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n Abstract: As the wave of the baby boomers shifts the age demographic of patients, the current surgical management
of breast cancer in elderly women (‡70 years of age) becomes relevant because deviation from standard treatment often
occurs in this group. The purpose of this study was to determine the operative mortality when treated with standard surgical
procedures and to investigate trends in the surgical management of breast cancer in the elderly. A total of 5,235 patients
undergoing either mastectomy or breast conservation surgery (BCS) for invasive and ductal carcinoma in situ (DCIS) were
identified in a retrospective review of a prospectively accrued data base between the years of 1994 and 2007 at the Moffitt
Cancer Center. Of the 5,235 patients, 1,028 (20%) patients were ‡70 years of age. The 30-day and 90-day mortality in the
elderly group (age ‡70 years) was 0.2% (95% CI 0.02–0.7%) and 0.7% (95% CI 0.3–1.4%), respectively. The 30-day and
90-day mortality among patients <70 years was 0 and 0.05% (2 of 4,207 patients) (95% CI 0.005–0.2), respectively. BCS
rates for invasive carcinomas were the highest for patients between 40 and 70 years of age, whereas the mastectomy rates
were higher among patients <40 years of age (53%). Elderly women were as likely as women <40 years to have BCS for
invasive carcinoma (OR 1.1, 95% CI 0.8–1.5), but more likely to have BCS for DCIS (OR 1.9, 95% CI 1.1–3.3). Surgical
mortality in elderly women treated for breast cancer was extremely low and was related to the extent of surgery performed.
Breast cancer treatment differed by age groups. n
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W

ithin the United States, the ‘‘age wave’’ of the
‘‘baby boom’’ has manifested itself as a current
socioeconomic and political force in health care management and policy development. As the predominant
patient population shifts to patients over the age of
65, new medical concerns and protocols must be
examined to accommodate this change. Patients are
enjoying prolonged life spans with improved physical
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and cognitive health. Overly aggressive care contrasted
with nihilistic social and health care reform may
greatly alter quality of life and mortality in this population. Given this increasing elderly population, the
question remains what is the best surgical treatment
of breast cancer within this population?
With continuing advances in the health care field,
patients are living longer, shifting the largest group of
care to the elderly populations. For most women,
increasing age is the primary risk factor for breast
cancer with 66% of cases arising in women 55 years
of age or older (2).
Breast cancer represents a major public health
problem in the world, it is the second most common

Age-Related Surgical Treatment of Breast Cancer • 429

cancer in the world and the most common cancer
among women, accounting for an estimated 1,152,161
new cases each year and 411,093 cancer deaths per
year (1,2). Various studies have shown that age is a
major determinant of treatment independent of comorbidity and disease status (3–5).
Knowledge about possible differences in the clinical
outcomes of breast cancer according to age is limited,
leaving a void in the standard practice for care of the
elderly. The lack of enrollment of patients 70 years
old or older in clinical trials contributes to this limited
knowledge. In spite of the paucity of data, physicians
consider age to be an important determinant of therapy, with advanced age placing women with breast
cancer at risk for receiving less than what is considered standard therapy (6–11). Compared to younger
patients, elderly women with breast cancer are less
likely to have surgery, less frequently undergo breastconserving surgery (BCS) or axillary lymph node dissection (ALND), and are more likely to have radiation
therapy omitted after BCS (2,8).
Studying the surgical age-related treatment of a
breast cancer population may improve understanding
of the expected outcomes for the elderly population.
The purpose of this study was to investigate the operative mortality and the age-related trends in surgical
management of breast cancer in the elderly when treated with standard surgical procedures for breast cancer.

METHODS AND MATERIALS
An Institutional Review Board (IRB)-approved
Health Insurance Portability and Accountability Act
(HIPPA) compliant breast cancer data base and electronic health record (IRB# 102554) was searched
under separate IRB approval (IRB# 106345) for all
patients with breast cancer that received their definitive
surgery at H. Lee Moffitt Cancer Center between 1994
and 2007. Demographic and clinicopathologic factors
were assessed for the primary tumor and included date
of surgery, age at diagnosis, race, size, breast cancer
stage, lymph node status, histology, presence of
lymphovascular invasion, and type of surgery.
Analysis of mortality after surgical procedure was
performed for the postoperative period on day 30 and
90. Postoperative clinical data were obtained among
patients who died during the postoperative period,
and included type of surgical procedures, patient medical history, and cause of death. To improve the accuracy of mortality in the postoperative period, our data

