
 

Whispering Hope 

       Soft as the voice of an angel 

       Breathing a lesson unheard, 

       Hope with a gentle persuasion 

       Whispers her comforting word. 

If in the dusk of the twilight 

Dim be the region afar, 

Will not the deepening darkness 

Brighten the glimmering star? 

       Whispering Hope,  

       Oh how welcome thy voice, 

       Making my heart 

       In its sorrow, rejoice. 

Then when the night is upon us, 

Why should the heart sink away? 

When the dark midnight is over, 

Watch for the breaking of day.  

       Wait till the darkness is over, 

       Wait till the tempest is done, 

       Hope for the sunshine tomorrow 

       After the shower is gone. 

 

Verse from the song, ôWhispering Hopeõ. 

  

     



 

FOREWORD 

 

ôWhispering Hopeõ is the product of undiluted good-will, perfect empathy and 

disarming honesty. 

Having witnessed the physical and emotional travails that every woman endures 

following a diagnosis of Breast Cancer, I find it most heartening that someone who 

has ôbeen thereõ decided to share herself so profoundly.  

The entire team at Passages is a perfect example of good human beings coming 

together for a great cause.  With perfect commitment and devotion, they have 

worked with, learnt from, supported and helped innumerable patients.  The 

fundamental purpose of ôWhispering Hopeõ has been empowerment, at all levels: 

emotions, awareness, knowledge, responsibility and participation in treatment 

decisions.  Dispelling myths and propagating facts in a friendly and trustworthy 

way, it becomes a veritable ôfriendõ for a patient in need.  This edition incorporates 

new knowledge about the condition in a way that is easy to understand by the 

majority. 

My heart-felt good wishes go out to all patients, who must strive to attain best 

results always, and to their family and friends who stand by them at all times. 

 

Dr. Vijay V Haribhakti 

Consultant Surgical Oncologist 

Reconstructive & Microvascular Surgeon 

Jaslok Hospital & Research Centre 

Breach Candy & Saifee Hospitals 

Email: vijayh57@gmail.com 



 

About the creators of this book 

Dr. Tarana Khubchandani is a qualified Oral Surgeon and a Gallerist with an 

inherent and abiding sense of aesthetic beauty and value.  Inspired by her personal 

experience and in keeping with the aims and objectives of PASSAGES, she has 

written this valuable book. Tarana believes her life was enriched by the quality and 

generosity of love she received.  Her caring nature and positive attitude helped her 

to view her own brush with breast cancer, which brought her face to face with stark 

reality, as an opportunity to reach out to millions who suffer from this disease in 

silence and fear.   

 

All these factors were responsible for her and her friends and colleagues at 

PASSAGES to take on the role of caregivers.  Interacting with Dr. Coomi Bharat 

Singh, Mrs. Valerie Singhvi and Mrs. Kaya Shewakramani, she has put in hours of 

loving attention to detail and dedicated labour to bring out this second edition. 

 

None of this would have been possible without the generous contribution in terms 

of knowledge, matter, guidance and many hours of precious time, by Dr. Vijay V 

Haribhakti, renowned and leading expert in the field.  

 

WHISPERING HOPE, written straight from the heart, is testimony of Taranaôs 

love and concern, and her willingness and capacity to give of herself.  Although 

packed with useful medical content, it fulfills its main purpose to gently caress and 

give strength.  Its message of hope is unwavering. 

 

At PASSAGES we careé..   
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TARANAôS MESSAGE: 
Whispering Hope was conceived and came into existence in the year 2000.  It was 

born out of a compelling need to alert and awaken friends, family, the neighbor 

next door, and indeed ALL women, to the realrisk of a not so uncommon disease ï 

Breast Cancer.  

 

At that point, it was entirely my need to share. 

 

Now nineyears later, Whispering Hope takes birth again.  Itôs message is as simple 

but even more compelling. 

 

This is now yourneed to listen and to understand how easy it is to arm yourself and 

every woman in your life ï mother, sister, daughter, aunt or grandmother, with 

some simple and clear knowledge about Breast Cancer. 

 

A few minutes can bridge the gap between ignorant despair and healthy hope.  

 

Along the way, thousands of copies of this little book have found their way into 

homes across the world. Translated into Hindi, Marathi and Gujarati, Whispering 

Hope has helped and supported many.  I like to think it listened as well as spoke. 



 

It relates a not so happy scenario.  Breast Cancer is well on the increase, affecting 

one in twenty five women in the urban setting.   

 

The good news is that the number of survivors has also increased;a clear 

manifestation of awareness, early detection and improved treatment. 

 

  



 

DIAGNOSIS SHOCK 

The shock of diagnosis brings a numbing sense of unreality, giving way to fear, 

depression, anger and a host of other emotions.  There is no órightô or ówrongô way 

to feel. 

 

Having travelled the route myself, I can relate to the anguish and sense of 

hopelessness.  The thought of losing your femininity and, possibly,your life elicits 

vulnerability and terror. 

 

Several years later, I now cherish every day with humbling sense of gratitude.  

 

There are physical and emotional hurdles ahead.  Your initial thoughts may well be 

to protect your children or parents from the burden of the diagnosis.  This is 

understandably so. Yet, you need your family to be there, to listen, and to let you 

weep without having to put up a brave front all the time. 

