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Abstract
Purpose of Review Breast cancer incidence and mortality increase with age. Older patients (≥ 70) are often excluded from
studies. Due to multiple factors, it is unclear whether this population is best-treated using standard guidelines. Here, we review
surgical management in older women with breast cancer.
Recent Findings Geriatric assessments can guide treatment recommendations and aid in predicting survival and quality of life.
Surgery remains a principal component of breast cancer treatment in older patients, though differences exist compared with
younger women, including higher mastectomy rates and evidence-based support of omission of post-lumpectomy radiation or
axillary dissection in subsets of patients. In those forgoing surgical management, there is increased use of endocrine therapy.
Hospice is also a valuable element of end-of-life care.
Summary Physicians should utilize geriatric assessment to make treatment recommendations for older breast cancer patients,
including omission of radiation therapy, alterations to standard surgeries, or enrollment in hospice care.
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Introduction

Breast cancer is the most commonly diagnosed cancer in
women and is the second leading cause of cancer-related
mortality in the USA. The risk of breast cancer increases
with age, as women aged ≥ 70 account for 53% of new
diagnoses and 47% of breast cancer deaths [1]. This find-
ing will likely rise with an aging population. Despite the
rising incidence, breast cancer research is more often fo-
cused on younger populations, leading to a paucity of data
and recommendations regarding breast cancer treatment in
older patients.

Differences in diagnostic methods, tumor characteristics,
and therapies exist between younger and older patients due
to a multitude of factors. Compared with their younger coun-
terparts, older women are more likely to be diagnosed on
physical exam than with imaging and typically present with
larger tumors. However, their tumors are more likely to be low
grade and hormone sensitive [2, 3]. These differences in tumor
characteristics, as well as patient comorbidities, are taken into
account when planning treatment. Ultimately, these factors
may account for alterations in treatment patterns in older
women compared with the general population. Lower rates
of surgery, radiation therapy, and chemotherapy are reported
in older versus younger women [4, 5]. Due to lack of enroll-
ment of older adults in clinical trials [6], it is difficult to con-
clude whether less aggressive treatment in older women is
warranted, and whether differences in treatment patterns cor-
relate with survival outcomes in this population.

With an aging population and rising incidence of breast
cancer, it is important to understand the optimal treatment
for older breast cancer patients. Here, we outline the consid-
erations in determining surgical treatment for breast cancer in
older patients including assessment of functional status, con-
siderations in providing surgical therapy, and options for non-
surgical treatment.
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Assessing Functional Status

While decisions regarding treatment of breast cancer are typ-
ically based upon clinical characteristics, treatments in older
women may be impacted by comorbidities, end-of-life care,
and patient wishes. Because of the potential for over- or under-
treating patients if treatments are based upon age alone, the
Society of Geriatric Oncology has supported the use of geri-
atric assessment in the workup and care of geriatric oncology
patients [7, 8]. A multitude of geriatric-specific and preopera-
tive assessments can be used to evaluate the functional status
of patients prior to choosing treatments. Here, we discuss three
commonly used strategies applicable to older cancer patients.

Comprehensive Geriatric Assessment

The comprehensive geriatric assessment (CGA) is a multidi-
mensional process for fully evaluating an older patient’s health,
utilizing the expertise of several specialists in a team-based set-
ting and using validated tools from multiple modalities to create
a comprehensive picture of the patient’s status, including phys-
ical and mental health, functional status, and social environment
[9–12]. This assessment contrasts with the routine assessment of
an older patient by an individual physician using history and
physical exam to assess general health status [7]. CGAprograms
exist primarily in hospital settings, as resources and specialist
availability limit their expansion to lower resource settings [7].
Core components of CGA include functional status, psychoso-
cial information, cognitive function, nutrition, and medications
[11], but approaches used for assessmentmay differ by program.
CGA elements used in studies discussed in this review are sum-
marized in Table 1, although there are many other approaches to
CGA dependent on the program. CGA is a valuable approach
for understanding the potential for treatment toxicity and estima-
tion of survival and quality of life, which can assist in selecting
the best treatment plan for individual patients. Poor results in
multiple geriatric assessment measures are associated with
worse outcomes in older breast cancer patients, independent of
disease characteristics and patient age [13].

