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Or two, or three. A special section on the world’s 
most discussed, displayed, and desired body part—

in sickness, in health, and in the imagination

1
I Look Better Naked
Never a sound sleeper and prone to over-
heating, I often wake in the morning to 
find that I’ve stripped myself bare over-
night. There’s a full-length mirror across 
from my bed, and on summer days I’ll sit 
up, catch my reflection, and pause. In this 
barely conscious state, my gaze is noncrit-
ical, my body sleep-warm, and Renoir’s 
Nude in the Sunlight crosses my mind. 

If you haven’t guessed, it’s my breasts 
I’m admiring; they’re large and round 
and, rightly or wrongly, capture some 
kind of cultural ideal. The adjectives em-
ployed by the guys who’ve come into con-
tact with them au naturel are “great” and 
“amazing,” voiced almost reverently. And 
as though my breasts appreciate the com-
pliments, they’re highly receptive, like the 
mimosa plants I used to play with on trips 
to Hawaii, their sensitive leaves crinkling 
at a breath or a touch. 

Now comes the inevitable downside. 
Can a woman be completely sanguine 
about her body? Short answer: No. (I’m 
truth-telling here, not propagandizing.) 
The ratio of my rib cage (small) to my 
breasts (large) cuts the kind of figure that 
I find difficult to outfit. In structured or 
formfitting dresses and tops—most work 
clothes—I resemble Joan in Mad Men or, 
worse, Joan’s older sister. I don’t like the 
overtly sexual (or matronly) look. It could 
just be that my sensibilities were formed 
in the company of the lithe wisps of the 
San Francisco Ballet—my mother played 
flute in the orchestra. But it’s more than 
that. I don’t like how I think others per-
ceive me when my curves are showcased: 
as a sexpot, as more body than brains. To 
avoid that, I’ve honed a minimizing pro-
fessional uniform, which basically con-
sists of crewneck shirts and loose dresses. 
It’s my own personal game of hide-the-
boob, and I’ve gotten pretty good. At 
brunch recently with a girlfriend, the 
conversation turned to a new medication 

she was taking, a side effect of which was 
fuller breasts; she was now a C. Buzzing 
off two Bloody Marys, I demanded that 
she guess my size, before gleefully whis-
pering it: “32DDD!” “I don’t believe you,” 
she said. “It’s true,” I replied, grinning 
with the same kind of satisfaction you get 
when you reveal that a fawned-over dress 
is from H&M. 

You might think I should learn to 
flaunt my form, stereotypers be damned. 
But it’s hard to get dressed in the morn-
ing without remembering the viral study 
of female college students’ reaction to an-
other young woman—chosen by research-
ers because she was “attractive from an 
evolutionary perspective” (small waist, 
big boobs)—depending on what she wore. 
When the Darwinian ideal “interrupted” 
a meeting clad in jeans and a T-shirt, the 
coeds took the incident in stride; when she 
was dressed in a low-cut blouse and short 
skirt, however, they rolled their eyes and 
acted hostile in her presence, with one 
speculating after she left that she prob-
ably wanted to sleep with her professor. 

I’m fortunate enough to work at a job 
surrounded by supportive, sex-positive 
women I trust and admire. The few times 
I’ve worn a top that clings or dips, I’m met 
with “Keziah!” I know what this means. 
It’s the you-go-girl, feminist-friendly ver-
sion of a catcall. And yet, I’m young, with 
worth left to prove, and serious women 
do not present their bosoms on a platter. 
Is America ready for a president who 
shows off what nature gave her? Not yet. 
Like thigh-highs, ample cleavage feels 
lewd in a way private nakedness doesn’t.

One morning last year, I woke up 
alone in a man’s bed; he’d left hours ear-
lier for a flight. It was the first time I’d 
been in his apartment without him, and I 
lingered, taking a long shower and walk-
ing out of the bathroom naked, and then 
making his bed in the buff. As I reached 
for my clothes I caught sight of myself—he 
had a mirror, too, right by his bedroom 
door. Large breasts may make their bear-
ers into walking Rorschach tests, eliciting 
others’ desire, anger, jealousy, even (fe-
male) solidarity. But that morning in the 
mirror, the breasts I saw in the reflection, 
the breasts he’d exalted just hours earlier, 
belonged only to me. —Keziah Weir

2 
What Pleasures They’ve
Afforded!
The first word that comes to mind when 
I think of my breasts is…trustworthy. 
They’re small, 34A, so they stick close 
by. For years I ran up and down basket-Tr
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Big or small, utilitarian or 
decorative, scarred or 
unblemished, it’s about 
embracing what you’ve 
got. Herewith, five stories 
of breasts by the people 
who know them best

ball courts with them braless, without a 
twinge of pain, without having to think of 
them at all. 

When I started to mess around with 
boys, I noticed that my breasts were de-
pendably responsive to touch. “Start 
up here,” I’ve been known to mumble, 
or sometimes just silently pick up and 
transfer a male hand that is moving too 
quickly for my tastes. What pleasures 
they’ve afforded me! So much so that I 
recently bought a dress whose price was 
beyond my means mostly because I could 
imagine being touched through the sub-
limely silky fabric. (My breasts and I are 
divorced from their previous tender, and 
I’ve only once managed to put the dress to 
its proper use. We persevere, however; the 
money will not go to waste.) 

When I’m walking down the street, 
my breasts do not call out to men as 
do the appendages of the more gener-
ously endowed, which is not to suggest 
that I’ve lacked for male attention. I’m a 
package deal as far as my appearance—
nice hair and face, tall and thin—and 
plenty of men have greeted my body 
enthusiastically, in and out of bed. That 
really shouldn’t be a surprise, but in 
our pornified, surgically enhanced cul-
ture, it can be hard to remember that 
some men (and women) actually prefer 
a streamlined aesthetic, and most of us 
couldn’t care less about size as long as 
our partners throw themselves into the 
proceedings.

As for my own eye, I’ve been im-
pressed with my breasts’ loveliness. They 
look fetching in a lacy bra, and some-
times I like to watch them as much as 
I like to watch the body of the man I’m 
with; the male body still can be slightly 
frightening to me (though that adds its 
own frisson). My breasts in the right lin-
gerie make me smile—is it pride?—and 
they turn me on. If that is not effectively  
co-opting the male gaze, I don’t know 
what is.—Laurie Abraham

3
The Normcore of Boobs
The following logic might seem perverse 
or nonsensical, in only the way a wom-
an’s thoughts about her own body can 
be, but here it goes: While I think my 
slim legs, blue eyes, and delicate wrists 
are especially fine, the thing I love about 
my breasts is that there’s not much to 
love about them. Or to hate about them. 
The normcore of boobs, if you will. (If 
my breasts had their own favorite drink, 
I imagine it would be a pumpkin spice 
latte.) A B cup, give or take, they’re small-

a love story
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In a survey on ELLE.com, we asked women around the world how they feel about their breasts. 
A few responses: “I have pretty breasts”; “Teardrop-shaped”; “My boyfriend has names for them”; 

“Soft, huge puppy ears.” For much, much more, go to ELLE.com/breasts. 

