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life expectancy:  40yrs 1900 

        80yrs 2000 

>60yr subjects increase at a 1% rate/yr 

geriatric population has tripled over of the 
last century 

1983-2003:  > 65yrs x 2 
   > 85yrs x 4 



In the next 50 years: 
 

>65yr old will double 
 

2 people of working age for 
each person >65yr 

(compared to the 4 as of today) 



healthy life yrs at birth - EU 



healthy life yrs at age 65 - EU 



Increased life expectancy 

http://www.worldmapper.org/index.html 

China has the largest elderly 
population (92 millions) 



geriatric patients ARE different 
cognitive impairment    50% 

incontinence     47% 

need help with feeding   49% 

need major help with transfer  44% 

delirium       27% 

major depression     24% 

delusions          8% 

agitated/aggressive        9% 
BMJ 2012;344:12 



Cancer Incidence with Age – UK Figures 

http://info.cancerresearchuk.org/cancerstats/ 



Age-specific Gastric ca. - UK 



Age-specific Kidney ca. - UK 



Age-specific Pancreatic ca. - Japan 



Age-specific Colon ca. - Japan 



With the exception of cervical ca. all 
cancers prevail in the elderly population 



Estimated risk of developing 
breast cancer by age 

Risk up to age 25: 1 in 15,000 
Risk up to age 30: 1 in 1,900 
Risk up to age 40: 1 in 200 
Risk up to age 50: 1 in 50 
Risk up to age 60: 1 in 23 
Risk up to age 70: 1 in 15 
Risk up to age 80: 1 in 11 
Risk up to age 85: 1 in 10 



morphology 

<40 40-54 55-64 65-74 >75 

ductal 81.9 71.9 71.1 70.7 73.8 

lobular 4.4 11.4 12.6 15.0 13.6 

mixed 4.0 3.8 3.8 4.0 6.0 

grade 

<40 40-54 55-64 65-74 >75 

1 6.2 15.7 16.1 15.9 13.8 

2 39.9 49.1 52.5 55.9 57.3 

3 46.6 29.8 27.1 24.6 26.4 



stage 

<40 40-54 55-64 65-74 >75 

In situ 9.1 13.5 12.8 10.5 6.5 

I 35.5 38.6 42.8 42.9 30.6 

II 34.5 31.1 29.0 30.3 37.5 

III 12.8 10.5 9.6 10.2 13.8 

IV 1.8 1.6 1.7 2.0 2.4 



ER/PR status 

<40 40-54 55-64 65-74 >75 

positive 65.5 80.3 82.0 84.4 84.6 

negative 30.1 16.1 15.1 13.3 13.3 



5-year Relative Survival in England & Greater 
Manchester
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Breast Cancer Women >75 years are less likely 
to receive: 

 

• axillary dissection (84% vs. 93%, P = 0.0003) 

• radiotherapy (40% vs. 54%, P = 0.0003) 

• surgery (71% vs. 84%, P < 0.0001) 

• chemotherapy (9% vs. 28%, P < 0.0001) 

• guideline therapy (31% vs. 54%, P < 0.0001) 

Owusu C. Breast Cancer Res Treat 2007 



No Level I evidence 

Limited retrospective data 

Extrapolation from younger 
series 

No RTC on older women 



Under-representation of elderly 
patients into surgical trials 

For BC the accrual is 18% in Canada (NCIC) 
and 9% in the US (SWOG). 



The greatest impediment to enrolling 
older women on clinical trials is 

physicians’ perceptions about age 
and tolerance of toxicity 



Under-representation of elderly 
patients into surgical trials 

Stewart JH Ann Surg Oncol 2007 



TEAM trial: 9,766 postmenopausal 
stage I-III, ER+/PR+ women  

few comorbidities 
higher socio-economical status 

smaller tumours 
lower grade 

 
 BC participants into trials >75yrs are 

not representative of the elderly 
general population 



GO SAFE Study 
Geriatric Oncology Surgical Assessment  

and Functional rEcovery after Surgery 
 

@GOSAFEstudy 
 

Multicenter international observational explorative prospective cohort study 

  



INCLUSION CRITERIA 
- patients ≥75year old 
- solid tumours 
- elective surgery 
 

 

SECONDARY END POINTS 
-  postoperative morbidity and mortality 
-  mortality at 3 and 12 months after surgery 
-  Quality of Life at 3 and 12 months 
-  Identification of prognostic factors for 

functional recovery after surgery 

PRIMARY END POINT 
postop functional recovery 3 and 12months 

STUDY DESIGN 



Long-term outcomes: 
   
  still missing (discharge, 1-month) 

  1-year outcomes ? 
  long-term quality of life ? 
  return to the community ? 



