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Overview

The very term breast cancer sends a message of fear to 
many, if not all, women. With an estimated 207,090 new cas-
es of invasive breast cancer and an additional 54,010 cases of 
in situ breast cancer diagnosed in 2010 (American Cancer So-
ciety [ACS], 2010), it is not surprising that women and their 
loved ones fear the disease. Unfortunately, an estimated 40,230 
women would die from breast cancer in 2010 (ACS, 2010). 
Most people know someone who has been affected by the di-
agnosis. Excluding skin cancer, breast cancer is the most com-
mon cancer among U.S. women, accounting for one out of ev-
ery three cancers diagnosed in women (ACS, 2009).

The cultural and psychological significance of the breast 
in modern society, in addition to the large number of people 
affected by the disease, may explain much of the fear associ-
ated with the diagnosis. The female breast plays a significant 
role in nurturing and motherhood. Symbolically, it often is as-
sociated with femininity and sexuality. Threats to the health 
of the breast potentially influence a woman’s perceptions of 
her body and her role in society.

Although breast cancer primarily affects women, an esti-
mated 1,970 men are diagnosed each year. This accounts for 
about 1% of all cases of breast cancer diagnosed (ACS, 2010). 
The needs of this special population cannot be ignored (Al-
Haddad, 2010). Although this text focuses on breast cancer 
in women with regard to diagnostic, surgical, and adjuvant 
therapy, many of the strategies used to treat male breast can-
cer are similar to those used in women. For many men diag-
nosed with breast cancer, the psychosocial issues are com-
plex and require much sensitivity and care from oncology 
health professionals (Onami, Ozaki, Mortimer, & Pal, 2010).

Every October, numerous groups promote breast cancer 
awareness, including Susan G. Komen for the Cure and ACS, 
as well as professional societies and local healthcare insti-
tutions. The color pink is universally associated with breast 
cancer, and during these special awareness programs, con-
stant reminders are set against a background of pink about 

the need for improved detection and treatment of the disease. 
Many breast cancer survivors have become activists and ad-
vocates for other women to prevent the disease and promote 
early detection.

The impact of this advocacy and promotion of breast can-
cer awareness should not be underestimated. During the 1980s 
and 1990s, breast cancer advocates in the United States ral-
lied around the Mammography Quality Standards Act and for 
expansion of the Breast and Cervical Cancer Early Detection 
Program (Braun, 2003). Both of these acts, along with signif-
icant increases in federal funding for breast cancer research 
(from $81 million to more than $400 million in the 1990s), 
dramatically changed the screening and treatment of breast 
cancer in the United States.

Public awareness and desire to decrease the morbidity and 
mortality associated with breast cancer is significant. Since 
Congress first enacted the breast cancer postage stamp pro-
gram in 1997, the National Cancer Institute (NCI) has re-
ceived more than $35 million from stamp sales, which fund-
ed more than 50 grants and one clinical trial (Savage, 2007). 
The stamp not only heightens public awareness of breast can-
cer but also provides significant funding for a variety of re-
search programs.

This awareness of breast cancer has dramatically changed 
the outlook and treatment for those diagnosed with breast can-
cer. In the past three decades, thousands of women have par-
ticipated in awareness races, raised money for research and 
screening, undergone screening, and enrolled in clinical tri-
als with the hope of improving the outcomes for those diag-
nosed with breast cancer.

Historical Perspectives

An examination of the history of breast cancer treatment 
enables women and healthcare providers to understand how 
much progress has been made, yet it also leaves questions 
about what still needs to be done. As early as 400 BC, Hip-
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pocrates speculated on the systemic nature of the disease 
(Foster, 2003). Galen (AD 130–200) believed breast cancer 
to be a local-regional disease requiring complete excision 
for cure. The early Romans performed a type of mastecto-
my that included removal of the pectoralis muscle. Through-
out the Middle Ages and Renaissance periods, crude types 
of mastectomies often were attempted to potentially eradi-
cate disease. These early physicians initiated the debate about 
whether breast cancer is a systemic disease, local-regional 
disease, or both.

During the middle of the 18th century, William Hunt-
er identified and described the importance of the lymphatic 
system in the spread of cancer (Foster, 2003). Surgical tech-
niques greatly improved in the mid-19th century with the in-
troduction of general anesthetics and more antiseptic tech-
niques. In the late 19th century, Thomas Beatson of Scotland 
reported that oophorectomy resulted in the regression of ad-
vanced breast cancer. This early finding was just the begin-
ning of hormonal manipulation as an effective adjuvant ther-
apy in the treatment of breast cancer.

