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Abstract
Purpose of Review As women continue to live longer, physi-
cians adapt to treating well-described diseases such as breast
cancer. Here we provide a comprehensive evidence-based re-
view of the treatment of breast cancer in the elderly patient.
Recent Findings Previous studies conducted to determine op-
timal treatment for breast cancer have primarily included
younger, healthier women. Despite favorable tumor biology,
older women are less likely to receive standard of care treat-
ments relative to breast reconstruction, postoperative radia-
tion, and adjuvant chemotherapy. Frailty is cited as a reason
for not offering or receiving therapies. There are no strict
definitions of frailty for this specific population, but there
are general guidelines for older cancer patients, with a lower
specificity than desired.
Summary Treatment recommendations for older women vary
little from those for younger women. However, the paucity of
data for the older age group within trials raises the question of
the basis of evidence. Risks of treatment need to be evaluated
relative to life expectancy.
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Introduction

The past 50 years has ushered in a new era of scientific innova-
tion, leading to improved general health. The US population
continues to live longer, with an average life expectancy of
79 years [1]. Today, an 80-year-old woman is expected to live
an additional 8.6 years beyond that [2]. The outlook for survival
continues to improve for women diagnosed with breast cancer as
well. Survival rates among all ages and stages are improving,
including those diagnosed after 70 years of age. This is particu-
larly important given that 30% of patients diagnosed with breast
cancer are aged 70 years and older and that the greatest incidence
of invasive breast cancer can be found in women 80 years and
older at roughly 12% [3, 4]. In fact, the risk of developing breast
cancer increases from one person in 52 for women younger than
49 years of age, to one woman in 15 for women greater than
70 years of age [5]. Not surprisingly, estimates of mortality rate
place older women at the highest rate as compared to the younger
group diagnosed with breast cancer [4]. Although age certainly
plays a peripheral role, comorbidities bear a stronger influence.
Women 80 years of age and older who undergo surgery for
invasive breast cancer are more likely to be classified within
the American Society of Anesthesiologists (ASA) Physical
Classification III or IV and to be diagnosed with diabetes
mellitus, hypertension, and coronary artery disease when com-
pared to younger women [6••]. As women live longer, presum-
ablywith better health than prior generations, they are considered
physiologically younger and potential surgical candidates. They
expect treatment of their cancer.

Frailty

The descriptors “fit” and “frail” are labels used to distinguish
between elderly patients who function independently in
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activities of daily living (ADLs) or without minimal co-
morbidities, and those patients who have severe comorbid-
ities and likely limited functional independence [7].
Conceptually, the person who is regarded as frail is felt to
have less physiologic reserve relative to physical and men-
tal stressors. No universally accepted method of assess-
ment currently exists to differentiate between fitness and
frailty; however, the Comprehensive Geriatric Assessment
(CGA) has been utilized for many years. This tool takes
into account comorbidities, nutrition, medications, socio-
economic issues, geriatric syndromes, and independent
daily function. This is likely one of the most comprehen-
sive geriatric assessment tools used in clinical practice,
although it has not been validated specifically in breast
cancer patients, and it can take up to an hour to complete
[8]. Shorter geriatric assessment tools exist for cancer pa-
tients, for example the G8 [9, 10••], but these are not con-
sidered equivalent to the rigor of the CGA. Regardless of
how a clinician determines frailty, the decision on optimal
breast cancer treatment for elderly women should consider
comorbidities, independence, support network, nutritional
status, and the patient’s goals of care.

Epidemiology and Tumor Biology

Approximately 40% of women 80 years and older will die
from their breast cancer regardless of the stage [11, 12].
Elderly patients diagnosed with stage III or IV disease have
worse overall survival compared to the elderly with stage I or
II disease. This fact is not surprising, as it is the basis of
staging. The fact that nearly 70% of those elderly women with
stage III or IV disease will die from the cancer is more
alarming, in spite of greater favorable tumor biology [13,
14]. The harsh irony of breast cancer in older women is that
although most tumors are considered low risk, elderly women
are more likely to die from their breast cancer than are younger
women. In fact, 80% of breast cancers in women aged 65 and
older are hormone receptor positive, HER-2 receptor negative.
Approximately 10% of women aged 65 and older have triple
negative breast cancer, a profile of poorer prognosis, and 10%
have HER-2-positive disease—another poor prognostic factor
[15]. So despite a favorable tumor biology, the overall health
of the older patient with breast cancer needs to be considered
when considering the optimal treatment course.

