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ABSTRACT

Aim: This study examined treatment and survival among women with locally advanced breast cancer
(LABC) through comparative analyses of women >70 years and those <70 years. The primary end-
point was surgery with curative intention following neoadjuvant therapy. Secondary endpoints were
3-year disease free survival (DFS), overall survival (OS), response rates, and adherence to treat-
ment guidelines.

Methods: Patients diagnosed and treated for LABC between 2010 and 2019 at Odense University
Hospital, Denmark, were eligible. Surgical information was dichotomized into surgery and no surgery
for patients >70 years and <70 years, and treatment response was extracted from scan and pathology
reports. Adherence to treatment guidelines was registered for the initiated neoadjuvant treatment,
and 3-year OS and DFS were estimated using Kaplan-Meier and Log-rank-test.

Results: Of 210 women, 57/102 (55.9%) of those >70 years received surgery with curative intent com-
pared with 103/108 (95.4%) of those <70 years. The main reason for omitting surgery was the
patient’s request. Fewer women >70 years received neoadjuvant therapy according to guidelines com-
pared with their younger counterparts (63.7% versus 98.1%, p <0.001), but treatment response for
women who underwent surgery was similar in both groups. A non-significant difference in 3-year DFS
and OS was observed between the groups. Three-year DFS was 80.5% and 73.3%, whereas 3-year OS
was 89.6% and 88.7% for patients >70 years and <70 years, respectively.

Conclusion: Among women with LABC, women >70 years were less likely to receive neoadjuvant
therapy according to guidelines. Only half of the patients >70 years reached the goal of surgery with
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curative intent, with no difference in 3-year OS and DFS between age groups.

Background

Breast cancer is the most common cancer in women world-
wide, representing nearly 12% of all cancer cases [1], with
approximately one-third of patients being diagnosed after
70 years of age [2,3]. The prognosis following breast cancer
is determined by various disease-related factors, patient char-
acteristics, and choice of treatment [4].

Although the group of older breast cancer patients is
increasing, these patients are often underrepresented in clin-
ical trials [3,5], with only 1-2% of patients enrolled being
more than 65 years [5,6]. This challenge contributes to the
scarcity of evidence-based treatment in older patients with
breast cancer, and treatment is consequently often based on
subgroup analyses and extrapolated based on younger
patients [7,8]. However, it is unknown whether such extrapo-
lation is appropriate, as the heterogeneity of the older popu-
lation is considerable, and breast cancer tumor biology
differs from that of younger patients [5]. Furthermore,
comorbidities leading to competing risks of non-breast can-
cer mortality and concomitant medication may interact with
treatment choices and impact survival [5,8]. It has been
suggested that non-adherence to treatment guidelines

contributes to the poorer survival seen among older patients
due to suboptimal care and inferior treatment than younger
patients [3,8,9].

Locally advanced breast cancer (LABC) is a subset of
breast cancer characterized as the most advanced tumors
without distant metastases [10]. It includes any T3/T4 tumors
and N2/N3 lymph node involvement [11,12]. According to
subtype, a multimodality treatment approach is required to
manage LABC, consisting of neoadjuvant*adjuvant chemo-
therapy, surgery, radiotherapy, + targeted therapies such as
endocrine therapy and human epidermal growth factor
receptor 2 (HER2)-directed treatments.

Although LABC is more common in older women, little
data exist on clinical characteristics, treatment outcomes, and
survival of these patients. Therefore, this study aimed to
examine treatment and survival among women with LABC.
Comparative analyses of patients 70 years or older and those
younger than 70 years were conducted, with the primary
endpoint being surgery with curative intention following
neoadjuvant therapy. The secondary endpoints were 3-year
disease-free survival (DFS), overall survival (OS), response
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rates, adherence to treatment guidelines, and reasons for
deviations from those.

Method

This retrospective cohort study was based on data from
women diagnosed with LABC between 1 January 2010 and
31 December 2019. They were treated at the Department of
Oncology, Odense University Hospital, Denmark, and identi-
fied through the Danish Breast Cancer Group (DBCG) data-
base [13] and the local treatment register.

Data collection and ethics

Baseline characteristics and information on neoadjuvant ther-
apy, treatment response, and surgery were collected from
medical records, pathology reports, and scan reports. Data
were stored in a secure Sharepoint database after approval
from the Danish Data Protection Agency (record no. 21/
12559) and the Region of Southern Denmark (record no. 21/
12084). Due to the observational study design with no inter-
vention for enrolled patients, the ethics committee waived
informed consent.

