
 

 
 

Elderly breast cancer patients  
‘risk treatment discrimination’ 
 
Women diagnosed with breast cancer late in 
life are at risk of being under-treated, which is 
leading to worse breast cancer outcomes than 
among younger women, researchers suggest. 
They analysed data on the 9766 patients in 
the Tamoxifen Exemestane Adjuvant 
Multinational (TEAM) trial according to age at 
diagnosis, and found that, although the risk of 
dying from other causes was much higher in 
women over 75 than in younger patients, the 
risk of dying of breast cancer also increased 
with age. The results were presented at ECCO 
(Stockholm Sweden) in September 2011 
(Abstract # 5015).  
 
The researchers, led by Christos 
Markopoulos (Athens University Medical 
School), concluded that women over 75 “are 
probably being under-treated as doctors think 
they will die from something else.”  

 
How firmly can you conclude that the increase in breast mortality with age is 
being caused by under-treatment?  
There could be many explanations for our findings. We couldn’t explore deficiencies in 
the immune system response among elderly patients, or different responses to 
treatment in our study but we explored all the parameters we could in a multivariable 
analysis – including tumour size, grade, lymph node status – along with country-
specific differences in the administration of therapies. We included the 3 types of 
treatment – surgery, chemotherapy, radiotherapy – also persistence on endocrine 
therapy for the first year, and we included parameters like receiving non randomised 
treatment.  Our results showed an increased risk of dying of breast cancer with 
increasing age.  
 
We then used a statistical model which takes into consideration both disease specific 
mortality and competing mortality. The finding was the same; we then re-confirmed it 
in relapse analyses. We are as sure as we can be that this is a real effect. In our study 
population, if an elderly woman with breast cancer survives from co-morbidities, she 
has a higher chance of dying from breast cancer than a younger patient, and the most 
plausible reason for this is under-treatment.  
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What were the country-specific differences?  
In some countries, radiotherapy was given or was not given without following the 
guidelines. There are multiple reasons for this. It could be that in some countries, like 
the UK, there are inadequate numbers of radiotherapy units. Or it could be that, 
among elderly women, the distance from the care home to the radiotherapy unit 
prohibits the process which lasts for almost a month. In Greece, an old lady living on 
an island might prefer to have a mastectomy without radiotherapy, because in order to 
have radiotherapy she would have to travel to Athens and stay in a hotel. Or someone 
needing chemotherapy might not be able to have it on the island, and would have to 
come to Athens every 3 weeks for treatment, which could be difficult. We included the 
country as a factor in the multivariable analysis. We can’t be 100% sure of the 
reasons why women did not receive the treatment they were randomised to, and my 
advice for future trials is to include data on co-morbidities or disabilities (which we 
didn’t have). We only know the numbers who did not receive radiotherapy or 
chemotherapy.  
 
Were you surprised by your results or did they confirm your expectations? 
We were not surprised that elderly women died more often from other causes, 
because this is the general perception, and we have seen it in observational studies. 
We were a bit surprised to find that disease-specific mortality also increases with age. 
The TEAM trial overall has a population with a good prognosis. All patients are 
hormone receptor positive; almost 50% are lymph-node positive but we’ve had a 
survival rate of over 90% in 5 years in the whole group. This is high and we started 
thinking that the general perception in the medical community that elderly women tend 
to do better because they have less aggressive disease is probably wrong.  
 
Why hasn’t this been studied before? 
The TEAM trial fortunately did not exclude elderly women, but this exclusion is 
common in clinical trials because researchers don’t want to ‘spoil’ a trial if they have to 
modify treatment because of side effects, for instance. Also the chance of dying of a 
co-morbidity in the over 75s is almost 7 times higher than dying from breast cancer, 
and these deaths reduce the statistical power of trials. But excluding elderly women 
from clinical trials means we’re now in a position where we have guidelines for young 
women, we have guidelines for every aspect of breast cancer, but we don’t have 
special guidelines for women over 75. Breast cancer is increasing with age due to 
changing demographics, and we will have more elderly women diagnosed with breast 
cancer in future.  
 
Are your results sufficiently strong to form the basis of guidelines?  
We couldn’t suggest guidelines, but we could suggest that the medical profession 
accepts that elderly women deserve adequate breast cancer treatment. We should 
take biological age into consideration – you can be 90 years old but have a biological 
age of 65.  A lot of co-morbidities can be dealt with very easily these days. We should 
be looking at the parameters of the disease and finding the best treatment. So if a 
woman needs chemotherapy, we should be wondering, ‘Is she strong enough for 
chemotherapy? Should I modify the dose? Do I have to use drugs with no serious side 
effects for the heart?’, but don’t say ‘She’s 80 years old, I’m not going to give 
chemotherapy; she is more likely to die from something else.’ That’s the point.   
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Do we need different kinds of statistics or trial design for research among 
elderly people? 
The first thing we have to do is to focus on this population, to start trials including 
those over 75 or over 70, to generate the data we need to create guidelines. I believe 
that through these trials our attitude towards treating elderly people will change. In the 
last few decades, we’ve had the specialism of geriatric oncology created, we have 
surgeons specialising in geriatric surgery and so on and a couple of medical journals 
focused on aging, the elderly, and so on. Things are changing and our results support 
the need to focus on the elderly population.  
 
Do young doctors find it difficult to relate to elderly patients? 
There can be a problem of communication between doctor and patient. I worked in 
London in the 1970s and set up a special clinic for the over 70s, where we ran a lot of 
clinical trials. In talking about surgery, I found that elderly women have a fear of the 
word “mastectomy”. Younger women don’t mind about type of therapy, they want to 
live, they have children, they have their whole life in front of them. But in the elderly, 
you have to be cautious with the words you use for what is going to happen. You 
should not lie, but you need to find the right words. They’re often afraid that they will 
not wake up after anaesthesia. Sometimes they asked me about the operation 
afterwards, because they couldn’t take in the information in advance when they were 
frightened. Communication can be different across Europe and between here and the 
States but part of oncology is trying to find how you have to behave towards each 
patient, meeting her needs and finding what information she can deal with. You have 
to be honest, but you don’t have to discuss things that very rarely happen. When we 
give hormone therapy – which we consider one of the easy treatments – we don’t 
have to start discussing cancer of the uterus with a 75 year old, or the 1% risk of deep 
vein thrombosis. It’s a matter of communication, which could be better taught in 
medical schools.  
 
You’d conclude that elderly are getting a raw deal in terms of breast cancer 
treatment? 
I would. One of the problems is that elderly people have the mistaken impression that 
they’re not susceptible to cancer anymore – which is exactly the opposite of the true 
situation. That’s one of our worst mistakes. We may tell the public on TV or radio, to 
have mammograms when they’re 40 or 50 but we rarely say that if you are 75, your 
chance of getting breast cancer is 5 times higher than a woman of 50. Elderly women 
don’t need mammograms every year but they should be examined. They are often 
surprised by the diagnosis, and then disappointed, or afraid that they are going to die. 
We’ve tried hard to change the perception of breast cancer over the last few years so 
that it’s thought of as a chronic disease. We’re trying to tell the population not to fear 
breast cancer, but to come early so that we can sort it out. Elderly women need to 
know that they are at risk too.  
 
Interview by Helen Saul 