 

So, follow your instincts but be kind to yourself first and remember cancer is 

not a death sentence! 

 

  



 

WHY ME?  

You will find the answer to that one.  Give it time. 

 

As for me, I now treasure small things ï a kind gesture, an uplifting text message, a 

loving email.  My husbandôs support, my childrenôs teasing, my parentsô concealed 

concerns ï these are my daily blessings.  You will find yours. 

 

Try to share your feelings with a loved one, hard as it may seem.  Express your 

needs.  Address your practical concerns.  All our relationships are unique, and 

donôt be worried to test the limits of yours.  

 

Donôt feel guilty to feel.  Anger and shock are expressions of fear.  Gradually, you 

will move from disbelief to reality, from grief to acceptance.  Your emotional 

healing begins from here. 

 

IôM SCARED 

I was too. 

 

Ignorance about the disease and the uncertainty about your future can build into 

monumental fears.  You may feel you are losing control over your life and 



 

circumstances.  This will lessenas you attempt to understand what is happening and 

what to expect.  Talk to your doctor!  Ask!  Question! Talk to another patient or 

survivor! 

 

As acceptance seeps in and your understanding increases, the insecurities and  

fears will recede. 

 

COPING 

 

Express yourself honestly and openly.  You will be pleasantly surprised to find out 

how many people are ready to listen and support.  Realise that in your family and 

friends lie deep wells of strength for you to draw from.  So go ahead and do so! 

 

Never underestimate the power of physical touch.  Hugging, or simply holding a 

loved oneôs hand and feeling the concern and caring will strengthen you. 

 

Reclaim control over your life.  The power of your attitude cannot be emphasized 

enough.  A positive attitude truly has positive effects. 

 



 

Remain realistic.  Harness your emotional resources as you prepare for one of 

lifeôs challenges. Things will return to normal. 

 

Hope is the key word ï do not lose it! 

 

SIGNS OF COPING 

¶ Seeking medical facts 

¶ Accepting the diagnosis 

¶ Attempting to remain positive 

¶ Renewing self confidence 

 

WHAT SHOULD I TELL MY CHILDREN?  

 

The truthé..and as much information as you think they can handle.  It is natural to 

protect your children from anything that will make them sad or scared.  But 

remember, children are very perceptive and a childôs fertile and overactive 

imagination can conjure up situations, possibly worse than reality. 

 

My son, who was nine years old then, repeatedly asked me why I withheld my 

diagnosis from him at the time.  My twelve year old daughter rummaged through 



 

my medical books to find out the meaning and implications of carcinoma.  She was 

thrust into the role of mother for her sibling in the harshest way possible.  I could 

have spared both of them a lot of heartache, had I known better then. 

 

Looking back, I realize how often I have drawn strength from my children ï more 

than they realise. 

 

Talk to your children, laugh and weep with them and then reassure them.  Itôs not a 

perfect world but they will come to understand the comfort of being a family ï one 

unit.  Things will change a lot for them too.  Prepare them and from that 

knowledge they will derive strength and security.  

 

UNDERSTAND YOUR OWN NEEDS 

 

¶ Emotional support ï from your loved ones 

¶ Practical support ï in day to day management 

¶ Empathyï it helps when a caregiver sincerely tries to understand what you 

are going through 

¶ Assurance ï that you will be loved in spite of the changes that your physical 

self may endure 



 

¶ To be your own self ï to enjoy the luxury of giving vent to all your feelings 

and emotions.  

 

I recall waking up at 5 a.m. every morning for my daily spell of solitude, allowing 

myself to think and feel whatever thoughts came up; weeping if I wanted to. This 

was my safe space. You will find yours! 

 

  



 

 

 

THE BIG óCô 
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Every woman is unique in the way she handles illness. Some want to know all the 

facts related o their health, whether cancer or otherwise. Others prefer to leave 

everything to their doctor. In the final analysis, your health is, and should be, in 

your own hands. Trust your doctor and work with him as a partner. Given the 

choice, no one wants to hear, read or talk about Cancer. Sometimes, though, we 

donôt have a choice. Hence, these facts are worth knowing and remembering and 

that is why you need to read on. 

Let us first understand the normal anatomy (look) and physiology (function) of the 

Breast. 

 

THE BREAST: WHAT IS óNORMALô ? 

 

Normal Structure and Function 

 

The breasts, or mammary glands, are specialised sweat glands which help in milk 

production also known as lactation. They play a role in defining femininity and, 

therefore, assume an emotive significance far beyond their biological function. 

 

The breasts are made up of glandsarranged into lobules which finally combine 

into fifteen to twenty lobes. A branching system of ducts drains the glands; the  

lobes finally being drained by lactiferous ductswhich converge towards the areola  



 

and finally end at the summit of the nipple. In addition, the breasts contain fibrous 

tissueconnecting and supporting its lobes; and fatty tissue and blood vessels in the 

intervals between lobes. 

 

The tissue fluid (lymph) from the breasts drains mainly into the lymph nodes in the 

axilla (armpit). 

