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is not a substitute for medical advice. It is designed to help  
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4. Hormone-blocking (endocrine) therapies
Hormone-blocking therapies such as tamoxifen and 
aromatase inhibitors are tablets that are often used 
in the treatment of invasive breast cancer. They can 
also reduce the chances of DCIS recurring in those 
women who have breast conservation rather than 
a mastectomy. However, with modern surgery and 
radiotherapy, the risk of recurrence is very low, and it  
is thought that the additional benefit from these tablets 
is small. Your doctor can talk to you about the potential 
benefits and risks in your situation.  

Hormonal therapies can be used with surgery and 
radiotherapy. They are used in combination with these 
treatments rather than as a replacement. (For more 
information see the brochure Hormonal Therapies  
for Breast Cancer.)

5. Surgery to remove lymph nodes
Most women with invasive breast cancer have surgery 
to remove some of the lymph glands from their axilla 
(armpit). We know that if invasive cancer spreads, it is 
likely to spread to the lymph glands first, so these are 
removed for testing.

In DCIS, the cancer cells are contained in the milk 
ducts and do not invade into the breast tissue and 
spread to the lymph glands. It is therefore not usually 
necessary to remove the glands. However, if there is 
a large area of DCIS or lots of small clusters of DCIS, 
the chances of finding invasive cancer in the DCIS is 
higher and your surgeon may recommend sentinel 

node biopsy of the lymph glands. When mastectomy 
is recommended for DCIS, a sentinel node biopsy is 
frequently recommended. (For more information see  
the brochure Sentinel Node Biopsy.)

Remember

DCIS is not an emergency. You have time to consider  
your options carefully and to make a decision in your  
own time. Ask for a second opinion if you are unsure 
about what to do.

Who can I speak to?
An experienced team is available to help you. Many 
women find treatment for DCIS difficult to comprehend 
(and sometimes overwhelming) as they are facing 
treatments similar to women with invasive breast cancer, 
yet they have an early stage breast change, often without 
symptoms. Please talk to your doctor, nurse or radiation 
therapist about anything that is worrying you. 
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Useful contacts/websites 

Cancer Australia  canceraustralia.gov.au

Cancer Council  cancer.org.au

Cancer Council Helpline 13 11 20

Breast Cancer Network  1800 500 258  
Australia (BCNA)  bcna.org.au



What is DCIS?
Ductal carcinoma in situ (DCIS) occurs when 
some of the cells that line a group of milk ducts 
within your breast have started to become 
cancer cells. As these cells are contained  
within the ducts and have not spread into the 
surrounding breast tissue (in situ), there is very 
little chance that the cells can spread into the 
lymph nodes or anywhere else in the body.  
This can be considered a very early form of 
breast cancer. It is sometimes also referred  
to as ‘pre-cancer’.

If left untreated, DCIS may develop into 
invasive breast cancer (cancer that moves 
beyond the milk ducts). Invasive breast cancer 
can spread to other parts of your body.

Most women with DCIS have no symptoms.  
DCIS is usually diagnosed on a mammogram 
where it may be seen as specks of calcium 
(microcalcification). Occasionally women  
with DCIS may have a breast lump or nipple 
discharge.

Why should DCIS be treated?
The cells in DCIS are cancer cells. If left untreated,  
they may spread out of the milk duct into the breast tissue. 
If this happens, DCIS has become invasive (or infiltrating) 
cancer, which in turn can spread to lymph nodes or to  
other parts of the body.

Advantages
> The breast is not removed
> The surgery is less extensive than mastectomy  

and the recovery is quicker
> The surgery usually results in a good cosmetic result
> The radiotherapy significantly reduces the risk of DCIS 

or invasive cancer in the future 

Disadvantages
> Some DCIS may be left behind at surgery because  

it cannot always be seen on mammograms or felt  
by the surgeon

> There is a 10–20% chance of needing a second 
operation to get clear margins (this will not be known 
until a week after surgery when the pathology results 
are available)

> Radiotherapy is typically given daily over a period  
of four to six weeks, requiring regular trips to the 
hospital for treatment

> Radiotherapy can cause side effects to the skin,  
breast tissue and other nearby tissues. (For more 
information see the brochure Radiotherapy.)

