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a b s t r a c t

Background: The experience of older women during breast cancer treatment is insufficiently described
by quantitative studies. This study aimed to systematically review qualitative data describing factors that
influence older women’s (�65 years old) experience with breast cancer treatment.
Methods: A systematic review was performed in accordance with Preferred Reporting Items for Sys-
tematic Review and Meta-analysis Protocols (PRISMA) principles. MEDLINE, CINAHL, PsycINFO, and
EMBASE were searched (inception e 2020). Quality assessment of essential item reporting was per-
formed using the Standards for Reporting Qualitative Research (SRQR) criteria. Common ideas were
coded, thematically organized, and synthesized within a theoretical framework.
Results: Of 7,773 studies identified, twelve were included. The median SRQR score was 13.4 (range 11.3
e15.9) (maximum score: 21). Data synthesis revealed that older women experienced breast cancer as a
journey with challenges during each phase. During diagnosis, they delayed seeking medical help despite
symptoms. Age and experience gave them perspective on the impact of their diagnosis. During decision-
making, preconceptions and personal values determined choices. In the treatment phase, women
experienced medical and social barriers to care. During the post-treatment phase, many experienced
treatment adverse effects, but could move on or compartmentalize as coping mechanisms.
Conclusion: Older women with breast cancer have unique challenges specific to each phase of their
treatment journey. Older women may benefit from proactive treatment discussions with health care
providers to address their specific needs, individualize care, and assist with cancer care navigation.
© 2020 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Over 40% of breast cancers are diagnosed in older women [1].
Given that increasing age is a risk factor for breast cancer and ad-
vances in health care have improved life expectancy, an increase in
the number of older women with breast cancer is expected. Older
women with breast cancer have features that make their presen-
tation unique. Although older women tend to present with tumors
that are biologically favorable (e.g.: low-grade and hormone re-
ceptor positive), they tend to be larger in size and node-positive
[2,3]. While some older women are highly functional and inde-
pendent, other women have multiple medical comorbidities and
progressive decline in baseline physiologic and cognitive function
[4e7]. As such, balancing patient and tumor-related factors with
comprehensive breast cancer care requires an individualized
approach.

Older women receive different breast cancer treatments
compared to younger women because they have different tumor
biology, physiology, social dynamics, and priorities [8e10]. Given
that their tumors are frequently low-grade and hormone receptor
positive, there is a greater tendency to offer non-surgical treatment
[e.g.: primary endocrine therapy (PET)] or to omit sentinel lymph
node biopsy or adjuvant radiation therapy. Competing mortality
risk from diseases other than breast cancer increases with age.
Treatment options for breast cancer have to be adjusted to mitigate
the physiological changes imposed by the higher number of
comorbidities and physiological decline [11]. Consequently, older
women may not benefit from treatment as strongly as younger
women [4]. Their treatment experiences are also different due to
the varying social support systems and lack of independence. These
features may hinder postoperative care, compliance with medica-
tions and appointments, and visiting treatment centers. Addition-
ally, older women have different priorities than young women. For
example, they may be less willing to sacrifice quality of life for
survival prolongation [12]. Considerable variation in rates of
treatment have been reported amongst older women with breast
cancer. In a study of 17,129 older women with operable estrogen
receptor-positive breast cancer across two regional cancer regis-
tries from the United Kingdom, considerable variation in rates of
surgery at both hospital and clinician level were reported. This
study highlighted variation in selection criteria for older women for
operative treatment of early breast cancer, indicating that some
patients may be undertreated or overtreated. These data stressed
the urgent need for evidence-based guidelines for treatment se-
lection criteria in older women with breast cancer.

Insight into how older women with breast cancer perceive
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diagnosis and treatment leads to better care [7]. Quantitative
studies cannot comprehensively describe what older women
experience during every aspect of breast cancer treatment. Several
studies have reported how surgery and chemotherapy can have
successful outcomes in select older women [8,9]. However, the
trade-offs for side effect and quality of life have not necessarily
been an area of focus. Several systematic reviews using qualitative
research have described patient experience, but have only focused
on particular aspects of treatment and decision-making [13e15].
For instance, a previous systematic review by our group solely
described factors that influenced the decision-making process,
leaving behind what older women experience as they are diag-
nosed and during the post-treatment phase of their care [13]. Both
Puts et al. [14] and Tariman et al. [15] included other types of
cancers, which limited their ability to analyze aspects specific to
breast cancer including overall favorable prognosis and treatments
such as breast reconstruction. Therefore, there is a need for a sys-
tematic review that addresses all aspects of breast cancer treatment
including diagnosis, decision-making, treatment, and post-
treatment specifically in older women. Comprehensive under-
standing of patient experience during all aspects of breast cancer
treatment is relevant to individualize discussions with patients,
enhance treatment adherence, tailor educational strategies, reduce
misinformation, and improve outcomes and patient satisfaction.
This study aimed to systematically review qualitative data
describing factors that influence older women’s experience with
breast cancer treatment.
2. Methods