CGA has been validated for applications in many special-
ties, including oncology [7]. In one study, breast cancer pa-
tients ≥ 70 were evaluated after diagnosis and surgical plan-
ning using CGA. Completion of CGA identified factors in-
cluding comorbidities, polypharmacy, and decline in mobility
that were more often present in patients who did not receive
surgery for their breast cancer [14]. Another retrospective
study of women ≥ 70 with invasive breast cancer used eight
assessment tools in line with the CGA, including measures of
performance status, activities of daily living, comorbidities,
and cognitive status, and qualified patients as “fit” if they
had a normal result for seven of the eight tools. More “fit”
than “unfit” patients received breast surgery, axillary surgery,
and chemotherapy, again demonstrating that CGA identifies

factors important to establish surgical candidacy and qualifi-
cation for other treatments [15•]. The valuable information
obtained with a CGA and ease of application in the breast
oncology setting demonstrates the value in using this strategy
in treatment planning for individual patients.

Preoperative Assessment of Cancer in the Elderly

The preoperative assessment of cancer in the elderly (PACE)
provides an oncology-specific application of CGAwith addition-
al elements, including American Society of Anesthesiologists
(ASA) grade, measure of performance status (Eastern
Cooperative Oncology Group Performance Status—ECOG-
PS), and assessment of fatigue (Brief Fatigue Inventory—BFI)
to accurately assess candidacy for surgery specifically in the
older population [16, 17] (complete list in Table 1). Themeasures
included in PACE have been shown to correlate with increased
length of stay and mortality and are valuable for a targeted as-
sessment of health prior to cancer treatment [16, 17]. In the
setting of evaluating surgical candidacy in older breast cancer
patients, PACE proves an effective use of resources to predict
tolerance of surgery.

Frailty Assessment

Frailty, whose definition includes elements of weight loss, ex-
haustion, weakness, and declines in physical activity, increases
with age. There is a higher risk of mortality in those who are
classified as frail compared with those who are not [18]. In a
cohort of women ≥ 65 with stage I–III invasive breast cancer, a
significant difference was found in overall mortality in patients
categorized as “frail” comparedwith “robust.” This study com-
pared the breast cancer-specific mortality associated with frail-
ty as similar to mortality associated with node-positive cancer
[19]. Current research is being conducted regarding the mea-
surement of frailty biomarkers to better define these categori-
zations [20, 21]. The impact of frailty is significant, and prop-
erly identifying frail patients prior to treatment planning is
valuable in reducing morbidity and mortality.

Use of geriatric assessment tools is imperative in evaluat-
ing a patient’s functional status when undergoing preoperative
workup with older patients. Understanding variables
impacting a patient’s functional status and overall health are
important to predicting surgical candidacy and potential treat-
ment toxicity. Complete assessment of factors impacting sur-
vival and quality of life is important when making decisions
regarding surgical interventions.

Surgical Procedures

Surgical management remains a routine element of breast can-
cer care as it is a potentially curative treatment strategy. Studies
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have revealed lower rates of surgical therapy in older women
[22•], despite the validation of surgery’s utility in this popula-
tion [23–25]. The International Society of Geriatric Oncology
(SIOG) recommends offering the same surgery to older pa-
tients as younger patients [8]. However, it has been shown that
the risk of complication increases with age, peaking at age 85
[26]. Here, we explore the changing trends in surgical proce-
dures for older women with breast cancer.

Lumpectomy

It has been reported that older women have been less likely to
receive lumpectomy compared with mastectomy or non-
operative treatment [4]. However, other studies have shown
rates of lumpectomy to be similar to those in younger popula-
tions [27, 28••]. One study using Surveillance, Epidemiology,

and End Results (SEER)-Medicare data from 1998 to 2009
found that 66.5% of women ≥ 70 with early stage cancer re-
ceived breast-conserving surgery, and these patients demon-
strated an improved cancer-specific survival compared with
those who received mastectomy [28••].

While the landmark NASBP B-06 trial established lump-
ectomy with irradiation an equivalent therapy to mastectomy
[29], more recent studies have shown adjuvant therapies may
be excluded in older women with no impact on survival. In
2004, the Cancer and Leukemia Group B (CALGB) 9343
randomized study was published, which examined the use of
whole breast radiation in women ≥ 70 with clinical stage I,
estrogen receptor-positive, clinically node-negative breast
cancer. Patients received lumpectomy and tamoxifen and were
randomized to omission or receipt of adjuvant whole breast
radiation therapy. While radiation improved local control, it

Table 1 Elements of geriatric assessments in studies discussed

Comprehensive geriatric assessment (CGA)

CGA elements Clough-Gorr et al. [13] Parks et al. [14] Okonji et al. [15]

