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ARTICLE INFO ABSTRACT

Keywords: Introduction: A growing need for proper geriatric assessment and short-stay surgical programs supported by the
Ambulatory surgery availability of less invasive approaches, even in ambulatory settings, is being recognized as a feasible option for
Breast

breast cancer patients with comorbidities who are usually distressed after standard surgery with ordinary hos-
pitalization. Few studies have been conducted in Italian breast centers with dedicated techniques and approach
for frail patients with breast diseases due to a jeopardized approach to ambulatory surgery among institutions.
Methods: This study included 58 women diagnosed with breast disease and comorbidities between March 2019
and December 2022 at the Ambulatory of Senology of San Giacomo Hospital in Novi Ligure (AL, Italy) and Civil
Hospital in Ovada (AL, Italy). The patients were evaluated by a multidisciplinary consensus according to the
guidelines provided to limit sentinel lymph node biopsy (SLNB) in older women. This kind of ambulatory surgery
technique has been designed for i) patients with advanced age and/or comorbidities, ii) frail patients who
psychologically do not accept other kinds of surgery, iii) patients who do not require SLNB, and iv) patients who
need a surgical biopsy for lesions classified as B3 or small lesions with dubious radiological imaging. With this
technique, the quadrant and whole breast may be removed in an outpatient setting with local anesthesia to limit
blood loss by immediately cutting and suturing small portions of the gland. Local anesthetic infiltration is
sequential and occurs stepwise before providing short passages of approximately 2 cm during resection and
immediately suturing the surgical wound. This overclock technique, named “Cut&Sew,” requires no more than
20-25 min and allows for a 1-2 h patient discharge with no drainage. The follow-up period was set at 60 months
during routine yearly visits.

Results: The patients were older or super-older with most primary pT1/pT2 tumors and ductal type cancers,
which were distributed in molecular subtypes Luminal A (37.1 %) and Luminal B (41.5 % Luminal B, with 11.2 %
being HER2 positive). The tumour grade was mostly G2-G3. Mastectomy was performed in 10 patients, whereas
quadrantectomy was performed in 48 patients, with the majority of tumors localized in Q1.

While accompanied by a relative or a caregiver, all 58 patients acceded the “Cut&Sew” surgical technique in an
ambulatory setting reporting negligible pain during the surgery and no pain within 10 days post-surgery. No
post-operative complications or readmissions were recorded, and no discomfort or recurrence was detected
during scheduled visits. Finally, the extent of satisfaction with the overall surgery was recorded immediately and
corroborated by most patients during the follow-up period.

Conclusions: Although the small volume of cases collected does not allow for a controlled study necessary to
evaluate the safety and efficacy of this technique for approaching frail and older women with comorbidities,
through the “Cut&Sew” surgical technique, frail, older, and super older patients may benefit from a minimal
psychological impact of surgery, while improving the patients' disease-free life so to corroborate the advised
surgical de-escalation but avoiding undertreatment for this kind of patient category. Moreover, a stricter
assessment of patient pain and overall satisfaction with the collection of a larger amount of reliable data could
allow this technique to be extended to frail and/or older patients as a valuable and safe alternative to the more
common hospitalization with general anesthesia. Other advantages include reduced hospitalization costs for
sanitary structures.
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Introduction

Despite the prevalence, healthcare expenditures and hospitalization
experiences have long been recognized as important considerations
among older populations with multiple chronic conditions. However,
there remains poor consensus in the oncology community regarding the
optimal mode of management for older patients with breast cancer (BC).
This might be because of their comorbid conditions, short life expec-
tancy, and high cancer stage [1-3]. Indeed, the recent extension of age
in many countries for breast screening from 65 to 69 years has led to a
change in the definition of older patients to those over 70 years, who are
not included in a screening program [4-6]. Therefore, BC diagnosis in
this group is usually delayed through a symptomatic breast clinic or as
an incidental finding while investigating another illness [7].

Such a well-documented relationship between older age and a delay
in BC diagnosis is associated with larger tumors and more advanced
stage at presentation [7-9], a situation usually referred to as neo-
adjuvant hormonal medical treatment for 4-6 months after which pa-
tients either continue with medical therapy or opt for surgery facing
some risks [10]. The percentage of patients not receiving any surgery,
axillary surgery, increases with age in many countries [11], and about
one-third of treatment omissions were due to patient preference [12].
The omission of primary surgery in unselected older women with
operable BC who were fit for the procedure resulted in an increased rate
of progression and mortality [8,13].

The growing need for proper geriatric assessment [14-16] and short-
stay surgical programs supported by the availability of less invasive
approaches, even in ambulatory settings, are recognized as feasible
options for patients with BC with comorbidities [10,17,18]. Outpatient
treatment is longer a contraindication for most pathologies, as the
outpatient surgical complication rate has become very low [19]. Sur-
gical de-escalation procedures even in an-ambulatory setting are
recognized as a feasible option in these patients to prevent or palliate
breast or chest wall symptoms [10].

