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CONSERVATIVE MANAGEMENT OF BREAST CARCINOMA 

The Crkteil experience 

B.  PIERQUIN, Y. OTMEZGUINE and P. A. LOBO 

More than 900 patients with carcinoma have been 
treated conservatively during the past 21 years. The 
aim was to give the patient with breast malignancy a 
treatment preserving the breast and thus avoiding 
the psychologic trauma that follows a mastectomy, 
at the same time assuring the patient a loco-regional 
control equivalent to that obtained by radical treat- 
ment methods which result in loss of the breast. The 
survival, local recurrence, cosmetic appearance, 
and iatrogenically induced complications are now 
reported. Tumorectomy before or after radiation 
therapy will also be discussed. 

Methods 

The following criteria were used to select the 
patients for conservative treatment: (1) not pre- 
viously treated for breast malignancy, (2) without 
distant metastasis at the time of presentation, (3) 
absence of other primary lesions in the contralateral 
breast or other locations, (4) all patients with T1, T2 
or T3 lesions less than 7 cm who refused surgery, 
and (5) all NO, Nla and N l b  less than 2 cm. 

The majority of the patients with TI lesions (80%) 
were initially treated with tumorectomy without 
axillary lymph node dissection (except certain Nlb). 
This was followed by preliminary external irradia- 
tion with telecobalt to the breast and underlying 
chest wall by tangential beams and the axillary, 
supra- and subclavicular and internal mammary 
lymph nodes by a direct field up to a dose of 45 Gy. 
Electron boost (10-13 MeV) was given to the inter- 

nal mammary lymph node chain (15 Gy) and to axil- 
lary lymph nodes (24 Gy). At the completion of the 
electron boosts iridium was implanted in the breast 
corresponding to the area containing the residual 
tumor (boost dose 37 Gy) or the tumorectomized 
area (boost dose 25 Gy). For T2 lesions, the same 
method was applied, but the proportion of tumorec- 
tomies performed before irradiation was inversed 
(20% of cases). For T3 lesions the treatment was 
mostly non-conservative consisting of preliminary 
external irradiation with telecobalt to a dose of 45 
Gy followed by radical surgery (Patey type mastec- 
tomy with axillary dissection). For those patients 
who refused surgery, radical irradiation was carried 
out in a similar manner to that used for the T1 and 
T2 lesions (boost dose 37 Gy). 

Results 

The survival is presented in Table 1 after a mini- 
mum follow-up of 5 ,  7 and 10 years for TI ,  T2 and 
T3 lesions. The incidence of N l b  is low for TI (4 %) 
and T2 (12%) lesions, but much higher (35 %) for T3 
lesions. Even though the survival rates are different 
at 5 years between the TI (84% NED), T2 (75% 
NED) and T3 lesions (65% NED, Table 2), it is 
interesting to note the equalization of the rates at 10 
years between the uncorrected and NED survivals 
on the one hand and between the survival of TI and 
T2 lesions on the other. It appears as if no further 
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manifestation of the disease occurs after about 10 
years for T1, T2 or T3 lesions, and the long term 
prognosis for T1 and T2 lesions seems to be identi- 
cal once the maximum risk for development of me- 
tastases has passed during the first few years. At the 
same time it is worth noting the identical rate (27%) 
of distant metastasis at 10 years for T1 and T2 
lesions (Table 3). 

After 5 years, the rate of local recurrence in the 
breast or peripheral lymph nodes rapidly reaches a 
plateau of less than 10 per cent for T1 and T2 and 
less than 20 per cent for T3 lesions (Table 4). The 
recurrence rate at 10 years is almost identical for T1 
and T2 lesions (TI 8%, T2 9%). It is to be noted 
that the proportion of breasts conserved amongst 
the NED patients at 5, 7 and 10 years remains high 
and unchanged. Of the 39 local recurrences detected 
clinically during the last 10 years of observation, the 
majority (32/39) were found in the breast itself, half 
of these were located at a distance from the initial 
site of involvement (19/39). No isolated lymph node 
recurrences were observed for T1 and T2 and were 
infrequent for the T3 lesions (2/74). Local recur- 
rences in the breast occurring at the same time as 
lymph node metastases detected clinically remain 
rare for T1 and T2 (31334) as well as for T3 lesions 
(2/74; Table 5). Surgical cure by mastectomy and 
axillary dissection (according to Patey or Halsted) 
was possible in most of the cases (33139). Four cases 
necessitated skin grafts (2 T2 and 2 T3; Table 6). 
Overall the proportion of local recurrences with 
lymph node metastases remains low; only 5 (1.5 %) 
lymph node recurrences confirmed microscopically 
were observed during 10 years (Table 7). 

