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WHAT THE EXPERTS ARE SAYING

“This is an energetically written landmark book about the virus that causes breast cancer in mice and may very well do the same in women. Ruddy has given us an extraordinary glimpse into the history of this research that will, no doubt, change the world. We should be grateful to her for it is a noble achievement whose time has come.”

—Christine Chroner, MD, author of Waking the Warrior Goddess

“Dr. Ruddy is a talented and compassionate clinician with an inquisitive mind who is not satisfied by simply providing excellent care to her cancer patients, but who also wants to find a more definitive solution for it. Her passionate quest for a cause has led her to uncover the hidden truths about cancer research, including important discoveries which were not made public and therefore did not impact the natural history of the disease, simply because they conflicted with the mainstream research agenda. Her avid search has important findings regarding the role of viruses in breast cancer, and she provides an informative summary presented with intelligence and passion, along with a balanced presentation of the facts like a true historian. From Loeb and Lanthrop, with their initial observational studies with mice, to Bittner, Andervont, Huebner, and more recently Baker and Holland. The work of these researchers argues for more funding dedicated to investigating the relationship between viruses and cancer. Maybe the availability of more sophisticated diagnostic technologies and increased awareness of the role of the microbiome in human health finally will shine light on this topic and allow us to find answers to the many questions these scientists have raised over the years. Women with breast cancer deserve to know if there will ever be a preventive vaccine. Dr. Ruddy’s book involves the reader with its accessible language and passionate narrative, showing how profoundly she cares about her patients. A clinician, a woman, and a scientist looking for clues left over more than a century of research, Dr. Ruddy’s book is a must-read for everyone involved in breast cancer.”

—Massimo Cristofanilli, MD, internationally renowned authority on inflammatory breast cancer at Robert H. Lurie Cancer Center, Northwestern University, and author of Nobody Is Listening: Stories of Inflammatory Breast Cancer

“We are deeply engrossed in the research that I’ve pursued for twenty years, exploring a virus in human breast cancer that is a ‘kissing cousin’ of the mouse mammary tumor virus [MMTV], the causative agent for breast cancer in mice. Forty percent of American women who present with breast cancer have this virus in their tumor, but not in the normal tissue of the same breast, which thus excludes genetic inheritance. It is acquired. We are working hard to fulfill the criteria that will prove the virus is indeed the cause of these breast cancers. It keeps me busy and out of trouble.”

—James F. Holland, MD, distinguished professor of neoplastic diseases, Icahn School of Medicine, Mount Sinai, New York

“In due course, one could envision, as the ultimate demonstration of a causative link, a vaccination program in unexposed individuals or prepubescent girls that reduced breast cancer incidence.”

—John R. Mackey, MD, Cross Cancer Institute, University of Alberta, Alberta, Canada

“We see a need for a consistent protocol for the evaluation of IBC [inflammatory breast cancer] clusters focusing on the laboratory investigation of environmental triggers, primarily infectious agents and chemical carcinogens.”

—Paul Levine, MD, The George Washington University School of Public Health and Health Services, Washington, DC

“MMTV is present in human saliva and salivary glands…. These findings confirm the presence of MMTV in humans, strongly suggest saliva as route in interhuman infection, and support the hypothesis of a viral origin for human breast carcinoma.”

—Generoso Bevilacqua, MD, Pisa University Hospital, Pisa, Italy

“A clear gradient of samples positive for MMTV-like sequences with increasing severity of breast cancer has been demonstrated.”

—Caroline Ford, PhD, Prince of Wales Hospital, New South Wales, Australia

“Gestational breast cancers, by definition, are associated with major hormonal changes and hormone responsive elements present in the LTR of HMTV, together suggest a molecular mechanism to explain virus association with hormonally responding tissues.”

—Beatriz Pogo, MD, professor of Medicine and Virology, Mount Sinai School of Medicine, New York, New York

“This needs to be in TED talks!”

—Cindy Sullivan, breast cancer survivor and author of the book Hope, Inc.

“What we have learned about HIV can be applied to isolate the elusive [human equivalent of] MMTV.”

—Luc Montagnier, MD, the Pasteur Institute, Paris, France

“Could a virus be the causative agent for breast cancer, similar to HPV and cervical cancer? In The End of Breast Cancer: A Virus and the Hope for a Vaccine, a strong appeal is made for people to recognize a true opportunity to advance the fight against breast cancer. The author, Dr. Kathleen Ruddy, is easily the most persistent and passionate advocate for the scientific world to pay attention to the mammary tumor virus (MTV) as a causative agent for at least some breast cancer. A woman is diagnosed with breast cancer every 20 seconds somewhere in the world, and a woman dies every minute somewhere in the world. It would seem that the real possibility that at least 25 percent of breast cancer might be caused by a virus would have the scientific world excited, and that organizations like the World Health Organization (WHO) would be working at breakneck speed to unravel the mystery of MTV and its association with breast cancer. In this book, Dr. Ruddy has presented the latest evidence that MTV is linked to breast cancer in mice and that MTV has been found in large numbers of persons with breast cancer. And I appeal to the WHO, the National Institutes of Health of the United States, public health agencies around the world, ministers of health, and the scientific community to give consideration to the genuine possibility that the virus is a causative agent of breast cancer in women, at least some of the time. Cancer nongovernmental organizations must not let this opportunity slip. If we can establish the association between breast cancer and MTV, it would go a far way in developing a vaccine and a treatment and in prevention of a significant proportion of breast cancer. For this reason alone this book is a welcome new addition in the fight against breast cancer.”