Although considered controversial in his time, William 
Halsted believed that breast cancer was a local-regional dis-
ease and is well known for promoting the Halsted radical 
mastectomy, which quickly became the standard of care for 
more than the first half of the 20th century. This radical sur-
gical procedure often was combined with radiation thera-
py, which was also an emerging science at that time (Foster, 
2003). Surgical treatment typically involved a “one-step pro-
cedure” in which a woman undergoing a biopsy with gener-
al anesthesia also would consent to an immediate mastecto-
my if the frozen section showed malignancy. It was not until 
the woman woke up that she would know the actual diagno-
sis and extent of surgery. Women typically were offered lit-
tle choice in treatment.

The middle of the 20th century brought about a push to-
ward clinical trials and decreasing the morbidity and mor-
tality associated with breast cancer. These trials have had an 
enormous impact on breast cancer treatment and have led 
to the view that breast cancer is systemic and not just a lo-
cal-regional disease. Because of these trials, lumpectomy 
followed by radiation therapy is now an appropriate local- 
regional control strategy for many women. The one-step biop-
sy procedure was gradually eliminated as biopsy techniques 
became more refined and women could make informed de-
cisions about local-regional management. Adjuvant therapy 
trials have greatly changed systemic treatment for breast can-
cer. The National Surgical Adjuvant Breast and Bowel Proj-
ect (NSABP) has enrolled more than 40,000 women in more 
than 30 trials (Foster, 2003). 

In the 1970s, the concept of screening for early breast can-
cer gained more acceptance. Women were encouraged to prac-
tice breast self-examination. Today the push is toward breast 
health awareness (ACS, 2009). Mammography gradually be-
came more readily available and more sensitive in detecting 

early malignancies. Screening continues to be refined with 
widespread implementation of digital mammography, and 
breast magnetic resonance imaging (MRI) is showing promise 
as a detection tool in some high-risk groups. Although more 
women are engaged in screening programs, much more work 
remains to be done. If adequate breast cancer screening and 
care for all women were readily available, an estimated 20% 
fewer women would die of the disease each year. If 40,000 
women are dying of breast cancer each year, 8,000 lives could 
be saved (Vanchieri, 2007).

Prevention of breast cancer is not yet a reality, although 
it may eventually be one. The NSABP P-1 trial clearly dem-
onstrated that tamoxifen may be beneficial in some high-risk 
women to reduce the risk of, delay the development of, or pre-
vent breast cancer. Genetic testing is now readily available for 
two hereditary breast cancer susceptibility genes (BRCA1 and 
BRCA2). Women with a known mutation can be offered pro-
phylactic surgeries to prevent the development of breast can-
cer. Large-scale epidemiologic studies continue. For exam-
ple, the Sister Study will follow 50,000 women for at least 
10 years who have a biologic sister who was diagnosed with 
breast cancer and will collect information about genes, life-
style, and environmental factors that may cause breast can-
cer (“First Sister Study Results,” 2009; “The Sister Study,” 
2010). Enrollment for the Sister Study was completed on 
March 31, 2009. 

Gene expression analysis has led to the identification 
of molecularly defined subtypes of breast cancer that have 
distinct biologic features, clinical outcomes, and respons-
es to chemotherapy. Personalized treatment strategies are 
now being developed based on an individual’s tumor char-
acteristics. A woman’s response to chemotherapy is influ-
enced not only by the tumor’s genetic characteristics but also 
by inherited variations in genes that affect a woman’s abil-
ity to absorb, metabolize, and eliminate drugs (Qureshi & 
Qureshi, 2008). Personalized medicine is a reality in breast 
cancer treatment, and it is anticipated that future develop-
ments will ultimately lead to much more effective treatment 
and decreases in mortality.

Social movements have influenced the treatment of breast 
cancer as well. Prior to the 1970s, breast cancer was consid-
ered a stigma. It was not discussed. Then, the diagnosis of 
breast cancer in several prominent women, including Shir-
ley Temple Black, Betty Ford, Happy Rockefeller, and Bet-
ty Rollin, changed public opinion about the disease in a rel-
atively short period of time. These women used their popu-
larity to encourage other women to engage in early detec-
tion practices and to be open about their diagnosis. They in-
creased public awareness of the disease and, along with many 
other women, challenged the breast cancer practices of the 
time (including the Halsted radical mastectomy) and lobbied 
for increased accountability and accessibility in mammogra-
phy (Kolker, 2004). These efforts ultimately led to significant 
federal funding for more research related to breast cancer.
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The trend toward shorter hospitalization is another social 
movement that has dramatically affected breast cancer treat-
ment. Twenty-five years ago, women would recover for 10 days 
to two weeks in the hospital. Today, for many women, same-
day or one-night stays are the norm after surgical manage-
ment of the disease. These women still go home with physi-
cal limitations and emotional concerns, but often with much 
less support from the healthcare team. This creates new chal-
lenges for patients and their families.