The cosmetic results stabilize around 3 years after 
treatment. The physical appearance of the breast is 
classified according to three categories: (1) Very 
good, for those without sequelae or with only a 
discrete change not apparent at first glance, (2) quite 
good, for those developing obvious sequelae such as 
telangiectasia or alteration of breast contour but 
which are acceptable in preference to mastectomy, 
and (3) poor, when the cosmetic results are such 
that initial surgery would have been preferable. The 
observations at 5, 7 and 10 years are summarized in 
Table 8: 87 per cent very good for T1 lesions, 54 per 
cent for T2 and 40 per cent for T3 lesions. The poor 
results are one per cent for T1, 7 per cent for T2, 
and 15 per cent for T3 lesions. In assessing the 
cosmetic results for patients operated upon with 
tumorectomy it is to be emphasized that only the 

Table 1 

Distribution of patients by classification and follow-up (5, 7 and 
10 years). The percentage is of N l b  is shown for each T caiegory 

5 years 7 years 10 years 

No. of Per Per 
cases cent cent 

Nlb  

TI 99 24 4 66 26 
T2 235 58 12 145 67 
T3 74 18 35 57 33 

Total 408 268 126 

tumour bed was excised and the boost dose was 
relatively moderate (25 Gy instead of 37 Gy). Very 
good cosmetic results were obtained in 90 per cent 
of the T1 patients in whom tumorectomy was per- 
formed versus 72 per cent in those without tumorec- 
tomy. For the T2 lesions, the results were less spec- 
tacular (65 % versus 5 1 %). A comparison between 
the patients operated upon at this hospital and at 
another hospital before referral reveals that the very 
good results are as high as 83 per cent at this hospi- 
tal compared with a much lower rate (47%) for 
those operated upon in another hospital (Table 9). 

Iatrogenic complications other than those affect- 
ing the cosmetic appearance of the breast are rela- 
tively unimportant. Therefore only those of a defi- 
nite and lasting nature will be considered. Minor 
pains were observed in the breast or scapular region 
in less than 5 per cent of the cases. Amongst the 
NED patients up to the present time, no case of 
severe neuritis involving the brachial plexus has 
been observed. The same applies to paresis or pa- 
ralysis of the nerve roots. Minor limitations of 
shoulder movements were observed in 5 to 10 per 
cent of the cases, probably due to radiation induced 
sclerosis of the pectoralis major muscle. No case of 
severe impairment of shoulder movement has been 
observed. Lymphedema of the upper extremity was 
rare (less than 5 % of cases) and of a limited degree 
when present. Only one case of radiation induced 
breast necrosis was observed which necessitated 
mastectomy (T2, boost dose 37 Gy). 

Discussion 

Patients with carcinoma of the breast have been 
treated since 1961 with the aim of conservative man- 
agement if possible. 
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Table 2 

Uncorrected and NED survivals ut 5 ,  7 and 10 years .for T I .  T2 and T3 lesions. Per cent in parentheses 

TI T2 T3 

No. of Alive Alive 
cases NED 

No. of Alive Alive 
cases NED 

5 years 991408 89199 83199 
(90) (84) 

(82) (76) 

(65) (65)  

7 years 661268 54166 50166 

10 years 261126 17/26 17126 

Table 3 

Distribution of distant metastases at 5 ,  7 and 
I0 years. Per cent in parentheses 

TI T2 ~3 

2351408 1921235 1771235 
(82) (75) 

(79) (71) 
1451268 1141145 1031145 

671126 46167 43167 
(68) (64) 

