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Summary
A questionnaire survey of consultant surgeons in
England indicates that there has been a considerable
change in opinion over the past few years concerning
the management of early breast cancer; only 39.1%
would now perfonn mastectomy, whereas 64.4% would
perform conservative surgery. The most common
forms of management are simple mastectomy and
axillary clearance (21.9%); wide excision, axillary
clearance plus radiotherapy (20.1%); and wide excision
plus radiotherapy alone (16.9%). The majority of the
surgeons would offer patients a choice of surgery, but
only 52% had access to a breast care nurse.

Introduction
A survey carried out in 1983 showed that simple
mastectomy was the most commonly performed
operation for breast cancer in Great Britain, only 18%
of surgeons undertook conservative surgery'. In 1985,
it was reported that 5 year survival and disease-free
interval were similar for both simple mastectomy and
axillary clearance, and wide excision and axillary
clearance followed by radiotherapy to the breast2.
There is, therefore, a choice of treatment available
for some patients with early breast cancer, and there
are arguments in favour of women's participation in
treatment decisions3. As part of a study4 investigating
the effect ofpatient choice of surgery for early breast
cancer on preoperative and postoperative psychological
adjustment, a questionnaire survey of the surgical
management of early breast cancer in England was
conducted in June 1986 to ascertain the type of
surgery performed for early breast cancer, the extent
to which surgeons would offer patients a choice of
surgery and the availability of breast care nurses.

Method
A questionnaire was designed to establish
information about the following:

(1) the numbers of early breast cancer patients treated in
1984 and 1985;

(2) the extent to which surgeons believed that local
treatment affected outcome;

(3) the preferred form of surgery for a 40-year-old patient with
a T1/2NOMO tumour in the upper outer breast quadrant;

(4) the extent to which patients were offered a choice of
surgery;

(5) the extent to which written information was supplied to
patients offered a choice of surgery;

(6) breast reconstruction;
(7) the availability of breast care nurses and cancer

counsellors;
(8) the average amount of time spent with breast cancer

patients in a National Health Service clinic.

The questionnaire was sent to 609 consultant
surgeons in England who were listed as Fellows in
the 1985 handbook of the Association of Surgeons of
Great Britain and Ireland.

Results
Response to questionnaire
Ofthe 609 mailed, 375 questionnaires were returned
which reflected a response rate of 62%. Of these, 38
did not treat breast cancer patients, 24 had retired,
9 refused to complete the questionnaire, 9 were
unknown at the address listed, 5 had gone abroad, and
3 had died. Thus the results of the survey are based
upon the 287 surgeons (47%) who replied stating that
they treated breast cancer patients.

Numbers ofpatients treated
A total of 9416 new patients were seen in 1984, and
9750 in 1985. The range of early breast cancer
patients seen in 1984 was 0-286, with a median of
25 and, in 1985, the range was 3-321, also with a
median of 25 (n=260). The majority of the surgeons
saw less than 50 patients annually, suggesting that
most breast cancer patients were seen in a general
surgical clinic. Only 21.4% of the surgeons treated
more than 50 breast cancer patients in 1984, and
22.2% in 1985.

Surgical treatment
The surgical treatment recommended for a 40-year-
old patient with a T1/2NOMO tumour in the upper
outer breast quadrant is shown in Table 1. Surgeons
could endorse more than one treatment option.
Overall, the results indicated that 43% of the

surgeons would perform mastectomy with or without
axillary staging (sampling or clearance), and 66%

Table 1. Treatment recommended for a T1/2NOMO tumour
in the upper outer breast quadrant (n=286)@

Simple Wide
mastectomy excision
(n) (%) (n) (%)

alone 27 9 21 7
+axillary clearance 68 24 27 9
+AC & radiotherapy 8 3 57 20
+axillary sampling (AS) 19 7 9 3
+AS & radiotherapy - - 22 8
+radiotherapy - - 53 18

Total 122 43 189 65

*Surgeons could endorse more than one treatment option
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would perform conservative surgery with or without Table 4. The ea

axillary staging. Furthermore, 61% (115) of those a choice of surA
surgeons who would perform conservative surgery
would also undertake axillary staging, and 70% (132)
would recommend breast radiotherapy with or without
a.il, ary stagi g. -In every caseaxillary staging.