2.1. Search strategy

A comprehensive search strategy was designed in consultation
with a health sciences information specialist. This systematic re-
view was performed in accordance with the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA) state-
ment for reporting systematic reviews [16]. A search using key-
words and index terms was performed across four databases
(MEDLINE, CINAHL, PsycINFO, EMBASE) from inception to July 1,
2020 (Supplement 1). The references from included articles and
relevant existing reviews were screened to include additional
studies. An updated search was performed prior to submission for
publication.

Studies with the following characteristics were included: (1)
female patients aged � 65 years old with a first-time diagnosis of
invasive breast cancer (stage IeIII) who were considering or
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completed surgery, chemotherapy, radiation therapy, hormone
therapy, and/or breast reconstruction; (2) data describing patient-
reported factors that influenced treatment experience; (3) pri-
mary qualitative methodology or mixed methods studies that re-
ported qualitative results; and (4) studies published in English
peer-reviewed journals. Study exclusion criteria were as follows:
(1) studies lacking information about patients’ age, breast cancer
stage, prior breast cancer history, and patients’ treatment experi-
ence; (2) studies exploring patients’ experiences with alternative
medicine, palliative care, or those who refused treatment alto-
gether; and (3) non-peer reviewed publications including edito-
rials, reviews, protocols, guidelines, and non-indexed journals. If a
study involved other age groups or other cancer stages (in situ or
metastatic), the study was included, provided it contained a sub-
group analysis for the population of interest.

A chronological age cut-off of �65 years old was chosen as the
definition of “older” in accordance with the American Society of
Clinical Oncology (ASCO) recommendation to perform geriatric
assessment in oncology patients in this age group [17]. Patient
experience was defined as patient-reported data describing all in-
teractions that influence patient perceptions across the continuum
of health care.

2.2. Study selection

Three reviewers (FAA, YZ, and ME) were involved in study se-
lection. Each reviewer independently screened the titles and ab-
stracts. After removing duplications, the full texts of potential
studies were independently screened by all reviewers. If a final
decision could not be made from the title and abstract, the full text
was analyzed. If two manuscripts represented the same study
cohort, themost comprehensive text was used in order tominimize
data duplication. Discrepancies regarding inclusion or exclusion of
any study were discussed amongst all authors.

2.3. Data extraction

Two reviewers (YZ and FAA) extracted data from the included
studies. Abstraction of the following data was performed: study
characteristics (country and year), study methodology, participant
and tumor characteristics, and patient treatment experience data
using direct quotes. Summative thematic analyses developed by the
original studies were not recorded because one of the goals of this
systematic review was to perform an independent inductive the-
matic analysis. If any aspect of the study design was unclear, the
authors were contacted.

2.4. Quality assessment of essential item reporting

Quality assessment of essential item reporting was performed
by three reviewers (FAA, YZ, and ME) using the Standards for
Reporting Qualitative Research (SRQR) [18]. The SRQR scoring
system consists of 21 items and sub-items developed through a
rigorous peer review process. Studies were graded based on the
number of these essential items that were reported. For each sub-
item, answer categories were ‘yes’ (if they met the criteria), ‘no’
(if they did not meet the criteria), or ‘unclear’ (if it was unclear
whether they met the criteria). Each of the 21 quality items was
scored on the presence and quality of sub-item criteria. Each item
was given an individual score of up to 1.0. Scores were summed
with a maximum score of 21 points. Scores were averaged over all
three reviewers. Study quality was rated as ‘high’ (score ¼ 16e21),
‘medium’ (score ¼ 11e15), or ‘low’ (score ¼ < 11). Significant dis-
crepancies regarding quality assessment were resolved through
discussion between the authors. The median and range of SRQR
295
scores were reported. Manuscripts were not excluded based on
quality assessment.