Measures for outcomes

For the primary outcome of surgery with curative intention
following neoadjuvant therapy, surgical information was
dichotomized into surgery and no surgery for patients
>70 years and <70 years [3,14,15].

Regarding secondary endpoints, the date of diagnosis was
defined as the date of the diagnostic biopsy, and OS was
defined as the time from diagnosis to death from any cause
[12]. DFS was defined as the time from surgery to the first
relapse (distant or local) or death for any reason [16].
Medical records were reviewed for information on death.

Treatment response was extracted from scan reports and
categorized as regression, no change (NC), and progression
(PD). The pathological complete response (pCR) rate was also
registered. As treatment response was not consistently eval-
uated by RECIST 1.1 criteria [17], regression was defined as
either partial response (PR) or complete response (CR), the
latter being assigned when no residual invasive cancer was
detected clinically or on preoperative imaging [18].

Guideline treatment was defined as the initiation of stand-
ard-of-care following current Danish guidelines [19] and
treatment alterations after the first and second evaluations
were registered. The first evaluation was performed after two
cycles of chemotherapy or approx. 3 months of endocrine
therapy, and the second evaluation was performed
before surgery.

Adherence to treatment guidelines was registered for the
initiated neoadjuvant treatment only. Three main reasons for
non-adherence to treatment guidelines were defined before
data extraction as patient’s request, age, or comorbidity [14].
Age indicated the treating physician’s convention of the
patient being too old/frail to benefit from neoadjuvant ther-
apy and surgery. The patient’s request reflected the patient
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perspective of treatment benefit, whereas comorbidity was
used in cases of comorbidities not complying with medical
treatment and/or surgery by a judgment of the treat-
ing oncologist.

Statistical analysis

Descriptive analysis was used to summarize data and was
reported as frequencies and percentages. Continuous varia-
bles were calculated using median and range. Categorical
data were compared according to age group (>70 years ver-
sus <70 years) using the y? test, excluding unknowns. The
significance level was set at 0.05. For patients receiving sur-
gery with curative intent, OS and DFS were visualized using
Kaplan-Meier plots with 3-year estimates for OS and DFS for
the two age groups (>70 vyears versus <70 vyears).
Kaplan—Meier curves were compared using the Log-rank test.
Statistical analyses were performed using GraphPad Prism
version 9. 1.1 (225) (GraphPad Software, San Diego, CA) and
Excel version 2105 (Microsoft 365, Redmond, WA).

Results

A total of 355 patients were eligible for the study, while 145
were subsequently excluded for different reasons, as shown
in Figure 1, resulting in 210 patients available for analysis. Of
those, 102 (48.6%) patients were 70 years or older and 108
(51.4%) patients were younger than 70 years.

Treatment data from DBCG and OUH 2010-2019

N =355
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Figure 1. A total of 355 women with LABC identified from the DBCG database
and treatment files of the Department of Oncology, OUH diagnosed between
2010 and 2019 and treated at OUH, Denmark. Dotted boxes indicate patients
excluded from the study. LABC: Locally advanced breast cancer; DBCG: Danish
Breast Cancer Cooperative Group; OUH: Odense University Hospital.
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Table 1. Baseline characteristics of women diagnosed with locally advanced breast cancer (N = 210).

