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Breast cancer diagnosis: What are we waiting for?
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leagues reported that the waiting times for definitive

breast cancer surgery in the province increased 37%
between 1992 and 1998, a deterioration they postulate may
have resulted from an increased incidence of breast cancer
and operating room closures as a result of health care re-
structuring. The last year of their study period (1998) co-
incides roughly with the introduction of organized breast
cancer screening in Quebec. From their data, it appears
that, from 1992 to 1997, the rate of increase in the number
of breast cancer surgeries and the median waiting time was
relatively steady, at about 4%—-5% per year, whereas in
1998 both figures increased threefold. One wonders
whether the province’s health care system was unable to
deal with the sudden rise in breast cancer cases resulting
from the screening program.

However, as noted by Mayo and colleagues, the strong-
est factor associated with the increased waiting times for
breast cancer surgery in their study was the number of di-
agnostic procedures performed between the first screening
procedure (usually a mammogram) and the first definitive
surgical treatment. The authors question, rhetorically, the
need for these additional diagnostic procedures, especially
if they delay surgery.

The answer to the question may lie in the large-scale
multi-provincial study by Ivo Olivotto and colleagues’ re-
ported in this issue (page 277). They studied the waiting
times during different intervals of assessment of screen-
detected abnormalities in women who attended 7 provin-
cial breast screening programs in 1996. The median wait-
ing time from abnormal screening result to first diagnostic
imaging was 2.7 weeks (90th percentile 6.1 weeks). From
abnormal screening result to final diagnosis it was 3.7
weeks (90th percentile 11.3 weeks); this time increased to
6.9 weeks (90th percentile 15.0 weeks) when a biopsy was
required (in most cases open surgical biopsy). When biopsy
was performed, the centres that primarily used core biopsy
had shorter waiting times from screening to final diagnosis
than did the centres that used open biopsy. In addition,
Olivotto and colleagues report that breast cancer was diag-
nosed in only 6.8% of the women with an abnormal
screening result. With appropriate additional diagnostic
testing the remaining 93.2% should require no surgery.

The use of additional diagnostic procedures has evolved
not just to confirm the diagnosis in women with breast can-
cer but also to prevent the large majority of women who do

I n a recent study from Quebec,' Nancy Mayo and col-

not have cancer from undergoing unnecessary surgery. For
example, ultrasonography confirms the presence of cysts, a
frequent mimic of breast cancer detected through mam-
mography and physical examination. Spot magnification
views often rule out malignant disease by demonstrating
that the suspected abnormality is due to the superimposi-
tion of normal fibroglandular structures. Core biopsy pro-
vides an accurate tissue diagnosis, differentiating between
benign and malignant lesions and between invasive cancer
and in-situ cancer, and it enables the replacement of 2-
stage surgery for invasive breast cancer (excision followed
by re-excision and axillary dissection) with a single opera-
tion. The use of preoperative wire localization of microcal-
cifications or occult masses permits the surgeon to excise
nonpalpable breast tumours with precision.

Although only a mammogram and needle biopsy may
suffice to diagnose a palpable breast lump, nonpalpable le-
sions detected by mammography may require the full
gamut of preoperative diagnostic procedures to determine
whether they are malignant. These additional procedures
do increase the waiting time for women found to have
breast cancer, but they have the beneficial effect of freeing
up scarce surgical resources by removing a large number of
women with false-positive results from the surgical waiting
list. Rather than bypassing the additional tests in the inter-
est of time, it would be far preferable to expedite accurate
diagnosis by streamlining them.

The development of comprehensive breast centres is an
effective means of streamlining the management of patients
with abnormalities detected through clinical examination
or mammography by minimizing the number of visits and
decreasing the overall waiting time to final diagnosis.**
Outside of such dedicated centres, the training of radiology
technologists to perform combined mammography and
breast ultrasonography would permit both examinations to
be conducted by the same person at one visit and thus ex-
pedite the diagnostic assessment.

As suggested by Mayo and colleagues, a major impedi-
ment to the timely diagnosis of breast cancer is a critical
shortage of surgical resources. One way around this short-
age has been to move breast cancer diagnosis out of the op-
erating room and into outpatient ultrasound and mammog-
raphy biopsy suites and to replace open surgical biopsy with
core biopsy,” which, as noted by Olivotto and colleagues,
was effective in reducing waiting times in the programs that
primarily used this technique. The extension of diagnostic
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core biopsy to the complete percutaneous removal of small
breast tumours is underway.*” Some advocate that percuta-
neous removal of small breast tumours be combined with
biopsy of the sentinel lymph node, the first intramammary
lymph node draining a breast tumour, in order to avoid ax-
illary dissection in patients who have no metastasis.®
Despite these advances, the need for breast cancer
surgery will continue to escalate as women born after

World War II pass their 50th birthday and enter the
“breast cancer years.” Health care planners take heed!
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