2.5. Data synthesis and analysis

Three authors (FAA, YZ, and NLH) iteratively analyzed the
studies and discussed the similarities and differences. Higher-level
thematic analysis was performed as described by Thomas and
Harden [20]. Thematic analysis allows the researcher to extract
recurrent themes from study findings and transparently develop a
framework of understanding from the text of the primary studies
[19]. In keeping with qualitative research principles outlined by
Bearman and Dawson, thematic analysis was chosen as the quali-
tative synthesis methodology because it provides narrative value
through building a collective understanding of the data regarding a
particular issue or phenomenon, not by establishing definitive
causal links [20]. The goal of this thematic analysis is to summarize
the collective conclusions of the qualitative or mixed-method
studies and establish patterns within the data through examina-
tion of data without a priori frameworks [20]. Thematic analysis
involves three stages: (1) free line-by-line coding; (2) grouping of
the codes into descriptive themes; and (3) the formation of inter-
related conceptual ideas. Analysis negotiation was performed by
three authors (FAA, YZ, and NLH) iteratively analyzing the studies
and discussing the similarities and differences between the data.
Discrepancies in themes amongst the authors were discussed until
an agreement was achieved.

3. Results

3.1. Study selection

Fig. 1 depicts the PRISMA flowchart. A total of 7,773 studies were
identified through the database search. Cross-referencing and a
search of the grey literature did not yield additional studies. After
removing duplicates, 7,074 articles were evaluated. After an initial
review, 6,192 studies were excluded because they did not meet
inclusion criteria based on title and abstract alone. A total of 882
manuscripts were reviewed in full of which 870 were excluded.
Twelve studies were included in the final analysis [21e32]. Study
characteristics are summarized in Table 1.

The studies were performed in the United Kingdom (n ¼ 5), the
United States of America (n ¼ 5), Canada (n ¼ 1), and Taiwan
(n ¼ 1). Data on patients’ level of education, socioeconomic back-
ground, religious belief, or marital status were not provided. Study
designs included qualitative research (n ¼ 11) and mixed methods
with a qualitative component (n ¼ 1).

3.2. Quality of essential item reporting

The quality of esential item reporting was variable across the
included studies (Table 1). The overall quality of the reporting of
essential items was medium as the median SRQR total score was
13.4 (range 11.3e15.9).

3.3. Older women’s experience with breast cancer

Synthesized findings with dominant themes and inter-
relationships between themes are described in the subsequent
sections. The overall framework of patients’ experience with breast
cancer is that of a longitudinal journey. As older women enter
different phases of breast cancer treatment, they perceive experi-
ences specific to each phase. Table 2 summarizes patient-reported
factors that influence their journey along with selected participant
quotations. Interaction of these factors throughout the patients’



Fig. 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
flow diagram of the systematic review.
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cancer journey is illustrated in Fig. 2.
3.4. Patient experience during the breast cancer diagnosis phase

Diagnosis covers the time from when a patient undergoes
investigation of a breast complaint (clinical and/or radiological) to
histopathological confirmation of breast cancer diagnosis. A
dominant theme for this phase was that older women delayed
seeking medical help when they had a breast symptom. In one
study, women took 6months to 2 years to visit the doctor after they
noticed a breast abnormality [28]. The delay was attributed to the
lack of pain and knowledge regarding breast cancer as well as the
fear of requiring medical treatment. In contrast, in a study from the
United Kingdom, some women immediately visited their physician
upon discovering a breast mass, while others only mentioned
symptoms when visiting a general practitioner for other illnesses
[21]. The delay in presentation occurred because some patients
were less concerned regarding their symptomswhile others waited
until their domestic responsibilities, such as being caretaker to a
relative, changed [21].

Older women frequently described how their age and experi-
ence gave them perspective on the impact of a breast cancer
diagnosis. Some women indicated they were less emotionally
affected by the diagnosis because of their age [31]. In two studies,
women described themselves as “not surprised” due to experiences
of acquaintances of “similar age” [21,25]. An acknowledgement of
having already lived a long life allowed some older women to
pragmatically accept their diagnosis [25]. Four studies described
how some women expressed shock, anxiety, and self-blame with
the diagnosis [21,25,28,31]. Husain et al. described how these
womenparticularly feared dying, being left disfigured, not knowing
what to do, and leaving others behind [25].
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3.5. Patient experience during the decision-making phase

Decision-making describes the phase duringwhich patientsmet
with health care providers (HCPs), occasionally in the presence of
their support system, to discuss their diagnosis, treatment options,
and decisions. Several studies described how women’s pre-
conceptions of breast cancer and treatment was informed by other
people’s experience. The experience of friends and family was the
most commonly cited source of preconceptions [24,28,30]. Some
women thought that breast cancer was lethal because they saw
other family members die of cancer [28]. Others were fearful of
treatment side effects, mutilation, and recurrence based on mem-
ories they had of friends and family who were treated for cancer
decades ago [30]. These preconceptions, along with age and life
experiences, informed the decision-making of older women with
breast cancer. Age was cited by older women as a reason to avoid
surgery both as primary treatment for the cancer and reconstruc-
tion [29,31]. Patients were concerned that surgery would impact
their independence [21,28]. Other women thought surgery caused
cancer to spread [30].