base was checked by the Social Security Death Index
on-line data base (http://ssdi.rootsweb.com). All
patients were staged using standard AJCC pathology
staging guidelines.
Statistical analysis was performed using Fisher’s
exact test, chi-squared test, and t-test when appropriate. Age was treated as a categorical variable and five
age groups were identified: <40 years, 40–49 years,
50–59 years, 60–69 years, and ‡70 years (Fig. 1).
Postmenopausal women were defined as age 55 years
and older. Univariate and multivariate logistic regression analyses were used to estimate the association
between demographic and clinicopathologic variables
and choice of primary surgical therapy for breast cancer
(mastectomy or BCS with sentinel lymph node (SLN)
evaluation and ALND when the SLN was positive).
Predictive factors with p < 0.10 in the univariate analyses were included in the multivariate analysis. A twotailed p < 0.05 was considered statistically significant.
All statistical analysis was performed using STATA 9
(StataCorp, College Station, TX, USA).

RESULTS
A total of 5,235 patients underwent breast cancer
surgery at our institution for invasive breast cancer
(ductal and lobular carcinoma) or in situ disease. The
mean age at the time of diagnosis was 57 years (range
20–94 years). Forty two percent of the patients were
>60 years of age, including 1,028 (20%) patients who
were older than 70 years (Table 1). Age distribution
of breast cancer among age groups is depicted in
Fig. 1.
The majority of patients were postmenopausal
(56%, n = 2,932). Of the 5,235 patients, 4,072 (78%)

Figure 1. Age distribution of breast cancer patients.
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Table 1. Clinicopathologic characteristics among
5,235 patients with breast cancer
N (%)
Race
White
Black
Hispanic
Others
Age group (years)
<40
40–49
50–59
60–69
‡70
Size (cm)
£2
5-Feb
>5
Unknown
Histology (%)
DCIS
ILC
IDC
Stage
0
I
II
III
IV
Unknown
Lymph node status (invasive)
Nx
N0
N1
N2
N3
Unknown

4,585
224
272
154

(88)
(4)
(5)
(3)

424
1,141
1,465
1,177
1,028

(8)
(22)
(28)
(22)
(20)

3,655
1,324
200
56

(70)
(25)
(4)
(1)

1,163 (22)
442 (8)
3,630 (70)
1,163
1,765
1,693
427
51
136

(22)
(34)
(32)
(8)
(1)
(3)

36
2,358
1,345
140
90
109

(1)
(58)
(33)
(3)
(2)
(3)

DCIS, ductal carcinoma in situ; IDC, invasive ductal carcinoma; ILC, invasive lobular
carcinoma

patients had invasive breast cancer, whereas 1,163
(22%) had DCIS. The majority of patients (85%)
were diagnosed with AJCC stage I (n = 1,765) and II
(n = 1,693) disease; 15% had advanced disease (stage
III and IV). Lymphovascular invasion was present in
40% of patients with invasive breast cancer. The
mean tumor size was 2.0 cm (range 0.1–25) among
patients with invasive carcinoma and 1.12 cm (range
0.1–11) among patients with DCIS. BCS was performed in 62% of patients with invasive carcinoma,
and 67% of patients with DCIS.
Patients ‡70 years of age were more likely to have
earlier stage (I-II) cancer (92% versus 87% p < 0.01),
smaller tumors (1.6 cm versus 1.9 cm, p < 0.01),
lower prevalence of lymphovascular invasion (27%
versus 36%, p < 0.01) and a lower prevalence of a
positive SLN (26% versus 31%, p = 0.01) (Table 2).
A higher distribution of white patients was identified
among elderly patients ‡70 years compared with

Table 2. Clinicopathologic characteristics stratified
by age (elderly versus nonelderly)
Age <70 years
Race
White
Black
Hispanic
Others
Size (cm)
£2
5-Feb
>5
Mean size (cm, ±SD)
Histology (%)
DCIS
ILC
IDC
Surgical procedure
BCS
Mastectomy
Bilateral
SLNB
No
Yes
Positive SLNB
No
Yes
CLND for positive SLNB
No
Yes
Stage
I
II
III
IV
Lymphovascular invasion
No
Yes
Lymph node status (invasive)
Nx
N0
N1
N2
N3

Age ‡70 years

p-value

3,630
23
243
110

(88)
(5)
(5)
(2)