—Leslie Ramsammy, PhD, former minister of health of Guyana (2001–12) and former president of the World Health Assembly (2008)
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To my mother, Theresa Garruto Ruddy, who survived breast cancer and much more.


Prologue

Lisa

It was the summer of 1995. I had just finished my fellowship at Memorial Sloan Kettering Cancer Center in New York City, and had been recruited by Cancer Treatment Centers of America to create a breast service for the Clara Maass Medical Center, a hospital located in New Jersey. After four years of medical school, five years of surgical residency, and a wonderful year in New York City, I felt that I was ready to take the helm as a breast cancer surgeon and call myself an expert.

One of my first patients, whom I’ll call Lisa, was a thirty-four-year-old single mother with three small children. She came to ask my opinion about a lump she had found in her breast six months before. The lump had slowly increased in size during this time, and had become distinctly painful in recent weeks.

I opened my practice right around the time Lisa could no longer convince herself she had nothing to worry about. When she saw an advertisement in the local newspaper for the new breast service at Clara Maass, a hospital close to where she lived, she made an appointment to see me for a second opinion. I will never forget seeing her for the first time. My office was brand new; I think I had four patients scheduled that day. Lisa was sweet and pleasant, her story a little concerning. But when it came time to examine her breast, I was shocked at what I saw. One look was all it took to convince me that Lisa had very advanced breast cancer: the lump in her breast was the size of a lemon, and the lymph nodes under her arm were bulging with tumors. I asked Lisa to explain to me in detail the history of the lump.

When Lisa first discovered the lump, she went right to her gynecologist. The doctor examined her and ordered a mammogram. When Lisa got to the imaging center, the radiologist suggested a breast ultrasound also be done, which it was. But rather than give Lisa a follow-up appointment there and then, the doctor said she would call with the results of the mammogram and they would then decide what, if anything, needed to be done next. But the doctor never called back. And so Lisa assumed what she dearly wanted to believe, that she was fine and had nothing to worry about.

She reiterated that no call back was made and no follow-up appointment was suggested or made. All of this seemed quite odd. I told Lisa to get dressed and meet me in my office, and then I asked my secretary to track down the mammogram and ultrasound reports. It didn’t take long for the faxes to arrive, and when they did, I was even more perplexed. The mammogram was perfectly normal, as is often the case in young women. Normally, young women have dense breasts, and this makes other dense masses (like breast cancer) more difficult to see. But the ultrasound was very suspicious. It clearly showed the lump in all its nasty glory. It was taller than it was wide, and sported irregular, spiky borders—a sign that it was invading the normal tissues around it. The radiologist concluded that the mass was “suspicious for malignancy” and he recommended a surgical consultation and a biopsy.

Lisa and I sat down and I explained that her mammogram was completely normal although the ultrasound had visualized the lump quite clearly. I told her that because six months had passed, it would be a good idea to repeat the tests to see what, if anything, had changed. I explained that I thought she would need a biopsy but that this would be scheduled only after I had reviewed the new films and discussed the results with her. I knew Lisa’s world was about to shatter into a million hard-to-pick-up pieces, and so, without alarming her, I reassured her that we would get to the bottom of what was going on. I asked my secretary to make the appointments for Lisa’s repeat mammogram and breast ultrasound, and asked Lisa to return to my office three days later. I also asked her to bring all her films when she came back so that I could assess how fast her tumor had grown in half a year.

As soon as Lisa left, I called her gynecologist to introduce myself and discuss the case. It was only during our conversation that the gynecologist became aware that the mammogram and ultrasound reports that she had ordered six months before had been filed away in Lisa’s chart without her knowledge. She was horrified and immediately stricken with remorse. It was an agonizing few minutes as we pieced together just what had happened. All the while I could hear the doctor rifling through Lisa’s chart, frantically seeking a reasonable explanation for the misfiled reports, muttering helplessly about the dreadful mistake that had been made. Unfortunately, this simple clerical error, probably made in the middle of a chaotic day in the office, led to a delay in diagnosis of a breast cancer that might cost Lisa’s children their mother. To make matters worse, Lisa was a single mother. Her physically abusive husband had left her, returned to the Philippines, and refused to provide support for her or the children. Lisa worked as a secretary, had no health insurance, and had no immediate family living in the United States.

Lisa was young and otherwise healthy, and that was a great advantage. But she had an aggressive, advanced, and untreated breast cancer, and that was not so good. She was going to need a great deal of treatment to roll back the damage—aggressive treatment sufficient to meet the aggressive nature of her tumor. But more importantly, Lisa and her children were going to need emotional care and financial support.

I performed the biopsy the following week. The pathology report confirmed our fears. Lisa’s cancer was aggressive and advanced. But further tests indicated that the tumor was confined to the breast and lymph nodes, and had not spread elsewhere in her body. Lisa’s tumor was stage 3, which meant she had a fighting chance. Like so many patients, Lisa embraced her fate with courage and resolve, and pressed on with a grace and fortitude normally reserved for saints.