> There is a small risk of DCIS coming back or  
of invasive cancer developing in the future

> Yearly mammograms are needed for the treated  
breast and the unaffected breast.

Wide local excision without radiotherapy 

Wide excision alone may be suitable for some women 
with small areas of ‘low grade’ DCIS. In most cases 
surgery is combined with a course of radiotherapy as it 
has been proven that radiotherapy significantly reduces 
the chances of DCIS or invasive cancer affecting the 
breast in the future. 

2. Total mastectomy
Under general anaesthetic, the surgeon removes the 
whole breast and usually the nipple. This is sometimes 
the only treatment option for large areas of DCIS or  
cases where small clusters of DCIS are scattered  
through the breast.

Advantages
>  Radiotherapy is not usually required after a mastectomy 

for DCIS

> The chance of DCIS coming back or invasive  
cancer developing in the future is very small

> Mammograms are not needed on the mastectomy 
side. Yearly mammograms are recommended for  
the unaffected breast.

Disadvantages
> The breast is removed, and this will impact on  

body shape and can affect body image 
> The operation is more extensive than wide local 

excision 
> The recovery from surgery takes longer, especially if 

mastectomy is combined with breast reconstruction

3. Total mastectomy with breast 
reconstruction
Almost all women undergoing mastectomy for  
DCIS have the option of having breast reconstruction. 
There are a number of ways that the breast can be 
reconstructed following mastectomy. Options include 
reconstruction with a breast implant or a reconstruction 
with a flap (using your natural tissue from other areas 
of your body). If the DCIS is away from your nipple you 
may be able to have a mastectomy that preserves your 
nipple (‘nipple-sparing mastectomy’).

Breast reconstruction can be done immediately  
(at the same time as the mastectomy) or delayed  
(in separate operation months or years later). 

Breast reconstruction may be performed by a breast 
cancer surgeon or by a plastic surgeon, or as a joint 
procedure by both surgeons. This will depend on your 
individual situation and the type of reconstruction that 
you choose. 

Nipple sparing mastectomy

In some mastectomy cases, the nipple can be 
preserved as long as all of the breast tissue and ducts 
behind it are removed. This may be possible if the 
DCIS is some distance away from the nipple. This is 
also only possible for some breast and body shapes. 
The surgeon will discuss this if it is a safe option for 
you. Nipple sparing is only considered when breast 
reconstruction is being performed at the same time  
as mastectomy. (For more information see the 
brochure Breast Reconstruction.)

Fig 1: Breast cross-section. The ducts leading to the  
nipple can be affected by ductal carcinoma in situ (DCIS)

Fig 2: Normal cells lining a milk duct may develop 
into DCIS; sometimes this will progress to invasive cancer.

Is it DCIS or invasive cancer?
DCIS is usually diagnosed on a core needle biopsy  
before surgery. Sometimes, even when the core biopsy 
shows DCIS, areas of invasive breast cancer are seen 
when the whole area is removed by a surgeon and 
examined in detail by a pathologist. In around a quarter  
of cases, early invasive breast cancer (rather than only 
DCIS) is found in the final pathology. This is more likely 
if the area of DCIS is large or if it can be felt as a lump. 
The surgeon can discuss the likelihood of invasive breast 
cancer with you before the operation. 

How is DCIS treated?
There are several ways to treat DCIS. Each treatment  
has advantages and disadvantages. 

1. Wide local excision (breast conservation 
surgery) and radiotherapy (radiation therapy)
Under general anaesthetic, the surgeon removes the area 
of DCIS and a small area of healthy tissue around it (the 
‘surgical margin’).

After surgery, radiotherapy (radiation therapy) is given  
to the breast. This is X-ray treatment that kills cancer  
cells and significantly reduces the risk of DCIS or invasive  
breast cancer developing in the remaining breast tissue  
in the future.
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