All, N (%) Age <70 years, N (%) Age >70 years, N (%) p Value®
Total 210 108 102 -
Age, median (range), years 69 (27-94) 52 (27-69) 79 (70-94) -
Histology - - - 0.17
Invasive ductal carcinoma 164 (78.1) 89 (82.4) 75 (73.5) -
Invasive lobular carcinoma 24 (11.4) 12 (11.1) 12 (11.8) -
Other 19 (9.05) 6 (5.56) 13 (12.7) -
Unknown 3(1.43) 1(0.93) 2 (1.96) -
Grade of malignancy - - - 0.02
| 13 (6.19) 4 (3.70) 9 (8.82) -
Il 54 (25.7) 26 (24.1) 28 (27.5) -
1] 48 (22.9) 33 (30.6) 15 (14.7) -
Unknown 95 (45.2) 45 (41.7) 50 (49.0) -
ER status - - - <0.002
Negative 46 (21.9) 34 (31.5) 12 (11.8) -
1-9 % 8 (3.81) 5 (4.63) 3 (2.94) -
>10% 156 (74.3) 69 (63.9) 87 (85.3) -
Unknown - - - -
HER-2 status - - - 0.17
Negative 171 (81.4) 85 (78.7) 86 (84.3) -
Positive 37 (17.6) 23 (21.3) 14 (13.7) -
Unknown 2 (0.95) - 2 (1.96) -
Tumor size® - - - 0.14
Median (range), mm 40 (3-110) 39 (3-110) 40 (12-100) -
<20 mm 32 (15.2) 21 (19.4) 11 (10.8) -
21-50 mm 98 (46.7) 46 (42.6) 52 (51.0) -
>50 mm 51 (24.3) 29 (26.9) 22 (21.6) -
Unknown 29 (13.8) 12 (11.1) 17 (16.7) -
Inflammatory breast cancer - - - 0.48
Yes 75 (35.7) 41 (38.0) 34 (33.3) -
No 135 (64.3) 67 (62.0) 68 (66.7) -
Tumor erosion through skin or chest wall involvement - <0.001
Yes 83 (39.5) 22 (20.4) 61 (59.8) -
No 127 (60.5) 86 (79.6) 41 (40.2) -
Axillary lymph nodes* - - - 0.29
Yes 160 (76.2) 87 (80.6) 73 (71.6) -
No 42 (20.0) 19 (17.6) 23 (22.5) -
Unknown 8 (3.81) 2 (1.85) 6 (5.88) -
Periclavicular nodes® 0.06
Yes 57 (27.1) 37 (34.3) 20 (19.6) -
No 142 (67.6) 71 (65.7) 71 (69.6) -
Unknown 11 (5.24) - 11 (10.8) -
Internal mammary nodes* - - - 0.80
Yes 19 (9.05) 10 (9.26) 9 (8.82) -
No 176 (83.8) 98 (90.7) 78 (76.5) -
Unknown 15 (7.14) - 15 (14.7) -

ER: estrogen receptor; HER-2: human epidermal growth factor receptor 2; US: ultrasound imaging.

*Women aged 70 years or older compared with women younger than 70 years.

PInitial tumor size was determined through ultrasound imaging (US). If more than one tumor was present in the same breast, the sum of
the US measurements was registered. The diameter of the largest tumor measured with US was registered for bilateral breast cancer. If
more tumor foci were present in the same breast, a combined tumor size equaling the total of the given measurements was registered.

‘Involvement suspected in diagnostic imaging.

Patient and tumor characteristics are shown in Table 1.
Among 108 women <70 years, 50 (46.3%) were premeno-
pausal, 57 (52.8%) postmenopausal, and one patient had
unknown menopausal status. A significantly larger amount of
grade Il tumors was found in younger patients compared
with patients >70 years (30.6% versus 14.7%, p = 0.02), while
tumor erosion through skin or chest wall (T4 tumor) was
more common in women >70 years (59.8% versus 20.4%,
p < 0.001). In addition, more patients >70 years had ER-posi-
tive tumors (88.2% versus 68.5%, p < 0.002). We found no
difference in the rate of lymph node involvement suspected
on diagnostic imaging.

The median duration of neoadjuvant treatment for
patients who underwent surgery was 24 weeks (9-60 weeks).
We observed a significant difference in the choice of initiated
treatment between the two age groups, with more patients

<70 years receiving chemotherapy *anti-HER2 treatments
compared with women >70 years (88.9% versus 26.5%,
p < 0.001). In contrast, more women >70 years received
endocrine  therapy + CDK4/6 inhibitors compared with
women in the younger age group (71.6% versus 9.26%,
p < 0.001) (Table 2).

Surgery

Curative intended surgery was performed in 95.4% (103/108)
patients <70 years but only in 55.9% (57/102) of patients
>70 years (p < 0.001). Five women >70 years were inoper-
able due to inadequate treatment response. In the younger
group, two patients were inoperable, and one died before
surgery. Significantly fewer women >70 years had breast-
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Table 2. Treatment among women diagnosed with locally advanced breast cancer (N=210).