Ambulatory surgery allows for the patient's discharge within 12 h,
same-day surgery within 24 h, and non-ambulatory surgery involves at
least a one-night stay in the hospital. Ambulatory surgery or same-day
surgery is increasingly offered to patients [18,20-26] owing to the
shorter monitoring time in the hospital and a decreased waiting time for
surgery. The major benefit to the patient compared to the inpatient
regime involves psychological distress and satisfaction [23], especially
when major breast surgery and reconstruction need to be performed
[26]. Diminution of anxiety and depression with same-day surgery
management has been outlined [27]. Additionally, ambulatory surgery
did not significantly differ from non-ambulatory surgery in terms of
surgical risks [26,28], even if frailty was demonstrated to be associated
with a stepwise increase in the incidence of complications after elective
ambulatory surgery [29]. Rothenberg et al. [30] outlined such compli-
cations as a partial mediator in the association between frailty and
readmission. This reinforces the meaningful role played by the conti-
nuity of care by a dedicated physician after ambulatory surgery, with
further reinforcement to the patients of the post-operative recommen-
dations, along with personalized follow-up with routine visits [31].

The possibility of being able to offer an ambulatory surgery would
allow for treating a large number of patients and decreasing waiting
times while reducing sanitary costs. In this respect, significant differ-
ences among institutions exist when age, co-morbidities, unilateral/
bilateral surgery, and BMI are monitored [20,22,25,27,29,31]. Such
great institutional bias may contribute to increasing the use of discre-
tionary surgical procedures in ambulatory surgery for breast diseases
[32]. Therefore, the need for advisable and targeted surgical techniques
requiring no drainage and local anesthesia [33] limiting pain, vomiting,
perioperative anxiety, and post-operative complications in frail and
comorbid patients is strongly advised [27].

After searching PubMed for “breast ambulatory surgery in Italy,”
only 15 papers emerged that evidence the structures that provide
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specialist outpatient services [10,18,20,34-45]. Over time, similar to
the trend of reduction in the number of hospitals, there has been a
contraction in the number of these structures. Recently, a declining
trend has been confirmed in both hospital beds and hospitalizations in
the ordinary and daytime regimes. Simultaneously, many outpatient
activity segments are growing, especially for complex specialist services;
however, the value is not proportionally appreciated owing to the sig-
nificant delay in updating outpatient rates at a national level [46,47].
Consequently, few studies have been conducted on Italian breast cen-
ters, where ambulatory surgery is not yet routinely performed with
dedicated techniques and approaches for frail patients with breast dis-
eases [18,20,34,35,38,39].

Senology is well adapted for ambulatory surgery, which will be well
accepted if adequate information is provided beforehand by the family
doctor and pursued by the surgical team [20,48]. In our opinion,
outpatient surgery represents a precious and safe alternative only when
performed in a context in which the patient is accurately prepared
preoperatively and strictly controlled post-operatively. However,
ambulatory management has become the standard in many countries for
the surgical treatment of BC [17,21-33]. The monitoring duration in
hospitals is shorter (less than 12 h) and allows for decreased cost and
waiting time for surgical care. Nevertheless, the Italian context shows a
jeopardized map with hospitals where none are provided as an outpa-
tient structure capable of offering any kind of surgical regime.

Finally, difficulties are met when exploring the literature for surgical
techniques targeted at older and frail patients with comorbidities and
those that do not require drainage or specific anesthesiologic practices,
even for major breast surgery. In this study, we describe a personal
technique named “Cut&Sew,” specifically designed for treating older,
super-older, and frail comorbid patients with both breast lesions of
unknown nature and malignant breast disease.

Methods

This study included 58 women diagnosed with breast disease and
comorbidities between March 2019 and December 2022 at the Ambu-
latory of Senology of San Giacomo Hospital in Novi Ligure (AL, Italy)
and the Civil Hospital in Ovada (AL, Italy). The patients were evaluated
by a multidisciplinary consensus according to the guidelines provided to
limit SLNB in older women [10,12,15,49-51] prior to surgery using the
“Cut&Sew” technique. Indeed, this procedure has not been targeted to
involve SLNB since the literature (The Society for Surgical Oncology,
SSO, and the Choosing Wisely Foundation) [52,53] identified a list of
common practices in surgical oncology that recommend against the
routine use of SLNB in women over 70 with TINOMO hormone receptor
positivity.

This type of surgery is designed for vulnerable patients who may or
may not have comorbidities and disabilities. Since frailty is a dynamic
symptom of disease or injury increasing the vulnerability of the patient
to stressors that often causes difficulties in hospitalization
[1,2,7,9,14,15,30]. The eligibility criteria for the “Cut&Sew” approach
are: i) patients with advanced age and/or comorbidities; ii) frail patients
who psychologically do not accept other kind of surgery; iii) patients
who do not require sentinel lymph node biopsy (SLNB); and iv) patients
who need surgical biopsy for lesions classified as B3 or a small one with a
dubious radiological image.

Since the “Cut&Sew” approach does not imply any routine use of
sedation, a mild sedative could be administrated if needed or if
requested by the patient. Furthermore, the patients were asked about the
intensity of pain perceived during the intervention. Pain was also
monitored from 0 to 10 days after surgery by direct contact with the
patients or their relatives or caregivers.

Medication was administered 1 week after surgery, when informa-
tion about wound-related status and benefits/issues from the interven-
tion were collected. The satisfaction level from the intervention was
evaluated before the patient was discharged and at a follow-up between



P.C. Rassu

6 and 12 months by directly asking the patients at planned senological
visits. Complications (seroma, hematoma, wound infection, and/or
dehiscence) were evaluated during a median follow-up period of 60
months.

No controlled studies have compared the safety and efficacy of this
technique in frail and older women with comorbidities. This needs to be
further evaluated by collecting more cases and providing a comparison
between routine techniques performed under general anesthesia and
this kind of faster approach for the same patient category.