5 years 14/99 491235 23/74 
(14) (21) (31) 

(20) (24) (40) 

(27) (27) (45) 

7 years 13/66 351145 23157 

10 years 7/26 18167 15133 

Table 4 

Local recurrence rate for T I ,  L? and T3 lesions. Proportions qf 
breasts conserved among NED patients. Per cent in parentheses 

TI 

No. of Breast/ 
cases NED 

5 years 3/99 82/83 
(3) (99) 

(5) (96) 

(8) (94) 

7 years 3/66 48/50 

10 years 2126 16/17 

T2 T3 

No. of Breast/ No.of 
cases NED cases 

151235 1691177 12174 
(6) (95) (16) 

131145 981103 10157 
(9) (95) (17) 

6/67 40143 5/33 
(9) (93) (15) 

Breast1 
NED 

41/48 
(85 )  

25/29 
(86) 

12/15 
(80) 

The results at 10 years compared with the results 
at 5 (PIERQUIN et coll. 1980) and 7 years have dem- 
onstrated a 'plateau' in survival. This probably indi- 
cates that the potential for the development of late 
local recurrence or distant metastasis is extremely 
low, and if they appear have a very slow progres- 
sion (CLARK et coll. 1982). 

These results are comparable to those obtained by 

No. of Alive 
cases 

741408 51174 
(69) 

571268 37157 
(65 )  

(45) 
331126 15/33 

Alive 
NED 

surgery or combined radiation therapy and surgery 
(HANNOUN 1978). However, it must be kept in mind 
that these comparisons are made in non-randomized 
series. 

The only randomized trial was published by VER- 
ONESI et coll. (1981), in which the conservative 
(quadrantectomy and radiation therapy) and non- 
conservative techniques (Halsted type operation) 
were shown to produce identical survivals at 5 years 
(Table 10). This trend was confirmed at 7 years 
follow-up (VERONESI 1982). 

The low rate of local recurrence in the present 
series (less than 10% at 10 years for T1 and T2 
lesions) is in accordance with the experiences at the 
Curie Institute (CALLE et coll. 1978, CALLE 1982) 
for T1 and T2 lesions subjected to tumorectomy but 
differs for T2 and T3 lesions not operated upon; the 
incidence of local recurrence is higher at Institut 
Curie (Table 11). Overall the proportion of breasts 
conserved at 10 years is identical at the two centers 
for TI and T2 lesions subjected to tumorectomy and 
is of the order of 95 per cent for the NED patients. 
On the other hand this proportion remains high for 
patients with T2 and T3 lesions not undergoing tu- 
morectomy treated at this hospital (95% for T2, 
80% for T3) while it is around 50 per cent for 
patients treated at Institut Curie. This may be due to 
the technique of dose delivery. After tumorectomy 
it is sufficient to give a boost of 20 to 25 Gy to the 
original tumor area, which is easily done using ex- 
ternal irradiation (telecobalt or electrons) or by in- 
terstitial therapy (I9*Ir). When a tumorectomy has 
not been performed, it is necessary to deliver a 
higher boost of the order of 35 to 40 Gy to the 
residual tumor to obtain an overall rate of control 
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Table 5 Table 8 

Distribution of clinically detected local recurrences Assessment of cosmetic results for  patients with local control at 
5 ,  7 and 10 years. Per cent in parentheses 

No. of T N T&N Total 
cases Years Very Quite Poor Total 

good good 

TI 99 3 0 1 4 
T2 235 19 0 2 21 TI 5 32 4 0 36 
T3 74 10 2 2 14 7 34 3 0 37 

10 12 4 I 17 Total 408 32 2 5 39 
Total 78 (87) I 1  (12) I 90 

Table 6 T2 5 33 23 5 61 

Surgical control of loco-regional recurrences 7 39 28 4 71 
10 21 16 4 41 

Radical Uncon- Total Total 99 (54) 67 (39) 13 (7) 173 
surgery trolled 

T3 5 3 4 3 10 

TI 4 0 4 
T2 20* I 21 

7 9 9 I 19 
10 4 5 2 I 1  

T3 9* 5 14 Total 16 (40) 18 (45) 6 (15) 