All, N (%) Age <70 years, N (%) Age >70 years, N (%) p Value®

Total 210 (100) 108 (100) 102 (100)

Initiated neoadjuvant therapy® - - - <0.001
Chemotherapy 96 (45.7) 76 (70.4) 20 (19.6)

Chemotherapy + anti-HER2 treatment 27 (12.9) 20 (18.5) 7 (6.86)
Endocrine therapy 67 (31.9) 8 (7.41) 59 (57.8)
Endocrine therapy + CDK4/6i 16 (7.62) 2 (1.85) 14 (13.7)

No treatment® 4 (1.90) 2 (1.85) 2 (1.96)

Initiated treatment according to guidelines® - - - <0.001
Yes 171 (81.4) 106 (98.1) 65 (63.7) -
No 39 (18.6) 2 (1.85) 37 (36.3) -

Treatment decisions after the first evaluation - - - 0.01

No treatment change 169 (80.5) 84 (77.8) 85 (83.3) -

Treatment change: -
No regression 23 (11.0) 19 (17.6) 4 (3.92) -
Toxicity 7 (3.33) 2 (1.85) 5 (4.90) -
Progression 5(2.38) 1(0.93) 4 (3.92) -

No clinical evaluation® 6 (2.86) 2 (1.85) 4 (3.92) -

Treatment decisions after the second evaluation - - - 0.02

No treatment change 181 (86.2) 100 (92.6) 81 (79.4) -

Treatment change: - - - -
No regression - - - -
Toxicity - - - -
Progression 14 (6.67) 3 (2.78) 11 (10.8) -

No clinical evaluation® 15 (7.14) 5 (4.63) 10 (9.80) -

Accelerated surgery’ - - - 0.18
Yes 30 (14.3) 12 (11.7) 18 (17.6) -
No 180 (85.7) 96 (88.9) 84 (82.4) -

Surgery - - - <0.001
Yes 160 (76.2) 103 (95.4) 57 (55.9) -
No 50 (23.8) 5 (4.63) 45 (44.1) -

HER-2: human epidermal growth factor receptor 2; CDK4/6i: cyclin-dependent kinase 4/6 inhibitor.

Women aged 70years or older compared with women younger than 70 years.

BThree women received no neoadjuvant therapy and one woman received radiotherapy only.

“Adherence to guideline treatment was registered for the initiated neoadjuvant treatment.

9Includes six women: two women <70 years and one women >70 years refusing all neoadjuvant treatment and one women >70years receiving radiotherapy
only with no subsequent evaluation. One patient >70years died prior to the first evaluation and one patient >70 years initiated treatment without follow-up
in the Department of Oncology.

€Includes six patients without the first evaluation (see ‘d’) and additional nine patients. Two women <70 years were considered operable at the first evaluation
and had no subsequent evaluations prior to surgery. One patient <70 years and one patient >70 years died prior to the second evaluation and one woman
>70years were diagnosed with metastatic esophageal cancer prior to the second evaluation. One patient >70 years experienced progression at the first evalu-
ation and was terminated from the Department of Oncology without treatment. Two patients >70 years received their first evaluation but left follow-up at the
Department of Oncology. Lastly one women >70 years was hospitalized shortly after the first evaluation due to health problems unrelated to the cancer diag-
nosis/treatment and subsequently refused further treatment.

Ten patients <70 years and 17 patients >70 years underwent surgery earlier than originally planned due to increasing levels of/experience of toxicity after the
second evaluation. Two patients experienced progression at the time of the second evaluation but were still candidates for surgery. One patient <70 years
underwent accelerated surgery due to not cancer-related circumstances.

conserving surgery than younger women (3.51% versus
11.7%, p = 0.04), but no difference was found for axillary
lymph node dissection (Table 2). We observed no age group-
related difference in the number of patients who received
accelerated surgery due to progression (p = 0.18).

Treatment response

More patients <70 years experienced treatment alterations
following the first evaluation due to insufficient tumor
regression compared with their older counterparts (17.6%
(19/108) versus 3.92% (4/102), p = 0.01) (Table 2). However,
preoperative treatment responses (regression, no change,
and progression) were similar across the age groups for
women undergoing surgery. Fewer patients >70 years

Survival

In total, 23.8% (50/210) of patients did not undergo surgery,
with a 3-year OS being 35.7%, compared with 75.8% for the
total cohort. Three-year OS for those who had surgery were
89.6% and 88.7% for women >70 years and <70 vyears,
respectively. For patients undergoing surgery with curative
intent, no significant difference was observed for 3-year DFS,
being 80.5% for women >70 years and 73.3% for women
<70 years (Figure 2). Further, no significant difference in OS
and DFS was found between the two age groups or for
treatment response (p values > 0.05 for all comparisons).

achieved pCR at surgery than younger women, 10.5% (6/57)
versus 21.4% (22/103, p = 0.08) (Table 3). Two patients expe-
rienced progression preoperatively, but both under-
went surgery.