Consumerism also has affected breast cancer (Klawiter, 
2004). Two decades ago, few resources were available to 
women, other than ACS and its “Reach to Recovery” pro-
gram. Minimal printed resources existed, and the Internet 
had not been developed yet. Women faced the disease and 
its treatment often with a limited understanding of the patho-
physiology of the disease and its treatment. Today, society 
promotes the concept that women should be active partners 
in decisions regarding treatment. NCI and numerous other 
organizations encourage women to ask questions, and they 
provide educational resources in many formats.

Epidemiologic Perspectives

Some epidemiologic trends in breast cancer have occurred 
that merit notice. Breast cancer risk increases with age. Dur-
ing 2002–2006, 95% of the new diagnoses and 97% of breast 
cancer deaths occurred in women age 40 and older (ACS, 
2009). During this same time period, the median age at di-
agnosis was 61. 

Many women believe that breast cancer has become in-
creasingly more common. Since 1975, three basic incidence 
trends have occurred (ACS, 2009). From 1975 to 1980, the 
incidence was relatively constant. Between 1980 and 1987, 
the incidence increased by 4% per year. This increased inci-
dence is attributed to more widespread use of mammography 
and the detection of nonpalpable lesions. Between 1987 and 
1994, the incidence was essentially constant. Between 1994 
and 1999, incidence rates increased by 1.6% per year. Epide-
miologists speculate that this increase in incidence is related 
to changing reproductive patterns, including delayed child-
bearing and fewer pregnancies. Between 1999 and 2006, how-
ever, incidence rates decreased by 2% per year. This decrease 
is attributed to decreased use of hormone replacement therapy 
following the publication of the results of the Women’s Health 
Initiative randomized trial in 2002, as well as a decrease in 
mammography screening (thus, detecting fewer cancers ear-
lier) (ACS, 2009). Despite the increasing incidence, mortali-
ty rates are decreasing. Between 1990 and 2006, the mortal-
ity rate decreased by 3.2% annually (ACS, 2009). Recent es-
timates suggest that at least 2.3 million women are alive with 
a diagnosis of breast cancer (ACS, 2009). Long-term survival 
rates continue to improve. Currently, of all the women diag-
nosed, 89% are alive 5 years after the diagnosis; 82% are alive 

10 years after the diagnosis; 75% are alive after 15 years; and 
after 20 years, 63% are still alive (ACS, 2009).

Clinical Perspectives

Women understandably worry about their risk for develop-
ing breast cancer. Understanding this concept is a challenge 
both for women to comprehend and for healthcare profes-
sionals to communicate. Multiple means are available to ex-
press risk. Healthcare providers are encouraged to find a risk 
assessment that correctly conveys risk and is appropriate for 
the woman. This usually includes a combination of figures 
including relative, absolute, and, in some cases, attributable 
risk. The primary reason for conducting a risk assessment is 
to use it to guide decisions about screening.

The Human Genome Project has greatly changed risk as-
sessment processes, especially in the area of breast cancer risk. 
Approximately 10% of all breast cancers likely have a heredi-
tary component (Daly et al., 2006). The identification of wom-
en with hereditary risk is an ever-emerging role in oncology. 
Once identified through risk assessment, these women need 
comprehensive, balanced counseling so that they can make 
an informed decision about genetic testing. Genetic testing 
has major ramifications for both the individual tested and for 
other relatives. For those who test positive for a known muta-
tion, difficult choices can arise regarding prevention, includ-
ing the possibility of prophylactic surgery.

For all women, the risk assessment guides screening recom-
mendations. Multiple screening recommendations are avail-
able from numerous organizations. These recommendations 
usually include some combination of breast self-examination, 
a professional clinical breast examination, and mammogra-
phy. For women with significant risk, other modalities such 
as MRI may be added, as well as more frequent screening. 
When making screening recommendations, healthcare provid-
ers need to inform women about why a particular guideline 
is being utilized, as well as the potential risks, benefits, and 
limitations associated with a particular screening modality.