Breast health: 
myths/truths
When to get a 
mammogram, 
what not to worry 
about, and why 
Isaac Newton 
could’ve consulted 
for Victoria’s Secret 

WItHOut A BrA, 
yOu’re dOOmed  
tO fAll tru-ISH
Changes in skin, con-
nective tissue called 
Cooper’s ligaments (akin 
to an internal bra), or the 
actual soft tissue in the 
breast can cause droop-
ing, says Manhattan 
plastic surgeon Adam 
Kolker, MD. The support 
of a bra helps somewhat, 
but genetics can trump 
Playtex. “Is sagging 
inevitable?” Kolker says. 
“It may well be.”

exercISe IS tHe 
eNemy Of perky 
BreAStS ONly IN 
extreme cASeS 
“If someone marathon- 
trains with no bra, there 
is a gravitational effect,” 
Kolker says. Plus, when 
the body mass index of 
hard-core athletes—or 
any woman, for that 
matter—drops below 20, 
the fat in their glands 
dissipates, deflating the 
breast’s “stuffing.” 

If yOur dAugHter 
ScreAmS, “yOu’re 
ruININg my lIfe!” 
cAN yOu ScreAm 
BAck, “yOu ruINed 
my BOOBS!”? yeS, If 
yOu WANt tO Act 
lIke A teeNAger 
“The longer the milk-
producing elements stay 
swollen, the more the 
skin stretches,” Kolker 
says. To make matters 
worse, when women 
stop breastfeeding, their 

breasts usually shrink 
slightly from their pre-
baby size—with sag being 
the result.

ONly tHe fOOl-
HArdy dON’t get 
yeArly mAmmO-
grAmS After 40 
depeNdS ON WHOm 
yOu ASk
Because of the small ben-
efit to screening mammo-
grams for women in their 
forties (2,970 women 
must be screened for one 
life to be saved) and the 
potential harms (false-
positive results that 
trigger repeated unneces-
sary testing, radiation 
exposure, and overtreat-
ment for disease that 
would never become life-
threatening), the United 
States Preventive Ser-
vices Task Force recom-
mends the test for women 
from 50 to 74, and only 
once every two years. 
Other medical groups, 
however, continue to 
advise annual mammo-
grams for all women 40 
and over. The upshot is 
that mammograms 
aren’t considered the 
preventive miracle they 
once were, and women 
are encouraged to talk 
with their doctors 
about their own  
circumstances. Those 
who have a significant 
family history of the dis-
ease or have BRCA gene 
mutations, for example, 
should almost certainly 
follow a more regular 
screening schedule.

uSINg ANtIperSpI-
rANt cAuSeS BreASt  
cANcer NO, NO, NO
Antiperspirant does not 
clog the sweat glands and 
cause toxins to build up, 

says Elisa Port, MD, chief 
of breast surgery at Mount 
Sinai Hospital in New 
York. “Nothing could be 
further from the truth.”

AlcOHOl INcreASeS 
tHe OddS Of get-
tINg BreASt cANcer  
SOmeWHAt 
Drinking more than two 
alcoholic beverages (de-
fined as a 5-ounce glass of 
wine or a 12-ounce bottle 
of beer) a day hikes risk by 
about 20 percent. To put 
this into perspective, 12.5 
out of 100 women will get 
breast cancer sometime 
during their lifetimes 
(though only about 3 out 
of 100 women will ever 
die from it). Increasing 
that by 20 percent means 
15 out of 100 more-than-
two-a-day drinkers will 
get the disease.

tHe lArger yOur 
BreAStS, tHe HIgHer 
yOur cANcer rISk 
deBAtABle
According to a 2013 study 
that followed almost 
80,000 women for 11 
years, those with a C cup 
were four times more 
likely to die of breast can-
cer than those with an A, 
but other research hasn’t 
turned up a correlation. 
Part of what clouds the is-
sue is the complicated role 
obesity plays in breast can-
cer risk: Two studies found 
that having larger breasts 
increases risk in thin 
women, but not in those 
who are more heavyset. 
One potential reason for 
the link between weight 
and disease? Some of 
the genes that determine 
breast size are also associ-
ated with breast cancer, 
investigators reported in 
2012. —Sunny Choo 

ish in size but not dramatically so. (The 
left one is slightly larger than the right 
but only inasmuch as the human body 
is never perfectly symmetrical—heck, 
their idiosyncrasies aren’t even that idio-
syncratic.) Their pertness, average; their 
shape, more oval than round, I guess? I 
actually haven’t given my breasts much 
thought in the 16 years since I got them. 
And I wouldn’t want it any other way.

To be clear, this isn’t some effort to 
damn with faint praise or to rationalize 
my situation. When it comes to much of 
my body, I feel overwhelmed, caught in 
a lifelong struggle to tone things down. 
For starters, I’m 5'10" in stocking feet—
which often leaves me the tallest woman 
in the room and at least once a month 
inspires a complete stranger to come 
up and ask if I played volleyball in high 
school. (I didn’t.) Though I’ve learned 
to embrace my height over the years, 
there are still times when I wish I could 
remove five inches and just blend in for 
a day. Then there’s my hair—so thick 
and voluminous that if I take a shower 
and let it air-dry, it will still be damp 12 
hours later. This is all in stark contrast 
to my personality (or perhaps a reaction 
to it?), which is mostly reserved until you 
get to know me. Ditto my clothes, which 
are minimalist, quiet, plain. I’m sincere 
when I say I don’t think I could manage 
to walk down the street if I had a remark-
able rack.

Which is, in its own twisted way, the 
ultimate in body acceptance—appreciat-
ing things exactly as they are. 
—Amanda FitzSimons
 
4

My Breasts Need 
A Tropical Vacation
“So they’re definitely large,” the lactation 
consultant declared. She was jostling my 
four-day-old son in one arm while study-
ing my breasts. “But with a smallish 
nipple.” I was sitting on my couch with 
my husband to my left, my mother to my 
right, and the consultant front and cen-
ter. Everybody was inspecting my faulty 
equipment—its plump, naked expanse 
propped up on a nursing pillow like  
a cigarette girl’s wares—to figure out why, 
having lain dormant for 37 years, these 
breasts of mine were struggling to rise  
to the challenge of sustaining human life. 

Five months later, my son safely out 
of harm’s way, I can see the humor in 
the situation: big boobs, small nipples? 
Yep, that’s me. These days it seems al-
most disloyal that I ever doubted my 
trusty former Ds—they may have been 

frustratingly slow to get into the breast-
feeding game, but now they are the 
hardworking MVPs of motherhood. As 
such, they suffer many of its humilia-
tions. Overtouched, underpampered, 
and ballooned to a cup size I don’t even 
bother to measure, they spend some 23 
hours a day hoisted into the kind of bras 
you hope no one else ever has to see, 
apparatuses sized merely “large” and 
“extra large.” Subjected daily to a high-
powered, hospital-grade breast pump, 
and, as of a few weeks ago, a pair of 
precocious, razor-sharp little incisors, 
they are, sadly, strictly off limits to even 
the most tender romantic advance. This 
temporary injunction seems unfair, 
even unkind, to my husband, the man 
who has the temerity to desire them 
(and me) even at my deepest postpar-
tum low. But look, I tell him frequently, 
these breasts of mine deserve a break—
and maybe a raise, a promotion, and a 
first-class ticket to a tropical vacation.  

