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Complementary and Alternative 
Therapies for Breast Cancer 

TO THE EDITOR: We were very interested to 
read this update on breast cancer treatment. 
Although the authors presented an excellent 
review of the oncologic and surgical consid-
erations in the management of breast cancer, 
we feel there was a missed opportunity to 
educate primary care physicians on research 
supporting the benefits of complementary 
and alternative interventions, such as stress 
reduction, acupuncture, and yoga. 

Mindfulness-based stress reduction is an 
eight-week standardized intervention based 
on a validated curriculum. The curriculum 
includes mindfulness meditation, relaxation 
training, and hatha yoga techniques, and has 
been shown to improve multiple end points 
in a variety of disease states. A recent ran-
domized controlled trial (RCT) showed that 
mindfulness-based stress reduction resulted 
in a significant reduction in depression and 
anxiety levels and an improvement in energy 
and physical functioning in patients with 
breast cancer.1 A critical review of pub-
lished literature found consistent improve-
ment in psychological functioning, reduced 
stress symptoms, and enhanced coping and 
well-being in outpatients with cancer who 
participated in mindfulness-based stress 
reduction.2

Acupuncture has been studied exten-
sively and has shown a significant benefit in 
reducing postoperative pain,3 chemotherapy-
associated vomiting,4 and hot flashes asso-
ciated with anti-estrogen treatment5 in 
patients with breast cancer. A recent RCT 
compared acupuncture with venlafaxine 
(Effexor) in patients with hormone receptor–	
positive breast cancer and found that both 

interventions reduced vasomotor symp-
toms equally well, but acupuncture had no 
adverse effects and a longer sustained ben-
efit, as well as the advantage of increasing 
sex drive and energy levels.5

A recent RCT involving yoga demon-
strated a significant improvement in social 
functioning and emotional and spiritual 
well-being in patients with breast can-
cer who participated in a 12-week yoga 
intervention.6

Breast cancer often is an overwhelm-
ing and anxiety-provoking diagnosis. Most 
patients will seek information about com-
plementary therapies as they proceed with 
conventional cancer treatment options. 
Therefore, primary care physicians should 
become familiar with the entire spectrum 
of effective interventions for these patients.

CHRISTOPHER V. FLORES, MD

BETH MULLIGAN, BS, PA-C

DEIDRE BRAUN, MS, LAC

Rancho Mirage, Calif. 
E-mail: c_flores_md@yahoo.com

Author disclosure: Nothing to disclose.

REFERENCES

	 1.	Lengacher CA, Johnson-Mallard V, Post-White J, et 
al. Randomized controlled trial of mindfulness-based 
stress reduction (MBSR) for survivors of breast cancer. 
Psychooncology. 2009;18(12):1261-1272.

	 2.	Ott MJ, Norris RL, Bauer-Wu SM. Mindfulness medita-
tion for oncology patients: a discussion and critical 
review. Integr Cancer Ther. 2006;5(2):98-108.

	 3.	Kotani N, Hashimoto H, Sato Y, et al. Preopera-
tive intradermal acupuncture reduces postoperative 
pain, nausea and vomiting, analgesic requirement, and 
sympathoadrenal responses. Anesthesiology. 2001;
95(2):349-356.

	 4.	Ezzo JM, Richardson MA, Vickers A, et al. Acu-
puncture-point stimulation for chemotherapy-induced 
nausea or vomiting. Cochrane Database Syst Rev. 
2006;(2):CD002285.

	 5.	Walker EM, Rodriguez AI, Kohn B, et al. Acupuncture 
versus venlafaxine for the management of vasomotor 
symptoms in patients with hormone receptor-positive 
breast cancer: a randomized controlled trial. J Clin 
Oncol. 2010;28(4):634-640.

	 6.	Moadel AB, Shah C, Wylie-Rosett J, et al. Randomized 
controlled trial of yoga among a multiethnic sample of 
breast cancer patients: effects on quality of life. J Clin 
Oncol. 2007;25(28):4387-4395.

Send letters to Kenny Lin, 
MD, Associate Medical 
Editor for AFP Online, 
e-mail: afplet@aafp.
org, or 11400 Tomahawk 
Creek Pkwy., Leawood, KS 
66211-2680.

Please include your com-
plete address, e-mail 
address, telephone number, 
and fax number. Letters 
should be fewer than 500 
words and limited to six 
references and one table 
or figure. 

Letters submitted for 
publication in AFP must 
not be submitted to any 
other publication. Possible 
conflicts of interest must 
be disclosed at time of 
submission. Submission of 
a letter will be construed 
as granting the Ameri-
can Academy of Family 
Physicians permission to 
publish the letter in any 
of its publications in any 
form. The editors may edit 
letters to meet style and 
space requirements.

Original Article: Treatment of Breast Cancer

Issue Date: June 1, 2010

Available at: http://www.aafp.org/
afp/2010/0601/p1339.html

Letters to the Editor
▲

Downloaded from the American Family Physician Web site at www.aafp.org/afp. Copyright © 2011 American Academy of Family Physicians. For the private, noncommercial use of 
one individual user of the Web site. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.