Written informed consent to publish the information presented in
this case series was obtained from the patients or their guardians prior to
submission. Ethics approval was not required as this case report was
deemed not to constitute research, as provided by the Intercompany
Ethics Committee of Health Hospital Agencies A.O. of Alessandria, ASL
AL., and ASL VC. The study has been registered in ResearchRegistry.com
and coded as “researchregistry7955.” This case series was reported in
accordance with the PROCESS guidelines [53].

Surgical technique

With the “Cut&Sew” technique both a quadrant (Fig. 1A, B, and C)
and the whole breast (Fig. 2A, and B) may be removed in an outpatient
setting using local anesthesia to limit blood loss by immediately cutting
and suturing small portions of the gland (Fig. 1D, E, F, G, H and Fig. 2D,
E, F). A local anesthetic was injected for a length of approximately 2-3
cm and breast resection was started up to the pectoral plane using both a
scalpel and scissors. The infiltration of the local anesthetic is also
sequential and occurs in small quantities in both the subcutaneous and
prepectoral planes (Fig. 2C). Very short passages of approximately 2 cm
(Fig. 3A) during resection aimed to better control any bleeding and to
immediately suture the surgical wound with 3/0 resorbable stitches
while the skin was sutured with simple stitches or an intradermic suture
(Fig. 11, Fig. 3BI, and 3BII).

Any painful sensations in the surrounding tissues that are not
covered by local anesthesia are limited by avoiding the use of an electric
scalpel, which is used only with bipolar forceps to stop blood loss. The
learning curve was not explicitly assessed because this technique can be
adopted by any advanced breast surgeon. However, ultrasonography is
necessary for this surgical approach.

The mean operative time is between 20 and 25 min. In 1-2 h after
surgery, when the patient feels well, she can go back home as no
drainage is needed even for mastectomies, and no administration of
sedative, anti-vomiting, or anti-nausea medication is required. Para-
cetamol is suggested as a mild analgesic in such cases.

Results

In the 282 cases of breast cancers personally collected between
March 2019 and December 2022 and retrospectively analyzed according
to guidelines [50], 58 were candidates for the “Cut&Sew” technique as
they showed advanced (70 years or older) [54-56] age and comorbid-
ities (Tables 1 and 2). Patients were older or super-older, with most
primary pT1/pT2 tumors and ductal type cancers, which were distrib-
uted in the molecular subtypes as: 37.1 % of Luminal A, 41.5 % and
Luminal B (11.2 % HER2 positive. The tumour grade was mostly G2-G3.
Mastectomy was performed in 10 patients, whereas quadrantectomy
was performed in 48 patients, with most of the tumors localized in Q1.

While accompanied by a relative or a caregiver, all 58 patients
belonging to this small retrospective case series acceded the low-
invasive surgical technique named “Cut&Sew” under local anesthesia.

There was no intraoperative blood loss, and margins were RO.
Negligible pain during surgery was reported in most patients. After the
time span between 0 and 10 days post-surgery, no pain was recorded
during patient monitoring, which was conducted with or without care-
giver support. No post-operative complications or readmissions were
documented for the 58 patients described here, and no discomfort or
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recurrences were detected during the scheduled breast and oncological
visits. Finally, the extent of satisfaction with the overall surgery was
collected immediately and corroborated by most patients in the follow-
up time, especially regarding the improvement of daily life without
breast malignancy.

Discussion

The optimal mode of managing older patients with BC remains a
matter of debate in the oncology community. Due to comorbid condi-
tions, high tumour stage, and fair adherence to guidelines, their life
expectancy may be largely reduced [1]. Most treatment decisions are
made on an individual basis [ 12,13,57], and approximately one-third of
treatment omissions are a result of patient preference [38]. Indeed, the
patient's goals for treatment and the potential related risks are equally or
even more relevant for older patients than rates of survival [ 10]. It is
possible to allow them access to the ambulatories of the respective
hospital centers to search for potential remedies for all difficulties
occurring in older patients with breast disease. Even in an ambulatory
setting, the pillar of personalized approach for older patients implies the
evaluation of the relevant domains in the appraisal of older women with
BC, such as comorbidity, mobility/agility, continence, auditory and vi-
sual capabilities, activities of daily living, cognition, psychological and
emotional states, nutritional status, and familial and social support
[8,55,58]. For older patients, combinations of comorbidities portend
additional risk beyond single comorbidities, and the associated risk
burden is driven by the specific constellation of comorbidities present
[59]. Future work must continue to examine the effect of co-occurring
diseases to provide personalized and realistic prognostication for older
patients undergoing surgery. In a large 12-year time-trend study, mul-
timorbid cancer patients have sustained low access to high volume
hospitals for major cancer surgery across many oncologic resections.
These results continue to reinforce and highlight the need for policy
targeted research and intervention aimed at improving these access gaps
[60].

The procedure proposed here was adopted, according to the guide-
lines provided to limit SLNB in older women and after a multidisci-
plinary consensus that addresses the need for this kind of intervention
after taking into consideration the age, frailty, and comorbidities extent.
Other publications have confirmed the value of ambulatory manage-
ment due to the high patient satisfaction rate with similar morbidity
[23,25-28]. Despite the technique being strictly considered as some-
thing that appears very known by surgeons, its application as the
“Cut&Sew” approach—that means a short stay (within 3 h) in a des-
tressing context with minimized impact from analgesia—can represent a
feasible opportunity for older and frail women who need for a proper
geriatric assessment and short-stay surgical programs [6,7,9,14,15,58].