  



 

ANATOMY OF A NORMAL BREAST FULL PAGE  
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VARIATIONS  

Mammary glands exist in both sexes. In the male, they remain simple and 

undeveloped throughout life.  In the female, they are underdeveloped before 

puberty, and grow and get defined thereafter. Their development is most during the 

later months of pregnancy and during lactation. 

 

Estrogenichormones produced from the ovaries cause the ducts to develop and 

grow, and progesterone causes the glands to develop.This is accompanied by an 

increase in the supporting tissue, fat and blood vesselsandis the reason that breasts 

become enlarged and tender just before the start of the menstrual cycle.  

 

At menopause, all the hormonal stimulation reduces and the breasts reduce overall 

in size and density. 

 

COMMON CAUSES OF ANXIETY  

Cyclical breast pain, nodularity and lumpiness, as explained above, lead to severe 

anxiety. Often, the sudden appearance of a ólumpô in a young female may actually 

be a cyst or a collection of fluid. An ultrasound is the simplest non-invasive test to 

understand the true nature of the ólumpô in a young, pre-menopausal individual. In 

case of a cyst, no treatment may be required. 

 



 

THE BREAST LUMP  

The majority of breast problems are seen as a localised mass or thickening, 

labelled as a ólumpô.  A painful lump could be a cyst.  A true lump is one which is 

distinct from the surrounding breast substance and can be felt both with the flat 

surfaces of the fingers and with the flat of the hand; and on ultrasound, appears 

ósolidô. 

 

Lumps detectable by the fingers but not by the hand flat, frequently represent 

thickening of glandular breast tissue which is often found in younger women. 

 

Benign lumps 

These are ónon cancerousô masses, generally found in younger women. Typically, 

they have been present for a long time without much change. Examination mostly 

reveals them to be regular in shape, well-defined and movable. The commonest 

benign lump is known as a fibroadenoma. 

 

Once a benign tumour is removed,it most often will not recur. More 

importantly,it is not athreat to life because it will not spread locally or to other 

parts of the body. 

Following menopause, the incidence of benign lumps is generally very low. 



 

 

A malignant lump would classify as Breast Cancer. 

 

 

BREAST CANCER: WHAT IS IT ? 

 

Any malignant mass within the breast is broadly labelled as óbreast cancerô. While 

the fate of any individual patient with breast cancer is determined by the type of 

malignancy and its anticipated óriskô, an important feature that characterises all 

malignant lesions is their tendency to grow and to spread locally and to other parts 

of the body.  

 

Cancer cells break away from the main tumour and can spread to other parts of the 

body.Spread via lymphatics ends in the lymph nodes and via the blood stream, to 

distant organs. This tendency to invade and spread presents danger, and the need 

for appropriate treatment. 

 

The spread of cancer beyond its site of origin is called metastasis.  

 

VARIATIONS  



 

The fundamental truth about Breast Cancer is its astounding variability. While it is 

possible to treat a great majority of malignant lesions of the Breast effectively if 

detected in time, there are a few that defy all attempts at treatment. These can be 

termed as biologically aggressive. 

 

Spectrum 

 

The commonest variety of cancer originates in the ducts and is known as Duct 

Carcinoma.  

 

If the cancer remains within the ducts and does not invade, it is known as Duct 

Carcinoma in-situ (DCIS).  

 

If the cancer is found to invade into the surrounding tissues, it is known as 

Invasive Ductal Carcinoma (IDC). This is the commonest variety detected. 

 

Cancers that originate in the lobules is known as Lobular Carcinoma. These can 

be in-situ or Invasive. 

 



 

Based on the gross appearance of tumours, other descriptive labels are assigned, 

such as Schirrus(hard) and Medullary  (soft /fleshy). 

 

Other malignant tumours may originate from the supporting tissue of the breast 

and are relatively uncommon. Among them, the one encountered most often is 

known as the Malignant Phyllodes Tumour. 

 

Metastatic breast cancer most frequently spreads to the glands in the underarm, 

known as axillary lymph nodes. Spread can also occur to the lymph nodes in the 

lower neck and to distant organs such as the lungs, liver and bones. 

 

RISK FACTORS 

It is important to note that over 75% of all breast cancers are ósporadicô, i.e. 

with no known family history.  

 

The heredity of breast cancer is now better understood, and it appears that as many 

as 6 genes are involved. The risk is highest if a first degreerelative (mother, sister, 

grandmother, aunt) has had breast cancer. The earlier the presentation in the 

relative, the earlier is the commencement of risk. 

 



 

The other risk factors are as follows:  

¶ Increasing age 

¶ History of breast cancer in the opposite breast 

¶ Early age at menarche (first appearance of menses) 

¶ Late menopause 

¶ Late pregnancy (first pregnancy after thirty years of age) 

¶ Recurrent pregnancy losses (abortions) 

¶ Childlessness 

¶ Lack of lactation (no breast feeding) 

¶ Extendedhormonal treatment with Estrogens / oral contraceptive use 

¶ Dietary factors: diets rich in saturated animal fats and obesity 

¶ Lifestyle & Habits: Alcohol / Smoking 

¶ Community: Certain communities (Parsis / Sindhis) are at higher risk than 

others 

 

The epidemiology, i.e. the occurrence, transmission and control of Breast Cancer is 

most affected by lifestyle choices, habits and diet.  For example, a lady from Japan 

(lowest incidence) immigrating to the US (highest incidence) will achieve the same 

risk as the local population after just ten years in the new environment. 

