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The Impact of Surgeons on the Likelihood of Mastectomy
in Breast Cancer
Isabel J. Boero, MD, MS,  Anthony J. Paravati, MD, MBA,  Jiayi Hou, PhD,y Erin F. Gillespie, MD,z
Anna Schoenbrunner, MD, MS,§ Jonathan Unkart, MD, MS,ô Anne M. Wallace, MD,ô John P. Einck, MD, 
Loren K. Mell, MD,  y and James D. Murphy, MD, MS  y

Objective: This study evaluates the impact of individual surgeons and
institutions on the use of mastectomy or breast conserving surgery (BCS)
among elderly women with breast cancer.
Summary of Background Data: Current literature characterizes patient
clinical and demographic factors that increase likelihood of mastectomy
use. However, the impact of the individual provider or institution is not well
understood, and could provide key insights to biases in the decision-making
process.
Methods: A retrospective cohort study of 29,358 women 65 years or older
derived from the SEER-Medicare linked database with localized breast cancer
diagnosed from 2000 to 2009. Multilevel, multivariable logistic models were
employed, with odds ratios (ORs) used to describe the impact of demographic
or clinical covariates, and the median OR (MOR) used to describe the relative
impact of the surgeon and institution.
Results: Six thousand five hundred ninety-four women (22.4%) underwent
mastectomy. Unadjusted rates of mastectomy ranged from 0% in the bottom
quintile of surgeons to 58.0% in the top quintile. On multivariable analysis,
the individual surgeon (MOR 1.97) had a greater impact on mastectomy than
did the institution (MOR 1.71) or all other clinical and demographic variables
except tumor size (OR 3.06) and nodal status (OR 2.95). Surgeons with more
years in practice, or those with a lower case volume were more likely to
perform mastectomy (P < 0.05).
Conclusion: The individual surgeon influences the likelihood of mastectomy for the treatment of localized breast cancer. Further research should
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focus on physician-related biases that influence this decision to ensure
patient autonomy.
Keywords: breast cancer, breast conservation, decision-making,
mastectomy, patient autonomy, patterns of care, quality of care
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I

n 2014, approximately 215,000 women were diagnosed with
nonmetastatic invasive breast cancer in the United States; 95%
underwent surgery as part of their treatment.1 Mastectomy and
breast-conserving surgery (BCS or lumpectomy) represent the
2 primary surgical options used to treat invasive cancer. Numerous
randomized trials from the United States and Europe conducted
in the 1980s have consistently shown that BCS followed by
radiation provides equivalent long-term disease control and
survival compared with mastectomy.2 – 5 This decision of whether
to pursue mastectomy or BCS represents one of the most difficult
decisions patients with breast cancer will make, and therefore,
understanding the factors that influence this decision are a subject
of critical importance.
Existing research to understand what drives women toward
BCS or mastectomy appropriately focuses on the influence of
patient demographics such as race, socioeconomic status, age,
and geography, as well as clinical factors such as tumor stage or
size, breast anatomy, and comorbidity. However, as the surgeon
and treating institution are central components in breast cancer
management, the impact of these players on the use of mastectomy
versus BCS also deserves attention. Ideally, women with breast
cancer should receive an unbiased presentation of all treatment
options, including mastectomy and BCS, with the ultimate decision
coming directly from patient preference in the context of an
evidence-based discussion of risks and benefits. However, physician
or institutional biases have the capacity to sway patient decisionmaking resulting in greater than expected variability in patterns
of care.
Some variation in health care delivery is expected. For
example, certain patients have tumors or anatomy that make
them ineligible for BCS or underlying conditions that make them
poor candidates for mastectomy. In addition, individual patient
preference should vary. Quantifying this variability, and understanding component factors—namely physicians and institutions—is key to understanding structural biases in the current
decision-making process.
Earlier studies show moderate influence of surgeons on the
management of their breast cancer.6,7 However, no recent analysis
has fully characterized the impact of the individual breast surgeon
and institution on the likelihood of a specific treatment. The goal of
this study was to evaluate the impact of individual surgeons on the
likelihood of mastectomy in a large cohort of Medicare beneficiaries
with breast cancer.
www.annalsofsurgery.com | 1
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METHODS
We identified female breast cancer patients from the Surveillance, Epidemiology, and End Results (SEER)-Medicare linked
database. The National Cancer Institute manages the SEER program,
which pools data from individual cancer registries from across the
United States and covers 28% of the population. Medicare provides
federally funded health insurance for individuals in the US over the
age of 65. The SEER-Medicare linkage provides Medicare claims for
all Medicare beneficiaries within SEER. Medicare claims data
capture information about a patient’s cancer treatment including
the treating provider, which enables us to study the influence of the
provider on patterns of care in breast cancer. The Institutional Review
Board of the University of California San Diego deemed this study
exempt from review.

