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Surgical Resection Plus Tamoxifen as Treatment
of Breast Cancer in Elderly Patients:
a Retrospective Study

Gabriele Martelli, Daniele Moglia, Patrizia Boracchi, Ivan Del Prato,
Emanuele Galante and Giuseppe De Palo

Between March 1982 and May 1989, 151 women with primary breast cancer ranging in age from 70 to 91 years
(median 79), were treated with conservative surgical procedure followed by adjuvant tamoxifen. Surgery was
performed under local anaesthesia without axillary node dissection. The median duration of follow-up was 60
months (range 36-124). There were six local, six ipsilateral axillary node and six distant relapses. Local
recurrences were successfully managed with further surgery whereas axillary node relapses required radiotherapy
in 3 cases, surgery in 2 cases and hormonal treatment in 1 case. 2 patients died of progression of disease and one
of unrelated conditions. The 5-year relapse-free survival rate was 0.82. This treatment option in elderly patients

yields an acceptable local control and reduces the risks of major surgery.
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INTRODUCTION

THE BEST treatment of elderly patients with operable primary
breast cancer is currently a matter of intense debate. It has been
questioned whether tamoxifen as the sole treatment could be as
effective as surgery. In support of this is the fact that breast
cancer in the aged tends to be well differentiated, with a greater
incidence of oestrogen receptor positivity, thus determining a
high responsiveness to anti-oestrogen therapy. An increased
operative risk due to concomitant diseases in this age group
supports this policy. Conversely, uncontrolled studies so far
published [1], in which patients were followed up for at least 5
years, showed that tamoxifen alone did not control local disease
in more than 60% of patients, with a high rate of cases that
required second-line treatment. Two prospective randomised
trials [2-3] compared surgery with tamoxifen in elderly patients.
Gazet [2] found no difference in survival between the two groups
and concluded that tamoxifen was as effective as surgery.
Robertson [3] also showed no difference in survival between
wedge mastectomy and tamoxifen, but a significant number of
the tamoxifen-ireated patients required subsequent surgery
because of local progression of disease. Given the uncértainty
about optimal treatment for patients over 70, we analysed
retrospectively the results of 151 elderly patients with primary
breast cancer who underwent surgery and tamoxifen as adjuvant
treatment during a 7-year period.
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PATIENTS AND METHODS

151 breast cancer patients aged over 70, treated with surgery
under local anaesthesia and tamoxifen were selected from the
clinical records of the Istituto Nazionale Tumori of Milan in a
period between March 1982 and May 1989.

The criteria for eligibility in the analysis were the following:
patients aged over 70 with T1-T2-T4b [4] operable breast cancer
without palpable nodes in the axilla. Synchronous bilateral
carcinomas, previous neoplasms treated in a period less than 10
years from breast surgery, intraductal carcinoma and non-
invasive lobular carcinoma were excluded from this analysis.

In all patients, breast cancer was diagnosed by a clinically
palpable mass subsequently confirmed by mammography and
fine-needle aspiration cytology. Chest X-ray and bone scan were
routinely performed to exclude distant metastases.

114 patients underwent wide lumpectomy, 32 patients quad-
rantectomy and S patients total mastectomy, all without axillary
dissection. The surgical technique of wide lumpectomy and
quadrantectomy has been described previously [5-6]. Total
mastectomy constituted excision of the breast leaving the mucles
and axilla undisturbed. Tamoxifen was administered as adjuvant
therapy after surgery at the dose of 10 mg twice a day, indefi-
nitely. Tumour oestrogen receptors (ER) and progesterone
receptors (PgR) were assayed by using the dextron-coated
charcoal technique [7] and receptor concentration was evaluated
according to Scatchard [8]. Tumours with a receptor concen-
tration below or equal to 10 or 25 fmol/mg cytosol protein were
considered, respectively, as ER negative (ER—) or PgR negative
(PgR~), whereas tumours with receptor content above such
values were considered as receptor positive (ER+, PgR+). All
patients were regularly followed-up at 4-6 month intervals and
the median follow-up was 60 months (range 36-124). Relapse-
free survival time was defined as the time elapsed between the
date of surgery and the date of the first unfavourable event (local,
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Table 1. Characteristics of the study population

No. of patients

Total cases 151
Median age (years) 79 (range 70-91)
T1 112
T2 29
T4b 10
Invasive ductal carcinoma 105
Invasive lobular carcinoma 29
Invasive ductal and lobular

carcinoma 3
Mucinous carcinoma S
Papillary carcinoma 5
Tubular carcinoma 1
Other histotypes 3
ER positive 126/133
PgR positive 113/132

axillary and distant relapse, ipsilateral and contralateral breast
cancer, second primary) or the date of the last clinical contact.
The relapse-free survival curve was estimated by the Kaplan and
Meier method [9]. The annual rates for local and axillary relapses
were obtained as follows X =

e

112 1A
i=1

where ¢ = number of events, n = number of patients, 1; = time
of follow-up for patient ¢ (in months).