 



 

WARNING SIGNS:  

¶ Painless, apparently causeless lump or thickening within breast or armpit 

¶ Recent nipple retraction (in-drawing)  

¶ Nipple discharge (especially if blood stained) 

¶ Alteration in texture of skin overlying breast (dimpling / puckering) 

¶ A change in the size or shape of the breast 

 

BREAST SELF EXAMINATION (BSE)  

 

The single most important thing you can do today to reduce your risk from 

advanced Breast Cancer is to do a monthly Breast Self Examination(BSE). 

The best time to perform a BSE is about one week after the beginning of 

menstruation.   In post menopausal women, it can be done at the beginning of 

each month. 

 

WHEN 

Monthly: Morning or evening is the best time to perform self examination. 

Pre-menopausal: Perform breast self examination 7 to 10 days after the start of 

your period.  



 

Post-menopausal / Post-hysterectomy*: Mark a day on the calendar, preferably 

the first day of each month. 

¶ Even with self examination, it is important to see your doctor for an annual 

checkup. 

¶ If you discover something unusual visit your doctor.  That same visit may 

save your life.  

¶ If you are over 50, then you should have a mammogram every year (or as 

recommended by your doctor).  

 

*Post-hysterectomy women whose ovaries have not been removed should choose 

a time during the month devoid of ñpre-menstrualò symptoms, when they have 

tender, swollen breasts. 

 

WHERE 

Visual Check: The first step of your examination should start in front of your 

mirror. 

Lying Down:This last step is conducted lying down on a firm or flat surface. 

 

  



 

How to do it: 

¶ Do not dig into the breast tissues with the end of 

your fingertips or nails.  This is a frequently made 

mistake 

¶ Always use the pads of your fingertips when 

performing this technique.  

 

 

          

WHAT TO LOOK FOR  

¶ It is important to learn what is normal for your breasts 

¶ By examining your breasts monthly, you will become familiar with how 

they look and feel 

¶ It may be normal for them to feel a bit lumpy 

¶ Check for any areas in your breasts that feel thicker or harder than the rest of 

your breast. 

¶ There are two sensations to be aware of: Smooth and slippery: This is 

sensation associated with the normal milk glands and ducts in your breast, as 

well as many harmless breast cysts. 

 



 

o Be aware that a small percentage of smooth and slippery lumps may 

require professional attention. 

o To familiarize yourself with this sensation, 

place the bulb of your index finger on your 

closed eyelid. 

o Gently move the eyelid over the surface of 

your eyeball.  You will sense that the eyeball 

is smooth and slippery.   

            

 

Hard, fixed and immovable: This sensation may not be harmless and may require 

further investigation. 

o Try to move the skin without moving the tip of your nose.  

o It will not go: It is fixed, so the tip of your nose moves with 

the skin. 

o To familiarize yourself with this sensation, place the bulb of 

your index finger on the tip of your nose.  

 

 

 



 

AREA OF EXAMINATION  

¶ Examine the area from your neck to the underside 

portion of your breast and from the armpit to the 

breastbone. 

        

¶ Also check for any nipple discharge.  

 

 

Step 1 

¶ First sit or stand in front of the mirror with your arms 

relaxed at your sides. 

¶ Face forward and conduct check; then turn slowly to each 

side. 

Note:  Check each breast for any changes in size, shape or contour.  

        

Step 2 

¶ Raise your arms straight above your head. 

 

¶ If your breasts are large you may need to lift each 

breast to see the lower part of the breast area. 

 

Note: Look for obvious lumps, dimpling, flattening, 



 

reddening, sores or rashes. 

¶ Also look for any changes in the nipples.  

            



 

Step 3 

Vertical Strip method: Start in your armpit and move 

down to just below your breast. 

¶ Move your fingers over the width of one finger 

¶ Move up again 

¶ Continue this up and down pattern 

Step 4 

¶ Lie down on a bed or flat surface 

¶ Examine your breasts using one of the methods described in step 3.   

Note: Use had lotion to make your fingers more sensitive. 

 

 

 

 

 

 



 

Step 5 

¶ Roll to one side and place your arm behind your head 

¶ Put a pillow or towel under your shoulder for support 

Note: Examine the outer side of your breast and underarm area.  Do the same for 

the other breast.  

 

 

 

 

DIAGNOSIS 

 

Breast cancer may be diagnosed through a screening test (mammography / 

sonography) in the absence of any apparent abnormality.  In countries that have an 

active screeningprogramme, it is known that screen-detected cancers are typically 

found early.  

 

Most frequently, it gets diagnosed when a woman notices one of the warning signs 

either incidentally or in the course of breast self examination and consults the 

appropriate health professional (ideally a surgical oncologist with special interest 

in breast cancer).   



 

 

The importance of seeking evaluation from a professional experienced in the 

management of Breast Cancer cannot be over-emphasized. This would avoid 

late / missed diagnosis, and ensure appropriate treatment strategy. 

 

ASSESSMENT OF A BREAST LUMP 

The three main pillars for a reliable diagnosis of breast cancer are: 

 

¶ Clinical Examination 

¶ Imaging (mammography / sonography / MRI) 

¶ Biopsy (Core biopsy / FNA) 

 

These constitute the vitally important Triple Assessment which must be made in 

every case of suspected cancer. 

