, a veteran actress in tele-
vision’s I Remember Mama series, spent an hour before the pageant in her
Atlantic City hotel room stringing a dozen brassieres into a train. As founder
of Women’s International Terrorist Conspiracy from Hell (WITCH), she
intended to make a bold statement sure to be picked up by television and
newspapers. Pouring some lighter fluid on the bras, Morgan ignited them
and marched into the pageant, shouting for an end to sexual discrimina-
tion. She also provided a “freedom trash can” for the disposal of “old bras,
girdles, high-heeled shoes, curlers, and other instruments of torture to
women.” As a final insult, WITCH crowned their own Miss America—
a sheep. Hugh Hefner reacted predictably to the display, writing later to
his staff that women’s liberation threatened America, that “these chicks
are our natural enemy. It’s time to do battle with them. They are unalter-
ably opposed to the romantic boy-girl society Playboy promotes.”**

Feminists did not reject bra burning’s symbolic imagery; it seemed an
appropriate way for some women to expound their point of view. But
mainstream feminists resented how the media exaggerated bra burning,
acting as if an incendiary bra was a flag for the women’s movement to rally
around. Susan Brownmiller recalled, “No one in the women’s movement
ever burned a bra in public protest, yet as soon as feminists began to
march, the myth of bra burners spread like wildfire.” Of course, the flames
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were fanned by male journalists caught up in their own breast fantasies.
Bra burning was just too powerful a metaphor for them to ignore or even
put in proper perspective.

Feminists assaulted the American obsession with breasts. Taking on
the breast mystique posed a daunting challenge, particularly given Madi-
son Avenue’s image factories that equated large breasts with sensuality and
then mass-produced the stereotypes in magazines, newspapers, billboards,
and television. The women’s movement challenged the notion that some
breasts were sexy and others were not, that some were “best” and others
“worst.” Breasts were just breasts, nothing more, nothing less. Large or
small, round or narrow, firm or flat, they were all the same, neither beau-
tiful nor ugly. Ruth Bell, in Changing Bodies, Changing Lives, told
teenaged girls, “Breasts come in all shapes and sizes. There’s nothing much
you can do about what yours look like . . . . It would be fine if Playboy mag-
azine and Madison Avenue didn’t produce endless images of ‘perfect
busts.”” But Madison Avenue did, and women paid a heavy price. Brown-
miller described its toll: “Who wants to dwell on the thought that breasts
can look like udders, that breasts are udders, dry, full, swollen, dripping
with milk, squeezed, sucked on, raw, tender, in pain—and ultimately used
up and withered. No, we’re Marilyn Monroe in her calendar pose. We're
Friday-night entries in a college town wet-T-shirt contest. We float down
the avenue in a Maidenform bra and the nipples don’t show.” Feminists
claimed that media-produced breast stereotypes played an important role
in gender subordination. At any given moment, just a few women pos-
sessed breasts matching the image; everyone else was lacking. And even
those with “good” breasts were destined to have them only temporarily.
Time and gravity soon disqualified every breast from the great American
beauty contest.

Early on, some feminists took great exception to the value of breast
reconstruction surgery, equating it with a pathetic need to fulfill male-
driven stereotypes of female beauty. Audre Lorde, an African-American
lesbian poet who underwent a mastectomy in 1978, mourned the loss of
her breast but considered breast reconstruction an “atrocity” rooted in a
cultural obsession for women to remain sexually attractive to men. She re-
jected the “path of prosthesis, of silence and invisibility of [wishing] to
be the same as before.” For feminist writer Kathryn Pauly Morgan, breast
reconstruction constituted a setback in the movement. “Rather than as-
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piring to self-determination and woman-centered ideals of health or
integrity,” she wrote, “women’s attractiveness is defined as attractive to
men.” Most breast cancer patients, however, rejected the feminist critique.
Between 1965 and 2000, more than 700,000 women opted for breast
reconstruction.?®

Feminists also targeted the world of medicine as an important arena
in the struggle for equality. They sought to redefine the relationship be-
tween physicians and patients. By the 1970s, the medical establishment
basked in unprecedented prestige. Success in treating infectious diseases,
as well as the increasingly technical scientific foundation of modern med-
icine, gave physicians an aura of infallibility, allowing them to dispense so-
phisticated cures to grateful, if ignorant, patients. Gender assumptions re-
inforced that power. Women had long occupied subordinate positions to
men, and what was true for society was true for medicine, especially for
breast cancer. The vast majority of physicians were men and almost all of
the patients were women. Most physicians expected female patients to ac-
cept their counsel unquestioningly, even if the counsel required mutilat-
ing surgery.

Terese Lasser played an important role in changing the map of sur-
geon-patient relations. In 1952, after feeling devastated by a radical mas-
tectomy at Memorial Sloan-Kettering, she founded Reach to Recovery,
a support group of mastectomy survivors dedicated to assisting women
who had recently undergone the surgery. Lasser began visiting mastec-
tomy patients while they were still in the hospital, discussing the whole
range of emotional and physical issues with them, including sexuality,
breast prostheses, fashion, and exercises to reduce the swelling from
lymphedema. Some surgeons banned Lasser from the halls of Memorial,
but she defied them, showing up unannounced. On more than one occa-
sion security police had to escort her from the hospital. At M. D. Ander-
son Hospital in Houston in 1956, one surgeon complained: “Keep those
women off the floor! They are interfering with the physician-patient re-
lationship, and I'll not have it!” But Reach to Recovery—women talking
to women about breasts, sexuality, and cancer—was an organization whose
time had come, and chapters sprouted throughout the United States. In
1969, the American Cancer Society officially assumed direction of Reach
to Recovery, and by the 1980s three of four mastectomy patients were re-
ceiving visits.
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Modern feminism could not tolerate subordination of any kind, es-
pecially in the medical arena, where the right of an individual woman to
control her own body was held inviolate. The male physician—female pa-
tient connection was among the most paternalistic of all relationships. The
1971 best-selling Our Bodies, Ourselves, compiled by the Boston Women’s
Health Book Collective, warned women that “doctors are not gods, but
human beings with serious problems, both as people and as professionals.
But so, of course, are we all. The uncomfortable difference is that the sys-
tem has taught the doctor never to reveal his problems and weaknesses
to us, to present himself as perfect and all wise, whereas the essence of pa-
tienthood is that we must reveal all of our doubts and vulnerabilities to
him . ... The myth still persists that we meet one another as parent and
child, and that you as patient must both obey and pay money for the priv-
ilege.” The antidote was simple. Women should discard their illusions of
physicians as demigods and act as independent consumers of professional
services. “Don’t let yourself be stampeded into any sudden decisions,” the
Boston Women'’s Health Collective warned, “or forced to accept any med-
ications or procedures you don’t understand or want. It’s your body.” Cal-
ifornia feminist Dorothy Shinder was even more blunt, demanding an end
to the “medieval maltreatment, atrocities, and discriminatory [medical]
acts committed against women.”

Over time, the women’s movement developed a “Bill of Rights” to
govern the doctor-patient relationship. Included was the right to be in-
formed of “the pros and cons of particular treatments in the opinion of
other experts, as well as the doctor’s own preference and the reasons for
it.” Patients were also entitled to answers to any of their “questions about
any examination or procedure . . . in advance of or at any time during the
performance of it. Stopping any examination or procedure at any moment,
at your request.” Finally, the best physician would display a ready “will-
ingness to accept and wait for a second medical opinion before perform-
ing any elective surgery which involves alteration or removal of any organ
or body part.”?

Just as the women’s movement escalated the debate over gender and
power, news of the medical controversy over the Halsted mastectomy left
academic ivory towers and burst into the popular press, providing millions
of women with enough information to question doctors recommending
radical surgery. Until 1970, the feuding among American surgeons over
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the merits of the Halsted mastectomy remained cloistered in medical jour-
nals and professional meetings. Occasionally, the debate surfaced in the
larger scientific community, making its way into such general science pe-
riodicals as Science Digest and Science Newsletter, only to submerge again
into the murky depths of academe. The debate entered public conscious-
ness in 1970, however, when George Crile announced at the American
College of Surgeons meeting that since the late 1950s he had followed the
lead of Europeans and opted for limited surgery—lumpectomies or quad-
rantectomies—for localized tumors, followed up by breast reconstruction
surgery. Even without radiation treatments, he claimed cure rates at least
as good as Halsted’s. He also cited the work of Geoffrey Keynes and
Robert McWhirter, as well as the more recent findings of Sakari Mus-
takallio of Helsinki, Finland, and Vera Peters in Toronto, all of whom con-
cluded that lumpectomies and radiation were just as effective as the rad-
ical mastectomy in curing early stage disease.?’

His presentation ignited a firestorm of controversy. Appalled at the
notion that conservative surgery might be as good as the radical mastec-
tomy, Jerome Urban accused the reformers of endangering patients, “serv-
ing only to confuse and mislead” women and creating “shopping mall
medicine” where desperate patients searched for whatever treatment
satisfied their preconceived notions. Urban’s critique rang hollow; his con-
fidence two decades before in the superradical mastectomy had ended up
being nothing more than scientific hype. The American Medical Asso-
ciation also issued a statement, arguing that “large gains in the saving of
lives have been achieved by the use of mastectomy, often supplemented
by radiation therapy and other treatment. Pending clear proof that equally
good results can be achieved by doing less . . . the public should not be
stampeded into accepting less proven methods.” But Crile, irascible as
ever, was not about to back down. Intent on making sure that more
women were aware of their options, in 1973 he wrote What Women Should
Know about the Breast Cancer Controversy. 8

Although treatment options continued to raise controversy, one
theory about breast cancer was gaining credibility. Halsted’s assumption
that breast cancer was a local disease seemed increasingly tenuous. Radi-
cal surgeons had long argued that tumors remained confined to a specific
site for an extended period of time. If they remained untreated too long,
malignant cells, at a rather precise moment, disengaged from the larger
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Out of the Closet

BREAST CANCER IN THE 19708

When Neil Armstrong stepped onto the surface of the moon on July 20,
1969, Americans celebrated the triumph of technology. They had won the
space race, upstaged the Soviet Union, and finished a Cold War battle that
had begun in May 1961 when President John F. Kennedy stood before
Congress and challenged his countrymen: “I believe that this nation
should commit itself to achieving the goal, before this decade is out, of
landing a man on the moon and returning him safely to earth.” Eight years
and $25 billion later, Apollo rr made good on that commitment. More as-
tronauts soon visited the moon, driving on the dusty surface in a “moon-
mobile,” collecting rock samples, and taking seismic readings. When Alan
Shepard, whose suborbital Mercury flight in 1961 made him the first
American to fly in space, finally got to the moon in Apollo 17, he wielded
a club and drove a golf ball over the lunar horizon.

But Americans soon grew complacent about space. Critics questioned
the value of the investment—whether billions spent “shooting the moon”
had yielded lasting dividends. They often chastised administration offi-
cials—Democrats and Republicans—for throwing money at the moon
while ignoring serious problems on earth. Politicians searched for another
technological sweepstakes, but any new scientific crusade had to show tan-
gible rewards. It also needed to be free of political controversy. Curing



Marvella Bayh’s ordeal began early in 1970 when she “just began to be
aware of my right breast . . . . I began to have these fleeting sensations,
maybe two or three times a day.” Her surgeon could find no lumps, how-
ever, nor did a mammogram reveal a tumor. Relieved, she resumed her
normal schedule, but six months later, the sensations returned. “They
didn’t bother me,” she recalled. “I was simply aware of that part of my
body.” Another physical and mammogram followed. No lumps showed
up, but her surgeon noticed a slight discoloration of skin just below the
nipple. He also detected a lack of mobility in underlying tissue. Marvella
Bayh had a biopsy five days later, and pathologists discovered malignant
cells. She underwent a modified radical mastectomy.?

After the surgery and her husband’s withdrawal from the campaign,
Marvella received thousands of letters of support, but the popular press
did little with the story. It was not until a middle-aged, former child star
openly discussed her battle with the disease that breast cancer began to
lose its stigma and become a cause celebre among American women.
Shirley Temple had charmed a nation in the worst of times, singing and
dancing her way into the hearts of millions during the Great Depression.
The sparkling blue eyes, the bouncing curls, the impish, dimpled smile,
and the unsullied innocence beguiled a generation anxious to escape its
problems. She became the hottest property in Hollywood; her name on
the theater marqee guaranteed a full house, and between 1935 and 1938
Temple became the most popular film star in the United States.

Puberty changed everything. Temple was an adorable child and grew
up to become a beautiful woman, but in between her eleventh and six-
teenth birthdays she had a fluffy, ungainly look. The baby fat lingered a
bit too long, as did the ringlets. The charming adolescent became an awk-
ward teenager, and Hollywood image makers pulled Temple out of the
spotlight. In 1939, Twentieth Century Fox and later MGM cut her back
to one picture a year. She married John Agar, a young actor, in 1946, and
had a baby in 1948, but they divorced in 1949. She made her last film, 4
Kiss for Corliss, that year. Temple married Charles Black, a naval officer,
in 1950, and they built a happy life for themselves. An active Republican,
she became involved in a number of environmental causes before they
were politically fashionable. In 1969 President Nixon appointed her U.S.
representative to the 24th General Assembly of the United Nations.?

Three years later, after decades out of the limelight, she once again
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won the heart of America. Even though the story originated with the tiny
Redwood City (California) Tribune, the wire services picked it up and
radio, television, and newspapers reported it throughout the country. In
a society where breast cancer remained confined to a hidden corner of the
national closet, the story was electrifying. Shirley Temple Black had lost
a breast to cancer, and she was willing to talk about it, “for all of my sis-
ters who have lost a breast, for all of my sisters who fear that they may.”
Breast cancer came into the daylight.

Early in September 1972, Shirley was methodically examining her
breasts, a routine she regularly performed. “I would kind of run my fingers
over my breasts, especially after my menstrual period,” she wrote in
McCall’s. “There it was. A lump.” Her physician decided, after a physical
examination and mammogram, that it was probably a benign cyst. Just
to be cautious, he urged her to have a biopsy. Already scheduled to go to
Moscow for a Soviet-American conference on the global environment,
she postponed the biopsy until November. In the intervening six weeks,
“the lump did not . . . grow any larger—at least not to the touch. It did
begin to hurt [and] occasionally I was awakened by a burning sensation
in my breast.”

In the interim, Black carefully reviewed some literature on breast can-
cer. She rejected out of hand the typical approach. Women routinely en-
tered hospitals for biopsies, signed waivers giving surgeons permission to
amputate the breast if the lump proved malignant, and then woke up from
the operation wondering whether they still had both breasts. Surgeons
claimed the two-for-one approach spared women the ordeal of separate
operations involving general anesthesia. “I wouldn’t have it that way,”
Black later wrote. “I find . . . distasteful the prospects of waking up and
finding that someone else had made a decision and taken an action in
which I, lying quite inert on the operating table, had had no voice . .. .1
signed papers that agreed only to an excisional biopsy . . . . The doctor can
make the incision; I'll make the decision.”

BlacKk’s decision first to have a biopsy and later, if necessary, breast can-
cer surgery, was based on the groundbreaking research of Bernard Fisher.
A native of Pittsburgh, Fisher received an undergraduate degree at the
University of Pittsburgh in 1940 and a medical degree in 1943. He interned
at Mercy Hospital in Pittsburgh and then did surgical residency there.
Fisher finally broke away from western Pennsylvania to complete a three-
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year residency in experimental endocrinology at Columbia-Presbyterian
in New York City, followed up by a fellowship in surgery and pathology
at the University of Pennsylvania. After a two-year exchange appointment
at the London Postgraduate Medical School, he returned as an associate
professor of surgery at the University of Pittsburgh. He was destined to
become the most influential surgical oncologist in the world.’

Fisher had the look, and the personality, of a defensive lineman on a
football team. He was big and burly, with a head large enough to match
his ego. His square face, large nose, and combed-back dark hair left the
impression of someone in charge—all the time. Samuel Hellman, an on-
cologist at the University of Chicago, described him as “outspoken, very
clear, strong in his views and clearly not to be pushed around by the vi-
cissitudes of smaller issues, a guy with a great deal of character and force-
fulness.” James Holland of the Mount Sinai Medical Center in New York
City, was even more direct: “Fisher is a self-disciplined man who knows
how to discipline others . . . he had his own agenda,” and because “he knew
more about it [breast cancer] than others, he might not have accepted
every piece of advice that was offered to him.”

Fisher entered the world of breast cancer in 1958. A colleague invited
him to a seminar on chemotherapy protocols, where the merits of surgery
and the possibilities of systemic implications were discussed. “At the time,”
Fisher recalled, “I had no interest in chemotherapy, clinical trials, or breast
cancer.” That soon changed. Never blindly loyal to tradition, he found in-
triguing the shrill opposition of so many colleagues to conservative breast
cancer surgery. He could understand such reactions to quacks and the al-
ternative therapists, but not to respectable clinical evidence. Hyperbolic
opposition smacked of dogma, not science. Bernard Fisher was a surgeon
and a pathologist, but above all else he was a scientist who demanded
data—data hard enough to withstand the scrutiny of the most sophisti-
cated statisticians.®

Ten years later, after a series of experiments and clinical trials, he
turned upside down the prevailing logic of malignancy and metastasis.
The consensus that had blossomed in the fertile minds of Rudolf Virchow,
William Stewart Halsted, and William S. Handley insisted that breast
cancer cells did not spread through the bloodstream but along major tis-
sue lines and in the lymphatic system. Lymph nodes, the founding fathers
of modern oncology argued, served as barriers to tumor spread, trapping

728 LBathsteba s PBreast



errant cancer cells in their fluid pools. Only after a long period of time,
in which the tumors took root and spread from node to node, could the
cancer break out of nature’s trap and spread to distant sites.

Thus the urgency of the surgeon. Anxious to get the cells before they
fled the original site or the lymph nodes, surgeons hurried patients, in-
sisting on operating immediately, and doing so in a single procedure—
putting a woman under an anesthetic, excising the tumor for biopsy, and
waiting in the operating room for the pathology report. If the tumor was
benign, a few sutures closed the wound and ended the operation. But if
the pathologist reported cancer, the surgeon performed the mastectomy.
Subsequent reports on the excised lymph nodes, according to the con-
ventional wisdom, revealed whether the cancer had spread. If the lymph
nodes were negative, physicians believed that they had “got the cancer in
time.” If the nodes were positive, the dissemination process had already
started, but since the nodes trapped cancer cells and held them hostage
for a long period of time, removal of the cancer-filled nodes might save
the patient.

Fisher would have none of it. The wisdom of the masters did not hold
up to laboratory scrutiny. In 1966 he published a series of articles in med-
ical journals, all presenting a new logic of metastasis. He argued that the
lymph nodes, if traps at all, were not very eftective, and that cancer cells
from the breast do not remain long in a lymph node, often traversing the
closest nodes and lodging in distant ones. “The majority of tumor cells
entering the node,” he wrote, “fail to maintain permanent residence.” For
Fisher, breast cancer could spread through both the lymphatic system and
the bloodstream, since “the two vascular systems are so unified . . . it is
no longer realistic to consider them independently as routes of neoplas-
tic dissemination.” In fact, Fisher argued, breast cancer cells from the be-
ginning of a tumor’s life sloughed off into the lymphatic system and into
the bloodstream. Cells without a future succumbed to the immune sys-
tem, but the others, the embryonic tumors, waited to take root somewhere
else in the body. Breast cancer was, without question, a systemic disease
from the very beginning.’

The argument had enormous ramifications. The frenetic, almost ob-
sessive insistence on immediately putting a woman under the knife lost
its urgency. Since there probably was no single moment when the tumor
broke out of its cage to race through the rest of the body, women had more

.OB%(M/ %//@(‘W in the 19705

729



time to ponder their situation, explore options, and prepare themselves
emotionally for the ordeal. Unnecessary delays should be avoided, but
emergency breast cancer surgery for early stage disease was not necessary
either, except in the most unusual circumstances. Nor was there any com-
pelling reason for combining the biopsy and mastectomy in a single pro-
cedure. Except for the inconvenience of two operations, and the small
risks inherent in twice putting a patient under general anesthesia, a
woman could feel safe having a surgical biopsy and then waiting several
weeks before undergoing more surgery.

Fisher’s research broke new ground, and in 1967 the National Can-
cer Institute selected him to head its National Surgical Adjuvant Breast
Project, a cooperative, long-term study of breast cancer treatment involv-
ing thirty-five medical schools and cancer centers in the United States and
Canada. He was the natural choice. He had long ago rejected the super-
radical mastectomy, arguing that “there is no definite evidence to sub-
stantiate the worth of the extended operation.” At the same time, he was
a prudent scientist, not ready to endorse the promoters of simple mas-
tectomies, quadrantectomies, and lumpectomies. In November 1970,
Fisher wrote, “Right now, nobody really knows what the best treatment
for breast cancer is. But no clinical therapy should be determined by emo-
tion or conviction—the determinant must be the scientific method.” He
then set out to solve the breast cancer riddle.®

While Fisher tried to solve the riddle, Shirley Temple Black had de-
cisions to make. She understood the implications of his research, choos-
ing the two-stage procedure. The biopsy—performed at the Stanford
University Medical Center—revealed a two-centimeter malignant tumor.
During the next several weeks, she explored her options, reviewing the
merits of a lumpectomy, a simple, or total, mastectomy, a modified radi-
cal mastectomy, a Halsted radical mastectomy, and a superradical mas-
tectomy. She knew that “in European countries surgeons had all but given
up such drastic procedures when removing a breast.” Stanford surgeons
recommended a modified radical—removal of the breast, axilla lymph
nodes, and some chest muscle tissue. Black balked, and they cautioned her
about making a life-threatening choice. She called their bluff, agreeing to
a simple mastectomy which involved only removal of the breast. She stip-
ulated in the consent form, however, that surgeons could remove a few
lower nodes if they decided it was absolutely necessary. Not surprisingly,
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they did so. The twelve removed lymph nodes proved negative. Patholo-
gists could not find any other cancer cells in the removed breast.

For all the adoration and special treatment she had received as a child
star, Black had grown up to be a remarkably well-adjusted woman. When
she took her first look at the mastectomy, she felt “unattractive” but re-
tused to let the feeling linger. She adjusted to the changes in her body, ex-
ercising her arm and shoulder regularly and resuming normal activities.
“Leave the questions of beauty and vanity aside,” she wrote a month after
the operation. “In a well-balanced existence, these are unhealthy virtues.
Consider instead, as I do, the more fundamental virtues of enthusiasm,
intellectual vigor, and the unquenchable desire to serve others until the
final bell rings. With or without a breast, I plan to keep doing. Only bet-
ter.” She did just that. In 1974 President Gerald Ford named her U.S. am-
bassador to Ghana, and she later became ambassador and chief of proto-
col, the first woman to hold the post. She completed the first volume of
her autobiography, Child Star, in 1988.7

Black’s announcement reverberated throughout the country. More
than fifty thousand letters poured into Stanford University and Redwood
City, California, praising Temple for her courage in going public. In the
1970s cancer was the dread disease; most people held it in awe and terror,
not unlike the way their ancestors reacted to leprosy and mental illness.
Although breast cancer victims were not exiled to leper colonies or insane
asylums, the disease was banished from the public consciousness, swept
under the cultural rug, and talked about only in hushed whispers. Black’s
announcement late in 1972 was a frontal attack on the taboo, boldly pro-
claiming her “right to do with my body exactly what I wish to do”—and
insisting that her womanhood was intact.!

Shirley Temple Black’s experience coincided with a change in med-
ical thinking. By 1977, only 22 percent of American breast cancer patients
received radical mastectomies. Black’s insistence on less radical surgery
would not have happened without the women’s movement, the breast ob-
session of American popular culture, the clinical trials of courageous
physicians willing to test alternatives to the radical mastectomy, and the
development of mammography, which permitted earlier diagnosis. Eighty
years earlier, Wilhelm Roentgen had discovered x-rays, but it was Adolf
Saloman, a German surgeon practicing in Berlin, who first applied diag-
nostic radiology to breast cancer. By then it was clear that a woman’s
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chances of surviving the disease were directly related to its stage. The ear-
lier she reported to a surgeon, the longer her probable life span. Intent
on correlating the gross, radiographic, and microscopic appearance of nor-
mal and malignant tissues, Saloman began collecting amputated breasts
in 1898. By 1912, his collection filled more than three thousand glass jars.
He carefully examined each with x-rays and a microscope, and in 1913 he
announced the ability to recognize occult breast tumors—tumors too
small to be detected by touch—on the film.

It was not until 1960, however, with the work of Thomas Egan at M.
D. Anderson Hospital, that mammography developed into a reliable di-
agnostic tool. Egan developed an easily reproducible, low-kilovoltage
technique using inexpensive film. In 1965 the American College of Ra-
diology (ACR) established a Committee on Mammography, and with
funding from the U.S. Public Health Service the ACR began training ra-
diologists and technicians around the country. Within five years, mam-
mography had become a potent diagnostic tool in detecting clinically oc-
cult tumors. The Health Insurance Plan of Greater New York reported
five-year results in 1973. In a control group of women with no visible or
palpable symptoms, who received mammography and physical examina-
tions, mortality rates from breast cancer were down by nearly one-third.
With increasing numbers of women reporting to physicians earlier in the
disease process, surgeons became more willing to consider less radical
forms of surgery.!!

The availability of less mutilating surgeries encouraged women to
seek early treatment. But so did the media focus on prominent Americans
suffering from breast cancer, especially in 1974 when Betty Ford and
Happy Rockefeller contracted the disease. Betty Ford moved into the
White House in August 1974, when Richard Nixon’s resignation over Wa-
tergate made Gerald Ford the thirty-eighth president of the United
States. Several days after taking the oath of office, Ford extended a gen-
eral pardon to Nixon for any crimes he had committed while serving as
president. Controversy engulfed the White House. At the time, Betty
Ford was trying to move from their home so that family life could settle
into at least a semblance of routine.

Six weeks later, on September 26, 1974, when her aide Nancy Howe
had an appointment for a physical at the National Naval Medical Center
in Bethesda, Maryland, the First Lady decided to go along and have a
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physical of her own. Howe’s was routine. Ford’s was not. The gynecolo-
gist suddenly stopped, midway through the breast examination, and ex-
cused himself from the room. “I thought that was kind of strange,” she
wrote later, “leaving right in the middle of the check-up.” He was not gone
for long, returning in a few minutes with William Fouty, the hospital’s
chief of surgery, who completed the examination. Somewhat ominously,
the physicians said nothing to the First Lady. When she got back to the
White House, a message awaited her. At seven o’clock that evening, she
was to meet with William Lukash, the White House physician. “During
that afternoon,” the First Lady recalled, “I began to have my first suspi-
cion that something might be seriously wrong.” That night, Lukash and
Richard Thistlethwaite, a surgeon at George Washington University, ex-
amined her again and confirmed the presence of a lump in the right breast.
They scheduled a biopsy for the next Saturday, reassuring her that nine
out of ten biopsies end up negative. She felt a little better, knowing that
“the odds are in your favor and you don't really believe that you'll be that
one woman.”

Fouty, who headed the surgical team, opposed a lumpectomy. As far
as he was concerned, surgeons who recommended more limited proce-
dures placed their patients at risk by leaving behind invisible tumors. He
wanted to put the First Lady under a general anesthetic, remove the lump,
wait for the frozen section, and, if the tumor was malignant, remove the
breast then and there. He wanted to perform a more aggressive operation.
“There is a much greater risk,” he told the Fords, “with anything less be-
cause lymph nodes can't, in many cases, be clinically tested for cancer.”
Betty Ford listened quietly and accepted the recommendation. “I'd rather
have them take the whole breast area and not leave any residue which
could cause complications in the future.”

She checked into Bethesda on the night before the surgery, staying in
the presidential suite. A small party of family and friends joined the Fords
for dinner at the hospital. As they dined, the White House press secre-
tary announced to assembled reporters that the First Lady had entered
the hospital for a breast biopsy. The story was on the front pages of news-
papers across the country the next morning when the operation took
place. As the orderlies wheeled her into the operating room, Betty Ford
already suspected that the tumor was malignant. “I know that wasn’t re-
ally logical, but somehow I think I went into that operating room with a
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pretty clear belief that the biopsy would show a malignancy.” Fouty and
the surgical team waited for the frozen sections of the excised tumor tis-
sue, and when pathologists confirmed the malignancy, they performed a
modified radical mastectomy. On Saturday afternoon, another press con-
ference broke the news. Naval hospital pathologists completed their ex-
amination of the lymph nodes four days later. Several contained tumor
cells, but most were clear. Betty Ford later wrote, “When they found that
the cancer had already spread to a couple of lymph nodes, it made me even
more certain that they did the right thing [modified radical mastectomy].
What it really amounts to is that it should be [removing] the cancer—not
the vanity of losing a breast.”!?

Three weeks after Betty Ford’s surgery, Nelson Rockefeller scheduled
a press conference. It came as no surprise to reporters covering the ex-
governor of New York, whose battle to win Senate confirmation as the
next vice-president of the United States was reaching a climax. With Spiro
Agnew gone after federal felony charges had led to his resignation, Ger-
ald Ford needed a vice-president, and he had given the nod to Rockefeller.
The nomination generated controversy. Conservative Republicans had
never forgiven Rockefeller for not supporting Barry Goldwater in the
election of 1964, and rumors of trouble with the Internal Revenue Serv-
ice also dogged him. Supporters scoffed at the rumors that he had un-
derpaid his income taxes. With a net worth in the hundreds of millions
of dollars, Nelson Rockefeller was not about to risk presidential ambitions
for a measly million dollars in taxes. Reporters and cameramen jostling
for position in the office expected him to respond to the rumors.

The sharks in the press corps smelled blood as the grim-faced Rock-
efeller settled in behind the microphones. “Ladies and gentlemen,” he an-
nounced, “you’re not going to believe what I'm going to tell you. Happy
has just had a radical mastectomy of the left breast, or at least she’s under
operation right now.” Caught off-guard, the reporters quietly absorbed the
news. Rockefeller went on to explain that the surgery was very similar to
what Betty Ford had experienced three weeks earlier. When the reporters
then tried to shift the focus of the press conference back to politics, he
shot back, “I think at this time perhaps all of us should think about
Happy’s future, which is the one concern I have.”

When Betty Ford announced her mastectomy early in October,
Happy’s stomach had twisted a bit, as did those of millions of other
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drugs. Happy awoke while Urban was still dressing the wound. She
opened her eyes and whispered, “Where am I?” The startled surgical team
took quick breaths, and Urban calmly replied, “Everything is finished.”
Slipping back into a languid semiconsciousness, she sighed, “Thank
goodness.”

