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Case /11: A.P. 

Thirty-one year old white woman who presented for evaluation of a "lump" 
in her left breast which she identified while showering. Except for the anxiety 
generated by the discovery of the mass, she was asymptomatic and had a negative 
review of systems. The patient had been conscientious about health care and had 
regularly visited her gynecologist as well as her internist for annual examina­
tions, the most recent visits having been within the previous 3 months. Physical 
examination revealed a 1 em mass in the left breast located in the lower outer 
quadrant approximately 2 em from the nipple. The remainder of the examination 
was within normal limits. 

I. Magnitude of the Problem: 

Accounting for approximately one-fourth of all cancers in women, the cur­
rent age-corrected incidence rates in the U. S. are approximately 75 per 100,000 
white women and 58 per 100,000 for black women, with the rates in the Dallas-Fort 
Worth area being 69 and 57, respectively (1, 2, 3). 

2. Average annual age-adjusted incidence rates per 
100,000 popuiation for breast cancer and selected 
tumors of the female genital tract for white and 
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Excellent data have been serially compiled by the State of Connecticut 
over the past 4 decades denoting an increase in incidence in breast cancer 
which appears to have leveled off during the past decade (4). 

Greater significance to the clinical approach for any given woman with 
carcinoma of the breast focuses upon the survival data accumulated over the 
past decades. As the most common cause of death in women in the age range 
39-54, the death rate has changed little, if at all, in the past two decades 
(4, 5). This is particularly clear when the data are appropriately expressed 
in terms of "relative survival rates" adjusting for "normal" mortality (5): 

-- -- -- - - - ------ · -------------

tenlate breast: A 
relative survival rates for patients diagnosed 1940-69 

ALL STAGES LOCALIZED REGIONAL 

1940-49 1950-59 1960-64 1965-69 1940-49 1950-59 1960-64 1965-69 1940-49 1950-59 1960-64 1965-69 

J~ : !%~~ :i - ~1:~~~: >:i~l ,~<:~~K -~(~~i:~~ ;·---~~:2 ~;~~~1 ~ :~~~~(i ~~J.~;~~~~~~~~.:~jJ~~ 
3-year 63% 71% 73% 72% 86% 89% 91% 91% 56% 65% 67% 68% 

5-year 53 60 63 78 83 84 42 51 53 

10-year 40 48 67 73 28 35 

15-year 34 43 59 68 23 29 

Such an expression permits meaningful comparisons of the survival experience 
of groups of patients that differ with respect to sex, age or calendar period of . 
obse~vation. It is defined as the observed survival rate to the expected rate 
for a similar group without cancer of the breast (5). This expression permits an 
evaluation of fate of patients at different ages. The evidence from such data 
indicates that the mortality risk associated with cancer of the breast is fairly 
constant with respect to age (5). 

In general terms, then, we can estimate approximately 90,000 new cases of 
cancer of the breast in women- this year with 32,500 deaths in the U. S. This 
translates to approximately 1,000 new cases in the Dallas-Fort Worth area. 
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II. Projection of Risk Factors: 

The high incidence and prevalence of breast cancer in women, the vary­
ing incidence in different parts of the world and the obvious hor~onal implica­
tions have made this lesion a ripe arena for epidemiologic exploration. Such 
studies are not only relevant to the given patient with a suspected lesion but 
have been projected as the bases for screening of the asymptomatic woman. 

Reasonably relevant variables have been compiled from the data in a 
variety of studies (6-11): 

Table I. Variables Associated with Risk of Female Breast Cancer 

Age 
Race 

Variable 

Ethnic group 
Marital status 
Number of pregnancies 
Duration of breast feeding 
Age at menar che 
Artific ial menopause 
Benign breast disease 
Family history of breast cancer 
Socio-e conomic status 

(Ref. 6, 7) 

Risk of Breast Cancer 

Lower 

Young 
Oriental 
Gentiles 
Married 
More 
Longer 
Later 
Present 
Absent 
Absent 
Lower 

Higher 

Old 
Caucasian 
Jews 
Single 
Fewer 
Shorter 
Earlier 
Absent 
Present 
Present 
Higher 
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Table II. Characteristics of HIP Study Women and Relative Risks of Breast Cancer 

Characteristics 

Never married versus married 
1 to 2 pregnancies versus 3 or more 
Age at menarche, under 12 versus 15 or over 
Aggregate years of menstrual activity 30 years or more 

versus less than 30 years 
Breast conditions, 1 or more versus none 
Sisters - one or mor~ with breast cancer versus none 

(Ref. 8) 

Relative Risk 

of Breast Cancer 

2.3 
2.0 
1.7 

1.4 
3.1 
1.9 
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A pattern of epidemiologic risk factors has emerged from a variety of 
family studies (12, 13) and can be broadly generalized (14): 

Table III. Who is at Risk of Breast Cancer? 

RELATIVE RISK 

Attrlbul ~ Increased Decreased Commentary 
--- --------------------------------
1. Marital status 

and parity: 
Never married 

Nulliparous 

Early age at first 
lull term birth 

Beyond 40 years ol age, mortality 1.4-2.3 times higher in 
single women. 

Risk in married nulliparous higher than in married parous. 

Women first parous before age 18 have one third the risk 
of those first parous at age 35 or older. 