For look at what they can do: At night, 
in the shadows of my bedroom, my son 
absently skims a dimpled, long-fingered 

hand—an uncanny miniaturized version 
of my own—back and forth, back and forth 
across my right breast as he eats, and I am 
flooded with gratitude. Not just because 
this creature, so frighteningly (to me) bird-
like at birth, has speedily morphed into a 
sturdy cherub whose every gained ounce 
gives me a little ripple of pride and relief. 
But also because at the end of every day 
that I spend at work and my son spends 
with his nanny—a kind, capable woman 
whom we’re lucky to have found and who 
is, inevitably, the one present for most of 
his waking hours and many of his mile-
stones—it is my breasts that give us this 
sweet, sleepy, peaceful intimacy, this 20 
minutes of absolute connectedness. In 
this circle that is ours alone, he is mine 
and I am his. —Maggie Bullock

5

My Empathic Left Breast
My husband would be pissed at me for 
writing about my breasts. But he’s not here 
to keep me from doing it. So here goes. 

He loved my breasts (he was a T-man, 

even if I did have a very good A), and 
his attention to them was almost always 
the gateway to our sexual encounters. 
In fact, most of the guys who saw them 
over the years approved. They’re tiny by 
the standards of the billboards in Times 
Square, but they apparently had a cer-
tain je ne sais quoi. A college boyfriend 
clamped a champagne glass over one  
of them while we were in bed (it did fit 
perfectly) and said, “That is a f--king 
ideal, Lisa.” I only wish I’d had the pres-
ence of mind to reply, “That is a f--king 
cliché, Roger.”

My husband was not a man who 
dealt in clichés or hyperbole. For this 
and other reasons, I loved him. He 
once asked me how I rated our sex life.  
I gave it a B+, A-, and it delighted him, 
because it was true. 

You may have deduced that some-
thing went awry in our story, and that 
would also be true. My husband died of 
lymphoma a year and a half ago. Two 
years ago, in the middle of his ordeal, 
my left breast became empathic (or was 
it competitive?) and developed a cancer 
of its own. So in a panic—both a husband 
and a wife with cancer? Both a father 
and a mother with cancer?—I subjected 
my ideal breast to surgery and radia-
tion without any thought of aesthetics. 
Anyway, “radiation makes your breast 
perky,” said one of the perky technicians 
who beamed 180 cGy of radiation into 
my breast every day for six weeks. I just 
wanted the tumor out. So I did it expe-
diently. Pressing my surgeon and on-
cologist and radiologist and all my other 
-ists about how it would look afterward 
seemed…shallow, in the grand scheme. 
My husband and I would get through 
our cancer crap and return happily to 
our B+, A- sex life. He’d love my incised 
breast,  precisely because of all that it, 
and we, had been through together. 

But that is not how it went. He’s not 
here to love my left breast, which has an 
undeniable two-inch scar puckering one 
side, even if the MRI technicians admire 
the surgeon’s work: “So little scar tissue!”

 Now I wonder, what will happen the 
first time I’m in a position to unbutton 
my blouse in front of a man? He’ll see 
the scar, the loss of volume where the 
surgeon carved out the cancer and then 
went back again to carve out some more 
flesh in the pursuit of “good margins,” 
and we’ll have to have the talk. Will the 
guy then write a narrative based on my 
breast that says, “Danger! Compromised 
systems! Abort! Abort!” 

Will I even let myself find out?
—Lisa Chase
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On the occasion of his wife’s reduction, 
Howard ray ponders the nature of 
love, lust, and the boundless appeal of 
his bride’s lavish bosom
 
“Are you still going to be attracted to me after I do this?” Katie, 
my wife, asks one night, puncturing the postcoital silence with 
my least favorite question. “This” was the breast reduction 
I kept hoping she’d forget all about, the way she’d forgotten 
about wanting to relocate our family from Brooklyn to rural 
Costa Rica, or like she’d forgotten about opening a trendy 
housewares outlet called The Jesus Christ Superstore, or like 
she’d wisely forgotten about naming our son her invented 
name, Ajoa. But “this,” I discovered unhappily, was a stickier 
aspiration, something that she’d apparently wanted to do since 
she was in college, though I didn’t find out about it until after 
we’d been married. It wasn’t the first time she’d asked the ques-
tion. The moment we decided that two kids were enough and 
she was no longer a one-woman craft-services operation, she 
began semi-regularly raising the topic of a reduction.

The thing I can’t bring myself to tell Katie is that even be-
fore I’d fallen in love with her—her wicked humor, her decency, 
her strength—I’d fallen in love with her extraordinarily large 
breasts. The breasts had beguiled me, pulled me to her like 
the glowing batons of the guys who marshal airplanes around 
the tarmac. It was only after I had her—them—that the woman 
attached to them truly came into focus. The profane made 
way for the sacred, but they seemed in my mind to be a great 
team, my wife and her breasts. And after more than a decade 
together, my love for my wife was inviolable. But was I really 
in any position to predict how my penis would react? My penis 
isn’t reasonable, and it’s not me. How can I speak for it? 

I am well acquainted enough with it to know, however, that 
the slightest contact between any part of my body and Katie’s 
spectacular, pendulous, edible gazongas, even fully clothed, 
would precipitate its stirring. I, the evolved husband, would 
be supportive of whatever Katie needed to do to feel better; 
my penis, however, might see her plan as nothing less than a 
potentially unforgivable betrayal. “I just don’t know, sweetie,” 
I finally tell her, which is the absolute most optimistic thing I 
can muster without lying. She weeps. “Did you marry me for 
my breasts?” she asks. Of course I didn’t. But I did marry her 
with her breasts, and I never imagined that they might at some 
point decide to go their separate ways.

From their first appearance, seemingly overnight, in eighth 
grade, she resented her breasts, she confides. “I was renowned 
for them,” she says. “Suddenly, I was the sexy girl.” She remem-
bers the feeling of horror when, as a high school freshman, while 
she was jogging around the intramural fields with the field hock-
ey team, she witnessed the high school’s entire baseball team 
stop practicing, drop their balls and bats, and silently watch her 

run, agog. She had no idea how to handle the attention. “I mean, 
what was I supposed to do?” she says. “Own it?” (To this day, 
she never raises her eyes from the ground while she’s walking 
on the street.) Even more disturbing, she’d get similar leers from 
men old enough to be her father. “It was grown-ass men salivat-
ing at me,” she says. “It was intimidating and scary. What 14-, 
15-year-old girl would be ready for that? Your mother doesn’t 
prepare you for that.” Her costume in Joseph and the Amazing Tech-
nicolor Dreamcoat had to be redesigned into something resem-
bling a potato sack for decency’s sake. “Dear God,” the drama 
coach gasped when he saw her wearing the original two-piece 
ensemble with an exposed midriff. A popular upperclassman 
asked her out, got grabby, and reported afterward to anyone at 
school who’d listen that the date had been a bust because Katie 
“wouldn’t let me get my hands on those titties.” Her parents pre-
tended not to even hear her when she came home and reported, 
as a sophomore, that she’d been voted Girl I’d Most Want to 
Be Stuck on a Desert Island With. It was, she now realizes, the 
Great Tits Award. Through no agency of her own, biology had 
chosen her to be a sex object.