Due to the advanced nature of her disease, the expert team at the breast service recommended that Lisa’s treatment begin with chemotherapy. Hopefully, this would shrink the tumor quickly and allow us to observe how it responded to the drugs. After four months of chemotherapy, Lisa would have surgery and then radiation therapy to the chest wall to help reduce the risk for local recurrence.

The chemotherapy worked well, but not completely. Lisa’s tumor shrank to about half its original size. But over the course of four months of treatment, the swollen lymph nodes disappeared entirely. Her surgery went well. There were some cancer cells detected in the mastectomy specimen, but the lymph nodes were negative for tumor. Lisa chose to delay any reconstruction because she would be receiving radiation therapy. She decided to limit surgery as much as possible until her treatments were complete and she felt fully recovered from her ordeal. Lisa remained stoic and brave throughout it all, working on the days that she wasn’t actively involved in one form of treatment or another.

Six months later, Lisa slowly began to regain her health, and her hair grew back. Fortunately, the charity care program then in place at the hospital paid for all of Lisa’s medical expenses, so she didn’t have to labor under that great burden, too. Throughout the remainder of that year and well into the next, Lisa did just fine. I saw her every three months, as is my routine, and always found her cheerful, optimistic, healthy, and grateful for her care.

But then one day, Lisa showed up in my office before her next scheduled visit. I knew something must be wrong. I braced myself as Lisa described the new pain she felt in her ribs. She winced when she raised her arms to unbutton her blouse to show me where it hurt. She could hardly lie back on the exam table because of the pain. I felt her abdomen and found her liver enlarged—filling up with tumor. There was no evidence that the breast cancer had returned under her arm or along her surgical scar, but it was clear the cancer had now set up shop in her bones and abdomen. I told Lisa we would figure out exactly what was wrong and do our best to fix it. She left my office noticeably less upbeat than usual: she knew.

X-rays and scans confirmed that Lisa’s breast cancer had spread to her bones, lungs, and liver. When I saw her two days later, I explained to her that radiation therapy could help reduce the pain. And it did. This was a huge relief, for she needed to get back to work. I suggested she apply for disability and assured her it would be granted speedily, which it was. I also told her that I would consult with her oncologist to see what other treatments (in other words, drugs) could be used to help control the new tumors that were springing up like dandelions around her body. The oncologist placed Lisa on a more toxic, but, unfortunately, less effective chemotherapy. The tumors grew more slowly, but didn’t go away. A few months later, new tumors started to appear and the old ones began to grow again. Lisa began to lose weight. She had no appetite. Her abdomen and feet began to swell. She was increasingly fatigued. In fact, preparing meals for the children totally exhausted her. At this point, I was seeing her every week. I didn’t know how much time was left, but it didn’t seem like much.

One day, Lisa showed up in my office unexpectedly. She sat on the edge of the examination table and leaned forward to get closer to where I stood in front of her. With one thin, pale hand she clutched the hospital gown across her sunken chest. With the other hand braced beside her, she kept her body steady and upright. Her head and neck collapsed between her shoulders like a turtle about to retreat inside its shell. She pushed her face into mine and whispered in a barely audible voice that still echoes down the years. Her oncologist had informed her, “There is nothing more I can do.” Lisa was terrified, and she began to plead with me, “Isn’t there anything you can do, Dr. Ruddy? Please, I have three children. I am all they have.” These words and the recollection of them haunt me to this day.

Medical schools are very good at teaching doctors how to diagnose and treat disease. I have the books and the grades and the awards and the certificates to prove it. Residency training consolidates this immense body of knowledge, augmenting it with clinical application to flesh-and-blood patients. As a medical student, you learn about blood pressure. You learn about what can go wrong and why. You learn the doses and the side effects. When you find yourself with a patient with high or low blood pressure, you ask yourself, “How do I fix the problem? How do I do it without harming the patient, killing the patient, or making the patient hate me for it?” There are thousands of diseases, thousands of drugs, countless procedures, and millions of patients to treat over the course of a medical career. And always the principles remain the same: know as much as possible, do the best you can, and try to improve your skills year by year.

Unfortunately, neither textbooks nor mentors have much to say about what to do when there are no more treatments, no more tests, no more procedures, and no more medications to be given—in short, when there’s nothing more that can be done. When the last cut is made, the last drug is given, and the last wound is dressed, the last gesture is too often a brief dismissal cloaked in the statement, “There’s nothing more that can be done.” It’s sad but true: when death is imminent, doctors tend to pack their bags and bid farewell. After all, the emphasis in medicine is what and when and how to treat disease. The American College of Surgeons’ ACS Surgery (sixth edition), with its seven editors and 308 contributing authors, confines its discussion of death to (1) how to define it, and (2) how to declare it—neither of which is particularly useful when patients like Lisa still need a great deal of help. These are human beings who may have come to the end of medicine, but they have not come to the end of their lives. More than ever, they need our care.