Only good news greeted Happy Rockefeller during her week-long
stay at Memorial. Free of nausea, she ate real food nine hours after the op-
eration, walked down the halls with a portable tube draining the surgical
wound, and was able to visit with close friends. The pathology reports
could not have been better; none of the nodes contained cancer cells. She
was relieved but not completely surprised. Urban had reassured her that
if someone has to get breast cancer, one of the best places to get it is the
upper, outer quadrant of the breast.!3

But cancer still lurked in her body. Ever cautious, Urban had biopsied
Happy’s right breast during the mastectomy. Biostatisticians have known
for years that women with cancer in one breast have a small but never-
theless very real chance of developing a malignant tumor in the other
breast. Beginning early in the 1960s, during mastectomies, Urban rou-
tinely cut out a wedge of tissue from the corresponding position of the
patient’s other breast, on the chance of discovering early cancers. He re-
moved a wedge of Happy’s right breast just above the nipple. Most sur-
geons refused to perform prophylactic biopsies, arguing that they were
“eyeball procedures” with little chance of success. Many surgeons also be-
lieved such an operation was dangerous, since it left a scar which would
make future mammograms less effective. Still, Urban went ahead. He was
an exceedingly meticulous doctor; if there was a loose cancer cell any-
where, he wanted to cut it out.™

His hunch and “eyeball” examination played out well this time.
Frozen sections from that excised tissue returned from the lab before he
finished the mastectomy on Rockefeller’s left breast. The results were in-
conclusive. But a day later, the permanent slides revealed several tiny, pin-
head-size tumors. Urban told Nelson Rockefeller the news, but they de-
cided not to break it to Happy until she had recovered from surgery. The
doctor then left for a two-week medical conference in Rome. When Ed-
ward Beattie, who had assisted with the first mastectomy, learned of the
new tumors, he wanted to tell her and announce it publicly, hoping to pro-
mote public health campaigns about breast cancer. But Nelson Rockefeller

736 LBathsteba s PBreast



So did Betty Rollin, an NBC news correspondent who reported the
Ford and Rockefeller stories, not even knowing that she “had it herself.”
At the time, she knew of a hard lump on the outer side of her left breast,
but mammograms had missed it and several physicians told her not to
worry. Raised in a health-conscious Jewish household, Rollin knew that
the disease was unusually common among “first-generation Jewish women
of East European extraction,” but her mother’s obsessive dietary regimen
had always seemed to offer some protection. Rollin was a thirty-seven-
year-old woman at the pinnacle of her profession. “I was confident and
lucky,” she later wrote. “My confidence, moreover, was not limited to my-
self but encompassed my world. I knew in my head that life was capri-
cious and worse; I had read about the Nazi holocaust, I had a sense of
what was going on in remote places like Vietnam and around the corner
in Harlem. But—I couldn’t help it—none of the bad stuff had ever
touched me directly. In my life, deprivation, injustice, disease were as re-
mote as Bangladesh . . . as unlikely as cancer.”

But safety was an illusion. The lump did not go away, and in the
spring of 1975, a year after being told it was nothing, Rollin learned it was
everything. Several whirlwind days of examinations, mammograms, and
tests led to a biopsy and a modified radical mastectomy. When she awoke
to a heavily bandaged chest and the realization that her left breast was
gone, frustration at the physicians who had told her a year before not to
worry exploded into rage. “I wanted to kill them both,” Rollin thought, and
she wanted to tell them, “What if I were your wife? Would you have let
your wife sit around for a year with a lump, a hard, cancerous lump? Would
you? Would you?” Waiting for the lymph nodes reports was excruciatingly
difficult; she wondered if the delay in treatment had allowed the disease
to spread. Mercifully, her excised nodes were negative.

She never rehearsed any “why me” dialogues, perhaps because “it had
something to do with the Vietnamese war, which happened to be ending
while I was in the hospital, and like everyone else I watched it on televi-
sion . . .. I marveled at the pure unluckiness of being born a Vietnamese
in the twentieth century . . .. I felt that losing a breast was lousy, but I
never felt that losing a breast was unfair. Not really.” That did not make
coming to terms with the mastectomy any easier. She felt mutilated, her
chest a “flat, lumpy surface like the ground, covered with, instead of dirt,
skin. Across the surface, a long, horizontal, red, puffy welt meandered
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crazily from the center of my chest, where a cleavage once was, to the
other side, under the arm, and around toward the back. And alongside this
little Hiroshima of the torso, on the unbombed half, grotesque by con-
trast, lay a right breast, pretty and whole as a healthy baby.”

Time helped Betty Rollin heal. So did writing. The revelations of
Shirley Temple Black, Marvella Bayh, Betty Ford, and Happy Rockefeller
had illuminated breast cancer, making it the most talked-about disease
in the country. One afternoon after Rollin went back to work, she en-
countered another NBC woman reporter in the hallway. “I hear you've got
this year’s chick disease,” the colleague remarked. The woman may have
been grossly insensitive or just nervous, trying awkwardly to make con-
versation, but she had hit on a reality. With the disease out of the closet,
a market existed for a good book, a personal narrative detailing an en-
counter with breast cancer. Rollin decided to write it. A year later, in 1976,
First, You Cry was on the best-seller list. Two years after that, Mary Tyler
Moore played Betty Rollin in Firsz, You Cry, a highly acclaimed made-
for-television movie.®

Betty Rollin did not have chemotherapy. In the 1970s oncologists re-
served chemo for women with positive lymph nodes. Betty Ford’s deci-
sion to undergo chemotherapy was directly linked to Bernard Fisher’s
research. The ferocious arguments over the relative merits of the super-
radical, radical, modified radical, and simple mastectomies, he claimed,
had been debated in the flawed context of outmoded theories of metas-
tasis. If malignant cells had already broken away from the original tumor,
and if the patient’s immunological system could not handle them, no sur-
gical procedure—radical or conservative—was going to save the patient.
It was certainly no coincidence, he claimed, that the trend had been to-
ward less radical, less damaging surgery. The new, modern challenge for
surgeons was to develop less destructive operations without compromis-
ing survival rates. Significant improvements in survival rates would come
in the pharmacy, not the operating theater. Many women already had
metastases before they even felt the tumor, before a mammogram ever
picked up the tumor, before the surgeon ever excised it. Surgery could
never remove every malignant cell, nor could radiotherapy ionize all of
them; they were already floating in the circulatory system.

Scientists would have to continue their search for effective anticancer
drugs which could reach every cell in the body. Although most surgeons
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disliked the news, Fisher argued that the only hope of ever curing breast
cancer would be for surgeons “to reduce the tumor burden to a number of
viable cells [which can be] entirely destroyed” by anticancer drugs and the
patient’s immune system. He even predicted, “It is likely that at some time
in the not too distant future, when diagnostic methodology has improved
so that earlier cancers are detected, and when there is a better understand-
ing regarding the proper use of anti-cancer agents in concert so as to max-
imize effectiveness, surgery will play a subsidiary role in the management
of solid tumors and may be entirely supplanted by other modalities.”’

By the mid-1970s, most of the anticancer drugs in use today had al-
ready been synthesized. The anticancer pharmacopia was diverse, with a
number of bizarrely-labeled drugs showing some promise in treating ma-
lignancies: methotrexate, 5-fluorouracil, 6-thioguanine, actinomycin D,
busulfan, cisplatin, 6-mercaptopurine, cyclophosphamide, melphalan, tri-
ethylene thiophosphoramide, bleomycin, vincristine, vinblastine, ni-
trosoureas, streptozocin, daunorubicin, procarbazine, cytosine, Adriamycin,
L-asparaginase, cycloytidine, rubidozone, maytansine, hexamethylmel-
mine, prednisone, vindesine, and pyrazofurin, to name a few. Of these drugs,
only five had positive effects on breast cancer: cyclophosphamide, metho-
trexate, 5-fluorouracil, Adriamycin, and vincristine.

Cyclophosphamide, or Cytoxan, is an alkylating agent which attacks
malignant cells by binding to their DNA as they divide, preventing the
cell from replicating successfully. Methotrexate and 5-flourouracil are anti-
metabolites, which resemble cellular nutrients. The cancer cell mistakes
the drug for food and ingests it, after which the drug interrupts the cell’s
ability to reproduce because the cell, thinking it is well-nourished, starves
to death. Adriamycin is an antibiotic cancer drug with extremely power-
ful properties. Antibiotics fight infectious diseases, but adriamycin is too
toxic for such uses. In cancer patients, the drug kills malignant cells by in-
serting itself into strands of DNA and disturbing normal cellular
processes. Vincristine, a derivative from the periwinkle plant, is also toxic
to malignant cells.?

As clinical trials evolved in the 1970s, physicians learned the limits
of single agent chemotherapy. Only 20 to 33 percent of women experi-
enced at least some regression in their tumors. Most did not respond. Sci-
entists today know that all cells carry a protein, called P-glycoprotein, that
acts like a pump, controlling the passage of drugs into and out of a cell.
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Tumor cells with large amounts of P-glycoprotein block the admission of
anticancer drugs and remain unscathed. Tumor cells with insufficent
P-glycoprotein are vulnerable. Clinical trials also revealed that women
who did respond did so only for a while. Over time the drug lost its effec-
tiveness, perhaps because some tumor cells possessed greater amounts of
P-glycoprotein than others. Tumor cells with insufficient amounts of the
protein died out, bringing about a regression of the tumor, but those with
sufficient amounts survived. When they reproduced, the new cells were
biochemical clones, loaded with P-glycoprotein and resistant to chemo-
therapy. At that point, the tumors reasserted themselves.?!

Richard Cooper, a Harvard-trained oncologist at the University of
Rochester, came up with the idea of combination chemotherapy—difterent
drugs affect cancer cells at different stages of cell division. By administering
several drugs simultaneously, or in carefully measured sequences, more cells
would die, reducing the number of resistant cells and delaying their evo-
lution into new tumors. The goal of combination chemotherapy was to re-
duce the number of malignant cells—the “malignant burden”—to zero, or
at least to levels manageable by the immune system. In the original com-
binations he used, Cooper increased response rates to 50 percent—nhalf the
women taking the drugs enjoyed reductions in the size and activity of their
tumors. The best results—a response rate of two-thirds—came from the
combination of Cytoxan, Adriamycin, and 5-fluorouracil.??

In 1979 Bernard Fisher delivered an obituary on the Halsted radical
mastectomy. Most American surgeons had already abandoned it. Since
1967, as director of the National Surgical Adjuvant Breast Project, Fisher
had carefully accumulated data and was ready with the first of many con-
clusions. From thirty-five cooperating medical centers in the United
States and Canada, he had tracked 1,680 women for at least six years. Each
had undergone a radical mastectomy or a simple mastectomy followed up
by radiotherapy. For women whose diseases had not spread to the lymph
nodes, the results were virtually identical, regardless of the treatment pro-
tocol they had received. Just over 73.1 percent had survived cancer-free for
at least six years. The results were similar for patients whose lymph nodes
were involved. Of those receiving the radical mastectomy, 57.9 percent sur-
vived. Simple mastectomy recipients who had also undergone radiother-
apy survived at a rate of 55.4 percent. The National Cancer Institute, after
reviewing the report early in June 1979, formally recommended the modi-

.OB%(M/ %//@(‘W in the 19705

747



breast had been a small one. A health food enthusiast who felt “in tune”
with her body, Riperton experienced an unsettling, if imprecise, sense of
misgiving in the summer of 1976, suspecting something was wrong but
not knowing exactly what. She kept up a steady examination of her
breasts, focusing on them as the source of her inexplicable sense of un-
ease, and late in September she felt the lump. She visited her physician
immediately. “But I knew from the beginning that everything would turn
out well,” she recalled. “For instance, it so happened that one of the best
surgeons in the country was in his office right down the hall. My doctor
took me in to meet him.” Minnie Riperton was the most positive of pos-
itive thinkers.

Even positive thinking cannot help many African-American women
suffering from breast cancer. Their death rates from the disease are sub-
stantially higher than those of white women. Epidemiologists have tried
to explain the phenomenon. Poor women—black and white—often post-
pone treatment until it is too late because they cannot afford the cost of
American medicine. They are also less likely to receive regular mammo-
grams and perform breast self-examination. But socioeconomic factors
alone cannot explain the discrepancy. The tumors black women get are
often more aggressive and virulent than those of white women. A differ-
ent biology is at work. Breast cancers in black women are less likely to be
hormone dependent and, therefore, are harder to treat. Their tumor cells
often divide more rapidly and metastasize more quickly. Minnie Riper-
ton had one of those nasty, dangerous lesions.

A few days later, she had a modified radical mastectomy. The tumor
was small, but her lymph nodes were already heavily involved. Chemo-
therapy was essential. Tomeo Hirahira, her Los Angeles chemotherapist,
prescribed a standard regimen of combined drug therapy. Meanwhile,
Riperton got on with her life. She continued to speak openly about breast
cancer, reassuring tens of millions of American women that “this is not
something you have to hide from. It doesn’t change your sex life.” She
worked actively with the American Cancer Society, serving as its educa-
tion chairman in 1978—the first black woman to occupy the post—and
planned her fourth album, to be called Minnie.

She barely had enough time to finish it. In November 1978, a sizable
lump popped up in her upper right arm, the result of an explosive tumor
in the regional lymph nodes. Hirahira resumed the chemotherapy, which
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she had just finished a few months before, but it was already too late, and
had been from the moment Riperton discovered the first lump two years
earlier. She finished the album in February 1979 and tried to go on the
road to promote it, but she did not have the energy to complete the tour.
She entered Cedars-Sinai Medical Center in Los Angeles on July 10 and
died two days later. Her death caught her friends oft-guard, since she had
not talked openly about her recurrence. One woman was shocked and re-
marked, “But I thought she was cured. I thought she was well after the
mastectomy. She talked about it!” No amount of talk and positive think-
ing could save Minnie Riperton.?*
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QUACKS AND CURES IN THE AGE OF NARCISSISM

She hated the cure as much as she hated the disease. In 1959, before it all
started, Cecile Pollack Hoffman reveled in the good life. A schoolteacher
in San Diego, she basked in the ambience of southern California and the
solid, upper-middle-class lifestyle two incomes provided. Her husband
was a successful businessman. The Hoffmans felt in control, at least until
Cecile found the lump. She sought medical assistance immediately, and
her surgeon operated the next day, performing a biopsy and then a radi-
cal mastectomy, all in the same procedure. She recovered slowly. Constant
pain afflicted her left side, and severe swelling limited her arm’s mobility.
Nor could she wear the dresses she liked so much. The cancer recurred
three years later, even though the surgeons had supposedly “gotten it all.”
The new tumor in the skin of her chest required another operation which
in her mind only magnified the original mutilation. Cecile Hoftman was
angry and depressed.

A few months after the second surgery, her husband missed a flight
on a business trip and spent several hours in the airport. Anxious for
something to read, he picked up a copy of Glenn Kittler’s Laetrile: Con-
trol of Cancer. The book was an answer to his prayers. Laetrile could cure
Cecile’s cancer without any more operations and restore the quality of
their lives. Cecile devoured the book in one sitting and embarked on an



exhaustive investigation of laetrile. Together, the Hoffmans entered the
cancer counterculture.!

Like the yin and yang of Asian philosophy, cancer has always spawned
a counterculture. When standard medicine fails, patients seek alternatives;
when the ailment is terminal, desperation drives them into the hands of
anyone with a promise and a smile. America is awash in cancer cons.
Thomas Glover, a Toronto physician, pushed one. In 1920 he claimed a
“breakthrough” in cancer treatment. He produced his so-called “Glover
Serum” by extracting blood and tumor tissues from patients, injecting the
concoction into racehorses, retrieving blood specimens from the animals,
and reinjecting them into cancer patients. For a while in the 1930s, he
worked for the Hygienic Laboratory, a forerunner of the National Insti-
tutes of Health. But in spite of his convictions and a carefully fabricated
scientific facade, Glover had no cure. In fact, his “serum” had no effect at
all on malignant tumors.

William Koch was a contemporary of Glover. A graduate of the Uni-
versity of Michigan and a Detroit physician, he marketed a “recrystallized
synthetic toxin,” or “glyoxide antitoxin’—a fancy name for distilled water,
which he claimed countered the “poisons” on which cancer cells thrived.
Like all quacks, he built a flashy empire around personal charisma and
compelling testimonials of individuals he had allegedly cured. Michigan
health officials examined the claims and determined that they were either
outright fabrications or the sincere stories of people who had never even
had cancer. State courts ordered Koch to stop treating patients, but he
countersued and stayed in business until the late 1940s. Felony fraud
charges forced him to relocate to Sdo Paulo, Brazil, in 1948, and “recrys-
tallized synthetic toxin” went the way of all bogus treatments, surviving
not as medicine but as a monument to human greed and gullibility.

The quack treatment of choice in the 1950s was Harry Hoxey’s Herbal
Tonic. Hoxey set up shop in Dallas, Texas, in 1936, operating a “Cancer
Clinic” to treat patients with an herbal tonic discovered decades before by
his father on the family’s Illinois farm. The elder Hoxey noticed that one
of his stallions, which had long suftered from a “cancer of the right hock,”
cured his tumor by standing knee-deep in a clump of shrubs and flowers.
The old man collected basketfuls of shrub leaves, flowers, and tree bark
from the area and crushed out of them a secret herbal tonic. He marketed
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the cancer cure locally until 1919, when he died of cancer. His wife suc-
cumbed to the same disease two years later.

Harry Hoxey inherited the “Herbal Tonic” and went into business,
operating the Hoxey Institute in Taylorsville, Illinois. He soon expanded
the product line, offering patients “black medicine”—a mixture of water,
potassium iodide, herbal laxatives, sugar, prickly ash, buckthorn, alfalfa,
and red clover blossoms—and “pink medicine,” a pepsin lactate. As soon
as the American Medical Association and state health officials caught up
with him, Hoxey fled the state and started anew. He worked the con in
Michigan, Iowa, and New Jersey before settling in Dallas. To get a sheep-
skin on the wall, he purchased an honorary doctorate of naturopathy.
Well-dressed and articulate, he was a born salesman, a man who could
smell out the “suckers” that P. T. Barnum found so plentiful. In his office,
Hoxey proudly displayed a paperweight bearing the sage inscription: “The
world is made up of two kinds of people—dem that takes and dem that
gets took.”

With cruel skill, he played on the fears of his victims. In the opening
sentence of his autobiography, he asked his readers: “Suppose you sud-
denly discovered that you have cancer. A horrible crab-like disease which
has invaded your body, is gnawing your flesh, has pushed greedy tenta-
cles into your vital organs. A loathsome scavenger slowly and inexorably
is consuming you alive, cell by cell.” On a foundation of rhetorical overkill,
he built a multimillion-dollar business, enjoying the political support of
people like Senators Elmer Thomas of Oklahoma and William Langer of
North Dakota. A number of right-wing political groups, such as the
American Rally and the Christian Medical Research League, came to
Hoxey’s defense in 1950 when the Food and Drug Administration (FDA)
went after him. After four years of litigation, the Supreme Court upheld
the FDA’s ban on Hoxey’s Herbal Tonic, but by that time he had tricked
tens of thousands of cancer patients into buying his worthless brew.?

Stevan Durovic, a Yugoslavian immigrant, put another drug on the
medicine shelf of alternative treatment in the 1950s. Along with his
brother, Durovic came to the United States by way of Argentina, where
he claimed to have isolated a cure for cancer in the blood of horses. The
Durovics would no doubt have gone the way of most cancer quacks in
American history, except that in 1951, they converted Professor Andrew
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pable of fighting back. Few oncologists shared his convictions, but the dis-
cussion made its way into the popular press and magnified the prevailing
confusion.”

Controversy was not just confined to surgeons. Early in the 1970s, sev-
eral European and American oncologists raised doubts about the usefulness
of radiotherapy. Jan Stjerneswird, an oncologist with the Swiss Institute for
Experimental Research, reported bad news to radiotherapists in Novem-
ber 1974. In six separate clinical trials involving women with early stage
breast cancer, half the patients received a radical mastectomy, while the
others received radical surgery and follow-up radiotherapy. “Survival
rates,” he concluded, “were significantly lower among those women who
were irradiated than among those who were treated by mastectomy alone.”
Stjerneswird went on to argue that the routine use of what he called “pro-
phylactic local radio-therapy after radical mastectomy” should be stopped.
Dr. Thomas Dao of the Roswell Park Cancer Institute in New York had al-
ready reached the same conclusion. His own studies revealed that postop-
erative radiotherapy actually increased the chances of distant metastasis.®

Radiotherapy, in some instances, produced dangerous, long-term side
effects. Within a few years of the atomic bombings of Japan, leukemia and
lymphoma rates in Hiroshima and Nagasaki spiked, proving the connec-
tion between cancer and exposure to radiation. Oncologists wondered
about the relationship between radiotherapy for cancer and the chance
of developing subsequent, radiation-induced tumors. Data confirmed
their fears. Patients with Hodgkin’s disease risked developing thyroid can-
cer and breast cancer later in life if they were treated with radiotherapy.
Retinoblastoma patients sometimes end up with osteosarcomas and soft
tissue sarcomas after radiation. Breast cancer radiotherapy led to a slightly
increased risk of several different tumors within the radiation field. While
most cancer survivors who received radiation therapy did not fall victim
to so-called “second cancers,” their chances of contracting another malig-
nancy appeared to be about three times higher than those of the rest of
the population.’

Several celebrity deaths deepened the fear. In 1954 RKO made the
film The Congueror, starring John Wayne, Dick Powell, Pedro Armen-
dariz, Susan Hayward, and Agnes Moorehead, in St. George, Utah. Of
the 220 members of the cast and crew, ninety-one came down with can-
cer later in their lives, a number three times higher than actuarial tables



would suggest. Forty-six people had died of the disease by 1980. Wayne
survived lung cancer in 1964 but later succumbed to stomach cancer. Pedro
Armendariz contracted kidney cancer in 1959 and then committed suicide
in 1963 when diagnosed with cancer of the larynx. Dick Powell fell vic-
tim to lung cancer. Agnes Moorehead died of uterine cancer, and Susan
Hayward ended up with cancers of the skin, breast, uterus, and brain. Dr.
Robert Pendleton, a radiologist at the University of Utah, claimed that
with “these numbers, this case could qualify as an epidemic.”

Epidemiologists searching for an explanation noted that most of the
dead had been smokers, but they also knew that 7he Congueror was filmed
in the Escalante Valley of southern Utah. The Atomic Energy Commis-
sion detonated eleven atomic bombs in the dry lake bed of Yucca Flats,
Nevada, in 1953. Two of them were especially “dirty” with strontium 9o
and cesium 137 isotopes. “Dirty Simon” exploded on April 25, and “Dirty
Harry” went off on May 19. Both fireballs covered the surrounding desert
with a fine gray ash. An aberrant wind carried Dirty Harry’s fallout 150
miles to the east, blanketing St. George, Utah, and the Escalante Valley.
The “hot” ash soon disappeared into southern Utah’s red sands, but winds
blew radioactive dust into the dunes of Snow Canyon, which served as a
natural reservoir. Most of The Congueror’s battle scenes were filmed there.
Levels of strontium 9o and cesium 137 were high enough to set oft wild
ticks in Geiger counters. Crew members were covered in dust by the end
of each day, and cast members had to be frequently blown clean of dust
with compressed air and given time to rinse the dirt out of their mouths
and eyes. Powell then trucked more than sixty tons of Snow Canyon dirt
back to Culver City, California, to make sure the interior scenes had the
same color texture, and for another two months the cast and crew wal-
lowed in the radioactive mix.!!

Chemotherapy also had long-term risks. Several antibiotic chemo-
therapy drugs—such as daunorubicin and Adriamycin—can lead to con-
gestive heart failure in some patients. Bleomycin can poison lung tissues
and stimulate lung fibrosis. Cisplatin damages kidneys and can cause
hearing loss in others. Vincristine often produces numbness in the fingers
and toes, as well as a permanent, painful jaw ache. Some chemotherapy
agents induce sterility. Alkylating agents like Cytoxan are capable of caus-
ing genetic damage. A few anticancer drugs are carcinogenic. Chloram-
busil is used to treat certain leukemias and lymphomas, but it is also
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which Cecile Hoffman invested her hopes. While Harry Hoxey tried to
fend off the federal government, Ernest Krebs, Sr., a California physician,
developed laetrile. He first announced the discovery in 1951, claiming to
have extracted a cancer cure from apricot pits. Unlike most cancer quacks,
he supplied a biochemical explanation. When laetrile reached a cancer
cell, he claimed, the enzyme beta-glucosidase hydrolized it, releasing tu-
morcidal hydrogen into the malignant cell. Normal cells did not die be-
cause rthodanase, another enzyme, detoxified the cyanides. The FDA con-
ducted clinical trials of laetrile in the early 1960s and announced that the
drug had no eftect and warned that its cyanide derivatives might actually
be toxic.

But just when the FDA banned laetrile, Canadian entrepreneur An-
drew Robert McNaughton took up the cause, establishing laetrile clinics
in Canada and Mexico and conducting a public relations blitz in the
United States. Extreme right-wing groups like the John Birch Society
climbed on the laetrile bandwagon. An ultraconservative, anticommunist
organization, the John Birch Society demanded complete freedom of
choice in treatment selection. They claimed that big government had
joined hands with big medicine in a great conspiracy to keep cancer cures
off the market. “Orthodox physicians,” the society claimed in 1975, “are fu-
tilely cutting, burning, and poisoning their victims, and rejecting hopeful
treatments like laetrile for fears of doing themselves out of a job.”*

Over the years, laetrile promoters changed their story many times,
eventually hedging all bets. For years, they promised that laetrile could
prevent and cure cancer. In 1953 the California Medical Society concluded
that the drug had no impact on the disease. In the 1960s, lactrile advo-
cates changed their testimonials, declaring that the drug “controlled” can-
cer and enhanced the patient’s sense of well-being. After more clinical tri-
als at the National Cancer Institute and the Mayo Clinic in the late 1970s
and early 1980s, and reports that respected epidemiologists could find no
positive results, the promotional rhetoric changed again. Advocates no
longer claimed that laetrile cured cancer or controlled it, but that when
used as part of a comprehensive program of “metabolic therapy”—which
included frequent coffee enemas, a nonfat diet, and megadoses of pro-
teins—laetrile could “help” cancer sufferers.

The apricot pit extract did not help Cecile Hoffman. Buying into the
rhetoric, she became a laetrile user and founded the International Asso-
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ciation of Cancer Victors and Friends to “restore the cancer victim’s life
and free choice of treatment and doctor.” Along with the John Birch So-
ciety and a host of other far right political action and alternative medicine
organizations, she lambasted the FDA for cutting off access to laetrile.
She believed that a secret conspiracy was at work; research universities,
the federal government, and the medical establishment kept cancer cures
like laetrile off the market to perpetuate their own power.

Hoffman cited her own case to illustrate the evil. Because the FDA
banned laetrile, she had not known of its curative powers at the time of
her radical mastectomy in 1959, nor when she had surgery for a recurrence
in 1962. Rather than provide a “proven cure,” the medical establishment
had mutilated her. She even claimed that the FDA and establishment
physicians would have let her die rather than prescribe laetrile. In the mid-
1960s, she delivered testimonials all over southern California, claiming
that had she not lived in San Diego and enjoyed access to laetrile in Ti-
juana, Mexico, she would already be dead. The testimonials stopped in
1967. The cancer was back. She died in 1969.

Laetrile was the most prominent of the alternative therapies, but nu-
trition cultists also thrived in the cancer counterculture, attributing the
disease to toxins, poisons, and impurities in body tissues. Johanna Brand,
a naturopath, wrote a best-selling book recommending a diet of water and
three to four pounds of mixed grapes a day for two weeks, followed by a
more liberal regimen of grapes, acidophilus culture milk, raw vegetables,
dried fruits, nuts, honey, and olive oil. The diet would detoxify the body.
Another cultist, the German-born physician Max Gerson, claimed that
fresh fruits, fresh vegetables, and frequent enemas cured cancer. His
daughter, who ran a Gerson Clinic in Tijuana long after her father’s death
in 1959, claimed that “by healing the body, you can heal cancer and almost
any other chronic disease and it doesn’t matter what the cause. All chronic
diseases are deficiency diseases.” Romanian immigrant Emanuel Revici
recommended a more complicated diet of “anabolic” lipid alcohols, zinc,
iron, and caffeine, and “catabolic” fatty acids, sulfur, selenium, and magne-
stum. He claimed to be able to trace a patient’s progress in fighting cancer
through a urine test. And there was a host of other diets, including the Bev-
erly Hills diet, macrobiotic diets, and the Edgar Cayce Diet. Clinical stud-
ies by the National Cancer Institute and the FDA discredited all of them.®

Adelle Davis was the godmother of nutrition. Except for lengthen-
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Her faith in nutrition knew no bounds. It was a panacea of cosmic di-
mensions, the key to all contemporary problems and a way of unlocking
the mysteries of the past. “Where the diet is good,” she proclaimed, “there
is no crime.” When a family eats right, there is no drug abuse, no rebel-
lious teenagers, and no divorce. In World War II, Germany defeated
France, she postulated, because of its stockpile of dietic weapons: German
beer and black bread, loaded with whole grains and yeasts, were much
healthier than the white bread and wine consumed by the French. Even
the outcome of the Cold War was in doubt, since the Russians consumed
more whole grains and less processed food than Americans. “This nutri-
tion consciousness had better grow,” she warned, “or we’re going under.
We’re watching the fall of Rome right now, very definitely, because
Americans are getting more than half their calories from food with no nu-
trients. People are exhausted.”