We identified physician characteristics from a tertiary linkage
with the American Medical Association Masterfile based on UPIN
and NPI numbers. Physician characteristics evaluated included sex,
medical school year of graduation, primary employment arrangement, training outside the US, and the annual completion of 50 hours
of continuing medical education (CME). The American Medical
Association data contain physician self-designated specialty information. We defined provider specialty as those who self-identified
as ‘‘general surgeons’’ or ‘‘surgical oncologists,’’ with all other
designations included in a category termed ‘‘other.’’ To assess the
impact of the volume of breast cancer patients treated, providers
were ranked in quartiles according to number of breast cancer
patients managed within the study cohort. We identified the physician’s practicing hospital that was used to control for institutional
effects. We excluded patients treated by providers without a
known institution.

Study Population

Statistical Analysis

Data Source

An initial query of the SEER-Medicare database identified
135,162 patients at least 66 years old who were diagnosed between
2000 and 2009 with histologically confirmed, nonmetastatic breast
cancer. Patients were required to have continuous Part A and B
coverage from 1 year before diagnosis until death or the end of the
study period (December 2010) to allow for the ascertainment of
comorbidities before diagnosis and the identification of the surgeon
responsible for operative treatment. Patients with Part C coverage
were excluded from the study because managed care organizations
do not routinely submit detailed claims information resulting in
incomplete claims data. Additional patient selection criteria are
described below, and the final study cohort included 29,358 patients.
The complete patient selection schema is shown in Supplemental
Figure 1, http://links.lww.com/SLA/B378.

Study Covariates
SEER was used to identify patient characteristics such as age
at diagnosis, race, marital status, year of diagnosis, primary tumor
size and grade, laterality, number of positive nodes, and median
household income by census track. Patients with a primary tumor
greater than 5 cm were excluded from further analysis, as tumors of
this size are a relative contraindication to BCS.8 Inpatient and
outpatient Medicare claims from the year before diagnosis were
used to assess pre-existing comorbidity using the Deyo adaptation of
the Charlson comorbidity index.9 The administration of chemotherapy was ascertained using previously described methods, namely by
identifying chemotherapy administration codes within a patient’s
Medicare files.10 Care at a teaching hospital was defined as any
indirect medical education payment noted during a hospitalization
after the patient’s diagnosis of cancer. The use of breast MRI after
diagnosis to account for possible stage migration was identified using
Healthcare Common Procedure Coding System (HCPCS) codes
(Supplemental Table 1, http://links.lww.com/SLA/B378). Patient
characteristics are presented in Table 1.

Surgery and Surgeon Identification
Breast conserving surgery or mastectomy was identified
with Medicare claims data using relevant International Classification
of Diseases 9th Revision (ICD-9) and HCPCS codes (Supplemental
Table 1, http://links.lww.com/SLA/B378). Among patients who
had multiple breast surgeries, only the first surgery was considered.
The specific surgeon was identified from the Unique Physician
Identification Number (UPIN) or National Provider Identifier
(NPI) associated with the Medicare claim. Patients without an
identifiable provider were excluded from further evaluation.
2 | www.annalsofsurgery.com