Treatment

Current treatment recommendations for elderly women with
breast cancer are largely the same as the recommendations for
younger women relative to the biology of their tumor.
Regrettably, these recommendations are based on clinical

trials that seldom include women over the age of 65. Yet, older
women with breast cancer are under-treated with a corre-
sponding increase in mortality relative to treatment with the
standard of care [16–20], to some degree due to non-
compliance [16]. Clinicians cite a higher incidence of comor-
bidities, shorter life expectancy, and less aggressive biological
tumor characteristics as explanations for under-treatment of
this group [19, 21–23]. Age may be an independent risk factor
for not receiving effective cancer therapies, but this has not
been demonstrated [17].

Surgical Options

Breast-Conserving Therapy Versus Mastectomy

The current standard of care for those diagnosed with breast
cancer advocates locoregional surgery for those with resect-
able small cancers, followed by adjuvant therapies when indi-
cated. Locally advanced disease is typically approached with
neoadjuvant systemic therapy before surgical resection. The
details of which patients should receive which adjuvant ther-
apies is beyond the scope of this discussion; however, most
practice guidelines advocate a similar approach regardless of
the age of the patient [24]. Before embarking on any surgical
intervention, each patient should have a detailed conversation
with their surgeon regarding the choice of surgical procedure,
need for axillary lymph node assessment, reconstruction op-
tions, and potential complications. All patients that require
surgical resection should have a thorough history and physical
performed. In consultation with colleagues in anesthesiology,
the patient may not be regarded a safe candidate for general
anesthesia but may be considered for local or regional anes-
thesia (see section to follow). However, breast surgery is
generally well tolerated, except for those with a limited life
expectancy [25].

Randomized controlled trials comparing breast conserva-
tion to mastectomy have demonstrated that both breast-
conserving therapy and mastectomy are similar in disease-
free and overall survival [26–28], with more recent studies
demonstrating a survival benefit in those undergoing breast-
conserving therapy (BCT) [29–31]. Yet these trials largely
excluded elderly women [32]. Mamtani et al. [33•] recently
reviewed tumor characteristics, treatment choices, and clini-
cal outcomes in women 80 years and older and found that
both BCT and total mastectomy were offered and performed
in this older cohort. Elderly women were less likely to under-
go total mastectomy, axillary lymph node dissection, and
reconstruction as compared to younger women with breast
cancer. Rates of sentinel lymph node biopsy and return for
re-excision due to initial positive margins were similar
between the older and younger groups. Locoregional recur-
rence and distant metastasis rates were also similar between
the two age groups [6••, 33•].
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Complications in any surgical procedure are never wel-
come. The comorbidities of the older woman may increase
the perioperative systemic risks. A study used the National
Surgical Quality Improvement Program (NSQIP) database to
compare outcomes for women diagnosed with breast cancer
who were 80 years of age and older to those younger than
80 years relative to perioperative outcomes. Older women
are more likely to develop pneumonia, urinary tract infections,
and cardiac arrest but are less likely to develop wound com-
plications [6••]. Older women also had higher rates of reoper-
ation. Although the older group had a slightly higher 30-day
mortality, this was not significantly different from younger
women. The mortality in general was low, with only 0.3%
dying within 30 days of surgery. Thirty-day mortality was
independently associated with prior diagnoses of hyperten-
sion, coronary artery disease, ASA Class IV, and older age
[6••].

Axillary Node Assessment

Sentinel lymph node biopsy (SLNB) has become the stan-
dard of care for the clinically negative axilla [34].
Classically, axillary lymph node dissection (ALND) was
used for locoregional disease control, tumor staging, thus
guiding decisions relative to adjuvant systemic treatments
and radiation. However, with lesser node involvement
with time, along with chronic morbidity risk, including
lymphedema and chronic pain, several studies have
sought to clarify the necessity of ALND versus SLNB
[35].