Socioeconomic -Race, education, marital
status, analysis of finances

-Education, marital status, who lives at
home, employment status, age, ethnicity

–

Clinical/functional status -Self-rated health status by interview
-Physician rated health status
-BMI
-10-item physical function index

of the MOS Short Form-36

-ADL
-IADL
-Karnofsky self-reported performance

rating scale
-Number of falls in last 6 months
-Total number of medications
-Unintentional weight loss in last 6 months
-Medical characteristics (cancer type/stage,

chemotherapy regimen)
-TUG
-BMI

-ECOG-PS
-ADL
-IADL
-VES-13
-ASA grade

Comorbidity -CCI -Physical health section—subset
of the OARS

-G8 Score
-CCI
-Clinical information

from patient’s general
practitioner

Cognitive status – -BOMC -6-CIT

Psychosocial -MHI5
-MOS-SSS

-HADS
-MOS Social Activity Limitations Measure
-MOS-SSS

Preoperative assessment of cancer in the elderly (PACE)

PACE elements Pope et al. [16] Audisio et al. [17]

-SIC
-MMS
-ADL
-IADL
-GDS
-BFI
-ECOG-PS
-ASA grade

-SIC
-MMS
-ADL
-IADL
-GDS
-BFI
-ECOG-PS
-ASA grade

Abbreviations: 6-CIT 6-Cognitive Impairment Test, ADLActivities of Daily Living, ASAAmerican Society of Anesthesiologists, BMI body mass index,
BFI brief fatigue inventory, BOMC Blessed Orientation Memory-Concentration test, CCI Charlson Comorbidity Index, ECOG-PS Eastern Cooperative
Oncology Group Performance Status,GDS geriatric depression scale,HADS hospital anxiety and depression scale, IADL instrumental activities of daily
living,MHI5 5-itemmental health index, fromMedical Outcomes Survey short form,MMSMini-mental state inventory,MOSMedical Outcomes Study,
MOS-SSSMedical Outcomes Study Social Support Scale,OARSOlder American Resources and Services, SIC Satariano’s index of comorbidities, TUG
Timed “up and go,” VES-13 Vulnerable Elders Survey
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had no impact on overall survival, even after 10 years of
follow-up [30, 31]. The PRIME II study examined women
≥ 65 with early stage breast cancer (hormone receptor-posi-
tive, axillary node-negative, tumors ≤ 3 cm) who received
lumpectomy and adjuvant endocrine therapy. Women were
randomized to receive or omit whole breast radiation, and
again, there was a local control benefit, but no survival benefit,
to providing radiation therapy after lumpectomy [32]. Both
studies found that in long-term follow-up, most deaths were
due to comorbidities other than breast cancer, supporting the
omission of radiotherapy in an attempt to reduce treatment
burden in some older women, with minimal survival impact.

Despite changes in treatment guidelines reflecting these
results [33, 34], debate exists regarding whether these changes
have been implemented in clinical practice. Multiple database
studies have shown only a mild reduction in radiotherapy use
after the publication of CALGB 9343. A SEER analysis in the
years surrounding CALGB 9343 publication (2001–2007)
demonstrated a minor but non-significant decrease in radio-
therapy administration in the years following publication [35].
A recent single-institution study reported two-thirds women
who would qualify for the omission of radiation were treated
with radiotherapy despite these changes in clinical guidelines
[36••]. A population-based study of cancer centers in British
Columbia found no significant change in adjuvant radiother-
apy rates following the publication of CALGB 9343 [37].
There is a speculation that these results may be difficult to
integrate into clinical practice, as it is more challenging to omit
treatment in accordance with new data rather than add to a
treatment plan [38]. Alternatively, some older womenmay opt
for radiotherapy for the local control benefit despite no evi-
dence for improved survival, in accordance with CALGB
9343 [30, 31] and PRIME II [32] results. Further study of
the integration of CALGB 9343 and PRIME II results into
clinical practice is necessary. It will also be important to ex-
amine long-term survival and quality of life issues in the con-
text of these studies.