With this technique, local anesthetic infiltration is provided because
of its ease of application to avoid more complex and potentially riskier
anesthesiologic practices before performing the surgery progressively,
step-by-step, cutting the breast, and immediately suturing the skin until
complete resection. This could be considered the major novelty of this
technique, which is quite common in terms of operative acts but rear-
ranged in a sequence, first providing anesthetic infiltration along the
incision line, then applying the mammary resection, which is immedi-
ately followed by a suture to organize a surgical overlock-type
procedure.

Suturing is the most common method to repair surgical incisions and
avoid blood loss. A large population study [61] performed to ascertain
whether a tissue adhesive could be an effective alternative to traditional
sutures for a large proportion of patients who underwent breast surgery
demonstrated that standard wound closure, as applied in this study,
provided excellent results. As in such a study, even in the “Cut&Sew”
procedure, the good outcomes with absence of infections can be
attributed, in part, to the fact that breast surgery is, by definition, a clean
procedure [62] and to the fact that with immediate suturing the
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Fig. 1. The surgical procedure sequence of the “Cut&Sew” technique applied to quadrantectomy for treating a ductal G3 carcinoma. A lozenge skin incision was
centered on a nodule adhering to the right breast in the external superior quadrant (A, B) along with a wide glandular excision up to the plain fascial (C). Short

resection passages of approximately 2 cm immediately followed by suturing continued in a stepwise manner (D, E, F, G, H) till complete resection and wound
closure (I).
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Fig. 2. Surgical procedure sequence using the “Cut&Sew” technique for mastectomy to treat a ductal G3 carcinoma of 40 mm with a skin incision centered on the
nipple areola complex (A). After the resection began (B), an injection of anesthetic was provided along the margins (C). Incision was continued following a stepwise
suturing (D, E) till the complete detachment of the breast (F).
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Fig. 3. Details of the “Cut&Sew” technique. Resection with short passages of approximately 2 cm to completely detach the whole breast (A). Suturing of the skin
plane with simple stitches or with an absorbable intradermal thread (BI and BII).
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Table 1

Mean =+ SD along with number of cases, median value and percentage of
frequency measured for parameters from the 58 patients submitted to the
Cut&Sew surgery.

Age (years) 81 +11
BMI 24+5
Menopausal status
Pre-menopausal 4 (6.9 %)
Post-menopausal 54 (93.1 %)
Tumour size (mm) 21 +£10 (15)
Tumour staging
pTla 2 (3.4 %)
pT1b 2 (3.4 %)
pTlc 21 (36.2 %)
pT2 22 (37.9 %)
pT3 1(1.7 %)
pT4 5 (8.6 %)

Missing data (5 out of 58)
Tumour histology

Ductal 39 (67.2 %)

DCIS 6 (10.3 %)

Lobular 7 (12.1 %)

Other 6 (10.3 %)
Tumour grading

G1 7 (12.1 %)

G1-G2 0(—)

G2 21 (36.2 %)

G2-G3 1 (1.7 %)

G3 22 (37.9 %)

Missing data (7 out of 58)
Primary tumour

Mastectomy 10 (17.2 %)
Multicentric 3 (5.2 %)
Quadrantectomy 48 (82.7 %)
Q1 15 (31.3 %)
Q2 3 (6.3 %)
Q3 6 (12.5 %)
Q4 3 (6.3 %)
Q5 8 (16.7 %)
Q6 4(8.3 %)
Quadrant confluence 9 (18.8 %)
Histopathology
Luminal A 17 (37.1 %)

11 (30.3 %)
16 (11.2 %)
2(2.2 %)

2 (13.4 %)

Luminal B with HER2 negative
Luminal B with HER2 positive
HER2 enriched

Basal-like (triple negative)
Missing data (10 out of 58)

Table 2
List of the comorbidities diagnosed among patients treated with the “Cut&Sew”
surgery.

Comorbidities

Anxiety-depression syndrome
Cholecystectomy for lithiasis

Cognitive impairment

Diabetes mellitus

Hypertension

Hypoacusis

Hypothyroidism disease

o Left colic resection for diverticulitis

Multiple metastatic lesions of liver and bones
Obstructive chronic pulmonary disease
Osteoarthritis of the spine with discopathies
e Osteoporosis

Previous cerebral ischemia

Previous surgery for abdominal hysterectomy for leiomyomata
Severe cognitive decline

Stenosis of the spinal canal for osteophytosis
Urinary incontinence

bleeding and the risk of wood infection are minimized. Yet, immediate
suturing allows for shortening the intervention time, which is limited in
this “Cut&Sew” approach to 20-25 min. Moreover, the absorbable
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suture thread does not require further intervention for suture removal,
which can be inconvenient for frail patients.

Furthermore, the technique has been designed to overcome the lack
of electrosurgical units and, therefore, to reduce the need for hemostasis,
which in turn allows for the absence of any drainage, even for major
procedures. All these factors positively impact the very short patient
discharge (3 h after surgery) with no specific discharge recommenda-
tions to explain to the patient, unlike some day-surgery procedures
[18,20,24-28,31].