Adherence

Fewer women >70 years received neoadjuvant therapy
according to guidelines compared with their younger coun-
terparts (63.7% versus 98.1%, p < 0.001). Non-adherence to
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Figure 2. Kaplan—-Meier curves for 160 women with LABC after curative intended surgery showing (A) overall survival according to age group, (B) overall survival
according to treatment response, (C) disease-free survival according to age group, and (D) disease-free survival according to treatment response. LABC: locally
advanced breast cancer; OS: overall survival; DFS: disease-free-survival; pCR: pathological complete response; NC: no change; R: regression.

Table 3. Treatment response and adjuvant therapy among women with locally advanced breast cancer undergoing curative intended surgery (N = 160).

Treatment response All, N (%) Age <70 years, N (%) Age >70 years, N (%) p Value®
Total 160 (100) 103 (100) 57 (100) -
Age, median (range), years 63.5 (27-92) 53 (27-69) 74 (70-92) -
Imaging response - - - 0.46
Regressionb 153 (95.6) 100 (97.1) 53 (93.0) -
No change 5(3.13) 2 (1.94) 3 (5.26) -
Progression 2 (1.25) 1(0.97) 1 (1.75) -
Type of surgery - - - 0.04
Mastectomy® 144 (90.0) 91 (88.3) 53 (93.0) -
Breast conserving 14 (8.75) 12 (11.7) 2 (3.51) -
Other? 2 (1.25) - 2 (3.51) -
Axillary surgery - - - 0.87
Axillary lymph node dissection 144 (90.0) 3 (90.3) 51 (89.5) -
No axillary lymph node dissection 16 (10.0) 10 (9.70) 6 (10.5) -
Pathological response - - - -
pCR 28 (17.5) 22 (21.4) 6 (10.5) 0.08
Non-pCR 132 (82.5) 81 (78.6) 51 (89.5) -
Adjuvant therapy® - - - -
Chemotherapy 9 (5.63) 6 (5.83) 2 (3.51) N/A
Anti-HER2 treatment 28 (17.5) 20 (19.4) 8 (14.0) -
Endocrine therapy 111 (69.4) 69 (67.0) 45 (78.9) -
Zoledronic acid 59 (36.9) 31 (30.1) 28 (49.1) -
Radiotherapy 135 (84.4) 98 (95.1) 37 (64.9) -

pCR: pathological complete response.

“Women aged 70 years or older compared with women younger than 70 years.
PIncludes clinically or image-guided partial or complete regression.

“Includes three cases of mastectomy on one side and breast-conserving surgery on the other side and 11 cases of bilateral mastectomies.
9dIncludes one case of axillary lymph node dissection only and one case of excision of residual breast tissue due to the previous mastectomy.
€The sum of patients is not equal to 100%, as some patients received no adjuvant treatment, while others received more than one modality.

guidelines was due to age and/or comorbidity in 20 patients
>70 years (19.6%), while the patient’s request was the rea-
son in 17 patients (16.7%). Two women <70 years (1.85%)
refused treatment.

Among women >70 years, 45 patients (45/102, 44.1%) did
not undergo surgery. The main reason was patient’s request

22/45 (48.9%), while age and/or comorbidity was the reason
in 18/45 patients (40.0%). The remaining five women (5/45,
11.1%) were inoperable due to inadequate treat-
ment response.

According to guidelines, adjuvant medical therapy was
given in 97.1% of younger women and 94.7% of women



>70 years. Only 69.8% of patients >70 years received radio-
therapy as suggested in the guidelines, whereas 96.1% of
the younger age group received radiotherapy.

Discussion

In this retrospective cohort study, women >70 years were
less likely to receive neoadjuvant therapy according to
guidelines compared with their younger counterparts, and
only half of the patients >70 years reached the goal of sur-
gery with curative intent, mainly due to their own request.
However, among women who had surgery, no significant dif-
ference for 3-year OS and DFS was found between the age
groups. Our findings indicate that older women >70 years
undergoing surgery benefit from the treatment equally to
their younger counterparts, at least on a short-term basis.