This study sought to understand the impact of individual
provider and treating institution on the likelihood of mastectomy.
We used Chi-squared tests to evaluate the unadjusted differences
between patients receiving mastectomy and those treated with BCS.
We then used hierarchical multivariable logistic regression models
with patients (Level 1) nested within providers (Level 2) and then
clustered by hospital (Level 3) to understand the role of physicians
and their institution.11,12 All patient- and physician-level covariates
were defined a priori based on clinical and demographic factors that
could influence the likelihood of mastectomy and were categorical
with subgroups presented in Table 1. To graphically display the
variability in mastectomy use, we plotted the observed and adjusted
rates of mastectomy while grouping providers into quintile based on
observed mastectomy usage (Fig. 1). With the adjusted rates, we
calculated the predicted likelihood of mastectomy for each patient
and then determined the adjusted rate of mastectomy per provider13,14 using the multilevel model described below. We presented
the observed and adjusted median rates of mastectomy per
provider quintile.
We calculated median odds ratio (MOR) for the provider and
hospital separately to determine their association with mastectomy
use.15 The MOR translates both the provider and institutional level
variation to the scale of odds ratios facilitating a comparison to the
model’s fixed effects.16,17 The MOR also expresses the likelihood of
a patient receiving a different outcome if the patient were to change
providers or hospital. For example, if the MOR for providers was to
equal 1, then there would be no difference in the likelihood of
mastectomy between providers; however, if this MOR were equal to
1.5, then a patient would have 50% greater odds of mastectomy if
treated by 1 randomly selected provider as opposed to another. We
calculated the confidence interval (CI) for MOR using bootstrapping
and Delta method with a total of 1000 resampling datasets generated.18 We also partitioned the explained variance in the use of
mastectomy using a conditional R2 for generalized linear mixed
models.19 We utilized PROC GLIMMIX in SAS version 9.4 (SAS
Institute Inc, Cary, NC) to perform our multilevel analyses with the
residual pseudo-likelihood estimation technique.20 All statistical
tests performed were 2-sided with a P value < 0.05 considered
statistically significant.

RESULTS
Our final cohort included 29,358 women treated by 1752
providers of whom 6594 underwent mastectomy as their primary
surgery. The majority of patients were between 66 and 74 years old
with tumors less than 2 cm and negative lymph nodes. Most were
ß
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TABLE 1. Patient Characteristics for the Entire Cohort and for Those who Underwent Mastectomy
Total
Patient characteristics
Age at diagnosis
66–74
75–79
80
Race/ethnicity
White
Black
Other
Marital status
Married
Divorced
Single
Other
Charlson Comorbidity Index
0
1
2
3
Primary tumor size, cm
0–2
>2–5
Nodes positive
None
1–3
4
Unknown
Grade
Well or moderately differentiated
Poor or undifferentiated
Unknown
Laterality
Left
Right
Year of diagnosis
2000–2003
2004–2006
2007–2009
Teaching Hospital
Breast MRI
Chemotherapy
Provider characteristicsy
Sex
Male
Female
Primary specialty
General Surgery
Surgical Oncology
Other
Medical school year of graduation
<1970
1970–1980
1981–1990
>1991
Present employment
Self-employed
Group practice
Government
Other
US Trained
Completed at least 50 h of continuing medical education annually

P

Entire Cohort (%)

Mastectomy Cohort (%)

29,358

6594

12,252 (41.7)
7091 (24.2)
10,015 (34.1)

2521 (38.2)
1544 (23.4)
2529 (38.4)

<0.001

26,581 (90.5)
1376 (4.7)
1401 (4.8)

589 (88.6)
352 (5.3)
403 (6.1)

<0.001

13,220
1941
1885
12312

(45.0)
(6.6)
(6.4)
(42.0)

2725
460
442
2967

(41.3)
(7.0)
(6.7)
(45.0)

<0.001

18,879
6778
2284
1417

(64.3)
(23.1)
(7.8)
(4.8)

4082
1568
556
388

(61.9)
(23.8)
(8.4)
(5.9)

<0.001

20,816 (70.9)
8542 (29.1)

3111 (47.2)
3482 (52.8)

<0.001

18,782
4515
1831
4230

3654
1656
1015
269

(55.4)
(25.1)
(15.4)
(4.1)

<0.001

19,945 (67.9)
7456 (25.4)
1957 (6.7)

3967 (60.1)
2252 (34.2)
375 (5.7)

<0.001

14,903 (50.8)
14,455 (49.2)

3379 (51.2)
3215 (48.8)

0.38

9745
8246
11,367
11,195
3011
5632

2265
1587
2742
3004
790
1921

(64.0)
(15.4)
(6.2)
(14.4)

(33.2)
(28.1)
(38.7)
(38.1)
(10.3)
(19.2)

(34.3)
(24.1)
(41.6)
(45.6)
(12.0)
(29.1)

<0.001
<0.001
<0.001
<0.001

21,999 (74.9)
7359 (25.1)

5225 (79.2)
1369 (20.8)

<0.001

25,697 (87.5)
1810 (6.2)
1851 (6.3)