Before discharge, and at a follow-up between 6 and 12 months, the
patients were asked to their satisfaction with overall surgery and
improvement of their daily life conditions. They were helped by their
relatives or caregivers on calling and responding. A specific question-
naire evaluating the grade of satisfaction was not used as well as no
questionnaire according to NRS scale has been provided to patients for
pain monitoring in order to avoid bias due to unwilling to fill the form,
and to keep a warmer human contact with so frail patients. Even if the
collection of this information by calling relatives or caregivers might
result in an underestimation of adverse events, it was preferred since
literature demonstrated that only few people normally complete a
voluntary questionnaire, so the attitudes revealed by the questionnaire
cannot be considered representative [20]. Moreover, also considering
patient frailty, cognitive impairment, and the various comorbidities in
this specific group of patients, a direct calling was preferred.

However, the small number of cases collected in this study does not
allow for a controlled study, which is necessary to evaluate the safety
and efficacy of this technique in association with the approach for frail
and older women with comorbidities. Thus, considering the learning
curve associated with this technique, it was not explicitly assessed in this
series owing to its easy adoption by any advanced breast surgeon.
Moreover, a stricter assessment of patient pain and overall satisfaction
with the collection of a larger amount of reliable data could allow this
technique to be extended to frail and/or older patients as a valuable and
safe alternative to the more common hospitalization with general
anesthesia. Indeed, outpatient surgery is predicted only when the pa-
tient is accurately prepared preoperatively and strictly controlled post-
operatively [20,24,26,28-31,34].

Furthermore, as in any ambulatory surgery regimen, costs are
minimized compared with those sustained under ordinary hospitaliza-
tion [25,27,34]. In this light, the “Cut&Sew” technique for frail, older,
and super-older patients, falls in the context of a more sustainable sur-
gical management of breast diseases while achieving the primary goal of
minimizing the patient's psychological impact experienced in an in-
patient surgery [23,24,27].

Conclusion

Patient vulnerability to aging and comorbidities discourages the use
of standard surgery. In this light, the described “Cut&Sew” approach
might work as the first milestone to adopt breast surgery even when
discomfort prevails over the need for intervention, as it is a technique
that provides a personalized approach to BC treatment for older and frail
patients. Some advantages, such as i) quicker access to surgery than with
ordinary hospitalization; ii) a more comfortable and destressing envi-
ronment for frail and older people affected by breast pathologies; iii) the
use of a local anesthetic infiltration and a stepwise cutting-suturing
technique that is easy to apply for any advanced breast surgeon; iv)
the absence of any drainage that, thanks to the minimal bleeding, allows
for a less than 3 h patient discharge; and v) cost minimization if
compared to that under an ordinary hospitalization. The aforemen-
tioned factor allows this technique to provide treatment de-escalation
while avoiding undertreatment for frail, older, and super-older pa-
tients with comorbidities for whom the increased operating time and
surgical complexity may pose an unjustifiable risk [7,8,10,13,14,54].

Applying the “Cut&Sew” technique on more patients, more stan-
dardized data collection, and further planning of controlled studies are
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needed to establish recurrence-free survival and disease-free survival
rates, which limits the robustness of this study as being restricted to the
case series treated.

CRediT authorship contribution statement

Pier Carlo Rassu: Conceptualization, Methodology, Writing — re-
view & editing.

Declaration of competing interest

The author reports no proprietary or commercial interests in any
production mentioned or concepts discussed in this article. This study
received no external financial or non-financial support. There are no
additional relationships to disclose. No patents are disclosed. There are
no additional activities to disclose.

Acknowledgements

The author thanks Milena Lambri who participated in writing and
editing the manuscript.

Ethical approval

Written informed consent to publish the information presented in
this case series was obtained from the patients or their guardians prior to
submission. Ethics approval was not required as this case report was
deemed not to constitute research, as provided by the Intercompany
Ethics Committee of Health Hospital Agencies A.O. of Alessandria, ASL
AL., and ASL VC.

Author contribution

The author conceived the work and acquired, analyzed, and inter-
preted the data. The author drafted the manuscript and approved the
final version for publication. The author is accountable for all aspects of
the work in ensuring that questions related to the accuracy or integrity
of any part of the work are appropriately investigated and resolved.

Funding sources
None.

References
[1] Angarita FA, Chesney T, Elser C, Mulligan AM, McCready DR, Escallon J.

Treatment patterns of elderly breast cancer patients at two Canadian cancer

centres. Eur J Surg Oncol 2015;41:625-34.

Wang Z, Zhou Z, Li W, Wang W, Xie X, Liu J, et al. Treatment strategies and

predicting prognoses in elderly patients with breast cancer. Cancer Manag Res

2018;10:3207-18.

Pan H, Zhang K, Wang M, Ling L, Zhou W, Wang S. Palliative local surgery for

locally advanced breast cancer depending on hormone receptor status in elderly

patients. Clin Breast Cancer 2019;19:e247-60.

Decoster L, Van Puyvelde K, Mohile S, Wedding U, Basso U, Colloca G, et al.

Screening tools for multidimensional health problems warranting a geriatric

assessment in older cancer patients: an update on SIOG recommendations. Ann

Oncol 2015;26:288-300.

Walter LC, Schonberg MA. Screening mammography in older women: a review.

JAMA 2014;311:1336-47.

Freedman RA, Minami CA, Winer EP, Morrow M, Smith AK, Walter LC, et al.

Individualizing surveillance mammography for older patients after treatment for

early-stage breast cancer: multidisciplinary expert panel and International Society

of Geriatric Oncology Consensus Statement. JAMA Oncol 2021;7:609-15.

Ugurlu MU, Gulluoglu BM. Impact of older age on local treatment decisions. Breast

2019;48(Suppl. 1):S57-61.