Mastectomy

Mastectomy may be a preferred operation in the setting of
multicentric disease, increased tumor size, advanced cancer,
or due to patient preference [39]. Some studies have found as
women age, they are more often treated with mastectomy
compared with other therapies [3, 39, 40], regardless of tumor
size [39], and despite increased risk of post-operative compli-
cations [26]. In a survey of surgical, medical, and radiation
oncologists regarding treatment choices, oncologists were
more likely to recommend mastectomy for a woman aged
84 compared with a 76-year-old woman with the same disease
characteristics [41]. A study of SEER-Medicare data on pa-
tients aged 70 and over found mastectomy was more often
performed in patients with larger tumor size, higher stage

disease, and clinically positive lymph nodes. There was no
difference in comorbidities or functional status noted in those
who received breast-conserving surgery compared with mas-
tectomy [28••], suggesting the choice to pursue mastectomy is
often based upon disease-specific factors. The finding that
those with more aggressive tumors and more advanced dis-
ease are more likely to receive mastectomy may explain po-
tential survival discrepancies between those who receive
breast-conserving surgery compared with mastectomy [28••].
In the same study, when controlled for factors including co-
morbidities and functional status, there was no survival differ-
ence between breast-conserving surgery and mastectomy
groups [28••], indicating any preference for mastectomy can-
not be fully explained by the patient’s health and is more likely
due to disease-specific factors and/or patient preference. A
survey of women of various ages who underwent mastectomy
for breast cancer demonstrated women aged 50 and over iden-
tified the same reasons for mastectomy preference compared
with women under 50, including perceptions of reduced re-
currence, improved survival, and avoidance of radiation with
mastectomy compared with lumpectomy [42]. While patient
preference is an important element of shared decision-making,
these results identify a potential lack of education in patients
regarding evidence-based surgical management. There may
also be an element of surgeon bias toward mastectomy, as
the patient will usually not require adjuvant radiation.
However, the addition of radiation with a lumpectomy in cer-
tain older populations does not improve survival and as pre-
viously discussed, may be omitted [30–32].

Included in patient preference regarding surgical manage-
ment is a woman’s desire for breast reconstruction following
mastectomy. Reconstruction after mastectomy is often
overlooked in older patients, and age alone has been shown
to be a factor in decreased use of immediate breast reconstruc-
tion [43–45]. A SEER-Medicare study found a 6% overall rate
of breast reconstruction in patients ≥ 65, identifying disparities
based upon age and institution. Hospitals with higher rates of
reconstruction were more likely to serve younger, healthier
patients, and the likelihood of receiving reconstruction after
mastectomy decreased with age [44]. An analysis of the
National Cancer Database (NCDB) data found 11% of pa-
tients ≥ 65 who received mastectomy had immediate recon-
struction and increasing rates of reconstruction in this popula-
tion each year of the study period (2004–2012) [46•]. Lower
rates of reconstruction were found with increasing patient age,
more comorbidities, and among those who received treatment
at community cancer centers [46•]. These studies reveal a
disparity in reconstruction options for older women, especial-
ly those treated at smaller hospitals. These findings highlight
the importance of education for surgeons regarding the surgi-
cal management of older patients, as well as informed discus-
sion and decision-making between surgeons and patients for
surgical planning.

69 Page 4 of 9 Curr Oncol Rep (2019) 21: 69



While overall mastectomy rates are decreasing for early
stage breast cancer in favor of breast conservation therapy
[47], further exploration into trends specifically among older
patients is necessary. Considerations including patient func-
tional status, disease characteristics, and life expectancy are
necessary when making surgical decisions. Anticipated cos-
metic results and patient preferences after proper education
should hold equal weight when discussing options with pa-
tients and choosing appropriate therapies.

Axilla

An essential component of the surgical treatment of breast
cancer is assessment of the axilla, including sentinel node
biopsy and axillary dissection, for both staging and treatment.
For several years, omission of axillary surgery in older women
has been explored as a strategy to decrease surgical morbidity
in this population. A clinical trial of Italian patients ≥ 70 with
clinically node-negative invasive breast cancer who received
lumpectomy randomized women to no axillary surgery or
completion axillary dissection. This study found no survival
advantage to axillary dissection, with up to 15 years follow-up
[48]. Subsequently, the Society of Surgical Oncology
Choosing Wisely guidelines were published in 2016 to in-
clude omission of axillary staging in patients ≥ 70 with early
stage hormone receptor-positive cancer who are clinically
node negative [33]. The validity of this guideline and the
findings of prior studies have been supported in multiple sub-
sequent investigations [49, 50]. These studies have demon-
strated the integration of these recommendations into clinical
practice, revealing increased likelihood of omission of axillary
surgery with increasing age in older women [51].

