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GUIDELINE FOR MANAGING
BREAST LUMPS

The editors have stated that they
would like to receive and publish

comments from readers of the Journal.
I would therefore like to comment on
the letter concerning a guideline for
the management of breast lumps by
Mahoney and colleagues (Can J Surg
1998;41[6]:476-7).
To issue algorithms or guidelines

without the supporting rationale or
evidence is not a valid exercise. To
understand what is involved in devel-
oping guidelines, I would respect-
fully refer the editors to the method-
ology of the practice guidelines
development cycle.1 This process is
used by the Ontario Cancer Treat-
ment Practice Guidelines Initiative.
The purpose of the Initiative is to im-
prove the outcomes for cancer pa-
tients, to help practitioners apply the
best available research evidence to
clinical decisions and to promote re-
sponsible use of health care re-
sources. The development of guide-
lines is clearly a time-consuming
iterative process. One might infer, er-
roneously or not, that a group of in-
terested individuals in the University
of Toronto has arrived at a “consen-
sus” over a cup of coffee.
With reference to Mahoney’s algo-

rithm on page 477, what is the evi-
dence underpinning the recommen-
dation that a 45-year-old woman with
no clinical evidence of breast cancer
and no risk factors be subjected to
biannual mammography?
The risk of breast cancer increases

with age. The Ontario Breast Screen-
ing Program provides screening only
for women 50 years of age or older.
Even for this group of women, the ev-
idence of benefit is sparse, and some
would argue that the risk of harm out-
weighs any putative benefit. 
If the editors of the Journal are

looking forward to developing a series
of credible guidelines for managing
common surgical problems, they must
stipulate the methodology to be em-
ployed. Like it or not, we are living in
an era of evidence-based surgery.

John F. Gately, MA, MB
BChir(Cantab)

Department of Surgery
McMaster University
Hamilton, Ont.
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Dr. Leo Mahoney and my col-
leagues at the University of

Toronto in their letter in the Decem-
ber issue of the Journal (Can J Surg
1998;41[6]:476-7) outlined their rec-
ommended procedure for a family
doctor to deal with a breast lump.
Their advice about cysts is reason-

able. Having treated 8 patients with a
cancer that was in the wall of a cyst or
adjacent to a cyst, I can verify that all
of them were detected by dark or 
maroon-coloured blood on aspiration
of the cyst or by the persistence of a
lump after aspiration. The fluid usu-
ally aspirated from a cyst does not
need to be sent for cytologic examina-
tion as they correctly observe.
However, they fail to mention that

the cells from a solid lump should def-
initely be sent for examination.
Pathologists are very accurate in con-
firming the diagnosis on cytologic ex-
amination. It is not good practice to
stick a needle into a lump and then
discard the cells. The cells in the bar-
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rel of that needle will supply a diagno-
sis. Anyone who aspirates a breast
lump should obtain slides and patho-
logical confirmation.

Edward B. Fish, MD
Toronto, Ont.
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Dr. Mahoney responds

Iand my colleagues wish to reassure
Dr. Gately that this guideline is

consistent with those that already ex-
ist.1 We have adapted it to the perspec-
tive of a primary care physician and fo-
cused it to manage any medicolegal
concerns related to a delayed diagno-
sis of breast cancer.2

Even if there are no clinical findings
or the woman’s breast cyst disappears
on aspiration, our 45-year-old patient
should have mammography as part of
her complete assessment.1 If the mam-
mogram is normal, as expected, it au-
tomatically becomes the baseline for a
regular biannual mammographic
screening program. For the purpose
of simplicity, we chose to recommend
it as such, rather than as part of the di-
agnostic evaluation. Whether the next
mammogram should be obtained in 2
years, as recommended by the Na-
tional Cancer Institute,3 or in 5 years,

as recommended by most world au-
thorities, including the National Can-
cer Institute of Canada,4 is debatable.
Our 45-year-old woman thought

she had a palpable lump and was 
informed and concerned enough to 
report to her family physician for an 
examination. Like most Canadian
women, she likely obtained her infor-
mation from media sources origi -
nating in the United States, which 
promote mammographic screening
beginning at 40 years of age. In view
of her obvious concern about her per-
sonal breast health, in our view it was
prudent to offer, for her consideration,
access to biannual mammography at
age 47 years instead of 50 years.
Dr. Fish refers to the fact that most

consultant surgeons will aspirate cells
from a solid breast lump and send
them for cytologic examination. They
are well aware of the delays and errors
that sometimes occur in the process.
At the same time they have the oppor-
tunity to arrange for excisional biopsy,
which will be necessary to establish an
unequivocal diagnosis.
From the standpoint of the family

practitioner, however, for whom this
guideline was prepared, I and my col-
leagues believe it is much simpler, eas-
ier and safer to refer the patient imme-
diately and directly to a surgeon.
Delay in diagnosis of breast cancer

has become a worrisome cause of
medicolegal litigation for both sur-
geons and family practitioners.2 By im-
mediate referral, as recommended in
our guideline, the family physician can
avoid any such stressful experience.

Leo Mahoney, BA, MD, MS
Department of Surgery
University of Toronto
Toronto, Ont.
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