In women older than 65 years of age with tumor that was
positive for estrogen or progesterone receptor HER-2 nega-
tive, with plans to undergo adjuvant breast radiotherapy, there
was no significant difference in overall survival between
women randomized to ALND versus not [36]. This mirrors
the findings of Rudenstam in 2006 [37], and an Italian group
that examined this retrospectively [38]. The use of sentinel
lymph node biopsy for axillary assessment applies to the older
woman as well, as it has relatively low morbidity, and allows
more accurate staging which guides adjuvant management.
The American College of Surgeons Oncology Group
(ACSOG) Z0011 trial randomized women with stage I breast
cancer with a positive intraoperative positive sentinel node on
H&E staining to receive either SLNB alone or SLNB follow-
ed by completion ALND. There was no significant benefit to
completion ALND, both in locoregional control or survival
despite the removal of additional tumor-involved lymph nodes
[34]. This is important to keep in mind when managing a
patient who may have restricted ipsilateral shoulder range of
motion, possibly from a cerebrovascular accident or post-
polio syndrome, and full access to the axilla may not be
possible.

Reconstruction

Breast reconstruction following mastectomy is an excellent
option for many women as it offers both cosmetic and
psychological benefits. According the National Institute for
Health and Care Excellence (NICE) guidelines, all patients
should be offered reconstruction regardless of their age, as-
suming it is oncologically safe [3] and that the patient is a
reasonable candidate. However, the data would support that
breast reconstruction is offered less often to elderly women
compared to younger women [39]. Various reconstruction op-
tions have proven to be safe in this population including tissue
expanders, muscle flaps, and DIEP flaps. When counseling
women regarding reconstruction, it is important to discuss
cosmetic outcomes, possible complications, and the recovery
period. The National Mastectomy and Breast Reconstruction
Audit reported that implant-related complications were higher
in the elderly than in the general population. About 3% of
those who underwent an implant reconstruction developed a
complication, the most common of which was infection,
requiring removal of the implant. Complication rates of
autologous reconstruction are also noted to be higher in older
women compared to the general population [3], with a trend
toward high seroma development in the older population [40].

Choice of Anesthetic

The choice of anesthesia for older breast cancer patients
should be thought through before the day of surgery. On oc-
casional, certain comorbidities bring consideration of general
inhaled anesthetic into question as in they may be unsafe or
increase perioperative risk, such as patients with chronic kid-
ney disease, congestive heart failure, and COPD. Consultation
with an anesthesiologist prior to surgery should occur for
those patients with complicated medical histories. The anes-
thesiologist could consider the use of a thoracic paravertebral
block (TPVB). TPVB produces an ipsilateral somatic and
sympathetic nerve blockade that spreads from the site of the
injection across several contiguous dermatomes [41]. A meta-
analysis of 15 randomized control trials published between
1999 and 2009 looked at the efficacy and adverse events re-
lated to TPVB in women undergoing breast surgery. The au-
thors concluded that a considerable amount of evidence exists
in support of the use of TPVB alone or with general anesthesia
to decrease postoperative pain, as well as the need for postop-
erative opioids [42].

A second group was interested in TPVB in those undergo-
ing breast surgery with general anesthesia (GA) compared to
monitored anesthesia care (MAC). The authors found that the
time from post-anesthesia care unit (PACU) admission to the
patient taking fluids, walking, and being transferred to the
ward was significantly shorter in theMAC group as compared
to the GA group [43]. Patients in the GA group were more
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likely to experience postoperative nausea and sore throat.
Incident rates of intraoperative hypotension and ephedrine
administration during anesthesia were significantly higher in
the GA group. Overall, TPVB appears to be a safe option in
those undergoing breast surgery and should be considered for
those with multiple comorbidities for whom general anesthe-
sia may be inappropriate.

A local anesthetic with MAC can be a safe and effective
option for the management of small tumors with breast con-
servation, in addition to a sentinel lymph node biopsy when
necessary. Furthermore, the use of a general inhaled anesthet-
ic, with a slow induction, can be utilized with minimal blood
pressure fluctuations.

Radiation

Radiation remains critical in the treatment of breast cancer and
is considered standard of care in the management of
locoregional disease along with partial mastectomy.
Radiation may also be administered to those with disease in
the axilla when the presence of axillary nodal disease is con-
firmed. Two randomized controlled trials have shown signif-
icantly lower rates of locoregional recurrence among elderly
women who underwent postoperative radiation following par-
tial mastectomy compared to those who underwent surgery
alone [44, 45•, 46]. Despite these findings, the recommenda-
tions regarding the use of radiation is different depending on a
patient’s age, primarily due to the less aggressive nature of
most breast cancers in the elderly. There is evidence to support
the selective use of postoperative radiation in elderly women
with hormone receptor-positive (HR+) early breast cancers
[24]. Still, the postoperative radiation is still the mainstay of
therapy in those older patients with higher risk and hormone
receptor-negative (HR-) tumors. Again, disparities exist in the
delivery of radiotherapy relative to access and socioeconomic
status [47].