Decision-making was based on particular values expressed by
patients. Older women valued quality of life over quantity [29]. Life
expectancy, impact on functional status, duration of treatment, and
low likelihood of survival advantage were factors that contributed
to women refusing chemotherapy and radiation therapy [22,24,31].
For some women, being older gave them less fear about being
diagnosed with breast cancer andmore strength and ability to cope
with treatment [26]. Fear of death after dealing with family
members with cancer was also cited as an important motivator to
undergo chemotherapy [22,26]. Women who were in good health
and who had a support network of friends and family were also
more likely to undergo treatment [24].

Decision-making preference amongst older women with breast
cancer varied between two different viewpoints. In one viewpoint,
women wanted ownership of their treatment decision-making
[21,22,24,29]. In a study assessing the decision-making experiences
of women choosing between PET and surgery, most women felt
they had made the final decision and were pleased with their
involvement in the process [21]. Women who favoured patient-
centered decision-making saw themselves as making the final de-
cision and were more likely to have already made up their mind
prior to their consultation [22,29] The other viewpoint was that of
women strongly influenced by recommendations from their HCPs.
Participants described relying heavily on the advice and opinion of
HCPs for treatment decision-making [21,22,25,29]. The rationale of
this viewpoint was explored in one study, with women reporting
they felt that treatment should be left to doctors who had specialist
knowledge of breast cancer [21]. Some older women described how
recommendations and reassurance from their oncologists
increased the likelihood of them choosing chemotherapy [24,26].
Even women who independently made their own decisions re-
ported wanting their HCPs approving their decision [21]. In some
instances, older women felt they had not been given treatment
options and were told what to do [26]. For example, in one study
from the United Kingdom, women who underwent a mastectomy
used a prosthesis rather breast reconstruction [23]. These women
reported they would have liked to discuss breast reconstruction
options but felt that the lack of this discussion with their surgeons
was due to their age [23].

During the decision-making process, patients receive an influx
of information, which they need to use to understand their options
and choose what is best for them. HCPs were identified as the
primary source of information encountered by patients after their
diagnosis [21,23,26]. Older women preferred information from
their physicians, with specialist nurses also identified as trusted



Table 1
Study characteristics.

First Author
[Reference]

Year of
Publication

Country Study aim Sample
Size

Age (y)
Mean or
median
(range)

Data Collection Data Analysis Average
SRQR
Score

Burton et al
[21]

2015 UK To determine the information needs and preferences for this age group
of women relating to the choice between surgery and PET.

33 82 (median)
(75e95)

Individual
interview

Framework
analysis

12.8

Ciambrone
et al [22]

2006 USA To identify factors associated with older women’s breast cancer
primary therapy decision making processes, surveillance decision-
making, and adherence.

30 77 (mean)
(67e90)

Individual
interview

Thematic
analysis

11.3

Fenlon et al
[23]

2013 UK To explore older women’s experience of living with breast cancer and
their information and support needs and preferences.

28 >70 (N$S.) Focus group
and individual
interview

Thematic
analysis

13.5

Harder et al
[24]

2013 UK To explore the attitudes to adjuvant chemotherapy of the women who
were offered chemotherapy, their experiences with information
provision, and factors that influenced their treatment choice.

58 >70 (N$S.) Individual
interview

Thematic
analysis

14.0

Husain et al
[25]

2008 UK To explore what older women with breast cancer feel are the most
important factors in making their treatment choice and identify factors
and attitudes that influenced treatment choice.

21 83 (mean)
(76e91)

In-depth
interview

Framework
analysis

14.5

Kreling
et al [26]

2006 USA To understand factors involved in older women’s use or non-use of
indicated adjuvant non-hormonal chemotherapy.

34 >65 (N$S.) Focus group Thematic
analysis

14.5

Loerzel
et al [27]

2012 USA To investigate the post-treatment concerns of older, early-stage breast
cancer survivors.

50 72.1 (mean)
(65e83)

Individual
interview

Thematic
analysis

13.5

Lu et al
[28]

2010 Taiwan To explore the experiences of older Taiwanese women in facing a new
diagnosis of breast cancer.

14 73 (mean)
(65e91)

Individual
interview

Thematic
analysis

13.3

Morgan
et al [29]

2015 UK To explore the interaction between HCPs and older patients in the DM
process, as well as the concordance between HCP and patient views
regarding the process of DM about treatment of operable breast cancer.

