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other professionals together with semi-
professional workers and voluntary organiza-
tions.

Far from undermining self confidence, a
quiet demonstration of understanding the
alcoholics' plight (even if there is no one
solution) is often the first stimulus towards
regaining it.-I am, etc.,

CLIFFORD E. SALTER
London S.W.1
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Treatment of Early Breast Cancer

SIR,-From the evidence in the excellent
paper by Sir Hedley Atkins and others
(20 May, p. 423) it would appear that there
is no case for the operation of "extended
tylectomy" in the management of stage I
and II carcinoma of the breast in patients
over 50 years of age.

Before all forms of local surgery in car-
cinoma of the breast are abandoned several
questions might be asked conceming "ex-
tended tylectomy." In some patients a more
adequate margin that the stated 3 cm can be
easily removed without distortion of the
breast contour. Was more than this margin
ever excised? If skin dimpling is present is
skin removed? In the subareolar lump is the
nipple removed?
Answers to these questions would help in

the evaluation of "extended tylectomy."
Spread of carcinoma within the breast is
by periductal lymphatics and therefore to
eradicate the disease from within the breast
excision of breast tissue on a lobular basis is
logical. Support for this concept is obtained
by whole organ sectioning, a laborious task.
In breasts removed for primary carcinoma
intraduct changes of epitheliosis, in-situ
carcinoma, and frank invasion are commonly
seen and are most marked in the lobule con-
taining the carcinoma. When there is clini-
cal evidence of skin involvement an ade-
quate clearance can be obtained only by
excising skin with the tumour.

Surely there are many factors which in-
fluence the surgeon in his assessment of
how much tissue to excise around the
tumour. To stick rigidly to a fixed margin
clear of the tumour is not always as appro-
priate as adopting a more flexible policy
(according to various clinical criteria). It is
of paramount importance to excise an ade-
quate margin, which should be at least 3
cm from the edge of the tumour, as meas-
ured from the macroscopic appearance of the
bisected lump. This policy is more reliable
than taking the measurement from the palp-
able tumour edge. If skin tethering is present
a good margin of skin clear of the tethered
area should be included in the .excision. In
the well-endowed breast it is easy to excise
more tissue and this should be done, in
each case removing the segment of the breast
affected in order to remove the involved
lobule in its entirety.
Not often discussed is the relative size

of the lump to the breast. This ratio is
often a more pertinent factor in the form-
ation of a treatment policy, particularly with
regard to the small lump in a large breast,
than the overall palpable tumour size such
as is used in Manchester staging. Great
variation in breast size exists between in-

dividuals as between nations such as Japan
and Italy. An adequate clearance in the
Tokyo breast is not as easily achieved as
a similarly adequate clearance in its Nea-
politan counterpart.

Incidentally the word "tylectomy" com-
bines both Greek and Latin roots and there-
fore is no improvement upon "lum,pect-
omy."-We are, etc.,

J. W. S. RICKETT
A. G. NASH

Royal Marsden Hospital,
London S.W.3
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SIR,-It is well recognized that the treat-
ment of what is termed "early breast cancer"
is a confused morass and therefore any
effort to contribute objectively to the state
of knowledge must be welcomed. We were
therefore interested to see your leading
article (20 May, p. 417) refer to the article
by Sir Hedley Atkins and others in the
same issue as a model example of the work
which should be done in this field. On
reading the article, however, we must con-
fess to considerable disappointment and we
must disagree strongly with the leading
article on at least two points. (1) The num-
bers entering this trial are adequate to draw
only the crudest conclusions. (2) The treat-
ments being compared are incorrectly
labelled by the authors.
As the authors themselves admit, the