Critics accused Davis of sloppy research, reckless diagnoses, and gross
hyperbole. A professor at the University of Southern California argued
that she was “scientifically uncritical, accepting any research from any
source that fit her preconceived notions about health. If some veterinary
journal argued that a daily gram of rat brain will cure cat leukemia, Davis
would tell her readers to start eating some rat brain.” Roslyn Alfin-Slaver,
a UCLA nutritionist, was familiar with the mentality of Davis’s follow-
ers: “People want miracles. Some people think if you follow supernutri-
tion, you can be cured for the rest of your life of all ailments and live to a
very old age. Unfortunately, life just isn’t that simple.” Edward Rynearson
of the Mayo Clinic was more abrupt: “Any physician or dietician will find
Let’s Get Well loaded with inaccuracies, misquotations, and unsubstanti-
ated statements.” Davis frequently faced personal injury lawsuits. Susan
Pitzer sued her after the death of her infant son, Ryan. To cure colic in in-
fants, Davis recommended potassium chloride. Pitzer followed the in-
structions, but since Ryan was already dehydrated, the potassium chloride
sent his heart into a fatal arrhythmia.’8

Adelle Davis was undaunted. Breast cancer, she claimed, was a dis-
ease of malnutrition, “which invariably precedes all malignancies.” Too
many processed foods, too many chemical additives, and too little protein
were the culprits. “I have yet to know of a single adult to develop cancer
who has habitually drunk a quart of milk a day,” she claimed. If breast can-
cer victims had any hope of survival, they had to change their diet. Since



the incidence of breast cancer in mice was lowest among control groups
consuming prodigious quantities of vitamin E, women with breast cancer
should do the same. Victims of breast cancer had only themselves to
blame, Davis argued, and if they were going to get better, they needed to
consume organically grown fruits and vegetables, raw milk, breads made
from fresh whole grains, fertilized eggs, wheat germ, unsweetened yogurt,
brewer’s yeast, small portions of meats from range-fed, hormone-free
chickens, sheep, and cattle, and megadoses of vitamins and trace elements.
Instead of soft drinks, patients should drink several glasses a day of her
tamous “Pep-Up,” a tasty brew of egg yolks, lecithin, vegetable oil, calcium
lactate, yogurt, acidophilous culture, calcium- and magnesium-enriched
yeast, soy flour, seaweed, vanilla, cinnamon, nutmeg, frozen orange juice,
and magnesium oxide, all whipped into a frothy drink.!?

But during the 1973 interview for The New York Times Magazine,
while she preached a sermonette on the virtues of supernutrition, Davis
kept fidgeting in her chair, shifting back and forth, trying to dispel a per-
sistent ache in her hips. Perhaps she had strained a muscle playing tennis
or swimming. Over the next several weeks, she increased the volume of
daily “Pep-Up” cocktails, doubled up on vitamins C and E, and consumed
more brewer’s yeast and wheat germ. But the pain did not go away; in fact,
it spread to her legs. Finally, late in 1973, she visited a UCLA oncologist.
After a battery of tests, she received what was, in her mind, an incredible
diagnosis: she had a terminal case of multiple myeloma—cancer of the
bone marrow.

Davis reacted with disbelief. “I thought this was for people who drink
soft drinks, who eat white bread, who eat refined sugar.” Disbelief sur-
rendered to depression. Thirty years earlier, the crusade for supernutrition
had lifted her out of an emotional crisis. Now, with her reason for being
gone, she sank again. “My whole life is a failure,” she told an interviewer.
In what can only be described as a terrible irony, she turned to her old
nemesis—the chemical industry—in a desperate attempt to live. Davis
agreed to a rigorous regimen of chemotherapy, which she was taking when
she died on May 31, 1974. Before the end, however, she experienced a rev-
elation that made her believe she had been right, after all: “I ate too much
junk food in college.”?

Nutrition fads and bogus medicines had always existed, but in the
1970s, anticancer psychotherapy added a new wrinkle, supplying an anti-
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establishment, self-help emotional regimen consistent with the cultural
atmosphere of the times. A veritable legion of barely trained psychother-
apists crowded their way into oncology, offering cancer patients treatment
options that were, to say the least, extraordinarily controversial. As early
as 1885, New York physician William Parker had detected, he thought, a
connection between emotional depression and cancer. “Great mental de-
pression,” he noted, “particularly grief, induces a predisposition to such a
disease as cancer, or becomes an exciting cause under circumstances where
the predisposition had already been acquired.”!

In the 1940s, Austrian psychotherapist Wilhelm Reich reinforced
such notions. Reich had earned a medical degree at the University of
Vienna, becoming a disciple of Sigmund Freud. Blessed with intense, dark
eyes and a shock of black, unruly hair, Reich possessed a powerful pres-
ence, which he used to great benefit as a psychotherapist. From 1924 to
1930, he directed the seminar for psychoanalytic therapy at Freud’s clinic,
but as his views of personality disorders wandered outside the mainstream,
the two men grew apart. During the 1920s, Reich came to see a direct cor-
relation between what he called “orgastic potency” and personality disor-
ders. Men and women who had experienced difficulty moving through the
“genital stage” of childhood were more likely to find themselves deficient
sexually, unable to achieve “orgastic potency.” Freud rejected his theories,
and subsequent critics labeled Reich the “prophet of the better orgasm” and
the “founder of the genital utopia.” Later in his career, after coming to the
United States, Reich claimed to have discovered “orgone energy,” a hith-
erto unknown physical force in the universe. “There is a deadly orgone en-
ergy,” he wrote. “It is in the atmosphere. It’s a swampy quality. Stagnant,
deadly water which does not flow.” Chemists and physicists rejected “or-
gone” as the silly-minded excesses of a poorly trained scientist, but Reich’s
followers in the psychoanalytic community became true believers.

Orgone energy, he explained, was not just confined to the subatomic
world of protons, neutrons, electrons, and alpha, beta, gamma, and x-rays;
it also manifested itself within human beings by controlling sexual drives
and governing “orgastic potency.” Such sexual forces, if lost, could trig-
ger a variety of illnesses; healing could only come through Reichian ther-
apy, which restored orgone energy. By the 1940s, he had come up with
“orgone accumulators,” which he sold to practitioners to use in psy-
choanalyzing patients. The accumulator was a contraption of sheet metal



and cardboard, shaped like a telephone booth. Patients were to sit inside
the accumulator, absorb sexually refreshing volumes of orgone, and restore
balance to their “distorted sexconomies.”

Cancer patients occupied a special place in Reichian theory. He in-
sisted that disease was a function of their personalities, an idea that was
hardly new. Early in the 1700s, Pierre Dionis, a surgeon in Paris, won-
dered if such psychic forces as sorrow and anger might cause a coagula-
tion of lymphatic fluids in a woman’s breast and produce a tumor. James
Paget, the brilliant nineteenth-century British surgeon, wrote in his text
Surgical Pathology that “mental depression is a weighty additive to the
other influences favoring the development of the cancerous constitution.”
Cancer often appeared, he claimed, in the lives of people experiencing
“deep anxiety, deferred hope, and disappointment.” But Reich thought he
was on to something new, that he had discovered what he called a “can-
cer biopathy.” Typical cancer patients possessed a “bio-emotional dispo-
sition to cancer” because of their “orgone depletions.” “Cancer,” he
claimed, “is due to the stagnation of the flow of the life energy of the or-
ganism.” Cancer patients have mild emotions and live in a state of per-
petual resignation and “painful acquiescence.” They have no hope about
life. At the core of their being, they suffer from “chronic emotional calm,”
which depletes orgone from their cells and triggers malignancies. They
are sexually repressed and dysfunctional, unable to achieve normal orgasm.
Aversion to sex, he argued, is definitely carcinogenic. Reichian psy-
chotherapy, to lift patients from the bondage of sexual repression, and or-
gone-replacing stints in the accumulators, could help cure cancer patients.??

In 1954 the Food and Drug Administration went after Reich and his
orgone accumulators. When FDA scientists asked him to explain the bi-
ology and physics of orgone energy, he responded that they were not so-
phisticated enough to understand his work. He refused to defend his theo-
ries or provide data proving their effectiveness. The FDA secured a court
order prohibiting Reich from selling accumulators, but he ignored the in-
junction. Federal courts found him in contempt and sentenced him to two
years in the federal penitentiary in Lewisburg, Pennsylvania. He died
there in 1957. Although the American College of Orgonomy still exists,
and practitioners can acquire accumulators, blankets, vests, mitts, and
magic orgone wands, few self-respecting psychiatrists or psychologists give
any credence to orgone therapy.?®
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The notion of a “cancer personality,” however, survived Reich, float-
ing around in the scientifically thin theoretical air of modern psychother-
apy, where logic, culture, and the personal dilemmas of therapists collide.
In the 1950s, when scientists established a link between emotional stress
and the onset of illness, some psychotherapists took the logic a giant step
forward, speculating that psyches affected immunological systems. Some
described cancer as the disease of a compromised immunological system.
No longer able to use the rationale of orgone energy, they bought into an
equally theoretical notion, arguing that “cancer personalities” damaged
their own immune systems, giving tumors a chance to take root. Sexually
repressed, emotionally contained cancer victims were responsible for their
own illnesses.

The idea of the cancer personality escaped the jargon-cluttered world
of psychotherapy for the larger popular culture in the 1970s. A new rhet-
oric of self-help through psychoanalysis—what historian Christopher
Lasch described as the “therapeutic culture”—became the defining char-
acteristic of middle- and upper-class society. Throughout United States
history, Americans had worshiped rugged individualism and its emphasis
on competition, responsibility, and self-reliance. Popular culture—dime
novels, films, radio, and television—made heroes out of cowboys, Indian
fighters, explorers, hunters, and trappers, those who had carved a new life
out of the wilderness. But American individualism had always expressed
itself within the larger context of powerful, compelling institutions de-
manding loyalty for the benefit of the group. Rugged individuals always
tfound themselves confronting the demands of family, community, church,
and country, which offered support and sustenance in return for sacrifice.
Worship of self was not a traditional part of American individualism.*

In the 1960s and early 1970s, however, Americans lost faith in their
institutions. The civil rights movement, economic malaise, rising divorce
rates, the youth rebellion, and the Vietnam War all combined to force a
loss of innocence and to weaken traditional faith in family, community,
church, and country. Without the checks and balances of traditional in-
stitutions, the American belief in rugged individualism evolved into a love
of self, setting millions of middle- and upper-class Americans on a des-
perate search for the meaning of life. Jerry Rubin, a leader of the yippies
in the 1960s, left New York for San Francisco in 1971. “In five years,” he
later wrote, “from 1971 to 1975, I directly experienced est, gestalt therapy,
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bioenergetics, rolfing, massage, jogging, health foods, tai chi, Esalen, hyp-
notism, modern dance, meditation, Silva Mind Control, Arica, acupunc-
ture, sex therapy, Reichian therapy, and More House—a smorgasbord
course in New Consciousness.”

In the narcissistic culture of the 1960s and 1970s, such psychological
seeds spread like weeds. Glib psychotherapists fashioned stark stereotypes,
accusing cancer patients of emotional dysfunction. Caroline Thomas of
the Johns Hopkins University claimed that cancer patients “are low-gear
persons, seldom prey to outbursts of emotion. They have feelings of iso-
lation from their parents dating back to childhood.” Claus and Marjorie
Benson of the Eastern Pennsylvania Psychiatric Institute believed that
cancer patients “charted a personality pattern of denial of hostility, de-
pression and of memory of emotional deprivation in childhood.”
Lawrence LeShan, a UCLA psychologist, helped popularize the theory
of cancer personalities. Convinced that he had his finger on the emotional
pulse of cancer victims, he wrote that they are people who have “a child-
hood or adolescence marked by feelings of isolation . . . and the convic-
tion that life holds no hope.” Making another giant leap, he claimed, “The
cancer patient almost invariably is contemptuous of himself, and of his
abilities and possibilities. He is empty of feelings and devoid of self.”?

The cure was psychotherapy. If people contracted cancer because they
refuse to share their innermost feelings, then the cure can be found in the
confessional, preferably on a therapist’s couch at $100 an hour. Since hun-
dreds of thousands of Americans annually developed malignant tumors,
cancer patients constituted a potentially huge new market for psycho-
therapists. The leading cancer psychotherapists were O. Carl Simonton
and Stephanie Matthews-Simonton. A radiotherapist, Carl Simonton
trained at the University of Oregon in the late 1960s. Oncology proved to
be a challenge. Mortality rates were high enough to discourage even the
most callous physicians. He began looking for some way of giving his pa-
tients an edge. His wife Stephanie, a psychologist, came up with a possi-
ble solution. She specialized in goal setting, relaxation therapy, and imag-
ing for corporate executives. When they learned of the cancer personality
theories of Wilhelm Reich and Lawrence LeShan, the Simontons decided
to treat cancer patients with Stephanie’s relaxation and imaging therapies.

In the early 1970s, the Simontons established the Cancer Counsel-
ing and Research Center in Fort Worth, Texas. Their 1978 book Gerting
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Well Again became a best-seller, and with free publicity from such televi-
sion programs as 60 Minutes and articles in such magazines as Smith-
sonian, they attracted thousands of psychologists, naturopaths, faith heal-
ers, counselors, and homeopaths to Fort Worth, where they taught their
anticancer psychotherapy techniques. By the early 1980s, they had trained
nearly ten thousand therapists—at $250 to $500 each. They became
household words in the oncology business. Wendy Schain, a counselor at
the National Cancer Institute who worked with breast cancer patients,
claimed in 1980 that two of every five of her patients at the NCI knew of
the Simonton technique, having heard of it from the media or by word
of mouth.

During medical school and his oncology residency, Simonton wor-
ried that he might have a “cancer personality.” Treating cancer patients
was depressing business, and depression caused cancer. Physicians and
psychologists who identified too closely with their patients could become
depressed and end up with the disease themselves. One solution, which
academic medicine had long employed, was to erect barriers between
physician and patient, to create a protective emotional distance. But that
entailed its own risks, since another dimension of the “cancer personality”
was the “isolation of self.” Believing his own rhetoric, Simonton faced a
terrible dilemma: to risk getting cancer by getting too close to patients, to
risk it by becoming emotionally distant, or to risk it by agonizing over the
other risks. “I have been so devastated,” he later recalled, “that I thought
I'would die when patients died. I have nearly destroyed myself because I
was too invested in patient outcome.”

Continuous psychotherapy was the answer, and the Cancer Counsel-
ing and Research Center was a hotbed of intense psychoanalysis for the
Simontons’ disciples. The primary clientele was other therapists, not can-
cer patients. On any given day, the Simontons presided over a virtual love-
fest at their heavily wooded retreat. At the time, they were halfway be-
tween being hippies and being yuppies, between their peace-and-love
undergraduate days in the 1960s and their status as multimillionaires in
the 1980s. A touchy-feely-hugging atmosphere prevailed, as did the grab-
bag lexicon of pop psychology: participants were to “get in touch with

» «

their feelings,” “empower themselves,” “find the inner self,” obliterate the
“cancer personality,” “confess their secrets,” “abandon their guilts,” “raise

their consciousness,” and “take control of their lives.”
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There was nothing profound about the Simontons, who acknowl-
edged the carcinogenic role of tobacco, chemicals, diet, radiation, and ge-
netic predisposition. What intrigued them was why some individuals ex-
posed to carcinogens developed cancer and others did not, why the
immunological system of some people handled miscreant cells and why
others did not. Carl Simonton tried to make the case for the “immune
surveillance” theory—that cancer cells are produced on a steady basis in
all human beings, but they are destroyed by the body’s white blood cells,
which also handle bacterial and viral infections. Cancer occurs, according
to this logic, when some of malignant cells “get away,” escaping the body’s
surveillance system. Among people with a “cancer personality,” such es-
capes are more likely to occur.

From that logic, they claimed that psychotherapy could restore bal-
ance to the immune system, enabling it to round up and destroy wayward
cells. Regular psychotherapy would allow patients to become more sexu-
ally liberated, emotionally mature, psychologically expressive, and per-
sonally empowered. The Simontons encouraged patients to enhance their
immunological systems through meditation. Convinced that the brain can
stimulate the endocrine glands to strengthen the immunological system,
they taught patients stress-reducing relaxation techniques and coached
them to “image” their personal battle against cancer, to meditate several
times daily and command their white blood cells to destroy the cancer
cells. The specific images would vary from patient to patient. A billiards
player might imagine his immune system as the cue ball knocking all the
cancer “balls” into the pockets. A teenager might see the disease in terms
of a video game, with “Pac-Man” white blood cells devouring the cancer
dots. Successful patients stayed in therapy, religiously “imaged” their can-
cers, and lived.?’

The Simontons also had an easy explanation for recurrences. They did
not consider the grade, stage, tissue type, genetic markers, or cell differ-
entiation of the tumors—tested tools to explain recurrence and metasta-
sis. Just as the etiology of cancer was psychological, so was the etiology
of recurrence. People with recurring tumors, they claimed, “may have un-
consciously surrendered to the emotional conflicts they face,” or their bod-
ies were screaming out “for the help of a therapist.” Cancer victims con-
fronting a return of their disease have “not yet found ways of giving
themselves permission to meet their emotional needs except through ill-

;@z&ao/% and %W% in the O ge o/ O/lgmmmaﬂ

763



ness.” They had “slacked off and grown complacent” about changing their
personalities. The Simontons believed that some patients loved and
needed their disease. Such flawed personalities must stop using cancer “to
meet their needs.” If they were going to put away their cancers and live,
they had to terminate “self-destructive behavior” and start “taking care of
themselves emotionally.”?8

Other jumped on the bandwagon, hawking psychological cures. Can-
cer therapists framed devastating portraits of patients, diagnosing them
as victims of emotional pathologies, arguing that the source of their tu-
mors could be found in psychic handicaps. Norman Cousins attributed
his spontaneous recovery from ankylosing spondylitis—the degeneration
of connective tissues in the spine—to a regimen of good nutrition and
laughter. Spontaneous remissions from the disorder are not at all unusual,
but Cousins parlayed his experience into a faculty position at the UCLA
medical school and a best-selling book, The Anatomy of an Illness (1979).
A proponent of holistic medicine—high-quality medical care, good nu-
trition, and psychological stability—he believed that cancer is “connected
to intensive states of grief or anger or fear.”?

Bernie Siegel was another best-selling believer in cancer psychother-
apy. A trained surgeon burdened with a heavy caseload of patients, he
went into a depression early in the 1970s. On January 1, 1974, he wrote
plaintively in his personal journal, “At times it seems the world is dying of
cancer. Every abdomen you open is filled with it.” Four years later, he dis-
covered the Simonton technique, entered therapy himself, and emerged
from his depression convinced that sick people have the power to assist
the healing process. Cancer victims, he claimed, were the most psycho-
logically unhealthy people in the world. They grow up “believing there is
some terrible flaw at the center of their being, a defect they must hide if
they are to have a chance for love. Feeling unlovable and condemned to
loneliness if their true selves become known, [they] set up defenses against
sharing their innermost feelings with anyone. They feel their love shriv-
eling up, which leads to further despair.” He wrote a best-seller—_Lowe,
Medicine, and Miracles. He marketed it, along with tapes and seminars,
in bookstores and hotel meeting rooms throughout the country.®

The Reichs and Simontons and LeShans and Siegels could never pro-
vide anything more than anecdotal testimonials to prove a correlation be-
tween personality type and vulnerability to cancer. Reliable clinical evi-
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dence was paltry at best. Critics of cancer psychotherapy cited severe
weaknesses in their logic. Zoologists pointed out that cancer is not just
a disease of human beings. It occurs in most vertebrate species and in a
variety of plants. Tumors in redwood trees or feline leukemia cannot
be attributed to emotional depression in the giant sequoias or the neigh-
borhood cat. Neuroblastomas in two-week-old infants can hardly be
explained as consequences of personality portraits, unless the babies
developed personality flaws while still in the womb. Do all of the pread-
olescent children in a pediatric cancer ward possess sexually repressed,
emotionally retarded, self-loathing personalities? If depression causes can-
cer, why does history not record cancer epidemics in the wake of wars,
economic depressions, and holocausts? Why is there no evidence of in-
creased cancer rates among depressed patients receiving long-term care in
psychiatric facilities?3!

In response to the claims of the cancer psychotherapists, oncologists
launched a number of clinical studies in the 1970s. Only one reported any
correlation, claiming that middle-aged men with the highest depression
levels had a 2.3 times greater risk of developing cancer over a seventeen-
year period than men who were not depressed. But a follow-up study three
years later showed a rapidly declining correlation. A study of the cancer
risk among 95,647 widows and widowers showed no statistically signifi-
cant elevations because of bereavement-based depression. A look at nine
thousand women at the Kaiser Permanente Medical Center in Walnut
Creek, California, showed no statistical increase of breast cancer because
of depression. In 1989, the American Medical Association concluded that
there is “much doubt about the correctness of the view held by many that
those with depressive symptoms are at excess risk of cancer. It is clearly
not consistent with a strong relationship between depressive symptoms
and cancer among major segments of the population.”?

Most oncologists also rejected the notion of a “cancer personality.”
The work of people like Wilhelm Reich and Lawrence LeShan, they ar-
gued, occupied ground between bad science and no science—poorly de-
signed research whose conclusions rested heavily on preconceived notions.
Performing personality tests on cancer patients was foolhardy at best, es-
pecially if correlations were going to be drawn between a personality type
and vulnerability to cancer. Faced with a life-threatening illness, cancer
patients naturally exhibited various degrees of depression, anxiety, con-
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cern, doubt, and hopelessness, feelings that psychiatrist Elisabeth Kiibler-
Ross said all seriously and terminally ill people experience. David K.
Wellisch and Joel Yeager of UCLA concluded that “the cancer-prone per-
sonality has been elusive and perhaps non-existent.” Taking a psycholog-
ical profile of an individual with cancer revealed little about that patient’s
precancer personality, and certainly not enough to draw elaborate conclu-
sions about the relationship between personality and disease. In a 1978 study,
B. H. Fox claimed “that because it is so difficult for science to determine
whether there is such a personality, it is doubtful that we will ever know.”3

Other critics of the cancer psychotherapy worried about the guilt that
psychotherapeutic treatments often imposed on patients. A logic of in-
dividual responsibility was built into the therapy. If patients were indeed
emotionally accountable for their disease, they were also at fault if they
failed to recover from it. Karen Ritchie, a psychiatrist at M. D. Anderson
Hospital, worried that the “problem may be most severe when the patient
is dying. Now, in addition to all the real losses that must be grieved and
loose ends that must be tied up, the patient feels the burden of guilt and
failure at not being strong enough to cure the cancer.” In 1985 Carl Si-
monton had told one patient, “You are living a very unhealthy lifestyle. If
you don’t change it and start honoring yourself and taking care of your
needs, you will die.” A Simonton-trained therapist later asked her, “Are
you ready to give up your cancer by changing your lifestyle?” Apparently,
according to the Simontons, she was not ready. She was the culprit. Three
hundred years ago, Anne of Austria felt responsible for her breast cancer.
A life of vanity and excess, she was convinced, had angered God, who had
then punished her with a horrible illness. But God was more forgiving
than the Simontons. God promised Anne a place in heaven after she had
completed her penance. The Simontons offered nothing. Richard Evans,
a social psychologist at the University of Houston, placed the Simontons
in the larger context of American culture. “This is one aspect of the social
psychology of hope and despair,” he commented. “But if you're dealing
with bogus hope, that’s really sad.”*

Continous psychotherapy could not save the Simonton marriage.
They parted company in the mid-1980s. She moved to Little Rock,
Arkansas, and launched the Health Training and Research Center, a pri-
vate psychotherapy treatment and training facility. Carl moved west to
southern California, where he established the Simonton Cancer Center
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in Pacific Palisades. The American Medical Association launched a care-
tul investigation of the Simonton method in the 1980s. The association
discovered that although Carl and Stephanie had urged patients to com-
bine psychotherapy with standard care, their professional converts in the
psychoanalytic community were not as careful. Many were poorly trained
and nurtured hostile feelings for the medical establishment. Some prom-
ised cures using psychotherapy alone and steered patients away from med-
ical oncologists. Alarmed about the emotional consequences of the tech-
nique, and unable to find any clinical evidence that it worked, the AMA
added the Simontons to its official list of unproven cancer therapies.*

Susan Sontag was convinced they were quacks long before the AMA
said so. A novelist and cultural critic, she had wielded a sharp pen over the
years that dripped sarcasm as she pilloried the values and institutions of
modern society. Sontag was born in New York City in 1933, raised in Tuc-
son and Los Angeles, and educated at Berkeley and Harvard. Brilliant and
intellectually fashionable, she wrote Benefactor (1963), Against Interpreta-
tion (1966), Death Kit (1967), Trip to Hanoi (1968), Styles of Radical Will
(1969), and Art of Revolution (1970). “Most people in this society,” she
wrote, “who aren’t utterly mad are . . . reformed or potential lunatics.”
After visiting North Vietnam, she decided the country epitomized pa-
triotism, neighborliness, and faith in the human condition. She reserved
the sharpest barbs for her own culture. There is no hope for the West, no
redemption for “what this particular civilization has wrought upon the
world. The white race is the cancer of human history.” Sontag was espe-
cially eloquent describing American degradation, a decline inherent in a
lack of genuine guilt over rampant consumerism, social alienation, bour-
geois expectations, moral bankruptcy, psychological impotency, and the
inability to communicate or sustain relationships.

Nor did intellectuals escape her wrath. In what many critics consid-
ered an anti-intellectual diatribe, she raged against the flight from feeling
in modern literary criticism, the futile attempt to interpret literature, to
reduce its contents to convenient intellectual categories. All it created, she
argued, was the “perennial, never consummated project of interpretation,”
which is inherently “reactionary, impertinent, cowardly, and stifling.” She
went on to argue that “the world, our world, is depleted, impoverished
enough. Away with all duplicates of it, until we again experience more im-
mediately what we have.” Interpretation buries the aesthetic experience,
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preventing people from coming to terms emotionally with art. “The effu-
sion of interpretation of art today poisons our sensibilities.” The plague of
the modern mind, Sontag reasoned, is too much thinking, not enough
feeling.3¢

In 1975 Sontag had to come to terms with some of her own rhetoric.
She found a tumor in her breast. Instead of wallowing in an emotional cri-
sis, she embarked on a personal crusade. When her surgeon put “tremen-
dous pressure” on her to have a single procedure biopsy, then if necessary,
a mastectomy, she rebelled, insisting, as Shirley Temple Black had, on a
biopsy and then a few weeks’ treatment delay to consider her options.
When the pathologist told her that the tumor was “virulently malignant,”
Sontag secured a second, though similar, opinion. Conversant with the
debate over breast cancer surgery, she visited the Cleveland Clinic to dis-
cuss her options with George Crile, where she learned that because breast
cancer was a systemic disease from the very beginning, conservative sur-
gery was just as effective as radical surgery. She weighed the options and
ultimately agreed to a radical mastectomy. “So little was known,” she told
Family Health magazine, “that if there was only a tiny advantage to the
radical, I would do it. I certainly didn’t want any additional mutilation,
but I wanted to live.” She then opted for aggressive chemotherapy, over
the protests of several New York surgeons who warned her about poten-
tially lethal side effects. Eventually, she had a French chemotherapist de-
sign a radical, multiple-drug therapy that she received at Memorial Sloan-
Kettering. After more than two and a half years of chemotherapy, she
volunteered for an experimental program of immunotherapy. “It was un-
pleasant, but I certainly wouldn't call it agony. And it sure beats dying.”

Within a month of finding the lump, Sontag wanted to write a book.
As she considered the “How could this happen?” “Why me?” and “What
am I going to do?” questions, she confronted the theoretical world of Wil-
helm Reich, Lawrence LeShan, and O. Carl Simonton, and the possi-
bility that she possessed a cancer personality, a sexually inhibited, emo-
tionally resigned, anger-suppressing makeup that had brought on cancer.
Of course, nobody who knew Susan Sontag considered her a cancer per-
sonality. In fact, she appeared to be a boldly expressive woman, in person
and on the printed page, hardly the guilt-ridden, self-loathing, emotion-
ally crippled individual the cancer psychotherapists portrayed.’’

Sontag proved her point in 1977 when the book came out. I//ness as
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Metaphor rests on the premise that cultures mythologize what they do not
understand, producing an endless series of very potent, and potentially
misleading, metaphors. “Nothing is more punitive,” Sontag claims,

than to give a disease a meaning—that meaning being invariably a moral-
istic one. Any important disease whose causality is murky, and for which
treatment is ineffectual, tends to be awash in significance. First, the sub-
jects of deepest dread (corruption, decay, pollution, anomie, weakness) are
identified with the disease. The disease itself becomes a metaphor. Then,
in the name of the disease (that is, using it as a metaphor) that horror is im-
posed on other things. The disease becomes adjectival. Something is said
to be disease-like, meaning it is disgusting or ugly.

Since cancer defies understanding, it has produced a large and intoxicat-
ing lexicon of metaphors. Cancer is “malignant” disease and “invades” its
“victims” and “devours” them. In the literary symbolism of Western civi-
lization, the term “cancer” became a synonym for the fatalistic, the cata-
strophic, the disastrous, and the evil. Sontag herself had joined the throng
when she described white people as the “cancer” of civilization. Such
metaphors have created fear and resignation among cancer patients, leav-
ing them with the impression that the disease takes an inexorable course
to death. Too many patients, she claimed, react to a cancer diagnosis in
one of two ways: “I have cancer and I'm going to die’ or ‘T have cancer and
I don’t want to think about it.”” The images frustrated her: “I am so angry
at the way the cultural clichés operate to disarm people and make them
helpless instead of active on their own behalf.”8

For Susan Sontag, psychotherapists like Wilhelm Reich, Lawrence
LeShan, and O. Carl Simonton, with their cancer personality theories,
made life and death worse, not better, for cancer sufferers. Their argu-
ments were moralistic, punitive, and condescending. Such theories will
survive only as long as the cause of cancer remains a mystery. “Theories
that diseases are caused by mental states,” she wrote, “and can be cured by
will power are always an index of how much is not understood about the
physical terrain of a disease.” In the Middle Ages, priests and physicians—
who knew nothing about the relationship between rats, fleas, and the
bubonic bacterium—argued that the best defense against the plague was
a positive attitude. “The happy man would not get the plague,” one of
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them claimed. William H. Welch’s medical textbook, The Principles and
Practices of Medicine (1881), attributed tuberculosis to hereditary disposi-
tion, a sedentary lifestyle, poor ventilation, and “depressing emotions.”
Others saw the roots of the disease in emotional excess—too much sex,
too much rich food, and too much alcohol. But once the real etiology of
the disease was understood, the psychological portrait vanished. Robert
Koch discovered the tubercle bacillus in 1882; the next edition of Welch’s
medical textbook said nothing about a connection between emotions and
the disease.

Cancer psychotherapists were the inevitable products of modern
American culture. In a secularized society searching for transcendent
meaning and a democratic culture of individual rights, they provided a se-
ductive illusion of power. “Psychologizing seems to provide,” Sontag
claimed, “control over the experiences and events (like grave illnesses) over
which people have in fact little or no control.” And for her, the cancer psy-
chotherapists were a temporary phenomenon. Once the true sources of
cancer are identified—viral, environmental, bacterial, or genetic—the
Reichs and LeShans and Simontons will disappear. “The language about
cancer will evolve in the coming years. It must change, decisively, when
the disease is finally understood and the rate of cure becomes much higher
.. . the cancer metaphor will be made obsolete.”

