BREAST CANCER: BIOPHYSICAL SEMEIOTIC EARLY DIAGNOSIS AND 

 SCREENING OF PATIENTS AT HIGH RISK.

(Acknowledgment: I must recognize that both I.Mittra, M. Baum, H. Thornton and J.Houghton’s excellent article – BMJ 2000;321:1071-1073 (28 October) – and a correspondence whith Prof. M. Baum  suggested me to write  the following paper).

Introduction.
                      There is very good evidence that screening for breast cancer reduces mortality in women older than 50 years. As regards women younger than 50 years there is evidence suggestive, but inconsistent, that screening is effective in long-term mortality. Detection of early breast cancer, utilizing mammography, can be accomplished through more frequent and earlier use of the test as well as by a combination of clinical breast examination and mammography (1).

In following, I describe briefly a biophysical semeiotic method useful in both bed-side diagnosing breast cancer, since its earliest stage, and in large scale screening of patients at “real” risk, allowing also the “quantitative” evaluation.

Discussion.
                      Breast cancer screening and mammography have almost becomes synonymous in the public perception, yet this should not necessary be the case. Ideally, a screening tool for breast cancer would reduce mortality from breast cancer while having a low false alarm rate and being relatively cheap (2).

Screening, moreover, should not be at the expense of the symptomatic services nor inappropriately divert scarse resources away from equally deserving areas of National Health Service, that are less politically sensitive (3).

An ideal screening test would be simple, inexpensive and, finally, effective. There are three modalities of breast cancer screening: breast self examination, clinical breast examination and mammography. Breast self examination fulfils the first two criteria. However, early results of two randomised trials conducted in Russia and China suggest that it would not be effective in reducing mortality from breast cancer (4,5).(Until now, See later on) Clinical breast examination is also relatively simple and inexpensive, but its effectiveness in reducing mortality from this malignancy has not been directly tested in a randomised trial (2). Mammography is complex, expensive and only partially effective. 

According to I. Mittra et al. (2), although for very different reason,  I believe that there is sufficient evidence to suggest that clinical breast examination is as effective as mammography in reducing mortality from breast cancer and that the time has come to compare these two screening methods directly in a randomised trial (1).

Of interest is considering the results of NHS brest screening programme for women aged 50 to 64.  In the first round of screening (over a million women were examined) a little over 5000 cancers were detected (6). Of these, 60% were invasive cancers > 1 cm. in size. Such cancer would be expected to be ascertained also with the aid of clinical breast examination. In “situ cancers”, which accounted for 18% of the cancers detected by mammography in the NHS programme, would not be identified by clinical breast examination, obviously – as it will be said later on– without the aid of Biophysical Semeiotics, thereby reducing the potencial for overdiagnosis, caused by mammography. 

For the same reason, mentioned-above, I cannot agree with I. Mittra et al. about the fact that only 22% of invasive cancers detected by mammography, <1 cm. in size, would be missed by clinician examination (2). These Autors think that, consequently, any benefit of mammography over clinical breast examination must be derived from these 22% of invasive cancers that are <1 cm. in size and from an uncertain number of cases of ductal carcinoma “in situ” that progress to invasive cancer if left undetected; however, it seems that these advantages are unlikely to be clinically important (2), due to the fact that in order  to be identified with the clinical examination tumour has to undergo 30 doubling (1 cm. in size).

Therefore, only the lead time gained by mammography over clinical examination would be of the order of only one doubling (8). Moreover, it seems that screening by mammography is good for detecting cancers with low malignant potential (9)  To put my disagrement more succinctly, all Authors know only the traditional, acàdemic, physical semeiotics, but fortunately nowadays also the Biophysical Semeiotics exists, which allows doctor both recognizing breast cancer since early stages and detecting it “in a quantitative manner” in women at “real” risk, i.e. with intense oncological terrain (1) (See Oncological Terrain in Home-Page).

Of interest, the mammographically detected cancers showed better prognostic signs than clinically detected cancers. In other words, screening is good for detecting cancers with low malignant potential and this has been observed by other workers as well (7).Therefore, we need to shift the diagnosis by screening to that point in the spectrum of presentation that will cost least both in human and financial terms and be most likely to be effective in reducing mortality: clinical breast examination would be able to fulfil this (2).

In my opinion, the up-date clinical method would be particularly sensitive as well as specific, allowing also a “quantitative” assessment of the breast disorder (1). Furthermore, it should be remembered that mammography is not appropriate technology for screening in the developing world and also in a large part of our one. 

