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Introduction
Breast cancer is the second most common cancer worldwide and is associated
with a significant burden of morbidity and mortality. As New Zealand’s (NZ)
population ages and life expectancy improves, the risk of breast cancer
increases. The NZ breast cancer screening program ceases at age 69 and
without regular mammograms, the breast cancers in elderly patients are often
more advanced at the time of diagnosis.
Due to the underrepresentation of elderly patients in clinical studies pertaining
to breast cancer management, there is no appropriate standard of care. Several
studies suggest that the management of breast cancer in elderly patients is less
aggressive than in younger patients. There are many factors which may impact
treatment options for elderly patients including pre-existing comorbidities, premorbid quality of life, tumour biology, patient preference, physician preference
or bias and the desire to maintain independence.

Aim
The aim is to describe breast cancer management in the elderly in Auckland
and to evaluate their mortality. Our study defined “elderly” as patients over 69
years old, as the NZ health system stops breast cancer screening at this age.

Results
The highest rate of breast cancer was in 75-79 years old (29.6%). Most patients
were NZ or other European (83.5%); 3.8% were Māori and 4.6% were Pacific
Islanders. The median tumour size was 22mm. 1608 patients presented with a
grade 2 or 3 tumour (76.5%). 88.6% of the cases had positive lymph nodes.
82% of elderly patients received breast cancer surgery, with the rates of
surgery decreasing with age (p<0.001). Māori and Pacific patients had lower
rates of surgery compared to other races (p=0.011). The rate of adjuvant
medical therapy reduced as patients aged (p<0.0001). Māori patients were
more likely to receive hormone therapy than any other ethnicity (p=0.003).
Patients with positive lymph nodes were more likely to have adjuvant medical
therapy (p<0.0001). Grade 2 and 3 tumours had higher rates of chemotherapy
and hormone therapy (p<0.0001).
At 1, 5 and 10 years, the survival rates of elderly breast cancer patients
decrease with increasing age (p<0.001). Māori and Pacific patients have lower
overall survival rates(p<0.001). Patients with axillary node disease have higher
survival rates than those who do not have nodal spread (p<0.001). At all three
intervals, surgery, radiotherapy and hormone therapy had higher survival rates
than no treatment or chemotherapy (p<0.001).

Methods
This descriptive, retrospective study analysed prospectively collected data from
Auckland, Waitematā and Counties Manukau District Health Boards, by the
Auckland Breast Cancer Study Group registry, from 2000–2018. The data
included age, ethnicity, tumour size + grade, lymph node involvement,
management (surgery, chemotherapy, radiotherapy, hormone therapy), date of
diagnosis, date of death and cause of death. All cases of breast cancer in
patients over 69 years old that reported to the registry during the study period
were included (N=2560). The patients were split into 5-year age groups to
analyse trends.
Chi-square test assessed the associations between management and age,
ethnicity, tumour size, tumour grade and nodal involvement. Analysis of
variance (ANOVA) was used to compare continuous variable across the groups.
Overall survival was defined as the time, in years, from the date of diagnosis to
the date of death from any cause. Log-rank tests were used to calculate
differences in survival rates of breast cancer across the groups. Kaplan-Meier
survival curves were used to derive overall survival at 1, 5 and 10 years from
the date of diagnosis across the groups.

Conclusion
As patients age, breast cancer therapy is less aggressive. As our population’s
life expectancy improves, this may not be appropriate. As the survival for
patients under 85 years old was over 50% at 5 years, perhaps more aggressive
treatment should be offered. A prospective study to investigate the reasons
patients do not have breast cancer surgery would be worthwhile.
The median tumour size and the high percentage of patients with
lymphadenopathy (88.6%) is suggestive of a late diagnosis of breast cancer. As
the New Zealand public breast cancer screening ends at age 69 years old, this
may provide evidence to increase the screening age group beyond 69 years old.
It is widely acknowledged that Māori and Pacific Islanders suffer health
inequities, their European counterparts do not. Of concern in this study was
the lower rates of breast cancer surgery and poorer survival rates for Māori
and Pacific Island patients, across all measured intervals. This requires further
investigation and action.
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