5830 (88.4)
354 (5.4)
410 (6.2)

0.01

4932
10,853
10,970
2603

(16.8)
(36.9)
(37.4)
(8.9)

1256
2428
2318
592

(19.0)
(36.8)
(35.2)
(9.0)

<0.001

11,189
13,356
2762
2051
25,146
2169

(38.1)
(45.5)
(9.4)
(7.0)
(85.7)
(7.4)

2527
3045
551
471
5718
378

(38.3)
(46.2)
(8.4)
(7.1)
(86.7)
(5.7)

0.02

0.01
<0.001

Chi-squared tests were used to evaluate significant differences in clinical and hospital characteristics for patients who underwent a mastectomy and those who underwent breastconserving surgery (BCS).

Chi-squared test comparing patients receiving mastectomy to those that BCS.
yExpressed in terms of number of patients treated by a specific type of provider.
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Observed

Adjusted

70.0%
58.0%

Mastectomy Rate

60.0%
50.0%

46.1%

40.0%
33.3%

31.0%

30.0%
22.2%
20.0%
11.4%

22.1%

15.2%

12.5%

10.0%
0.0%
0.0%
1

2

3
Provider Quinle

4

treated by US-trained, male general surgeons who graduated from
medical school after 1970 and were members of a group practice.
Overall mastectomy rates increased throughout the study period,
although contraction occurred in 2004 to 2006. Women who underwent mastectomy were more likely to be older (80 years of age)
with large tumors that were high grade or involved lymph nodes
(Table 1).
Observed median rates of mastectomy use by surgeon demonstrated marked variation ranging from 0% in the bottom quintile of
surgeons to 58.0% in the top quintile. After multivariable adjustment,
the expected median rates of mastectomy were estimated at 11.4% in
the lowest quintile and 46.1% for the highest quintile (Fig. 1).
Significant predictors of mastectomy identified through multivariable analysis controlling for patient- and provider-related factors included older age, a primary tumor larger than 2 cm, having
positive lymph nodes, a high tumor grade, receiving chemotherapy or
a breast magnetic resonance imaging (MRI), being treated at teaching hospital, or by a surgeon who specialized in surgical oncology.
Conversely, having higher income, no nodal exploration, being
treated by a surgeon in practice for fewer years (based on medical
school graduation year), being treated by a surgeon who trained
internationally, or cared for by a physician with a high volume of
breast cancer cases significantly reduced the likelihood of
undergoing mastectomy.
Using the MOR to understand the relative impact of the
provider and hospital on the use of mastectomy, we found that
the MOR of the provider was 1.97, 95% CI: 1.71–2.27), while
the MOR for the hospital was 1.71 (95% CI: 1.56–1.89). The MOR
for the provider was greater than the odds ratios of all patient and
clinical covariates except for tumor size and nodal status. The MOR
for provider and hospital indicated that a patient would have nearly
double the odds of mastectomy if treated by 1 provider as opposed to
another. The complete multivariable analysis is presented in Fig. 2.
Of variance explained by the multilevel model, 14.9% was attributable to the hospital, 23.7% was attributable to the provider, and
61.4% was due to the fixed effects.
Further analysis evaluating regional differences in states with
sufficient patient samples found that the impact of the provider and
hospital varied by where patients receive care (Fig. 3). The MOR for
provider ranged from 1.29 (Georgia) to 2.67 (Connecticut), whereas
the MOR for hospital ranged from 1.14 (Seattle) to 2.63 (New
Mexico).
4 | www.annalsofsurgery.com
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FIGURE 1. Observed (dark blue) and
adjusted (light blue) median rates of
mastectomy stratified by provider quintile of mastectomy usage (1¼ providers
with the lowest rate of mastectomy; 5 ¼
providers with the highest rate of mastectomy). Adjusted rates of mastectomy
were determined using a hierarchical
logistic model controlling for patient,
tumor, and provider characteristics.
Rates of mastectomy are presented
above each column.