Sontag battled the metaphors as well as her own cancer, even though,
in the beginning, “I discovered that I believed all of them.” In a 1978 inter-
view with Family Health magazine, a reporter asked her if she felt good
about her chances for survival. She responded honestly, “It’s funny, I have a
kind of double consciousness. I know the odds are against me, and yet I feel
I should proceed as if I am going to live and have a normal life.” She did.*



CHAPTER NINE

MEDICAL TREATMENT IN THE
AGE OF LIBERATION

Rose Kushner saw wrongs and tried to right them. Even when she was a
small child, her moral sense was finely tuned. Coming of age in the late
19508, she committed herself to all the right causes—civil rights, the
women’s movement, the environment, and peace in Vietnam. With her
husband Harvey and their children Gantt, Todd, and Lesley, Kushner
lived in Kensington, Maryland, raising her family and dabbling in Belt-
way politics. Her legacy to modern America, however, would come in a
new political arena.!

It started on Saturday night, June 15, 1974. Kushner was luxuriating in
a hot bath, anticipating a quiet evening watching Archie Bunker and
M A*S*H* While shaving under her arm, her finger brushed across a tiny,
dense mass of tissue near the surface of her left breast. “It was so small,”
she later wrote, “that I was not sure there was really anything different
about the spot. But if my head pretended for a moment that nothing was
there, my stomach knew immediately something was wrong. It coiled into
a tight ball and stayed that way for weeks.” On Monday morning, her
physician confirmed the presence of a solid mass and ordered a mammo-
gram. In the three days she had before seeing the radiologist, Kushner



staked out a carrel in the National Library of Medicine and read every-
thing she could find on breast cancer.

The radiologist’s good news late in the week—“Everything is fine . . ..
It’s just benign fibrocystic disease—nothing to worry about”—brought
little comfort. Kushner had read about the unlikely but real possibility of
false negatives. The only way to be sure was to have a surgical biopsy. She
then made the first of many independent decisions, disregarding the op-
timistic mammogram and deciding to see a surgeon.

A second choice soon faced her. Like Shirley Temple Black, she did
not want a single-procedure biopsy-mastectomy. “My lump was small,”
she remembered, “and I was no surgical risk. I made up my mind to have
a biopsy first and then wait.” If the tumor was malignant, she wanted time
to adjust psychologically and sort out options. The decision put her on a
collision course with the surgical establishment. She started shopping
around for a surgeon willing to perform the biopsy and encountered noth-
ing but hostility. “No patient is going to tell me how to do my surgery,”
one shouted. “I've never heard of such a thing.” Another was even more
vitriolic. “Youre absolutely ridiculous! If the diagnosis is positive on frozen
section, the breast must come oft immediately.” Kushner went through
nineteen surgeons before she found one willing to do it her way. He re-
moved a tiny tumor, and pathologists quickly diagnosed its malignancy.

Then a third choice. Determined to keep control of her life, Kush-
ner evaluated the options and decided on a modified radical mastectomy.
Her initial confrontations with so many surgeons left her wary of their ar-
rogance and reluctant to dictate to a surgeon what type of operation he
was going to perform. A few days at Memorial Sloan-Kettering overcame
her last shreds of deference. The surgeons there would not listen to her,
insisting on a radical mastectomy, even though her tumor was only one
centimeter. When she returned to Kensington, Kushner told her husband,
“Forget it! I'm not having a Halsted. We've got to find out where I can get
a modified.” An internist told Kushner to call the Roswell Park Memo-
rial Institute in Buffalo, New York. When Kushner asked why he sug-
gested Roswell Park, the doctor told her, “Because they haven't done Hal-
steds there for years.” She flew to Buffalo that evening.

Only when she met Thomas Dao, chief of surgery at Roswell Park,
did Kushner get any satisfaction. He repeated several tests, asked hospi-
tal pathologists to examine biopsy samples, listened to Kushner argue the
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merits of modified versus radical surgery, and then agreed with her. He
neither blustered, argued, postured, nor demeaned. In his opinion, Kush-
ner had assessed her own situation and decided on a reasonable course of
treatment. Dao performed a modified radical mastectomy.

As soon as she awoke in the recovery room, Kushner started worry-
ing about the next decision. By the 1970s follow-up radiotherapy was com-
monplace, whether the operation had been radical, modified radical, or
simple. A number of oncologists, including Bernard Fisher of the Na-
tional Surgical Adjuvant Breast Project, doubted the wisdom of radiation
after a radical mastectomy, since no proof existed that recipients lived any
longer than those who had only surgery. But Dao was even more opin-
ionated. From his own studies, he had concluded that radiotherapy, for
reasons he could not explain, actually increased the likelihood of metas-
tases and reduced long-term survival odds. Most oncologists, especially
radiation specialists, heatedly rejected his point of view, but in 1962 he had
stopped employing radiation except for bone metastases and palliation.
Kushner decided to stay with Dao on the issue.

She had one more decision to make—whether to have breast recon-
struction surgery. Scientific and cultural issues were at stake. Like every-
thing else in the breast cancer arena, reconstructive surgery stirred up in-
tense debate. Although most studies supported the safety of breast
reconstruction, some surgeons worried that a silicone implant in the chest
wall might camouflage recurring tumors, making them more difficult to
detect. Reconstructive surgery was a relatively new phenomenon, and re-
liable data on its long-term effects were not yet available. Restoring the
breast required major surgery and a general anesthetic, with all of their in-
herent risks. Why should a woman put herself through such an ordeal
for purely cosmetic reasons?

Kushner weighed the problem, reading dozens of articles in surgical
journals and consulting several physicians. “Over the years,” she remarked
in 1983, “I researched the question . . . and soon there were fewer and fewer
reasons not to do it.” Physicians assured her that silicone was not car-
cinogenic, and that mammograms, properly administered, could detect
any recurrences. “What convinced me most, though, was that I couldn’t
find a single woman who was sorry she had decided to have reconstruc-
tive surgery.” She had the operation in 1978.

For a while, Rose Kushner did not have to face urgent decisions.
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know the extent of the surgery without first doing the staging. Any kind
of mastectomy is pointless if a patient’s cancer is already far advanced.”

Kushner also argued that mental health reasons alone dictated an end
to the single-stage procedure. Usually done within hours or a few days of
the discovery of the lump, the one-stage biopsy and mastectomy posed an
acute emotional trauma. Going into the operation, a woman had no idea
about the outcome. By using two-stage approaches, physicians gave pa-
tients time to adjust psychologically to the reality of having cancer and a
future without a breast. Post-surgical recovery—emotionally and physi-
cally—would be enhanced.

Kushner also conducted a public relations blitz against the Halsted
radical mastectomy; it was, she argued, an outmoded procedure from an-
other era which European surgeons no longer routinely performed. She
traveled widely in Europe during the late 1970s, visiting major cancer cen-
ters and taking note of the startling number of women who were mem-
bers of surgical oncology teams. It did not take her long to conclude that
“breast cancer surgery is not as extensive in countries where there are more
women practicing medicine than in the United States.” One of her mis-
sions in life was to let as many women as possible know about surgical
alternatives to Halsted.

Finally, Kushner warned America about possible links between breast
cancer and estrogen. “I had never taken birth control pills,” she wrote in 1975,
“but now I was thinking of the pill as a female hormone, an estrogen, rather
than as a contraceptive. I realized how many times I had been given pre-
scriptions for one estrogen or another: to regulate menstrual periods, or pre-
vent miscarriage, or to ‘dry up’ after weaning my children from the breast.
And who knew how much diethylstilbesterol (DES)—the hormone used
to fatten livestock—I have eaten in chopped liver and chicken soup?”

Warning flags waved everywhere. After World War II, gynecologists
prescribed DES to patients with histories of multiple miscarriages. The
drug stabilized the uterus and helped bring fetuses to full term. For
women plagued with miscarriages, DES was a godsend. According to the
FDA, it did not have any dangerous side effects for patients or their ba-
bies. But in this case, FDA clinical trials had not been sufficiently long-
term. A generation later, epidemiologists made a gruesome discovery. In
1969 physicians began reporting a startlingly high incidence of vaginal car-
cinomas in adolescent girls. Epidemiologists searched for a clue, and by
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1971 they had learned that all of the young women with vaginal adeno-
carcinoma shared one trait: their mothers had taken DES during preg-
nancy. The drug moved through the placentas into the circulatory systems
of their babies, inflicting genetic damage to embryonic vaginal tissues.
Twelve to fifteen years later, with the onset of puberty, the adenocarci-
nomas appeared in their daughters.3

Vaginal cancer was not the only long-term side effect of taking DES.
Epidemiologists determined in 1984, after a ten-year study, that women
who had taken DES during pregnancy had a 47 percent increased risk of
breast cancer. Since more than four million women had used the drug dur-
ing the 1940s and 1950s, several thousand cases of breast cancer each year
could be attributed to synthetic estrogen. What epidemiologists could not
reliably determine, but what they suspected, were the indirect effects of
DES use among animals. While obstetricians routinely prescribed DES
for patients threatening to miscarry, farmers had long added DES to cat-
tle, sheep, and chicken feed. DES acted as a growth hormone, accelerat-
ing muscle development and shortening the time it took to get livestock
ready for slaughter. When Americans ate hamburgers and chicken soup,
they also consumed diethylstilbesterol. The FDA banned the use of DES
in chicken feed in 1959 and cattle and sheep feed in 1972. But the long-
term capacity of previously absorbed DES to trigger breast cancer could
not be stopped.*

Birth control pills were another culprit. In May 1960, the Food and
Drug Administration stamped its approval on the birth control pill, a
combination of estrogen and progesterone. G. D. Searle and Company of
Chicago named the drug Enovid-ro. It proved successful, with only min-
imal short-term side effects, in preventing pregnancy. Searle marketed the
drug in twenty-pill dispensers, enough to last a month, at about ten dol-
lars each. As news of the product made its way into the popular press, mil-
lions of women “went on the pill.” Few consumer products, let alone a
drug, have enjoyed such an immediate reception from an entire society.
It seemed a safe, inexpensive way of giving women reproductive freedom.

Epidemiologists, however, soon became alarmed about long-term
effects. The pill “tricked the body.” During the first weeks of a woman’s
hormonal cycle, elevated estrogen levels create a state of artificial preg-
nancy, and ovulation does not occur. At the end of the cycle, the proges-
terone induces menstruation. Ever since the 1930s, scientists had known
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search focus, his attention fell on breast cancer. “We had done studies on
heart disease and cancer,” Paffenbarger recalled, “and breast cancer was
clearly one of the more important cancers. We were looking for new
things that might explain the rising incidence. Was the pill involved? It
was an obvious question.”

Teaming up with Elfriede Fasal, a gynecologist and epidemiologist,
Paftenbarger designed a study involving thousands of women admitted to
nineteen San Francisco hospitals between 1970 and 1972. Each woman an-
swered detailed questions about her menstrual history, use of estrogen,
birth control techniques, general health, and history of breast disease.
Fasal and Paffenbarger spent three years sifting through the data, and in
1975, when Rose Kushner started hunting down breast cancer bogeymen,
they published their results. Women who took birth control pills from two
to four years nearly doubled the chance of getting breast cancer. Also,
women with a history of benign breast disease before they started taking
birth control pills, and who then used the pill for more than six years, had
anywhere from a 600 to 1,000 percent higher risk of getting breast can-
cer than women who did not use it.°

For Kushner, the study was all the proof needed to demand warning
labels on birth control pills. In 1979 Paffenbarger and Fasal could say with
complete confidence that women who used birth control pills for more
than a year had an elevated risk for breast cancer. Malcolm Pike, a bio-
statistician at the University of Southern California, reported in 1981 that
women who began using birth control pills during their teenage years, be-
fore a full-term pregnancy, doubled their risk for “early onset breast can-
cer’—cancer before they were forty-five years old. If they used the pill for
eight years before a full-term pregnancy, they tripled the risk. In a 1983 ar-
ticle, Pike upped the risk. After one year on the pill, the chances of being
diagnosed with early breast cancer increased by 30 percent; after eight
years, the risk was 400 percent.”

Government agencies reacted to Paffenbarger like a besieged army.
They criticized his methodology and questioned Pike’s sampling tech-
niques. The FDA, the Centers for Disease Control, and the National In-
stitute of Child Health and Development launched the Cancer and
Steroid Hormones Study (CASH) to study the problem, and between
1980 and 1987, CASH conducted several studies of its own. Not surpris-
ingly, each repudiated the notion that there was any correlation between
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birth control pills and breast cancer. Throughout the 1980s, federal agen-
cies maintained that stand. Louise Tryer, vice-president of Planned Par-
enthood of America, decided that the CASH reports were “reassuring,
particularly for women in the United States,” and that there should be
no changes in current uses of the birth control pill.2

In 1987 CASH lowered its level of certainty. Between 1986 and 1989,
five studies provided disturbing evidence. In 1986 Swedish and Danish
epidemiologists reported an increase in breast cancer among women who
took birth control pills for more than seven years. A New Zealand study
in 1987 noted higher odds among women who took the pill for more than
ten years. A 1988 CASH study revealed a nearly 600 percent increased risk
of breast cancer for childless women who had had their first period before
age thirteen, took the pill before their twentieth birthday, and remained
on the pill for at least eight years. In 1989 British researchers with the Im-
perial Cancer Research Fund concluded that women who had used birth
control pills for more than four years had a 43 percent higher risk for breast
cancer than women who had never used the pill, and that the risk in-
creased to 74 percent after eight years. Finally, oncologists at the Univer-
sity Hospital in Lund, Sweden, claimed that women who used birth con-
trol pills from three to five years before the age of twenty-five doubled the
odds of getting breast cancer; after five years of use the risk jumped to
more than 500 percent.’

Other estrogen products came under scrutiny too. Kushner called es-
trogen replacement therapy (ERT) into question. The guru of ERT in the
United States was Robert Wilson, a New York obstetrician-gynecologist.
For Wilson, menopause was a deficiency disease caused by lack of estro-
gen, just as insulin shortages caused diabetes. In the 1950s he began treat-
ing women with estrogen replacement therapy, calibrating doses accord-
ing to a “Femininity Index”—enough mature cells in the lining of the
vagina to keep it moist and supple. If Wilson found that 8o percent of a
woman’s cells were mature, she was “still feminine” because her estrogen
levels were sufficient. Anything less indicated that her “femininity was
waning.” Early in the 1960s, he trumpeted his crusade to keep women
from “being condemned to witness the death of their own womanhood.”
What the women needed, he pronounced, was “hormone replacement
therapy, preferably beginning as early as age thirty.” The key to everlast-
ing femininity, Wilson claimed, was estrogen replacement therapy.
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In 1966 Wilson wrote Feminine Forever, which rocketed to the top
of the nonfiction best-seller list when more than 100,000 copies sold in
the first seven months after publication. ERT answered a host of female
problems, or at least problems a male physician perceived in women he
knew. Only a man could have described the therapy with such gender-
loaded excesses:

Women rich in estrogen tend to have a certain mental vigor that gives them
self-confidence, a sense of mastery over their destiny, the ability to think
out problems effectively, resistance to mental and physical fatigue, and emo-
tional self-control. Their emotional reactions are proportional to the oc-
casion. They neither over-react hysterically, nor do they tend toward apa-
thy. They are, as a rule, capable of facing the world with a healthful relaxed
attitude and thereby to enjoy their daily life. They are seldom depressed. Ir-
rational crying spells are virtually unknown among them. In a family situa-
tion, estrogen makes women adorable, even-tempered, and generally easy
to live with. Consequently a woman’s estrogen carries significance beyond
her own well-being. It also contributes toward the happiness of her family

and all those with whom she is in daily contact.

He also rhapsodized about ERT's ability to keep a woman’s hair shiny,
hips thin, breasts firm, and skin tight.

Ayerst Laboratories, the manufacturers of Premarin, a post-
menopausal estrogen treatment, celebrated geometric increases in sales
that accompanied publication of Feminine Forever. ERT boomed. But dis-
turbing news soon appeared. In October 1975, Donald Austin of the Cal-
ifornia Tumor Registry announced that uterine cancer in the San Fran-
cisco Bay area was 50 percent higher in 1973 than it had been in 1969.
Affluent white women over the age of fifty, the prime users of ERT, were
the most vulnerable. Two months later, epidemiologists at the Kaiser-
Permanente Medical Center in Los Angeles confirmed Austin’s suspi-
cions. Endometrial cancer was on the rise, especially among middle-aged
women receiving ERT.10

Not much time passed before speculation about the relationship be-
tween ERT and breast cancer ceased to be rumor and acquired scientific
credibility. Such relationships in laboratory animals had been documented
for decades. A 1976 issue of The New England Journal of Medicine reported
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the histories of 1,891 menopausal women who had received long-term
ERT. Their rate of breast cancer was 30 percent higher than normal.
Throughout the 1970s and 1980s, evidence mounted, and in 1991 the Cen-
ters for Disease Control completed a meta-analysis of sixteen other stud-
ies completed between 1976 and 1989. They reminded readers of the health
benefits of ERT—stronger bones and healthier hearts—but minced no
words about the relationship between ERT and breast cancer. There was
no doubt, and they even quantified their conclusions. “On the basis of our
estimate,” they claimed, “approximately 4,708 new cases and 1,468 breast
cancer deaths would occur each year because of estrogen use.”!!

While fighting other women’s battles, Rose Kushner discovered in
1982 that her own struggle was not over. Breast cancer has a long lead time.
Oncologists are not comfortable calling a woman “cured” until ten can-
cer-free years have passed after initial treatments. Kushner did not make
the benchmark. In June 1982, eight years after the mastectomy, physicians
at Roswell Park found a tiny, four-millimeter malignant tumor in the chest
wall near her implant. “After eight years, it was a shock to have the can-
cer come back, but my experience shows the importance of having regu-
lar checkups,” she told reporters. Surgeons removed the lesion and pathol-
ogists determined the malignant cells possessed estrogen receptors. In
earlier days, she would have faced oophorectomy, adrenalectomy, and hy-
pophysectomy to stop the flow of estrogen to the tumor, but times had
changed. A new antiestrogen drug had appeared, and Kushner took ad-
vantage of it.1?

Hormonal therapy bounded forward in the 1980s. Physicians had
known for almost a century that some breast cancers respond to endocrine
therapy. In the cruder days of surgery, before estrogen-blocking drugs were
available, surgeons cut off the supply of estrogen to breast cancer cells by
removing ovaries, adrenal glands, and the pituitary. Because they had no
way of determining which breast tumors were estrogen dependent, sur-
geons performed oophorectomies, adrenalectomies, and hypophysec-
tomies on advanced cancer patients, knowing that most would not re-
spond. During the 1940s and 1950s, scientists gathered data and came to
a modest conclusion. Older women were more likely to benefit from hor-
monal therapy than younger ones. Patients with long disease-free inter-
vals between their mastectomy and the recurrence of tumors, like Kush-
ner, benefitted more than women whose recurrences appeared soon after
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the operation. Hormonal therapy was more likely to shrink skin and
lymph node metastases but was less successful with bone and brain metas-
tases. Still, oncologists could not predict with any precision which women
were candidates for hormonal therapy.

Research in the late 1960s and early 1970s provided tools for predict-
ing which patients might benefit from hormonal treatments. British sci-
entists traced the amounts of gonadal and adrenal steroids excreted in the
urine of breast cancer patients and found a measurable, if modest, corre-
lation. Patients who excreted the steroids had a somewhat better chance
of responding to hormonal therapy. More successful, however, were the
studies of estrogen receptors in laboratory animals. At the end of the
1960s, American, Dutch, British, and French biochemists discovered that
the reproductive tissues of mice and rats demonstrated a striking capac-
ity to absorb hexestrol and estradiol, two steroid estrogens. Eventually,
they learned that steroid estrogens bind with cytoplasmic proteins in the
tumor cells of some breast cancer patients, and that these women will ben-
efit from hormonal therapy. Physicians no longer had to use a shotgun ap-
proach; they could now predict which patients would benefit from en-
docrine treatments and which would not.!3

The treatment, however, was almost worse than the disease. Removal
of ovaries, adrenal glands, and pituitaries left women wounded and de-
bilitated. Without those organs, they experienced long-term problems
from low blood sugar, obesity, depression, and dizziness. In the late 1950s,
physicians tried to compensate for the body’s inability to produce the nec-
essary hormones by prescribing daily injections of cortisone, but adjust-
ing dosages to different individuals proved daunting. Too little cortisone
left patients with all the side effects of hormone starvation, but too much
cortisone caused liver damage, fluid retention, and the telltale, moon-
faced, humpbacked appearance. A nonsurgical option for women whose
breast tumors were hormone dependent became available in the 1960s. Pa-
tients kept their ovaries, adrenal glands, and pituitary, but to block the flow
of estrogen to hormone-dependent tumors, physicians loaded them with
such male hormones as androgen and testosterone. Those too had serious
side effects. What breast cancer patients really needed was a drug that
would block estrogen but do so without the side effects of steroids and
male hormones.

That drug, a nonsteroidal antiestrogen, first emerged in the British

AMedical T reatment in the @%@ %&ZM[&O%

783



tederal courts ruled in Kushner’s favor and required all manufacturers of
birth control pills to provide the warnings to consumers.

She had similar success battling the single-stage biopsy-mastectomy
procedure. Kushner had not been alone, of course, in her assault on the
one-stage operation. George Rosemond, former president of the ACS,
called for the end of the one-stage procedure in 1973, as did Gordon F.
Schwartz of the Jefterson Medical College in 1975. Both had been around
long enough to remember the old days, when the two-stage approach had
been the norm. Most women went to a family physician or local surgeon
who biopsied the lump in an office or clinic. Pathologists at major urban
medical centers then diagnosed the tissue, and if it was malignant, the pa-
tient went there for surgery. But in 1946, Congress passed the Hill-Burton
Act providing tens of millions of dollars each year for the construction of
hospitals in smaller cities and towns throughout the United States. In the
1950s large numbers of the new, smaller hospitals began treating cancer,
and the one-stage procedure was proving to be more efficient. It tied up
the operating room only once, not twice. Within a few years, the one-
stage procedure had become the norm.!

By the late 1970s, an increasing number of surgeons, especially those
at major cancer centers, agreed with Kushner that there was no compelling
medical reason for doing a biopsy and mastectomy at the same time. Of
course, many women wanted the one-stage procedure to avoid the in-
convenience and risk of two surgical procedures. Others just wanted to
get it all “over with.” But science was heading in the other direction.
Shirley Temple Black rejected the one-stage approach in 1972 with her
catchy statement, “The doctor can make the incision; I'll make the deci-
sion.” Women, demanding control over their own bodies, insisted on a
voice in their medical treatment. The one-stage procedure had become a
medical and cultural anachronism; the days of omnipotent physicians were
drawing to a close. In 1979 the NIH formally recommended that biop-
sies and mastectomies be performed as separate procedures. Kushner
shared victory champagne with her husband the night of the decision. “A
mastectomy is bad enough,” she later recalled, “but not to have time to ad-

just to the idea in advance is barbaric.”®

Kushner hailed the 1979 decisions by the ACS and the NIH to for-
mally endorse Bernard Fisher’s work. The ACS, long a bastion of radical
surgery, began helping to fund his research, and Arthur I. Holleb, its chief
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medical officer, acknowledged that for early-stage breast cancer, lumpec-
tomy (which Fisher preferred to call segmental mastectomy) and radio-
therapy were perfectly acceptable treatment options. In June 1979, the
NIH convened a conference entitled “The Treatment of Primary Breast
Cancer: Management of Local Disease.” The NIH had established a ten-
person panel that included Bernard Fisher, Jerome Urban, and Rose
Kushner, and they announced at the conference, with Urban dissenting,
that the standard treatment for Stage 1 and Stage 2 breast cancer was no
longer the radical mastectomy or even the modified radical mastectomy
but the simple (total) mastectomy with lymph node dissection. Fisher and
Kushner had made common cause in what some called the “Rose and
Bernie” show, and the conjunction of his science and her passion had fi-
nally managed to bulldoze the surgical establishment. In 1974, surgeons
performed nearly 46,000 radical mastectomies for breast cancer. That
number fell to 17,000 in 1979 and 2,500 in 1987.

Fisher’s argument that breast cancer was a systemic disease from the
very beginning was tragically supported on April 24, 1979, with the death
of Marvella Bayh. Ever since her decision in October 1971 to go public
with her disease, Bayh had been the American Cancer Society’s poster
child for early detection and breast self-examination. In 1974, she had
cochaired the ACS National Cancer Crusade and had toured the country
speaking to a variety of public health groups. Women’s magazines had reg-
ularly featured her as a “breast cancer survivor.” But in February 1978, Bayh
learned that her cancer had metastasized and was incurable. She kept up
the crusade, traveling and speaking up to the very end, but her death
dampened much of the prevailing optimism about the efficacy of breast
cancer treatment.

Kushner also celebrated Bernard Fisher’s landmark studies of the
1980s, which resolved several breast cancer controversies. Between 1985
and 1989, Fisher reported the results of his long-term study of breast can-
cer treatment protocols. In 1985, he reported in The New England Journal
of Medicine research results in 1,843 women. After recommending the end
of the Halsted radical mastectomy in 1979, he had set out to evaluate the
modified radical mastectomy for women with early-stage breast cancer.
The patients selected for the study all had tumors four centimeters or less
in size. Fisher randomly divided the women into three groups. One group
received a “total” mastectomy with an axillary lymph node dissection; a
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second group received a lumpectomy and an axillary node dissection; and
a third group received a lumpectomy, axillary dissection, and follow-up
radiotherapy. The tumors removed in lumpectomies all had margins free
of malignant cells. The five-year survival rates for recipients of the total
mastectomy were not as good as those for women who had undergone
only lumpectomies. Women receiving lumpectomies and radiation were
much better off than those receiving only mastectomies.

Four years later, Fisher updated his research on the same 1,843 women.
Of those who had received lumpectomies and radiotherapy, 85 percent
were still alive five years after treatment, compared to 76 percent for those
receiving total mastectomies. As a result, Fisher concluded that for women
with early-stage breast cancer—tumors four centimeters in size or less—
lumpectomy combined with radiotherapy could replace the modified rad-
ical and total mastectomies as treatments of choice. Still, there was a
higher incidence of local recurrence in the affected breast after lumpec-
tomy, requiring careful vigilance and a willingness on the part of the pa-
tient to assume that increased risk.

In that same 1989 issue of The New England Journal of Medicine,
Fisher reported on his tamoxifen studies. A total of 2,644 women partic-
ipated in the study. All had been treated for breast cancer, and none had
tumor cells in the lymph nodes. Each possessed tumors with estrogen re-
ceptors. Half the women received a placebo, and half received tamoxifen.
Although long-term survival rates were the same for both groups, ta-
moxifen reduced the rate of local recurrence and new tumors in the op-
posite breast. Women taking tamoxifen enjoyed a longer period of disease-
free survival than those getting the placebo. Fisher recommended the use
of tamoxifen for women whose tumors were estrogen positive.

Finally, Fisher reported his clinical trials of chemotherapy in 1989. He
had studied 679 women with breast cancers that had no axillary node in-
volvement and no estrogen receptors. Half the women received a
chemotherapy regimen of methotrexate and fluorouracil. The others had
no chemotherapy follow-up. Four years later, Fisher could report that the
women receiving chemotherapy enjoyed a longer disease-free period than
the women without the treatments, but survival rates for both groups were
identical. The methotrexate-fluorouracil combination was not a cure but
did extend life.!”

Warnings were now on birth control pills, the safety of the lumpec-

AMedical T reatment in the @%@ %&ZM[&O%

787



tomy was confirmed, and the single-stage biopsy-mastectomy had been
formally rejected by the National Institutes of Health. Rose Kushner felt
some satisfaction, at least until she heard about Nancy Reagan.

October 1987 posed difficult challenges for the First Family. On Oc-
tober 19, the stock market crashed, losing more value in one day than it
had on Black Tuesday in 1929. President Ronald Reagan was in the midst
of a bitter, and ultimately unsuccessful, battle to convince the Senate to
confirm the nomination of Robert Bork to the Supreme Court. Negoti-
ations with Mikhail Gorbachev and the Soviet Union to reduce stockpiles
of strategic nuclear weapons had reached a critical stage. The Reagans
faced a personal crisis as well. Early in the month, physicians at the Na-
tional Institutes of Health gave Nancy Reagan her annual physical. John
Hutton, the White House physician, accompanied her. When the mam-
mogram films were developed, a nurse came and told the First Lady that
they needed a couple of extra exposures. “I felt my stomach tighten,”
Nancy Reagan later wrote. Hutton came back about thirty minutes later
to report, “We think we've seen something. We think it’s a tumor in the
left breast. We'll need a biopsy.” A tiny lump of no more than seven mil-
limeters—the smallest tumor detectable by mammography—showed up
because its denser tissues blocked out x-ray beams.

Because of a busy schedule and, no doubt, her emotional need to sort
out the frightening information, the First Lady postponed the operation,
filling ten days and nights with banquets, speeches, and meetings in her
campaign against drug abuse. If the tumor proved to be malignant, she
had to choose among four alternatives. The most aggressive approach was
a modified radical mastectomy, an operation to remove the breast, the ax-
illa nodes, and a small portion of chest muscle. A less physically damag-
ing option was a total mastectomy—that is, removing the breast and the
axilla nodes. The third was a lumpectomy—cutting out the lump and a
small portion of adjacent tissue—followed up by radiotherapy. The final
option was to remove only the tumor itself.

Medical technology offered Nancy Reagan an opportunity few
women had ever enjoyed in the past, a choice between several scientifi-
cally rational options, each of which had its supporters and detractors
whose arguments regularly appeared in medical journals and popular mag-
azines. But the opportunity itself was daunting, for it forced her to weigh
the options and evaluate the alternatives, to accept the counsel of one set
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of experts but to reject that of other, equally qualified physicians and
scientists.