In an ideal world, all breast cancer would be prevented. 
However, limited strategies currently exist that are routinely 
used in the prevention of breast cancer. All women should be 
counseled about the benefits of a low-fat diet, weight control, 
and regular exercise. The role of exogenous hormone use in 
the development of breast cancer is still poorly understood. 
Tamoxifen and raloxifene, however, have shown some prom-
ise for the prevention of breast cancer (ACS, 2009). Clearly, 
more chemoprevention trials are needed to identify agents, 
the ideal age at which to begin taking them, and the best ad-
ministration schedules to ultimately offer women some choice 
for the prevention of breast cancer. For women with an iden-
tified hereditary predisposition for developing breast cancer, 
recommended prevention measures may include prophylac-
tic mastectomy and oophorectomy, but both of these surger-
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ies are not without significant physiologic and psychologi-
cal consequences.

The diagnostic process for evaluating any breast abnor-
mality can be terrorizing for women, thereby necessitating 
the need for compassionate support and honest, comprehen-
sive, understandable education. On a positive note, biopsy 
techniques continue to become less invasive. For most, the 
workup will result in a benign finding. These women usually 
feel a great sense of relief and ideally a heightened awareness 
of the importance of the early detection of breast cancer. For 
those with a positive finding, they are suddenly thrown into 
an unfamiliar and potentially frightening arena of health care. 
Being sensitive to the needs of these women is critical to pro-
mote their overall adjustment to the diagnosis.

Treatment for breast cancer has changed greatly and is con-
tinually evolving. Mastectomy is no longer the only choice for 
many women. The Halsted radical mastectomy is no longer the 
norm. For many women, breast-sparing procedures are more 
than adequate treatment. Lymph node sampling techniques 
have improved, especially with sentinel lymph node proce-
dures, with the potential benefit of reducing lymphedema and 
other complications. Women, however, must make often com-
plicated decisions about which treatment (or treatments) to 
undergo, and this decision-making process can be extremely 
stressful for some, especially for those with limited abilities 
to understand complex medical information and terminology.

Breast restoration also has improved dramatically. Women 
have many options in breast and reconstructive surgery. Pa-
tients with breast cancer need much guidance, support, and 
education as they make choices about reconstructive surgery. 
Although often forgotten, prosthetics can be an appropriate 
and satisfactory choice for women. They should not be consid-
ered as a “second-rate” choice or reserved simply for women 
who are not good surgical candidates. The choices in prosthet-
ics are numerous. Similarly, bras, undergarments, and swim-
suits no longer need to be ugly, and all women, regardless of 
their breast restoration choices, should be offered access to 
these items. Women need to be counseled and encouraged to 
learn about these different options before making a decision 
about breast restoration.

The past decades have demonstrated great strides in under-
standing the pathology of breast cancer and how it influences 
treatment. Two decades ago, systemic treatment was limited to 
a few chemotherapeutic agents and tamoxifen combined with 
surgery. Treatment now includes multiple chemotherapeutic 
agents, breast-sparing surgery, immunomodulating agents, 
radiation therapy, and hormonal manipulation. Each of these 
areas continues to expand, and many active research trials are 
currently available. Most recently, targeted therapies are be-
coming available for those with some types of breast cancer.

These advances in treatment, however, have not come 
without a price. The acute toxicities associated with surgery 
and adjuvant therapy can be significant. Many research ef-
forts are ongoing to determine how to more accurately as-

sess, prevent, and manage these side effects. In addition to 
short-term side effects, many breast cancer survivors must 
cope with long-term consequences. The pool of survivors is 
steadily increasing, and with longer survival rates comes the 
increased possibility of long-term complications. Most nota-
bly, the past decade has seen a significant number of survi-
vors coping with the consequences of early menopause, os-
teoporosis, and mental changes. Addressing the needs of this 
patient population through tertiary prevention practices is an 
ever-expanding role for nurses.

Breast cancer can be an overwhelming diagnosis for both 
patients and those close to them. Many women cope with the 
diagnosis and ultimately may have a renewed sense of purpose 
in life. For others, it can be devastating. The psychological 
ramifications of the diagnosis are significant. It forces wom-
en to confront mortality. The body image changes that result 
from surgery and related treatments serve as a constant re-
minder of the diagnosis. Role changes during treatment dis-
rupt many family routines. After treatment, women need to 
adjust to a new normalcy. 

Women worry about hereditary susceptibility and whether 
a child has inherited an increased risk for developing the dis-
ease. Genetic testing is becoming increasingly available. Al-
though genetic testing enables women to better understand 
their risks and choices available to manage the risk, it also 
brings about intense psychosocial reactions and ramifications.

The diagnosis of breast cancer is accompanied by many 
unknowns, including prognostic factors, treatment issues, and 
how family and friends will react to the diagnosis. These un-
knowns contribute to stress with the diagnosis. The psycho-
logical care of these women and their families requires ongo-
ing intervention by healthcare providers. For women whose 
breast cancer cannot be cured and who will ultimately die 
from the disease, there is an ongoing need to recognize and 
implement palliative care interventions in a timely fashion. 