Indeed, there’s much that can be done when death approaches. Kindness, tender support, and simply spending time with the patient are critically important and much appreciated. I didn’t learn this from books; I learned it from my family, by example. And it’s a good thing for my patients that I did.

I told Lisa that I would see what I could do to help. Knowing that she was eager to avail herself of any opportunity to prolong her life, I called her medical oncologist to ask if he knew of any clinical trials in the area that might be appropriate for her. He said, “No, there is nothing suitable.” I told Lisa that I would continue to make inquiries at other research institutions in the New York area in case any new investigational drugs became available. Then I gently approached the most delicate subject of all: What plans had she made for the care of her children? Lisa told me that she had “not gotten that far.” She was simply unable to face the nightmare of leaving behind three essentially orphaned children. I told her I would help her sort it out and suggested we meet with the hospital social worker right away to get her advice. Then I met with the other members of the breast service to review Lisa’s case.

By using a team approach, the members of the breast service were able to draw on their multiple resources and perspectives to find a sensible solution. As Woodrow Wilson once said, “I not only use all the brains I have, but all the brains I can find.” In the end, we helped Lisa arrange to have her extended family in the Philippines take custody of the children. Her children were counseled, supported, and prepared for her untimely passing. Although it was a tragedy unfolding, it was not kept secret from the children, thereby avoiding an unexpected shock. Lisa was made comfortable and pain free. The hospital finance department forgave the remainder of her medical bills. Lisa reached out to the pastor of her church who gave her enough money to get her through her final days. By working together, we were able to relieve a great part of Lisa’s suffering. She died three weeks later. Her children are all now grown.

This deeply troubling case blew across my young career like a sudden gale at sea, and it steered me in a different direction from where I thought I was headed—from striving for a cure to looking for the cause. Lisa’s ordeal—and mine, too—left me wondering as never before, why did this woman get breast cancer in the first place?

Like the majority of women with breast cancer, Lisa had no risk factors—none! There was simply nothing to explain her tumor but chance; and chance is not much of an explanation, is it? At the time, the causes of breast cancer seemed like a mystery parked on the dark side of the moon. Breast cancer had been made popularly notorious—tied up in endless pink ribbons, bound up in races, dances, stands, and walks, and aligned to any item (including porta potties) painted pink. But the truth of this disease is buried in a mass of grim statistics, along with nearly half the patients, for the overall survival rate for women with breast cancer around the world still hovers around 50 percent. To put a very fine point on this dreadful data, consider this: a woman is diagnosed with breast cancer somewhere every twenty seconds, and another woman dies every minute—each one falling like a leaf from some enormous tree.

***

I first learned of the breast cancer virus in February 2007. It happened quite by accident. Kenneth A. Blank, MD, a radiation oncologist who was a member of the breast service at the Clara Maass Medical Center where I worked, had attended a breast cancer review course in New York City that January and brought the handout to our weekly meeting. He handed it to me with a knowing smile, for he knew I read everything I could get my hands on. I accepted the gift gratefully, with an equally knowing smile. Ken mentioned there was something in the handout about a breast cancer virus. I thought, What?

When I scanned the document during the meeting, I found two PowerPoint slides presented by James F. Holland, MD, at the San Antonio Breast Cancer Symposium in December 2006 about a breast cancer virus—something I had never heard of and never dreamed existed. When I got home that night I read the handout more closely, but because it was just a brief summary and two slides, there wasn’t much to learn from it.

The next day I asked Arlene Mangino, my hospital librarian, to pull the entire paper Dr. Holland had presented in San Antonio so that I could study it more thoroughly. I also asked her to pull anything else that he had written on the subject. Surely, I thought, this couldn’t have been his first and only paper about the breast cancer virus? Just before I left the library to return to my office—more as an afterthought than a plan—I asked Arlene to conduct a complete literature search about this virus. I reasoned that other scientists might have written a paper or two on the subject, and I wanted to have as much information as I could reasonably gather as I set out to learn about this most unexpected thing—a breast cancer virus!

I was confident that Arlene would probably unearth a handful of articles, and that I’d be able to polish them off in a few hours. I was sure I’d be brought up to speed with the amazing discovery of this breast cancer virus in no time at all. And while I waited for Arlene to get back to me with her literature search and all the articles, I mentioned the virus to everyone I saw over the next few days. No one had heard of it either. Everyone was surprised to discover that such a thing existed.

When Arlene appeared in my office a few days later with a stack of articles two feet high, I was shocked. The first article about the virus was written in 1936. I wondered how there could be so much published material going back decades on a subject as important as this, and I had never heard of it before. Then I panicked. Had I fallen asleep during a lecture about this virus? Had I missed reading about it in one of the many breast cancer textbooks that line my shelves at home and work? Had I failed to pay attention during some discussion with my colleagues? I immediately checked my textbooks for references to the virus. Nothing. No citations anywhere. I felt relieved, but not by much. I glanced at the stack of papers piled high on my desk and got to worrying all over again. Never mind the data: What was the history behind this research? Why had it only recently come to the surface at San Antonio? Clearly, I had a lot to learn.

