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Objectives
• To review the preference sensitive breast cancer treatment decisions 

that women >70 with Stage I, ER+, HER2- breast cancer encounter 

• To describe shared decision models and shared decision making 
challenges

• To learn how to incorporate patient overall life expectancy in breast 
cancer treatment decision-making with older women

• To review and practice scripts for engaging older women in shared 
decision making around breast cancer treatment



Breast Cancer in Older Women

• >90,000 US women 70+ are diagnosed with breast cancer annually 

• Women >70 years account for 31% of diagnosed breast cancers

• Majority are diagnosed with stage I, ER+, HER2- tumors

• Increasing recognition that some older women are overtreated:

 receive therapies unlikely to improve survival or reduce morbidity



Older women report unmet informational needs

• Older women with breast cancer have low knowledge of survival 
and recurrence rates

• Feel ill-prepared to communicate their preferences and less 
comfortable asking their surgeons questions

• Other sources of information are rarely targeted to older women

• Older women heterogeneous in their health and values/preferences

Schonberg et al. Breast Cancer Research and Treatment, 2014;
Freedman et al. Cancer, 2015 
Baskin et al. Ann Surg Oncol., 2021



Clinicians may not elicit patient values or preferences

• Physicians underestimate patient desire to participate in treatment 
decisions, especially for older adults.

• Physicians are often incorrect when they attempt to infer patient 
treatment preferences. 

• Clinicians may not discuss the implications of aging related 
conditions (e.g., frailty) on the heightened risk of adverse events 
from treatment

Pieterse AH et al. Patient Education and Counseling 2023 



Shared decision making may lead to more person-centered care

• Shared Decision making: A collaborative process that 
encourages patients and their clinicians to make health care 
decisions together, taking into account the best clinical evidence to 
weigh the risks and benefits as well as the patients values and 
preferences. 
– May improve patient risk perception, understanding of treatment 

options, and satisfaction while reducing decisional regret
– More people choose options in line with their values
– May improve patient-clinician communication and outcomes

Stacey D et al. Cochrane Database Syst Rev 2017



Schrager S, et al. Family Practice Management 2017



Sanatani et al, JGIM 2025



Shared decision making most useful when:
• Multiple treatment options

• Uncertainty regarding the evidence supporting a treatment or its 
outcomes

• Treatment advantages and disadvantages that patients must weigh

– Trade offs such as length vs. quality of life, prevention of future 
problems, costs, convenience

• Preference based, no best option

• The decision is high impact

Elwyn G et al. BMJ Evid Based Med. 2022; van der Horst EM et al. Patient Educ Couns. 2023



Older women with Stage I, ER+, HER2- breast cancer 
face many preference sensitive treatment decisions
• Mastectomy vs. Breast conserving surgery (BCS)

– Reconstruction or oncoplastic surgery
• Sentinel lymph node biopsy
• Radiotherapy after BCS

– What type of radiotherapy: Whole-breast, hypofractionated 
regimens; accelerated partial breast irradiation

• Radiotherapy vs. endocrine therapy after BCS
• Cryotherapy vs. surgery
• Primary endocrine therapy (PET) vs. surgery
• Type of endocrine therapy
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NCCN 2026/ 
Society of 
Surg Onc 
2019

SLNB may be omitted after BCS in cN0 women >70 with early stage 
HR+, HER2- breast cancer if they will be treated with HT

ASCO 2025 Clinicians should not recommend routine SLNB for patients >50 
years with ultrasound node-negative (T1,N0,G1-2) early-stage 
invasive breast cancer, that is HR+ and HER2- who undergo BCS.

EUSOMA/
SIOG 2021

SLNB is the standard of care for staging the axilla in patients with 
clinically/ radiologically negative axilla. Axillary surgery can be 
omitted in patients with cT1N0 luminal A-like tumors or short life 
expectancy 

NCCN: National Comprehensive Cancer Network; EUSOMA: European Society of Breast Cancer Specialists (EUSOMA); SIOG: 
International Society of Geriatric Oncology (SIOG); ASCO: American Society of Clinical Oncology

Guidelines: Sentinel Lymph Node Biopsy



Data on lymph node biopsy in older women
Trial (No. of Patients) Inclusion 

Criteria
SLNB/axillary staging No axillary staging Summary

SOUND (Sentinel Node 
vs. Observation After 
Axillary Ultra-Sound) 
RCT, 2023 (n=1,405), 
5y follow-up

Age >45 
(median 60, 
IQR 52-68), T1, 
95% 
HR+,HER2-

LRR: 1.7%
Distant mets: 1.9%
DDFS: 97.7% and 98.0% 
OS: 98.2%
Positive LNs: 13.7%
Axillary recurrence: 0.4%

LRS:1.6%
Distant mets: 2.3%
DDFS: 98.0%
OS: 98.4%
axillary recurrence: 0.4%

No difference 
survival, 
recurrence or 
adjuvant 
treatments

Martelli et al. RCT 2011 
(n=238), ALND vs none
15y follow up

Age 65-80, 
<2.5cm, N0, 
grade 1-3, 85% 
ER+, RT to the 
chest, tamoxifen

Ipsilateral recurrence:4.0%
Distant mets:8.6%
BCSS: 92.4%
OS: 71.6%
Positive LNs: 23%
Axillary recurrence: 0%

Ipsilateral recurrence: 8.3%
Distant mets: 9.6%
BCSS: 90.8%
OS: 68.2%
Became +: 3.6%
Axillary recurrence: 6%

