Letter to the Editor

Perioperative Outcomes of Therapeutic Breast Surgery in the Elderly

Dear Editor,

Female Singaporeans currently have a life expectancy
of 84.5 years' and a lifetime risk of 6.5% of developing
breast cancer.” It is estimated that by the year 2050, 11.2%
of the population will be aged more than 80 years.’ One in
16 women will develop breast cancer by the age of 80, and
there will potentially be 1500 cases of newly diagnosed
breast cancer among octogenarians each year.

Surgery is curative in early breast cancer and various
centres have reported no difference in the cancer specific
survival rates of the elderly age group compared to their
younger counterparts, 5 to 10 years after surgery for breast
cancer.*’ Surgery isalso indicated in advanced breast cancer
asaform of palliation in patients with fungating and bleeding
tumours. Despite its therapeutic role, Lavelle et al® found
that the proportion of older women receiving surgery fell
with increasing comorbidity and many clinicians still do
not discuss surgical options with elderly patients.

We wanted to objectively report the postsurgical mortality
and morbidity of the very elderly, aged above 80 years in
our institution. We also hoped to identify risk factors that
may predict for a poorer outcome. To our knowledge, this
is the first study in an Asian population.

Materials and Methods

Patients diagnosed with breast cancer after age 80 years,
and had therapeutic surgery under general anaesthesia
at the National Cancer Centre Singapore (NCCS) and
Singapore General Hospital (SGH), between January 1997
and December 2010 were identified.

Functional status was measured in the form of American
Society of Anesthesiologists (ASA) physical classification
status and Eastern Cooperative Oncology Group (ECOG)
score. Outcomes were measured in the form of perioperative
morbidity and mortality, length of hospital stay, and
incidence of postoperative complications.

Results

A total of 109 females with a mean age of 83.2 years
(range, 80to 96 years) were identified. Ninety-eight (89.9%)
patients had at least 1 comorbidity, with hypertension being
the most common condition. The majority, 78%, were ECOG
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0 or 1, while 75.2% were ASA I or II. Most (59.6%) had
early breast cancer of stages I or II (Table 1). Surgery was
performed with curative intent in 82.6% of patients. The
rest were performed for palliation of symptoms. Ninety-
seven (89.0%) patients had a mastectomy while 12 (11.0%)
patients underwent wide excision. The median duration of
surgery was 90 minutes amongst all patients (range, 30 to
295 minutes) (Table 2).

There were no cases of perioperative mortality in the
30-day period. The median duration of hospitalisation was

Table 1. Patient Demographics, Comorbidities and Disease Stage

No. of Patients

Performance Status (n=109) (%)

ASA status
I 5 (4.6%)
I 77 (70.6%)
I 26 (23.9%)
v 1 (0.9%)
ECOG score
0 50 (45.9%)
1 35(32.1%)
2 16 (14.7%)
3 8(7.3%)
No. of comorbidities
0 11 (10.1%)
1-2 45 (41.3%)
3-4 43 (39.4%)
>4 10 (9.2%)
Types of comorbidity
Hypertension 77 (70.6%)
Dyslipidaemia 32 (29.4%)
Diabetes mellitus 27 (24.8%)
Ischaemic heart disease 22 (20.2%)
Existing or old stroke 16 (14.7%)
Stage of cancer
0 7 (6.4%)
1-2 65 (59.6%)
34 37 (33.9%)

ASA: American Society of Anesthesiology; ECOG: Eastern Cooperative
Oncology Group
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Table 2. Operative Details

Table 3. Surgical Outcomes

No. of Patients

(n = 109) (%) Duration/Minutes

Surgery

No. of Patients

Factor (n =109) (%)

Type Mean (range)

Wide excision only 11 (10.1%) 62.5 (35— 130)

Wide excision and

0,
axillary surgery 1 (0.9%) 70 (70)

Mastectomy 11 (10.1%) 82.5 (50— 135)

Mastectomy and axillary

— 86 (78.9%) 97.8 (45 —150)
Intent

Curative 90 (82.5%)

Palliative 19 (17.4%)

3 days (range, 2 to 28 days). Two patients stayed beyond
2 weeks due to postoperative deconditioning and required
time for placement to a step-down facility (Table 3).

The most common minor complication (32.1%) was the
development of a seroma that required needle aspiration.
Bleeding and wound infection occurred in 6 (5.5%) patients
respectively. Major complications were rare and occurred in
only 3 (2.8%) patients. One patient had an acute myocardial
infarction, 1 developed deep vein thrombosis, and 1 had
wound dehiscence requiring resuturing of surgical wound
in the operating theatre.