To be protective. first pregnancy must occur before ago 30. 
Women first pregnant after age 30 appear to be at greater 
risk than nulliparous women. 

---- -------------------------------------------
2. Menotruation : 

3. Family history : 

4. Race : 

Early menarche 

Late natural 
menopause 

Paternal and/or 
maternal relatives 
of women with 
breast cancer 

Caucasian 

Early castration 

Oriental 

Risk in women with menarche be foro age 16 is almost twice 
that in women with later menarche. 

Women with natural menopause at 55 or older have twice 
the risk of women with natural menopause before 45. 

Castration under age 40 reduces risk by 70-75 per cent. 
The protecti ve effect is least apparent during the first 10 
years after surgical menopause, but is of significance dur­
ing the remaining decades of life. 

Mortality in the mothers and sisters of breast cancer pa­
tients is increased 2-3 times. First degree relatives of 
women with bilateral breast cancer hnve 3 times the ri sk of 
relatives of patients with unilate ral disease. Familial aggre­
gation of benign breast disease is also demonstrable. 

Incidence in Japanese women is one fifth that in United 
States white women . 

--- ------- - - ------------------------------
5. Benign 

brea :.t disease: 

6. Muft;ple 
pr1mary cancers: 

Duclal or lobular 
hyperpl asi a, 
papillomatosis, 
with cellular 
at~·pia 

Opposite breast 
Ovary 
Endometrium 
Large intestine 
Major sa livary gland 

Under the general term "cystic dysplnsia," the estimates of 
increased risk vary between 1.7-4.5. Benign proliferative 
lesions tend to be multicentric. Although 5pecific dysplas­
tic lesions may be precancerous, the pathogenetic rela­
tionship may be an indirect one in that the same causal 
factors may be stimulating a speclrum of benign and ma­
lignant neoplasia . 

The cumulative risk of a 'primary cancer In the opposite 
breast is 4% at 5 years, 6% at 10 years, 9% at 15 years 
and 13% at 20 years. 

In women who initially develop breast cancer before 50 
years of age, their risk of a second primary breast cancer 
Is more than 8 times the normal risk; the risk is almost 5 
times above normal in women who first have a diagnosis 
of breast cancer at 50 yenrs of age or older. 

In a patient with primary carcinoma of the ovary, the sub­
sequent risk of breast cancer is increased 3-4 times . In 
patients with endometrial carcinoma the risk of a subse­
quent breast carcinoma is increased 1.3-2.0 times. The risk 
of breast cancer is almost twice th at normally expected in 
women with previous colorectal cancer, and at least lwo 
times thot normally expected in women with previou~ car­
cinoma of a major salivary gland. 

(Ref. 14) 
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Other considered factors: 

1. HoJunontLt: 

a.) Prolactin: Although known to be capable of sustaining 
mammary carcinoma in animal systems, its role in human disease is uncertain 
(15, 16). Elevated serum levels have been identified in some high risk groups 
(16, 17). 

b.) Estriol Hypothesis: Since the estrogenic derivatives estrone 
(El) and estradiol (E2) are capable of supporting experimental mammary neoplasms, 
the considered thesis relates to reduced excretion of estriol . (E3) as being 
related to increased incidence of breast cancer (17-20). 

c.) Estrogens, "The Pill" and Progesterone: No supportive 
evidence in an already voluminous literature (21-26); some "risk" may exist (27). 

2. VIZ.ug~: 

As with several other "induction" risks, little definitiv~ 
evidence. Reserpine, first suggested as a risk agent by the data gathering of 
the Boston Drug S~rveillance Program (28), appears to lack reasonable support 
(29, 30). 

3. "Ch.ILonJ..c. Cy~:Uc. V-UeMe": 

Excellent evidence that young women in this category represent a 
potential risk category (31). 

4. Ra.c:Ua.tA..on Expo~UIZ.e: 

Clearly evident "risk" factor from the Hiroshima-Nagasaki follow-up 
where 90 rads exposure resulted in a 2- to 4-fold increase in incidence of breast 
cancer (32) . 

. III. Relevant Aspects of Tumor Cell Kinetics: 

In vitro and in vivo kinetic measurements reveal great variation in 
doubling times. Mean values in range of 15 days from in vitro studies with 90% 
cell loss (33) to approximately 3 months seen in the in vivo studies (34-36). 
These kinetic observations have correlated with clinical therapeutic observations 
(36). 
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Case 112: R.L. 

Fifty-five year old woman visited her family physician and subsequently her 
family surgeon expressing concern about the possibility of having cancer of the 
breast. Her anxiety had been generated by "the identification of such a lesion in 
a friend by one of the mass screening programs. Each clinician carefully examined 
her and found no evident abnormalities. 

IV. Diagnostic Aids: 

- popular, of value, but with serious underestimated limitations 
(37). 

2. C.UIU.c.a.i'. E xa.mbw.:U.o n: 

- the clinician's role in adequate diagnosis contributes signifi­
cantly and independeh t of all of the laboratory "screening" methods; especially 
in patients under the age of 50 (38). 

3. Related V-i.agnOJ.>:U.c. Tec.hrt-i.qu.u: 

The efficacy and risk of a variety of screening techniques have 
generated serious concern regarding the indications and use of these procedures 
in the asymptomatic patient. 

a. ) Thermography: 

- measures infrared radiant energy; no risk of ionizing radia-
tion, inexpensive. 