For Nancy Reagan the decision was a relatively easy one. There was
only one expert she really trusted, Dr. Loyal Davis, her stepfather. While
growing up, she had enjoyed a close relationship with Davis, a distin-
guished neurosurgeon at the Mayo Clinic. Many times over the course
of his career they had talked about breast cancer. In their discussions, she
had listened to him criticize the Halsted radical and the Urban superrad-
ical as unnecessarily aggressive for Stage 1 disease, but she had also lis-
tened to his warnings about lumpectomies. In his opinion, women re-
ceiving lumpectomies left themselves with a higher risk of recurrence.
Davis’s Textbook of Surgery: The Biological Basis of Modern Surgical Prac-
tice was in its twelfth edition when he died in 1982. He was blunt about
breast cancer options: “Modified radical mastectomy has become the pro-
cedure of choice for most surgeons in the United States.” That was all
Nancy Reagan needed to know. She did not want to spend the next six
weeks making daily pilgrimages to the radiotherapy machines at Bethesda.
Most of all, she wanted to get rid of the cancer and to get on with her life.
She decided to have a modified radical mastectomy. “A lumpectomy
seemed too inconclusive,” she wrote in her diary on October 6, 1987. “I
know, given my nature, that I'd be worried to death. It will be hard enough
to go through the ten days of waiting, and I know I can’t spend months,
or years, wondering.”

Nancy Reagan opted for a single-stage biopsy-mastectomy rather
than the recently recommended two-step procedure. She insisted that
Ollie Beahrs, one of her father’s colleagues at Mayo, assist the Bethesda
surgeons. Just before orderlies wheeled her into the operating room,
Beahrs and Hutton again reviewed the options with her. She was insist-
ent: “Look, if you get in there and find out that’s what it is, please don't
wake me to have a conversation about it. Just do it. It shouldn’t take you
long, because there isn’t much there to take off. Dolly Parton I'm not.” Her
modest statement was all too correct. The lump was so small that the sur-
geons had a difficult time locating it, but when they did, pathologists com-
posed a frozen section and decided it was malignant. With the First Lady
still under anesthesia, surgeons performed the mastectomy. Several days
after the operation, pathologists sent good news to the White House. All
the axillary nodes were cancer-free.
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It should have been a happy ending, but breast cancer politics dictated
differently. In the mid-1980s, the debate over the mastectomy was at its
most intense. Progressive surgeons and critics in the women’s movement
held radical surgeons in low esteem, often describing them as insensitive,
egotistical men who butchered women for no good reason. The campaign
against the mastectomy was at its peak in 1987 when Nancy Reagan made
her decision. She was a perfect candidate for lumpectomy and radiation—
a woman with a tiny, Stage 1 tumor and negative nodes. The fact that she
was also one of the most prominent women in the world, a role model
with the power to set the record straight and make a persuasive statement
in behalf of lumpectomies, was not lost on advocates of the procedure.
Her decision for aggressive treatment angered many people, who show-
ered her with criticism. That breast cancer is an intensely personal disease
requiring intensely personal decisions mattered little to those who wanted
the First Lady to do what they considered the right thing. Rose Kush-
ner, after admitting that such decisions were very personal, lambasted the
First Lady, angrily proclaiming that her decision has “set us back ten years.
I'm not recommending that anyone do it her way.” But C. Norman Cole-
man of the Harvard Medical School supported the First Lady: “I really
can't overstate the emotion that goes into decision making,” he told a New
York Times reporter. “If you are worried about a recurrence of cancer in the
breast at any time—ever—if you take the breast oft, you obviously won’t
have a recurrence.”

The criticisms stung. Nancy Reagan not only had to mourn the loss
of her breast; she had to defend her decision. “I resented these statements,”
she wrote in her memoirs, “and I still do. This is a very personal decision,
one that each woman must make for herself. This was my choice, and 1
don’t believe I should have been criticized for it. For some women, it
would have been wrong, but for me it was right. Perhaps, if I had been
twenty years old and unmarried, I would have made a different decision
.. .. For me, a mastectomy seemed the sensible thing to do, and the best
way to get it all over with.”!8

Kushner interpreted Nancy Reagan’s decision as a setback for her
cause, but it was only a minor one. For a few months in late 1987, an ab-
normally large number of breast cancer patients opted for mastectomies,
but the numbers soon returned to normal. People in the women’s move-
ment acknowledged Kushner as a major figure in the crusade to change
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CHAPTER TEN

The data was political dynamite—a laser-printed, computer-paper ex-
plosive—and Janet Daling knew it as soon as her software began sorting
out the oncological categories. An epidemiologist at the Fred Hutchin-
son Cancer Research Center in Seattle, Daling had uncovered a statistical
correlation between abortion and breast cancer. During the 1980s, Euro-
pean scientists had speculated about the risk, but critics noted flaws in the
experimental design and discounted the warnings. Daling had been one
of the skeptics. In her own research, she had failed more than once to find
a correlation, and she knew, given the political climate, that abortion op-
ponents would grasp at any alleged connection and hype it shamelessly.
Personally committed to reproductive freedom, Daling decided to an-
swer the question definitively, to put the controversy to rest in a flawlessly
designed, critic-proof study. She tracked 1,800 women—half of whom had
already been diagnosed with breast cancer—over a seven-year period,
starting with detailed health histories from each and then monitoring
them in regular follow-ups. The results were unexpected. Women aged
forty-five or younger who had undergone an induced abortion ran a 50
percent higher risk of contracting breast cancer than women who had
never had an abortion. Women under the age of eighteen who underwent
an abortion after the eighth week of pregnancy increased by 8oo percent
their risks of premenopausal breast cancer. During pregnancy, Daling
speculated, new breast cells proliferate rapidly and do not stabilize until
the last trimester when hormones help them mature. Interrupting a preg-



nancy may fill the breast with large numbers of primitive—and potentially
dangerous—cells. Women who had experienced natural miscarriages did
not have an elevated risk of breast cancer, perhaps because the pregnan-
cies were hormonally flawed from the very beginning and had not induced
changes in breast tissues.

Daling’s conclusions were certain to inspire controversy and give abor-
tion opponents a new political weapon. Right-to-life groups hounded her
for information, naively hoping to enlist her as a pro-life volunteer. But
they did not know her. She did not suffer ideologues lightly. In the sum-
mer of 1993, a particularly obnoxious pro-life attorney from Virginia
finally got under her skin, forcing Daling to remove her placid scientific
mask. “I told him,” she mentioned to a reporter for Time, “I don’t think
you care one bit about breast cancer and women’s health. You just want to
help your cause.” She did not want to supply pro-lifers with scientific am-
munition, but she was not about to bury her research either, even though
some pro-choice advocates would have preferred to see the data remain
unpublished. “Scientists have to put their political and personal views aside
and report the data,” she told a reporter. The Journal of the National Can-
cer Institute published her article in its November 2, 1994, issue.

Anticipating the debate, Daling hedged her scientific bet just a bit.
The 800 percent increased risk for younger women was particularly alarm-
ing, certain to be misunderstood and taken out of context, so she tucked
the number away, giving the 50 percent general risk full play but burying
the rest into a table. “We didn’t say that in our report,” she told 7ime, “be-
cause we didn’t want to alarm anyone before more research is done.” That
was a naive pipe dream. Her research was picked up by every wire service
and network news station in the country, precipitating the most pre-
dictable of reactions. “I'm absolutely appalled that politics is entering into
the science of this study,” Daling protested. “No one is getting any of the
correct information out to the public.”

Pro-choice public relations groups shifted into high gear, trying to
cast doubt on her findings. Dozens of animal studies, they argued, had
failed to establish any correlation. Some abortion rights advocates made
light of the 50 percent increased risk, calling it infinitesimal compared to
the 3,000 percent higher risk for lung cancer that smokers possess. In its
own attempt at damage control, The Journal of the National Cancer Insti-
tute published a contrary editorial in the same issue. Lynn Rosenberg, a
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Breast cancer was the hottest of topics—in molecular laboratories,
legal conference rooms, legislative corridors, White House offices, and
surgical suites. The disease had negotiated its way to the forefront of the
women’s health movement. For twenty years, feminists had focused in-
creasing attention on gender issues in medicine. Cindy Pearson, executive
director of the National Women’s Health Network, compared breast can-
cer with heart disease. “In the late fifties to the mid-sixties,” she remarked
in 1993, “[we] became incredibly conscious of the fact that men were dying
or becoming disabled at a very early age by heart disease and stroke. Heart
disease became a big issue, got a lot of funding, the American Heart As-
sociation got really active on it, and it’s a big success. Heart disease rates
have been dropping for thirty years.” Breast cancer, however, was a dif-
ferent story. “Today it is just barely being seen as the same kind of pre-
mature killer and disabler of women. It took an extra twenty years to see
breast cancer in the light that we so easily and quickly saw heart disease.
I don’t think we've responded with equivalent emphasis to the high pro-
portion of breast cancer in women as we did to the high incidence of heart
disease in men thirty years ago. The reason? Sexism.”

Medical sexism was never more evident than in the National Cancer
Institute’s decision to cancel the “Women’s Health Trial.” In 1984 the NCI
and the American Cancer Society launched a long-term, $25 million
“Women’s Health Trial” involving six thousand women to determine if
dietary reductions of fat would change the incidence of breast cancer. But
when NCI statisticians reevaluated the study’s design and decided that
32,000 women would need to be involved for the results to be reliable, pro-
jected costs skyrocketed from $25 million to more than $100 million. The
NCI summarily canceled the project. David Korn, head of the Stanford
University Medical School, defended the decision, claiming that “there is
no way to measure fat intake. The only thing you can do is rely on mem-
ory. By the time you've reached the latter part of the study, you would have
a rather elderly population—how accurate would their dietary memories
be? Where would they be? Would half of them be in nursing homes with
various kinds of senility and forgetfulness?” Congresswoman Patricia
Schroeder of Colorado was livid. “We were sickened,” she claimed, “by
the reasons they gave us—that you couldn’t teach women to keep records
or change their diets.”

Sexism had always straitjacketed breast cancer treatment. Women got
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the disease; men tried to fix it. Women suffered; men talked, decided, op-
erated, and radiated. Women asked what to do and men told them. Breast
cancer was a disease of women, but men controlled its social, political, and
scientific agenda. Until the 1990s, at least, when a cultural earthquake
shifted breast cancer’s fault lines. In the pantheon of cancer stars, women
like Rose Kushner were about to eclipse the likes of William Stewart Hal-
sted and Jerome Urban. As they asserted themselves, they shook the foun-
dations of American oncology.

No place better symbolized the new era than the UCLA Breast Cen-
ter. Tastefully appointed furnishings, thoughtful decor, and soft, pastel col-
ors blanketed the waiting and examining rooms in a warm glow. The in-
terior designers who fashioned the suites had comfort in mind, for
patients destined to spend time there would be preoccupied and nervous.
If decor could heal, the center had the look of good medicine. Late in June
1994, a young woman with breast cancer watched her doctor enter the
room. With a commanding physical presence, a bold, outspoken con-
fidence, and strong, powerful arms, the physician looked every bit a sur-
geon. When the patient asked if the cancer was lethal, the doctor chuck-
led, wheeled a chair up to the examining table, patted her on the legs, and
cheerfully, but intimately and reassuringly, reminded her that “driving in
L.A.is lethal. Your mammogram doesn’t say anything about death. We're
not talking doom.” The surgeon began a careful discussion of the breast,
its functions, and cancer. Then, when the young patient appeared some-
what bewildered, Dr. Susan Love, director of the UCLA Breast Center,
did what few breast surgeons ever do: she unbuttoned her own blouse, ex-
posed her own left breast, and used it to describe mammary anatomy and
malignant disease. Forty minutes later, she told the young woman, “There
are options. And you have time to think about it.” “Will you take care of
me?” the patient inquired. “I'll take good care of you,” Love answered, em-
bracing the young woman in a sincere, heartfelt hug.

Thousands of women around the country credited Susan Love with
saving their lives. She was born in 1948 in Long Branch, New Jersey, to
Irish Catholic parents. Educated at parochial schools, Love spent two
years taking premed courses at the College of Notre Dame. Throughout
her sophomore year, she pondered a career as a nun and then joined a con-
vent. But the cloistered life proved too esoteric, too abstract, more given
to contemplation than action. “They wanted to save their souls,” Love re-
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called, “and I wanted to save the world.” She left the convent after four
months, enrolled at Fordham University, and finished a bachelor’s degree.
After a stellar career at the State University of New York’s Downtown
Medical Center in Brooklyn, she completed a surgical residency at Beth
Israel Hospital in Boston. Love put up with all the abuse male surgeons
dished out to female residents. “It’s so pragmatic, so tactile,” she told a
New York Times reporter. “You can fix things.”

After finishing her residency, she moved to Boston and went on to
become chief breast surgeon at the Dana Farber Cancer Institute. She also
came out of the closet, acknowledging a lesbian identity and falling in love
with Helen Cooksey, a surgical colleague. In 1989 Love became pregnant
through artificial insemination and gave birth to a daughter, Katie Love
Cooksey. The two women formally adopted Katie, though only after an
extended legal battle. Adoption was a political and social statement, a dec-
laration of lesbian independence. “Helen and I have money and privilege,”
she argued, “so it’s our obligation to pave the way.” Her Susan Love’s Breast
Book became a best-seller in 1990, and two years later UCLA enticed her
into taking over the Breast Center. Cooksey postponed her surgical career
to raise Katie.

In the world of breast cancer surgery, Susan Love was an iconoclast,
an outspoken, strong-willed woman bent on transforming medicine and
politics. She was convinced that the traditional protocol of surgery, ra-
diotherapy, and chemotherapy—"“slash, burn, and poison” as she called
them—would never effect a real cure. Still, she commented in 1993, “[ T]he
research establishment continues to spend enormous sums of money on
them, asking tired, old questions like ‘Should we give chemotherapy for
three months or four months?” and ‘Should we give patients four drugs
or five drugs?” What we need to do instead is put more of our funds into
figuring how the disease progresses at the molecular level, because that’s
where the real answers are going to be.”

Nor did she put undue faith in breast self-examination or mammog-
raphy. Love did not dispute the effectiveness of early detection as a means
of reducing breast cancer mortality rates, and she regularly had mammo-
grams of her own, but mammography and self-examination, she was
certain, would soon reach their limits as diagnostic tools. Breast self-
examination, she claimed, “is an overrated activity. The medical estab-
lishment would like you to believe that breast cancer starts as a grain of
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sand, grows to be the size of a pea and on and on until it becomes a grape-
fruit. Breast cancer doesn’t work like that. It grows slow and it’s sneaky.
You could examine yourself every day and suddenly find a walnut.” By the
time lumps are discovered, even tiny ones, they have existed for years. “You
know,” she explained to a reporter for Technology Review, “women are al-
ways being told about the importance of early detection, but in the cur-
rent state of the art, we can detect breast cancer only at a relatively late
stage. The cancer has typically been there for 6 years if it shows up on a
mammogram and 8 to 10 years if you can feel the lump.”

Love also expressed strong opinions about the role of gender in sci-
ence and medicine. Surgical oncology, especially breast cancer surgery, was
far from an exact science. “Often,” she preached, “the result is that the val-
ues of a white, middle-aged man are imposed on a patient who is female
and maybe older or younger, maybe white and maybe not.” To an older
widow, Love recalled, a young male surgeon recommended removal of the
breast: “Well, you're elderly and you're widowed—you don’t need your
breast anymore. Why don’t you just have a mastectomy? It’ll be easier.”
He could not fathom an elderly woman who might want to keep her
breast. In a 1994 interview with NBC’s Dateline, Love recounted another
example. When a young patient asked her male surgeon what a recon-
structed, postmastectomy breast would feel like, he reassured her, “It will
feel perfectly normal, no different from your other breast.” Actually, mas-
tectomies sever nerves in the chest and axilla. The new breast and the area
surrounding it feel odd and different, numb and insensitive, attached to
the body but not really part of it. The doctor had misconstrued her ques-
tion. What he was telling the young woman was that it would feel nor-
mal to the touch of any man. It would feel normal to Aim.

After Rose Kushner died in 1990, Love emerged as the leading gen-
eral in the breast cancer wars. She exhibited all of Kushner’s emotional
commitment, but the cold logic of science leavened her passion. While
Kushner lambasted Nancy Reagan’s decision to have a mastectomy, Love
paid more than lip service to the merits of individual choice. The decision
to have a lumpectomy or a mastectomy, she argued, “is not the momen-
tous sort of choice people often imagine itis . . . either of those treatments
will work as well as the others, so really you're deciding between two routes
to the same goal. A woman determined to keep her breast is usually will-
ing to put up with the six-week . . . radiation treatments, while a woman

798 LBathsteba s PBreast



in eight American women who live to age ninety-five will get breast can-
cer. Since few women live that long, the one in eight risk was not widely
applicable, but in the hands of sound-bite news broadcasters, the num-
bers crunched alarmingly. Establishment medicine appeared to be losing
the war.®

Talk of defeat worked into the headlines, especially when the opti-
mistic predictions by leading oncologists in the 1980s went unfulfilled. Sci-
entists are often their own worst enemies, purveyors of optimism too
quick to pronounce cancer’s demise. After the oncogenes responsible for
“turning on” some cancer cells were discovered, Lewis Thomas, head of
Memorial Sloan-Kettering, naively predicted the disappearance of cancer
“before this century is over.” He should have known better. Vincent T.
DeVita, director of the NCI and equally given to hyperbole, speculated
that “by the year 2000 we may not have cancer . ... The speed of advance
has been enormous.” In the early 1970s, when he had launched the “War
on Cancer,” President Richard Nixon resonated with similar confidence,
but at least his rosy predictions had been widely recognized as a naive con-
coction of sincere hope and political hype.

Empty promises gave birth to new skepticism. Cancer was not going
to go away by the year 2000 because it consisted of more than two hun-
dred extremely complicated diseases about which science still knew com-
paratively little. Although the government had poured $25 billion into
cancer research during the 1970s and 1980s, long-term survival rates for
breast, lung, and colon cancer had changed very little. President Donald
Kennedy of Stanford University likened the “war on cancer” to a “medical
Vietnam,” and James Watson, the molecular biologist and codiscoverer of
the DNA molecule, dismissed the so-called “war” as a “bunch of shit.””

Epidemiologist John Bailar was the most outspoken critic, regularly
tweaking the cancer establishment. A biostatistician with a medical de-
gree from Yale and a Ph.D. from American University, Bailar had the
look, and the tact, of a labor union recruiter. His round, ruddy face was
topped with a full head of grayish streaked dark hair, and he spoke his
mind—all the time. He had left the editorship of The Journal of the Na-
tional Cancer Institute for Harvard in 1980 after earning the enmity of the
American Cancer Society for denigrating its heralded mammography
screening program. Harvard Yard did not temper him. In a 1986 edition
of The New England Journal of Medicine, Bailar claimed that the war
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ing the Reagan years. Although routine mammograms clearly saved lives
among elderly women, Medicare still would not cover the procedure un-
less it was used to investigate suspicious lumps. Several congresswomen,
led by Pat Schroeder of Colorado, called for expanding Medicare cover-
age to include routine annual mammograms. The bill did not survive an
all-male House subcommittee in 1988. Schroeder resurrected the proposal
during the first Bush administration and, with the president’s support,
oversaw its passage. On January 1, 1991, Medicare began offering reim-
bursement for screening mammography.

Oddly enough, Bush’s 1991 nomination of Clarence Thomas to the
Supreme Court galvanized congressional backing for more breast cancer
tunding. When University of Oklahoma law professor Anita Hill accused
Thomas of sexual harassment, the confirmation hearings became a three-
ring circus, with an all-male Senate Judiciary Committee grilling Hill
about her accusations. Tens of millions of women watched the televised
proceedings and took offense at the one-sided inquisition. Thomas was
confirmed, but in the wake of the hearings, hundreds of congressmen
began casting about for a politically safe way to demonstrate their sensi-
tivity to “women’s concerns.” Unlike abortion or gay rights, breast cancer
was perfect, a “win-win” game to solicit women’s votes.

Just as the political climate changed, the National Breast Cancer
Coalition exercised its own political muscle. In December 1990 Susan
Love met with Susan Hester, director of the Washington, D.C.-based
Mary-Helen Mautner Project for Lesbians With Cancer. AIDS activists,
whose militant demands had produced a tenfold increase in AIDS fund-
ing, inspired them. Acquired immune deficiency syndrome early on gen-
erated little political interest because it was a “gay disease,” and few politi-
cians wanted to be on the cutting edge of that controversy. Not until the
mid-1980s, when gay activists demanded attention and wielded enough
political clout to get it, did AIDS receive the dollars it deserved. “The
AIDS activists were our model,” remembered Francine Kritchek of One
in Nine. “They showed that if the populace became very concerned, then
the politicians would respond.” Susan Love and Susan Hester, along with
Sharon Green of Y-Me, Ann McGuire of the Women’s Community Can-
cer Project, and Pam Onder of the Greater Washington Coalition for
Cancer Survivorship, established the National Breast Cancer Coalition
(NBCC), an umbrella organization of more than 180 breast cancer advo-
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cacy groups. “We have to be the voice, the obnoxious voice,” Susan Love
claimed. “We can’t shut up now.”

Fran Visco, a liberal activist and feminist, became president of the
NBCC. She had not worried much about breast cancer before 1987. Until
then, she had enjoyed good health, a one-year-old baby boy, and a suc-
cessful career as a Philadelphia attorney. A breast cancer diagnosis caught
her oft-guard, upsetting a near perfect world and stirring up the juices of
political passion again. “I wasn’t a famous activist, but I protested the war
in the 60s, and I spoke out for women’s rights in the 70s.” She wanted an-
swers, a reasonable explanation for what had happened and would hap-
pen to her and to millions of other women. But there were so few answers.
“I had no family history,” she told the New York Times, “and I felt that
meant that I was O.K., that I didn’t have to worry about it . ... When I
started reading of the disease, I thought I was seeing misprints. If this is
true, why didn’t I know about it?”1°

Breast cancer advocates made more political noise than ever, and
Congress listened. Congresswoman Nita Lowey, a Democrat from New
York, took up the challenge in the name of her mother and two aunts who
died of the disease. So did Congresswomen Barbara Vucanovich, a Re-
publican from Nevada, and Marilyn Lloyd, Democrat from Tennessee,
both of whom were breast cancer survivors. In 1990 Congress had appro-
priated only $21 million for breast cancer research; in 1991 the amount
more than doubled to $43 million. In 1992, the National Breast Cancer
Coalition delivered a 600,000-signature petition to Congress demanding
more money. Senator Tom Harkin, an Iowa Democrat who had lost two
of his sisters to the disease, joined the cause and inserted a $210 million
breast cancer initiative into the defense department budget. The final vote
was eighty-seven to four in the Senate. The senators “didn’t dare go back
and tell their constituents that they had voted against this successful
strategy,” said Joanne Howes, an NBCC lobbyist. Including the defense
budget money, funding jumped to $343 million in 1993, $449 million in
1994, and more than $500 million in 1995.

The political strength of the breast cancer lobby became abundantly
clear early in 1995 when John Hamre, the Pentagon’s chief budget plan-
ner, testified to the Senate Budget Committee that the Department of
Defense might not spend the money earmarked for breast cancer research
since the money was “unrelated to military needs.” President Bill Clinton,
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whose mother had died of breast cancer in 1994, lost his temper when he
read Hamre’s testimony and sent a stinging letter to Secretary of Defense
William Perry demanding that the money be allocated. Ginny Terzano,
an administration spokesperson, explained the rebuke to the White House
press corps: “The president feels strongly about both of these issues and
thinks financial support is important and he wanted to reiterate that to
Secretary Perry.”1!

On October 23, 2000, the National Breast Cancer Coalition enjoyed
the fruits of another legislative victory when President Bill Clinton signed
into law the Breast and Cervical Cancer Treatment Act. Beginning in
1994, low-income, uninsured women had enjoyed the right to free breast
screening, but those diagnosed with malignant disease were not entitled
to affordable treatment. NBCC leaders like Fran Visco made it a top pri-
ority to close that cruel gap between diagnosis and treatment, mounting
a legislative crusade that stormed its way through Congress. Few mem-
bers of the House of Representatives or the Senate were prepared to risk
the wrath of the NBCC in opposing the measure. The Breast and Cer-
vical Cancer Treatment Act gave poor, uninsured women access to the
Medicaid program to pay the cost of treatment. Visco hailed the law. “As
the bill went into effect yesterday,” she said, “now is an important and ap-
propriate time to honor those women who died before this program went
into place—before diagnosis and treatment were inextricably linked.”'?

Each victory inspired new offensives. Many insurance companies re-
tused to pay for bone marrow transplants, an increasingly common treat-
ment for women with metastatic disease, because they were “experimen-
tal.” The treatment, which had earlier proved effective in treating leukemia
patients, involved massive doses of chemotherapy that wiped out surviv-
ing cancer cells but also poisoned patients’ bone marrow, leaving them vul-
nerable to infection and death. But by harvesting bone marrow or stem
cells from patients or matching donors before the killer dose of chemo-
therapy, physicians could then reinject them into patients after the treat-
ment, restoring their immunological systems. Beginning in the 1980s,
thousands of desperate breast cancer patients underwent the treatment
before its effectiveness had even been established. Few patients could
afford the $80,000 to $250,000 price tag. Lisa DeMoss, a spokesperson
for Blue Cross, admitted in 1995 that it was “a serious question of who is
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going to pay for medical science and research. We've always excluded pay-
ment for experimental and investigation procedures.” Most oncologists,
on the other hand, did not consider bone marrow transplants experimen-
tal. “An experiment is a situation where you don’t know the anticipated
outcome, but that’s not the case here,” said Richard Champlin, a bone
marrow specialist at M. D. Anderson Cancer Center in Houston. “There
have been thousands of bone marrow transplants performed. They are
done at virtually every academic center in the country. Everyone sees the
same results—a very high response rate and some long-term survivors that
wouldn’t be expected with other forms of treatment.”

Some advocacy groups tried to secure legislation forcing insurance
companies to cover the procedure, but they faced stift opposition. With
health care prices escalating, employers took every opportunity to cut
costs, and beginning in 1991, many state insurance boards allowed insur-
ance companies to exclude bone marrow transplants from existing poli-
cies. Unable to provide a general solution, breast cancer advocacy groups
counseled individual women to hire attorneys. Susan Stewart, a breast
cancer advocate in Chicago, told a reporter in 1995, “Ninety percent of the
time or better, an attorney writes a letter or makes a phone call, and it gets
settled. In general, if the patient puts up a fight, the insurance companies
settle.” Often, litigation can cost insurance companies more than the pro-
cedure. In 1994, a California jury awarded $89 million to the family of a
woman who died of breast cancer after Health Net, a health maintenance
organization, denied her a bone marrow transplant.!3

In 1999 the first good data began to appear on the efficacy of bone
marrow transplants in treating breast cancer, and the results were hardly
encouraging. Survival rates for women undergoing the procedure were
only marginally better than those receiving standard therapies. Larry Nor-
ton of Memorial Sloan-Kettering in New York noted, “The ultimate sur-
vival was equal. There were fewer deaths in the transplant group, but more
deaths in the procedure. It might turn out in the long run, another two or
three years, that transplant is a little better. My guess is that the difference
will be in the 5 percent range.” Breast cancer advocacy groups argued about
the significance of the data. The Susan G. Komen Breast Cancer Foun-
dation in Dallas issued a press release claiming that “the results of these
studies in no way suggest that this matter is settled,” while Fran Visco of
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the National Breast Cancer Coalition countered, “We don’t need to add
to the confusion. We certainly don’t need to encourage women to have
unproven treatments like this outside of clinical trials.”!*

Always ready to make sure that women were not being exploited,
women’s groups took aim at various medical procedures and research pro-
tocols, often finding themselves butting heads with the cancer establish-
ment. The mastectomy continued to be a primary target. The growing
consensus in academic circles about the efficacy of lumpectomies did not
always find clinical expression in private practice. By the early 1990s, most
breast cancer patients came to their physicians early in the disease process,
especially compared to the women who had visited William Stewart Hal-
sted a century before. The American Cancer Society’s decades-long early
detection public health campaign saved lives. With tumors being detected
at increasingly early stages, Sidney Salmon, head of the Arizona Cancer
Center, in 1993 estimated that fewer than 1o percent of breast cancer pa-
tients really needed a mastectomy; lumpectomies and radiation were just
as good in achieving cures and far less damaging.

But the number of mastectomies still being performed far exceeded
10 percent. A 1993 American Cancer Society survey revealed that in New
England, 45 percent of breast cancer surgeries were mastectomies, but in
the South, four out of five operations were mastectomies. Other studies
confirmed the regional discrepancies. Women living in large urban areas
of the Northeast and receiving treatment at teaching hospitals with ra-
diotherapy facilities were the most likely to undergo lumpectomies, while
southern women in small town hospitals were the least likely. Mastec-
tomies continued in some regions to treat ductal carcinoma in situ, the
earliest stage of the disease. European surgeons shook their heads in dis-
belief. Gianni Bonadonna, a renowned oncologist at the National Tumor
Institute in Milan, told his American colleagues, “It’s crazy to go on with
mastectomies as a routine. The problem of breast cancer is not in the
breast.”

Poor women are far more likely to have mastectomies than middle-
and upper-class women. Some avoid radiotherapy because they cannot
afford to miss six weeks of work for the treatments. Many physicians are
less inclined to take the time to explain the range of options to a poor
Medicaid patient than to a well-to-do woman covered by insurance. Older
women are also much more likely to have mastectomies than younger
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women, perhaps because male surgeons see little sexual utility in an elderly
breast and fail to discuss the lumpectomy option.

The staying power of mastectomies baffled Mark Lippman, director
of the Vincent Lombardi Cancer Center in Washington, D.C. “I'm puz-
zled,” he told a reporter in 1993, “as to what combination of educational,
prejudicial, financial, and historical issues have failed to get lumpectomies
going.” Many surgeons did not help. Some recommended mastectomies
because insurance companies paid more for the radical procedure than for
the lumpectomy. Some were simply wedded to tradition and loath to
change old habits. According to Lippman, “In many cases, what is hap-
pening is inappropriate encouragement to undergo a mastectomy from
the first care giver a woman sees, the surgeon who does the biopsy.”¢

Some surgeons resisted the move to the modified radical mastectomy
or lumpectomy for legal reasons. During the 1960s and 1970s, as chang-
ing social norms pulled physicians off the pedestal they had occupied for
decades, medical malpractice lawsuits multiplied at geometric rates. For a
surgeon to openly admit that he or she had been wrong in employing rad-
ical or superradical procedures, to confess that such extensive operations
had been unnecessary, was to invite litigation from former patients. On
the other hand, to deviate from the prevailing surgical consensus in favor
of more conservative techniques was to risk litigation from patients who
experienced a local recurrence. “Many surgeons felt trapped in a ‘damned
if you do, damned if you don'’t’ situation,” recalled Richard Martin of the
University of Texas M. D. Anderson Cancer Center in Houston.