Among patients without comorbidities, only 1 of 11 (10%)
patients developed a complication. This is in comparison
to the complication incidence rate in 18 out of 45 (40%)
patients with 1 or 2 comorbidities; 19 of 43 (44.1%) of
patients with 3 or 4 comorbidities and 5 out of 10 (50%)
patients with more than 5 comorbid conditions. Major
complications were more likely to happen in those with
higher ASA and ECOG scores. Of the 3 patients who had
major complications, 1 had an ASA score of II while 2
patients scored I1I. Two patients had an ECOG score of 2
while the other scored 3. However, when comparing rates
of all complications against ASA and ECOG status, there
were no statistically significant differences.

Discussion

In the very elderly, surgery under general anaesthesia
may pose more risks than yield benefits. Patients and their
surgeons often adopt a very considered approach.

Newschaffer et al” reported that older women were less
likely to receive surgery than their younger counterparts
despite adjustments for aggregate comorbidity. However,
European studies®® assessing the surgical outcomes
amongst elderly above 80 years of age, showed that very
elderly patients can still be safely treated with surgery, with
acceptable perioperative morbidity and mortality rates.

30-day mortality
Alive 109 (100%)
Death 0 (0%)
Postoperative relocation

General ward 96 (88.1%)

High dependency 13 (11.9%)

Intensive care unit 0 (0%)
Length of stay (days)

1-3 11 (10.1%)

4-7 45 (41.3%)

8- 14 43 (39.4%)

>14 10 (9.2%)
Complications

Nil 66 (60.6%)

Total 43 (39.4%)

After wide local excision 3/12 (25%)

After mastectomy 40/97 (41.2%)

Minor” 40 (36.7%)
Seroma 35 (32.1%)
Bleeding 6 (5.5%)
Wound infection 6 (5.5%)

Major 3 (2.7%)
Acute myocardial infarction 1 (0.9%)
Deep vein thrombosis 1(0.9%)
Wound dehiscence’ 1 (0.9%)

“Some patients had more than 1 complication.
Patient required repeat surgery.

In our study, 80% of patients had between 1 to 4
comorbidities, consistent with a typical elderly profile.!
Seventy percent of the patients were of ASA II status,
which was reflective of well controlled and mild systemic
disease with no functional limitation. Eight in 10 patients
had ECOG status less than 2, and were at least ambulatory
and able to carry out self-care, if not light work.

We found thatelderly women may still have breast surgery
safely despite having co-existing medical problems. The
30-day perioperative mortality was 0 and 60% of patients
had no complications. Patients with more comorbidities
were more likely to develop complications but complication
patterns were similarin younger women and were considered
minor enough to be managed conservatively.

Although the incidence of complications appear to be
higher in elderly patients, less than 5% of our patients had
major complications. This was consistent with findings by
Chatzidaki et al® who reported major complication rates
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of 5.7%. The 3 patients who had major complications
were not ideal candidates for surgery in view of their
medical comorbidities, but we proceeded with palliative
mastectomies as they had debilitating symptoms arising
from locally advanced tumours. Palliative mastectomy
does not shorten survival'' and can help to improve local
control of bulk disease and reduce symptoms. Such patients
are often not candidates for palliative chemotherapy, while
radiotherapy often provides short-lived relief and has its
inherent side effects.'? In our series, 15% of the patients
developed complications after undergoing a palliative
mastectomy, and we consider this an acceptable risk
considering the lack of better options.

Evron et al’ illustrated the benefits of surgery, where
they found that 101 of 135 (75%) octogenarians were still
alive 6 years after diagnosis of breast cancer, and 22 of
the 34 (64.7%) deaths were due to non-related conditions.
Studies'*!* showed that fit elderly patients who had surgery
—with or without adjuvant tamoxifen—had a significant
improved progression-free survival, compared to those who
were treated with tamoxifen only.

Surgery plays animportant therapeutic role in the treatment
of breast cancer, regardless of it being curative or palliative
in nature."” On the other hand, major complications arising
from a curative surgery is undesirable and proper patient
selection for surgery should be undertaken. Based on our
findings, complications were less likely to occur in patients
with less than 4 comorbidities that are well controlled, and
if they have performance status of ASA 1 or IT and ECOG
score of 0 or I. A limitation of this study was that this was
a highly selected group of patients who were expected to
do well, as patients who were deemed extremely high risk
were unlikely to have been operated on. Nonetheless, at
our institutions, patients deemed fit for surgery by surgeons
and anaesthetists generally have a good outcome.

Conclusion

Both curative and palliative breast cancer surgery may be
performed safely for selected patients aged above 80 years,
even in the presence of pre-existing medical problems,
with low morbidity.
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