' - capable of identifying only 45-70% of cancers; low efficacy 
in Stage I disease; confusion with non-neoplastic lesions (39). 

b.) Low Dose Film Mammography and Xeromammography: 

- curr~nt techniques have reduced the exposure to approximately 
1.5 to 2.5 rad~ per examination (40, 41). False positives (42) occur. 
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Commonly accepted indications (41): 

Primary Examination 

1. Contempla ted breast surgery 
2. High risk patients 
·3. Clinically evident mass disease 
4. Breasts which are difficult to examine 

Serial Examinations 

1. Post-operative follow-up 
of opposite breast 

2. High risk patients 
3. Post mammoplasty 

Clearly these techniques have, independent of other methods, 
increased the recognition of primary lesions and have helped result in a decrease 
in case fatality rate (43-46). Controversy has focused on the carcinogenic poten­
tial of these studies in patients under the age of 50 (47). 

Current NIH guidelines (48): 

Asymptomatic women, ages 35-40, to have only a base line study 
and then rep eat no more often than every 3 years. 

Patients in high risk category (prior cancer in one breast, 
family history of disease): frequency at the discretion of the physician. 

Asymptomatic women over age 50; ·studies to be limited to every 
2 or 3 years. 

c.) Other Imaging Methods: 

- galliurn-67-citrate: of limited value; primarily for detection 
of metastatic breast carcinoma in the mediastinum (49). 

d.) Ultrasound: 

- promises to have significant value in the serial follow-up of 
young women with intraductal (pre-malignant) lesions. 
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V. The Choice of the Initial Therapy: 

Since the description of the "s.tandard radical mastectomy" by Halsted 
(50), the "initial treatment of choice has been this procedure". During the 
first half of this century "end results" or survival studies showed progressively 
improved rates encouraging the philosophy of early diagnosis and extensive surgery. 
For the past two decades, little or no change has been seen in survival rates in a 
wide variety of studies (51-56). These data can be reasonably encapsulated by the 
data from the End Results Study of the NIH (5): 

RELATIVE SURVIVAL RATES 1955-1964 

Surgery Surgery + Radiation 

Number of Cases 14,741 5,514 
\ 

5-rear 10-year 5-year 10-year 

Over-all Survival 75% 62% 

Localized Regional Localized Regional 
Disease Disease Disease Disease 

% of Cases 62% 34% 24% 69% 

% Survival ~ 

5-year 87% 59% 77% 52·% 

10-year 76% 43% ' 66% 35% 

a.) Natural History of Untreated Breast Cancer: 

Bloom and co-workers (57) have had the unique opportunity of evaluat­
ing data on the natural history of untreated breast cancer in 250 patients seen in 
the Middlesex Hospital during the years 1805-1933. 

Survival data: 3 years: 44% 
5 years: 18% 

10 years: 4% 
15 years: 1% 
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b.) Factors Affecting Decision for the Type of Initial Therapy: 

1. Site, size and histology (58, 59) 

2. Clinical staging (55, 60) 

3. Hulticentricity potential (52, 55) 

4. Survival 

5. Local recurrence rate 

6. Cosmetic appearance 

c.) The Possible Choices: 

1. ) --._ Radical or extended radical mastectomy (50, 52, 54-56, 61) 

2.) Hodified procedures: 

a.) Modified radical (58, 59, 62) 

b.) Tylectomy (63-66) 

3.) Excision and radiotherapy: 

Second only to the churning controversy over the "Crile" approach 
or tylectomy (67) is the potential role of radiotherapy as a primary and signifi­
cant therapeutic modality. Long term studies in America (59, 65) and in Europe 
(68, 69) have served to re-focus upon this approach. An extensive series of 702 
patients have been followed over a 25-year period by Mustakallio (70). Finally, 
Hellman and co-workers at Harvard embarked on a carefully designed study in 1968 
to evaluate the results of radiation as the primary therapy program (71, 72). 
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d.) The Role of Adjuvant Therapy: 

1. Adjuvant radiotherapy (postoperative radiation): Clearly demon­
strated that such therapy fails -to provide an advantage, either in tenms of 
disease-free interval or survival (73, 74). In an excellent cooperative s tudy 
of 1,103 patients in 25 medical centers, for instance, the 5-year disease-free 
status was 50.6% for those radiated and 50.2% non-irradiated (73). Survival rates 
were 56% for the radiated group and 62% for the non-radiated group. Admittedly, 
local recurrences were somewhat lower in the radiated group. 

2. Adjuvant castration: Although it may provide a slightly increas_ed 
disease-free interval, it fails to affect the incidence of metastatic disease or 
survival (75). 

3. Adjuvant chemotherapy: Although chemotherapy as an adjuvant to the 
primary approach has been investigated for nearly 20 years (76, 77), it is only 
recently that evidence of efficacy has been documented (78, 79). The rationa le 
for this relative to micrometastases is clear relative to the present status of 
survival data (80-83). 

therapy: 
Two~ current protocols have documented effectiveness of such adjuvant 

National Surgica l Adjuvant Breast Protocol (78) 

Alkeran (Melphalan, L-PAM): 
0.15 mg/kg/d X 5 days every 

6 weeks for 2 years 

The effect of such a program on the stem cell reserve is by no means 
clear (84) and the selection of this agent poses many serious questions. 