Finally, we must think  that a woman,  involved by a mammary node, at clinical examination diagnosed “benign”, will serenly undergo further examination and/or surgery, which often take a long time, as allows me to state a 44-years long, well established experience (1). 

Is biophysical semeiotic method a suitable tool for bed-side detecting earliest breast cancers as well as  for recognizing, in a “quantitative” manner, women at real risk, i.e. with oncological terrain?

From the technical point of view, doctor has to know at least Auscultatory Percussion of the stomach (Fig.1 and 2) (See: Technical Page N° 1, and Appendicitis in Home-Page)
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            From the practical point of view, a short part of gastric great curvature  in its inferior segment is ascertained (Fig. 1, arrowes upwards): patient fixes the bell-piece of sthetoscope on cutaneous abdominal wall with a finger-pulp, located correctly in the left upper quadrant of abdomen, as indicates Fig.1, while doctor performs the auscultatory percussion with middle finger, bended like a little hammer, directly and gently, on the skin, two time subsequently on the same point before moving on,  towards the bell-piece of sthetoscope (1 cm. away), along centripetal and radial lines.

When digital percussion beats “directly” the stomach projection (or the cutaneous projection area of whatever viscera, of course) percussory sound is perceived clearly modified, more loud, and it appears as “originating near to the doctor’s ears”. At this point, it is advisable to perform the auscultatory percussion for a second time, at least in initial stages, when doctor is lacking in experience, in order to avoid some mistakes, for instance, due to peristaltic wave passing. 

Aiming to corroborate proper application of the method, doctor can use the apnea test (healthy subject does not breath) or boxer’s test (healthy individual clenches fists) or the Restano’s manoeuvre (simultaneous performance of both tests) (See: Glossary in Home-Page); these tests bring about sympathetic hypertone, that induces gastric aspecific reflex, before of “sympathetic” and than (only appearently) of “vagal”  type, in any case short lasting: in later one, in the stomach, fundus and body are dilated, whereas antral-pyloric region contracts. In facts, in healthy, there is a perfect balance also in nervous system. On the contrary, during sympathetic hypertone antral-pyloric region is dilated.

At this point it seems really interesting to referr preliminary data of my ongoing research in case of individuals with “real risk” of breast, prostate, and colon cancer, who were administered melatonin-adenosine: both oncological terrain and real risk of malignancy disappeared (SST-RH, GH-RH, and Epiphyseal-gastric aspecific reflex continue to show a duration of 4 sec.,i.e., high “normal” level) (10)

 In following, I describe briefly only some biophysical semeiotic signs and syndromes, in a partial manner surely  known by reader, necessary for both detecting breast cancers since earliest stage and identifying “quantitatively” women at real risk for it.

1)  Oncological terrain (See Oncological Terrain in Home-Page); to put this item more succinctly, doctor has to evaluate the basal value of antibodies synthesis syndrome and than, after that individual closes its eyes intensively for about 20 sec. (= physiologically, melatonin secretion, clearly increased by the dark, stimulates opiates secretion, which, in turns, increase the antibodies synthesis). 

In practice, “low” digital pressure on cutaneous projection of MALT (e.g. lever, spleen, three points along the hemiclavicular line – BALT projection areas – a.s.o. of  healthy individual with open eyes)  brings about  gastric aspecific reflex of 1 cm. with a latency time of exactly 6 sec.: antibodies synthesis syndrome, type chronic.  On the contrary, if subject’s eyes are closed for about 20 sec., lt lowers to 3 sec. precisely and  reflex intensity enhances to ( 2 cm., indicating surely that both oncological terrain and cancer, of course are absent. However, in case that latency time as well as reflex intensity whether do not change or change slightly, proving to be not statistically significant,  there is oncological constitution, i.e. oncological terrain. 

Finally, in case of acute antibodies syndrome, due to whatever causes, under later condition, lt of reflex is already 3 sec. and basal value is 2 cm. in intensity, but the dark increases once more riflex intensity in healthy individual, i.e., in whom oncological terrain is not identified.  

From this information one can conclude that is present (or not) oncological terrain . 

To assess fully oncological constitution one would like to learn even more about Biophysical Semeiotics and Clinical Microangiology. (See: Oncological Terrain in Home-Page). 

2) Congenital Acidosic Enzymo-Metabolic Histangiopathy (CAEMH); briefly, cerebro-gastric aspecific reflex (= digital pressure of “mean” intensity, applied on cutaneous projection area of a cerebral hemisphere, or cerebral lobe, provokes  the above-mentioned reflex) results more intense when trigger-points of right cerebral convolutions are stimulated (( 2 cm.). (For further information, See: CAEMH, Practical Applications in Home-Page).