In most

The factors which influenced the surgeon's (n=286) In some cases

decision concerning treatment included: metastases In very few cai

(92%), size of the tumour (91%), age (81%), site of the Never

tumour (78%), size ofthe breast (61%), patients' wishes
(13%), and marital status (11%). Total

The percentage ofsurgeons who believed that local
treatment affected local recurrence, survival and Table The

patients' morale is shown in Table 2. by surge2ons
The data show that the.majority of the surgeons mostlevery case

believed local treatment affected local recurrence and
patients' morale in most- cases, but survival in very
few cases.

Never

Breast reconstruction In very few cai

The majority of surgeons did not discuss the possibility In some cases

of breast reconstruction either pTreoperatively or In most cases
postoperatively (Table 3). -Criteria twed for offeringTTotal
breast reconstruction (n=245) included: stage of
disease (55%), age (51%), time since surgery (48%), size
ofbreasts (29%), patients' wishes (27%), marital status felt they I

(12%), and the patients' emotional state (9%). and 70

Further ansChoice of surgery
The majority of surgeons offered patients the choice spent with pt

to which surjof surgery on some occasion (Table 4). t
The average time spent with breast cancer patients

in a National Health Service clinic by those surgeons cho rieofsug
who would offer patients the choice of surgery in wuptporting M

every/most cases (n= 178) was as follows: 34%,
5-10 min; 26%, 11-20 min; and 39% stated that the .opaf
time spent varied according to patients' needs.
Additionally, 27% (n= 163) felt they never/in very few structiOn(54*

cases had as long as they would like with patients, Availability

and/or cancer
Table 2. The extent to which surgeons bieved local treGent, Forty-eight p

affected outcome

Local treatment affects

Local Patients'
recurrence Survival morale
(n) (%) (n) (%) (n) (%)

Every case 24 8 4 1 71 25
Most cases 195 69 47 17 176 63
Some cases 5 2 8 3 5 2
Very few cases 57 20 197 71 28 10
Never 1 0 23 8 1 0

Total 282 99 279 100 281 100

Table 3. Percentage of surgeons who would discuss breast
reconstruction when mastectomy is the preferred form of
treatment

Very
Every Most Some few

Timing case cases cases cases Never

Preoperatively
(n=267) 6 31 4 48 9

Postoperatively
(n=244) 5 26 4 57 4

DreasL care nu
in their hosp
Of th!ose s

choice of surj

access to a

counsellor (n
information E

so invery few
6% would in
Further an

surgeons wit}
counsellor woi

4iospital. The
cotuselling sh
on the ward (E
the surgeon

Table- 6. Avail
counsellor to sui
in most/every c

xtent to which surgeons would offer patients
geryG- w

n %

33 12
145 51

7 2
Lses 86 30

14 5

285 100

tent to which written information isprovided
vho offer patients the choice of surgery in
e

n %
132 74

Lses 34 19
3 2
9 5

178 100

had as long as they would like in some
% in most/every case.
alyses revealed that the amount oftime
atients did not-depend upon the extent
geons offered a choice of surgery.
y ofthe surgeons who offered patients the
,ery in every/most case(s) did not provide
rritten information (Table 5). Where
mation was given, details were provided
ation (91%), the length oftime inhotal
rects ofradiotherapy (63%), breast recon-
b), and the duration ofradiotherapy (46%).