CMF: 

Milan-Bonadonna Protocol (79) 

Cytoxan: 

Methotrexate: 

5-Fluorouracil: 

2 
100 mg/M /d orally days 1-14 

40 mg/M2 I.V. days 1 and 8 

600 mg/M2 I.V. days 1 and 8 

- re-treat every 28 days for 12 cycles 

Unresolved is the risk of carcinogenicity (85, 86). 
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VI. Selected Problems Following Initial Therapy: 

1. Pregnancy and lactation (87) 

2. The "other" breast (88-91) 

3. Prognostic features of recurrence 

a.) Size, histology, status (92-97) 

b.) Character of lymphoid mass (98-101) 

c.) Age (102) 

4. Status of metabolic markers of activity 

5. Clinical significance of skin recurrences (103) 

6. Rehabilitation and contour restoration (104, 105) 

7. Spont~neous regression potential (106-107) 

Case /13: 

A 64-year old female presented with swelling of the left arm of 6 months' 
duration. At physical examination it was noted that the left breast was scarred 
and shrunken. In the left axilla there was a mass of hard fixed lymph nodes. 
Lymph node biopsy revea led an infiltrating carcinoma. The patient stated the 
deformity of the breast appeared at the time of menopause, 18 years earlier. 
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VII. The Management of Disseminated Disease: 

1. Local therapy 

2. Hormonal therapy 

3. Chemotherapeutic approaches 

Following the demonstration by Cooper (108) of the value of 
combination therapy in disseminated breast cancer, the evidence for such an 
approach has been solidly confirmed (111, 112). 

A variety of combinations, in sequence and in cycles, have 
demonstrated improved objective remission rates, disease-free intervals and 
survival when compared to the earlier single agent therapy programs (111-116). 
Of these, three therapy programs, employing standard chemotherapeutic agents, 
have emerged as easily applicable and good (117-119). 

a.) Adriamycin-Cytoxan [Salmon et al. (117)] 

Adr i ,amycin: 40 mg/M2 - I.V. day 1 

Cytoxan: 200 mg/M2/d - orally days 3-6 (4 days) 

- courses are repeated q 21-28 days 

b.) "CMF" [Canellos et al. (118)] 

Cytoxan: 2 100 mg/M - orally - daily, days 1-14 

Methotrexate: 60 mg/M2 - I.V. -days 1 and 8 

5-Fluorouracil: 700 mg/M2 - I.V. - days 1 and 8 

Prednisone: 40 mg/H2 - orally - daily, days 1-14 

- courses are repeated every 28 days 

c.) "Cross-Over Sequence" [Bonadonna et al. (119)] 

Sequence I: 

Adriamycin: 
. 2 

75 mg/M I.V. day 1 

Vincristine: 2 1.4 mg/M I.V. days 1 and 8 

- no therapy days 9-21 and then repeat the course 



Sequence II: 

Cytoxan: 

Methotrexate: 

5-Fluorouracil: 

- 15 -

2 100 mg/M - orally - days 1-14 

40 mg/M2 - I.V. days 1 and 8 

600 mg/M2 - I.V. days 1 and 8 

- courses are repeated every 28 days 



- 16 -

REFERENCES 

1. Frenkel EP: Cancer in the Dallas-Ft. \vorth Metropolitan Area. The Third 
National Cancer Survey Advanced Three Year Report 1969-1971 Incidence 
(Excluding Carcinoma In Situ). DREW Publication No. (NIH) 75-641, 1974. 

2. The Third National Cancer Survey Advanced Three Year Report 1969-1971 
Incidence (Excluding Carcinoma In Situ). DREW Publication No. (NIH) 
74-637, 1974. 

3. Frenkel EP, Clark B, and Percy C: Cancer Incidence Rates in the Dallas­
Fort Worth Metropolitan Area. Texas Med. 73:71-78, 1975. 

4. Cutler SJ, Christine B, and Barclay THC: Increasing Incidence and 
Decreasing Mortality Rates for Breast Cancer. Cancer 28:1376-1380, 1971 . 

5. Axtell LM, Cutler SJ, and Myers MH: End Results in Cancer. Report No. 4. 
DREW Publication No. (NIH) 73-272, 1972. 

6. Zippin C: The Epidemiology .of Breast Cancer. Oncology 23:93, 1969. 

7. Zippin C, and Petrrakis NL: Identification of High Risk Groups in Breast 
Cancer. Cancer 28:1381-1387, 1971. 

8. Shapiro S, Strax P, Venet L, and Fink R: The Search tor Risk Factors in 
Breast Cancer. Amer. J. Public Health 58:820, 1968. 

9. Wainwright JM: Comparison of Conditions Associated with Breast Cancer in 
Great Britain and America. Amer. J. Cancer 15:2610, 1931. 