Relative to the recently published consensus guidelines by
the American Society for Radiation Oncology, the older pa-
tient may have a greater chance of receiving accelerated partial
breast radiation [48]. This then lends itself to a smaller area
radiated, usually over a shorter period of time, making for
more convenient delivery for the patient.

Low-Risk and Hormone Receptor-Positive Disease

The role of radiotherapy is well accepted in younger women;
however, the degree of clinical benefit of routine radiation
following partial mastectomy has been questioned in the treat-
ment of elderly breast cancer patients. In women 70 years and
older with low-risk and hormone receptor-positive disease,
omission of radiation has become an option since many stud-
ies have shown a lack of impact on survival [45•, 49, 50]. For
low-risk, hormone receptor-positive disease, survival was

minimally affected if any component of adjuvant local therapy
was withheld. In these studies, the adjuvant therapy that ap-
peared to be the most important for overall and cancer-specific
survival was the administration of hormone replacement ther-
apy [44, 45•, 51]. Using the Surveillance, Epidemiology, and
End Results (SEER) database, Mogel et al. conducted a retro-
spective review of the type of locoregional therapy women
received and its association with overall survival and cancer-
specific survival. Women older than 70 with stage I node-
negative disease who underwent lumpectomy alone had sim-
ilar overall survival and cancer-specific survival compared
those who underwent partial mastectomy plus postoperative
radiation [52].

High-Risk and Hormone Receptor-Negative Disease

Women with high-risk tumor characteristics or hormone
receptor-negative tumors should be considered very seriously
for adjuvant radiation. Most hormone receptor-negative tu-
mors recur within 5 years and women with hormone
receptor-negative tumors have higher recurrence rates and
breast cancer-specific mortality compared to their hormone
receptor-positive counterparts [23, 50, 53]. Omission of adju-
vant radiation in hormone receptor-negative women over age
70 is associated with an increase in breast cancer-specific
mortality [44]. A recent study retrospectively reviewing the
use of adjuvant radiation following partial mastectomy in
women 70 and older with estrogen receptor-negative
T1N0M0 disease found significant differences in 5-year over-
all survival between those who underwent radiation (81%)
and those who did not receive adjuvant radiation (61.7%).
The study also demonstrated a significant difference in 5-
year cancer-specific survival between those who underwent
radiation (93.1%) and those who did not receive radiation
(85%) [54]. In general, patients with high-risk disease, such
as locally advanced, positive nodes, HER-2-positive or hor-
mone receptor-negative tumors, should be considered by their
clinicians for adjuvant radiation therapy.

Systemic Therapies

Systemic treatment for breast cancer can be quite complex and
current recommendations for systemic protocols continue to
evolve. Here, the focus is to identify the patient in whom
systemic therapy is considered, based on the patient’s tumor
biology and stage. We seek to focus on the current issues
facing medical oncologists in their treatment of the elderly
patient with breast cancer. Older patients benefit from chemo-
therapy to the same degree as younger patients. Yet, despite
these recommendations, older patients have lower rates of
initiation and adherence to adjuvant therapies while also being
more likely to receive non-guideline therapies [17, 55–58]. All
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types of adjuvant therapy are recommended less frequently to
the elderly and are received less frequently by this population
[14].

The systemic therapies offered are based on the tumor re-
ceptor phenotype, along the lines of estrogen receptor (ER),
progesterone receptor (PR) expression, and HER-2 receptor
amplification. For those patients without nodal involvement,
systemic therapy is still the standard of care if the tumor fails
to express both estrogen and progesterone receptors, or if the
tumor expresses HER-2 receptor amplification (Table 1).
Locally advanced tumors and nodal disease still prompt con-
sideration of systemic therapy, often in the neoadjuvant set-
ting, regardless of the tumor biology. Metastatic disease is
generally approached with single-agent therapy, in addition
to targeted therapy such as an immunologic (pertuzumab
and/or trastuzumab) if HER-2 is amplified, or endocrine ther-
apy if ER or PR is expressed by the breast cancer. There, the
focus is on palliation and quality of life, minimizing toxicities.