But by the time I met her, in her twen-
ties, she seemed to have at least outward-
ly embraced what she’d been given. We 
started hanging out as friends; but the tops 
she’d wear, with a good three inches of vis-
ible décolletage, drove me crazy, resulting 
in involuntary spasms, a yearning to be 
near her, and a thoroughly enthusiastic yes 
whenever she suggested late-night danc-
ing, despite the fact that I loathe dancing. 

Whenever she was near, a fantasy would 
unspool: We might be talking about her 
asshole boyfriend or her dog or her job, 
but all the while I’d be thinking, What’s 
preventing me from reaching across the ta-
ble and, with one solitary, naughty finger, 
pulling her top down? And so exposed, is it 
possible that whatever her initial surprise, 
even horror, at this breach, it might give 
way to something else? Would she be un-
able to resist if I just dropped to my knees 
and began kissing her?

Of course, when we finally did get to-
gether, it wasn’t because I’d pulled her 
shirt down in public; that probably would 
have done me in with her, and possibly the 
cops. And those revealing tops, she told me 
after we were married, weren’t contrived 
as a sexual semaphore for me or anyone 
else. They were, she said, simply an at-
tempt to differentiate her upper half from 
her bottom. “I had a great waistline then,” 
Katie told me, “so it was appealing to show 
that off, and to show that I actually had a 
shape and wasn’t just some blob.” But still. 
Oh God, when I finally saw them fully un-
leashed, beams of heavenly light seemed 
to emanate from them, angels blew trum-
pets, choirs sang. “Don’t move,” I told her 
one of the first times she lay naked in my 
apartment. “I just need to remember what 
you look like in case I never get to see you 
like this again.”

As we fell in love and became comfort-
able together, there were stories I would get her to tell me, of 
her wild twenties in the city, finally liberated and at ease with 
her body, and seemingly finally at peace with her breasts and 
those who loved them. This one tale she told—about the time 
she had a man kissing each breast, about how much she en-
joyed that, or maybe it was more that she enjoyed how much 
the men obviously appreciated them—it’s hard to imagine that 
any man could have gotten off as much as I did hearing the 
story, over and over, over the years. And I reveled in it because 
not only was I the man who’d ended up with her, I was also the 
man who’d ended up with them.

With kids, her breasts got bigger. Much bigger, she says. 
How big, she won’t even tell me. “I would really prefer you not 
even having the image in your mind,” she says. She wanted to 
wake up and not have to put on a bra first thing. She wanted to 
run again. After two C-sections, her waist had never returned 
to how it was, and she felt that her breasts were conspiring to 
turn her into that blob she’d always feared becoming. “They 
just aren’t sexy anymore to me,” she says. But they were still 
sexy to me, and if they were different from what they were a 

decade ago, I honestly didn’t notice. I couldn’t help but tell her 
that, though it was the last thing she wanted to hear. “I was still 
going to do it, even if you weren’t going to be attracted to me,” 
she says. “I waited two full years after I wanted to do it because 
you didn’t want me to. You were the worst part of the whole 
thing.” We haggle about desired cup size. I plead for a full D. 
She settles for a C and tells me I’m an asshole.

The morning of the procedure, I drop Katie off at the train 
that will take her into the city to her doctor, for an outpatient 
procedure that is to begin at 9 a.m. and last three hours. Ka-
tie tells me that the doctor will call me after she’s moved into 
recovery so I can begin the 90-minute drive to his office to 
pick her up. First 1 p.m. rolls by, then 2. I begin to panic. I re-
alize I have no idea what her doctor’s name is, where his of-
fice is. By three o’clock, I’m certain that something terrible 
has happened to her. Some butcher masquerading as a Park 
Avenue plastic surgeon has obviously lured her to his office, 
only to harvest her kidneys and leave her for dead propped 
up on some medical-waste Dumpster. What would I even tell 
the police when I called them? That because I didn’t want my 
wife to get a breast reduction, I have been a criminally neglect-
ful spouse and didn’t even bother writing down the name of 
the man who was going to put my children’s mother to sleep 
and slice her up with a scalpel? At 4:30, as I’m hurtling down 
the highway toward Manhattan, practicing what I’ll tell the 
kids about how Mommy ended up in heaven, my cell phone 
finally rings. “Your wife is fine,” the doctor tells me. He’s been 
briefed on the insensitive, tit-man husband, apparently. “And 
don’t worry,” he says. “By no one’s definition are her breasts 
small now. She’s just got the breasts she was always supposed 
to have.” To hell with her breasts, I thought. Where’s my wife?

She’d been beaten up pretty bad. The three-hour surgery 
had taken eight. A nurse deposits her, swollen and moaning, 
into the car. “I have no idea what they were doing in there,” 
Katie says. “I imagine you could separate conjoined twins in 
that time.” A good month without sex follows. A month after 
that, it’s below-the-waist, don’t-touch-the-bandages sex only, 
which provides a welcome reunion with the most indispens-
able player in the sex situation, a part that has literally lived 
in the shadow of her breasts and probably hasn’t received the 
adoration it deserved over the years. For an entire year, her 
breasts are hidden from me and, during sex, dwell in darkness 
or shadow, like goblins in some low-budget horror film. “The 
scars are worse than I was promised,” she tells me.

One drunken night, they finally come out. “They’re beau-
tiful,” I say, which I mean. The scars, a T-shape under each 
breast and leading to the nipple, have faded, and the longest 
ones, running the length of the bottom of the breast, are hid-
den when her breasts settle on top of them. She’s been running 
again and can now walk around the house sans bra without 
shame. Our sex has returned to its pre-reduction level and 
fury, and my penis hasn’t once tried to stage any sort of protest. 
It’s been fine without the same amount of breast play. It’s not 
that I don’t love them—if they’re not full Ds, they’re doing a hell 
of an impression. But when I touch them, I think we’re both 
taken from the moment and forced to remember the talks, the 
arguments, and that terrible day, as Katie puts it, “when you 
dumped me on a train so I could ride off and be cut open.” 
The same day that I finally realized the insignificance of her 
breasts in comparison to the life we’ve built together.

So yes, honey of two years ago, I’ve been to the future, and yes, 
I’ll absolutely be as attracted to you afterward as I was before. 
Let’s never again have another talk like this about your beautiful 
breasts, at this or whatever size you decide they should be. 