DISCUSSION
Since the 1930s, epidemiological reports have suggested that a
patient’s odds of undergoing a particular surgical procedure may
depend more on where he or she lives than on the patient’s clinical
presentation.21–26 In breast cancer, geography can limit access to a
radiation therapy facility, which is required for most patients undergoing BCS, and therefore impacts mastectomy rates.27 Variation also
tends to be greatest for discretionary or patient preference sensitive
procedures, of which breast surgery is a prime example.22
The goal of this study was to provide insight into elements of
the health care system that could influence the rate of mastectomy—
namely the provider and the treating institution. Differences in tumor
characteristics, illness burden, and patient preferences all appropriately influence treatment decisions. However, this study found that
both the individual surgeon and institution play a sizable role in the
likelihood of elderly women receiving a mastectomy.
Previous work by Hawley et al7 surveyed surgeons in the Los
Angeles and Detroit areas and found that surgeons explained 9.9% of
the variation in mastectomy in the patients in those areas. A later study
by Katz et al6 on patients in Detroit and Los Angeles from 2005 to 2007
noted that surgeons explain only 4% of the variation in mastectomy
use. Our result was comparable when considering the percentage of the
total variance explained by the provider (9.4%). More recently,
Feigelson et al,28 in a study of patients from 4 institutions, determined
that providers had a MOR of 1.75 (95% CI, 1.46–2.87), similar to our
results (MOR 1.97). Comparing these values between studies presents
challenges due to the wide range of statistical techniques and study
populations, but these results illustrate that the provider consistently
plays an important role in procedure selection. Our study builds on
these prior findings by demonstrating the impact of both the individual
surgeon and the treating institution across a national sample of patients,
providers, and hospitals, and providing a statistical comparison to
relative impact of patient clinical and demographic factors.
Understanding which aspects of the interaction between the
patient and the health care system influences patient choice between
mastectomy and BCS deserves further discussion. The interplay of
information between patient and physician naturally has the capacity
to add bias into this process. In breast cancer, some have hypothesized that rates of BCS remained low because eligibility criteria
for BCS were unclear and/or not communicated to patients, and
therefore, patients may believe that more extensive surgery translates
ß
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Patient Characteristics
Odds Ratios (95% CI)

Age at Diagnosis

Race

66-74
75-79
80

Reference 1.18
(1.08, 1.28)
1.62 (1.49, 1.76)

White
Black
Other

Reference 0.85
(0.72, 1.00)
1.43 (1.22, 1.67)

Marital Status
Married
Divorced
Single
Other
Charlson Comorbidity Index
0
1
2
3
Median Income Quartile
Bottom Quartile
2nd Quartile
3rd Quartile
Top Quartile
Primary Tumor Size
0-2 cm
>2-5 cm
Nodes Positive
None
1-3
4
Unknown
Grade
Well or moderately differentiated
Poor or undifferentiated
Unknown
Laterality
Right
Left
Year of Diagnosis
2000-2003
2004-2006
2007-2009
Teaching Hospital
Breast MRI
Chemotherapy

Reference 1.18
(1.03, 1.34)
1.18 (1.10, 1.27)
1.17 (1.02, 1.34)
Reference 1.05
(0.97, 1.13)
1.09 (0.97, 1.23)
1.22 (1.05, 1.42)
Reference 0.92
(0.83, 1.01)
0.84 (0.76, 0.93)
0.79 (0.70, 0.88)
Reference 3.06
(2.85, 3.28)
Reference 1.76
(1.61, 1.91)
2.95 (2.61, 3.33)
0.21 (0.18, 0.24)
Reference 1.23
(1.14, 1.33)
0.96 (0.83, 1.10)
Reference 1.03
(0.97, 1.10)
Reference 0.77
(0.71, 0.84)
0.99 (0.91, 1.09)
1.81 (1.67, 1.96)
1.47 (1.31, 1.66)
1.12 (1.02, 1.22)

Provider Characteristics
Gender
Male
Female
Primary Specialty
Genral Surgery
Surgical Oncology
Other
Medical School Year of Graduation
<1970
1970-1980
1981-1990
>1991
Present Employment
Group practice
Solo Practice
Government
Other
Breast Case Volume
Bottom Quartile
2nd Quartile
3rd Quartile
Top Quartile
US Trained
Physician Recognition Award Recipient
Random Effects
Random Effects
Institution (MOR)
Provider (MOR) InstitutionProvider (MOR)
Provider Characteristics