of breast care'nurse
r counsellor
er cent of the surgeons did not have a
re and/or a cancer counselloremployed
ital (Table 6).
urgeons who would offer patients the
gery in most/every case, and -who had
breast care nurse and/or a cancer
=92), 77% would sever provide written
ibout treatment options, 15% would do
cases, 1% would in some cases, and only
most cases.
Lalyses revealed that only 28% of the
iout a breast care nurse and/or a cancer
ould like such a person employed in their
I reasons given included a belief that
hould be done by medical or nusing taff
26%), that-the liaison should-be between
and the patient alone (31%), that

lability- of breast care nurse and/or cancer
crgeons who offerpatients the choice ofsurgery
,ase

n %

No 84 47
Don't know 1 1
Yes 92 52

Total 177 100
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Table 7. The percentage of surgeons who considered it important to consider patients' emotional needs

In every In most In some In very
case cases cases few cases Never
(n) (%) (n) (%o) (n) (%) (n) (%) (n) (%)

Preoperatively
(n=281) 231 82 42 15 1 + 6 2 1 0

Postoperatively
(n=269) 222 82 39 14 1 + 6 2 1 0

additional staffwould confuse patients (7%), and that
it would be a costly and unnecessary service (4%).
However, the majority ofthe sample believed it was

important to consider patients' emotional needs both
preoperatively and postoperatively (Table 7).

Discussion
The response to this questionnaire (62%) was slightly
lower than that reported by others with a response
rate of70% which included 454 surgeons who had 'an
interest in or treated breast diseases". The results
from our survey are, however, based upon responses
from surgeons who treated breast cancer.
The results indicate that the majority of surgeons

would treat a T1/2NOMO tumour in the upper outer
breast quadrant of a 40-year-old woman with one of
3 surgical regimens: simple mastectomy and axillary
clearance (24%); or wide excision, axillary clearance
and radiotherapy (20%); or wide excision alone and
radiotherapy (18%). Overall, 43% of the surgeons
would perform a simple mastectomy with or without
axillary staging, and 66% would perform conservative
surgery with or without axillary staging. These data
show that there has been a change in the manage-
ment of early breast cancer since the 1983 survey',
which reported that mastectomy was the treatment
of choice for most surgeons.
Furthermore, 61% (115) of the surgeons from the

present survey would undertake axillary staging with
conservative sturgery, compared with 16% in the 1983
survey. However, only 84 surgeons (44%) would
perform the procedure of axillary clearance5.
The majority (90%) believed that local treatment

affected patients' morale, and 97% believed it was
important to consider patients' emotional needs
preoperatively. Despite these high figures, 42% ofthe
surgeons (n=270) only had 5-10 min to spend with
patients in an outpatient clinic, and 27% (n=261) felt
they never/in very few cases had as much time as they
would like to spend with patients. As only 52% ofthe
surgeons (n=285) had access to a breast care nurse
and/or a cancer counsellor, it would appear that the
time and support needed to consider patients'
emotional needs preoperatively were extremely
limited.
Regarding choice of surgery, 62% would offer the

patient the choice of surgery in every/most cases,
although 74% of these surgeons did not provide
supplementary written information about treatment
options. Unless these surgeons have the time to
counsel patients themselves, many patients may not
be getting the advice necessary to make informed
decisions about treatment options. This is a matter

of concern as approximately one-third of these
surgeons felt they never/in very few cases had as long
as they would like with patients.
When mastectomy was the preferred form of

treatment, the majority of surgeons did not discuss
breast reconstruction. Given the known incidence of
psychiatric morbidity following mastectomy6, such a
rractice would appear to contradict the results which
indicated that the majority of surgeons believed local
treatment affected patients' morale, and that it was
important to consider patients' emotional needs
preoperatively and postoperatively.
In conclusion, the results from this survey indicate

that 64% of surgeons would employ conservative
surgery for early breast cancer. The majority (78%)
of the surgeons in our study treated less than 50
women with breast cancer per year. The recent
decision7 concerning breast screening will initially
increase these numbers ofpatients but we feel, similar
to the King's Fund Forum, that there should be more
specialist breast units. This should make it cost
effective to employ specialist breast nurses who have
been shown to be effective in helping the early
detection of psychiatric morbidity in women with
breast cancer6.
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