At that point, I thought the best thing to do was to put the articles in chronological order so that I could better follow the logical progression of the research on the breast cancer virus, and I would try to ferret out the political history that had shrouded it later on. I started reading the articles and kept at it for about a month until I finally got to Holland’s paper, published in 2006. It was quite a slog, but the more I read, the more intrigued I became. Meanwhile, I was also in the middle of an exceedingly demanding master’s program at McGill University in Montreal and was busy traveling the world, creating an international breast service, and preparing my research thesis. I was still running the breast service at Clara Maass, too. Between patients, before bed, on planes, in trains, and during holidays, I read everything I could find about the breast cancer virus. Invariably, I would read one paper and then ask Arlene to pull the references cited in that article. It was like pulling threads on a Persian carpet. There were more and more papers to read, and the more I read, the more I wanted to know.

The pile of articles grew like a beanstalk. The more I read, the more alarmed and passionate I became about this subject. It took me a while to put the pieces together, but eventually it became clear that research on the breast cancer virus had been shunned by mainstream medicine for the better part of forty years. It had been thrown overboard by skeptics and activists in the War on Cancer, its feet sunk in cement by proponents for the “cure.”

After reviewing the world’s literature on the breast cancer virus, I approached the Susan G. Komen for the Cure Foundation. I felt sure that Komen, the largest breast cancer philanthropy in the world, would be interested in supporting research on the breast cancer virus. We met in Summit, New Jersey. I offered their representatives my credentials and told them about the breast cancer virus. They had never heard of it and seemed as interested as me in helping to get this research back into high gear. The women assured me they would bring the virus to the attention of Komen’s executives and scientific advisory board, and they further assured me they would get back to me right away. But I didn’t hear a thing. So I called them six months later, and we met again. They were just as warm and welcoming the second time around. Really, they couldn’t have been more pleasant or seemed more interested in what I had to say. Again, they promised to be in touch, and once again I never heard a word from them. After another month of waiting, the words often attributed to W. C. Fields came to mind, “If at first you don’t succeed, try again. If you fail the second time, give up. There’s no point in making a fool of yourself.”1 Unfortunately, I felt I would have to give up on Komen. I had no intention of giving up on the virus, however. (Note: From time to time, the Susan G. Komen for the Cure Foundation has provided some modest grant support for research on the breast cancer virus. But their representatives in Summit were not aware of this when I approached them in 2008.)

A few months later, as I was finishing my master’s program at McGill and wondering what I would do with my expertise as a breast cancer surgeon and my new degree, I began to reflect on what was the next best thing to do. I thought, I’m a breast cancer expert. I’m an international health care leader. Why don’t I create a foundation whose mission is to understand the causes of breast cancer and to use that knowledge to prevent the disease? Yes, that’s exactly what I’m going to do. And while I’m at it, I’m going to see what I can do to bring more attention to the subject of this breast cancer virus.

After arriving at this decision, I called my attorney, Jeff Pompeo, and told him I wanted to create a breast cancer foundation focused on prevention, one that could bridge the gap between the cure and the causes of the disease. In April 2008, we filed the necessary papers to obtain a 501(c)(3) nonprofit status from the IRS for the Breast Health & Healing Foundation. Its official mission is as follows: “To discover the specific causes of breast cancer and use that knowledge to prevent the disease.” The paperwork was the easy part. The hard part—something quite new to my repertoire—was to figure out a way to raise awareness and money for research on the breast cancer virus.

According to my back-of-the-envelope calculation, less than $100,000 a year (of the hundreds of millions of dollars spent annually on breast cancer research) was given to scientists who were working to identify the human breast cancer virus. How can I change this sad arithmetic? I wondered. Well, I didn’t know anything about raising money, but knew how to write—it had been my first love in college. So I created a blog and began to write about the primary prevention of breast cancer, and I emphasized the importance of supporting research on the breast cancer virus.

That certainly got some attention. My blog has since won two awards, and if you do a Google search on the breast cancer virus (a.k.a. the “pink virus”) you will find my name and website mentioned. But that wasn’t enough. More women needed to know, not just those who poked around on the Internet and found their way to me. I held two summits on Capitol Hill about the virus. I cosponsored another summit in New York City with the help of the Harvard School of Public Health and Loreen Arbus of the Arbus Foundation. I made this project my “Commitment to Action” for the Clinton Global Initiative. I made a public service announcement about the virus, a short documentary film (It’s Time to Answer the Question) that was nominated Best Film of the Year 2010 by Rethink Breast Cancer, a Canadian breast cancer foundation. And then I thought, I must write a book about the virus. Women need to know!

My goal in this book is a simple one: tell a good story that will draw enough attention to this research that scientists who are working on the breast cancer virus can get the money they need to finish their work. You see, I believe that answering the question “Does a virus cause breast cancer in women?” has the potential to change the life of every woman on the planet. If scientists were to prove that this breast cancer virus is responsible for a large portion of human breast cancer, it would change our entire approach to the disease. The “Pure Cure—Prevention”2 could begin in earnest. Scientists could screen women to identify those who are infected with the virus and are therefore at an increased risk for breast cancer, just as we now screen women for the human papillomavirus (HPV) that causes cervical cancer. Scientists could design interventions, like antiviral medications, to reduce the risk for breast cancer in women who are infected, just as patients who are HIV positive are given medication that prevents them from developing full-blown AIDS. Doctors could identify breast cancer survivors whose tumors were caused by the virus and develop specific therapies to reduce their risk for recurrence and death. But we can’t do any of this until the investigations are complete and the proof is in.