Reference
0.92 (0.78, 1.09)
Reference 1.28
(1.02, 1.62)
0.90 (0.69, 1.18)
Reference 0.83
(0.71, 0.97)
0.72 (0.61, 0.85)
0.81 (0.65, 1.02)
Reference 1.08
(0.95, 1.23)
0.86 (0.70, 1.06)
1.08 (0.85, 1.37)
Reference 0.77
(0.67, 0.89)
0.63 (0.54, 0.73)
0.67 (0.55, 0.82)
0.74 (0.63, 0.87)
0.83 (0.65, 1.05)
1.71 (1.56, 1.89)
1.97 (1.71, 2.27)
2.38 (2.09, 2.70)

Odds Ratio

FIGURE 2. Forest plot for the adjusted odds ratios for patient and provider characteristics (fixed effects) showing the likelihood of
mastectomy. Exact odds ratios and median odds ratios (MORs) with 95% confidence intervals (95% CIs) are also presented. An odds
ratio greater than 1 favors mastectomy, while an odds ratio less than 1 favors BCS. The MOR for the model’s random effects, the
provider and the associated institution, are comparable to the model’s fixed effects.
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2.00

Median Odds Ratio
of provider

Median Odds Ratio scale

2.5

1.55
2.67
2.10
2.19

1.29

2.50
2.01

2.0

1.14

Median Odds Ratio
of hospital

1.21
1.84
1.67

1.5

1.33
2.31

2.63
2.01

FIGURE 3. The median odds ratio
(MOR) for hospital and provider
stratified by state. The MOR for
provider ranged from 1.29
(Georgia) to 2.67 (Connecticut),
whereas the MOR for hospital
ranged from 1.14 (Seattle) to
2.63 (New Mexico).

1.0

to improved survival.29 Interestingly, previous work has shown that
patients report wide variation in their role in the decision-making
process30 with early studies showing that patients who consult
a medical oncologist are more likely to undergo mastectomy.31
Efforts to reduce provider bias could potentially include the
increased use of multidisciplinary clinics, improved patient or
6 | www.annalsofsurgery.com

physician education,22 or implementation of shared decision making
tools.32 Shared decision aids have been shown to increase patient
knowledge about surgical treatment options in early-stage breast
cancer33 and when used in a randomized trial setting, have been
shown to increase the rate of breast conservation from 76% to 94%.34
Multi-disciplinary tumor board conferences have been reported to
ß
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increase recommendations for breast conservation.35 Lastly, provider
feedback regarding risk-adjusted rates of mastectomy compared with
their colleagues may be effective, and could include an initiative
within a single institution given the impact of institution was lower in
this study than the impact of individual provider. Regardless of the
approach, the ultimate goal should be to better respect patient
autonomy.36
In addition to demonstrating the impact of the surgeon and
institution, our study also highlights provider-related characteristics likely to influence the likelihood of mastectomy. Similar to
research by Hershman et al,37 we found that providers who graduated after 1970 were more likely to perform BCS. Patterns of care
correlating with time since graduation are thought to reflect
persistence of knowledge and skills learned during training, due
in part to suboptimal continuing education programs as well as
fundamental difficulties with de-intensification of effective therapies.38 In contrast to the findings by Hershman et al,37 however, we
found that US-trained providers were more likely to perform
mastectomy than those trained outside the US.37 Of note, our study
focused on patients treated from 2000 to 2009, while Hershman
et al37 evaluated patients and providers from an earlier time period
(1991 to 2002). We also found that surgical oncologists were more
likely to perform mastectomy, a previously unreported association;
however, this observation might reflect the fact that surgical
oncologists may treat more complicated patients. In addition, those
with less experience, and a lower volume of breast cancer cases
were marginally more likely to perform mastectomy than BCS,
similar to findings reported elsewhere.37,39 Finally, we found that
the influence of the individual provider and treating hospital on
mastectomy rates varied substantially by geographic region. The
source of this geographic variability remains unknown, though
potential factors include geography-based differences in physician
training,40 regional differences in patient-physician communication,41 or other unknown causes of geographic variability in health
care delivery.
This study has limitations that must be acknowledged. As our
cohort was limited to Medicare beneficiaries over the age of 65,
these results may not be generalizable to younger women or those
with private insurance. However, we suspect that providers would
not substantially change their practice patterns with younger
patients or those with private insurance, though research among a
non-Medicare population would be required to confirm this assumption. In addition, this dataset does not include data on a number of
potentially confounding covariates that may influence mastectomy
rates such as positive margins, the presence of multicentric disease
or concurrent, extensive ductal carcinoma in situ, BMI, or the ratio
of tumor size to breast size. Finally, with the administrative data
available in this project, we cannot comment on factors such as
patient choice, psychosocial factors, health behaviors, or patientphysician communication, which are all critical in this decisionmaking process.
Despite these limitations, our study found a substantial and
independent association between individual provider, the treatment
center, and the type of breast surgery among elderly women with
breast cancer. Reduction in this health care system-related variability
will require concerted/systemic efforts to ensure that well-informed
patients are the principal drivers of treatment decisions.