The nature of surgical practice in the United States also explains the
delay in abandoning mastectomies. Unlike their European counterparts,
who practice in large group and hospital settings, many American sur-
geons in the early 199os still worked in small, one- or two-person fee-for-
service practices. They might have read journal articles and attended an-
nual conventions, where the latest trends were openly promoted, but they
did not have the benefit of continual, daily interaction with a large num-
ber of colleagues, with its accompanying intellectual synergism and peer
pressure. The surgeons most likely to perform lumpectomies worked in
large academic, clinic, or hospital settings, where the latest scientific trends
were most likely to be implemented. Highly independent surgeons in
small practices were the least likely to abandon the mastectomy.!’

Susan Love knew why mastectomies survive. “Lumpectomies,” she
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mammographies revealed 1,100 cases of breast cancer. Of those, three hun-
dred occurred in women under fifty. Perhaps one hundred would not have
been discovered without mammography. Of the eight hundred cases of
breast cancer found in women over fifty years of age, perhaps 280 were de-
tectable by mammography alone.

The National Cancer Institute was proud of the results until 1973,
when John Bailar raised doubts about the safety of mammographies. Con-
vinced that several environmental carcinogens, including x-rays, are re-
sponsible for the rising incidence of cancer, Bailar expressed doubts about
mammography. If the National Cancer Institute—=American Cancer So-
ciety screening program succeeded, and millions of women underwent
annual mammograms during their adult lives, the cumulative effect might
be a dramatic increase in breast cancer. Bailar was Deputy Associate Di-
rector for Cancer Control at the National Cancer Institute and editor of
The Journal of the National Cancer Institute at the time, and from that pul-
pit he went public with his concerns. For younger women, he argued, the
annual exposure of breasts to x-rays might actually cause breast cancer
later in their lives. “The risk of getting cancer from exposure to radiation,”
he wrote, “equals or exceeds the chance of finding a cancer early that could
not be found by clinical examination.” Irwin Bross, director of biostatis-
tics at the Roswell Park Memorial Institute in Buftalo, New York, agreed.
He warned that the breast cancer screening project, in which every adult
woman in the country would receive a mammogram, had catastrophic po-
tential. Mammograms are x-rays, Bross warned, and excessive x-rays over
the course of decades can cause cancer. The screening program, he feared,
might bring about “the worst iatrogenic [physician-induced] epidemic of
breast cancer in history.”

Coming from such influential epidemiologists, the warnings precip-
itated internecine battles at the National Cancer Institute. Walter Ross,
a prominent leader of the American Cancer Society, considered the jere-
miads irresponsible. “Mammography became transformed,” he later wrote,
“almost overnight in the public’s mind from a desirable examination into
an unacceptable menace.” Bailar eventually left the National Cancer In-
stitute for Harvard and then McGill University, but he remained, in Ross’s
mind, “a perennial critic” of the American Cancer Society. When con-
fronted with the possibility that mammograms might actually become a
new cause of breast cancer, Benjamin F. Byrd, a former president of the
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American Cancer Society, dismissed the warning, smugly replying,
“There’s also an excellent chance that by that time science will have
learned to control the disease.”"’

Publicity forced the National Cancer Institute and American Cancer
Society to confront the issue. Frank Rauscher asked Lester Breslow, dean
of the school of public health at UCLA, to evaluate the threat. After
spending a year looking at the data, he bluntly recommended “the im-
mediate cessation of routine mammography for screening women under
50 years of age.” The only younger women getting routine mammograms,
he urged, should be those in high risk groups. Unless the protocol was
changed, within ten years there would be several thousand new cases of
breast cancer attributed to mammograms, a far higher figure than the
number of women who would have been saved by the breast x-rays.

Rauscher found himself in a tenuous position. Epidemiological evi-
dence seemed clear enough, but political reality demanded a different re-
sponse. The American Cancer Society, the NCI's greatest ally and a source
of tens of millions of research dollars, remained absolutely committed to
annual screenings for all women, as did the American College of Radi-
ologists, whose members faced a loss of income if mammography screen-
ing was confined to older women. On July 29, 1976, Rauscher convened a
group of four hundred women employees—secretaries, administrative as-
sistants, technicians, nurses, and physicians—of the National Institutes of
Health. He shared Breslow’s conclusions and listened to them, hoping for
some kind of intellectual epiphany. It did not happen. They expressed
every conceivable opinion. In the end, Rauscher did what scientific bu-
reaucrats often do; he recommended further study.

The controversy did not go away. During the 1980s and 1990s a flood
of new studies reinforced the growing consensus that routine mammog-
raphy screening was of little use to women under fifty. Radiologists often
missed breast cancers in premenopausal women because denser breast tis-
sues obscured small tumors. One Canadian study revealed a “false nega-
tive” rate of as high as 40 percent. A number of epidemiological studies
in Canada and Sweden also indicated that women under the age of fifty
who had received regular mammograms, compared to women in the same
age group who had not had them, were just as likely to contract breast
cancer and to die from it. And there was still the concern that mammo-
grams might actually cause breast cancer. Although the advent of new,
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low-dosage x-ray technology had greatly reduced the threat of radiation-
induced tumors, finite risks remained. Finally, routine screening in pre-
menopausal women caused thousands of unnecessary biopsies each year,
the scar tissue from which could obscure real breast cancers years later.

The BCDDP controversy assumed the dimensions of a national scan-
dal, with investigative reporters burrowing into NCI records in order to
find a smoking gun of some kind, prima facie evidence that the Ameri-
can Cancer Society and the National Cancer Institute had jumped head-
long into widespread mammography screening without pondering its
possible consequences and perhaps even ignoring internal warnings. News-
papers, magazines, and television news anchors broadcast the story, rais-
ing more than a little ire among women’s health advocates. When the
American Cancer Society admitted that nearly 250,000 women had been
admitted to the BCDDP study without being warned of its potential
risks, reporters had a field day.

As the evidence against routine screening of younger women
mounted, the list of opposition groups grew. The American College of
Physicians called for an end to routine screening, as did the American
College of Family Practice. The National Women’s Health Network and
the Center for Medical Consumers actively advised premenopausal
women to avoid mammograms except to investigate suspicious lumps.
The National Cancer Institute and the American Cancer Society were the
slowest to come around. In 1990 both groups shifted slightly, telling
women in their forties to have a mammogram “every one or two years.”
Late in 1993 the NCI formally dropped even that guideline. Instead of
telling younger women to avoid routine mammograms, the NCI urged
them to discuss their own risk factors with a physician and then make a
personal decision about screening. The proposal seemed cowardly, irritat-
ing more than a few activists. “The NCI is the repository of public trust
and public dollars,” complained Cindy Pearson of the National Women’s
Health Network. “As a consumer I want the government to say what they
think the state of the science is.” Only the American Cancer Society con-
tinued to support routine screening for younger women.

The Breast Cancer Detection Demonstration Project also generated
a new debate about the nature of the disease and appropriate treatment.
With millions of American women receiving mammograms, the number
of cases of “ductal carcinoma in situ” (DCIS) skyrocketed. By the mid-
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1990s, nearly 20 percent of all diagnosed cases of breast cancer would be
ductal carcinoma in situ. In DCIS cases, cancerous cells are present in the
milk ducts of the breast but have not broken out to invade neighboring
tissues. Before the advent of mammography, they could rarely be discov-
ered. Too small to be detected by physical examination, they produce
micro calcifications, or small amounts of calcium, that show up on mam-
mograms. Because many DCIS cases never escape the milk ducts to in-
vade neighboring tissues, some oncologists refuse to classify them as
“breast cancer,” preferring the term “precancer.” Just how, or if, to treat
DCIS provides the controversy. Should women with DCIS undergo sur-
gery, radiotherapy, and chemotherapy to treat a condition that may never
become invasive breast cancer? Aggressive oncologists recommend pro-
phylactically treating the disease with modified radical mastectomy so that
invasive breast cancer never develops, while more conservative physicians
adopt a wait-and-see attitude or recommend lumpectomy followed up
with radiotherapy.?°

Tamoxifen became another call to arms. Early in the 1990s, the long-
term results of tamoxifen therapy manifested themselves. Scientists had
understood for a century that depriving some breast tumors of estrogen
achieved temporary remissions, and tamoxifen had made oophorectomies,
adrenalectomies, and hypophysectomies obsolete. Oxford University, in a
study involving 75,000 women, discovered that patients receiving two-year
tamoxifen regimens improved their ten-year survival rates by 8 percent
over women not receiving the treatment. Craig Henderson, an oncologist
at the Dana Farber Cancer Center in Boston, found the results astonish-
ing. “Everybody was wrong,” he told the New York Times. “No one antic-
ipated the benefit would be as large or persistent.” He then added an
obligatory disclaimer. “Although the effects are long lasting, this does not
mean we are curing patients. It is a big step forward and what is likely to
happen is that people with cancer will live longer and better for less cost.”

Tamoxifen also yielded other unexpected benefits. The drug lowered
cholesterol levels and increased bone density, reducing risks for heart dis-
ease and osteoporosis. Even more surprising, women who took the drug
were less likely to develop new tumors in the other breast. In some way,
tamoxifen specialists concluded, the drug not only reduced the likelihood
or postponed the recurrence of cancer but also prevented the appearance
of new tumors. At the University of Pittsburgh, Bernard Fisher wondered
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whether tamoxifen could actually kill new cancer cells before they were
clinically visible and before they ever multiplied into a tumor. “Tamoxifen
may have some effect on tumors that exist below the area of detection,”
he claimed.

Ever the scientist, Fisher wanted to test his hypothesis in clinical tri-
als, which the National Cancer Institute approved in 1992. He launched
a “prophylactic tamoxifen” study, enrolling sixteen thousand high-risk
women—women who had started menstruation before the age of thir-
teen, or who had close relatives with the disease, or who had never had
children. At the end of the trial, if the participants had reduced incidences
of breast cancer, physicians would have stumbled on the first drug ever
known to prevent the disease.

But while reducing recurrences, increasing bone density, and cutting
cholesterol levels, tamoxifen had several harmful side effects, including
hot flashes, vaginal discharges, irregular menses, skin rashes, phlebitis,
lung clots, thrombocytopenia, and an increased risk of liver and endome-
trial cancer. Fisher’s study might prevent breast cancer in an average of
sixty-two women while subjecting several thousand to one or more side
effects. Some feminists wondered whether he was using women as guinea
pigs. Cindy Pearson questioned the wisdom of subjecting healthy women
to such risks: “The tamoxifen prevention trial sets a dangerous precedent
because it is the first time that a toxic drug with known health risks is to
be unleashed on a healthy population.”

Fisher considered the risks minor and the potential benefits consid-
erable. “[ The trial] will provide,” he argued, “the vital information neces-
sary to determine whether tamoxifen is a useful prevention drug that
should be used by women in the general population who are at risk for
breast cancer.” He did not endear himself to women’s health advocates
when he failed to report a disturbing side effect of the trial. In Septem-
ber 1994, two years into the study, Fisher learned that twenty-three of the
women with breast cancer who were taking tamoxifen had developed uter-
ine cancer, and four had died. He waited two months before reporting the
news to the NCI, and waited until January 1995 to inform the healthy
women participating in the trial. A number of women accused Fisher of
trying to cover up the report “because he was concerned about the bad
publicity that would be generated.” Adriane Fugh-Berman, a medical ad-
visor to the National Women’s Health Network, knew the answer:
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“There’s a certain sense of desperation in the cancer establishment, be-
cause there’s been so little progress in breast cancer treatment and in re-
ducing breast cancer mortality.”?!

Breast cancer advocates made good use of the desperation, claiming
that at any given time in the 1990s, 2.6 million American women had
breast cancer—r1.6 million who knew about it and another million who
did not. June Andlin, a Houston breast cancer survivor, in 1990 demanded
justice: “These women are America’s grandmothers, mothers, wives, sis-
ters, daughters, and friends. They deserve to know what’s happening to
them and why. There’s something broken in the cancer establishment and
we intend to fix it. Too many women are suffering and dying!”*

The cancer establishment rejected talk of an epidemic. Both the Na-
tional Cancer Institute and the American Cancer Society denied that a
breast cancer “epidemic” was under way. Biostatisticians argued that the
increased incidence of breast cancer was largely attributable to mammo-
grams and the demographics of age. Because of the popularity of mam-
mograms in the 1980s and 199os, physicians detected many cases of breast
cancer before they would have been normally discovered, creating an ar-
tificial, and temporary, bulge in the number of cases. Women were also
living longer. Rapid declines in childhood illnesses, death at childbirth,
and infectious diseases allowed increasing numbers of women to live into
old age, when they became more susceptible to breast cancer. Even the re-
cent increase in the number of women under fifty years of age diagnosed
with breast cancer was a demographic phenomenon: the baby boom gen-
eration has simply placed more women in that age category.?3

Establishment oncologists accused breast cancer advocates of em-
ploying shrill rhetoric and hyperbole to promote a political agenda, es-
pecially to generate more money and to change the direction of cancer re-
search. Sarah Fox, a physician at UCLA, claimed that words like
“epidemic certainly get the attention of politicians and lay people. It still
seems to be that since we are a crisis-oriented society, the people who
make the most noise get the most publicity. Interest groups do count as
opposed to data and rationality.” Larry Kessler, head of applied research
at the National Cancer Institute, attributed rising breast cancer incidence
rates to an aging population and increased use of mammograms. “It’s in-
appropriate to say there’s an epidemic,” he told the New York Times. “As
populations grow and women live to old age, it is just around. We don’t
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need new hype. We don't need to make women afraid.” The fact that the
incidence of breast cancer increased from eighty-five cases per 100,000
women in 1980 to II2 per 100,000 in 1987 was a statistical aberration, he
argued, the result of surging numbers of mammograms. He even predicted
a reversal in the incidence rates late in the 1990s when the numbers of
women receiving mammograms stabilized. NCI officials argued that
progress could be made against the disease if Congress would just appro-
priate more research money and if all patients enjoyed universal access to
state-of-the-art treatment.?*

They also cited signs of recent gains in survival rates. Samuel Broder,
head of the National Cancer Institute, announced early in 1995 that the
death rate from breast cancer had declined 5 percent from 1989 to 1992. In
1989, there were 27.5 breast cancer deaths per 100,000 women in the
United States, and that number dropped to 27.4 in 1990, 27.1 in 1991, and
26.2 in 1992. He attributed the decline to early detection and the use of
“adjuvant therapy”—chemotherapy and radiation, as well as surgery. He
was more cautious, however, than some of his predecessors at the NCI.
“Despite the good news,” Broder hedged, “we are far from satisfied. We
need to make more progress against breast cancer in all women.”

Breast cancer advocates were not placated. Susan Love took vigor-
ous exception. “To me,” she argued, “an epidemic is an inordinate num-
ber of women getting breast cancer. Whether we’re picking them up a
little early because of screening doesn’t change the fact that there are huge
numbers. There are too many women dying of breast cancer and we have
to do something about it.” Fran Visco agreed. “If you already have 1 in 8
women getting breast cancer in their lifetime,” she claimed, “and you al-
ready have 2.6 million who have the disease and 50 percent of those di-
agnosed are dead in 10 years, those are pretty horrible statistics. I certainly
believe they rise to epidemic proportions . . .. The modestly falling death
rate [should not] overshadow the fact that we’re still for the most part
treating it with very toxic substances.” She took little comfort in the fact
that while hundreds more women were being cured each year, thousands
more were contracting the disease.?

Activists were not about to acquiesce in NCI optimism, deciding in-
stead to change the research agenda, to push the cancer establishment out
of the “cure rut,” to make sure that more money found its way into un-
derstanding the causes of breast cancer and its prevention, not just its
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treatment. Susan Love protested that “early detection is not early enough.”
For too many decades, she insisted, oncologists have been wedded to sur-
gery, radiation, and chemotherapy. Real progress will not materialize until
science unlocks some of breast cancer’s most fundamental secrets. “Basi-
cally, all cancer is genetic,” Love argued. “It’s not all hereditary, but it’s
all genetic . ... What are these carcinogens in breast cancer? We don’t
have a clue. Could they be hormones? Sure. Could they be a virus? Sure.”
It could be “a million” things.

The raging controversies over breast cancer diagnostic and treatment
protocols, along with the glacial pace so many surgeons assumed in mov-
ing toward less radical procedures, prompted a political backlash in the
women’s health movement. If logic could not prevail, many activists de-
cided, then legislation would. Beginning with Massachusetts in 1979, state
after state passed informed consent laws, requiring physicians to make pa-
tients fully aware of all treatment options. The Massachusetts legislation
was particularly direct, requiring doctors to tell “each patient suffering
from a form of breast cancer, of all alternatives available for treatment in
addition to mastectomies.” Seeing more power slipping through their fin-
gers, many surgeons squawked in protest, demanding that government
stop interfering with the doctor-patient relationship, but in the end they
had little choice. Most informed consent laws required physicians peri-
odically to sign affidavits, under penalty of perjury, that they were com-
plying with the legislation.

To the chagrin of most establishment oncologists, activists also de-
manded a role in deciding how government funds were used. In Decem-
ber 1992, Susan Love and Fran Visco met with Samuel Broder and the
NCT’s National Cancer Advisory Board (NCAB). They requested repre-
sentation for women with breast cancer on all decision-making bodies, a
seat on the NCAB, and establishment of a permanent breast cancer sub-
committee of the NCAB. The National Cancer Institute responded by
founding Project LEAD to assist breast cancer advocates in serving on
such cooperative committees, but many NCI scientists drew the line at
giving them a vote in determining research grant recipients. Richard
Klausner, head of the NCI in 1995, said, “I don’t think it necessarily makes
sense to assign an advocate for every disease to every study section that
may match his or her area of interest. Science doesn’t neatly divide up that
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also listed Poisson as a contributing author to his landmark articles, giv-
ing the Canadian junior author status in the most important breast can-
cer research of the twentieth century.?’

But there was less to Poisson than met the eye. A tall, thin, wide-eyed
man who strategically combed his thinning hair in an unsuccessful at-
tempt to camouflage male-pattern baldness, Poisson had manufactured a
career on the tails of Fisher’s lab coat, demonstrating an unfailing ability
to produce women willing to participate in the trial. In fact, he was too
successful. When NCI investigators audited his medical records, they dis-
covered ninety-nine cases of data falsification, including outright fabrica-
tions serious enough to call into question Fisher’s published claim that
lumpectomies and radiation gave breast cancer patients survival rates equal
to those of mastectomies. Anxious for more money and more coauthor-
ships, Poisson had conjured up records, even going so far as to label some
patient files as “false” so he could keep track of his real patients. In 1991,
the National Cancer Institute dismissed him from the study and began
legal proceedings to recover its money from St. Luc’s.?8

The scandal exploded in newspaper headlines throughout the United
States and Canada when the National Cancer Institute and the New
England Journal of Medicine, which had published the pioneer studies in
the late 1980s, censured Fisher for not making the scandal public and for
not publishing new conclusions based on uninfected data. He lamely de-
tfended himself, claiming that the conclusions of his original study were
still valid. The editors of the New England Journal of Medicine would have
none of it. “There is no excuse,” they claimed, “for the four-year delay be-
tween the first indication of misconduct in 1990 and the publication of a
re-analysis, which we hope will take place in 1994.” Samuel Hellman, a
University of Chicago oncologist, captured the sentiments of most Ameri-
can physicians who knew how important Fisher’s role had been in chang-
ing breast cancer treatment. “Bernie made some mistakes and the N.C.I.
made some mistakes, but I would not like to see him be the fall guy.”

But the buck stopped at Fisher’s desk. Late in March, two weeks after
the controversy broke, the National Cancer Institute dumped him as head
of its National Surgical Adjuvant Breast Project. Thomas Detre, a col-
league at the University of Pittsburgh, then issued an official apology:
“Women were upset and distraught, and we now understand that it was
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an error not to have published information about the cheating sooner and
in some form that the public could understand.”

Poisson remained unrepentant. When reporters confronted him, he
self-righteously confessed that he had falsified data to protect his patients,
to get them into a state-of-the-art clinical trial. “Those people in their
ivory towers don’t treat patients,” he argued. “It’s all very well to compare
clinical experiments carried out in the laboratory. I was on the battle front
with patients who were dying. There are very few people in the world who
have treated as many breast-cancer patients as I have.” To please anti-
American patrons in the Canadian audience, he then launched into an at-
tack on the United States, citing a sinister conspiracy to discredit him.
“There is someone there [in the United States] who would like my skin.
There are American senators who feel there is too much American money
going outside the country . .. .I could have launched an appeal, but it
would have meant fighting against American lawyers.” Dwight Kaufman
of the National Cancer Institute dismissed Poisson’s claims as “farcical.
[He] misses the point of the potential harm to women around the world
that could have come from tainted and fraudulent data.” Poisson likened
himself to a Rudyard Kipling hero: “Man is great once he has lost every-
thing and is capable of rising again.” But Roger Poisson would not rise
again.?

Fisher hardly endeared himself to breast cancer advocates during the
controversy. He found their concern laudable but their rhetoric hyperbolic.
Tremendous progress in treating breast cancer had been achieved, he be-
lieved, but the shrill accusations of advocacy groups did not really help.
Angry women, whose friends and family members had died of breast can-
cer, or who had suftered from the disease themselves, were not always in
the best position, he claimed, to make dispassionate decisions. “One of
the greatest tragedies,” Fisher criticized, “is to try to equate progress with
your own mortality. There are many frustrated people who feel nothing
has been accomplished.” Science for Bernard Fisher was in the statistics,
the aggregates of human beings and the extrapolations derived from them,
not in the individuals.®

In 1990s breast cancer politics, the stars of men like Bernard Fisher
and Roger Poisson were setting, while those of women like Susan Love
were on the rise. More than 1.8 million readers of the New York Times saw
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graphic evidence of this on August 15, 1993. Sometime during a leisurely
journey through the Sunday paper, they gawked, did a double take, and
stared at the cover photo of The New York Times Magazine. A thin, dark-
haired woman, her head wrapped in a flowing scarf, looked to her left, her
right arm and torso exposed from the abdomen up. A few telltale scars in-
dicated where a breast had once been. Mastectomy photographs are com-
mon in surgical journals and textbooks, but not on the cover of mass cir-
culation magazines. That was exactly why Jack Rosenthal, the magazine’s
editor, had approved the cover photo. “You Can’t Look Away Anymore,”
the headline blared. The photograph was a self-portrait by Matuschka, a
former lingerie model who had undergone a modified radical mastectomy.
“I've been accused of exploitation and going for shock value,” she told a
reporter, “but I tried to make it aesthetically appealing. You're looking at
a beautiful model. It’s a way to suck people into looking at it. Does it upset

people? I don’t know. I can'’t say. But that’s me.”!



alive five years after diagnosis. Fortunately, it was also the least common
form of the disease. Ten-year survival rates for each of these diseases, of
course, were lower.!

Knowing the survival odds provided little comfort, especially amidst
so much debate. For all the money, energy, and press poured into breast
cancer research and treatment, controversy still confronted women at
every turn. Although the benefits of hormonal therapy were becoming
clearer, the tamoxifen debate raged on. Tamoxifen and new aromatase (an
enzyme involved in the production of estrogen) inhibitor drugs—such as
trioxifen, toremifene, 4-hydroxyandrostenedione, and droloxifen—pro-
duced longer periods of disease-free survival in women with estrogen re-
ceptor positive tumors, especially postmenopausal patients. More exper-
imental hormonal treatments—such as leuprolide, buserelin, tripterelin,
and goserelin—helped premenopausal women. Fewer than a third of
women with metastases responded, and epidemiologists, worried about
side effects, still could not say that the hormone blockers increased long-
term survival. In December 1995 the National Cancer Institute, worried
about tamoxifen’s penchant for producing endometrial cancers, called for
a five-year limit for women taking the drug. A host of scientists disagreed.
Michael Baum, professor of surgery at Royal Marsden Hospital in Lon-
don, termed the recommendation “a subversion of the scientific process.
I'suspect there is a hidden agenda—a fear of litigation if a woman gets en-
dometrial cancer. It is wicked and cruel to frighten women about taking
tamoxifen.”

Mammography had new critics in 1996. Because of the increased use
of mammography among American women in the 1980s and 199os, the
incidence of ductal carcinoma in situ (DCIS) rose dramatically. DCIS is
the earliest form of breast cancer, when malignant cells are still confined
to milk ducts. Surgeons and patients naturally opted for treatment—usu-
ally lumpectomies or mastectomies and radiotherapy. Since many ductal
carcinomas in situ never break out of the milk ducts to invade other breast
tissues and metastasize, mammograms probably caused tens of thousands
of needless operations each year. It was certainly a “catch-22.” Early de-
tection of dangerous tumors was saving lives, but it was also forcing large
numbers of women to undergo painful, unnecessary medical procedures.’

Even the issue of when to have a mammogram erupted once again
in controversy. Just when a consensus seemed to be emerging—that



women with no risk factors should wait until they are fifty to begin rou-
tine annual mammograms—Swedish oncologists confused the issue.
Their own long-term study revealed higher survival rates among women
who had initiated routine mammograms at forty rather than fifty. The
news caught the cancer establishment and the advocacy movement oft-
guard. Smug “I told you so’s” emanated from the American Cancer So-
ciety, while the National Cancer Institute called for a formal review of its
own policies. Press releases from the National Breast Cancer Coalition
advocated caution and more research.*

Some critics took even more radical positions on mammography. A
number of studies in the 1990s cast doubt on the long-term efficacy of
widespread screening. Screening ten thousand women between the ages
of forty and fifty would save 1.5 lives. Adding up the direct cost of that
many mammograms, as well as the cost of surgical procedures and follow-
ups from false positive diagnoses, health economists estimate that it costs
society approximately $2 million for each life saved. A number of experts
wondered if redirecting that money to other areas of public health might
save more lives. Michael Baum, director of research for the British Insti-
tute of Cancer Research, had just that concern. He had been responsible
in the 1980s for establishing Great Britain’s nationwide breast cancer
screening program. But late in 1995, he resigned his position on the Na-
tional Breast Cancer Screening Advisory Board. National screening, he
told the London Sunday Times, “is not worth doing. There is a political
correctness about screening. I took pride in setting up the service, which
is as efficient as it can be, but just because you are doing something efhi-
ciently, it doesn’t mean it’s worth doing.”™

Everything about cancer seemed to generate controversy and debate.
Epidemiologists, for example, had long warned that obesity was a risk fac-
tor, and they suspected that women who consumed a high-fat diet were
similarly vulnerable. Comparative epidemiological studies seemed to con-
firm that notion. Japanese women, for example, eat a low-fat diet and have
low rates of breast cancer compared to American women with high levels
of fat intake. Japanese women who immigrate to the United States and con-
sume a high-fat diet, however, lose their immunity to breast cancer. Self-
help and nutritional books advised women to cut down on fat consump-
tion as a way of protecting themselves. But in the mid-1990s, a number of
clinical trials investigating the issue were coming to completion, and none



confirmed an association between breast cancer and dietary fat. Counting
fat grams, along with calories, apparently offered little protection.®

Nothing better illustrated the dilemma facing women than conflict-
ing reports concerning the tricky role estrogen played in breast cancer’s
origins. Epidemiologists had long suspected female hormones as a culprit
in the rising incidence of the disease. Women who begin menstruation
early, or who experience menopause unusually late, have higher rates of
breast cancer, perhaps because of a longer exposure to estrogen. Obese
women have a higher incidence, perhaps because fat cells have the capac-
ity to produce estriol, an estrogen-like hormone. Women who exercise
regularly, on the other hand, are less at risk, perhaps because physical ex-
ertion suppresses hormone production. So, apparently, are women who
have children relatively early in their reproductive lives and who nurse
their newborn—again, perhaps, because of the interruptions in hormonal
cycles brought on by pregnancy and lactation or the more rapid matura-
tion of breast tissues that occurs during first pregnancies.

But nothing was certain. What physicians and scientists did not know
in the 1990s about women’s hormones and their impact on breast cancer
could fill libraries. Tantalizingly provocative and highly controversial ar-
guments about the relationship between breast cancer surgery and men-
struation appeared around the world early in the decade. Oncologists at
Memorial Sloan-Kettering in New York and Guy’s Hospital in London
claimed that premenopausal women with breast cancer and positive
lymph nodes enjoyed longer survival periods if surgery was performed
during the last half of their menstrual cycle. Paul Rosen, a Sloan-Kettering
pathologist, claimed, “There’s something biochemical that happens when
surgery is performed late in the menstrual cycle that increases the prob-
ability that tumor cells that have spread beyond the breast will die.” Es-
trogen dominates the menstrual cycle during the first two weeks, a period
described as the follicular stage, giving way to progesterone dominance
for the remainder of the cycle, known as the luteal stage. The presence of
estrogen, Rosen speculated, fed cancer cells distant from the original
tumor and stimulated their growth. When the large tumor was removed
during progesterone’s dominance of the luteal stage, the distant cells might
be more inclined to die.

By 1992 Guy’s Hospital surgeons routinely scheduled breast cancer
between twelve and sixteen days after the start of the patient’s last period.
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Like everything else in breast cancer treatment, the theory spawned bit-
ter critics, some of whom claimed that women should not postpone sur-
gery for any reason. Andrew Door of the National Cancer Institute was
circumspect but skeptical. “By and large,” he claimed, “scientists are not
embracing this as a compelling idea, since a lot of the research has been
sloppy.” William Wood of Emory University, on the other hand, dis-
counted the theory altogether, arguing that the research was ill-conceived.
“To me,” he claimed, “it’s a superstition, like tying a rabbit’s foot around
your wrists.”’

Estrogen replacement therapy posed another enigma. In the summer
of 1995, within three weeks, the best medical journals in the country con-
tradicted each other. Harvard epidemiologists tracked 121,700 breast can-
cer patients for fifteen years. After filtering out other risk factors, they
concluded that women taking estrogen for more than five years—with or
without progesterone—had a 30 to 40 percent greater risk of breast can-
cer than women not having hormone replacement. They also reported el-
evated risks of endometrial cancer in women receiving estrogen replace-
ment without progesterone. Published in the June 15, 1995, issue of The
New England Journal of Medicine, the article became fodder for the
evening news, talk shows, news magazines, and newspaper headlines.?