955
21
29
21

(93)
(2)
(3)
(2)

<0.01

2,891
1,098
171
1.9

(70)
(26)
(4)
(±1.7)

764
226
29
1.6

(75)
(22)
(3)
(±1.4)

<0.01

<0.01

950 (23)
315 (7)
2,942 (70)

213 (21)
127 (12)
688 (67)

<0.01

2,624 (62)
1,582 (38)
497

666 (65)
362 (35)
48

0.16

10 (1)
3825 (99)

115 (16)
594 (84)

<0.01

2,634 (69)
1,191 (31)

439 (74)
155 (26)

0.01

184 (15)
1,006 (85)

28 (18)
127 (82)

0.41

1,351
1,379
373
42

414
314
54
9

(43)
(44)
(12)
(1)

(52)
(40)
(7)
(1)

<0.01

2,539 (64)
1,421 (36)

699 (73)
257 (27)

<0.01

30
2,767
1,129
118
78

6
754
216
22
12

<0.01

(1)
(67)
(27)
(3)
(2)

(1)
(75)
(21)
(2)
(1)

BCS, breast conservation surgery; CLND, completion lymph node dissection; DCIS,
ductal carcinoma in situ; IDC, invasive ductal carcinoma; ILC, invasive lobular carcinoma;
SLNB, sentinel lymph node biopsy.

patients <70 years (93% versus 88%, p < 0.01).
Histologically, invasive lobular carcinoma was associated with elderly patients ‡70 years compared with
patients <70 years (12% versus 7%, p < 0.01).
The most common procedure performed among
elderly patients ‡70 years was BCS (65%), and the
rate of BCS was not different from patients <70 years
(62%, p = 0.16). However, a significant rate of bilateral mastectomy was identified in patients <70 compared to elderly patients that underwent mastectomy,
31% and 13%, respectively (p < 0.01). Whole breast
radiotherapy was performed in 98% of all patients
who underwent BCS, this did not vary with age. SLN
was performed in 84% of elderly patients ‡70 years
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compared with 99% of patients age <70 years with
early stage breast cancer (p < 0.01). In contrast, the
rate of complete lymph node dissection (ALND) for a
positive SLN was not significantly different between
groups.
Overall, BCS rates during the periods of 1994–
1998, 1999–2003, and 2004–2007 were 66%, 66%,
and 55%, respectively (p < 0.01). The rate of BCS
declined with time, and an increased number of mastectomies were performed during the period of 2004–
2007 (12). Mastectomy rates during the same time
periods for patients <70 years were 34%, 34%, and
45%, respectively (p < 0.01). Likewise, mastectomy
rates for patients ‡70 years were 33%, 32%, and
42%, respectively (p = 0.02). In particular, the rate of
mastectomy in the elderly group of women ‡70 years
at the beginning of the study period in 1994 was
30%, and then rose dramatically to a high of 54% in
2007 (12). We noticed a trend for older women to be
more likely to undergo BCS compared to younger
women with invasive carcinoma and DCIS (Fig. 2,
p < 0.01). Among patients with invasive carcinoma,
the incidence of BCS by age group was: <40 years
48%, 40–49 years 60%, 50–59 years 62%, 60–69
67% and >70 years 63% (Fig. 2). Patients with
tumors >5 cm, lymphovascular invasion and advanced
stage disease were more likely to have mastectomies.
On multivariate logistic regression analysis, older
age, earlier stage, smaller tumor size, and absence of
lymphovascular invasion were significant independent
predictors of BCS among patients with invasive carcinoma (Table 3). Similarly, older age and smaller
tumor size were significantly associated with BCS
among patients with DCIS (Table 4). Race was not a

Figure 2. Distribution of breast-conserving surgery by age and
histology (p < 0.01).