ACKNOWLEDGMENTS
The authors acknowledge the efforts of the National Cancer
Institute; the Office of Research, Development and Information,
CMS; Information Management Services (IMS), Inc.; and the Surveillance, Epidemiology, and End Results (SEER) Program tumor
registries in the creation of the SEER-Medicare database.
ß

2018 Wolters Kluwer Health, Inc. All rights reserved.

Impact of Surgeon on Mastectomy Use

REFERENCES
1. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2015. CA Cancer J Clin.
2015;65:5–29.
2. Arriagada R, Le MG, Rochard F, et al. Conservative treatment versus
mastectomy in early breast cancer: patterns of failure with 15 years of
follow-up data. Institut Gustave-Roussy Breast Cancer Group. J Clin Oncol.
1996;14:1558–1564.
3. Fisher B, Bauer M, Margolese R, et al. Five-year results of a randomized
clinical trial comparing total mastectomy and segmental mastectomy with or
without radiation in the treatment of breast cancer. N Engl J Med. 1985;312:
665–673.
4. Effects of radiotherapy and surgery in early breast cancer. An overview of the
randomized trials. Early Breast Cancer Trialists’ Collaborative Group. N Engl
J Med. 1995;333:1444–1455.
5. Veronesi U, Saccozzi R, Del Vecchio M, et al. Comparing radical mastectomy
with quadrantectomy, axillary dissection, and radiotherapy in patients with
small cancers of the breast. N Engl J Med. 1981;305:6–11.
6. Katz SJ, Hawley ST, Abrahamse P, et al. Does it matter where you go for breast
surgery? Attending surgeon’s influence on variation in receipt of mastectomy
for breast cancer. Med Care. 2010;48:892–899.
7. Hawley ST, Hofer TP, Janz NK, et al. Correlates of between-surgeon variation
in breast cancer treatments. Med Care. 2006;44:609–616.
8. National Comprehensive Cancer Network. NCCN clinical practice guidelines
in oncology: breast cancer. 2015.
9. Deyo RA, Cherkin DC, Ciol MA. Adapting a clinical comorbidity index for use
with ICD-9-CM administrative databases. J Clin Epidemiol. 1992;45:613–619.
10. Warren JL, Harlan LC, Fahey A, et al. Utility of the SEER-Medicare data to
identify chemotherapy use. Med Care. 2002;40:55–61.
11. Goldstein H. Multilevel Statistical Models. 4th ed. Hoboken, New Jersey:
Wiley; 2010.
12. Gelman A, Hill J. Data Analysis Using Regression and Multilevel/Hierarchical Models. Cambridge, England: Cambridge University Press; 2007.
13. Merchant RM, Berg RA, Yang L, et al. Hospital variation in survival after inhospital cardiac arrest. J Am Heart Assoc. 2014;3:e000400.
14. Chan PS, Berg RA, Spertus JA, et al. Risk-standardizing survival for inhospital cardiac arrest to facilitate hospital comparisons. J Am Coll Cardiol.
2013;62:601–609.
15. Rabe-Hesketh S, Skrondal A. Multilevel and Longitudinal Modeling Using
Stata. Second edition, College Station, TX: Stata Press; 2008.
16. Merlo J, Chaix B, Ohlsson H, et al. A brief conceptual tutorial of multilevel
analysis in social epidemiology: using measures of clustering in multilevel
logistic regression to investigate contextual phenomena. J Epidemiol Community Health. 2006;60:290–297.
17. Larsen K, Merlo J. Appropriate assessment of neighborhood effects on
individual health: integrating random and fixed effects in multilevel logistic
regression. Am J Epidemiol. 2005;161:81–88.
18. Efron B. Better bootstrap confidence intervals. J Am Stat Assoc. 1987;82:
171–185.
19. Nakagawa S, Schielzeth H. A general and simple method for obtaining
R2 from generalized linear mixed-effects models. Meth Ecol Evol.
2013;4:133–142.
20. Wolfinger R, O’Connell M. Generalized linear mixed models: a pseudolikelihood approach. J Stat Comput Simul. 1993;48:233–243.
21. Glover JA. The incidence of tonsillectomy in school children: (Section of
Epidemiology and State Medicine). Proc R Soc Med. 1938;31:1219–1236.
22. Birkmeyer JD, Reames BN, McCulloch P, et al. Understanding of regional
variation in the use of surgery. Lancet. 2013;382:1121–1129.
23. Gittelsohn A, Wennberg J. Small area variations in health care delivery.
Science. 1973;182:1102–1108.
24. Wennberg J, Gittelsohn A. Variations in medical care among small areas. Sci
Am. 1982;246:120–134.
25. Wennberg JE, Freeman JL, Culp WJ. Are hospital services rationed in New
Haven or over-utilised in Boston? Lancet. 1987;1:1185–1189.
26. Wennberg JE, Freeman JL, Shelton RM, et al. Hospital use and mortality
among Medicare beneficiaries in Boston and New Haven. N Engl J Med.
1989;321:1168–1173.
27. Acharya S, Hsieh S, Michalski JM, et al. Distance to radiation facility and
treatment choice in early-stage breast cancer. Int J Radiat Oncol Biol Phys.
2016;94:691–699.
28. Feigelson HS, James TA, Single RM, et al. Factors associated with the
frequency of initial total mastectomy: results of a multi-institutional study.
J Am Coll Surg. 2013;216:966–975.