Total 33 6 39 

40 

*Two T2 and two T3 with graft. Table 9 

Table 7 

Cosmetic results in relation to tumorectomy. Very 
good results at 5 years and more. Per cent in 

parentheses 
Histopathologic information regarding T and N for 33 
patients operated upon with radical surgery for local Tumor- No Total 

recurrences ectomy tumorectomy 

TI 65/72 (90) 13/18 (72) 78/90 (87) 
T2 24/37 (65) 69/136 (15) 931173 (54) 

T+N-  T+N-  T-N+ Total 

TI 3 1 0 4 
T2 16 4 0 20 
T3 3 4 2 9 

Total 22 9 2 33 

Inner Outer 
15/18 9/19 

(83) (47) 
T3 16/40 (40) 

which is equivalent to that obtained when a tumor- fied radical mastectomy with axillary dissection. 
ectomy has been performed. The total dose deliv- 
ered locally exceeds 90 Gy (50 Gy for a reference 
isodose 45 Gy-preliminary irradiation-, plus >40 
Gy for a reference isodose of 37 Gy-boost irradia- 
tion) which is achieved using interstitial therapy. 
Due to the limiting factor of the skin tolerance, the 
boost delivered by external irradiation should not 
exceed 25 Gy (total dose should not exceed 80 Gy). 
This fact should be modified as, at the Institut Cu- 
rie, a large number of the patients irradiated without 
tumorectomy are not given a full tumor dose if the 
tumor regression is insufficient after 50 to 55 Gy. 
These patients are then operated upon with a modi- 

These failures of radical irradiation cannot be con- 
sidered in the same light as failures of an irradiation 
carried to full tumor doses. 

The survival, local recurrence, or distant metasta- 
ses at 10 years are nearly identical for T1 and T2 
lesions. Therefore, conservative management ap- 
pears possible for all tumors of 1 to 5 cm (HARRIS 
& HELLMAN 1982). The same does not apply to the 
T3 lesions as the survival of these patients at 10 
years, even though stable, is clearly very low with a 
high rate of local recurrence. It is worth noting that 
conservative management was used in selected T3 
lesions only if three conditions were fulfilled: (1) the 
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Table 10 

Halsted type operation or quadrantectomy and radiation therapy 
at Istituto Nazionale Tumore, Milan 1981. Survivals at 5 years. 

Figures give percentages 

Halsted Quadrantectomy + 
(n=349) radiation therapy 

(n = 352) 

N- 75 13 
Local recurrences 0.8 0.2 
Distant metastases 8 6 
Overall survivals 90 90 
NED survivals 83 84 

Table 11 

Percentage of breasts preserved ( T I - n ,  alive 
NED) at Institut Curie and H6pital Henri Mondor 

(Crkteil) 

Tumorectomy Radiation 
+radiation therapy 
therapy alone 

5 years 
Curie 95 41 
Crtteil 97 96 

10 years 
Curie 88 53 
Creteil 95 95 

Table 12 

Incidence of second primary in contralateral 
breast at 5 ,  7 and 10 years. Per cent in paren- 

theses 

5 years 7 years 10 years 

TI 6/99 6/66 2/26 
(6) (9) (8) 

(2) (4) (4) 

(7) (10) (9) 

(3.6) (6.7) (6.3) 

T2 41235 61145 3/67 

T3 5/14 6/57 3/33 

Total 15/408 181268 81126 

primary tumor less than 7 cm, (2) appreciable tumor 
reduction (50 %) after preliminary external irradia- 
tion, and (3) if the patient expressed a strong desire 
to preserve her breast, understanding and accepting 
the increased risk of local failure or poor cosmetic 
result. On the whole, the results for T3 lesions 

treated conservatively after proper selection are rel- 
atively satisfactory and worthy of consideration. 