10. Penrose LS, Mackenzie HJ, and Karn MW: Genetic Study of Human Mammary 
Cancer. Brit. J. Cancer 2:168, 1948. 

11. Lilunfeld, AM: Epidemiology of Breast Cancer. Cancer Res. 23:1503, 1963. 

12. Anderson DE: Some Characteristics of Familial Breast Cancer. Cancer 28: 
1500-1504' 1971. 

13. Anderson DE: A Genetic Study of Human Breast Cancer. J. Nat. Cancer 
Inst. 48:1029, 1972. 

14. Schottenfeld D: 
1975. 

Epidemiology of Breast Cancer. Clin. Bull. 35:135-143, 

15. Smithline F ~ Sherman L, and Kolodny HD: Prolactin and Breast Carcinoma. 
New Eng. J. Med. 292:784-792, 1975. 

16. Kwa HG, Engelsman E, De Jong-Bakker M, and Cleton FJ: Plasma-Prolactin 
in Human Breast Cancer. Lancet 1:433-435, 1974. 



- 17 -

17. Lemon HM: Endocrine Influences on Human Mammary Cancer: A Critique. 
Cancer 23:781, 1969. 

18. Dickenson LE, MacMahon B, Cole P, and Brown JB: Estrogen Profiles of 
Oriental and Caucasian Women in Hawaii. New Eng. J. Med. 291:1211, 1974. 

19. MacMahon B, Cole P, Brown J: Etiology of Human Breast Cancer: A Review. 
J. Natl. Cancer Inst. 50:21, 1973. 

20. Henderson BE, Gerkins V, Rosario I, Casagrande J, and Pike MC: Elevated 
Serum Levels of Estrogen and Prolactin in Daughters of Patients With 
Breast Cancer. New Eng. J. Med. 293:790-794, 1975. 

21. Arthes FG, Sartwell PE, and Lewison EF:- The Pill, Estrogens, and the 
Breast. Epidemiologic Aspects. Cancer 28:1391-1394, 1971. 

22. - Vessey ~W, Doll R, and Sutton PM: Investigation of the Possible Relation­
ship Between Oral Contraceptives and Benign and Malignant Breast Disease. 
Cancer 28:1395-1399, 1971. 

23. Burch JC, and Byrd BF Jr: Effects of Long-Term Administration ~f Estrogen 
on the Occurrence of Mammary Cancer in Women. Ann. Surg. 174:414-418, 
1971. 

24. Sartwell PE, Arthes FG, and Tonascia JA: Epidemiology of Benign Breast 
Lesions: Lack of Association With Oral Contraceptive Use. New Eng. J. 
Med. 288:551-554, 1973. 

25. Ory H, Cole P, MacMahon B, and Hoover R: Oral Contraceptives and Reduced 
Risk of Benign Breast Diseases. New Eng. J. Med. 294:419-422, 1976. 

26. Vessey MP, Doll R, and Jones K: Oral Contraceptives and Breast Cancer. 
', Lancet i:941-944, 1975. 

27. Hoover R, Gray LA Sr, Cole P, and MacMahon B: Menopausal Estrogens and 
Breast Cancer. New Eng. J. Med. 295:401-405, 1976. 

28. Jick H, Slone D, Shapiro S, and Heinonen OP: Reserpine and Breast Cancer. 
Lancet ii:669-671, 1974. 

I -

29. L'Fallon WH, Labarthe DR, and Kurland LT: Rauwolfia Derivatives and Breast 
Cancer. Lancet ii:292, 1975. 

30. Mack TM, Henderson BE, Gerkins VR, Arthur M, Baptista J, and Pike MC: 
Reserpine and Breast Cancer in a Retirement Community. New Eng. J. Med. 
292:1366~1371, 1975. 

; 

-



- 18 -

31. Donnelly PK, Baker KW, Carney JA, and O'Fallon WM: Benign Breast Lesions 
and Subsequent Breast Carcinoma in Rochester, Minnesota. Mayo Clin. Proc. 
50:650-656, 1975. 

32. Wanebo CK, Johnson KG, Sato K, and Thorslund TW: Breast Cancer After 
Exposure to the Atomic Bombings of Hiroshima and Nagasaki. New Eng. J. 
Med. 279:667, 1968. 

33. Silvestrini R, Sanfilippo 0, and Tedesco G: Kinetics of Human Mammary 
Carcinomas and Their Correlation With the Cancer and the Host Character­
istics. Cancer 34:1252-1258, 1974. 

34. Kusama S, Spratt JS Jr, Donegan WL, Watson FR, and Cunningham C: The Gross 
Rates of Growth of Human Mammary Carcinoma. Cancer 30:594-599, 1972. 

35. Lee Y-T N, and Spratt JS Jr: Rate of Growth of Soft Tissue Metastases of 
Breast Cancer. Cancer 29:344-348, 1972. 

36. Skipper HE: Kinetics of Mammary Tumor Cell Growth and Implications for 
Therapy. Cancer 28:1479-1498, 1971. 

37. Thiessen EU: 
1537' 1971. 

( 
Breast Self-Examination in Proper Perspective. Cancer 28: 

38. Venet L, Strax P, Venet W, and Shapiro S: Adequacies and Inadequacies of 
Breast Examinations by Physicians in Mass Screening. Cancer 28:1546-1551, 
1971. 

39. Moskowitz M, Milbrath J, Gartside P, Zermeno A, and Mandel D: Lack of 
Efficacy of Thermography as a Screening Tool for Minimal and Stage I 
Breast Cancer. New Eng. J. Med. 295:249-252, 1976. 

40. Wolfe JN, Dooley RP, and Harkins LE: Xeroradiography of the Breast: A 
Comparative Study With Conventional Film Mammography. Cancer 28:1569-1574, 
1971. 