33 >70 (75
e94)

Individual
interview

Framework
analysis

13.0

Pieters et al
[30]

2011 USA To describe the experiences of women aged 70 years and older who
recently completed treatment for early stage primary breast cancer.

18 76 (mean)
(70e94)

Individual
interview

Constructivist
grounded
theory

15.9

Schonberg
et al [31]

2014 USA To explore older women’s perspectives and views of treatment
decision making and intentions to accept breast cancer treatment.

70 Unspecified
(65e74)

Individual
interview

Framework
analysis

13.3

Wong et al
[32]

2011 Canada To investigate the information needs of women 70 years and older
with early-stage breast cancer in relation to adjuvant treatment post
lumpectomy.

16 76 (median)
(70e84)

Focus group
and individual
interview

Not specified 13.0

Abbreviations: DM, decision making; HCP, health care provider; N$S., not specified; PET, primary endocrine therapy; SRQR, Standards for Reporting Qualitative Research; UK,
United Kingdom; USA, United States of America; y, years old.

Table 2
Patient-reported factors influencing the experience of older women with breast cancer.

Themes Illustrative Quote [Reference] Contributing Studies

Diagnosis phase

Age and misinformation impacts breast
cancer diagnosis

“It was a discovery that, you know, old girls like us get it! (laughs) It was quite a new one to me.” [23]
“You think well you’ve reached this age, which I never expected to, and I cannot believe I’m 78 now,
and I just, and I’m very pleased I’m here but. I never thought I would reach this age, so I haven’t got
much to lose like a younger person have I?” [23]
“Well I am too old, 91 to go to a big operation like that.” [29]

[23,25,28,29, 31]

Decision-making phase
Age and life experiences informed

preconceptions and decision-making
“Oh you have no idea how horrible chemo was for my friend, I don’t think you should go that way,
you’re going to be absolutely miserable. She added, This poor woman with all her metastases, the
chemotherapy did not work and she died a miserable death.” [26]

[24,26,28]

Quality of life as a goal “At 77, I’m happy to have lived this long. I said I wanted one last Christmas with my family. I rejected
chemotherapy because I’m happy with my quality of life. I said why should I have misery? Chemo
would make me sick and lose my hair. I don’t want to be a guinea pig for modern medicine. My
mother died of medication. I’m not sure it would have done me any good.” [26]

[26,29]

Fear of hurting others “I am thankful for the mastectomy, I am caring for 2 grandchildren.” [31] [21,25,28,31]
Patient-centered decision-making “… I’d already made my mind up because I knew it was cancer … dyou know in my own mind and

made my mind up that I was having the breast taken off.” [21]
[21,22,24,29]

Treatment phase
Dependence on social network for access

to care
“I live on my own, sons live away, not very close if I needed them.” [26]
“The transportation was a nightmare (radiation).” [31]

[23,24,26,27,28,30,31]

Post-treatment phase
Treatment-related physical and emotional

adverse effects
“I am experiencing hot flashes and not sleeping well from AI.” [31]
“I’m nervous about breast cancer coming back.” [31]
“It really is grotesque when you get undressed, well I don’t do it now, I don’t look; it looks absolutely
grotesque.” [24]

[23,27,31]

Abbreviations: AI, aromatase inhibitors.
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and useful [21,23]. Four studies reported how older women
preferred written information over electronic [21,23,24,32].
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Electronic media was viewed as a barrier because older women
lacked access to a computer or the Internet, did not trust the



Fig. 2. Diagram of the thematic analysis showing how older women view breast
cancer as a journey.
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Internet, and were overwhelmed by the large volume of available
information [21,23,32]. Older women reported preferring simpli-
fied, condensed information that addressed their individual needs
[21,23,24,26]. Information that was described as helpful included
specifics about treatment options, technical aspects of each treat-
ment, and impact on physical function and self-care [21,23,24,26].
Kreling et al. described how targeted information helped dispel
negative expectations of chemotherapy and acted as a promoter of
chemotherapy use amongst older women [26]. Another approach is
the development of decision support interventions (DESI) as re-
ported by Lifford et al. After developing a prototype DESI to help
guide older women choose between primary endocrine therapy or
surgery with endocrine therapy, participants found that this tool
contributed to improved wording and illustrations to address
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misunderstandings. Although most participants considered the
DESIs helpful, they continued to acknowledge the importance of
complementary discussions with HCPs.