Research in breast cancer and its treatment continues. Re-
searchers are actively looking for ways to detect breast can-
cer as early as possible. Much effort is being made to find ef-
fective and tolerable prevention strategies. Genetic markers 
continue to be identified to better stratify risk. Management 
of the long-term complications of surgery and treatment con-
tinues to provide challenges to healthcare providers. Women 
need to continue to be offered clinical trials to build an ev-
idence-based practice for the management of breast cancer.

Conclusion

This book seeks to address issues related to cancer con-
trol, breast cancer treatment, psychosocial concerns, and the 
management of complications related to cancer and its treat-
ment in depth. Many issues in breast cancer are controversial. 
Patients and healthcare providers need to consider all issues, 
and then each woman needs to make choices that are consis-
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tent with her value system and place in life. In some cases, 
no single correct answer exists. New questions and challeng-
es will continue to arise.

Many resources are available to healthcare providers 
who care for women with breast cancer. Healthcare pro-
viders also need to continually be aware of the recommen-
dations and position statements of respected profession-
al organizations. The Oncology Nursing Society has pub-
lished several position statements on topics that are espe-
cially relevant for the care of women with breast cancer. 
These include breast cancer screening, cancer predisposi-
tion genetic testing and risk assessment counseling, reha-
bilitation of people with cancer, and prevention and ear-
ly detection of cancer in the United States (see www.ons 
.org/publications/positions).

For many women diagnosed with breast cancer, nurses 
truly make an enormous difference in how they cope with 
the treatment and its associated complications. Different 
needs and concerns accompany each phase of the breast 
cancer trajectory. Nurses are challenged to consider the his-
tory of breast cancer treatment and to provide information 
and care in a way that promotes health, hope, and well-be-
ing for the women and families affected by the diagnosis of 
breast cancer.

References
Al-Haddad, M. (2010). Breast cancer in men: The importance of 

teaching and raising awareness. Clinical Journal of Oncology 
Nursing, 14, 31–32. doi:10.1188/10.CJON.31-32

American Cancer Society. (2009). Breast cancer facts and figures 
2009–2010. Atlanta, GA: Author.

American Cancer Society. (2010). Cancer facts and figures 2010. 
Atlanta, GA: Author.

Braun, S. (2003). The history of breast cancer advocacy. Breast Jour-
nal, 9(Suppl. 2), S101–S103.

Daly, M.B., Axilbund, J.E., Bryant, E., Buys, S., Eng, C., Friedman, 
S., … Weitzel, J.N. (2006). Genetic/familial high-risk assessment: 
Breast and ovarian. Journal of the National Comprehensive Can-
cer Network, 4, 156–176.

First Sister Study results reinforce the importance of healthy liv-
ing. (2009). Alternative Therapies in Women’s Health, 11(5), 40.

Foster, R.S., Jr. (2003). Breast cancer detection and treatment: A per-
sonal and historical perspective. Archives of Surgery, 138, 397–
408. doi:10.1001/archsurg.138.4.397

Klawiter, M. (2004). Breast cancer in two regimes: The impact of 
social movements on illness experience. Sociology of Health and 
Illness, 26, 845–874. doi:10.1111/j.0141-9889.2004.00421.x

Kolker, E.S. (2004). Framing as a cultural resource in health social 
movements: Funding activism and the breast cancer movement 
in the US 1990–1993. Sociology of Health and Illness, 26, 820–
844. doi:10.1111/j.0141-9889.2004.00420.x

Onami, S., Ozaki, M., Mortimer, J.E., & Pal, S.K. (2010). Male breast 
cancer: An update in diagnosis, treatment and molecular profil-
ing. Maturitas, 65, 308–314. doi:10.1016/j.maturitas.2010.01.012

Qureshi, S.Y., & Qureshi, N. (2008). Genetic profiling in primary 
care can enhance personalized drug therapy: Reality or myth? Per-
sonalized Medicine, 5, 311–316. doi:10.2217/17410541.5.4.311

Savage, L. (2007). Breast cancer stamp funds new NCI pro-
gram. Journal of the National Cancer Institute, 99, 587–589. 
doi:10.1093/jnci/djk172

The Sister Study: A study of the environmental and genetic risk factors 
for breast cancer. (2010). Retrieved from http://www.sisterstudy 
.org/English/index1.htm

Vanchieri, C. (2007). National Cancer Act: A look back and for-
ward. Journal of the National Cancer Institute, 99, 342–345. 
doi:10.1093/jnci/djk119






