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What Would I Want for  
my surgery?

Team-oriented. Communicative. 
Transparent. These are words that 
we want all patients to use when 
describing their operating teams. 
Teams that embody these character-
istics likely work well together and 
make few mistakes. But creating a 
standardized surgical culture that 
encourages these qualities has proven 
challenging.

Implementing the surgical safety 
checklist can grow this culture by 
framing how an operating team com-
municates; in turn, this can minimize 
avoidable risks (like infections and 
allergic reactions) that endanger 
patients. It makes sense. A recent 
study,1 however, found no correlation 
between the surgical checklist and 
patient mortality. Does this mean that 
there is no value in its application?

In British Columbia, a variety of 
stakeholders from the surgical com-
munity have responded to this study 
with the hope of highlighting the 
value of good teamwork and com-
munication in the operating room. 
There is tremendous value to the 
checklist beyond its statistical signifi-
cance. It ensures that common objec-
tives are being effectively communi-
cated. It empowers all  health 
professionals to speak up if they 
notice a potential error. It gives 
patients a voice in determining their 
own care.

Since there is very little education 
on teamwork for health professionals, 
past studies2 promoting the benefits 
of the checklist should not be dis-
counted. Our group also suggests that 
hospitals invest resources and exper-
tise to provide teams with coaching 
and training. This investment will 
undoubtedly foster the use of tools 
like the checklist.

The next time that you are in the 
operating room, imagine that it is you 
laying on the table. Would you want 

to have a high-functioning team per-
forming your surgery? The answer is 
obvious. The checklist can help oper-
ating teams work better together. We 
hope our paper (Available at http 
:// bcpsqc.ca/clinical-improvement 
/surgical -checklist/what-would-you 
-want-for-your-surgery/) offers con-
structive ideas on how Canada’s  
surgical community can move forward 
as it aims to improve care for patients. 
Marlies van Dijk, RN, MSc 
Director Clinical Improvement, B.C. Patient 
Safety & Quality Council 
Vancouver, BC
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a century of breast surgery: 
from radIcal to mInImal

We read the recent article “What is 
the effect of screening mammog-
raphy on breast cancer incidence”1 
with great interest. The introduction 
of breast screening programs has 
opened many new uncertainties on 
the ideal management of women with 
early breast cancer. This is especially 
true of in situ disease, as it is clear 
that a proportion of these women 
may be overtreated. We feel your 
readers may be interested in the hist-
ory of breast cancer treatment and 
the changes in surgical techniques as 
a background for considering breast 
cancer incidence over time. This hist-
ory is especially pertinent in light of 
only marginal reductions in the rate 
of late-stage cancer presentation,1 
suggesting the screening program is 
unlikely to eliminate the need for 
more extensive surgery for later-stage 

presentation. In this letter we provide 
this historic surgical background.

In the last century, breast surgery 
has undergone dramatic changes in 
dogma; it serves as a prime example of 
how surgeons have made progress by 
challenging the limits of contempo-
rary doctrine. The origins of breast 
surgery for cancer can be traced back 
to the 16th century.2 It was not until 
1894, however, that an American sur-
geon, William Stewart Halsted 
(1852–1922), published his surgical 
technique for breast cancer surgery in 
the form of the Halsted (radical) mas-
tectomy.3 This technique involved 
excising the breast, lymph nodes and 
pectoralis major and minor, leaving 
only skin covering the ribs. This 
extensive en bloc tissue resection 
resulted in considerable disfigurement 
and morbidity from the resultant 
weakened arm function and disabling 
lymphedema. Despite this, the vogue 
toward more extensive surgery con-
tinued into the midtwentieth century 
with a “bigger is better” approach. In 
fact, an American surgeon, Owen H. 
Wangensteen, was quoted as saying 
“Today, it should be said, I believe, 
the Halsted operation for cancer of 
the breast is outmoded: it is not rad-
ical enough”4. These newer opera-
tions involved extending the radical 
surgery dissection into the neck and 
mediastinum by supraradical mastec-
tomy. This made no difference on 
patient outcomes; subsequent survival 
rates did not change in light of more 
aggressive surgery.

In 1948, Patey and Dyson (Lon-
don) advocated for taking a step back 
with pectoralis major–sparing surgery 
by using modified radical mastectomy 
for breast cancer. The modified radical 
mastectomy became popular and 
slowly replaced more extensive surgery 
by the 1980s.5 Patey argued that the 
excision of pectoralis major did not 
add any significant benefit but did con-
tribute to poor cosmetic outcomes and 
intraoperative blood loss. In this post-
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World War II era and particularly 
from the 1970s, advances in adjuvant 
therapy (such as hormonal, chemo-
therapy and radiotherapy) have been 
combined with less radical surgery to 
achieve similar survival rates compared 
with early more radical  surgery.

The 1970s marked the age of 
large-scale randomized controlled 
 trials (RCTs) assessing the extent of 
surgery with objective outcomes. The 
Alabama Breast Cancer Project, Man-
chester Trial, the Cardiff–St. Mary’s 
trial and several others compared 
more versus less extensive surgery. In 
1971, the National Surgical Adjuvant 
Breast and Bowel Project B-04 was 
initiated and was to be the largest 
RCT on the subject. The trial 
included 1079 women with clinically 
negative axillary nodes who under-
went radical mastectomy, total mas-
tectomy without axillary dissection 
but with postoperative irradiation, or 
total mastectomy plus axillary dissec-
tion only if their nodes became posi-
tive. There is now 25-year follow-up 
data from this study, which validated 
other studies showing no advantage 
from radical mastectomy.6

The true era of breast-conserving 
surgery is accredited to Umberto 
Veronesi, an Italian oncologist who 
progressed the idea of removing only 

the involved part of the breast 
(quadrantectomy). This was a radical 
idea at the time. An RCT of  
701 women recruited from 1973 to 
1980 and followed up for 20 years 
showed that the long-term survival 
rate among women who undergo 
breast-conserving surgery (with 
radiotherapy) was similar to that 
among women who undergo radical 
mastectomy. The evolution and mini-
mization of breast surgery is being 
echoed in the field of surgery to the 
axilla. A number of contemporary 
studies have focused on the role of 
management of the sentinel lymph 
node biopsy (Z0011, Amaros, 
Supremo), stepping away from con-
ventional axillary  clearance.

The future of breast surgery is 
bright. The next decade will be marked 
by shifts in paradigm toward less (with 
narrower acceptable margins) but more 
focused surgery to both the breast and 
axilla in light of advances in newer 
radiotherapy and chemotherapy regi-
mens. This is  especially true with 
earli er stage cancer detection, which 
this data  demonstrates.1
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