One argument for the omission of axillary surgery is that
the results of axillary investigation in early stage, clinically
node-negative cancer are unlikely to change further manage-
ment in older women. However, a study using NCDB data
found higher rates of adjuvant treatment for those who had
received nodal surgery, as well as an overall survival advan-
tage for those who received nodal surgery [52]. This finding
suggests the importance of offering axillary surgery in cases
where axillary staging may influence further treatment. For
example, if a patient refuses to receive chemotherapy regard-
less of axillary nodal status, then there is no benefit to axillary
surgery for this patient. While omission of axillary staging
may improve morbidity, debate continues to exist whether
omission of nodal surgery may lead to undertreatment and
subsequent decreases in survival in the older population.
However, it remains clear in those with positive nodes on
clinical evaluation; adequate axillary surgery to prevent dis-
ease progression remains the standard of care [8].

The relatively recent updates to classical patterns of surgi-
cal therapy for breast cancer in older women have opened
doors to alternative treatment strategies in this population.

Assessment of functional status and surgical candidacy, as
well as predicted life expectancy and analysis of comorbidi-
ties, is important when making decisions for surgery to pro-
vide the best outcomes.

Nonsurgical Treatment

While rates of primary surgical therapy remain high in this
population [53•], options remain for those who may choose
to forgo surgical management or who are not surgical candi-
dates. The use of primary nonsurgical therapy, including en-
docrine therapy and forgoing treatment altogether, is increas-
ing [53•]. Non-operative therapy is more likely to be chosen in
those with significant comorbidities or higher stage disease,
who are likely not surgical candidates [53•]. A single-
institution study of breast cancer patients age 80 and over
found a higher mean age (90) in patients who did not receive
surgery compared with those who did (84), and lower age was
the only predictor of treatment with surgery. Tumor stage and
grade were similar in both groups, but 100% of tumors in the
nonsurgical group were hormone sensitive [54•]. Patients may
choose to forgo surgery due to perceptions of decreased mor-
bidity or life expectancy. However, in a study of breast cancer
patients ≥ 70, no difference in quality of life was found be-
tween those who received surgery for their cancer and those
who did not, both 6 weeks and 6 months after diagnosis [14],
indicating informed decisions regarding treatment modality
are important for maintaining quality of life. Here, we discuss
primary endocrine therapy in place of surgical management,
as well as hospice for those who have no desire or qualifica-
tion for treatment.

Endocrine Therapy

The International Society of Geriatric Oncology (SIOG) and
European Society of Breast Cancer Specialists (EUSOMA)
updated recommendations in 2012 to endorse the use of pri-
mary endocrine therapy, tamoxifen or an aromatase inhibitor
(AI), for patients with hormone receptor-positive tumors who
have short life expectancy or who are unfit for or refusing
surgery [8]. In patients with strongly receptor-positive disease,
endocrine therapy can significantly reduce tumor burden, al-
beit at a slower pace than with chemotherapy. These recom-
mendations were modeled after results from a 2007 Cochrane
review identifying surgery to be superior to endocrine therapy
in local control, with no impact in overall survival in patients
who received primary endocrine therapy compared with sur-
gical management [55]. These recommendations have been
reflected in clinical practice, as a German study found older
women with hormone receptor-positive tumors are more like-
ly to receive endocrine therapy only compared with younger
counterparts, and this finding was more common in the
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palliative care setting [56]. An NCDB analysis found that in
octogenarians who did not undergo primary surgical manage-
ment, 50% received endocrine therapy only [53•]. This anal-
ysis documented increasing rates of primary endocrine man-
agement from 2004 to 2012 [53•], indicating this treatment
strategy is rising in popularity as a therapeutic option for older
patients. A study of women ≥ 75 who received hormone ther-
apy without surgery, despite being surgical candidates, identi-
fied reasons for primary endocrine therapy to include age,
higher comorbidities, and patient choice [57].

In situations where endocrine therapy is used as the only
treatment for a patient’s cancer, adherence must be ensured
to guarantee proper disease management. A Taiwanese
study of adherence to adjuvant endocrine therapy in pa-
tients ≥ 70 found while 56.7% of patients were willing to
initiate endocrine therapy, only 49.4% of patients complet-
ed their treatment and noted improved adherence rates in
those who switched from tamoxifen to an aromatase inhib-
itor [58]. A systematic review of breast cancer studies on
general treatment non-adherence found factors associated
with non-adherence to include age, therapy-related side
effects, socio-economic factors, and health system-related
factors [59], indicating the difficulty in identifying specific
reasons for patient non-compliance. In general, endocrine
therapy has been found to have lower rates of non-
adherence compared with chemotherapy, likely due to less
intense side effects. However, because of a lack of data on
the use of primary or palliative endocrine therapy in older
women, it is not clear how applicable these findings are to
this population.