3.6. Patient experience during the breast cancer treatment phase

The treatment phase comprises the experiences during the time
older women received any type of care for their breast cancer. The
dominant theme in this phase was that older women experienced
unique barriers to treatment which were either rooted in physio-
logical or psycho-social factors. The most common physiologic
barrier was the fact older women had pre-existing medical condi-
tions, which influenced which treatments they could tolerate [30].
In other scenarios, older women had medical conditions which
precluded surgery altogether [21,23]. Several psycho-social factors
influenced older women’s breast cancer treatment experience.
Older women perceived they had barriers due to transportation
availability. Friends and family were perceived as essential to the
treatment experience of older women. In one study, older women
indicated that treatment was conducted smoothly because of their
family’s aid in transportation [28]. For older women who were
reliant on others to travel to appointments this caused psycholog-
ical distress as they saw themselves as a burden to their support
system [30]. Another social barrier experienced by older women
was the fact some also played the role of caretaker. Multiple ap-
pointments were particularly challenging to women who were
caretakers of frail partners. Women who cared for ill family
members during a significant portion of their treatment phase
ignored symptoms and minimized health problems [27]. In
contrast, some older women stated their family members were the
reasons they wanted to live and therefore continue with treatment
such as chemotherapy [27]. In one study, older women accepted
treatment in order to be able to continue taking care of their hus-
bands [28].

Older women reported concerns about the impact treatments
would have on their health and social responsibilities. In one study
older women were concerned about metastasis, being a burden to
the family, mental and physical discomfort during medical treat-
ment, and the possibility of death [28]. Pre-existing stressors such
as family, housing, and financial problems negatively impacted
their treatment experience [27]. One study in the United States
found unique concerns amongst Hispanic women undergoing
chemotherapy [26]. Hispanic women frequently reported being
worried about the effects chemotherapy could have on their health
and how they would keep their employment. Many women in this
study also had financial concerns about paying for treatment, as
they did not qualify for insurance [26].

The concept of how treatments would affect cosmesis and body
image was not prominently described in the included studies. Only
two studies reported data on older women’s experience with
cosmesis. In one study few of the older women underwent breast
reconstruction [23]. Although many older women in this study did
not want breast reconstruction, there was a perception for a few
that this treatment had not been offered or made available to them
because of their age. Certainly, body image is important for older
women. For some older women, the main concern after surgery
was disfigurement [25]. In this study some women felt less of a
woman because they had lost their breast. For these women
cosmetic disfigurement was the worst part of their experience with
breast cancer treatment. This finding was regardless of whether
they were widowed or still married.

3.7. Patient experience during the post-treatment phase

The post-treatment phase involves the experiences of older



F.A. Angarita, Y. Zhang, M. Elmi et al. The Breast 54 (2020) 293e302
women after they finished breast cancer treatment. Older women
experienced numerous treatment-related physical and emotional
adverse effects. Physical effects included decreased shoulder
mobility, fatigue, pain, sleep disturbance, lymphedema, and
cognitive changes [23,27,31]. Limited shoulder ability and lym-
phedema were particularly challenging to older women as these
changes restricted their ability to partake in daily activities and
worsened with their caretaking responsibilities [23,27]. Emotional
challenges included negative effects on body image, worsening
relationship quality, anxiety about recurrence, and concerns over
how other aspects of life would be affected [27,31]. Breast cancer
changed how women viewed their own bodies and, for some, how
their partners viewed their bodies [23,31]. Somewomen reported a
clear moment in which their relationships worsened while other
women reported a change or discontinuation of sexual relation-
ships with their partner [23,27].

To manage these adverse effects, older women used positive
coping mechanisms. Women coped with their breast cancer by
compartmentalizing the experience and attributing their symp-
toms to existing chronic conditions instead [27]. In two studies
women indicated these other chronic health problems were more
stressful than their breast cancer [27,31]. In some instances, women
expected to live with their new symptoms and believed these
problems were just another part of life [27]. Breast cancer was
perceived by some women as a chronic health problem as opposed
to an episodic one. Women felt that the most important outcome
was the ability to carry on with life as if they did before their
diagnosis [25,28,31].