“They’re perfectly perky, like pears. I love the size because I get to wear whatever I want 
and can go without a bra. It’s effortless and fun.”—23-year-old from South Africa 

the trials 
of an 
unrePentant 
Breast man
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A few years ago, I was diagnosed with stage I breast cancer. At 
the age of 37, and with three daughters under the age of five, 
I chose aggressive treatment: bilateral mastectomy and six 
months of chemotherapy. The night before my surgery, I said 
good-bye to my breasts. They had fed my three sweet babies 
and brought me memorable pleasure. It never occurred to me 
to say good-bye to my nipples. 

I was reconstructed by a plastic surgeon, a dashing young 
doctor who worked for a one-stop powerhouse medical facility 
where well-insured patients are shuffled briskly from one expert 
to another. I was a scared and uninformed patient entering a 
process where I’d select the size and shape of my permanent new 
breasts. I think we discussed cup size—I’d been a small B; I was 
willing to go up to a small C—but he never offered information 
about how they’d feel. He was vague about what sensation I’d 
have. I should have trusted my gut and found another doctor, 
but I just wanted to shuffle briskly through the hell of breast 
cancer and back to the world of the healthy. 

What I ended up with was a pair of gigantic melons that my 
body couldn’t support. A couple of months later, I went to a lin-
gerie store to buy a pretty bra, something with lace. The elderly 
shop owner measured me. “Dear,” she said, “you’re a double D.” 

My 5'4" athletic frame couldn’t support the implant “pro-
file” my surgeon had inserted. Within a few months of the op-
eration, the behemoths literally slipped under my armpits and 
destroyed what thin skin was left. 

Thankfully, I found my way to Steven Fern, MD, a brilliant 
plastic surgeon in Greenwich, Connecticut. His painstakingly 
slow and thorough work reconstructing my reconstruction was 
beautiful. But after I had finally returned to my life, two years 
after I was diagnosed, I started to crave my lost nipples. To see 
my breasts without them was a constant reminder of a trial I 
was more than ready to leave behind. 

I’d heard about a tattoo artist working somewhere in the 
States who makes his living tattooing nipples onto thousands 
of women (and the occasional man). After some online dig-
ging, I found Vinnie Myers, a tall, blue-eyed fellow who favors 
porkpie hats and wing-tip shoes. His tattoos—he’s done about 
7,000 in the last 15 years—have drawn fans from around the 

world, including dignitaries and elites out of the Middle East 
and South America. Via taxi, train, and rented car, I got myself 
to his shop in a strip mall outside Baltimore. What unfolded was 
the most enjoyable chapter of the entire breast cancer nonsense: 
getting nipple-tattooed by Vinnie. Here’s what we talked about.

Vinnie Myers: My office is more like an anthropologist’s of-
fice. I have little pieces of my travels from all over the world. 
Skulls. Skulls are big in the tattoo world, and I love mine. 
Crocodile, hyena. Women come in and see the skulls, and they 
laugh because, you know, they’ve just faced death and won. We 
get the conversation going. 

One of the hardest things in this job is when you’re initial-
ly sitting down with these ladies. They’re very tense and very 
nervous, wondering, Is it going to hurt? It’s the end of a really 
tremendously harrowing experience for them. Cutting off their 
breasts, for God’s sake! The emotional swings that you see range 
from really nervous and really apprehensive to release and ex-
citement. They cry. They cry a lot.

You can’t approach nipple tattoos like your everyday 
“Mom” heart or eagle tattoo. There are so many factors and 
problems that might occur: what surgeries they’ve had, or what 
approach the breast surgeon took, or how much subcutaneous 
tissue they took. There are jobs where if you were tattooing 
at normal depth, you’d go completely through the skin into 
what’s below—muscle or a dermal matrix or an implant. Are 
you tattooing on scar tissue? Is it raised or flat or something 
totally messed up? Everyone is completely different, and that’s 
what makes this so much more difficult than regular tattooing. 

I did my first tattoo in ’84, so I guess I was 22. I was in the 
military—I was a medic—and this guy got a Dear John letter 
and wanted his girlfriend’s name on his chest. It was pretty 
barbaric, but it turned out pretty good. I mean, for what it was, 
it looked pretty good. It was the name of his girlfriend and a 
broken heart. This guy is walking around with “Shelly” writ-
ten on his chest. Does he even remember Shelly anymore? 

I’ve got five siblings; my dad was a teacher and my mom an 
artist. My grandmother was a phenomenal oil painter. We grew 
up with nothing. Nothing. At the end of the day, when there 
were a bunch of supplies left over at work, my dad would bring 
it all home to us. We had stuff just lying all around the house—
clay, pencils, paints. That was how we passed our time. We’re all 
artists now. We’re all making stuff, doing stuff with our hands.

The first full nipple tattoo I did was in 2004, and it was 
for a very brave woman who’d had a preventive mastectomy. 
She never did the BRCA test. She just knew, because she had 
aunts and grandmothers who had died from breast cancer. We 
looked online and found a picture of a nipple tattoo. 

Looking back, it wasn’t perfect. I’ve learned so much. But 
I got a call from her plastic surgeon, this really talented, well-
known doctor here in Baltimore [Adam Basner, MD], and he 
said to me, “What is this? What have you done?” And the next 
thing you know, he’s brought me into his office and he’s got me 
tattooing all his patients. This guy had the balls to know where 
he didn’t have the expertise. It makes him a great doctor. 

A lot of times, breast surgeons and oncologists just want 
to keep things in-house. They have some physician’s assistant 
who’s never held a tattoo machine in their lives, and they’re 
doing tattoos and it’s permanent. Like, forever. They have no 
idea about how to do a color mix; I don’t even know if they mix 
the colors. They squeeze it out of a bottle and apply it, and what-
ever it is, it is. But there are so many varying shades and hues 
to a natural nipple. It’s like a fingerprint. An African-American 
woman’s dark nipple is much easier to mix colors for than a very 

fair Norwegian woman who has a very light areola and light 
skin. Those are the hardest. On average I’d say I mix five to 
eight colors when I’m doing bilateral nipples from scratch.

My customers say, “I went to my doctor and he was calling 
everybody in the office to look at it,” or “He just kept telling me, 
‘I have to touch it to see if it’s really sticking out.’ ” A 3-D tattoo 
is a trompe l’oeil. That kind of tattooing has been done for years. 
People do tattoos where it looks like there’s a scorpion ripping 
out of the skin. It’s basically just using shadows and highlights 
and things to give the illusion there’s that third dimension.

By 2010, the nipple tattooing was taking over everything I 
was doing. It was a Monday morning, and I came in and told 
the guys, “Hey, that’s it. I’m done with it. I’m tired of it.” Then 
that same day, my sister called and said she had breast cancer. 
I mean, it was that same day, you know? I thought, It’s too 
coincidental. It wasn’t long after that that I never did another 
regular tattoo again. I feel like this is my calling, this is what 
I’m here for. My wife likes the idea that, number one, I’m driv-
en again by something and focused and working hard. It’s nice 
to have a little fire burning in me again. And second, she likes 
the idea that I’m helping out these women. And for my daugh-
ter [who’s learning the nipple tattoo business under her dad’s 
tutelage], it’s not every 20-year-old who has spent a lot of time 
in a tattoo shop since she was very small and been around a lot 
of tattooed people. She understands the permanency of these 
things. You only get one shot at it. She’s a college art student 
and she gets color. She’s just got that talent.