41. Sadowsky NL, Kalisher L, White G, and Ferrucci JT Jr: Radiologic Detection 
of Breast Cancer. Review and Recommendations. New Eng. J. Med. 294: 
370-373, 1976. 

42. Stolz JL, Friedman AK, and Arger PH: Breast Carcinoma Simulation. J.A.M.A. 
229:682-683, 1974. 

I 

43. Shapiro S, Strax P, and Venet L: Periodic Breast Cancer Screening in 
Reducing Mortality From Breast Cancer. J.A.M.A. 215:1777, 1971. 

44. Strax P: Results of Mass Screening for Breast Cancer in 50,000 Examinations. 
Cancer 37:30-35, 1976. 



- . 

- 19 - . 

45. Stark AM, and Way S: The Screening of Well Women for the Early Detection of 
Breast Cancer Using Clinical Examination With Thermography and Mammography. 
Cancer 33:1671-1679, 1974. 

46. Strax P: Control of Breast Cancer Through Mass Screening. J.A.M.A. 235: 
1600-1602, 1976. 

47. Bailar JC III: Mammography: A Contrpry View. Ann. Int. Med. 84:77-84, 
1976. · 

48. Rauscher F: Rauscher Guidelines for Mammography. Cancer Letter 2:1, 1976. 

49. Richman SD, Ingle JN, Levenson SM, Neifeld JP, Tormey DC, Jones AE, and 
Johnston GS: Usefulness of Gallium Scintigraphy in Primary and Metastatic 
Breast Carcinoma. J. Nuclear Med. 16:996-1001, 1975. 

50. Halsted WS: The Results of Operation for Cure of Cancer of the Breast Per­
formed at The Johns Hopkins Hospital from June 1889 to January 1894. Johns 
Hopkins Hosp. Reports 4:297, 1894-95. 

51. Lewison EF: An Appraisal of Long-Term Results in Surgical Treatment of 
Breast Cancer. J.A.M.A. 186:975-978, 1963. 

52. Moore FD, Woodrow SI, Aliapoulios }~, and Wilson RE: 
Breast. A Decade of New Results with Old Concepts. 
293, 1967. 

Carcinoma of the 
New Eng. J. Med. 277: 

53. McLaughlin CW Jr, and Coe JD: Cancer of the Breast - A Continuing 
_Challenge: Report of 375 Consecutive Patients with Long-Term Follow-Up. 
Ann. Surg. 169:844-850, 1969. 

54. Payne WS, Taylor WF, Khonsari S, Snider JH, Harrison EG Jr, Golenzer H, and 
ClagettOT: Surgical Treatment of Breast Cancer. Trends and Factors Affecting 
Survival. Arch. Surg. 101:105-113, 1970. 

55. Urban JA, and Castro EB: 
cedure for Breast Cancer. 

Selecting Variations in Extent of Surgical Pro­
Cancer 28:1615-1623, 1971. 

56. Anglem TJ, and Leber RE: Characteristics of Ten Year Survivors after 
Radical Mastectomy for Cancer of the Breast. Am. J. Surg. 121:363-367, 1971. 

57. Bloom HJG, Richardson WW, and Harries EJ: Natural History of Untreated 
Breast Carlcer (1805-1933). Comparison of Untreated and Treated Cases 
According to Histological Grade of Malignancy. Brit. Med. J. ii:213-221, 
1962. 

58. Handley RS: Observations and Thoughts on Cancer of the Breast. Proc. Royal 
Soc. Med. 65:437-444, 1972. 



- . 

- 20 - . 

59. Peters MV: Wedge Resection and Irradiation. An Effective Treatment in 
Early Breast Cancer. J.A.M.A. 200:134, 1967. 

60. Wise L, Mason AY, and Ackerman LV: Local Excision and Irradiation: An 
Alternative }!ethod for the Treatment of Early Mammary Cancer. Ann. Surg. 
174:392-401, 1971. 

61. Haagensen CD: Treatment of Early Mammary Carcinoma. Ann. Surg. 170:875, 
1969. 

62. Handley RS, and Thackray AC: Conservative Radical Mastectomy (Patey's 
Operation). Ann. Surg. 157:162, 1963. 

63. Crile G Jr: The Case for Local Excision of Breast Cancer in Selected Cases. 
Lancet i:549-551, 1972. 

64. Farrow JH, Fracchia AA, Robbins GF, and Castro E: Simple Excision or Biopsy 
Plus Radiation Therapy as the Primary Treatment for Potentially Curable Cancer 
of the Breast. Cancer 28:1195-1201, 1971. 

65. Atkins H, Hayward JL, fKlugman DJ, and Wayte AB: Treatment of Early Breast 
Cancer: A Report after Ten Years of a Clinical Trial. Brit. Med. J. ii: 
423-429, 1972. 

66. Cope 0, Wang C-A, ChuA, Wang C-C, Schulz M, Castleman B, Long J, and Sohier 
WD: Limited Surgical Excision as the Basis of . a Comprehensive Therapy for 
Cancer of the Breast. Am. J. Surg. 131:400, 1976. 

67. Anglem TJ, and Leber RE: The Dubious Case for Conservative Operation in 
Operable Cancer of the Breast. Ann. Surg. 175:625-632, 1972. 