Yes, we can continue to fight the War on Cancer that President Richard Nixon launched in 1971 in the same fashion and with the same entrenched rules of engagement that have prevailed for the last forty years: diagnose, treat, and work hard for a cure. Patients have been and will continue to be thankful for everything doctors can do to help them in their fight, and they will be forever grateful when the treatments they subject themselves to deliver a durable cure. Our great scientists can continue to make incremental and occasionally impressive advances in the way cancer is diagnosed and treated, even though the unremitting rise in the number of new cases will soon be a burden that no country, not even the wealthiest, can afford.

All of these converging activities have made a huge difference in the lives of patients over the past four decades, and, no doubt, they will continue to do so. But it’s simply not enough. If a large portion of breast cancer is preventable because it is caused by a virus, then wouldn’t we be better served if the leaders of breast cancer philanthropies and directors of the relevant government agencies moved more definitively toward the “Pure Cure” (i.e., primary prevention of breast cancer) by taking deliberate, forceful, and committed steps to provide the money necessary to complete this research? I can’t help thinking so. Surely, Lisa and millions of other women like her would have given anything to have been spared their early, tormented deaths, if not for themselves, then certainly for the sake of their children.


Chapter 1

The Immortal Renegade

On a beautiful, warm September morning, two women, each thirty years old, wake up happy and well. One woman jumps out of bed, takes a shower, and while soaping up, finds a small lump in her breast. The other woman wakes up early and begins her day by having sex with her husband. He finds a similar-sized lump in her breast, briefly recoils, and then points it out to her. She feels it, too. And thus, three more people who have long assumed that breast cancer is something that happens to other people immediately begin to flounder in an undertow of dread.

Both women live in the same town, and both happen to share the same gynecologist—we’ll call her Dr. Jean. The women keep themselves busy doing household chores until Dr. Jean’s office opens. At precisely 8:00 a.m., they grab their smartphones and dial Dr. Jean’s office. The receptionist who answers is kind and accommodating, even though she has just walked in the door herself, has five other calls on hold, and is texting her son to make sure he got off to school with his lunch that day. The receptionist has been with Dr. Jean for twenty years, she knows both of these women well, and she is more than familiar with the high anxiety that is now washing over them. She squeezes them into Dr. Jean’s schedule for the next day and promises to call right away if there is a cancellation that would allow them to come in sooner. The women are grateful, but not in the least relieved. They spend the rest of the day, and most of the night, in a fog disguised as a flurry of hyperactivity: all the laundry is done, groceries are purchased to last two weeks, the bills are all paid and the accounts brought up to date, clothes are taken to the cleaners, stamps are purchased at the post office, and magazines are sorted and discarded.

When the women arrive for their appointments the following morning, they are quick to tell the nurse that they’ve “never had anything like this before,” as if this statement is a sound argument for why it shouldn’t be there now. They say they are “in perfect health,” but they know their “perfect health” is no longer the case the way it was two days ago. They add, in a tone bordering on defiant, “No one in my family has breast cancer,” as if that should exempt them from such a fate. Sadly, approximately 70 percent of women diagnosed with breast cancer in the United States have no family history; but most women don’t know that. They think that breast cancer runs in families (which it does) and that families without a history of breast cancer remain outside the danger zone (which they do not).

The nurse understands what they’re trying to say: “This can’t be happening to me.” She nods and jots down other information, particularly the details of exactly when and how they discovered the lump. She patiently nudges them in the direction of the important details she knows Dr. Jean will be interested in: pain, skin changes, nipple discharge, last menstrual period, and method of birth control. The women say that the lumps are not painful. There’s no history of ovarian or colon cancer in the family, which, if present, would indicate an increased risk for breast cancer. The women started their periods when they were twelve years old and have had regular menstrual cycles ever since. They have never used birth control pills. They’ve never been exposed to radiation therapy (another important risk factor for breast cancer). They have had one pregnancy each, naturally conceived, and delivered a healthy child (male) at full term. Their boys are five years old and have just started kindergarten. They show the nurse photos on their smartphones of the children on their first days of school. One of the boys thought his mother would take a picture of him every morning before school, and was surprised to learn she wouldn’t. The nurse asks the women what their boys want to be for Halloween. The answer is the same: Power Rangers. Both women nursed their babies for several months and had no problems doing so.

The nurse continues with her inquiry: The women don’t smoke and never have. The women both drink a glass or two of wine per week, mostly white. The nurse asks them if they exercise. Yes, one woman attends the Bar Method twice a week; the other woman walks three miles every morning after she drops her son off at school. Both women are stay-at-home moms who look forward to going back to work someday, though not yet. The nurse asks them about contraception. One woman is trying to get pregnant: she’s the one whose husband found the lump the previous morning. The other woman hasn’t decided if and when she’ll have another baby. For the time being, her husband is using condoms.