Baban CK, Devane L, Geraghty J. Change of paradigm in treating elderly with

breast cancer: are we undertreating elderly patients? Ir J Med Sci 2019;188:

379-88.

van der Plas-Krijgsman WG, de Boer AZ, de Jong P, Bastiaannet E, van den Bos F,

Mooijaart SP, et al. Predicting disease-related and patient-reported outcomes in

[2]

[3]

[4]

[5

[}

[6

—

[7

—

[8]

9]

56

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]
[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

Surgery Open Science 16 (2023) 49-57

older patients with breast cancer - a systematic review. J Geriatr Oncol 2021;12:
696-704.

Rassu PC. Breast surgical oncology in elderly and unfit patients: a systematic
review. Minerva Surg 2021;76(6):538-49.

Kiderlen M, Bastiaannet E, Walsh PM, Keating NL, Schrodi S, Engel J, et al. Surgical
treatment of early stage breast cancer in elderly: an international comparison.
Breast Cancer Res Treat 2012;132:675-82.

Agborbesong O, Helmer SD, Reyes J, Strader LA, Tenofsky PL. Breast cancer
treatment in the elderly: do treatment plans that do not conform to NCCN
recommendations lead to worse outcomes? Am J Surg 2020;220:381-4.

de Boer AZ, de Glas NA, Marang-van de Mheen PJ, Dekkers OM, Siesling S, de
Munck L, et al. Effect of omission of surgery on survival in patients aged 80years
and older with early-stage hormone receptor-positive breast cancer. Br J Surg
2020;107:1145-53.

Bartlett DB, Broadwater G, White HK, Shelby R, Zullig LL, Robertson J, et al.
Factors associated with falls in older women with breast cancer: the use of a brief
geriatric screening tool in clinic. Breast Cancer Res Treat 2020;184(2):445-57.
Biganzoli L, Wildiers H, Oakman C, Marotti L, Loibl S, Kunkler I, et al. Management
of elderly patients with breast cancer: updated recommendations of the
International Society of Geriatric Oncology (SIOG) and European Society of Breast
Cancer Specialists (EUSOMA). Lancet Oncol 2012;13(4):e148-60.

Fusco D, Allocca E, Rocco Villani E, Franza L, Laudisio A, Colloca F. An update in
breast cancer management for elderly patients. Transl Cancer Res 2018;7:319-28.
Karanlik H, Kili¢ B, Yildirim I, Bademler S, Ozgur I, Ilhan B, et al. Breast-conserving
surgery under local anesthesia in elderly patients with severe cardiorespiratory
comorbidities: a hospital-based case-control study. Breast Care (Basel) 2017;12(1):
29-33.

Rovera F, Ferrari A, Marelli M, Bellani M, Limonta G, Corben AD, et al. Breast
cancer surgery in an ambulatory setting. Int J Surg 2008;6(Suppl. 1):5116-8.
Tran RL, Theissen A, Raucoules-Aimé M. Gestione del paziente in chirurgia
ambulatoriale. EMC - Anestesia-Rianimazione 2018;23(1):1-19.

Ballardini B, Cavalli M, Manfredi GF, Sangalli C, Galimberti V, Intra M, et al.
Surgical treatment of breast lesions at a day centre: experience of the European
Institute of Oncology. Breast J 2016;27:169-74.

Duriaud HM, Kroman N, Kehlet H. Feasibility, and safety of outpatient breast
cancer surgery. Dan Med J 2018;65(3):A5458.

Garcia-Vilanova Comas A, Nadal Gisbert J, Santofimia Chorda R, Fuster Diana C,
de Andrés Gomez A, Medrano Gonzalez J, et al. Major ambulatory surgery in breast
diseases. Cir Esp (Engl Ed) 2020;98(1):26-35.

Guinaudeau F, Beurrier F, Rosay H, Carrabin N, Faure C, Ferraioli D, et al.
Satisfaction des patientes opérées par tumorectomie-ganglion sentinelle pour
cancer du sein en ambulatoire [Satisfaction in ambulatory patients with breast-
conserving surgery and sentinel node biopsy for breast cancer]. Gynecol Obstet
Fertil 2015;43(3):213-8.

Medina Veldzquez R, Jiménez Diaz L, Fernandez Carrién J, Rosas Bermtdez C,
Miralles Curto M, Acosta Mérida MA, et al. Major ambulatory surgery for the
treatment of breast cancer: factors conditioning conversion to conventional
hospitalization. Cir Esp (Engl Ed) 2019;97(1):40-5.

Oxley PJ, McNeely C, Janzen R, Mian RA, Lee AT, Murabit A, et al. Successful same
day discharge after immediate post-mastectomy alloplastic breast reconstruction: a
single tertiary centre retrospective audit. J Plast Reconstr Aesthet Surg 2020;73(6):
1068-74.

Schwartz JC. Mastectomy and prepectoral reconstruction in an ambulatory surgery
center reduces major infectious complication rates. Plast Reconstr Surg Glob Open
2020;8(7):€2960. 15.

Hejl L, Raft J, Leufflen L, Rauch P, Buhler J, Abel-Decollogne F, et al. Quality of
life, anxiety, and postoperative complications of patients undergoing breast cancer
surgery as ambulatory surgery compared to non-ambulatory surgery: a prospective
non-randomized study. J Gynecol Obstet Hum Reprod 2021;50(2):101779.
Cordeiro E, Jackson T, Cil T. Same-day major breast Cancer surgery is safe: an
analysis of short-term outcomes using NSQIP data. Ann Surg Oncol 2016;23:
2480-6.