4. Discussion

This study is the first systematic review of qualitative data to
comprehensively describe the treatment experiences of older
women with breast cancer. Older women experienced unique
barriers to care and adverse effects from treatment that were
compounded by their age, pre-existing medical conditions, and
preconceptions of breast cancer. During the diagnosis phase, both
age and preconceptions limited treatment discussion and influ-
enced decision-making. During the treatment phase, women
experienced barriers to care and depended on their support system
to access care. Barriers to treatment, including medical comorbid-
ities, dependency on others, and caregiving responsibilities for a
frail spouse, reflect the unique social and physical circumstances of
this age group. During the post-treatment phase, older women
experienced treatment adverse effects, but could compartmen-
talize their issues, equating ongoing breast cancer effects with
other manageable chronic illnesses. Consequently, older women
were capable of coping with their symptoms and had a desire to
live life as they had before.

Breast cancer as a journey for older women has unique experi-
ences and expectations. While the diagnosis of breast cancer is the
common thread binding all of these women together, is it clear that
the longitudinal experience is unique to each individual.
Throughout the diagnosis, decision-making, treatment, and post-
treatment phases, older women demonstrate an immense sense
of perspective and pragmatism. For example, this pragmatism is
reflected in the delay to diagnosis experienced by women due to a
lack of symptoms. Additionally, this is reflected in their approach
during decision-making due to competing sentiments of balancing
comorbidities and caretaking of frail partners along with the
overwhelming desire to “carry-on” with life beyond the diagnosis.
While older women often do not face the life practicalities related
to ongoing job demands, caring for a young family, finding a part-
ner, and fertility [33], their unique competing priorities are often
integrated with a woman’s perceived life expectancy as physicians
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make recommendations for cancer treatment [15]. These recom-
mendations may contribute to an increased age-dependent omis-
sion of surgery and adjuvant treatments [7]. As a result, older
women viewed breast cancer practically as another facet of life to
be managed.

A breast cancer diagnosis presents an adversity that calls on a
patient’s intrinsic strength factors. One of these strength factors is
resilience. When faced with the adversity of breast cancer, some
older women restored balance to their lives with a sense that they
did the work of managing cancer with self-efficacy and autonomy
[34]. Regaining balance required tenacity, pragmatism, and dedi-
cation to do the work that is required to treat the cancer and move
on with life [34]. Recognizing these themes and giving them
importance during discussions with older women is essential to
improve their breast cancer treatment experience. This would
counterbalance the data that suggests that older women are often
poorly prepared to participate in breast cancer treatment decisions
[35].

Older women experience breast cancer in a different way than
younger women, as they are in a different stage of life. Age alone
has a significant impact on their treatment choices, as noted in
several studies included in this systematic review. Older women
with breast cancer may decline certain treatments for different
reasons. Some older women believe they have a limited life span
while others do not want to prolong their life either because of
comorbidities or the perception of “having nothing left to do” [36].
These beliefs are what some refer to as a “sense of completeness
that life has run its course” [37]. When older women with breast
cancer view themselves at the end of their lives, they question the
survival impact of treatments [36]. Another unique feature of older
women is that they have various social dynamics. Some older
women are fully independent and have a good social support sys-
tem while others depend on friends and family or lack social sup-
port altogether. Women who have social support may want
treatment because they fear their death may affect their family and
friends [38,39], while others who are independent may desire to
maintain their independence by avoiding any treatment [40].

Older women generally have other comorbidities and may have
experienced other medical problems in the past, which changes
their outlook on current diseases. Comorbidities are an important
consideration when deciding on breast cancer treatment as they
can preclude some treatments, increase the treatment complexity,
or impede return to baseline function [41]. Interestingly, age-
specific fear of being hospitalised or of undergoing surgery was not
a common theme throughout the included studies. Husain et al.
hypothesized it is possible that any recommendations by HCPs to
have surgery may have been enough reassurance for these women.
Additionally, several of these older women may have already
experienced hospital care, including surgeries, and this may have
left a positive impression on them. Physiologic factors did not
appear to be the most important factor influencing older women’s
treatment choice. However, this may be explained by the selection
bias in the included studies, as women with significant medical
comorbidities may have been excluded from participation or elec-
ted not to participate.

Several elements that are unique to older women with breast
cancer include socioeconomic, marital, and retirement status
[5,42]. These characteristics give some older women complete in-
dependence and sense of happiness with their quality of life. As
such, some older womenmay desire tomaintain independence and
quality of life over quantity of life when deciding on treatment.
Alternatively, given some older women are at the advanced stage of
their life span, those who decline treatment may express they have
a limited number of years left and do not want to prolong their life
either because of comorbidities or the thought they “having
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nothing left to do”. When older women view themselves at the end
of their lives, they may question the significance of treatment due
to competing mortality risk.

