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Conclusion

Between 2013 to 2017, our institution’s BCS rates met
American but not European QI target rates, indicating a high
mastectomy rate (Table 2).

The majority of patients underwent TM for medical reasons,
rather than by patient preference (Figure 2).

On removal of medically necessary TMs from the BCS rate
calculation, we met the European QJ targets (Table 2).

Medically necessary TMs tended to have larger tumour sizes,
be node positive, and present as a palpable mass, while
tumour characteristics were more similar among patients
receiving BCS and TMs by patient preference (Table 1).

There was a higher bilateral cancer rate in patients receiving
TM by patient preference compared to BCS, although no
difference compared to medically necessary TMs (Table 1).

There was no difference in tumour morphology between
surgery types, suggesting no over-treatment of invasive
cancers compared to DCIS (Table 1).

The highest BCS rate was among patients aged 40 to 74, so
the extremes of age had higher mastectomy rates (Table 1).

BCS rates did not change over 5-years, despite knowing they
were high in 2012. Although CPM rates significantly
decreased over 5-years (Figure 3).

At smaller tumour sizes, TM by patient preference represents
a larger proportion of TMs performed, and the proportion of
medically necessary TM increases with tumour size (Figure 3).

At our centre, 80% of patients would be eligible for BCS with
tumour cut-off of 2.5cm inclusively (Figure 1).

Our institution found that high mastectomy rates were largely
due to a high number of medically necessary mastectomies.
Removing this patient subset from our BCS rates calculation
improved QI rates and better represented the proportion of
patients that could have had BCS.

Our results highlight the limitations of BCS rates as a Ql to
capture the extent of patient-decision making and
characteristics, since tumour size alone does not consider the
relative proportion to the patient’s size of breast and ability
to achieve clear margins and adequate cosmesis.

CPM rates may offer a more actionable approach to reduce
unnecessary surgery.
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