Seib CD, Rochefort H, Chomsky-Higgins K, Gosnell JE, Suh I, Shen WT, et al.
Association of patient frailty with increased morbidity after common ambulatory
general surgery operations. JAMA Surg 2018;153(2):160-8.

Rothenberg KA, Stern JR, George EL, Trickey AW, Morris AM, Hall DE, et al.
Association of frailty and postoperative complications with unplanned
readmissions after elective outpatient surgery. JAMA Netw Open 2019;2(5):
€194330.

Mourregot A, Lemanski C, Gutowski M, Colombo PE, Charissoux M, Dubois JB,
et al. Day-care for breast cancer: ambulatory surgery and intra-operative radiation.
Techniques and preliminary results of the Centre Val-d’Aurelle—Montpellier.

J Visc Surg 2014;151(Suppl. 1):S3-10.

Hollingsworth JM, Krein SL, Ye Z, Kim HM, Hollenbeck BK. Opening of ambulatory
surgery centers and procedure use in elderly patients: data from Florida. Arch Surg
2011;146(2):187-93.

Pek CH, Tey J, Tan EY. Ambulatory surgery for the patient with breast cancer:
current perspectives. Open Access Surg 2016;9:65-70.

Susini T, Carriero C, Tani F, Mattioli G, Renda I, Biglia N, et al. Day surgery
management of early breast Cancer: feasibility and psychological outcomes.
Anticancer Res 2019;39:3141-6.

Marrazzo A, Taormina P, David M, Riili I, Lo Gerfo D, Casa L, et al. Surgical
treatment of early breast cancer in day surgery. Chir Ital 2007 Sep-Oct;59(5):
687-91.


http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0005
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0005
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0005
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0010
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0010
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0010
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0015
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0015
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0015
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0020
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0020
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0020
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0020
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0025
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0025
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0030
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0030
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0030
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0030
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0035
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0035
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0040
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0040
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0040
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0045
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0045
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0045
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0045
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0050
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0050
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0055
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0055
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0055
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0060
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0060
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0060
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0065
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0065
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0065
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0065
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0070
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0070
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0070
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0075
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0075
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0075
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0075
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0080
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0080
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0085
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0085
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0085
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0085
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0090
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0090
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0095
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0095
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0100
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0100
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0100
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0105
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0105
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0110
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0110
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0110
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0115
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0115
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0115
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0115
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0115
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0120
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0120
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0120
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0120
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0125
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0125
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0125
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0125
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0130
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0130
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0130
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0135
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0135
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0135
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0135
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0140
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0140
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0140
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0145
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0145
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0145
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0150
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0150
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0150
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0150
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0155
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0155
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0155
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0155
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0160
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0160
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0160
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0165
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0165
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0170
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0170
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0170
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0175
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0175
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0175

P.C. Rassu

[36]

371

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

Manfe AZ, Marchesini M, Bortolato A, Feltracco P, Lumachi F. Ropivacaine versus
levobupivacaine for minor breast surgery in outpatients: inversion of postoperative
pain relief efficacy. In Vivo 2012;26(6):1075-7.

Palese A, Comuzzi C, Bresadola V. Global case management: the “nurse case
manager” model applied to day surgery in Italy. Lippincotts Case Manag 2005;10
(2):83-92.

Ranieri E, D’Andrea MR, D’Alessio A, Bergomi S, Virno F. The integration
ofdiagnostic tests and the role of outpatient surgery in the management of
breastdisease. Int Surg 1995;80(2):181-4. 2008;6 Suppl 1:559-64.

Brebbia G, Carcano G, Boni L, Dionigi G, Rovera F, Diurni M, et al. Auditing day
surgery in general surgery. Quality and criticality are compared. Int J Surg 2008;6
(Suppl. 1):559-64.

Benfatto G, Zanghi G, Catalano F, Di Stefano G, Fancello R, Mugavero F, et al. La
day-surgery del carcinoma della mammella senile [Day surgeryfor breast cancer in
the elderly]. G Chir 2006;27(1-2):49-52.

Ranieri E, Caprio G, Fobert MT, Civitelli L, Ceccarelli F, Barberi S, et al. One-day
surgery in a series of 150 breast cancer patients: efficacy and cost-benefit analysis.
Chir Ital 2004;56(3):415-8.

Fierro N, D’Ermo G, Barbetti E, Mazza E, Gallinaro LS, Amanti C, et al. Day surgery
in breast reconstructive surgery: ourexperience. G Chir 2004;25(10):343-6.
Compagnone C, Schiappa E, Bellantonio D, Ghirardi G, Rossini E, Tagliaferri F,
et al. Paravertebral block for patients older than 80 years in one day surgery
elective mastectomy. Acta Biomed 2014;84(3):234-6. 23.

Buonomo O, Granai AV, Felici A, Piccirillo R, De Liguori Carino N, Guadagni F,
et al. Day-surgical management of ductal carcinoma in situ (DCIS) of the breast
using wide local excision with sentinel node biopsy. Tumori 2002;88(3):5S48-9.
Galante E, Cerrotta A, Martelli G, Del Prato I, Moglia D, Piromalli D. Treatment of
breast cancer in elderly women: retrospective analysis of 111 wide lumpectomies
performed in a day hospital regimen between 1982 and 1988. Tumori 1992;78(2):
111-4. 30.