RESULTS

Clinical characteristics of the study population are reported in
Table 1. Briefly, clinical stage at presentation showed T1 size in
112 patients, T2 in 29 patients and T4b in 10 patients. Pathologi-
cal findings demonstrated infiltrating ductal carcinoma in most
cases (70%), invasive lobular carcinoma in 19%, ductal and
lobular carcinoma in 2% of the cases. Other histotypes accounted
for 14 cases (9%). ER and PgR contents were available in 133
and 132 cases, respectively. 126 patients (95%) were ER positive,
113 were PgR positive (86%) and 109 (83%) were positive to
both tumour receptors. The 60-month relapse-free survival rate
was 0.82 with a 95% confidence interval (0.75-0.89) (Fig. 1).
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Fig. 1. Relapse-free survival. Whole case series.
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Table 2. Relationship between pT and site of recurrence

Recurrence
Pathological Ipsilateral
stage Local axillary node  Distant Total
pT, 5 4 3 12
pT, 1 1 2 - 4
pT, - 1 1 2

Local recurrence occurred in 6 cases (annual rate 1%) at a
mean of 39 months (range 12-101). 6 cases (annual rate 1%)
developed ipsilateral axillary recurrence within 49 months and 6
patients (annual rate 1%) had distant metastases at a mean time
of 28 months (range 25-31). Table 2 shows the relationship
between pathological size and site of recurrence. Two ipsilateral
(annual rate 0.33%) and three contralateral (annual rate 0.50%)
breast cancers were documented at 18, 50, 12, 33, 38 months,
respectively, after surgery. A second primary tumour occurred
in 2 patients (one colon and one endometrial cancer). All 6 cases
with local relapse were managed with further local excision. 1
case subsequently developed distant metastases and died from
the disease. In the 6 cases with ipsilateral axillary recurrence,
control of disease was achieved with axillary dissection in 2
cases, radiotherapy in 3 cases and further hormonal treatment
(megestrol acetate) in 1 case. 1 case died from further progression
of disease and 1 from unrelated conditions. The 2 cases with
1psilateral breast cancer were managed with total mastectomy
and 1 pauent died from a second primary. All 3 cases with
contralateral breast cancer were treated with quadrantectomy
and 1 patient died from a stroke 4 years after surgery. All 6
patients with distant metastases were treated with a second-line
hormonal treatment (aminoglutethimide or megestrol acetate),
and radiotherapy was delivered in 2 cases to prevent pathological
bone fractures. 4 patients died from disease. Qut of the 126
patients who did not develop any recurrence, 23 (18%) died
from intercurrent diseases.

DISCUSSION

The results of this retrospective study, the first of a large series
of elderly patients treated with wide local excision and adjuvant
tamoxifen, showed a locoregional recurrence rate not higher
than that reported for patients submitted to more radical surgical
approaches [10-12].

Our patient group did not have axillary dissection in the
presence of clinically negative nodes, with a very low axillary
relapse rate at a median follow-up of 60 months. When examin-
ing the value of treating axillary nodes in patients with breast
cancer and clinically negative axillary involvement, Fisher ez al.
[13] reported that, out of 40% of the patients treated with simple
mastectomy expected to have pathological involvement of the
axilla, only 18% developed clinically positive nodes and required
a delayed axillary dissection. It is still unclear whether loco-
regional treatment of the axillary nodes incurs a real advantage
in disease-free survival and overall survival in patients with
breast cancer. Particularly in the elderly, the importance of
axillary dissection is controversial because of an increased death
rate due to concomitant diseases, and a high response rate to
hormonal therapy.

The low rate of local relapse in the present series represents
an interesting and remarkable result. Only 6 women out of 151
(4%) experienced a recurrence of the primary tumour. This
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result challenges the usefulness of postsurgical irradiation, par-
ticularly in patients generally reluctant to comply with radio-
therapy protocols. Such a relapse rate is considerably lower than
that observed by Bates et al. [14] who compared various surgical
treatments followed by adjuvant tamoxifen with tamoxifen
only. Two other prospective randomised trials [2-3], comparing
surgery with tamoxifen, found a high rate of patients who
developed local recurrences after surgery without adjuvant
tamoxifen. Reed et al. [15] found a locoregional recurrence rate
of 35% in patients treated by wide local excision only. The
selection of patients for this study included cases with clinical
axillary involvement, a large proportion of T2 tumours, and
the surgical procedure was probably inadequate to obtain an
oncological local radicality. Such a recurrence rate in our series
appears to be related to a high hormonal receptor content, a
higher proportion of patients (74%) with tumours less than 2 cm
in pathological size, and an appropriate conservative approach
consisting of a surgical clearance of at least 2 ¢cm from the tumour
margins.

Many studies [16-19] concerned with older age groups have
shown that tumours rich in oestrogen receptors might be well
controlled by tamoxifen for a long period of time, and that in a
subgroup of patients, hormonal therapy might be considered an
effective alternative treatment. However, since life expectancy
in this age group is rather long, tamoxifen as sole therapy should
be left only to patients seriously ill or who decline to undergo
surgical treatment.

Whether conservative surgery, mainly represented by wide
local excision, in day hospital regimen followed by tamoxifen
may substitute conventional surgery for elderly patients pre-
senting operable breast cancer is not known. The data of this
retrospective study add weight to the view that a subgroup of
elderly breast cancer patients, represented by patients with
tumours of small size, rich in oestrogen receptors and without
clinically axillary involvement, may be satisfactorily controlled
by conservative procedure and tamoxifen for long periods.

Furthermore, treatment in a day hospital regimen can improve
quality of life, reduce the number of patients requiring hospital-
isation, resulting in significant saving in costs, and yield a highly
acceptable treatment rate in patients generally reluctant to be
hospitalised.
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