3)   Reticulo-Endothelial System Hyperfunction Syndrome  (RESHS) of “complete” type; the syndrome corresponds to ESR as well as proteins electrophoresis, but surely is more sensitive of both: in healthy, digital pressure of “mean” intensity, applied on middle line of sternal body, iliac crests and spleen cutaeous projection area, causes gastric aspecific reflex, after a latency time of exact 10 sec. 

On the contrary, in case of malignancy (among other disorders, different in nature)  lt appears to be lowered, in inverse relation to seriousness of underlying illness, i.e. 8 ( 3 sec., as in most advanced severe cancers. Interestingly, in very early stage, RESHS must be evaluated, when it appears to be normal, under stress tests, e.g. boxer’s test, apnea test or both simultaneously (= Restano’s manoeuvre). (See: RESHS, Appendicitis and Bibliography in Home-Page).

4)   Breast-gastric aspecific reflex, “vagal” type, after 3 sec. followed by Gastric Tonic Contraction (GTC).  Physiologically, digital pressure of “mean-moderate” intensity, applied upon breast, causes the reflex after lt 9,5 sec. exactly, showing a duration > 3 sec. < 4sec.. On the contrary, in case of  cancer, even since earliest stage, the result is pathological, particularly, of course, in a very small part of mammalian gland: lt can be normal (9,5 sec.) or mainly lower, i.e. < 9,5 sec, with > 2 cm. in intensity, in inverse relation to disease seriousness; duration 4 sec. or more. Of interest, soon thereafter (precisely after 3 sec.), the intense gastric aspecific reflex is followed by  Gastric Tonic Contraction (Fig. 2).  This data is so sensitive and specific that from this information one can conclude, without any doubt, that a malignancy is present in the breast and where it is. 

5)   Breast-caecum reflex; the numerous data are identical to those of breast gastric reflex, apart from the important GTC.

6)  Acute Antibodies Synthesis Syndrome; light digital pressure (See above) on cutaneous prjection area of MALT or/and Balt, after exact 3 sec. brings about a small gastric aspecific reflex, which does not increase if patient closes her eyes, because of  oncological terrain.

7)   Circulating Immunecomplexes  Syndrome;  during boxer’test, after about 4 sec. appears an intense (( 2 cm.) gastric aspecific reflex, soon followed (3 sec.) by GTC.

 This sign is pathological, i.e. absent in healthy, and its parameters size prove to be inversely correlated, once more, with the disease serioueness.

8)   Breast biophysical semeiotic Preconditioning (See Preconditioning, in Practical Application in Home-Page); this original, clinical manoeuvre plays a primary role particularly in large scale screening of breast cancer, because it allows doctor – in a few seconds –  to recognize women at risk of tumour among females (and males, of course), always involved by oncological terrain. 

Its  “quantitative” value accounts for the reason that breast preconditioning plays an very important role in bed-side identification of breast cancer risk: in “light” risk, lt of breast-gastric aspecific reflex persists identical to that of basal line (e.g. 8 sec. ; NN = 9,5 sec. exactly) , in second examination,  whereas lt lowers in inverse relation to risk intensity(e.g.7( 6(5 sec.).

As far as the detection of  lymph-nodes in axillary or mammalian space is concerned, the biophysical semeiotic procedure is the same  as that decribed above, at point 4), with very reliable results

To assess fully the risk of breast cancer as well as to diagnose completely this tumour, one would like to learn even more about Biophysical Semeiotics and Clinical Microangiology (See Bibliogrphy in Home-Page), which permit doctor, at the bed-side, to collect a large number of data, sensitive, specific and than reliable, in order to both evaluate breast risk in “quantitative” manner and to diagnose this malignancy, since earliest stage, as allows me to state a long experience.

Conclusion.
                    Breast cancer, since earliest stage, even “in situ” (until now missed by clinical breast examination) (1),  and the risk for it can be evaluated clinically, i.e. with the aid of a sthetoscope, by means of numerous biophysical semeiotic signs, briefly described above. 

Of interest are Oncological Terrain, Breast-Gastric Aspecific Reflex, Acute Antibodies Synthesis Syndrome (apart from the involved breast, where it is characteristically absent), Circulating Immunocomplexes Syndrome. 

I want however, to point out, among all these signs, the Breast-Gastric Aspecific Reflex,  showing a latency time < 8 sec. (NN = 9,5 sec. exactly), in relation to breast disorder seriousness, followed by the specific Gastric Tonic Contraction, which surely indicates the breast cancer, when lt of the gastric aspecific reflex is 3 sec. and after only 3 sec. appears intense GTC.
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