significant predictor of BCS in both groups. Using age
<40 years as the reference group, a significant preference toward BCS was observed among patients with
invasive carcinoma in age groups 40–49 (OR = 1.6,
95% CI 1.2–2.1), 50–59 (OR = 1.5, 95% CI 1.1–1.9),
and 60–69 (OR = 1.4, 95% CI 1.1–1.8). No significant difference was found in age group ‡70 years (OR
1.1, 95% CI 0.8–1.5). In contrast, a significant trend
toward BCS was observed across all DCIS age groups:
40–49 (OR = 1.7, 95% CI 1.0–2.9), 50–59 (OR =
2.0, 95% CI 1.2–3.3), 60–69 (OR 1.8, 95% CI 1.1–
3.1), and ‡70 (OR 1.9, 95% CI 1.1–3.3) when compared to the <40 years population.
Mortality associated with surgical procedure according to age was evaluated. Clinical characteristics
including co-existing comorbidities of patients who
died in the postoperative period are shown in Table 5.
The 30-day mortality in the elderly group (age
‡70 years) was 0.2% (2 of 1,028 patients; 95% CI
0.02–0.7%). Both of these patients underwent a mastectomy. In contrast, no deaths were observed among
patients <70 years in the 30-day postoperative period.
Table 3. Clinicopathologic predictors of breastconserving surgery for invasive breast cancer
Mastectomy
N (%)
Race
White
1,339
African-American
70
Hispanic
102
Others
42
Menopausal Status
<55 years
756
‡55 years
804
Age group
<40
179
40–49
348
50–59
423
60–69
307
‡70
303
Plastic reconstruction
No
1,313
Yes
247
Size
£2 cm
811
2–5 cm
583
>5 cm
151
Lymphovascular invasion
Absent
671
Present
778
Stage
I
450
II
684
III
305
IV
39

Breast
conservation
N (%)

Odds ratio
(95%CI)

p-value

(86)
(4)
(7)
(3)

2,239
103
107
53

(90)
(4)
(4)
(2)

1.0
0.9 (0.6–1.2)
0.6 (0.5–0.8)
0.8 (0.5–1.1)

<0.01

(48)
(52)

1,010 (40)
1,502 (60)

1.0
1.4 (1.2–1.6)

<0.001

1.0
1.7
1.9
2.2
1.9

<0.001

(12)
(22)
(27)
(20)
(19)

161
519
704
616
512

(6)
(21)
(28)
(25)
(20)

(1.3–2.1)
(1.4–2.4)
(1.7–2.9)
(1.5–2.4)

(84)
(16)

2,436 (97)
76 (3)

1.0
0.2 (0.1–0.2)

<0.001

(52)
(38)
(10)

1,844 (74)
629 (25)
32 (1)

1.0
0.5 (0.4–0.5)
0.1 (0.1–0.2)

<0.001

(46)
(54)

1,625 (68)
779 (32)

1.0
0.4 (0.4–0.5)

<0.001

(30)
(46)
(21)
(3)

1,315
1,009
122
12

1.0
0.5 (0.4–0.6)
0.13 (0.1–0.2)
0.1 (0.1–0.2)

<0.001

(53)
(41)
(5)
(1)
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Table 4. Clinicopathologic predictors of breastconserving surgery for ductal carcinoma in situ
Mastectomy
N (%)
Race
White
African- American
Hispanic
Others
Menopausal status
<55 years
‡55 years
Age group (years)
<40
40–59
50–59
60–69
‡70
Plastic reconstruction
No
Yes
Size
£2 cm
2–5 cm
>5 cm

326
20
23
15

(85)
(5)
(6)
(4)

Breast
conservation
N (%)

p-value

(88)
(4)
(5)
(3)

1.0
0.7 (0.4–1.3)
0.8 (0.5–1.4)
0.7 (0.3–1.3)

0.45

198 (51)
187 (49)

339 (44)
439 (56)

1.0
1.4 (1.1–1.8)

0.01

42
100
104
80
59

42
174
234
174
154

1.0
1.7
2.2
2.2
2.6

(11)
(26)
(27)
(21)
(15)

681
31
40
21

Odds ratio
(95%CI)

(5)
(22)
(30)
(22)
(20)

<0.01
(1.1–2.8)
(1.4–3.7)
(1.3–3.6)
(1.5–4.4)

296 (77)
89 (23)

737 (95)
41 (5)

1.0
0.2 (0.1–0.3)

<0.01

314 (84)
47 (13)
12 (3)

686 (91)
65 (8)
5 (1)

1.0
0.6 (0.4–0.9)
0.2 (0.1–0.5)

<0.001

The 90-day mortality in the elderly group was 0.7% (7
of 1,028 patients; 95% CI 0.3–1.4%). The 90-day mortality rate among patients who underwent mastectomy
was higher than those who underwent BCS in the
elderly group (1.4% versus 0.3%), but this did not
reach statistical significance (p = 0.06). Conversely, the
90-day mortality among patients <70 years was 0.05%
(2 of 4,207 patients; 95% CI 0.005–0.2). Death in this
group was observed equally in both procedures. Overall, although the 90-day mortality was low in both
groups, the crude 90-day mortality rate was significantly higher (p < 0.01) among elderly patients (0.7%)
compared to patients <70 years old (0.05%).