68. Kaae S, and Johansen H: Five-Year Results: Two Random Series of Simple 
Mastectomy With Postoperative Radiation vs. Extended Radical Mastectomy. 
Amer. J. Roentgen. 87:82, 1962. 

69. Kaae, S: Simple Mastectomy Plus Postoperative Irradiation by the Method of 
McWhirter. Ann. Surg. 170:895, 1969. 

70. Mustakallio S: Conservative Treatment of Breast Carcinoma - Review of 25 
Years Follow Up. Clin. Radial. 23:110-116, 1972. 

71. Weber E: Radiation as Primary Treatment for Local Control of Breast Carcinoma. 
A Progress Report. J.A.M.A. 234:608-611, 1975. 

72. Hellman S: Personal communication. 

73. Fisher B, Slack NH, Cavanaugh PJ, Gardner B, Ravdin RG: Postoperative 
Radiotherapy in the Treatment of Breast Cancer: . Results of the NSABP Clinical 
Trial. Ann. Surg. 172:711-732, 1970. 



' I 

- 21 -

74. Kagan AR, and Nussbaum H: Cancer of the Breast: Is Postoperative 
Irradiation Indicated? Cancer 29:561-565, 1972. 

75. Kennedy BJ, Mielke PW Jr, and Fortuny IE: 
Prophylactic Castration in Breast Cancer. 

Therapeutic Castration Versus 
Surg. Gyn. Obst. 118:524, 1964. 

76. Cohn I Jr, Slack NH, and Fisher B: Complications and Toxic Manifestations 
of Surgical Adjuvant Chemotherapy for Breast Cancer. Surg. Gyn. Obst. 127: 
1201-1209, 1968. 

77. Fisher B: Surgical Adjuvant Therapy for Breast Cancer. Cancer 30:1556-1564, 
1972. 

78. Fisher B, Carbone P, Economou SG, Frelick R, Glass A, Lerner H, Redmond C, 
Zelen M, Band P, Katrych DL, Wolmark N, and Fisher ER: !-Phenylalanine 
Mustard (L-PAM) in the Management of Primary Breast Cancer. A Report of 
Early Findings. New Eng. J. Med. 292:117-122, 1975. 

79. Bonadonna G, Brusamolino E, Valagussa P, Rossi A, Brugnatelli L, Brambilla C, 
De Lena M, Tancini G, Bajetta E, Musumeci R, and Veronesi U: Combination 
Chemotherapy as an A4juvant Treatment in Operable Breast Cancer. New Eng. 
J. Med. 294:405-4~ 0, 1976. 

80. Schabel FM Jr: Concepts for Systemic Treatment of Micrometastases. Cancer 
35:15-24, 1975. 

81. Huvos AG, Hutter RVP, and Berg ~~: Significance of Axillary Macrometastases 
and Micrometastases in Mammary Cancer. Ann. Surg. 173:44-46, 1971. 

82. Searle J, Lawson TA, Abbott PJ, Harmon B, and Kerr JFR: An Electron­
Microscope Study of the Mode of Cell Death Induced by Cancer-Chemotherapeutic 
Agents in Populations of Proliferating Normal and Neoplastic Cells. J. Path. 
116:129-138, 1975. 

83. Burchenal JH: Adjuvant Therapy - Theory, Practice, and Potential. Cancer 
37:46-57, 1976. 

84. Botnick LE, Hannon EC, and Hellman S: Limited Proliferation of Stem Cells 
Surviving Alkylating Agents. Nature 262:68-70, 1976. 

85. Harris CC: The Carcinogenicity of Anticancer Drugs: A Hazard in Man. 
Cancer 37·:1014-1023, 1976. 

86. Sieber SM: Cancer Chemotherapeutic Agents and Carcinogenesis. Cancer 
Chemother. Reports 59:915-918, 1975. 

87. Cheek JH: Cancer of the Breast in Pregnancy and Lactation. Amer. J. Surg. 
126:729-731, 1973. 



' , 

- 22 -

88. Shellito JG, and Bartlett WC: Bilatera l Carcinoma of the Breast. Arch. 
Surg. 94:489, 1967. 

89. Khafagy }M, Schottenfeld D, and Robbins GF: Prognosis of the Second Breast 
Cancer. The Role of Previous Exposure to the First Primary. Cancer 35: 
596-599, 1975. 

90. Kesseler HJ, Grier WRN, Seidman I, and ?1cilveen SJ: Bilateral Primary 
Breast Cancer. J.A.M.A. 236:278-280, 1976. 

91. King RE, Terz JJ, and Lawrence W Jr: Experience with Opposite Breast 
Biopsy in Patients with Operable Breast Cancer. Cancer 37:43-45, 1976. 

92. Fisher B, Slack NH, and Bross IDJ: Cancer of the Breast: Size of Neoplasm 
and Prognosis. Cancer 24:1071-1080, 1969. 

93. Urban JA: Changing Patterns of Breast Cancer. Cancer 37:111-117, 1976. 

94. Devitt JE: The Enigmatic Behavior of Breast Cancer. Cancer 27:12-17, 1971. 
/ 

95. Bloom HJG, and Field JR: Impact of Tumor Grade and Host Resistance on 
Survival of Women with Breast Cancer. Cancer 28:158~-1589, 1971. 

