
Diagnostic pathway 
and surgical 
management of 
early stage breast 
cancer 

Mr Marios Tasoulis, 
Consultant Oncoplastic 
Breast Surgeon 
The Royal Marsden

Diagnostic pathway
Every year in the UK there are more than half 
a million new referrals for breast cancer. Most 
referrals are from GPs (30%), 60% are from 
the NHS breast screening programme and the 
remaining 10% are from other sources, for 
example presentation at A&E. 

Although we have seen an increase in 
referrals, we have not seen an increase in 
diagnoses. A potential explanation for this 
is that the largest proportion of the increase 
in referrals is among women aged under 50, 
who are less likely to develop breast cancer. 
Women over the age of 60 are not referred as 
frequently, but are more likely to have breast 
cancer.

Surgical 
management of 
breast cancer

Breast surgery can be breast conserving 
surgery or mastectomy. Mastectomy and 
breast conserving surgery with radiotherapy 
have the same overall survival and have 
been shown to have the same recurrence 
rates, which is why breast conservation 
should be supported where possible. More 
breast conservation means fewer requests 
for bilateral mastectomy, less need for breast 
reconstruction and less volume excised 
(which means better functional and aesthetic 
outcomes).

Indications for mastectomy include a large 
tumour in a small breast, inflammatory breast 
cancer, patient request, prophylactic in high-
risk patients, previous mantle radiotherapy 
for Hodgkin’s disease and local recurrence 
after radiotherapy. Breast conserving surgery 
should be considered every time it is judged 
possible to achieve complete surgical excision 
with good cosmetic result. 

Surgical margins
The Association of Breast Surgery (ABS) 
recommends that a clear margin is 1mm both 
for invasive cancer and ductal carcinoma in 
situ (DCIS) for breast conserving surgery. 
If the margins are not clear, more surgery 
should be considered, either in the form of 
re-excision of margins or mastectomy. But 
there isn’t a clear rule – each decision is 
made jointly with the patients, based on the 
assessment of all the risk factors for local 
recurrence.

Oncoplastic breast 
surgery
Oncoplastic breast surgery can include 
therapeutic mammoplasty (superior/inferior 
pedicle or lateral mammoplasty). This 
technique is particularly suitable for women 



with larger breasts. Other options are the 
Benelli (round block) or Grisotti (for cancers 
that are very close to the nipple) technique.

Neoadjuvant 
systemic therapy
Neoadjuvant systemic therapy can reduce 
the size of the cancer in the breast allowing 
less extensive surgery. Data show it can 
increase the rate of breast conserving surgery 
by around %15. This also allows time for 
women to come to terms with the need for a 
mastectomy and to discuss immediate breast 
reconstruction, or to wait for the results of 
genetic testing.

Breast conserving surgery has increased 
from around %50 to almost %70 in the last 
few years – due to the use of oncoplastic 
procedures and neoadjuvant systemic therapy. 

Complications 
and risks of breast 
conserving surgery
Risks and complications of breast conserving 
surgery include haematoma, infection, fluid 
collection (seroma), wound heading problems, 
nipple necrosis and aesthetic outcome issues.

Mastectomy 
and breast 
reconstruction
Mastectomies can be performed as 
either a simple procedure or with breast 
reconstruction. The reconstruction can be 
either immediate or delayed, and with an 
implant or autologous tissue. Reconstruction 
should better be considered as a process of 
care.

Immediate breast reconstruction has 
advantages (skin sparing mastectomy, better 

aesthetic outcome, patient not left without a 
breast, may help patients accept treatment 
early, cheaper for healthcare providers) and 
disadvantages (longer operation associated 
with longer recovery, need dedicated lists, 
information overload for some patients).

When an implant is used, there is no donor 
site morbidity and recovery is faster. However, 
there is a risk of capsular contracture and 
women may need revision surgery to improve 
or maintain the aesthetics after surgery. 
Textured surface implants have also been 
associated with a rare type of blood cancer: 
breast implant associated anaplastic large 
cell lymphoma (BIA-ALCL; the risk based 
on the latest MHRA estimates is 1 in 15,000 
implants sold).

When autologous tissue is used, there are 
additional donor site scars and morbidity, it is 
a bigger operation and associated with longer 
recovery. However, it tends to provide a more 
robust and durable reconstruction.

Complications and risks of mastectomy 
are similar to those for breast conserving 
surgery, but also include skin flap necrosis 
and implant infection. There is also the risk 
of reconstruction failure, which may need 
further surgery.

Axillary surgery
Axillary surgery is mainly performed as 
a staging procedure. The indications are 
invasive breast cancer and patients with DCIS 
treated with mastectomy. 

The surgery can be axillary lymph node 
dissection (ALND) or sentinel lymph node 
biopsy (SLNB). Sentinel lymph node biopsy is 
the standard of care in women with clinically 
negative axillary lymph nodes.

If the SLNB is negative, there is no need to 
perform ALND. If it is positive, not all patients 
need to have all the lymph nodes removed. 
The NICE and ABS guidelines recommend 
that if there are only isolated tumour cells or 
micrometastases, no more surgery is required. 
ABS guidelines also recommend that ALND 
is not required in women with one or two 
positive sentinel lymph nodes if they fulfil 
certain criteria, for example if they are post-



menopausal, have small cancer in the breast (<2cm) 
that is hormone receptor positive and HER2 negative, 
and are treated with breast conserving surgery and 
radiotherapy.

It is safe to omit SLNB in women with DCIS who 
are treated with breast conserving surgery; those 
who have undergone risk reducing mastectomy; and 
women over the age of 70 who have small, clinically 
node negative HR+/HER-2 breast cancer.

Axillary surgery may be associated with morbidity 
such as parasthesia/neuralgia, stiffness and 
weakness of the shoulder, cording, seroma and, most 
importantly, lymphoedema.

The future
Will it be possible to omit breast surgery in carefully 
selected patients with small screen-detected breast 
cancer? A national study is investigating this, and The 
Royal Marsden is taking part in it. 

Will it be possible to omit surgery in patients 
with an exceptional response after neoadjuvant 
chemotherapy? The Royal Marsden is in the process 
of setting up a clinical trial to address this. 

Will it be possible to omit SLNB in selected patients 
who have an exceptional response to neoadjuvant 
chemotherapy?

Q&A
How would you decide between breast conserving 
surgery and mastectomy?

The main factor is the size of the cancer compared to 
the size of the woman’s breast. We also discuss with 
the patient what their preferences and priorities are. It 
must be an individualised management plan. 