But three weeks later, the Journal of the American Medical Association de-
nied a link between hormonal replacement therapy and breast cancer, when
estrogen was used alone or with progesterone. The study was conducted by
the University of Washington and Fred Hutchinson Cancer Research Cen-
ter. In a randomized survey of 660 women with invasive or early-stage in
situ tumors, Seattle epidemiologists could not establish any increased risk
among women receiving combined estrogen-progesterone therapy. They
even uncovered a slight reduction in risk among women receiving combined
estrogen-progesterone therapy for more than eight years. They did admit,
however, that the “number of subjects who used this regimen for a long pe-
riod is small, and subsequent studies will need to monitor the risk in those
estrogen-progesterone HRT users who continue into their second decade
of treatment.” The contradictions terrified and confused HRT recipients.
“My God!” remarked Joan Simons, a Houston HRT user with a family his-
tory of breast cancer. “What the hell are we supposed to do?”

An even more imposing dilemma faced breast cancer patients who
had been long-time users of hormone replacement therapy. If HRT trig-
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gered the disease, it seemed only logical to discontinue use. Some clini-
cal trials among women with metastatic disease revealed temporary re-
gressions upon cessation of estrogen use. But for many women, losing a
breast as well as estrogen replacement turned out to be a double blow. Not
only were they dealing with cancer, they were feeling lousy again, under-
going instantaneous menopause and being deprived of estrogen’s protec-
tion against osteoporosis and heart disease. Many felt so bad without es-
trogen therapy that they were willing to accept a higher cancer risk, and
lower survival odds, by continuing the therapy. By the mid-199os, several
large cancer centers had launched clinical trials to see if survival really was
compromised by hormone replacement therapy.?°

Nobody really understood the origins of breast cancer. Some thought
they did, especially environmentalists worried about chemical pollution.
Rachel Carson had been the godmother of their movement. “Can anyone
believe it is possible to lay down such a barrage of poisons on the surface
of the earth,” she wrote in 1962, “without making it unfit for all life?” Her
best-selling book Silent Spring, an indictment of DDT and the pesticide
industry, ignited heated debate, launching the modern popular environ-
mental movement and inspiring shrill counterattacks from the Ameri-
can chemical industry. Chemical World News termed the book “science fic-
tion, to be read in the same way that the TV program “The Twilight Zone’
is to be watched.” Some attacks were mean-spirited and sexist. A mem-
ber of the U.S. Federal Pest Control Review Board wondered why she was
so upset. “I thought she was a spinster,” he argued. “What’s she so wor-
ried about genetics for?” Others accused Carson of being radical, anti-
American, and hysterical. She was anything but. A calm woman with a
trained, scientific mind, Carson was simply convinced that the world was
at risk, awash in an ocean of man-made chemicals that would eventually
upset nature’s delicate balance. Cancer, she thought, was nature’s way of
getting even. “Man alone, of all forms of life, can create cancer-producing
substances.” She knew of what she spoke. Writing Silent Spring was
Rachel Carson’s own race against death.

Born in Springdale, Pennsylvania, in 1907, Carson came by environ-
mentalism naturally. Her mother refused to kill insects when they made
their way inside the house, and her father carefully picked apples from the
family orchard without breaking tree branches. “I can remember no time
when I wasnt interested in the out-of-doors and the whole world of na-
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around the world. But in the spring of 1960, just when she was ready to
begin writing, Carson discovered a lump in her breast. A year before, she
had had a malignant lump excised, but her surgeon decided to withhold
the news, a practice not uncommon then and one that still survives in
some regions of the world. Falsely relieved, she decided to include a chap-
ter on cancer in the Silent Spring manuscript. “The chemical companies
won't be happy,” she wrote friend Dorothy Freeman.

Several months later, Carson had a recurrence, demanded the truth,
and learned that she had breast cancer. On April 4, 1960, she had a mas-
tectomy. Along with arthritis, an ulcer, and angina, breast cancer posed
another obstacle to writing Silent Spring, but her surgeon had reassured
her that he had “gotten it all,” and she felt no threat to her life.

But late in November, Carson noticed lumps under her arm and un-
derwent more tests. “It was a difficult day,” she wrote, “things seemed
pretty bleak.” The cancer had made its way to her lymph nodes, and writ-
ing was going to be difficult. “The time this represents now when it is all
so precious is of course horribly frustrating. But naturally there is no
choice.” She was not, however, about to accept a verdict passively. Well
aware that her survival prospects were dismal, she wanted to up the odds,
to try something different. At the time, the real iconoclast in breast can-
cer treatment was George Crile, Jr., of the Cleveland Clinic, and Carson
sought him out. A critic of the radical mastectomy, he was one of the few
American surgeons in the 1960s who viewed cancer as a systemic disease
and advocated conservative limited surgery combined with radiotherapy.
Carson had read Crile’s 1955 book Cancer and Common Sense. “I had ad-
mired his little book on cancer greatly when it was published,” Carson
wrote, “and thought then that if ever I had such a diagnosis I would want
to consult him . . .. [He] is so much more than a medical man—he is also
a biologist with the greatest possible breadth of understanding, with such
awareness of what we don’t know, and consequent unwillingness to rush
in with procedures that may disrupt the little understood but all impor-
tant ecology of the body cells.”

Crile and Carson were kindred spirits. He became “Barnie” to her,
and the fact that his wife Jane was battling cancer only endeared him more
to Carson. He set up a radiotherapy regimen and sent the instructions to
a technician in Silver Spring, Maryland. “I don’t question whether it is the
right thing,” she told Dorothy Freeman. For a scientist certain that can-
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The cancer finally overwhelmed her on April 14, 1964. She was fifty-
six. But in Si/ent Spring, Rachel Carson left a legacy that later empowered
the breast cancer movement. “Although the search must be continued for
therapeutic measures to cure those who have already become victims of
cancer,” she argued, “it is a disservice to humanity to hold out the hope
that the solution will come suddenly, in a single master stroke. It will come
slowly, one step at a time. Meanwhile as we pour our millions into research
and invest all our hopes in vast programs to find cures for established cases
of cancer, we are neglecting the golden opportunity to prevent, even while
we seek to cure.”!

In the 1970s Rachel Carson’s environmentalism gained enormous po-
litical momentum. Congress passed the Clean Air Act and the Occupa-
tional Health and Safety Act in 1970 and created the Environmental Pro-
tection Agency in 1971. More and more epidemiologists wondered
whether chemical pollution explained the geometric rise in cancer rates.
Samuel Epstein was one of them. Trained as a tropical medicine special-
ist at London University, he immigrated to the United States in 1961 to
head the toxicology and carcinogenesis laboratories at the Children’s Can-
cer Research Foundation in Boston. His 1978 book Po/itics of Cancer ar-
gued that industrial pollutants from the steel, petrochemical, and phar-
maceutical industries account for the upswing in cancer incidence, and
that corporate leaders had conspired to cover up the harmful effects of
their products. He accused the National Cancer Institute of succumbing
to political pressures from industry lobbyists and wasting billions in a mis-
guided search for cures. At least as much money should be invested in
learning how to prevent cancer, he insisted, as in how to treat it.!?

The conviction that chemical carcinogens explained the rising inci-
dence of breast cancer may have been deeply held by people like Rachel
Carson and Samuel Epstein, but other voices, equally passionate, took ex-
ception. Chemical company public relations offices spewed out an end-
less stream of self-serving, pro-industry data, but some respected scien-
tists took on the environmentalists as well. Elizabeth Whelan, a
Harvard-trained demographer and cofounder of the American Council
on Science and Health, wrote Panic in the Pantry in 1975 and Toxic Terror
in 1985, accusing environmentalists of exaggerating the harmful effects of
pesticides, misapplying the results of animal testing to humans, and em-
ploying scare tactics to promote their agendas. She discounted industrial
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pollutants as a significant cause of human cancers. Bruce Ames, a promi-
nent University of California at Berkeley biochemist, also rejected chem-
ical pollution as a factor, arguing instead that the environment is replete
with natural carcinogens that pose a greater threat than anything chemi-
cal companies produce. Nature, according to Ames, is not benign, nor is
technology the reason for human misery. Edith Efron, in her 1984 book
The Apocalyptics: Cancer and the Big Lie, accused the cancer environmen-
talists of sloppy research, ideological hyperbole, and scare tactics. “Car-
cinogens,” she wrote, “are not just single entities; they are aspects of the
earth, they are preconditions for birth, reproduction, and survival, they are
augurs of life and death, they are an attribute of existence itself.”!?

But an influential wing of the breast cancer movement blamed pol-
lution. Rooted in New Deal liberalism and civil rights activism, feminism
and environmentalism had little faith in corporate culture, and the chem-
ical industry public relations hype enraged them. As the political battle
lines formed in the 1990s, many breast cancer activists, like labor organ-
izers of old, targeted corporate America and its agents in the cancer
establishment as purveyors of death and disease. Devra Lee Davis, found-
ing coordinator of the Breast Cancer Prevention Collaborative Research
Group, insisted that “it makes sense to say the environment may be play-
ing a role in human breast cancer. The weight of evidence, the hundreds
of articles on animals, and the growing literature on humans all point in
the same direction.” According to Joe Thornton, a specialist on environ-
mental cancers, “The worldwide increase in breast cancer rates has occurred
during the same period in which the global environment has become con-
taminated with industrial synthetic chemicals.”

In May 1993, Ms. magazine attacked the “Cancer Establishment”™—
the coalition of the National Cancer Institute, the American Cancer So-
ciety, the major pharmaceutical companies, and such major hospitals as
Memorial Sloan-Kettering in New York City and M. D. Anderson in
Houston—accusing this “mostly male establishment of ignoring preven-
tion and focusing on cancer ‘management’ and a search for a cure. What
we have is a golden circle of power and money, where many of the key
players are connected, either directly or indirectly, with corporations
that—depending on policies and priorities the establishment sets—have
much to gain or lose.” Critics found conspiracies everywhere. Armand
Hammer, they pointed out, chaired the National Cancer Advisory Panel
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Prodded by powerful politicians like D’Amato, the New York State
Health Department undertook a study to assess One in Nine’s claims of
an environmental cause of Long Island’s high breast cancer rates. Its 1994
report somewhat vindicated breast cancer advocates. Focusing on Nas-
sau County, the study determined that one in seven women who devel-
oped breast cancer after menopause lived within one kilometer of a chem-
ical, rubber, or plastic factory. Of the women who did not develop cancer,
fewer than one in ten did. Mary Lou Monahan, president of the Long
Beach Breast Cancer Coalition, told a reporter, “I'm so happy that they’re
looking at it, that they’re finally doing studies that are environmentally
linked.” Lorraine Pace of the Breast Cancer HELP (Healthy Environ-
ment for a Living Planet) looked at it more poetically: “You used to be
able to go out and fish in the bay; you could walk across the bay from clam
boat to clam boat. You can’t do that now. I think whatever happened to
the clams is now happening to us.”

Conscious of the political momentum building, the National Cancer
Institute increased funding for research exploring the relationship between
breast cancer and the environment. Late in 1995, the NCI launched the
Long Island Breast Cancer Study Project. To test for environmental causes
of the disease, NCI epidemiologists planned to visit the home of every
woman with breast cancer on Long Island and to test for pollutants in tap
water, house dust, and yard soil. Steven Stellman, chief epidemiologist for
the American Health Foundation, took note of the NCI’s decision. “Five
years ago,” he commented, “I don’t think anybody in the scientific com-
munity took seriously the question of whether environmental exposure
was related to breast cancer, with the one exception of radiation. We've seen
a major sea change in the extent to which the public, the scientific com-
munities and the public agencies that control funding regard this question.
They all take it very seriously now.” Geri Barish, president of One in Nine,
agreed wholeheartedly. “We've waited a lifetime,” she told a reporter, “for
the environmental factors of this disease to be acknowledged, and for
something to be done about it. I've always felt the environment was the
No. 1 cause of breast cancer, and probably other diseases as well.”16

Hard data on the relationship between pesticides and breast cancer,
however, was in short supply, with good scientists lined up on both sides
of the question. In 1993, for example, Mary S. Wolft of the Mount Sinai
School of Medicine in New York City reported a high correlation between



figures for hours on end, creating a make-believe world of dates, proms,
weddings, and outings. But when Handler broached the idea of creating
an adult plastic doll, complete with different outfits, the men at Mattel
brushed her off, claiming that the doll would require an Asian manufac-
turer to keep costs down. “That was the official reason,” she later wrote.
“But I really think that the squeamishness of those designers—every last
one of them male—stemmed mostly from the fact that the doll would
have breasts . . . . Elliott claimed that ‘no mother will ever buy her daugh-
ter a doll with a chest.””
wrong. Mattel began manufacturing Barbie, and by 1993 company sales

Handler eventually prevailed and proved them

exceeded $1 billion.

But success mattered little in June 1970. “Losing a breast,” she wrote
twenty years later, “made me feel dewomanized. I'd been proud of the way
I looked. I was well built and my designer clothes showed oft my body.
Now I felt the surgeon had taken the part of me that made me feminine
and attractive . . . . I'd like to chop off parts of that doctor.”

Handler’s breast was gone, but not her entrepreneurial spirit; soon she
detected a business opportunity. Several weeks after the mastectomy, she
went to a Beverly Hills lingerie shop in search of a breast prosthesis.
Clerks handled her request with hushed whispers, as if they were negoti-
ating an illegitimate deal, shunted her over to a shrouded dressing area,
and furtively handed over a pocketed, surgical brassiere and an egg-
shaped, liquid-filled glob. “After struggling to get the prosthesis into the
bra,” she recalled, “I put my clothes on and studied my reflection in the
mirror. The prosthesis looked awful. It was no match for the real thing on
the right.” Early prostheses were sized independently, not in conjunction
with bra sizes, and they were interchangeable. “Every woman knows that
her two breasts are as different as her two feet,” Handler complained. “We
wouldn’t think of putting the same shoe on both the right and left foot,
would we? It was obviously designed by a man who didn’t have to wear it.”

After five years of searching in vain for the right prosthesis, she ap-
proached Peyton Massey, a talented prosthetist, who did a plaster cast of
her chest and designed a special silicone prosthesis to fit. Still, the design
had problems, not the least of which was a temperature inversion. “It had
been cold in his laboratory on the day he had made my plaster cast,” Han-
dler said, “and the artificial breasts he made for me had firm nipples while
the nipple on my remaining breast was usually soft and flat! Once again,
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I found myself wearing layers of clothes to hide my differences.” The sec-
ond prototype looked better, and Handler decided, “Wow, I should be
making these for other women.” With more than 100,000 women un-
dergoing mastectomies each year, a market existed. “Peyton,” she an-
nounced to Massey, “I'm going into the breast business.”

She founded Nearly Me, Inc., a company committed to breast pros-
theses that weighed the same as the absent breast, were available in stand-
ard bra sizes, fit conveniently into regular brassieres, came in left and right
versions, and could be purchased over-the-counter at less than $1o00 each.
During the next sixteen years, Nearly Me mushroomed into the major
supplier of breast prostheses. “Nearly Me . . . restored my own shattered
sense of self . . . dealing all day long with women who had also undergone
mastectomies helped me come to terms with the loss of my own breast,
helped me change my opinion that I'd been ‘dewomanized.” Women
taught me that breasts do not make the woman.”

Handler’s positive self-image developed just in time. In 1989, nearly
nineteen years after her first mastectomy, she lost her other breast. Al-
though reconstruction surgery was available, she crusaded as an inveter-
ate opponent of the procedure. Critics accused her of condemning breast
reconstruction out of self-interest. Surgical implants would eliminate
Nearly Me’s market. But Handler’s objections were sincere. After spend-
ing ten years fitting women with prostheses, she had seen tens of thou-
sands of reconstructed breasts. “I can't tell you how many times . . . that a
woman with an implant would come into the fitting room with a ‘mess’
on her chest and a plea for help.” The breasts were often mismatched and,
all too often, the silicone implant had shifted out of place, “usually climb-
ing up high on the chest wall.” Other women developed thick fibrous tis-
sue around the implants, making the breast hard to the touch. A number
of clients complained that the implants were leaking. “I also knew women
who had gotten terrible infections from all those surgeries.” Handler
thought something was terribly wrong. “It’s hard for me to believe that if
I saw all these awful things, the medical community and the silicone man-
ufacturers were not seeing them too.”8

Millions of implant recipients shared her worries. Over time, the im-
plants often leaked into the bloodstream, allegedly triggering immune-
related disorders. Women with high silicone levels in their blood com-
plained of fatigue, headaches, arthritis, rashes, and other ailments. Some
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worried that silicone was a carcinogen. Breast implant manufacturers and
the surgeons who had installed them faced economic disaster. They had
operated on more than two million women to augment breast size or to
repair mastectomies, and in the 199os they confronted a litigious night-
mare. More than 400,000 former patients complained about crippling
side effects of the surgery and demanded compensation for pain and
suffering. Had she undergone breast reconstruction, Ruth Handler might
have been one of them. Manufacturers like Dow Corning, Bristol Myers
Squibb, Surgitek, and Replicon denied any connection between the im-
plants and the illnesses, and they buttressed their contention with a num-
ber of scientific studies.

But in 1992 the Food and Drug Administration noted a connection
compelling enough to ban silicone implants for cosmetic reasons, though
not for breast reconstruction. Manufacturers halted production after a
Houston jury ordered Dow Corning to pay $4.25 billion in damages to
more than 400,000 women. Physicians could still use saline implants, but
saline-based products usually lasted for only five years, requiring repeat
operations. Instead, surgeons turned increasingly to a patient’s own tissue
from the abdomen or back to use in the reconstruction of a breast, rather
than relying on silicone or saline."

The controversy erupted again in the summer of 1995 when a Har-
vard University study found no correlation between silicone implants and
connective tissue diseases. Between 1976 and 1990, Harvard tracked 87,501
nurses who had completed detailed health questionnaires and participated
in follow-up interviews. In the group, 516 suftered from connective tissue
diseases, and 1,183 had received silicone implants. Of the 516 women with
connective tissue problems, only three had silicone implants, supporting
the claim that the risk was no greater for implant recipients than for the
population at large. Nor was there any increased susceptibility to cancer.
Reactions were predictable. Mark Schusterman, chair of the plastic sur-
gery department at M. D. Anderson Cancer Center in Houston, said that
the report “is just one more good scientific study to refute the claims of
non-scientific studies on the subject. It has been shown that they are safe
when properly used.” Shaun Ruddy, a rheumatologist at the Medical Col-
lege of Virginia, added, “I would think that if there had not been the end-
less litigation that it is unlikely that anyone would choose to study this
issue further.” Dow Corning’s attorney testified that “maybe you can argue
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about one or two, but now there are seven or eight respected studies.
When are we going to finally say the curtain has fallen on this, that they
are safe?” But 400,000 victims and their highly-paid class-action attor-
neys were not about to back down. Too much was at stake, and too many
genuinely believed that the implants had permanently damaged their
health. Richard Laminack, a Houston attorney representing implant
clients, blasted the study as hopelessly biased and poorly designed. The
manufacturers, he claimed, had financed the research and prejudiced the
findings. Nobody, in fact, was about to back down.?°

While many people blamed chemical companies and industrial pol-
lution for the breast cancer epidemic, others looked to chromosomes. By
the early 1990s, most oncologists had concluded that the secrets to un-
derstanding cancer would be found at the molecular level, lined up on an
obscure chromosome deep inside the nucleus of human cells. Inherited
susceptibility probably explained a small percentage of all breast cancers.
What causes the rest? In 1996 Gabriel Hortobagyi, chairman of medical
breast oncology at M. D. Anderson Cancer Center, said, “Most of us be-
lieve that every breast cancer is the result of some genetic injury.” But there
will probably never be, at least in the foreseeable future, a telltale “smok-
ing gun,” the discovery of a single explanation for the rising incidence of
the disease. Prevention, which breast cancer advocates have set as their ul-
timate objective, will be a daunting task. Breast cancer’s etiology is rooted
in a host of genetic, social, and environmental variables.?!

Genes confront millions of variables in the environment. Lurking in
human cells are bits of aberrant DNA, mutated over millennia and pro-
grammed some day to explode into tumors. Susceptibility, however, does
not necessarily dictate outcome. Genetic predispositions may have once
been just that—inclinations never fulfilled, passed from one generation to
the next over the ages while remaining safely dormant except for the un-
fortunate few. But after the Industrial Revolution, dormant impulses may
have become transfigured into deadly imperatives, awakened by modern
chemistry and rapid social change. Ecogenetics—the idea of genetic pos-
sibilities becoming probabilities in a carcinogenically-charged environ-
ment—is emerging as a new paradigm in breast cancer etiology.

In modern society, women function in a chemically synthetic world,
submerged in an ocean of industrial and pharmaceutical products. A few
synthetic chemicals are known carcinogens. Ever since 1775, when Perci-
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val Pott identified coal dust as the source of scrotal cancer in chimney
sweeps, scientists have recognized the carcinogenic potential of some in-
dustrial products. Since then, other cancer-causing agents have been iden-
tified, including tobacco, asbestos, nickel ores, analine dyes, paraffin, ura-
nium, radium dial paint, and betanaphthylamine. Women are exposed to
tens of thousands of other synthetic chemicals, of which only a few have
been positively identified as carcinogens. Pharmaceutical companies have
created a chemical blizzard of their own, releasing thousands of medicines
into a drug-dependent society anxious to feel good, physically and emo-
tionally. The Food and Drug Administration requires elaborate, long-term
testing to determine product safety, but occasionally carcinogenic inven-
tions—like saccharine and diethylstilbesterol—slip through.

In their emphasis on preventing breast cancer, advocates have focused
on the synthetic chemical environment as the most likely cause of the dis-
ease. To be sure, scientists have discovered several carcinogens out there,
only a few of which, such as estrogen and DD'T, can even be weakly linked
to breast cancer. Activists take little comfort in the lack of suspects, how-
ever, and wonder about the carcinogenic potential of long-term, multiple-
chemical exposures. Even if no individual product explains the rising in-
cidence, some combination of two or three or fifty synthetic chemicals
might be responsible. Discovering such a carcinogenic concoction will be
a monumental task, since the number of permutations based on various
combinations of exposure is infinite.

Though ecogenetics drives the debate over the origins of the disease,
breast cancer is not just a matter of ecology and chromosomes. Eco-
genetics must be placed in a larger social and cultural context. Breast
cancer is as much a disease of modern society as of mutated DNA and
chemical carcinogens. Recent social changes may have upset nature’s evo-
lutionary balances, destabilizing a biochemical machine millions of years
in the making. Other factors are at work, many of which will be difficult
to control, since they revolve around inextricable connections between bi-
ology, evolution, and destiny. Through the ages, since the emergence of
humans as a species, evolution crafted an intricate biochemical system. It
took millions of years for the female body to achieve its hormonal sym-
metry. Alterations in long established biological processes are fraught with
danger; nature can respond capriciously to sudden changes in its systems.
In the past two centuries, cultural and economic changes have confronted

239



evolution’s momentum. Walking today in an unfamiliar biochemical
wilderness, women’s bodies are reacting unpredictably. Breast cancer may
very well be one of those reactions.

Until only recently in the history of the species, women married
young and bore children early in their reproductive cycle. Evolution de-
signed their hormonal systems for early reproduction and frequent preg-
nancies, an experience most women had before the advent of artificial
birth control. But in the last century, especially in the developed world
and particularly among the middle and upper classes, women have mar-
ried later, postponed childbirth, and borne fewer children. In 1970, 9 per-
cent of thirty-five-year-old women in the United States had not borne
children. By 1990 the number had increased to 20 percent. Anne of Aus-
tria knew that nuns often fell victim to breast cancer; the modern equiv-
alent of nuns may very well be women who decide not to have children or
who postpone childbirth until late in the reproductive cycle.??

Evolution also designed the breast to nurse newborns. For millions of
years, women nursed babies. During the reproductive cycle, a typical pre-
modern woman might have given birth six or seven times and nursed each
baby, spending ten to fifteen years with an infant at her breast. Nursing
babies interrupted estrogen production, saving the breast from the
monthly tissue changes undergone during menstruation. Such was the
biological pattern encoded into a woman’s hormonal system. But in
the twentieth century, many women abandoned breast-feeding. Some did
so for cosmetic reasons, fearing that the sucking child would distort the
shape of breasts and render them less sexually appealing. Other women,
enslaved by a Victorian squeamishness, gave up breast-feeding because it
seemed socially inappropriate. Many feminists associated breast-feeding
with social and economic impotence, since it bound women to the home
instead of the workplace. Rejecting breast-feeding seemed an act of lib-
eration. Actually, the reasons mattered little; the consequences did. Breasts
without function can be dangerous. Women who do not breast-feed may
well be more at risk of falling victim to premenopausal cancer.

Throughout human history, women lived marginal lives economically.
For millions of years they foraged for food, surviving on a minimal num-
ber of calories and barely keeping ahead of starvation. Their food tended
to be low in fat, since they had access to relatively little animal fat. Even
the wild game they managed to kill was grass-fed and very lean. Obesity
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ease, danger, and death. Women who experienced menarche early and
menopause late, who exercised little and became overweight, who never
had children or who postponed childbirth until late in their reproductive
life, and who did not nurse the children they did have were most at risk.
The women most insulated from the disease were those who began
menarche late but did not waste any time in having children. Getting
pregnant as a teenager provided a measure of safety, as did having lots of
children and breast-feeding them. Higher income, well-educated women
were at some risk because they had often opted for a career instead of chil-
dren. In other words, social progress is the culprit, and the way to reduce
the incidence of breast cancer, apparently, is to turn back the clock to a
meaner time when women lived miserable, short lives.?*

The NCI article widened the gap between the cancer establishment
and the women’s health movement. It said little about environmental car-
cinogens and nothing about prevention. Susan Love was more than a little
frustrated with the report. The National Cancer Institute had spent hun-
dreds of thousands of dollars to study what everybody already knew. And
there was no way to act on the implications of the research. “What good
does this kind of research do women,” she complained to an NBC news
television reporter. Sheila O’Day of Houston took equal umbrage. “What
am I supposed to do,” she said, “quit my job, get pregnant as soon as I can,
have lots of children, stay at home, and die young so I won't get breast can-
cer? Do I have to be a skinny homemaker with a house full of kids to pro-
tect myself>"?



Gpitogue

THE NEW MILLENNIUM

Exaggeration and cancer journalism have often been joined like Siamese
twins, but in an age of supermarket tabloids, cable television, radio talk
shows, trash TV, and the Internet, hyperbole and hope have mixed into
an intoxicating cocktail that usually ends up in a painful hangover. But the
story that broke on May 3, 1998, commanded special attention in the
media’s leading venues. Nobel Prize winner James Watson, the discoverer
of DNA and along with Albert Einstein the greatest scientist in human
history, became caught up in the sweep of events and dumped gasoline on
the fire of hyperbole. “Judah is going to cure cancer in two years.” Two
years! Just two years. 2000. A new millennium without leukemias, carci-
nomas, myelomas, sarcomas, blastomas, melanomas, seminomas, or as-
trocytomas. A world free of “omas,” cancer’s tongue-twisting lexicon of
killer cells. Just two more years and no more mastectomies, oophorec-
tomies, orchiectomies, or semicorporectomies. No more “ectomies,” a
whole world of two-eyed, two-breasted, two-armed, and two-legged
people, no more premature headstones and wounded victims bearing wit-
ness to cancer’s carnage. No more dread disease.

The object of Watson’s breathless praise was Judah Folkman, a bril-
liant, sixty-seven-year-old oncologist at Children’s Hospital in Boston,
who spent the next several weeks in hiding, trying to escape a virtual del-



also joined the list. When celebrities fall victim to the disease, society does
take notice.

Jill Ireland’s breast cancer garnered extraordinary attention. A suc-
cessful English actress married to Charles Bronson, she was known to
millions of moviegoers for her blonde hair, sensual smile, and lithesome
athleticism. One morning in May 1984, she discovered a lump near her
right armpit. Ray Weston, her gynecologist, referred Ireland to Mitchell
Karlan, a Beverly Hills surgeon who performed a biopsy. The lump was
malignant, and Ireland underwent a modified radical mastectomy. Karlan
showed up the next day to discuss another hurdle—a lymph node report.
Good news, he told Charlie and Jill, would be no sign of cancer—solid
evidence that the cancer exited her body in the amputated breast. “If we
find cancer in less than five nodes,” he went on, “we think it’s not too bad
a prognosis. But if five or more have been affected, then it’s bad. The sta-
tistics are not good.” Jill felt “scared but optimistic” during the next four
days. But the news was not good—eight positive nodes.

The choice narrowed to death or chemotherapy. In June 1984, three
weeks after the mastectomy, oncologist Michael Van Scoy Mosher ad-
ministered state-of-the-art therapy: consecutive injections of fluorouracil,
Adriamycin, and Cytoxan. Jill experienced mild nausea and swelling in
the mouth and throat, but by the next day felt fine. Two weeks later, while
shampooing in the shower, her hair came out in clumps. The treatments
continued every three weeks for six months. The second dose resulted in
severe burning sensations. The third left large sores in her mouth and se-
vere nausea. Two days after the fourth chemotherapy session, Jill noticed
a burning sensation in her left breast and found another lump. Karlan as-
pirated it, drawing clear liquid from a benign cyst. “God loves you,” he
sighed. “It’s just a cyst.” The remaining treatments caused flu-like aches
and pains. She finished the last treatment on December 13, 1984. By
Christmas, Jill was in excellent spirits.

She adjusted well to surgery and chemotherapy. She mourned the loss
of her breast but did not consider it an emotional catastrophe. Karlan
changed the dressing two days after the operation, giving Ireland her first
look at the wound. She expected something ugly, but all she saw was noth-
ing—a flat chest, smooth, beautiful skin, and a horizontal scar, nothing
dramatic or even ugly. “I don’t consider myself ugly,” she later wrote. “I
don’t consider the scar unsightly either.” Two weeks after the surgery,
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Bronson and Ireland made love. “I realize,” she later wrote, “how lucky I
was that Charlie and I could pick up and resume a normal, healthy sex
life. That was not to be one of my problems.”

Friends suggested that Ireland also pursue alternative medicine. Find-
ing practitioners was easy. Beverly Hills was the New Age capital of the
world, the city where leisure, money, and hopes for immortality met in a
great narcissistic conjunction, producing tens of thousands of wealthy people
obsessed with postponing old age and death. Jill visited O. Carl Simon-
ton, the psychotherapeutic author of Getting Well Again, who told her that
she was “living a very unhealthy lifestyle. If you don’t change it and start
honoring yourself and taking care of your needs, you will die.” She believed,
and he prescribed daily sessions of meditation in which she symbolically
imagined her immunological system destroying the cancer cells.