96. Black }M, Barclay THC, and Hankey BF: Prognosis in Breast Cancer Utilizing 
Histologic Characteristics of the Primary Tumor. Cancer 36:2048-2055, 1975. 

97. Cutler SJ, Black }M, Mork T, Harvei S, and Freeman C: 
on Prognostic Factors in Cancer of the Female Breast. 
1969. 

Further Observations 
Cancer 24:653-667, 

98. Cutler SJ, Zippin C, and Asire AJ: The Prognostic Significance of Palpable 
Lymph Nodes in Cancer of the Breast. Cancer 23:243-250, 1969. 

99. Berg JW, Huvos AG, Axtell LM, and Robbins GF: A New Sign of Favorable Prog­
nosis in Mammary Cancer: Hyperplastic Reactive Lymph Nodes in the Apex of 
the Axilla. Ann. Surg. 177:8-12, 1973. 

100. Tsakraklides V, Olson P, Kersey JH, and Good RA: Prognostic Significance of 
the Regional Lymph Node Histology in Cancer of the Breast. Cancer 34:1259-1267, 
1974. 

101. Papatestas AE, Lesnick .GJ, Genkins G, and Aufses AH Jr: The Prognostic Sig­
nificance of Peripheral Lymphocyte Counts in Patients with Breast Carcinoma. 
Cancer 37:164-168, 1976. 

102. Horsley JS, Alrich EM, and tvright CB: Carcinoma of the Breast in Homen 35 
Years of Age or Younger. Ann. Surg. 169:839-843, 1969. 



- 23 - . 

103. Dao TL, and Nemoto T: The Clinical Significance of Skin Recurrence After 
Radical Mastectomy in Women with Cancer of the Breast. Surg. Gyn. Obst. 
117:447-453, 1963. 

104. Woods JE, and Payne WS: Contour Restoration Following Simple or Modified 
Radical Hastectomy. J.A.M.A. 235:1588-1589, 1976. 

105. Healey JE Jr: Role of Rehabilitation Medicine in the Care of the Patient 
with Breast Cancer. Cancer 28:1666-1675, 1971. 

106. Boyd W: The Spontaneous Regression of Cancer. C. C. Thomas. 1966. 

107. Everson TC, and Cole WH: Spontaneous Regression of Cancer. W. B. Saunders. 
1966. 

108. Cooper RG: Combination Chemotherapy in Hormone Resistant Cancer. Abstr. 
57. Cancer Res. 1969. 

109. DeVita VT Jr, Young RC, and Canellos GP: Combination Versus Single Agent 
Chemotherapy: A Review of the Basis for Selection of Drug Treatment of 
Cancer. Cancer 35:98-110, 1975. 

110. DeVita VT, and Carbone PP: Current Chemotherapeutic Combinations. Ser. 
Haemat. 6:182-195, 1973. 

111. Edelstyn GA, and MacRae KD: Cyclical Combination Chemotherapy in Advanced 
Breast Cancer. Brit. J. Cancer 28:459-461, 1973. 

112. 

113. 

114. 

115. 

( 116. 

Baker LH, Vaughn CB, Al-Sarraf M, Reed ML, and Vaitkevicius VK: Evaluation 
of Combination Vs. Sequential Cytotoxic Chemotherapy in the Treatment of 
Advanced Breast Cancer. Cancer 33:513-518, 1974. 

Davis HL Jr, Ramirez G, Ellerby RA, and Ansfield FJ: Five-Drug Therapy in 
Advanced Breast Cancer. Factors Influencing Toxicity and Response. Cancer 
34:239-245, 1974. 

Edelstyn GA, Bates TD, Brinkley D, MacRae KD, Spittle MF, ·and Wheeler, 
T: Comparison of 5-Day, 1-Day, and 2-Day Cyclical Combination Chemotherapy 
in Advanced Breast Cancer. Lancet ii:209, 1975. 

Otis PT, and Armentrout SA: Combination Chemotherapy in Metastatic 
Carcinoma of the Breast. Cancer 36:311-317, 1975. 

Creech RH, Catalano RB, Mastrangelo MJ, and Engstrom PF: An Effective Low­
Dose Intermittent Cyclophosphamide, Methotrexate, and 5-Fluqrouracil Treat­
ment Regimen for Metastatic Breast Cancer. Cancer 35:1101-1107, 1975. 



I 
'I 

_;;-.. · 

- 24 -

117. Jones SE, Durie BGM, and Salmon SE: Combination Chemotherapy with 
Adriamycin and Cyclophosphamide for Advanced Breast Cancer. Cancer 
36:90-97, 1975. 

118. Canellos GP, DeVita VT, Gold GL, Chabner BA, Schein PS, and Young RC: 
Cyclical Combination Chemotherapy for Advanced Breast Carcinoma. Brit. 
Med. J. i:218-220, 1974. 

119. DeLena M, Brambilla C, Morabito A, and Bonadonna G: Adriamycin Plus 
Vincristine Compared to and Combined with Cyclophosphamide, Methotrexate, 
and 5-Fluorouracil for Advanced Breast Cancer. Cancer 35:1108-1115, 
1975. 

120. Sherman CD Jr, Fass ML, and Feasel WP: Cancer of the Breast. U. Rochester 
School of Medicine. 3d Rev. 1969. 