The strength of this study was the individual review of all
extracted patient files, ensuring data quality and follow-up.
Further, this study reflects patients with LABC from daily clin-
ical practice, adding important information on differences in
treatment and outcomes for older versus younger patients.
Weaknesses encounter the retrospective single-center design
with a relatively small sample size. In addition, data may be
restricted by selection bias or residual confounding, the latter
due to incomplete data in terms of medical treatment com-
pliance. As the data were retrospectively collected from med-
ical records, there is a risk of missed information from the
medical records and lack of information, for example, per-
formance status and comorbidities. However, these data
were inconsistently registered in the medical records, limiting
us from further data retrieval.

We observed significant differences in the choice of initi-
ated treatment between the two age groups, with the vast
majority of older patients receiving neoadjuvant endocrine
therapy £ CDK4/6 inhibitors instead of the chemotherapy
regimen suggested in clinical guidelines (Table 2) [19]. Fewer
women in the oldest age group experienced treatment
changes after the first evaluation, mainly because many
patients in this group were considered unfit for chemother-
apy and initiated endocrine therapy. These women had simi-
lar response rates as those in the youngest group, indicating
that the treatment choices were fair. This finding is in line
with previous studies, showing neoadjuvant endocrine
therapy + CDK4/6 inhibitors to be well tolerated and with
comparable response rates and surgical and survival out-
comes for older patients [20-23].

Research investigating the survival and treatment benefits
of older patients with LABC is limited compared with
younger patients. Previous studies have compared treatment
responses in patients with early breast cancer, including
LABC. They found a significantly higher OS rate for patients
achieving pCR but no difference in OS between age groups,
corresponding with our findings [24,25].

While previous studies have reported 3-year OS for older
patients with LABC between 62% and 82% [11,12], a recent
study by Klein et al. [25] found a 2-year OS of 95% and a 2-
year recurrence-free survival of 85% for LABC patients under-
going surgery following neoadjuvant therapy. Despite the
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reported 2-year estimates and a lower mean age of patients,
the findings of Klein et al. [25] seem comparable to those of
this study. The differences in OS reported may be due to dif-
ferences in age span and fewer patients receiving surgery, as
seen in a study by Hornova et al. [12], whereas a previous
study from our institution by Cold et al. is more in line with
the present findings [11].

As women age, comorbidities increase, with an increased
risk of non-cancer mortality. Of the 50 patients who did not
undergo surgery in this study, 45 were 70 years or older. In
addition, they were approximately 5 years older than those
receiving surgery. Our observations align with a previous report
in which 80% of patients >70 years, in whom surgery was
omitted, had multiple health issues [26]. Therefore, we might
speculate that the group of women >70 years who underwent
surgery in this study was somehow preselected compared with
the younger and more fit patients who underwent surgery.
However, as registration of comorbidities, regular medication,
and performance status was not feasible, it limits us from fur-
ther analysis. Moreover, significantly more patients >70 years
had ER-positive tumors, which might have influenced treatment
decisions for the older patients not undergoing surgery.

We found that the patient’s request was the reason for
omitting surgery in nearly 50% of cases, whereas age and/or
comorbidities were the reason in 40%. Previous studies
report that patient request account for 32-58% of patients in
whom surgery was omitted [26,27].

Comprehensive Geriatric Assessment (CGA) may improve
compliance and treatment tolerability in patients [26] and
has been suggested as a possible useful approach, especially
concerning older and/or frail cancer patients [28]. A multidis-
ciplinary oncological and geriatric approach may aid in opti-
mizing the treatment, considering patient’s preferences, and
ensuring the quality of life [8].

Evidence suggests that management of breast cancer in
older women tends not to follow national guidelines, often
resulting in the omission of surgery despite a lack of clinical
reasoning [29] or fear of increased postoperative mortality
[30]. However, the general approach to treating older
women with breast cancer should be based on an overall
assessment of benefits and risks for the individual patient
taking patient preferences, potential comorbidities, and
breast cancer subtype into account [29,31].

Future research should focus on patient-centered shared
decision-making, the impact of CGA in older frail patients, or
alternative, less toxic treatment options in the neoadjuvant
setting, i.e., endocrine therapy + CDK4/6 inhibitors.

Conclusion

In this retrospective cohort study, women >70 years were
less likely to receive neoadjuvant therapy according to
guidelines. Only half of the patients >70 years reached the
goal of surgery with curative intent, with no difference in 3-
year OS and DFS between age groups. Our findings indicate
that older women >70 years undergoing surgery benefit
from the treatment equally to their younger counterparts, at
least on a short-term basis.
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