This systematic review highlights the need for older women
with breast cancer to be treated as individuals and not just uni-
formly as a single age group. HCPs should be aware of the important
role they play as the most trusted source of medical information
[43,44]. Discussion should focus on how treatments may affect
existing comorbidities and the patient’s daily activities and social
obligations. HCPs should remainmindful of their own inherent age-
related biases, and instead try to tailor treatment to the individual
as much as possible. This is particularly well illustrated in the case
of breast reconstruction. The thought that body image is not
important to older women is false, as noted in this systematic re-
view. Preserving an ideal body image is important to some older
women with breast cancer. Additionally, large database studies
have confirmed the overall safety of different types of breast
reconstruction amongst older women with breast cancer [45,46].

HCPs should be mindful of how their preference, personal
values, and beliefs affect health care usage. The conviction by HCPs
regarding minimal benefits of treatment is a well-documented
reason for omitting treatments in older women with breast can-
cer [7]. As older patients are a heterogeneous population, the
contribution of implicit bias to health care disparities amongst
older women may be reduced if HCPs acknowledged their sus-
ceptibility to such bias and deliberately practice bias-reducing
techniques. [47]. One bias-reducing technique is individuating, a
conscious effort to focus on specific information about an individ-
ual tomake it more prominent during the decision-making process.
Specifically, individuated patient information prevents HCPs from
filling in partial information with stereotype-based assumptions.
Another strategy to reduce implicit bias is perspective-taking, in
which there is a conscious attempt to envision the patient’s view-
point. In addition to behavioral strategies aimed at individual HCPs,
the contribution of implicit age bias to health care disparities may
be reduced on a population level by further developing data that
allows evidence-based decision making. The inclusion of a geriatric
assessment (GA) may help in tailoring treatment as supported by
organizations such as ASCO and the International Society of Geri-
atric Oncology (SIGO) [17,48,49]. A GA allows HCPs to assess do-
mains including comorbidity, functional status, physical
performance, and cognitive status [50]. The goal of a GA is to
develop an integrated and individualized treatment by helping to
estimate risks for adverse outcomes and to identify nononcologic
problems that may be amenable to intervention [51]. As noted in
this systematic review, some older women have pre-existing
medical conditions and depend on family members to travel to
appointments, both of which can influence the decision-making
process [21,23,30]. Therefore, a GA may be a useful tool in these
particular circumstances inwhich unique characteristics need to be
identified so that a patient-centered plan can be developed. Insti-
tutional support services should be maximally utilized to address
the social concerns of older women. A nurse navigator is especially
important for coordinating health care services and providing de-
tails regarding practicalities of care [52,53]. Outreach services to
older patients should be implemented to facilitate transportation to
hospitals.

This review should be interpreted bearing in mind its limita-
tions. The results are limited by the methodological quality and
study design of the included studies. Unfortunately, all the studies
omitted the interviewer topic guide, which makes it unclear if
factors that were not reported were not important for the in-
terviewers to ask or if patients did not talk about them despite
being prompted. This review represents an additional level of
interpretation of events. The thematic analysis performedis our
300
interpretation of the findings presented by other researchers who
themselves have interpreted the data generated by study partici-
pants, while the participants themselves are recounting their own
interpretation of events. Another limitation of this review derives
from the search strategy. Additional information could have been
synthesized had non-indexed journals been included. Studies
describing the experiences of patients who used alternative med-
icine, palliative care, or refused treatment altogether could have
also provided more information on the overall experience. Lastly,
the results presented in this systematic review do not reflect the
experience of all women with breast cancer as the studies were
predominantly performed in Western, English-speaking countries.
Although data on education level and socioeconomical status were
not provided on an individual level, the fact that the studies were
primarily from developed nations allows one to hypothesize these
patients have access to robust health care systems. Therefore, these
data should be interpreted with caution as theymay not apply to all
breast cancer populations.

5. Conclusion

Older women with breast cancer have unique challenges spe-
cific to each phase of their breast cancer treatment. Advanced age,
pre-existing co-morbidities, and social responsibilities influenced
their experiences throughout different phases of their journey.
Older women may benefit from more proactive treatment discus-
sions with HCPs to address their specific needs. Implementing
tailored outreach services may be useful in guiding older women
through each step of their cancer journey. Future efforts should
assess the long-term effects, durability, and patient satisfaction of
these changes. Additionally, studies with a wider representation of
women of different socioeconomic, educational, racial, and reli-
gious backgrounds are needed to fully understand the scope of
older women with breast cancer. Only then can a comprehensive
support system be developed to help older women navigate this
difficult time in their lives.
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