Infusion Chemotherapy

Standard chemotherapy regimens for breast cancer are usually
composed of two or three of the following agents:
anthracycline, taxane, 5-fluorouracil, cyclophosphamide, and
carboplatin. Newer agents such as capecitabine were previ-
ously thought to be useful in the elderly comorbid population
due to decreased toxicity; however, they are now falling out of
favor. A prospective randomized control trial in women with
breast cancer aged 65 years and older compared standard che-
motherapy (cyclophosphamide, methotrexate, and fluoroura-
cil or cyclophosphamide plus doxorubicin) to single-agent
capecitabine. Patients that were assigned to the capecitabine
arm were twice as likely to have a relapse and nearly twice as
likely to die from their cancer [60]. The authors concluded that
even in elderly patients, standard chemotherapy regimens are

superior to single-agent capecitabine. The ICE trial
(Ibandronate with or without Capecitabine in Elderly
Patients with Early Breast Cancer) provided additional evi-
dence against single-agent capecitabine therapy. Overall and
disease-free survival was similar between the ibandronate plus
capecitabine and single-agent ibandronate arms [61]. The ICE
study was followed by a trial that looked at capecitabine plus
taxol therapy. Women aged 65 and older with moderate- to
high-risk breast cancer were randomized to receive standard
regimen chemotherapy (either 4 cycles of epirubicin plus cy-
clophosphamide versus 6 cycles of cyclophosphamide/meth-
otrexate/5-fluorouracil, aka, CMF) or 6 cycles of paclitaxel
plus capecitabine. The authors found that a significantly
higher proportion of women discontinued the capecitabine
regimen, with a higher rate of non-hematologic toxicities com-
pared to the standard chemotherapy regimens [62].

Trials that evaluate optimal chemotherapy regimens typi-
cally do not include women over 70 or have very low rates of
inclusion. The current literature supports taxane-based treat-
ment for those women who are deemed fit enough to receive
it. However, older patients do have increased rates of toxicity
compared to younger women and other chemotherapy
regimens. Similarly, anthracycline-based regimens pose an
increased risk of cardiac toxicity in elderly patients. The
CMF regimen (cyclophosphamide, methotrexate, and 5-
fluorouracil) is an option for those elderly patients who cannot
tolerate either a taxane- or anthracycline-based regimen [63].
Jones et al. attempted to distinguish survival between different
chemotherapy regimens in elderly women and assigned wom-
en over age 65 to receive doxorubicin plus cyclophosphamide
or docetaxel plus cyclophosphamide. After 7 years, the doce-
taxel arm had significantly improved overall and disease-free
survival compared to the doxorubicin arm; those in the
docetaxel arm experienced more febrile neutropenia and
anemia [64].

Table 1 Breast cancer tumor receptor phenotype and consideration of systemic therapy

Receptor phenotype Systemic therapy setting Therapy considerations

Hormone receptor positive+ (ER and/or
PR positive) and HER-2 negative

Adjuvant, unless
advanced

1. Long-term endocrine therapy with an aromatase inhibitor, possibly tamoxifen,
possibly fulvestrant

2. High risk for recurrence can be determined by a genomic classifier such as
Oncotype Dx® or Mammaprint® which may better guide whether systemic
therapy will improve survival

HER-2 positive Neoadjuvant, if greater
than 1 cm, or adjuvant

1. Immunologics targeting the HER-2 receptor can act synergistically, in the
presence of specific chemotherapy agents. The delivery of both pertuzumab and
trastuzumab has only been studied in the neoadjuvant setting

2. Chemotherapy with trastuzumab can be delivered in either neoadjuvant or
adjuvant settings

ER/PR/HER-2 negative Neoadjuvant or adjuvant Systemic chemotherapy

Modified from Senkus E, Kyriakides S, Ohno S, et al., Primary breast cancer: ESMO clinical practice guidelines for diagnosis, treatment and follow-up.
Ann Oncol 2015;26(s5): v8-v30; with permission. [59]

ER estrogen receptor, PR progesterone receptor, HER-2 heregulin-2 receptor
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Endocrine Therapy

Most elderly patients with breast cancer will present with ER-
positive and PR-positive tumors—about 75–80%. In patients
with tumors testing positive for either ER or PR (or both),
endocrine therapy should be recommended and maintained
for at least 5 years. This recommendation holds true with older
women as the efficacy of endocrine therapy has no correlation
with age and is generally well tolerated compared to other
adjuvant therapies [59, 65–67]. The mainstay of endocrine
adjuvant therapy includes either tamoxifen or aromatase
inhibitors. Aromatase inhibitors are the preferred agent for
post-menopausal women, given the more favorable side effect
profile and superiority in improving disease-free survival and
overall survival compared to tamoxifen [60, 68–70]. Surgery
remains the first line of therapy and standard of care for elderly
womenwith breast cancer who acceptable surgical candidates.
For those women with hormone receptor-positive disease,
counseling should include discussion regarding possible bone
mineral density loss, arthralgia, myalgia, uterine complica-
tions, and potential thromboembolic events prior to beginning
adjuvant endocrine therapy.