The cosmetic results are clearly related to the 
total dose delivered to the tumor bed in the breast. 
The best results were obtained (90% very good) 
when a tumorectomy could be performed, thus per- 
mitting a reduction of the boost dose. The poor 
cosmetic results (retraction, telengiectasia) were as 
a rule limited to the area which received the boost 
dose. The breast usually retains a near normal ap- 
pearance if the dose of external irradiation does not 
exceed 50 Gy. How the tumorectomy is performed 
also plays an essential role in the final cosmetic 
result. Large excisions, particularly if deep, may 
cause retraction from scar tissue which is further 
aggravated by radiation induced fibrosis. It is there- 
fore important that this combined treatment with 
irradiation and surgery be carried out by members 
of an oncology team working in close collaboration. 
It should be noted that any assessment of cosmetic 
results can only be made after a relatively long 
period of observation (3 years following treatment). 

Local pains of a minor nature and slight limitation 
of shoulder joint movements are infrequent. This is 
valid for up to 10 years of observation. It is too early 
to make the prediction for the remaining life span of 
the patients. 

The incidence of a second primary in the contrala- 
teral breast continues to remain low. On an average 
it does not exceed 6 per cent at 10 years with a 
plateau being reached at 7 years (Table 12). 

In the light of the present satisfactory results the 
treatment protocol has been modified in an attempt 
to further refine the indications for tumorectomy 
(with or without axillary lymph node dissection of 
limited extent). Tumorectomy before irradiation of 
T1 lesions is recommended. For T2 lesions tumorec- 
tomy before irradiation is also recommended if it is 
felt that the excision will not adversely affect the 
cosmetic result (less than and up to 3 cm tumor 
size). For larger lesions (over 3 cm) the indications 
for tumorectomy are extended by delivering a pre- 
liminary course of external irradiation (45 Gy) and 
closely monitoring the reduction in tumor size in the 
hope that the size will decrease to less than 3 cm. 
The outcome of this preliminary radiation deter- 
mines the subsequent treatment: (1) If no tumor 
reduction is noted it is preferable to perform radical 
surgery or deliver the maximum permissible boost 
dose of 37 Gy by interstitial therapy; (2) With com- 
plete tumor regression as determined clinically and 
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radiologically a boost dose of 25 Gy to the tumor 
bed by interstitial therapy is adequate; (3) With 
reduction of tumor size to below 3 cm but without 
complete regression a simple tumorectomy is rec- 
ommended followed by a boost of 15 Gy by I9*Ir 
(Figure). 

The role of axillary dissection limited to the 
lymph nodes in the inferior portion of the axilla 
remains to be defined. It may provide information of 
prognostic importance in predicting the risk of de- 
veloping distant metastases and in deciding the indi- 
cation for adjuvant therapy (hormonal or chemo- 
therapy). However, it has no influence on the local 
control of lymph nodes since only 1.5 per cent mi- 
croscopically proven recurrences were detected at 
10 years after irradiation alone (TI and T2). There- 
fore, it can be stated that radiation therapy alone is 
capable of controlling nearly all of the micro-metas- 
tases in the lymph nodes in the case of T1 and T2 
lesions classified as NO and N l a  and even in the 
N l b  lesions provided they are of a size less than 2 
cm . 

SUMMARY 
The results of conservative management of breast carci- 

noma are presented. The disease free survival for patients 
with T1 lesions was 84 per cent at 5 years, 76 per cent at 7 
years and 65 per cent at 10 years, for T2 75, 71 and 64 
per cent, and for T3 65,51 and 45 per cent. The proportion 
of breasts conserved amongst the patients free of disease 

5 6 7 8 9 10 11 12 13 I4 15 
WEEKS 

at 10 years was 94 per cent for T1, 93 per cent for T2 and 
80 per cent for patients with T3 lesions. The cosmetic re- 
sults were very good for T1 lesions, good for T2 and quite 
good for T3 lesions. Up to 1981 a simple tumorectomy 
was carried out in most of the TI lesions and some of the 
T2 lesions, followed by radical irradiation. Most of the T2 
and T3 lesions were exclusively treated with radical irra- 
diation. In an attempt to improve the cosmetic results, 
since 1981, the indications for tumorectomy were ex- 
tended to include some of the T2 lesions, and when possi- 
ble also some of the T3 lesions, where a tumorectomy is 
performed before or after irradiation, together with a 
limited axillary dissection. 
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