 

Clinical breast examination begins with an inspection of both breasts with the 

woman sitting up, in order to detect subtle skin changes such as dimpling. A 

detailed manual examination (palpation) then follows and must systematically 

include the complete extent of either breast (from the collar bones above to the 

chest wall margins below), either starting centrally from the nipple and moving 



 

outward in concentric circles, or a óvertical strip methodô examination. 

Examination is first performed using the flat surfaces (not the tips) of the fingers 

and then the flat of the palm. Any palpable lump is characterised in detail (size, 

shape, tenderness, mobility and freedom from overlying skin), before moving on to 

a detailed palpation of both underarms for presence of suspicious nodes. Finally, 

the areas below (infraclavicular) and above (supraclavicular) the collar bone are 

examined and findings documented. The very same manoeuvres are carried out in 

the practice of breast self-examination, and must be understood thoroughly by 

every adult woman.  

 

Imaging of the breast can be performed with a variety of methods, amongst which 

mammography is the most frequent and most important. In very young women, 

the presence of dense glandular tissue frequently limits theusefulness of 

mammography. Another drawback of mammography is its inability to distinguish a 

fluid-filled (cyst) from a solid mass. For these reasons, sonographyis preferred in 

younger women. The combination of these two imaging techniques generally 

provides optimal information in most cases. Additionally, these modalities provide 

guidance for core biopsy, which is considered the minimum standard for diagnosis 

of a suspicious mass.   

 



 

When the information derived from both is found insufficient, the preferred 

imaging technique employed today is the MRI scan. Although extremely useful, 

MRI scanning is used selectively owing to its high cost.  

 

In all cases of suspected or proven cancer, good imaging is essential for good 

treatment decisions, and for providing assistance for an adequate biopsy. 

 

Biopsy is the essential starting point of all treatment modalities, and the ideal 

biopsy is one with which we obtain not only a reliable tissue diagnosis but all the 

additional information necessary for a sound plan of treatment. In any suspected 

malignancy of the breast, the core biopsy provides this vital information. 

 

FNA or fine needle aspiration biopsy, though easier, is fraught with numerous 

drawbacks and is best reserved to prove a relapse, locally within the breast, or to an 

enlarged suspicious node found on examination or ultrasound imaging, or to any 

other area of the body.  In all such cases, all other important information is 

assumed to be available. If note, core biopsy is preferred.   

 

 

 



 

QUESTIONS TO ASK YOUR DOCTOR AFTER A POSITIVE BIOPSY 

REPORT  

 

¶ An explanation of the biopsy report 

¶ What is recommended now ï lumpectomy or mastectomy?  Why? 

¶ Will an axillary dissection (removal of the lymph nodes in the armpit) be 

done at the time of surgery? What type? 

¶ What other tests are needed? 

¶ What is the likely further treatment after surgery? 

¶ Is it possible to estimate risk? 

 



 

 

   WHAT NEXT?  
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The management of breast cancer is invariably a team effort. Gone are the days 

when surgery, most notably radical surgery, was considered the norm. As an 

understanding of the disease process has improved, doctors have found newer and 

often more effective means of treatment which have resulted in improved survival 

while preserving quality of life. 

 

In light of a biopsy report that tests positive for malignancy, it is important to 

assess the extent or óstageô of the disease. 

 

THE IMPORTANCE OF óSTAGEô  

The most widely accepted staging system is known as the TNM system, i.e. 

Tumour, Node, Metastases system. 

 

Broadly speaking, óTô indicates primary tumour size, and covers the whole 

spectrum from óT0ô which indicates no clinically felt tumour (picked up on 

screening tests) to T4c, which indicates a large tumour greater than 5cm in 

diameter, with involvement  of the overlying skin and the bony chest wall. 

 

The óNô stage is a reflection of the extent of lymph node involvement, and ranges 

from óN0ô which indicates no involved nodes, to óN3ô which indicates involved 

nodes above the clavicle (collar bone). 

 



 

The óMô stage is a reflection of spread (metastasis) beyond the breast and axilla, 

and can be either óM0ô which indicates no distant metastasis or óM1ô which 

indicates presence of distant metastasis. 

 

All three elements are expressed in a composite TNM stage, which is the common 

language used to express disease extent. The staging is generally expressed at two 

points of time:  

 

The Clinical stage (cTNM) is expressed following clinical examination and 

investigations; while the Post-surgical stage (pTNM) is expressed following a 

detailed pathologic study of the specimen removed at the time of primary surgery. 

 

PREDICTIVE INDICATORS:  

Apart from the TNM stage, which is the most  important expression of disease 

extent and possible outcome, numerous predictive indicators are now studied 

routinely from the tumour tissue, and the information obtained is used to determine 

both ï prognosis (prediction of possible long-term outcome), and further 

treatment strategy.  

 



 

This assessment becomes particularly relevant in early staged disease, and allows 

effective, individualised (tailor-made) treatment strategies. Numerous predictive 

markers have been described, and only those with significant importance are 

discussed here:  

 

A. Grade 

 

While the stage expresses disease extent, the ógradeô expresses microscopic 

characteristics as seen and interpreted by the pathologist.  