The women are both white, college educated, and come from European stock—a mixture of German, Irish, and English heritage. Other than the fact that these women enjoy an occasional glass of wine (which increases the risk for breast cancer only slightly if consumed at the rate of one to two glasses per week), there’s not a single significant risk factor for breast cancer to be found anywhere—except that they are women and breast cancer is the most common female malignancy in the United States and every other country around the world.

The nurse records their weight and takes their vital signs. Yes, they seem to be in perfect health. She records this information using electronic medical record (EMR) software and then leaves the room saying, “Please take off your top and bra, and put on this paper gown so that it is open in the front. The doctor will be right in.” Both women know what that means—another 15 minutes, at least. Each woman sits on the edge of the examination table, wrapped in a paper camisole the size of a pup tent, and tries to remain calm, but cannot. The EMR computer screen stares back at them from across the room, their personal data splayed out with the harshness of a roadside billboard. The real story—the bewildering ordeal these two women and thousands more that day must endure—cannot be captured or recorded in data entries on monitors or tablets. Their stories need to be told in words, but words fail them now. It’s as if their minds are fogged in with worry, so nothing now seems clear.

The women perch like birds on the edge of the examination table, watchful and alert. They hear voices from staff, patients, and other doctors moving in brisk steps back and forth along the linoleum corridor. They listen to the sounds of doors opening and closing in asynchronous disharmony. Occasionally there is a raised voice or a loud shout down the hallway meant to get the attention of a doctor who’s needed on the phone. Then, at last, there is the quiet rap of knuckles on the door and in walks not Dr. Jean, but someone else. Someone new.

Dr. Jean has hired a physician assistant (PA). She introduces herself as Mrs. Holt and then reviews the medical history, with particular attention given to the history of the lump. She examines the women’s breasts thoroughly and gently. The breasts are symmetrical: nothing is out of shape or distorted in any way, either when the patients raise their arms or when their arms are at their sides. There are no skin or nipple changes noted. Each woman’s lump is easily felt and measures 1.0 centimeter across—about a quarter inch, the size of a hazelnut. The lumps are firm. One lump is fixed to the surrounding breast tissue—that is, it seems tethered to the breast itself. The other lump moves freely, as if it were a lost marble that rolled into the breast one day. There is no evidence of infection in the breast: no redness, no warmth, no skin dimpling. The women don’t feel any pain when Mrs. Holt presses down on the lump or the surrounding tissue. There is no enlargement of the regional lymph nodes—those under the arm or the ones that are located just above the collarbone. There is no abnormal nipple discharge. And so, with the exception of the lump, everything seems normal. Mrs. Holt reassures each patient, explaining that Dr. Jean will see them on the next visit, and gives them prescriptions for a mammogram and a breast ultrasound. She asks each woman to return to the office to be seen by Dr. Jean the following week.

Both women are given prescriptions for “diagnostic” rather than “screening” mammograms. There’s a big difference between the two types of tests. Screening mammograms are ordered when there are no breast abnormalities, the patient is over the age of forty (or because of family history is deemed to be at high risk under the age of forty), and the objective is to look for radiographic hints of a clinically occult breast cancer (that is, a cancer that is too small to be felt on physical examination). Diagnostic mammograms are ordered when something about the breast is found to be abnormal. They usually involve additional views—images taken from different angles—if needed. Because these two women definitely have something wrong—lumps in their breasts—they need diagnostic mammograms, not screening mammograms. Mrs. Holt, the PA, also orders breast ultrasounds. Breast tissue in young women is normally quite dense. A breast mass such as a lump, which may itself be dense, is not easily seen on a mammogram against a background of breast tissue that is already dense. A breast ultrasound, on the other hand, is far more likely to visualize a lump, even one surrounded by dense breast tissue. Breast ultrasounds are particularly good at distinguishing a solid mass (no fluid present) from a cyst (fluid present). On occasion, a breast mass may consist of both solid and cystic components, in which case it is referred to as a complex mass.

Each woman is able to schedule her mammogram and breast ultrasound that week. Both mammograms are completely normal. The breast ultrasounds, however, clearly show the lumps; and both are solid. Each measures a little less than one centimeter, in keeping with the size of the lump measured in the doctor’s office.

The women return for their follow-up visits the next week, each arriving early, and with a list of questions she’s collected from friends, family, and the Internet. The women are put into examining rooms again and told that the doctor “will be right in.” Twenty minutes later, Dr. Jean comes in. Her calm and pleasant manner is reassuring.

She reviews the EMR, examines the patient herself, and discusses the results of the tests. She explains that the next best step is to perform a biopsy. She tells them that there are two ways to do a biopsy. With a needle, in which a small sample of the cells from the lump will be removed and examined under the microscope, or in the operating room, in which case the lump will be removed entirely and then examined under the microscope. Both women say emphatically, “I want it out.” Dr. Jean refers them to a breast surgeon in town—Dr. Glenn, a woman who, fortunately, has done a fellowship and has been in practice for ten years. Dr. Jean says she is very good.

Back at the front desk, the women ask the receptionist to call Dr. Glenn’s office and arrange for the next available appointment. Yes, the breast surgeon can see them the following week. Another week of waiting. Solid lumps in their breasts, and another week of waiting. It’s excruciating, the uncertainty. The worry is a crushing burden. Pink, the color of sweet femininity, is not the color that resonates with them during this anxious travail. Perhaps gray like fog would be a better choice.