Carbone C, Cislaghi C, Giuliani F, Sferrazza A. L’assistenza specialistica
ambulatoriale: stato dell’arte e prospettive di sviluppo. In: OASI report. Milano:
Universita Bocconi; 2014.

Osservatorio sulle aziende e sul sistema sanitario italiano. OASI report. Milano:
Universita Bocconi; 2016.

Dravet F, Peuvrel P, Robard S, Labbe D, Michy T, Francois T, et al. Limiting factors
for development of ambulatory breast surgery in the French hospital network.

J Visc Surg 2011;148:e135-9.

Blair SL, Tsai C, Tafra L. ASBRS great debate: sentinel node biopsy in patients over
70 years of age. Ann Surg Oncol 2018;25:2813-7.

Fietz T, Zahn MO, Kohler A, Engel E, Frank M, Kruggel L, et al. TMK-Group
(Tumour Registry Breast Cancer). Routine treatment and outcome of breast cancer

57

[51]

[52]

[53]

[54]

[55]

[56]

[57]

[58]

[59]

[60]

[61]

[62]

Surgery Open Science 16 (2023) 49-57

in younger versus elderly patients: results from the SENORA project of the
prospective German TMK cohort study. Breast Cancer Res Treat 2018;167:567-78.
Bundred N, Todd C, Morris J, Keeley V, Purushotham A, Bagust A, et al.
Individualising breast cancer treatment to improve survival and minimise
complications in older women: a research programme including the PLACE RCT
National Comprehensive Cancer Network. Programme Grants for Applied
Research. J Librariansh 2019;7:1-296.

Cardoso F, Kyriakides S, Ohno S, Penault-Llorca F, Poortmans P, Rubio IT, et al.
Early breast cancer: ESMO clinical practice guidelines for diagnosis, treatment and
follow-up. Ann Oncol 2019;30:1194-220.

Society of Surgical Oncology. Five Things Physicians and Patients Should Question.
Choosing Wiley Foundation. Available from: https://www.choosingwisely.org/
societies/society-of-surgical-oncology/; 2016 [cited 2021, Sep 10].

Riaz A, Borrelli MR, Farwana R, Koshy K, Fowler A, Orgill DP. The PROCESS 2018
statement: updating consensus Preferred Reporting Of CasE Series in Surgery
(PROCESS) guidelines. Int J Surg 2018;60:279-82.

Jauhari Y, Dodwell D, Gannon MR, Horgan K, Clements K, Medina J, et al. The
influence of age, comorbidity and frailty on treatment with surgery and systemic
therapy in older women with operable triple negative breast cancer (TNBC) in
England: a population-based cohort study. Eur J Surg Oncol 2021;47:251-60.
Soto-Perez-de-Celis E, Li D, Yuan Y, Lau YM, Hurria A. Functional versus
chronological age: geriatric assessments to guide decision making in older patients
with cancer. Lancet Oncol 2018;19:e305-16.

Morgan JL, George J, Holmes G, Martin C, Reed MWR, Ward S, et al. Breast cancer
surgery in older women: outcomes of the bridging age gap in breast cancer study.
J of British Surg 2020;107(11):1468-79.

Parks RM, Hall L, Tang SW, Howard P, Lakshmanan R, Winterbottom L, et al. The
potential value of comprehensive geriatric assessment in evaluating older women
with primary operable breast cancer undergoing surgery or non-operative
treatment—a pilot study. J Geriatr Oncol 2015;6:46-51.

Ho VP, Schiltz NK, Reimer AP, Madigan EA, Koroukian SM. High-risk comorbidity
combinations in older patients undergoing emergency general surgery. J Am
Geriatr Soc 2019;67(3):503-10.

Themelandu C, Zheng C, Hall E, Langan RC, Shara N, Johnson L, et al.
Multimorbidity and access to major cancer surgery at high-volume hospitals in a
regionalized era. Am J Surg 2016;211(4):697-702.

Gennari R, Rotmensz N, Ballardini B, Scevola S, Perego E, Zanini V, et al.

A prospective, randomized, controlled clinical trial of tissue adhesive (2-
octylcyanoacrylate) versus standard wound closure in breast surgery. Surgery
2004;136(3):593-9.

Altemeier WA. Control of wound infection. J R Coll Surg Edinb 1966;11:271-82.


http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0180
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0180
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0180
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0185
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0185
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0185
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0190
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0190
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0190
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0195
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0195
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0195
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0200
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0200
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0200
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0205
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0205
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0205
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0210
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0210
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0215
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0215
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0215
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0220
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0220
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0220
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0225
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0225
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0225
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0225
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0230
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0230
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0230
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0235
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0235
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0240
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0240
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0240
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0245
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0245
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0250
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0250
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0250
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0250
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0255
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0255
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0255
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0255
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0255
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0260
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0260
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0260
https://www.choosingwisely.org/societies/society-of-surgical-oncology/
https://www.choosingwisely.org/societies/society-of-surgical-oncology/
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0270
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0270
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0270
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0275
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0275
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0275
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0275
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0280
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0280
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0280
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0285
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0285
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0285
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0290
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0290
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0290
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0290
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0295
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0295
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0295
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0300
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0300
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0300
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0305
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0305
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0305
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0305
http://refhub.elsevier.com/S2589-8450(23)00074-X/rf0310

	Healthcare delivery to elderly and unfit patients with breast disease and comorbidities under an outpatient regime: A repor ...
	Introduction
	Methods
	Surgical technique

	Results
	Discussion
	Conclusion
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgements
	Ethical approval
	Author contribution
	Funding sources
	References