Aromatase inhibitors are the preferred treatment over ta-
moxifen in postmenopausal women [60]. The 2005 ATAC
(Arimidex, Tamoxifen, Alone or in Combination) trial dem-
onstrated improved disease-free survival with Arimidex
(anastrozole) compared with tamoxifen as adjuvant treatment
in postmenopausal women [61], and the BIG 1-98 trial in
2008 found improved disease-free survival with letrozole
compared with tamoxifen in older women [62]. A study of
488 women from the UK with ER-positive early stage breast
cancer undergoing primary endocrine therapy, 96% of whom
received an aromatase inhibitor, concluded primary endocrine
therapy is best-suited for older women with high comorbidi-
ties. They noted that those with longer life expectancy are
more likely to experience treatment failure and subsequent
disease progression leading to death, metastatic disease, or
further action to control advanced disease [63•]. The lack of
data regarding this treatment strategy continues to be a limit-
ing factor. When making decisions regarding endocrine ther-
apy, older women are often placed in the same category as
postmenopausal women, which encompasses a much wider
age range includingwomen of significantly differing function-
al status, comorbidity profile, life expectancy, and treatment
preferences.

Hospice

In the final stages of life, patients may elect to forgo further
treatment and enroll in hospice care for comfort and support.
Hospice should be a logical step for those with advanced
disease and significant comorbidities contributing to limited
life expectancy [56]. However, an under-utilization of hospice
has been found, particularly in older cancer patients, and this
has been demonstrated in geriatric oncology. In a Swedish
study, hospice under-utilization was connected to a lower
quality of life in older cancer patients, likely explained by poor
communication regarding imminent death due to multiple co-
morbidities and confounding factors contributing to end of life
[64]. A single-institution study of patients with metastatic
breast cancer found a higher proportion of patients over 65
with death due to breast cancer treated without hospice com-
pared with those who did receive hospice [65]. Additionally,
late enrollment in hospice care has also been reported. A
SEER analysis of patients who died of breast, lung, prostate,
or colorectal cancer over a 5-year period found advanced age
was associated with increased hospice use, although there was
lower likelihood to pursue hospice care for breast cancer pa-
tients compared with other cancers. Approximately 51% of
breast cancer patients received hospice care in their last year
of life, and for 17%, this was only in the last 3 days of life [66].
Late enrollment in hospice care has been found in other anal-
yses, including a SEER-Medicare analysis of patients ≥ 65
who died with metastatic breast cancer demonstrating 69%
of patients enrolled in hospice, but 11% of those were in the
last 3 days of life [67]. Aggressive end-of-life care has been
identified in these settings as well. In the same study, 35% of
those receiving hospice received care in the emergency de-
partment or intensive care unit or were hospitalized in the last
30 days of life [67]. Another SEER analysis of women ≥ 66
who died from metastatic breast cancer identified approxi-
mately 60% of patients received aggressive end-of-life care,
and those who were treated aggressively were less likely to be
enrolled in hospice [68]. It is clear that appropriate timing of
hospice enrollment is important in preventing unnecessary
treatment in end-of-life care, and further efforts in education
and family communication are necessary in providing this
valuable element of care.

Conclusions

Breast cancer is a disease of older women, and proper under-
standing of treatment patterns and outcomes in older women
is necessary for their appropriate management. Of greatest
importance is consideration of treatment options based on
assessment of functional status rather than age alone, which
may be accomplished with a full comprehensive geriatric as-
sessment (CGA) or a focused assessment using elements of a
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CGA for a streamlined and surgical-focused evaluation.
Though studies have shown older women are less likely to
receive standard care compared with younger women, treat-
ment patterns and recommendations for breast surgery remain
in line with general recommendations. Specifics of breast-
conserving surgery and approach to the axilla differ, as recent
studies have supported the omission of axillary surgery and
post-lumpectomy radiation in subsets of older women. Further
work may expand the populations eligible for omission of
treatments with no impact on survival. This may also include
analysis of primary endocrine therapy in older women who
may not benefit from surgical treatment. In those for whom
surgery is not an option, proper understanding of hospice can-
didacy is important in preventing excessive medical care at the
end of life. Ongoing study of management and treatment pat-
terns in older women is necessary to optimize outcomes in this
population.
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