Trastuzumab and HER-2 Status

The development of trastuzumab represents a major advance
in the ability of clinicians to fight breast cancer with newer
biologic agents. A monoclonal antibody directed against the
HER-2 receptor, trastuzumab given during chemotherapy and
then every third week for a year, has significantly increased
disease-free survival and overall survival in those with HER-
2-amplified breast cancer [71]. In the elderly, there is a 47%
relative risk reduction in those receiving trastuzumab plus
chemotherapy compared to those who received chemotherapy
alone [72]. Trastuzumab does carry with it the risk of a revers-
ible cardiotoxicity. Two separate trials have demonstrated that
age is an independent risk factor for developing trastuzumab-
related cardiotoxicity, and those with pre-existing cardiac dis-
ease are also at increased risk [73, 74]. Unfortunately, due
mainly to this toxicity, older women with HER-2-positive
disease are less likely to initiate or complete a year of treat-
ment with trastuzumab [75, 76]. Chen et al. attempted to char-
acterize the risk of trastuzumab with different chemotherapy
regimens and found that trastuzumab plus anthracycline was
associated with the highest rate of cardiotoxicity [77].

The recently published CLEOPATRA trial, in which pa-
tients were randomized to docetaxel and trastuzumab, with
or without pertuzumab, identified 127 women who participat-
ed who were over age 65. Gastrointestinal symptoms were
more frequent in the older age group, but neutropenia was less
frequent [78•]. Others have found the combination of
trastuzumab and pertuzumab highly efficacious when given
with taxol, followed by epirubicin plus cyclophosphamide for

early HER-2-amplified breast cancers [79]. The combination
of immunologic agents, with various single-agent chemother-
apeutic agents, has also been successful in the setting of met-
astatic disease [80–82].

Evaluating Toxicity

A common reason cited by clinicians for recommending non-
guideline adjuvant therapy is a concern for toxicity, especially
in those with advanced age and/or comorbidities. This is under-
standable, as multiple studies have demonstrated that older pa-
tients have higher rates of toxicity and adverse side effects
following adjuvant therapies [17, 57, 77]. Unfortunately,
though many tools are available for estimating toxicity of che-
motherapy in the elderly, there is no single assessment tool that
has been validated solely in the breast cancer population. When
considering different adjuvant regimens, providers can use oth-
er geriatric and chemotoxicity tools to help guide them in their
decision-making. Important predictors of chemotoxicity in one
study included having fair or poor hearing, at least one fall in
the last 6 months, difficulty taking one’s own medications, dif-
ficulty walking a city block, and having decreased social activ-
ity due to emotional health [83]. In the “CRASH” geriatric
assessment tool, the mini-mental status exam, mini-nutritional
assessment, and difficulties with ADLs were predictive of tox-
icity with chemotherapy [84•]. If fine-tuned, these assessments
may be useful in decisions regarding initiation and dose man-
agement in those with breast cancer.

Conclusions

As the lifespan of the average American extends, physicians
need more hard data in order to optimize the medical care for
our aging adults. Most research that we base our clinical prac-
tice upon has been conducted on young and healthy partici-
pants; this holds true for breast cancer. The incorporation of an
older population in breast cancer trials has gradually provided
evidence on which to base therapeutic decisions. Use of
breast-conserving surgery, sentinel lymph node biopsy, and
partial breast radiotherapy are techniques that are not limited
by age but by extent of disease. Still, the mortality of older
women with breast cancer is a sobering statistic; more work
needs to be done to help define the optimal adjuvant strategies.

Perhaps a better or refined tool to gauge the physiologic
reserve and resilience of the older breast cancer patient will be
of use. This begs the question, though, of how best to treat
those who qualify as frail. Overall, physicians treating older
women with breast cancer have increasing numbers of tools,
guidelines, and therapies available to provide individualized
and quality care to their patients. With an increasingly older
population, we need the trials to direct our care.
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