Take a day like today. I tattooed six women: an older white 
woman; a younger woman, stage 4; an African-American woman; 
a Latin-American woman. And all of them, they were just low-key, 
upbeat, good people. I was driving home with my wife tonight 
and I said, “You know, today was a really, really great day. It felt so 
good to give these incredibly cool people some happiness.”

Last year the vice president’s wife, Dr. Jill Biden, put togeth-
er a party during Breast Cancer Awareness Month with the 
theme “unsung heroes of breast cancer.” I was invited and it 
was just really cool. I mean, I can probably say for certain that 
I’m the only tattoo artist who’s ever gotten to hang out at the 
house of the vice president of the United States. 

I know what a good breast reconstruction looks like. I’ve 
probably seen more breast reconstructions than anyone alive. 
It’s a little bit uncomfortable position for me to be in; it’s what 
I call the burden of awareness.

There are plastic surgeons doing wonderful things. I work 
with guys here in Baltimore at Johns Hopkins, and doctors 
in San Diego and New York. I think that the doctors in New 
Orleans at the Center for Restorative Breast Surgery are do-
ing some of the most incredible breast reconstruction I’ve ever 
seen. It’s really hard to put into words what they have accom-
plished and what they’re able to achieve in rebuilding a breast. 
They are artists and they are surgeons. 

I understand about the location of the cancer and getting good 
margins, how much tissue the surgeon has to take. All these 
things dictate what the end result looks like. But knowing what 
can be achieved by a really good surgeon and then seeing these 
other results? It’s really sad. The patient has to have been in the 
right place at the right time with the right people. The dichotomy 
between the people who can afford to have it done right and the 
people who can’t—that speaks loudly in the results. 

I used to think of a nipple entirely as a sexual thing. It was 
beautiful to look at and touch; this amazing, secret thing that 
belonged to a woman. Now I see it as this incredibly important 
piece to the human puzzle. I wasn’t prepared for how something 
so small can make people feel whole again. Fr
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Legally, insurance plans that cover mastectomies must cover reconstruction of the breast that is removed, as well as any 
surgery needed to produce a symmetrical appearance in the other breast. The reality? A fight for reimbursement. 

the niPPle 
tattooist 
with a 
heart of 
gold
What Vinnie myers knows about who 
does the best reconstructions, why 
mixing colors matters, and women’s 
emotional attachment to their breasts. 
By lydIA rHeINfrANk

the future may 
not Be Plastics
fewer women are getting implants, while reductions 
hold relatively steady. Below, the most requested:

 

302,028
LIPOSUCTIONS 
2014 (femAle)

42M

WHO PAYS: 
many insurers cover 

reductions, but only if 
you’re big enough to 

start with and are 
willing to go small 

enough; anything else 
isn’t considered 

medically necessary—
necessary, that is, to 

treat a condition such 
as back pain.

CRADLE TO 
GRAVE: 

“I’ve been around long 
enough to see the full 

circle,” says Beverly Hills 
surgeon garth fisher. 
“people who were 21 

and wanted the 
double d cup, and by 

the time they were 
41 wanted to go 

down to a B.”  

NEW 
TECHNOLOGY: 

Implanting 
liposuctioned fat  
(from, say, your 

stomach) for a more 
natural look and, of 
course, sculpt your 
waist as well as bust.

BIGGEST BREASTS EVER BUILT 
fOr exOtIc dANcer mAxI mOuNdS, 

IN SArASOtA, flOrIdA

Average Cost of Augmentation* Average Cost of Reduction*

BUST IDOLS

most figures courtesy of the American Society for Aesthetic plastic Surgery and fivethirtyeight.com.
*According to realSelf.com

WHY THE DECLINE IN AUGMENTATIONS?  plastic surgeons offer two main 
reasons: (1) the economy, stupid—the recession hit in 2008, and as 
philadelphia surgeon mark Solomon, md, put it, “the population of 

women getting breast augmentation is the most sensitive to the economy. 
these women are younger, with fewer financial resources”—and (2) the 

yoga effect, an evolving preference for a more athletic, lean look. 

Reductions

Augmentations

ENLARGED OR REDUCED?
cosmetic procedures on u.S. women
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“Large. I even wrote a play about them. Beacons of unwanted or wanted attention, now 
comfortably ignored in their lovely floppy ’50s.”—53-year-old from Europe

“It’s a terrible feeling,” says breast surgeon Shelley Hwang, 
MD. “It doesn’t feel good at all.” She’s talking about slicing into 
the flesh of a woman who could almost certainly live a long life 
without having one breast removed, let alone two. What it’s 
like to first use a marker to draw a hashed ellipse outlining a 
healthy (enough) breast, then take a scalpel and carefully cut 
along that line while a nurse blots away the seeping blood. To 
pull back the flap of skin with surgical hooks and go in deeper 

to carve the fatty yellow tissue surrounding the mammary 
glands away from the pectoral muscle, knowing as she does 
that she’s inevitably severing nerves that allow her patient to 
have feeling in her breast.

Hwang, the chief of breast surgery at the prestigious Duke 
Cancer Institute, isn’t just talking about the insult of surgery it-
self. It’s also the outcomes she encounters when patients come 
to visit her weeks or years postmastectomy: the scars left on the 
skin, especially when they can’t be hidden on the underside of 
the breast. How dented and puckered reconstructed breasts can 
look, even when a skilled plastic surgeon does the job. The plane 
of skin where a nipple used to be (though Hwang is an advocate 
of relatively new nipple-sparing techniques: “Oh, your nipples 
look so good!” I heard her warmly exclaim to one nipple-preser-
vation patient who’d opened her gown for inspection).

Hwang is also talking about postmastectomy pain syn-
drome, the chronic nerve pain that stalks from 20 to 68 per-
cent of mastectomy and lumpectomy patients (the range being 
so weirdly wide partly because the surgical community has 
not tended to rigorously study what happens after the cutting). 
She’s talking about the impact of radiation: the cosmetic dark-
ening, not to mention the possible damage to the heart (it’s 
very rare, but it happens). And she’s talking about a patient 
she saw some 15 years ago, when she started her own practice 
at the University of California Medical Center in San Fran-
cisco: “I had a woman in her early forties. She was single, had 
never been married, had never had kids. She decided to have 

a mastectomy, and she was never the same. It ruined her life. 
I’m being dramatic, but she’s very insecure about dating; she’d 
come back and see me frequently, complaining about this or 
that little thing. And it really made her a lot less effective as a 
human being. That was really sad for me.”