Jill spoke with a “holistic counselor” almost daily. Susan Colin, who
proudly displayed a master’s degree diploma on the wall of her office and
advertised as a “meditation therapist,” had trained under Simonton. She
coached Jill’s meditation techniques, asking her again and again, “Are you
ready to give up your cancer by changing your lifestyle?” Colin also con-
vinced Ireland of the “healing power of quartz crystals.” She would “hold a
crystal in her hand, drawing the healing energy into her.” Jill wore crystal
pendants and pins, placed crystals in her pockets and purses, fondled crys-
tals while watching television or driving in the car, and tucked crystals
under her pillow at night, hoping against hope that crystals killed cancer.

She spent several hours a week with Bernard Dowson, an “electro-
magnetic therapist” who promised a cure if she would drink, eight times
a day, his “electromagnetically-charged” water and rest on his special vi-
brating table, which shot charged “waves” into her body to “rebalance”
cells. Dowson performed acupuncture on her right ear and collected
weekly samples of hair, saliva, and fingernail clippings to assess her “vi-
tality and energy potential.” Every week, as Jill wrote out a check, Dow-
son assured her that she was getting better and better all the time.

Ireland also had regular $100-per-hour sessions with Chakrapani,
“one of India’s best astrologists.” He read her astrological charts, convinced
Jill of her strength and energy, warned her to take care of herself, and
promised that she would live to be an old woman. During their first read-
ing, she asked Chakrapani if she would be debilitated in old age. He

prophesied, “You will never live as a helpless woman.” “Never?” Jill replied.
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weapons again. I'm aware that I must handle cancer differently this time.

Ireland entered the murky world of experimental oncology. Mosher
had given her two years, give or take some months; the only chance for
more time lay in extreme measures. He recommended Adriamycin, which
she had received back in 1984, and vincristine, a derivative of the peri-
winkle plant. Because the previous chemo had collapsed her veins, she had
a catheter implanted in her chest so Mosher could pump the chemicals
directly into her heart. At the Arlington Cancer Center, Ireland submit-
ted to more radiotherapy and hyperthermia treatments. The radiotherapy
was “palliative”—designed to relieve pain and buy time by spot-treating
bone, lung, and thyroid metastases. Purple lines from the multiple radia-
tion fields crisscrossed her body, and she went through the buzzing treat-
ments under the gigantic machine several times a day. The radiotherapy
was not really painful. Hyperthermia was. It raised Jill's body temperature
to near lethal levels, just short of destroying her brain and kidneys, and dra-
matically elevated the temperature of her chest cavity, all in a desperate
quest to kill the lung tumors. The doctors tunneled four long metal rods
under the skin of her torso and heated them to 160 degrees. The only way
she could tolerate the three-hour treatments was in a morphine stupor.

The treatments fell short. New tumors sprouted all over, in spite of a
modified radical mastectomy, fluorouracil, Adriamycin, Cytoxan, vin-
cristine, hyperthermia, radiation, O. Carl Simonton, I Ching, quartz crys-
tals, and Chakrapani. Fluids collected in her lungs, making breathing
difficult, and she lost even more weight. With the cures worse than the
disease, Jill went home to die. Bronson, the tough-guy vigilante of Death
Wish, nursed her tenderly to the end. “I never saw a couple who loved each
other more,” said a family friend. Jill spent her final days writing and vis-
iting with friends and family. On May 5, 1990, she made her last public
appearance, attending her son’s wedding. Twelve days later, lulled into
peace by a morphine drip, she died, one of 45,000 women who did not
survive breast cancer that year.?

Other women in the 199os, however, had more reason for hope than
ever before. New developments had emerged in breast cancer incidence,
treatment, and survival. In the 1980s and early 199os, steadily increasing
rates of breast cancer had convinced many women’s health advocates that
an epidemic was in the making, caused perhaps by an environmental
wilderness of toxic wastes and synthetic chemicals. After all, the number
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of new cases of invasive breast carcinoma had leaped from 105,000 in 1980
to 138,000 in 1990 to more than 180,000 in 1994. Most biostatisticians at-
tributed the rising incidence rate to an aging population and to earlier di-
agnoses because of more frequent breast self-examinations and the in-
creasingly widespread use of mammograms. But suddenly—and suddenly
has never been a common word in the lexicon of breast cancer science or
technology—the epidemic appeared to be contained. In 1995, the inci-
dence of breast cancer peaked and plateaued, and by the end of the 199os,
hints of a modest, but very real, decline appeared. In 1999, the American
Cancer Society estimated there were 179,000 new cases. Since no dramatic
environmental initiatives or changes could explain the decline, the statis-
ticians claimed victory. Earlier diagnosis and an aging population, more
than anything else, had explained the epidemic of the 1970s and 1980s.>
Equally comforting, a consensus had emerged about treatment. Ever
since the 1950s, when surgeons abandoned the superradical mastectomy,
the logic of maintaining survival rates for breast cancer patients gained
momentum. In April 1995, the New England Journal of Medicine pro-
claimed that an intellectual revolution had forever altered breast cancer
treatment. “It has been almost exactly 100 years,” the editor noted, “since
William Stewart Halsted published his seminal report on the use of rad-
ical mastectomy . . .. [His] ideas and his operation dominated our think-
ing about the treatment of breast cancer until approximately twenty-five
years ago, when a major paradigmatic shift began.” Back in 1979, the Na-
tional Cancer Institute had taken on Halsted once and for all, conducting
a randomized study comparing lumpectomy combined with axillary dis-
section and radiotherapy with modified radical mastectomies in 247
women. Ten-year survival rates confirmed the growing consensus that less
radical procedures were sufficient in early stage disease. More than 77 per-
cent of the women receiving lumpectomy plus radiation were still alive
after ten years, compared to 75 percent of the mastectomy group. More
aggressive forms of local control could not improve survival rates because
breast cancer was not a local disease. The paradigm shift was complete.
William Stewart Halsted moved from surgical texts to history books.*
Surgery and radiotherapy remained standard options, but both had
also reached their intellectual limits. After a century of increasingly ag-
gressive surgical protocols, the scientific tide turned. Damage control and
quality of life, not long-term cures, now dominated surgery and radio-



therapy. Instead of removing and radiating more tissue in order to pro-
long life, surgeons and radiotherapists collaborated to remove less—to do
less damage—while maintaining existing long-term survival rates. The fu-
ture of breast cancer was not in local control but in systemic treatments
for systemic disease. Molecular biology was the key. Electron microscopes
and pharmaceutical laboratories, not scalpels and linear accelerators, filled
the research horizon.’

The long-term benefits of chemotherapy had become abundantly
clear. Preliminary studies in the 1970s and 1980s had clearly shown that
various chemotherapy regimens could postpone recurrences for many
women, but a few critics argued that disease-free survival and long-term
survival were not at all the same. In the 199os, however, convincing proof
emerged that chemotherapy extended life. And, because of growing con-
victions that the disease was systemic from the very beginning, the prac-
tice of confining chemotherapy only to women with advanced, metastat-
ic tumors gave way to treating women with early stage breast cancer as
well. After a hundred years of surgery and radiotherapy, the quest for a
cure was back in the apothecary. The drugs were no less exotic than cen-
turies before, but their effects were predictable, if not for individuals then
certainly for statistical aggregates.

Women undergoing chemotherapy after surgery improved their odds.
Oncologists around the world reported consistently similar results. In the
same issue where it underscored the merits of lumpectomies and radia-
tion, the New England Journal of Medicine described Gianni Bonadonna’s
extended clinical trial at the National Tumor Institute in Milan. The Ital-
ian experiment divided 386 women into two groups. All the women had
positive lymph nodes and had undergone radical mastectomies, but half
also received follow-up treatments of combined Cytoxan, methotrexate,
and fluorouracil. Twenty years later, 34 percent of the chemotherapy pa-
tients were still alive, compared with only 25 percent of the others.
Chemotherapy worked.®

The adoption of lumpectomies and radiotherapy where appropriate
was certainly the most important manifestation of the “do less harm” no-
tion, but other technologies in the 199os reinforced it. Ever since Hal-
sted pioneered the radical mastectomy, which removed axillary lymph
nodes in the armpit as well as the diseased breast, cancer survivors spent
the rest of their lives battling lymphedema, a painful and uncomfortable
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condition in which lymphatic fluids collect in the upper arm because they
have nowhere else to go. But in the 1990s, the “sentinel node biopsy” re-
duced that problem. Surgeons and radiologists injected a radioactive tracer
and then massaged and compressed the breast to push the tracer out into
the lymphatic system. X-rays could then determine into which lymph
nodes the tracer had drained, most likely the same track any spreading
cancer cells had taken. Instead of pursuing a “slash and burn” policy of
gouging out all of the nodes, surgeons could remove only the “sentinel”
node and prevent lymphedema. Dr. Patrick Borden of Memorial Sloan-
Kettering Cancer Center in New York City, without exaggeration, said of
sentinel node biopsy, “Aside from the lumpectomy, this is the century’s
most important development in breast surgery.”

New surgical twists on the old mastectomy in the 199os left patients
with much better cosmetic results. At the University of Texas M. D. An-
derson Cancer Center in Houston, surgeon Eva Singletary helped pio-
neer the “skin-sparing mastectomy.” Singletary cut out the nipple and are-
olae and then scooped out breast tissue while leaving behind all of the skin
that had covered the breast. She filled the empty pouch of breast skin with
fatty tissues from the patient’s abdomen and then, with tattooed abdom-
inal skin, fashioned a new nipple and areolae. The result was the removal
of dangerous breast tissues without changing the breast texture or
appearance.

Some of the problems inherent in mammograms were also solved in
the 1990s. Because standard mammograms miss approximately 1o percent
of malignant lesions, they are hardly foolproof. Also, because 75 percent
of the tumors mammograms identify are benign, a host of unnecessary
biopsies are performed. But new high-resolution ultrasound scanners are
now capable of picking up tumors as small as two millimeters and dis-
tinguishing between potentially dangerous solid mass tumors and harm-
less cysts, greatly reducing the number of women who have to undergo
surgical biopsies.

Surgical biopsies have also changed. Until the mid-1990s, women
with suspicious lumps had to endure a “needle localization” procedure in
which surgeons, using x-rays of the breast as a map, implanted a strip of
wire near the tumor. But it was hit or miss, especially when the tumors
were embedded deep in the breast or near the chest wall. Pinpointing tu-
mors with any precision often required a grueling period of jabbing and



probing. Then, in a second procedure under a general anesthetic, the sur-
geon removed a sample of the tumor for pathological examination. But
the advent of the MIBB—the minimally invasive breast biopsy—changed
all that. After administering a local anesthetic, a surgeon wielding a dig-
ital x-ray camera that also houses a biopsy needle, locates the tumor, lines
up the needle, and pushes a button that plunges the needle through the
breast and straight into the mass. Patients walk away from the thirty-
minute procedure wide-awake with no surgical scar and only a minor
bruise that heals quickly.”

Scientists also uncovered some of breast cancer’s furtive biochemical
secrets. At the National Institute of Medical Research in Strasbourg,
France, Pierre Chambon learned that breast tumor cells release a growth
protein into surrounding, healthy connective tissues. For unknown rea-
sons, those connective cells begin producing the enzyme metallopro-
teinase that degrades the protein matrix holding the tumor cells in place.
Metalloproteinase then chews holes in blood and lymph vessels, allow-
ing tumor cells to escape local confinement and travel to distant sites.
Chambon speculated that if metalloproteinase could be suppressed
chemotherapeutically, metastasis could be prevented.

On the other side of the Atlantic, at Children’s Hospital in Boston,
Michael O’Reilly isolated a tumor growth—inhibiting factor in breast can-
cer patients. Angiostatin, a naturally growing hormone, is produced by the
primary breast tumor. It moves freely throughout the circulatory system,
suppressing the growth of microscopic metastases. Ironically, once the pri-
mary tumor is surgically removed, drying up the source of angiostatin, the
tiny, invisible tumors go into high-gear, uncontrolled growth spurts, even-
tually overwhelming the patient. Thirty years before, George Crile
thought he had seen a link between removal of a primary tumor and
growth in micrometastases. Now there was a biochemical explanation for
his anecdotal musings. Isaiah Fidler, a metastasis expert at M. D. Ander-
son Hospital, said that O’Reilly’s discovery was “of immense importance
.... It has far-reaching implications for the therapy of cancer metastases
because it is based on profound understanding of the biology of the
process. Now the challenge is to translate it into a clinical reality. This is
just the beginning.” If angiostatin could be artificially produced and in-
troduced to breast cancer patients after surgery, perhaps metastases could
be prevented or at least postponed.®



A few of breast cancer’s genetic secrets were also being exposed. That
breast cancer ran in families had been common knowledge for centuries,
and differences in the tumors of white and black women also hinted at ge-
netic etiologies. Although white women are more likely to get breast can-
cer, black women are much more likely to die from it. Epidemiologists
long believed that social and economic factors explained the discrepancy,
since black women have less access to health care than white women or
wait too long to see a doctor. But in the mid-1990s, pathologists deter-
mined that the tumors of black women were faster growing, more ag-
gressive, and less likely to possess hormone receptors than tumors in white
women. Brenda Edwards, an epidemiologist at the National Cancer In-
stitute, acknowledged the racial differential. “There’s a difference and I
don’t think we can ignore it.”

The search for the elusive breast cancer gene was the late-twentieth-
century equivalent of the nineteenth century’s scramble to discover the
headwaters of the Nile River. When she announced her discovery in Oc-
tober 1990, Mary-Claire King became an instant celebrity in the small
world of molecular biologists. Along the e-mail grapevine of the great ge-
netics laboratories—where scientists, computers, and electron microscopes
map human genes—the news was electrifying. She had achieved the im-
possible. She had isolated a gene causing breast cancer and located it
somewhere on chromosome 17.

The quest for the genetic holy grail consumed the first twenty years
of Mary-Claire King’s career. A native of Evanston, Illinois, King was
forty-four years old when she told the world about chromosome 17. A
mathematician turned geneticist, she graduated from Carleton College in
1966 and then earned a Ph.D. at the University of California at Berkeley
in 1973. Recognizing her potential, Berkeley’s geneticists oftered her a
position on the faculty, and during the next seventeen years, she wrote
eighty scientific articles, earning tenure, a full professorship, and a national
reputation.

The inherited susceptibility for breast cancer became the fulcrum of
King’s career. Beginning in the 1970s, she collected tissue samples from
more than four hundred women in twenty-three breast cancer-ridden
families. No fewer than 146 of the women had been diagnosed with the
disease. She started tracking protein markers common to breast cancer

DNA and, after the development of polymerase chain reaction (PCR)



analysis in the mid-1980s, worked her way down to fifty million base pairs
on chromosome 17. At the October 1990 meetings of the American So-
ciety of Human Genetics, she announced the discovery and fired the start-
ing gun in a race to find the gene. Identifying the gene would be a public
relations windfall for the lucky laboratory that achieved it. By 1993, after
eliminating tens of millions of possibilities, the search had narrowed to a
region of only 300,000 base pairs. The race quickened. King’s Berkeley
team went into high gear, working around the clock in top secrecy. So did
everybody else. But in September 1994, Mark Skolnick at the University
of Utah convened a press conference and explained how they had cloned
and sequenced “BRCA1,” a mutated gene responsible for six thousand
cases of breast cancer each year in the United States. One in every two
hundred women carries the gene, and 8o to 9o percent of them will get
breast cancer. Mary-Claire King took the news in stride. “I keep asking
myself, am I suddenly going to feel terrible about this?” she told a reporter
from Science. “But I don't. I think it’s great.”

The Utah geneticists also noted a curious wrinkle to the discovery.
For centuries, male physicians had speculated about biological, and even
emotional, connections between breasts, ovaries, and the uterus. Skolnick’s
team had finally identified a connection, although he could not explain
the reason for it: between 40 and 50 percent of women carrying the breast
cancer gene will someday be diagnosed with ovarian cancer.!?

A consortium at the Institute of Cancer Research in Surrey, England,
closed in on another culprit. Carefully analyzing tissue samples from fifteen
families with long histories of breast cancer, Michael Stratton and Doug-
las Easton focused on chromosome 13, where they found BRCA2 in Sep-
tember 1994. One in every two hundred women carries the gene, and more
than 85 percent of them will develop breast cancer. Unlike carriers of
BRCAT1, however, they do not possess an elevated risk for ovarian cancer.!

Several months later, a global team led by Yosef Shiloh of Tel Aviv
University isolated another breast cancer gene. After an eighteen-year
search, they located what became known as the ATM gene. When in-
herited from both parents, the gene causes ataxia telangiectasia, a debili-
tating and ultimately fatal disease affecting one in every forty thousand
people. Epidemiologists early in the 1970s had noticed a higher incidence
of cancer among relatives of ataxia victims, and the search for the genetic
connection began. Individuals inheriting just one ATM gene have high
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rates of cancer, especially certain lymphomas, leukemias, and breast can-
cer. A woman carrying the ATM gene has a 400 to 500 percent increased
risk for breast cancer. Shiloh speculated that the ATM is the source of
perhaps 8,000 new cases of breast cancer each year in the United States.!

A year after Skolnick’s lab located BRCAL1, the molehill of genetic ev-
idence began growing into what would become a mountain. A team of Is-
racli and American scientists, after testing 858 Ashkenazi Jewish women
(Jews of central and eastern European descent), reported that one in every
one hundred possessed the gene, an incidence rate twice as high as that of
the general population. In the October 1995 issue of Nature Genetics, they
provided an explanation for why Jewish women, on Long Island and else-
where, had unusually high rates of breast cancer. The implications were
enormous. Perhaps the high incidence of breast cancer on Long Island
had more to do with the percentage of Jewish women living there than
with pollution. Also, it had become possible to screen a high-risk group
for breast cancer, but since no cure exists for the disease, and there is no
way to prevent it, what are BRCAL carriers to do? Would insurance com-
panies cancel the health policies of carriers? Might companies fire em-
ployees with the gene in order to keep health insurance costs down? Fran-
cis S. Collins, head of the National Center for Human Genome Research,
worried about women with the gene. “You're not entitled to select your
genes. They shouldn’t be used against you.”3

Discovery of breast cancer genes also forced genetic carriers to con-
sider prophylactic mastectomies. New York Times writer Jane Brody in
1993 described a forty-three-year-old publishing executive’s decision to
undergo bilateral mastectomies after a mammography revealed a precan-
cerous lesion in one breast. Her physician recommended no treatment,
just careful monitoring. “After a few months,” the woman recalled, “this
watch-and-wait technique was making me increasingly nervous. I felt like
I'was sitting on a powder keg and I just couldn’t live with that.” She opted
for bilateral mastectomies and breast reconstruction. Gina Kolata, another
New York Times journalist, argued that some women “are irrationally afraid
of keeping their breasts.” Juliet Whitman, whose Breast Cancer Journal:
A Century of Petals recounted her own struggle with the disease, knew the
feeling. “My breasts were dangerous. They could harbor my death. At
times I wished I'd had the courage to have them cut off.”1*

Some women did. Because of a history of breast lumps or because



they carried the BRCAI gene, they took the extraordinary step of under-
going bilateral prophylactic mastectomies—having both breasts removed
before any tumors had appeared. Physicians had warned that such a rad-
ical step would provide no guarantees, that breast cancer could germinate
in the breast tissues that escaped the scalpel. But in 1999 and in 2001, so-
phisticated studies revealed that prophylactic mastectomy worked, that
women undergoing the surgery stood a 9o percent chance of avoiding
breast cancer. It was a high price to pay for prevention.!

At the turn of the millennium, hopes of curing all cancers had all but
faded from the medical scene. The disease was so complex, so diverse, and
so intricately and subtly connected to genetic and environmental variables
that finding a cure, even after an investment of hundreds of billions of dol-
lars, still seemed remote. But hope of controlling the disease, of turning
it from an acute killer to a chronic malaise, had never been higher. In 1999
Stephen Baylin, associate director for research of the Johns Hopkins On-
cology Center in Baltimore, remarked, “One aims for the cure, certainly,
but we would do well to simply delay the progression of cancer. You could
live with cancer, as long as you knew it wouldn’t spread. I think that offers
the greatest hope in the near future, to slow the progress of cancer.”'¢

Breast cancer appeared to be a good example. In 1990, approximately
26 per 100,000 women in the United States died of breast cancer, a mor-
tality rate only marginally better than it had been in the 1930s. But then,
in the United States and Great Britain, the tide seemed to turn. In 1991,
mortality rates for breast cancer peaked and then began a slow, annual de-
cline of 2 percent per year until 1995, when the death rate fell at an even
faster clip. By the end of the 1990s, 14,000 fewer women were dying an-
nually of breast cancer in the United States and Great Britain than had
died in 1989. Richard Peto, an epidemiologist at Oxford University, re-
marked, “This is the first time that improvements in the treatment of any
type of cancer have ever produced such a rapid fall in national death rates.
They really are remarkable trends.” Between 1989 and 1996, the breast can-
cer death rate for U.S. women between the ages of twenty-nine and sixty
dropped from approximately 40 in every 100,000 to less than 34, a decline
of historic proportions. It was hardly a cure. In 2000, 85 percent of all
American women diagnosed with breast cancer would be alive five years
later. But only 71 percent would be alive in ten years, and only 57 percent
in fifteen years. After an interval of twenty years, the survival rate was only
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52 percent. “Progress can’t come fast enough,” remarked Stephen Baylin,
“when it’s your body that has cancer in it. But the horizons are here. I
think some of these techniques are going to pay off.”!’

Most oncologists attributed the good news, modest though it was,
to an accumulation of incremental successes, such as early detection, im-
proved surgical and radiotherapy techniques, and more widespread use of
standard chemotherapy, but they keyed in on the drug tamoxifen, long
known to block the supply of estrogen to breast cancer cells with estrogen
receptors. Women taking the drug after diagnosis enjoyed longer disease-
free survival periods, and many at risk women who consumed tamoxifen
delayed or prevented the onset of breast cancer. The results of a long-term
National Cancer Institute study were so dramatic that the NCI termi-
nated use of a placebo among some participants and gave them tamoxifen
instead. The drug reduced the rate of expected breast cancers in the at-
risk women from 1 in 130 to 1 in 236.

Like everything else in breast cancer therapy, tamoxifen was not an un-
mixed blessing. In addition to its side effects, some oncologists worried
that the drug might actually possess some nasty carcinogenic properties.
In 2001, the National Cancer Institute reported that women who used ta-
moxifen to treat a primary breast lesion ran some risks. If their breast can-
cer recurred, it was likely to be more aggressive because it did not contain
estrogen receptors. In other words, oncologists worried that while tamox-
ifen suppressed the development of new, estrogen-positive tumors, it might
at the same time encourage the development of new estrogen-negative le-
sions. The problem was not enough to warn women away from tamox-
ifen, but it certainly gave them and their physicians pause for thought.!®

A new generation of tamoxifen-like drugs that robbed tumors of their
estrogen supplies had also appeared. Letrozole, also known as Femara,
proved useful in postmenopausal breast cancer patients, where the adre-
nal glands pick up some of the estrogen production formerly generated by
ovaries. Femara rendered the adrenal glands unable to produce estrogen.
The drug Armidex, another estrogen suppressant, slowed tumor growth
in women with advanced disease. British oncologist Lester Barr hailed
Armidex because the “drug is going to give a lot of middle-aged to older
women with advanced cancer a longer chance of survival. They will prob-
ably have teenage or grown-up children and this drug will give them
longer with their families.” Another generation of hormone blockers—



goserelin, also known as Zoladex—tricked the brain into shutting off es-
trogen production in the ovaries and extended the survival of pre-
menopausal women with breast cancer.!”

Another breakthrough came in 1999 when the Food and Drug Ad-
ministration approved the use of Herceptin. “All cancer is genetic,” Susan
Love had once remarked, and in the mid-199os scientists at Genentech,
a leading biotechnology company, learned how to inactivate Her-2/neu, a
genetic protein found in one-quarter to one-third of all breast cancers.
The protein triggers the malignant cells to divide rapidly and metastasize
quickly. Genentech scientists had developed the first treatment ever tar-
geted at a cancer-causing genetic defect. Among some patients, Herceptin
brought about complete remission, while among others it bought months
and even years of cancer-free survival. It was no panacea but did provide
one more weapon in an increasingly sophisticated treatment arsenal. Ac-
cording to Mark Pegram of the UCLA Johnson Comprehensive Cancer
Center, Herceptin heralded a new day in treatment. “In the past,” he
noted, “we used toxic drugs that kill any rapidly dividing cells, good or
bad. The next step was drugs such as tamoxifen, which target estrogen re-
ceptors. The new generation, like Herceptin, targets actual flaws in can-
cer cells.”?

Change was afoot. The editors of the Oxford English Dictionary, rec-
ognized worldwide as the official arbiters of the English language, decided
in 1999 to change their definition of cancer, which had stood the test of
time—for 111 years to be exact. In the 1889 edition, the OED described
cancer as “a malignant growth or tumour in different parts of the body that
tends to spread indefinitely and to reproduce itself and also to return after
removal; it eats away or corrodes the part in which it is situated and gen-
erally ends in death.” The new definition they considered for the 2001 edi-
tion of the dictionary labeled cancer as “what happens when a group of
cells grow in a disorderly and controllable way and invade neighbouring
tissues. They may or may not later spread into distant parts of the body.
The cancer process is shared by over 200 diseases—the cancers—which
may have little else in common.” Gone were the metaphors of hideous
consumption—-eats” and “corrodes.” Gone was the inevitability of metas-
tasis. Gone was the certainty of death.”!

But evolving public attitudes about breast cancer represented the most
dramatic change of all. With the advent of protease inhibitors and rapidly
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declining AIDS death rates, breast cancer had climbed to the top of the
public health ladder. Every October, during Breast Cancer Awareness
Month, millions of women wear pink ribbons to raise awareness of the
disease, and tens of thousands run in Race for the Cure events to raise
money. In less than a generation, advocacy groups and survivors have
given breast cancer a much higher profile, forcing politicians to invest
hundreds of millions of dollars in the crusade. Hardly a day passes with-
out announcements of new discoveries, new ironies, new obituaries. Mil-
lions of women have become preoccupied with their own odds of con-
tracting the disease. Those with a family history of breast cancer worry
about whether or not they possess a genetic predisposition to the disease
and how they should approach the problem. Articles about how to pre-
vent breast cancer have proliferated in women’s magazines. A host of ad-
vocates and promoters, cherry-picking data from scientific journals, tout
the merits of regular exercise, low-fat diets, organically-grown foods, daily
doses of aspirin, stress management, and multivitamin regimens, and in
doing so manage to titillate the media and sell copy.

Breast cancer in the 1990s had lost much of its stigma and had even
muscled its way into popular culture. In June 1996 novelist Danielle
Steele’s nineteenth book climbed up the fiction best-seller lists on a lad-
der provided by Doubleday, Today, CBS This Morning, Good Morning
America, Regis and Kathy Lee, and dozens of local market talk shows.
Lightning was romance fiction at its glitziest. The heroine, Alexandra
Parker, is a successful career woman in her early forties. Endowed with
genius, beauty, and wit, she is a brilliant litigator at New York’s most pres-
tigious law firm. She and her husband Sam are breathlessly in love after
seventeen years of marriage, still anxious to hop between their silky Pratesi
sheets at every opportunity. He jets from New York to London to Paris to
Tokyo, negotiating tricky real estate deals, bond schemes, and futures
trades, raising venture capital and matching investors with opportunities.
The envy of New YorK’s social register, Sam and Alexandra enjoy a seven-
figure income, a beautiful daughter Annabelle, a Park Avenue penthouse,
a summer home in the Hamptons, and a marriage made in heaven. “We'’re
both so powerful in our own ways,” Alex assures Sam. “We’re strong
people, with good jobs, we move a lot of people around, make a lot of de-
cisions that affect money and people and corporations.” They are, indeed,
beautiful people in complete control of their destiny.
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Until a routine mammogram reveals a tumor in Alex’s left breast. She
endures a mastectomy, divorce, reconstruction surgery, and eventual rec-
onciliation, not the usual formula for romance novels but close enough.
How times have changed. A mass market romance novel about breast can-
cer. For eons mastectomy had been synonymous with castration and
death, a mutilating horror robbing victims of gender and life. Women with
the disease treated it as a scandalous secret and revealed it grudgingly.
Healthy women talked about it surreptitiously, in hushed tones, as if men-
tioning breast cancer might be carcinogenic. But in 1996, supermarket
book racks, convenience store carousels, Wal-Mart and Kmart best-seller
sections, and Bookstop, Barnes & Noble, Borders, Crown, Walden, and
B. Dalton shelves featured a glamorous, sexy, one-breasted heroine.??

In 1997 CBS included breast cancer in the scripts of Murphy Brown,
its hippest, top-rated situation comedy. Candice Bergen played Murphy
Brown, the outspoken, wisecracking producer for a local television news
station. Always trendy, Murphy Brown in 1991 had elicited attacks from
Vice-President Dan Quayle when the unmarried heroine became preg-
nant and then a single mother. Quayle used the program to bemoan the
decline of the American family, sparking a vigorous national debate and
sending Murphy Brown’s Nielsen ratings into the stratosphere. Early in
the 1997 prime-time season, Murphy Brown noticed a lump in her breast
and underwent a mastectomy, and the show’s writers then exploited the
disease for months of comic relief, poignant introspection, and public
health crusading. How times had changed—breast cancer as the focus of
a situation comedy.?®

Perhaps the glossy, color covers of People Weekly on October 26, 1998,
and Parade on January 31, 1999, heralded the new era in the public per-
ception of breast cancer. The women beam happily out on America, as if
each had just won the lotto or Publishers Clearinghouse sweepstakes.
Among them are actresses Ann Jillian, Marcia Wallace, Diahann Carroll,
Jill Eikenberry, Kate Jackson, and Shirley Temple Black; journalists Linda
Ellerbee and Betty Rollin; singers Carly Simon and Olivia Newton-John;
Supreme Court Justice Sandra Day O’Connor; first ladies Nancy Rea-
gan and Betty Ford; cuisine guru Julia Child; Olympic gold medalist
Peggy Fleming; and feminist leader Gloria Steinem. As breast cancer sur-
vivors, they all share a unique sisterhood that transcends money, fame,

time, and space.?*
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