 

The traditional grading system includes three grades, I II and III, in ascending 

order of potential biologic aggressiveness. The most accepted current system of 

grading (known as the Nottingham modification of the Richardson-Bloom or R-B 

grade) is based on three microscopic characteristics, each having a minimum score 

of 1 and a maximum of 3. Each of the 3 scores is expressed individually as well as 

the sum, in the final report. Accordingly, a ólow riskô tumour would have a 

combined grade score of 3 (1+1+1), while a óhigh riskô tumour would score 9 

(3+3+3). 

 

B. Receptors 



 

 

Current understanding of breast cancerhas established clearly that many tumours 

are óHormone dependentô and express receptors for the normal female hormones. 

Accordingly, we have Estrogen Receptor (ER) expression and Progesterone 

Receptor (PR) expression. 

 

In general, those tumours that are rich in Hormone Receptors (ER / PR) are known 

as óReceptor Positiveô and are associated with response to hormonal treatment and 

a favourable predicted outcome. Conversely, óReceptor Negativeô tumours tend to 

be more aggressive, are more commonly found in younger patients, and need 

systemic chemotherapy for improved control. 

 

C. Gene / Oncogene Expression 

 

Continuous and ongoing research on breast cancer has resulted in an improved 

understanding of the role of genes for promoting cancer. Amongst the several 

genes that have been identified, a few are important and their identification has 

resulted in the development of novel targeted therapies.The Her-2 (Cerb B2) 

oncogene is found to be expressed in a number of cases and predicts unfavourably. 



 

Typically, Her-2 positive patients are ER negative, and need aggressive 

chemotherapy and a targeted drug called Herceptin. 

 

As many as six distinct genes are associated with familial breast cancer. Among 

these, the BRCA 1 & 2is best known, and can be demonstrated in about 15% of 

patients with a strong family history. This testing is expensive and its importance is 

uncertain.  

 

TREATMENT PLANNING  

At the end of a sound ótriple assessmentô mentioned above, a treatment plan is 

made. With a few exceptions, the initial treatment is surgery, which involves 

taking the tumour out surgically. Based on the detailed findings following adequate 

primary surgery, a decision is made about further adjuvant (aiding or assisting) 

treatment /s.  

 

Typically, these could include one or more of the following: 

Chemotherapy / Radiotherapy / Hormone therapy / Targeted therapy. 

 

Surgery and Radiotherapy are localised treatments, whereas chemotherapy and 

hormone therapy act on the entire system. 



 

 

SURGERY 

Surgery is the most common treatment of Breast Cancer. Surgery for the primary 

tumour involves either a complete removal of the disease only (lumpectomy) or 

the entire breast (mastectomy). 

 

Wire guided localization biopsy 

 

 

 

 

 

 

This is a frequently carried out procedure for diagnosis and management of lesions 

that are suspicious but cannot be felt on palpation.  

 

Lumpectomy  

A lumpectomy involves removal of the entire lump along with a significant margin 

of surrounding normal healthy tissue. This is a Breast Conservation Treatment 



 

(BCT) and would need to be followed by Radiotherapy. 

 

      Common incision plans: breast conservation 

Numerous reliable studies 

have clearly established the 

safety of breast conservation 

in all appropriately selected 

patients.  

 

Mastectomy 

 

Based on the extent of disease at initial presentation, 

a decision is made whether the disease is óoperableô 

or not. 

If the primary tumour is very large (greater 

than5cms), fixed to the chest wall or the overlying skin, surgery is generally 

deferred and appropriate systemic treatment (Chemotherapy / Hormone therapy / 

Targeted therapy) is started. Once the lesion has shrunk, surgery can be done.  

 



 

In the remainder, mastectomy is performed.  The common reasons why 

mastectomy is performed are: 

¶ Multiple areas of disease (multicentricity) 

¶ In pregnant women ï to avoid harm to the foetus through radiation 

¶ Previously irradiated breast (i.e., subjected to or treated with radiation)  

¶ A large tumour relative to the size of the breast 

¶ In those patients who cannot receive radiotherapy 

 

For selected patients who have tumours that are large or oddly situated foroptimal 

breast conservation, innovative approaches have been described (Oncoplastic 

surgery) to achieve aesthetically superior results. 

 

In general, all patients who get breast conservation need post-operative 

radiotherapy.Following mastectomy too, radiotherapy is needed with large-sized 

tumours, multiple involved nodes, or both. 

 

For the Axilla:  

All patients who present with enlarged, suspicious nodes, either on clinical 

examination or imaging or FNA need a formal removal known as óAxillary 

Clearanceô. The extent of clearance is dictated by the situation in each individual 



 

case. A very aggressive clearance frequently results in a variety of post-treatment 

problems such as prolonged lymphatic drainage, loss of sensation on the inner arm, 

and most significantly, swelling of the arm (lymphedema). 

 

Since a large number of patients are ónode negativeô, routine óAxillary Clearanceô 

in all cases is associated with avoidable and significant morbidity. For these 

patients, the standard of care today is a Sentinel Lymph Node Biopsy. This 

procedure calls for specialised training, set-up, team-work and equipment, and 

must be undertaken only by the trained surgeon. 