Perhaps this description of a mastectomy seems unnecessar-
ily negative or graphic, but in the current cultural context—in 
which writer Elizabeth Wurtzel, in a piece for Vice magazine 
about her upcoming double mastectomy, crows that she’ll “go in 
with breast cancer and come out with stripper boobs” (perhaps 
it is false bravado born of fear, but still); and in which, as an 
editor, I was pitched a story by a woman who was secretly glad 
she had a spot of breast cancer so that she could get the boobs 
she’s always wanted in a reconstruction—casting a coldly real-
istic eye on surgical treatment for the disease might be useful. 
Because this isn’t a story about women with aggressive malig-
nancies whose lives are saved or significantly extended thanks 
to a mastectomy—or even about those like Wurtzel, who tested 
positive for a BRCA gene mutation, meaning that her chances 
of getting breast cancer again are much higher than normal. It’s 
about women with the same condition Hwang diagnosed in the 
patient from long ago, the one whose postmastectomy life was so 
compromised: The woman had precancer, a cluster of abnormal 
cells called ductal carcinoma in situ (DCIS). It’s an entity that 
isn’t cancer and will never become cancer in an estimated 70 
percent of cases (though that figure is based on limited data, be-
cause when mammograms began detecting DCIS, the standard 
quickly became to surgically remove it, so its natural history has 
never been well studied). And if the condition does progress at a 
later date, it can almost always be successfully treated. 

So what is DCIS? Diagnosed by a pathologist looking through 
a microscope, it’s basically cells that are unduly misshapen—
there is always some variance in cells’ appearance and size—and 
that show evidence of division. They’re contained within one or 
more of the tiny tubes or ducts that deliver milk to the nipple, 
and they will become cancer only if they keep dividing and 
break out of the duct—which, again, may or may not happen. For 
instance, pathologists in about a half-dozen autopsy studies have 
looked for DCIS  in the breast tissue of women who’d never been 
diagnosed with it and had died of something else. They found 
the condition in anywhere from 2 to 16 percent of patients. (The 
gap in the findings, according to Gilbert Welch, MD, the author 
of Should I Be Tested for Cancer?, is likely a function of how hard 
pathologists looked for DCIS. In the study that picked it up in 2 
percent of women, 9 slides were inspected per breast; in the two 
studies reporting an incidence of 16 percent, 95 and 275 slides 
were examined, respectively.) 

“I don’t want to spend most of my time operating on people 
who aren’t going to benefit from me,” says Hwang, who exudes 
a gentle passion. “Traditionally surgeons have just thought, ‘As 
long as we do whatever we can to reduce the chances of ever 
having cancer, our job is done.’ And we don’t care if patients are 
going to be living with all sorts of reservations about how they 
feel about their bodies and how they interact with the world, 
about how much pain they’re having. And I think that’s wrong. 
It’s just not reflective of what we know in 2015.”

Which is why for more than a decade now, Hwang has devoted 
herself to trying to stop the freight train of overtreatment for 
DCIS—which accounts for 25 percent to 30 percent of annual 
breast cancer diagnoses, a figure expected to grow as mammog-
raphy and other imaging technologies become more powerful. 
Hwang’s campaign is a many-pronged effort: She’s overseeing 
multiple studies with the goal of more rigorously classifying—

via imaging, pathologic examination, and genomic testing—
which kinds of DCIS are most likely to break out of the ducts 
and become cancer. Based on what’s already known, she takes 
any chance she can get to urge her fellow doctors to reconsider 
how they treat DCIS, trying to change the standard of care “one 
meeting at a time,” as she says. And she’s working one patient 
at a time, too, proactively offering women with DCIS what’s 
dubbed “watch and wait”: Instead of following current protocol 
and doing a mastectomy or a lumpectomy followed by radia-
tion, she brings these women in more frequently for MRIs and 
mammograms to track whether their condition is changing or 
has become stage I cancer, at which point more aggressive treat-
ment can start. (Most watch-and-waiters are also prescribed a 
hormone-blocking agent, such as the anti-estrogenic medica-
tion tamoxifen, which can prevent cancer from developing and 
spreading.) 

Hwang stresses that she would never recommend “active 
surveillance,” as watch-and-wait is also known, to all DCIS pa-
tients. Women in whom the condition is extensive, or who have 
BRCA gene mutations, HER2 positive cells, or a family history 
of breast cancer may want to move quickly to surgery. The same 
is true for those who are under 50; age matters because younger 
women have more years in which to develop cancer, tend to suf-
fer from more aggressive disease, and are further away from 
developing other life-threatening illnesses, such as heart disease.

So unusual is it for breast surgeons to accept—never mind 
offer—active surveillance to anyone, however, that when I 
thought I might be diagnosed with DCIS myself and was hop-
ing to avoid surgery and radiation, I was told by an expert in 
the field that she knew of only two doctors nationwide who’d 
“partner with me” in that approach. One was Laura Esser-
man, MD, at the University of California, San Francisco; the 
other was Hwang, 500 miles from my home in New York, in 
Durham, North Carolina.

In a darkened room, Hwang is leaning over the shoulder of one 
of Duke’s radiology fellows, Lars Grimm, MD, peering at the 
milky white image of a breast on a large computer screen. “Are 
you really impressed by that?” she asks Grimm. “It doesn’t 
look like that much is going on.… I know this one is going to 
want to have a bilateral mastectomy, so I want to have as much 
as possible.” What she wants is evidence, to prove to herself as 
much as to the patient she’s about to see—a 40-year-old mother 
of two named Amy Tretola—that a double mastectomy is in 
fact indicated. Although Tretola has DCIS, and only in her 
left breast, Hwang has read her file; she’s been working as a 
surgeon for 25 years, and she can usually guess which patients 
will want to go all the way.

Grimm shows Hwang the picture again, with higher magnifi-
cation, and several clumps of what are known as microcalcifica-
tions come into view. Microcalcifications are calcium deposits 
in the ducts and are the mammographic indicator of potential 
DCIS. “Okay, I didn’t actually see all those calcs on my moni-
tor,” the surgeon says, reassuring herself that if Tretola wants 
aggressive surgery, she can stomach it. Down the hall she goes 
in her white coat, black pants, and wedge-heel black boots. “You 
can see how unrelenting this is,” Hwang says before pushing 
open the door to the examining room. “The decisions we con-
stantly have to make, the uncertainty.” 

Tretola is sitting expectantly on the end of the examining 
table in jeans, a long-sleeved T-shirt, and slipper shoes, as if she 
had been too distraught or distracted to do anything other than 
pick up whatever clothes were lying on the bedroom floor. Her 
husband is in a chair off to the side.

a radical 
idea
Shelley Hwang is a top breast surgeon 
who’s on a campaign to persuade 
other breast surgeons—and their 
female patients—to stay away from 
the knife. that’s because dcIS, among 
the most commonly diagnosed breast 
“cancers,” may in fact never become 
cancer at all 
By lAurIe ABrAHAm 
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“They’ve been huge, they’ve been medium. They could be a bit fuller these days, but they 
are mine, and I’m still a fan of them.”—24-year-old from the United States 

Hwang grabs a high stool and takes a seat in 
front of Tretola to discuss her situation and family 
history: Her father died of pancreatic cancer at 49, 
her mother of lung cancer at 58. “Isn’t there someone 
in your family who had cancer at 39?” Hwang asks, 
sounding perplexed, and apparently mistaking the 
age at which her father was diagnosed with pancre-
atic cancer. 