Dr. Glenn repeats the history and physical examination all over again. She reviews the mammogram and ultrasound, puts them up on her view box, and points out to each patient what she sees and what it means. As requested, Dr. Glenn removes both lumps in the operating room the following week. (Another week of waiting!) The same pathologist, a specialist in diseases of the breast, reviews the slides for both patients. Two sleepless, nail-biting days later the women return to Dr. Glenn’s office to have their wounds examined, their dressings changed, and to learn the results of the pathology report.

The husbands, who were not able to come for the initial consultation, made it to the hospital when their wives had their biopsies and now accompany their wives to Dr. Glenn’s office for the postoperative visit. The verdict will not be rendered to just two women; it will be handed down to two families and many friends. The husbands lean against the wall in the examination room, beneath a row of handsomely framed medical certificates. The men are mute and awkward.

Dr. Glenn begins by smiling encouragingly at the first patient and her husband, and gently lifts the bandage to check the wound. The incision is healing nicely, and there are no signs of infection.

Dr. Glenn then tells the first woman that the results of her biopsy were just fine. “Your tumor is benign,” she says. “It’s completely gone and it won’t come back.” Everyone smiles with relief. The patient takes her first full breath in weeks and exhales a world of worry. The world is radiant again, and she’s glad. She can walk out of the doctor’s office and resume her life. Her husband looks even more relieved than she. They reach for each other and exchange a kiss of sweet affection and deep relief.

Later that day, Dr. Glenn has the unsettling task of going through the same post-op motions, but with a different twist. Instead of glad tidings, Dr. Glenn has to tell the second woman and her husband that she has cancer. Dr. Glenn puts it to her in a quiet, gentle way: “When the pathologist looked down the microscope, he saw cancer cells.” These words are crafted carefully, not to minimize the diagnosis, but to place the emphasis on the cells in order to create distance, a neutral vantage point from which the patient can delve deeper into her new reality without falling into the abyss of the diagnosis of cancer. Dr. Glenn’s wordsmithery is designed to soften a horrible blow and allow the devastating information to penetrate slowly into the patient’s psyche like a sponge absorbing water rather than like a sharp rock landing on her head. The husband, who stands by casually with one shoulder resting against the wall as he checks his phone for texts and emails, goes from mute to motionless when he hears the news. Dr. Glenn remains calm, standing easily by the patient’s side as if she had nothing else in the world to do other than remain there indefinitely to provide comfort and support. Neither the patient nor her husband has much to say. Dr. Glenn says she will meet them in her office across the hall so they can sit and talk about the diagnosis further. This short interval alone, as the patient gets dressed and her husband helps her gather her things, gives the couple time to gather their thoughts, get their bearings, regain their strength, and search their minds for the most important questions that immediately come to mind.

***

What is cancer, exactly? What did the pathologist see when he peered down his microscope that told him: “This patient’s lump is fine—it’s benign” or “This patient’s lump is not—it’s cancer”? What, exactly, are the distinguishing characteristics that differentiate benign tumors from those that are malignant? More importantly, what are the consequences that follow from these all-important differences?

Let me begin by addressing two common misconceptions about benign versus malignant tumors: one having to do with pain and the other having to do with the rate of growth. First, while it’s true that malignant tumors tend to grow more quickly than benign tumors, this is not always the case. Several years ago, a doctor sent me a patient, an elderly woman, who had a small mass on her mammogram that he and the radiologist had been “keeping an eye on” for five years. The referring doctor, an internist, told me that the patient’s breast exam had been perfectly normal on every occasion. The radiologist thought the spot on the mammogram looked benign and suggested a “watch and see” approach. As recommended, the mammogram was repeated six months later. The spot remained the same and continued to look entirely benign. The patient’s mammogram was repeated faithfully every year for the next four years. And for the next four years, the spot didn’t change a bit.

One day five years later, the patient felt a lump in her breast. She called her doctor and was seen immediately. The doctor examined the patient, recorded the size of the lump (three centimeters, about the size of a walnut), ordered a diagnostic mammogram, and sent the patient to see me right away. When I examined the patient, it seemed that her lump was located in the general vicinity of the spot on her mammogram, the one that had remained stable and benign in appearance for so many years. The diagnostic mammogram revealed that the spot had grown and no longer looked benign, it looked like cancer. A big cancer. The lymph nodes under her arm were enlarged and filled with tumor, too. Naturally, everyone was upset—the doctor, the patient, and the radiologist. Upset is probably too weak a word; crazed would be more accurate.

OEBPS/Images/half.jpg
THE END OF
BREAST CANCER





OEBPS/Images/title.jpg
THE END OF
BREAST CANCER

A Virus and the Hope for a Vaccine

KATHLEEN T. RUDDY, MD

il

Skyhorse Publishing





OEBPS/Images/cover.jpg
“A must-read for everyone involved
in breast cancer”

ameamenge - THE
END

OF
BREAST
CANCER

AVirus and the

Hope for a Vaccine

KATHLEEN T. RUDDY, MD