www.annalsofsurgery.com | 7

Copyright © 2018 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

CE: S.W.; ANNSURG-D-17-02526; Total nos of Pages: 8;

ANNSURG-D-17-02526

Boero et al

29. Stewart JA, Foster RS Jr. Breast cancer and aging. Semin Oncol. 1989;16:41–50.
30. Katz SJ, Hawley ST. From policy to patients and back: surgical treatment
decision making for patients with breast cancer. Health Aff (Millwood).
2007;26:761–769.
31. Keating NL, Landrum MB, Ayanian JZ, et al. Consultation with a medical
oncologist before surgery and type of surgery among elderly women with
early-stage breast cancer. J Clin Oncol. 2003;21:4532–4539.
32. Savelberg W, Moser A, Smidt M, et al. Protocol for a pre-implementation
and post-implementation study on shared decision-making in the surgical
treatment of women with early-stage breast cancer. BMJ Open. 2015;5:
e007698.
33. Waljee JF, Rogers MA, Alderman AK. Decision aids and breast cancer: do
they influence choice for surgery and knowledge of treatment options? J Clin
Oncol. 2007;25:1067–1073.
34. Whelan T, Levine M, Willan A, et al. Effect of a decision aid on knowledge
and treatment decision making for breast cancer surgery: a randomized trial.
JAMA. 2004;292:435–441.

8 | www.annalsofsurgery.com

Annals of Surgery  Volume XX, Number XX, Month 2018

35. Chang JH, Vines E, Bertsch H, et al. The impact of a multidisciplinary breast
cancer center on recommendations for patient management: the University of
Pennsylvania experience. Cancer. 2001;91:1231–1237.
36. Martinez KA, Kurian AW, Hawley ST, et al. How can we best respect patient
autonomy in breast cancer treatment decisions? Breast Cancer Manag. 2015;4:53–64.
37. Hershman DL, Buono D, Jacobson JS, et al. Surgeon characteristics and use of
breast conservation surgery in women with early stage breast cancer. Ann Surg.
2009;249:828–833.
38. Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: the relationship
between clinical experience and quality of health care. Ann Intern Med.
2005;142:260–273.
39. Katz SJ, Lantz PM, Janz NK, et al. Surgeon perspectives about local therapy
for breast carcinoma. Cancer. 2005;104:1854–1861.
40. Washko MM, Snyder JE, Zangaro G. Where do physicians train? Investigating
public and private institutional pipelines. Health Aff (Millwood). 2015;34:852–856.
41. Verlinde E, De Laender N, De Maesschalck S, et al. The social gradient in
doctor-patient communication. Int J Equity Health. 2012;11:12.

ß

2018 Wolters Kluwer Health, Inc. All rights reserved.

Copyright © 2018 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