Letters

March 1, 2011 ◆ Volume 83, Number 5 www.aafp.org/afp� American Family Physician  507

TO THE EDITOR: This is an excellent article on 
the treatment of breast cancer. Unfortu-
nately, it fails to address the positive effects 
of physical activity and fitness. Recent stud-
ies highlight the beneficial association of 
physical activity and fitness with a markedly 
decreased risk of initial and recurrent breast 
cancer in women of all ages.1,2 The results 
of one prospective study are particularly 
convincing because the participants’ fitness 
levels were measured with treadmill exercise 
stress testing rather than self-reporting, the 
latter of which tends to exaggerate leisure 
time activity and does not account for other 
types of activity (or lack thereof) in partici-
pants’ daily lives.1
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IN REPLY: We appreciate the interest in our 
review on the treatment of breast cancer. 
Both of these letters make excellent points 
regarding the importance of understand-
ing the potential benefits of complementary 
and alternative interventions as adjuncts to 
conventional medical, surgical, and radia-
tion therapies for breast cancer. One of our 
roles as family physicians is to be a resource 
to our patients about their treatment options 
as they are making decisions about initial 
treatment and as they are learning to live 
with cancer.

As the letter authors detail, some well-
conducted studies have found decreased 
depression and anxiety and increased energy 
and physical functioning in patients using 

mindfulness-based stress reduction, and 
improved social functioning and a sense of 
well-being in patients doing yoga. A system-
atic review of randomized trials was unable 
to conclude that exercise during adjuvant 
treatment for breast cancer improved fatigue 
or other treatment-related adverse effects.1

The improved prognosis for women diag-
nosed with early breast cancer makes helping 
women live the best life they can with cancer 
a fertile ground for research into comple-
mentary as well as conventional therapies. 
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Screening Recommendations Are 
Not Always “One Size Fits All”

TO THE EDITOR: I am concerned about increas-
ingly popular “one-size-fits-all” screening 
recommendations. Dr. Warniment and col-
leagues provide an excellent overview of 
lead poisoning in children and correctly list 
all of the cited screening recommendations 
as Strength of Recommendation Taxonomy 
evidence rating level C. However, I encoun-
ter a practical and ethical problem many 
times a year. I practice in a county with a 
less than 0.1 percent rate of lead poisoning, 
according to the Centers for Disease Control 
and Prevention (CDC). Yet, most of my 
young patients are enrolled in or eligible for 
Medicaid. How is it being a good steward of 
tax dollars to order two blood tests for every 
child on Medicaid, regardless of his or her 
risk? How is this practicing good, evidence-
based medicine? 

Original Article: Lead Poisoning in Children

Issue Date: March 15, 2010

Available at: http://www.aafp.org/
afp/2010/0315/p751.html

Original Article: Treatment of Breast Cancer

Issue Date: June 1, 2010

Available at: http://www.aafp.org/
afp/2010/0601/p1339.html



Letters

508  American Family Physician www.aafp.org/afp	 Volume 83, Number 5 ◆ March 1, 2011

My practice remains the same, despite 
Medicaid laws and the CDC’s recommenda-
tions. I ask the child’s parents or guardians 
about sources of exposure. If there are no 
likely sources, I explain to the caretakers 
that I’m “supposed” to recommend these 
tests, but that the chances are greater than 
1,000 to one (less than 0.1 percent preva-
lence) that I would be subjecting their child 
to unnecessary tests. Some caregivers choose 
to go through with the test anyway and I 
make arrangements for them to do so, but 
most agree with me and do not have the tests 
performed. Consequently, our practice loses 
revenue because Medicaid often denies most 
or all of our claim for the well-child visit if 
we do not order lead screening tests. 

What can family physicians do to better 
educate ourselves, our lawmakers, and the 
parents of our young patients?
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IN REPLY: I appreciate the attention Dr. Viel 
shows to the effective use of resources for 
lead screening in the care of his patients. Our 
article does not recommend a “one-size-fits-
all” approach; rather, targeted screening is 
recommended, and there is more than one 
way to achieve this goal. The recommenda-
tion to screen all children who are Medicaid-	
enrolled or -eligible is based on strong his-
torical data, and targeted screening of this 
group was recommended in 1997 (a change 
from true universal screening of all children 
that began in 1978). This recommendation 

has been strongly supported by the Ameri-
can Academy of Pediatrics and the Centers 
for Disease Control and Prevention (CDC). 

However, the CDC has released revised 
guidelines urging local and state health offi-
cials to update screening recommendations 
for lead poisoning in Medicaid-enrolled or 
-eligible children based on state and local 
data rather than on insurance status alone.1 
Recent data suggest that the incidence of ele-
vated blood lead levels is decreasing among 
the Medicaid population in certain areas, 
approaching the lower risk seen in children 
not enrolled in or eligible for Medicaid. 
For example, Minnesota and Wisconsin are 
among the first states to report less of a dis-
parity in elevated blood lead levels between 
children who are Medicaid-enrolled or 	
-eligible and those who are not. In areas 
where disparities persist, the CDC continues 
to classify these children as higher risk and 
recommends that we continue to perform 
targeted screening until there are enough 
data to indicate that it is safe to change this 
practice across the nation.
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