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This article provides a summary of the changes
along with the updated recommendations (Table
1) made by Health Canada’s Steering Committee

on Clinical Practice Guidelines for the Care and Treat-
ment of Breast Cancer to the article “Clinical Practice
Guidelines for the Care and Treatment of Breast Cancer:
3. Mastectomy or lumpectomy? The choice of operation
for clinical stages I and II breast cancer,” originally pub-
lished in 19981 (the 2002 update can be found online at
www.cmaj.ca/cgi/content/full/158/3/DC1).

In the 1998 guideline, breast-conserving surgery (BCS)
followed by radiotherapy was recommended, and the
choice between BCS and mastectomy was to be made ac-
cording to the patient’s circumstances and personal prefer-
ences. This recommendation was based on the results of 6
randomized trials that showed no difference in survival be-
tween patients who received BCS plus radiotherapy and
those who underwent mastectomy.1 In the 2002 update, re-
sults of longer follow-up from 2 of these trials are pre-
sented. There continues to be no difference in survival be-
tween BCS and mastectomy patients. In the National
Surgical Adjuvant Breast Project (NSABP) B-06 trial, after
an average of 12 years of follow-up, the survival was 62% in
the BCS and breast irradiation group and 60% in the mas-
tectomy group.2 In the European Organization for Re-
search and Treatment of Cancer (EORTC) trial, at 10
years of follow-up, the survival was 65% in the BCS and ra-
diation therapy group and 66% in the mastectomy group.3

Hence, our 1998 recommendation concerning the type of
surgery has not changed.

In the 1998 guideline, the importance of having tu-
mour-free margins following BCS was discussed. The
steering committee feels that this point needs emphasizing.
In the update, data from 2 randomized trials is included
showing that positive margins following lumpectomy and
breast irradiation is a predictor of local breast cancer recur-
rence. In the EORTC trial involving women who under-
went lumpectomy, the local recurrence rate was 14%
among women with positive margins compared with 8%
among those with negative margins.4 In the Milan II trial,
the corresponding rates were 17% and 9%.5 Finally, data

from 2 NSABP randomized trials involving women with
ductal carcinoma in situ who had lumpectomy provide sup-
porting evidence that positive margins even in cases of
noninvasive breast cancer are associated with an increased
risk of local breast cancer recurrence. In the NSABP B-17
trial6 breast irradiation was compared with no radiation,
and in the NSABP B-24 trial breast irradiation plus tamox-
ifen was compared with breast irradiation plus placebo.7 In
both of these studies the presence of positive margins was
associated with an approximate two-fold increase in the
rates of local breast cancer recurrence. Hence, the steering
committee reaffirms its recommendations that tumour-
involved margins should be re-excised and that mastectomy
be considered if margins remain positive after re-excision.

The role of preoperative (neo-adjuvant) chemotherapy
for shrinking large tumours to allow BCS has been clarified
sufficiently to allow for a new recommendation. In the
NSABP B-18 trial over 1500 women with early breast can-
cer were randomly assigned to receive chemotherapy con-
sisting of 4 cycles of adriamycin and cyclophosphamide ei-
ther preoperatively or postoperatively.8,9 No difference was
detected in disease-free or overall survival between the 2
groups. Sixty-seven percent of women in the preoperative
chemotherapy group underwent lumpectomy compared
with 60% in the postoperative chemotherapy group.
Among the patients with tumours > 5 cm in diameter, the
rates of lumpectomy were 22% and 8%, respectively.
There was a trend for a higher rate of local breast cancer
recurrence among the lumpectomy patients who received
preoperative chemotherapy than among those who re-
ceived postoperative chemotherapy (10.7% v. 7.6%,
p = 0.12). In the EORTC 10902 trial 698 women with
breast cancer were randomly assigned to receive 4 cycles of
fluorouracil, epirubicin and cyclophosphamide either pre-
operatively or postoperatively.10 No difference was detected
in overall survival between the 2 groups. In the preopera-
tive chemotherapy group 57 patients (23%) who were
scheduled to undergo mastectomy had their cancer down-
staged and had BCS.
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Additional experience with BCS has led to some refine-
ments in surgical technique with respect to incision place-
ment. In addition, it has become evident that the propor-
tion of women eligible for BCS has increased. It is
estimated that 80% of women with clinically detected tu-
mours and nearly all women with mammographically iden-

tified tumours may be eligible for BCS.
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Table 1: Updated recommendations from the clinical practice guideline for the care and treatment of breast cancer:
Mastectomy or lumpectomy? The choice of operation for clinical stages I and II breast cancer

• For patients with stage I or II breast cancer, breast-conserving surgery 
(BCS) followed by radiotherapy is generally recommended. In the 
absence of special reasons for selecting mastectomy, the choice 
between BCS and mastectomy can be made according to the patient’s 
circumstances and personal preferences.

• Mastectomy should be considered in the presence of any of the 
following:
(a) factors that increase the risk of local recurrence such as extensive 

malignant-type calcifications visible on the mammogram, multiple 
primary tumours or failure to obtain tumour-free margins;

(b) physical disabilities that preclude lying flat or abducting the arm, 
thus preventing the use of radiotherapy;

(c) absolute contraindications for radiotherapy such as pregnancy in 
the first or second trimester or previous irradiation of the breast, or 
relative contraindications such as systemic lupus erythematosus or 
scleroderma;

(d) large tumour size in proportion to breast size;
(e) the patient’s clear preference for mastectomy.

• The following factors are not contraindications for BCS: the presence of 
a centrally located tumour mass, axillary lymph-node involvement or 
the presence of breast implants.

• In some cases, preoperative chemotherapy can shrink a large 
primary tumour and allow for BCS.

• Before deciding between BCS and mastectomy, the physician 
must make a full and balanced presentation to the patient 
concerning the pros and cons of these procedures.

• Whenever an open biopsy is performed on the basis of even 
modest suspicion of carcinoma, the procedure should be, in 
effect, a lumpectomy using wide local excision of the intact 
tumour surrounded by a cuff of tumour-free tissue (determined 
by palpation and visual inspection).

• The following recommendations should be observed to provide 
optimum clinical and cosmetic results:
(a) tumour-involved margins should be revised;
(b) separate incisions should be used for removal of the primary

tumour and for the axillary dissection except when these
coincide anatomically;

(c) curvilinear incisions, concentric with the areolar margin, or
transverse incisions are recommended over radial incisions;

(d) drains and approximation sutures should not be used in the
breast parenchyma.