“Just me, I guess,” Tretola replies ruefully, who 
had the suspicious finding on her mammogram just 
before her fortieth birthday.

“Yes, we’re here to talk about that,” Hwang says. “I 
don’t know that you actually have cancer yet.” 

Tretola doesn’t suddenly look relieved or even 
particularly curious. She’s as tightly wound as when 
Hwang first walked in. 

The doctor continues: “I think everybody under-
stands that when you have invasive cancer, it spreads, 
and we know what we need to do with that. DCIS 
hasn’t become cancer yet, and we really don’t know 
what would happen if we left it alone….With DCIS, 
we’ve all gotten into this mode [of surgery and radia-
tion], so it’s really hard to dial back.” 

Hwang finishes up her short tutorial by explain-
ing active surveillance, then adds, “I think for some 
people it’s the right thing to do. Your situation is a 
little different because of your family history, and it’s 
also concerning that you’re 40.”

“If you tell me you’re free to do surgery right now,” 
Tretola bursts out, as if she can’t stand listening to 
Hwang’s minimalist nonsense one more second, 
“and you can take it all off, I’m free!” She’s smiling 
now. “I want them both gone, frankly.” 

“So you’re pretty sure what you want?” Hwang 
says, stating the obvious. “No more discussion  
is necessary?”

“I think for my sanity, that’s what I want. I know 
this one is fine,” Tretola says, referring to her right 
breast, in which there were no abnormal findings. 
“But I think it’s gonna turn traitor eventually.”

They go on to discuss reconstruction and then nip-
ple preservation. “Someone else in this room is very 
concerned about that,” Tretola says, glancing at her 
husband, who’s uttered barely a word. Now he smiles 
weakly. “But I couldn’t care less about it. If they can 
be saved and not cause me problems in the future, 
that’s fine.” She’s on the verge of tears.

Hwang, the mother of three teenagers, rolls her stool closer to 
Tretola and puts her hands on her knees. She looks into her eyes. 
“You’re going to live happily ever after,” she says quietly.

“And I’ll see my kids graduate?” Tretola’s voice is small, 
pleading. She has a 7-year-old son and an 11-year-old daughter.

“And you’ll see your kids graduate,” Hwang replies.
Tretola grins through her tears. But before the appointment 

is over, she declares cheerfully, “I’m telling you, they’re traitors. 
Get rid of them!”

It’s stunning, really, the continuing resonance of the cancer-as-
war metaphor famously identified almost 40 years ago by Susan 
Sontag. Though Sontag, who died of leukemia in 2004, wouldn’t 
have been surprised by it. The irrational fears that cling to a 
disease, and that can define how people think about themselves 
and their treatment, only give way when a straightforward cure 
becomes available, Sontag theorized, and the mystery vanishes. 

Breast pumps are 
unwieldy. they’re loud. 
And thanks to the 
Affordable care Act, 
they’re covered by 
most insurers—but that 
doesn’t make them 
easier to use. “We’ve 
seen six versions of 
the iphone, but the 
breast pump has hardly 
changed in 150 years,” 
says tal Achituv, a 
Boston-area designer 
who last fall participat-
ed in the massachusetts 
Institute of technology’s 
“make the Breast pump 
Not Suck” hackathon. 

the pumping world 
seems ripe for innova-
tion, as breast milk 
seems destined to be in 
ever greater demand. 
We’ve long known 
that people who were 
breastfed have higher 
IQ scores, and new 
studies show higher 
educational levels and 
earnings among those 
breastfed for a year 
compared to those who 
breastfed for a month 
or less. But breast milk is 
also being researched 
for its potential to treat 
everything from crohn’s 
disease to, awesomely, 
HIV susceptibility; a 
recent report indicated 
that antibodies in breast 
milk may suppress HIV-1 
in babies of infected 

mothers. Who knows 
where this will all lead, 
but in the meantime, 
here are the three 
hacks that impressed 
us most.

 tHe gAlA pump
A compression pump 
that mimics hand 
expression.
Why It’s Better: No suc-
tion apparatus to attach 
to the end of the breast, 
so nipples are less sore.
Key Benefits: comfort 
and efficiency. cycling 
compression (picture fin-
gerlike balloons around 
the breast rhythmically 
inflating) massages milk 
glands and stimulates 
expression. Bonus: fits 
discreetly under clothing. 

AtHeNA
 this smartphone-con-
trolled device com-
municates with pump 
hardware via Bluetooth 
and is compatible 
with many collection 
systems. (Now, if you 
buy, say, an Avent 
pump, you have to buy 
the Avent collection sys-
tem.) this frees you up 
to mix and match. plus, 
there’s an intuitive app 
that logs milk-flow time, 
as opposed to pump-
ing time—they’re not 
the same—and allows 
mothers to connect 

to other pumpers and 
lactation consultants to 
swap advice.
Why It’s Better: As any 
woman who’s locked 
herself in a bathroom to 
pump might tell you, it 
can be isolating. con-
nectivity is a boon.
Key Benefits: Innovative  
and intuitive. “think of our  
pump as being to regu-
lar pumps what Nest is 
to regular thermostats,” 
says founder Achituv.

mIgHty mOm
Imagine a svelte purse 
that allows you to 
pump while unloading 
the dishwasher, say, or 
rests on your desk while 
you’re typing an e-mail. 
this concept won the 
hackathon; the prize 
being a trip to Silicon 
Valley to pitch the idea 
for founders tim Brothers 
and robyn churchill.
Why It’s Better: Brings 
portable, sartorial 
sense to a historically 
sedentary and unsightly 
enterprise. the case, 
designed to carry a 
medela freestyle pump 
(you have to get your-
self a hands-free pump-
ing bra), mutes the noisy 
pump and comes with 
a shoulder strap. 
Key Benefits: Hands-
free, mobile—and 
quiet!—Kara Baskin

(In her classic Illness as Metaphor, she compared cancer to tuber-
culosis, which, with the advent of antibiotics, quickly lost its 
reputation as an affliction of poets and romantics.) 

The power of the C word is one reason Hwang and others 
of like mind have advocated eliminating “carcinoma” from the 
name of DCIS,  though so far the effort hasn’t really caught 
on. (To test the idea, Hwang coauthored a study in which three 
groups of subjects were given a description of DCIS similar to 
the one offered to Tretola, but the condition was called alter-
natively a “breast lesion,” “abnormal cells,” and “noninvasive 
breast cancer.” The women were then asked to choose a treat-
ment; when the word “cancer” was used,  half in that cohort 
wanted surgery, as opposed to active surveillance or medica-
tion. With the other two descriptions, only a third of patients 
opted for surgery.) 

Whatever DCIS is called, the resistance to treating it less  

Building a Better 
Breast PumP 
Out of an mIt hackathon come three cool innovations 
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