EURECCA-EUSOMA 
Available for analysis: N = 41,871 patients  

– Data from 27 units – 7 countries (2003-2012) 

Selection for analyses: invasive, non-
metastatic, surgical treatment 

– Based on pTNM stage (clinical stage used if 
pT/pN missing) 

–  Exclusion: 
• 4779 in situ 
• 774 metastasized 
• 2106 missing stage 
• 653 treatment unknown 

– N = 33,559 
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age distribution 

mean age: 59.8 years 
SD 12.9 years 

5,5 
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13,1 

Age distribution 

<40 

40-54 

55-64 

65-74 

75 and older 



 BCS + RT 

50,0% 

55,0% 

60,0% 

65,0% 

70,0% 

75,0% 

80,0% 

85,0% 

90,0% 

95,0% 

100,0% 

Breast Unit (ordered by % RT after BCS) 

Multivariable P < 0,001 

All units: 17,376 (88.6%) patients had RT 
 Range between units 72% - 97% 



BCS+RT 
age stratified 

74,0% 

76,0% 

78,0% 

80,0% 

82,0% 

84,0% 

86,0% 

88,0% 

90,0% 

92,0% 

<40 40-54 55-64 65-74 70+ 

Multivariable P for 
difference between 
units in the other age 
strata: 

<0.001 

No statistical 
difference between 
units for patients 
aged<40 (p = 0.99) 



“guidelines adherence” 
locoregional therapy 
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Multivariable P < 0,001 

 All units: 29,235 (85.5%) patients had guideline-
adherent locoregional treatment 

 Range between units 62%-96% 



“guidelines adherence” 
age-stratified 

76,0% 

78,0% 

80,0% 

82,0% 

84,0% 

86,0% 

88,0% 

90,0% 

<40 40-54 55-64 65-74 75+ 

Multivariable P 
for difference 
between units in 
each age 
stratum: 
 

<0.001 



BC - therapeutic options by age group 

60-65yr 66-70yr 71-75yr 76-80yr 82-85yr >85yr 

Surgery 89.3% 86.6% 84.9% 75.8% 54.5% 26.2% 

RT 88.9% 86.6% 85.0% 78.2% 69.1% 11.0% 

CT 33.2% 23.7% 15.1% 7.6% 2.8% 1.0% 

Treatment 
for ER- 

96.5% 98.4% 94.6% 93.9% 91.3% 64.7% 
 

Unpublished data NW England 



Tam, an anti-oestrogen drug... 

Treatment well tolerated 

The cancer would shrink or fail to 
progress in 80% women 

TAM became a standard treatment for 
BC in the elderly: 

      42% pts >70yrs 

      55% pts >80yrs 



Adjuvant! Online not accurate in 
predicting survival and recurrence 

in older women with BC 



Geographical Variations 
1995-2005    Stage I-II 

NO surgery 



Geographical Variations 

NO axillary surgery 



Geographical Variations 

relative survival 



NO surgery 
Less surgery in the Netherland over the 
last 15 years 



NO surgery 
More PET in the Netherland over the 
last 15 years 



NO surgery 
No decreased overall- and relative-
survival 



1998-2005 
stage I-II BC 

>65yr 
 

16 SEER registries 
251,240 patients 

ALND for older patients with SLN+ breast 
cancer not associated with 5-yr overall 

& relative Survival 





Overall Survival 
 

Surgery+ET vrs PET 



Local Disease Control 
  

Surgery+ET vrs PET 



When to use 

Primary Endocrine Therapy? 

1.  Converting mastectomy into BCS 

2.  Prehabilitation 

3.  Non-operable patients (???) 



Primary Endocrine Therapy 

Compliance is ~ 50% 

Resistance to TAM (up to 50%) 

Duration of response 2-3 years 



Primary Endocrine Therapy 

Appropriate treatment when life 
expectancy <2-3years 

Age 0 10 20 30 40 50 60 70 80 
L.E. 75.7 66.3 56.7 47.3 38.0 29.1 20.9 13.7 8.1 



Surgery 



Surgery: 1st choice treatment 

High success rate 

limited complications 

mortality 1-2/1,000 cases 

Not-operable? (!!!)  



Surgery to the breast 

feasibility of RT “social” mastectomy 

not “evidence based”: Fisher & Veronesi 

?? Mastectomy ??? Lumpectomy ?? 

patient’s request cosmetics 

safe margins & 20-30% breast volume 



Cosmetic Surgery 

autologous tissue reconstruction 

safe & feasible 

Breast Reconstruction 

reconstruction to be offered 

improved QoL 



DSS for axillary surgery vs not 



SLNB 

morbidity of axillary 
dissection… ? 

axillary recurrence: “a 
surgical failure” 

Tailored Breast Surgery 

low axillary sampling 



Axillary surgery   Y/N 

Z0011: non-inferiority in 
omitting ALND in SLN+ pts 

No difference in local/
distant recurrence and OS 



go-go 

slow-go 

no-go 
 



fit – vulnerable - frail 



Definition of frailty is crucial in: 

Designing Clinical Studies/Trials 

Consenting patient 

Individualising treatment 

Predicting outcome 

Comparing series 



Patient’s preference (?) 

Communication 
free/informed choice 

misinformation & 
misconception may: 

• limit treatment options 
• impact on survival 



breast sparing 
mastectomy 
reconstruction 

Tailored Breast Surgery 

no drain 
early discharge 

day case surgery 
patient’s consenting? 

decision-making? 

SLNB 
axillary sampling 
axillary dissection 



Key points 

Surgery is the first 
option: it is feasible and 
mortality is inexistent 

Awareness 

Phase IV Trials 

Active multimodal 
treatment to be 

considered at all times 



“Geriatric oncology: 
a multidisciplinary approach in a global environment” 

SAVE THE DATE & JOIN US IN MILAN | www.siog.org