 

RECONSTRUCTION 

Mastectomy clearly does not mean permanent disfigurement today. Sophistication 

of techniques of mastectomy (Skin Sparing Mastectomy) and the availability of a 

number of techniques of reconstruction have made it possible to restore form in the 

majority.  

 

Broadly speaking, reconstruction may involve the use of implants and / or the 

patientôs own tissues (flaps) to achieve the desired result. 

 

  



 

QUESTIONS TO ASK YOUR SURGEON BEFORE SURGERY 

¶ What kind of surgery do you recommend for me? 

¶ If I have a mastectomy, will I be able to have a reconstruction? 

¶ Will this be done at the time of surgery or later? 

¶ Will my lymph nodes be removed? 

¶ What side effects should I expect? 

¶ How do I take care of my arm? 

¶ When can I resume my normal activities? 

 

QUESTIONS TO ASK YOUR SURGEON AFTER SURGERY 

¶ What was the pathology report? 

¶ How many lymph nodes were removed?  How did they test ï positive or 

negative? If positive, how many were so? 

¶ Did the tumour have clear margins? 

¶ What were the results of hormone receptor studies? 

¶ What were the results of special tests (HER-2, p53, etc.)? 

  



 

          

EXERCISES FOLLOWING SURGERY  

 

 

 

 

 

 

 

  



 

EXERCISES FOLLOWING SURGERY  

 

 

 

 

 

 

 

 

 

 

  



 

EXERCISES FOLLOWING SURGERY  

 

 

 

 

 

 

 

  



 

EXERCISES FOLLOWING SURGERY  

Pendulum Exercises 

 

 

 

 

 

 

 

 

 



 

CHEMOTHERAPY  

Chemotherapy (anti-cancer medication administered mostly by the intravenous 

route) has truly brought about a revolution in the way breast cancer is managed 

today.  The drugs are given in ócyclesô at regular intervals, usually three weeks 

apart. 

 

A large number and variety of agents are in use today and the details of ówhich 

drug, when, and for how longô, need to be carefully individualised by the medical 

oncologist. 

 

If chemotherapy is started óup frontô to achieve reduction in disease stage, it is 

known as neo-adjuvant chemotherapy. When used after surgery, it is known as 

adjuvant chemotherapy. 

 

Another important óadvanceô in the way chemotherapy is administered is the long-

term intravenous access device known as the Port. In patients with very few usable 

veins, the Port is invaluable. 

  



 

Much of the morbidity associated with difficulties in locating veins, venous 

thrombosis, swelling, pain and effects of spillage outside veins is completely 

avoided with the routine use of Ports today. 

 

A port is surgically implanted under the skin which in turn leads to a silicone tube 

that is inserted into one of the major veins of the body. This device can be used 

repeatedly and can be maintained for long periods of time, thus greatly facilitating 

the delivery of chemotherapy. 

 

SIDE EFFECTS OF CHEMOTHERAPY  

Undoubtedly, chemotherapy has undesirable side-effects and they must be 

understood and appropriately prevented or managed. 

 

The most dreaded side-effect of chemotherapy, nausea, is effectively preventable 

with medication available today. Another side-effect is fall in blood counts (white 

cells) which makes patients susceptible to infection. This is managed by: 

¶ regular monitoring of counts, 

¶ preventive advice (avoiding contact with infected individuals / consuming 

clean, cooked food) 

¶ by the use of drugs that improve recovery of counts 



 

Alopecia, or loss of hair, is another effect which is completely reversible on 

completion of treatment. During therapy, it must be managed by the most 

appropriate means in a given case. You may consider getting the hair shaved when 

the hair fall gets severe (usually between the 1
st
 and 2

nd
 cycle). It may be less 

traumatic than clutching a handful of hair every few minutes. 

 

Elegantly designed caps, hairdos and wigs can all be used to tide over this 

understandably difficult phase. 

 

The menstrual cycle may or may not be affected during chemotherapy. In 

premenstrual women, it usually resumes a while later, although when exactly may 

be difficult to determine. After treatment, the child bearing ability will be 

dependent on the age and drugs received. 

 

PRECAUTIONS DURING CHEMOTHERAPY  

The possibility of an infection may be reduced by taking a few simple precautions: 

¶ Eat well and get as much rest as possible 

¶ To overcome nausea, eat smaller and more frequent meals 

¶ Drink plenty of fluids for hydration 

¶ If there is an altered taste sensation, avoid those foods which cause bitterness 



 

¶ Avoid alcohol 

¶ Brush the teeth gently and rinse frequently with antiseptic mouthwash or 

warm saline water 

¶ Stay away from crowds and from anyone with a cough, cold or contagious 

infection 

¶ Maintain good hygiene daily, using a soft towel after a gentle bath 

¶ In case of temperature or infection, contact your doctor immediately 

¶ Keep your nails short and exercise care while cutting them 

¶ Eat only home cooked meals, and avoid raw vegetables and salads 

¶ Wash fruits thoroughly 

¶ Drink only boiled or filtered water 

 

QUESTIONS TO ASK YOUR DOCTOR BEFORE CHEMOTHERAPY  

¶ Why do I need chemotherapy? 

¶ What drugs do you recommend? 