DISCUSSION
With continuing advances in the health care field,
patients are living longer, shifting the largest group of
care to the elderly populations. In the field of oncology in particular, approximately 66% of cases of
newly diagnosed breast cancer occur in women over
the age of 55 (2). However, although the subset of
new patients diagnosed with breast cancer continues
to average at or above 65, the majority of the current
research is only available for younger populations
(13). Advanced age per se has been considered a risk
factor for surgical under-treatment, even if older
women tolerate breast surgery well (14). Various studies have shown that age is a major determinant of
treatment independent of comorbidity and disease
status (3–5). Progress in anesthesiology now allows
appropriate procedures for almost any woman requiring
breast surgery (5).
The surgical treatment of breast cancer has evolved
significantly to a multidisciplinary approach including
less radical surgery, radiotherapy, chemotherapy, and
hormonal therapy. Overall, 63% (n = 3,290) of
patients treated at our institution underwent BCS,
whereas BCS rates among patients with stage I and II
was 59%. The results of our study suggest that BCS
rates are affected by age, with an overall rate of 45%
among patients <40 years of age and 65% among
those ‡70 years.
In this study, elderly patients had small tumors on
diagnosis, were less likely to have lymph node positivity and had early stage disease. This could be due to
the fact that the elderly in this study population were
largely white, affluent, and a relatively healthy population that have the resources and motivation to seek
health care. A lower rate of lymphovascular invasion

Table 5. Clinical characteristics among patients who died during the 90-day postoperative period
Patient number

Age

Procedure

Comorbidities

1
2
3
4
5

41
45
86
74
72

MRM
BCS + ALND
Mastectomy
Mastectomy
MRM

HTN, DM
Alcoholism
HTN
CAD, COPD, HTN
CAD, HTN

6
7
8
9

74
74
78
71

MRM
BCS
BCS + ALND
MRM

HTN, COPD
Bladder cancer
Esophageal stricture
HTN, COPD, Liver cancer

Surgery related complications

Postoperative day of death

Cause of death

ARDS, MRSA pneumonia
None
Wound infection
Respiratory failure
Respiratory failure, chest wall
hematoma secondary to
anticoagulation
None
None
None
None

44
67
22
25
69

Metastatic disease
Unknown
Sepsis
Pulmonary embolism
Pulmonary embolism

76
80
83
88

Metastatic disease
Bladder cancer
Chemotherapy related sepsis
Liver cancer

ALND, axillary lymph node dissection; ARDS, acute respiratory distress syndrome; BCS, breast conservation surgery; CAD, coronary artery disease; COPD, chronic obstructive pulmonary
disease; DM, diabetes mellitus; HTN, hypertension; MRM, modified radical mastectomy; MRSA, methicillin resistant Staphylococcus aureus.
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was also seen in our population, this echoes finding by
Wang et al. where lymphovascular invasion was found
in only 23% of patients above the age of 70, in
contrast to 41% of patients age less than 40 (15).
Overall, however, we found a higher percentage of
locally advanced tumors. This may be a bias inherent
to a tertiary care facility or due to the advanced staging methodologies used at the time of study (16).
Elderly patients were less likely to undergo a SLN
biopsy (p < 0.01), however, the completion lymph
node dissection rate for a positive SLN was not significantly different (p = 0.41). It is unknown why these
patients underwent fewer SLN biopsies. It is possible
that treatment would not have been altered with the
outcome of the SLN and it was omitted due to lack of
clinical utility. It is also possible that SLN mapping
failed more often in these patients as seen by several
other authors (17–19).
Regardless of surgical procedure, the 90-day mortality rate in patients ‡70 years remains very low
(0.7%), yet higher than younger patients (p < 0.01)
and higher for elderly patients undergoing mastectomies compared with BCS (1.4% versus 0.3%,
p = 0.06). It is encouraging to note that regardless of
the surgery performed, the 30-day mortality was
0.2% for patients over 70 years of age. All mortality
was due to nonsurgical factors and factors largely
unrelated to advanced age. This is a unique finding
and no comparable analysis has been reported in the
literature thus far. This finding is in direct contrast to
popular belief that elderly women are at increased surgical risk simply because of their age, regardless of
comorbidities. Four patients in Table 5 (nos. 1, 6, 7, 9)
underwent surgical intervention for treatment of
breast cancer and with follow-up, they were found to
have other incidental advanced malignancy or evidence of metastatic disease. These were all detected
subsequent to treatment of the primary breast cancer.
We could have elected to exclude these patients, but
felt that as they were treated prior to the diagnosis of
metastatic disease that their exclusion would bias the
study. As mentioned previously, our patient population is more commonly white, affluent, and has fewer
comordities than a cohort of similarly aged patients
from other parts of the country. This may account for
our exceedingly low mortality rate, but does suggest
that healthy, elderly women should not be denied
treatment simply because of advanced age.
Important factors that determine the type of surgery that breast cancer patients receive include geo-