number of cases under study for the full
10 years is so few that conclusions must
be drawn only with the greatest caution.
Unfortunately, Sir Hedley Atkins and col-
leagues do not publish the details of their
life table, presenting merely graphs without
stating the number of cases the points are
based on; nor do they even mention the
degrees of freedom of their unnamed sig-
nificance test. This does not prevent them,
however, stopping their trial for stage 2
patients on the basis of a significant differ-
ence in survivals found at the 10-year point.
The simplest assumption the reader can
make is that the patients were evenly spaced
throughout the 10 years, giving an estimated
37 patients followed up for 10 years, or
approximately 9 per treatment group. Is
the decision to stop the trial based on the
comparison of two groups of about 9
patients, in which the death of one patient
would change the percentage of survivals
by over 10%? Further, even if all the 370
patients had been followed up for the full
10 years, giving about 90 patients per group,
the treatment difference detectable at the
5% significance level and 95%' power would
be in the order of 25 %; that is, if one
treatment produced 50% survival, the other
would need to have a true survival rate of
75 %. Thus, a trial based on such small
numbers can detect only the crudest differ-
ences between treatments.
The second criticism is even more

damning. Sir Hedley Atkins and colleagues
label their treatments according to the type
of surgery performed. However, as they
point out, this was not the only difference
between the groups as radiotherapy varied
considerably. Thus the excision group in
addition to treatment to the breast received
2,500 rads in 12 days to the glandular
areas, while the radical group received this

same dose in 18 days. These cannot be
considered comparable because of the dif-
ferent time factors involved. It may be
estimated that the equivalent dose to the
conservatively treated group would be 3,000
rads, which is considerably greater in its
biological effectiveness. Even if significant
differences are found in this trial it is pre-
sumptive to attribute them to the type of
operation while ignoring the differences in
radiotherapy. Indeed, a growing body of
opinion recognizes that immunological
mechanisms play a part in the tumour/host
conflict and radiation is a recognized sup-
pressant of this system.
While the authors claim that the reader

should draw his own conclusions and that
the trial is essentially factual, their decision
to apply radical mastectomy to all stage 2
patients and to discontinue this part of
the trial implies a recommendation of this
procedure. Both because of the small
amount of data, and, we believe, its mis-
interpretation, this is to be deplored, and
your congratulations to these authors is, to
us, regrettable.-We are, etc.,

GEORGE EDELSTYN
Northern Ireland Radiotherapy Centre,
Belfast

K. D. MACRAE
Queen's University of Belfast

SIR,-While we are in complete agreement
with Sir Hedley Atkins and others (20 May,
p. 423) on the importance of controlled
clinical trials, we would point out that the
value of any conclusions reached depends to
a considerable degree upon the questions put
to trial.
The authors state that their aim was to

compare radical mastectomy with extended
tylectomy. Adjunctive chemotherapy was
discontinued after the first seven years of
the trial but all patients received radio-
therapy to those areas not covered by
operation.
The doses of radiation quoted in this trial

are on average 2,600 rads tumour dose in 14
treatments over 18 days at 300 kV, given to
the lymphatic drainage areas of those
patients who had a radical mastectomy. An
average tumour dose of 3 650 rads in 15
treatments over 19 days at 6 MeV was given
to the residual breast tissue and internal
mammary chain after tylectomy. Using the
formula of Ellis' and allowing for relative
biological efficiency, the nominal standard
dose (N.S.D.) of these regimens is 1,164
ret (rad equivalent therapy) and 1,378 ret
respectively. Adenocarcinomas are con-
sidered to be moderately radioresistant, and
doses approaching the tolerance of normal
tissues are needed to sterilize them. Many
radiotherapists feel that up to 6,000 rads
given in six weeks (N.S.D. approximately
1,800 ret) is necessary to prevent local re-
currence of carcinoma of the breast. Fletcher2
has recently shown that a regimen giving a
similar N.S.D. to the treatment in this trial
can be expected to control subclinical disease
in only 60-70% of instances while 4,500-
5,000 rads in five weeks (average N.S.D.
1,494 ret) will achieve control in more than
90%. Shukovsky3 has shown that in other
sites where local control has been related to
dose, small differences in total dose at the
upper limit of tolerance produce a significant
difference in the tumour response.
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