¶ What are the benefits and the risks to me with these drugs? 

¶ How will I know that the drugs are working? 

¶ Where and how will I receive these drugs? 

¶ How long will I be on chemotherapy? 



 

¶ What are the common side effects of these drugs and how do I manage 

them? 

¶ Will there be any restrictions on my normal activities? 

¶ Can I continue to work while on treatment? 

¶ Are there any long-term effects I should know about? 

¶ What if I decide not to have chemotherapy? 

 

RADIATION THERAPY  

Radiotherapy is a local therapy by ionising radiation, employed to minimise the 

risk of local relapse. During radiation, high energy x-rays are used to destroy 

cancer cells that may be present in the breast or lymph nodes. 

 

The routine use of radiotherapy following breast conservation approaches has 

resulted in excellent rates of control and preservation of form and body image. 

 

Typically, radiation is started after completion of chemotherapy and delivered to 

the entire breast, along with a boost to the location of the primary tumour (tumour 

bed), and to the area above the collar bone in patients with positive nodes. The 

duration of treatment is five to six weeks, usually five days a week and the 

procedure takes eight to ten minutesat each sitting. 



 

 

During the planning stage, the chest is marked with ink or tattoos to define the area 

to be radiated. The Radiation Oncologist decides the daily radiation dosage. 

 

In general, radiotherapy is well tolerated and only in the last weeks of treatment 

may result in dryness, discoloration and occasional peeling of the skin of the 

treated breast. In most cases, these effects reverse completely following 

completion of treatment. 

 

Adverse effects are best minimised by maintaining the skin dry and avoiding 

perspiration while on treatment. 

 

In selected patients who have metastases to bones, local radiation results in 

effective control of symptoms. 

 

SIDE EFFECTS OF RADIOTHERAPY  

The skin in the treated area will tend to be dry, red, tender and itchy.  Towards the 

end of treatment, the skin may become moist and óweepyô. Try to keep this area 

open and exposed as far as possible.  These changes are temporary and will get 

resolved when treatment is over. 



 

 

Long-term effects would include changes in the shape and colour of the breast or a 

feeling of heaviness due to fluid retention. Sometimes, the breast skin becomes 

more sensitive. 

 

Once a breast has been irradiated, it cannot be irradiated again.  Any local 

recurrence or new tumour would have to be treated by mastectomy. 

 

PRECAUTIONS DURING RADIOTHERAPY  

¶ Eat a well balanced diet  

¶ Drink plenty of fluids 

¶ Get as much rest as you can 

Skin precautions: 

¶ Avoid tight or constricting garments / undergarments 

¶ Avoid the use of soaps, lotions, deodorants, medicines, powder or cosmetics 

on the treated area 

¶ Do not wear starched clothes 

¶ Do not apply heat or cold to the area 

¶ Avoid taking any medication without telling your doctor 

 



 

QUESTIONS TO ASK YOUR RADIATION ONC OLOGIST  

¶ How many sittings will I need? 

¶ What side effects should I expect? 

¶ Can I continue working during treatment? 

¶ Will I be able to come for treatment by myself? 

¶ Will follow -up care be necessary? 

 

LYMPHEDEMA  

Lymph nodes in the armpit drain the lymphatic fluid from the arm and chest.  A 

possible side effect of lymph node removal is persistent and often painful arm 

swelling, called lymphedema.  Both surgery and radiation can affect the lymphatic 

drainage of the arm.   

 

This swelling can occur at any time after the surgery and, hence, the arm will 

always need to be protected. 

 



 

PRECAUTIONS TO HELP PREVENT LYMPHEDEMA  

¶ Avoid wearing tight jewellery, rings or watches on the affected arm 

¶ Avoid carrying packages or lifting weights with the affected arm 

¶ Ensure that all blood tests or infusions are conducted on the other arm 

¶ Avoid cuts and injuries of any kind 

¶ Have careful manicures 

¶ Be careful about insect bites and stings 

¶ Wash cuts promptly 

¶ Do not expose the arm to extreme temperatures 

¶ Treatment of lymphedema would include options such as an elastic sleeve, 

arm massage, or manual lymphatic drainage. 

 

AVOIDING EDEMA  

¶ Discuss nature of Axillary dissection.  If the axilla is clinically clear, make 

sure to find a surgeon trained to perform sentinel lymph node biopsy 

¶ Avoid wearing jewellery, watches, etc., on the operated side 

¶ Avoid blood collections and blood pressure cuffs on the operated side 

¶ Avoid excess heat exposure 

¶ Learn to heed the signs of infection: fever, redness, pain, warmth of the 

operated arm 



 

¶ Monitor mid-arm and forearm circumference and compare with opposite 

side 

¶ Be regular with arm stretching exercises and shoulder mobilisation 

 

MANAGEMENT OF LYMPHEDEMA  

¶ Arm elevation: at rest as well as during exercises 

¶ Arm stretches; milking exercises 

¶ Bandaging and sleeves 

¶ Avoid forceful massage 

¶ Go for Manual Lymphatic Drainage by qualified personnel 

¶ Supervised use of diuretics, antibiotics, NSAIDs 

 

EXERCISES FOR MANUAL LYMPHATIC DRAINAGE  

  