graphic location (urban, rural, and state), pathologic
factors (tumor size, tumor location, and histologic
subtype), psychosocial factors, socioeconomic factors
(marital status, employment status, and education
level), racial factors, and physician factors (academic
affiliation, case volume, and surgeon specialization).
In contrast, wide variations in the literature exist
regarding the role of age as a predictor of BCS
(15,20–22). Several authors have associated older age
with a low rate of BCS, whereas others have found a
similar rate of BCS in this group of patients (23–25).
It is clear that the surgical management of breast
cancer is currently in a state of flux. Our institutional
rate of BCS for all patients, regardless of age, has fallen
dramatically in the last decade (12). After establishing
therapeutic equivalence, BCS enjoyed a tremendous
upswing in popularity in the last decades of the 20th
century (26,27). However, it appears that younger
patients and ones with larger, more aggressive tumors
are more frequently turning to mastectomy as their
treatment of choice (12,28). There may be numerous
other reasons for this change in the preferred management of breast cancer. Imaging techniques, like MRI
(29–35), surgeon preference (36), and patient preference(37), whether due to popular media, socioeconomic, or regional differences may also be contributing
to this dramatic change in surgical therapy.
With BCT having been the most common modality
of therapy in the last 20 years, negative comments
about the long-term cosmetic and oncologic outcomes
are shared within peer to peer interactions with
greater frequency. Further study into the influence of
internet based peer to peer interactions and societal
influence on decision making will be necessary to
understand the ‘‘fear factor’’, which is creating this
significant trend in therapeutic choice. Future research
is needed to elucidate these possible hypotheses that
could influence surgical treatment in relation to age as
treatments for breast disease evolve.
Limitations of this study include the inability to
control for confounders that could explain this treatment difference (clinical and radiologic tumor presentation, relative and absolute contraindications for
BCS, patient selection versus physician recommendation, hormone receptor status); however, several
hypotheses could explain this association. Observations in this study support that breast cancer in the
elderly have distinct biologic and clinical characteristics. The elderly patients had smaller tumors with less
aggressive characteristics that would explain why
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patients with advanced age could receive less radical
surgery compared with younger patients who present
with more aggressive tumors requiring mastectomy.
Although Florida has a significant group of elderly
and is composed of a large retirement population, the
elderly of Florida are in general mobile, affluent, and
a relatively healthy population that have the time,
resources, and motivation to seek the care they desire.
These factors may introduce a bias into these results
that would be significantly different from urban, inner
city, or lower socioeconomic populations of the
elderly. However, it may still reflect the fact that motivated, active elderly women should be given every
opportunity for receiving the standard of care offered
to a younger population of breast cancer patients.
With the introduction of SLN biopsy as a routine
after 1994, older women were less likely to have axillary dissection (6). In the present series, SLN was the
standard method for assessment of the axilla, and it is
possible that this minimally invasive procedure could
have affected elderly patients’ attitude toward a less
radical breast surgery such as BCS. On the other
hand, the introduction of accelerated partial breast
irradiation techniques may have an impact on older
patients opting for breast conservation surgery by
avoiding the inconvenience of long-term radiation.
The group of patients 70 years and older represents
an ever growing proportion of the American population of the ‘‘baby boom’’, ‘‘age wave’’ of people being
treated; it is the authors intent to document the care
of this burgeoning group of patients within the population of all breast cancer patients. In summary, surgical management is focused on two main premises,
local control and accurate staging of the disease.
Whether young or old those goals should be the focus
of the surgical management.
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