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Introduction

Breast cancer is the most common type of cancer in
Western societies and will increasingly affect the lives of
elderly women. The population of elderly breast cancer
patients is characterised by large individual variation
in physical and mental conditions. The development
of guidelines is complicated by lack of evidence from
randomized controlled trials (RCTs) and the influence of
personal preferences in the decision-making process.

Treatment

The possible explanation for age-related administration
and outcome of treatment is complex; it reflects decisions
based on the view of physicians, patients, relatives and
care-givers, and on psychosocial issues and costs, but
also on proximity to an oncology and radiotherapy
centre [1]. Because comorbidities and functional status
significantly affect prognosis and treatment choices,
thorough consideration must be given to the overall
health of the elderly patient.However, elderly women
are still less likely to have surgery for operable breast
cancer, even after accounting for comorbidity, functional
status, pretreatment stage, social deprivation and type
of hospital [2]. National data from the Netherlands
show that the percentage of patients who underwent
surgery decreased with age; moreover, the proportion
of the elderly who received surgery decreased over
time [3]. An international comparison showed similar
results for other countries [4], even in the lower stages
of disease. It is often thought that elderly patients are
at a higher risk of morbidity and mortality; moreover,
personal preferences of elderly patients may also play
a role. Hormonal treatment without surgery has been
considered as an alternative treatment option [5], mainly
in the very old. However, some data show that an
increase in the use of hormonal-only treatment starts
already at the age of 65 [3]. For fit elderly patients it
has been confirmed (Cochrane meta-analysis [5]) that
primary hormonal treatment with tamoxifen is inferior to
surgery (with or without hormonal treatment) regarding
local control and progression-free survival. However, no
difference in overall survival was shown, and data for

the frail elderly are not available [1,5]. Most elderly
women with early-stage breast cancer are candidates
for breast-conserving treatment; however, available data
suggest that older patients are less likely to receive
such treatment [1]. Besides, if elderly patients did
receive breast-conserving surgery (BCS) their chances
of receiving radiotherapy were significantly decreased.
Several studies have specifically assessed the benefits
of radiotherapy in elderly patients and have shown a
decrease in the relative rate of breast cancer recurrence.
However, the absolute incidence of relapses tended to
be low, and data on overall survival were generally
absent. Due to the presence of comorbidity and a higher
competing risk of mortality with increasing age, the risks
and benefits balance and numbers needed to treat will
probably be different from those in younger patients.
Besides, in surgical treatment decision-making, women’s
preferences are highly relevant; however, little is known
about older breast cancer patients’ preferences and the
factors they consider important in their treatment choice.

Survival

Data from the TEAM (Tamoxifen Exemestane Adjuvant
Multinational) trial have been used to assess the influence
of age on disease-specific mortality, all-cause mortality
and breast cancer relapse in postmenopausal women with
hormone-receptor-positive breast cancer [6]. Disease-
specific mortality as a proportion of all-cause mortal-
ity decreased with age (78%, 56%, 36% respectively;
P <0.001). Disease-specific mortality increased with age;
patients aged >75 had a 1.6-fold higher risk of disease-
specific mortality than patients <65 years (univariate
P <0.001). A fully adjusted model, including treat-
ment and tumour characteristics, showed similar results
(P=0.002). Risk of breast cancer relapse increased
with increasing age (HR 1.29, multivariable P=0.06).
So in this trial, regardless of a higher risk of other-
cause mortality and independent of treatment and tumour
characteristics, disease-specific mortality increases with
age.

In the Western world breast cancer survival has
increased considerably over the last decades. The im-
proved outcome of breast cancer has generally been
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attributed to better treatment options; however, several
publications have shown that improved survival does not
apply to elderly patients [7-9] On a similar note, a
recent European study showed significant improvement
of survival from 1988 to 1999 for a variety of cancers,
but at a slower rate for elderly patients [10].

Alternative study designs

A critical reappraisal of treatment strategies and better
selection of patients who can benefit from available
therapies depends on future studies that facilitate the
inclusion of a valid representation of older women, and
specifically address the heterogeneity of this age group
with careful registration of comorbidities and geriatric
parameters in order to correlate outcome. The great het-
erogeneity in the elderly population stretches the possibil-
ities of constructing randomized controlled clinical trials.
Therefore we stress the importance of exploring different
study designs in this ever-growing population [11,12].
Large, quality-assured prospective cohort studies generate
a large amount of reliable data. Moreover, these data
are a representative selection of the general population,
including the substantial heterogeneity within the elderly.
International prospective registration studies (EURECCA,
European Registration of Cancer Care [13]) and cancer
registry collaborations (EUROCARE, European cancer
registry-based study on survival and care of cancer
patients) may fulfil an important role in generating data
and obtaining evidence.

Conclusions

Data from several studies confirm that elderly breast
cancer patients receive less aggressive treatment, are less
often treated according to guidelines, and have a de-
creased survival compared to their younger counterparts.
Although the proportion of women who die of breast
cancer is lower, the actual disease-specific mortality of
the elderly is higher. In order to improve future outcome
of elderly patients with breast cancer, it is important not
only to prevent over-treatment of frail elderly patients but
also to identify fit elderly patients who can profit from
tailored treatments with chemotherapy or biologicals.
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