No effect on 
survival

IBCSG 10-93 RCT, 
2006, (n=473) 6.6y 
median follow-up

Age 60+, cN0, 
80% ER+, 
received ET

DFS: 67%
Axillary recurrence: 1.0%
OS: 75%
Positive LNs: 28%

DDFS: 66%
Axillary recurrence: 2.5%
OS: 73%

No difference in 
survival, QoL 
better post-op w/o 
axillary staging

CALGB  9343 RCT of 
RT (n=636), 2013, 
SLNB optional 12.6y 
medial follow-up

Age 70+, T1, N0 
HR+, Grade 1-
2; 38% had ax 
dissection

Axillary recurrence: 0%
Positive LNs: 3.5%

Axillary recurrence: 0% in 
group treated with RT/Tam
3% in group treated Tam 
only

No survival 
difference with or 
without axillary 
surgery
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Summary: SLNB after BCS has little to no effect on 
local recurrence, rarely changes treatment, and does 

not improve survival for older women



Risks of Sentinel Lymph Node Biopsy (SLNB)
• Lymphedema: 4-7% within 18 months of SLNB
• Numbness: 9% within 18 months of SLNB
• Decreased range of motion of the shoulder: 13% within 6 months
• Pain: 3-50% 1 year after treatment

• Older women are at greater risk of harm and the impact may have 
a greater impact on their function

Mansel et al. JNCI 2006; Craig et al. Lancet Oncology. 2010, Liang et al. JGO 2017



NCCN 2026 Consider omitting breast irradiation in patients ≥70 years old 
with ER-positive, cN0, pT1 tumors who plan to receive 5 
years of endocrine therapy

Those eligible for omission of RT may choose to receive RT 
alone instead of endocrine therapy

EUSOMA/NICE/ 
SIOG 2021

WBRT (whole breast radiation therapy) remains the standard 
of care for most older patients following breast conserving 
surgery and omission of radiotherapy in low-risk patients can 
be safe and reasonable. 

NCCN: National Comprehensive Cancer Network; EUSOMA: European Society of Breast Cancer Specialists (EUSOMA); SIOG: 
International Society of Geriatric Oncology (SIOG); NICE: National Institute for Health and Care Excellence

Guidelines: Radiation Treatment after Breast 
Conserving Surgery



RCTs on RT after BCS+ET in older women
Trial (No. of Patients) Inclusion Criteria

(all received ET)
Locoregional 
recurrence no RT

Locoregional 
Recurrence with RT

p Value Overall survival

PRIME II  RCT 
n=1,326), 2023

Age 65+, HR+, T size <3 cm, 
N0, (grade III or LNI, not both)

9.5% at 10 yr 0.9% at 10 yr <0.001 NS

CALGB  9343 RCT 
(n=636), 2013

Age 70+, T1, N0 HR+/unknown
Grade 1-2

10% at 10 yr 2% at 10 yr <0.001 Not significant (NS)

BASO II RCT, 2013 
(n=1,135)

Age 70+, T1, N0 grade 1 8% at 10 yr 2% at 10 yr CI sig --

ABCSG  RCT (n=869), 
2007

Postmenopausal, HR+, T size 
<3 cm, N0, grade 1-2

6.1% at 5 yr 2.1% at 5 yr <0.001 NS

Fyles RCT 2004 
(n=769 [325 70+]) 

Age 70+, T1-2, N0 7.5% at 10 yr 3.0% at 10 yr <0.001 NS

Observational study

Palmer cohort study 
n=601), 2025

Age 65-90, HR+, T1N0, grade 
1/2,
Received 6 yrs of ET

5.5% at 10 yr (95% CI 
[3.8-7.6%])

95 deaths (3 [3.1%] 
breast cancer)

LUMINA  cohort study 
(n=500), 2023

Age 55+, T1N0, grade 1/2, 
Luminal A, Ki67 <13.25%

2.3% at 5 yr (95% CI 
[1.3-3.8%])

13 deaths (1  [7.7%] 
breast cancer)

Ongoing trial no RT (+ET) RT (no ET)

EUROPA(n=731)
ongoing

Age 70+, T1, N0 (cN0)
ER/PR >10%, Ki67<20%

RT=↑QoL (n=207)



RCTs on RT after BCS+ET in older women
Trial (No. of Patients) Inclusion Criteria

(all received ET)
Locoregional 
recurrence no RT

Locoregional 
Recurrence with RT

p Value Overall survival

PRIME II  RCT 
n=1,326), 2023

Age 65+, HR+, T size <3 cm, 
N0, (grade III or LNI, not both)

9.5% at 10 yr 0.9% at 10 yr <0.001 NS

CALGB  9343 RCT 
(n=636), 2013

Age 70+, T1, N0 HR+/unknown
Grade 1-2

10% at 10 yr 2% at 10 yr <0.001 Not significant (NS)

BASO II RCT, 2013 
(n=1,135)

Age 70+, T1, N0 grade 1 8% at 10 yr 2% at 10 yr CI sig --

ABCSG  RCT (n=869), 
2007

Postmenopausal, HR+, T size 
<3 cm, N0, grade 1-2

6.1% at 5 yr 2.1% at 5 yr <0.001 NS

Fyles RCT 2004 
(n=769 [325 70+]) 

Age 70+, T1-2, N0 7.5% at 10 yr 3.0% at 10 yr <0.001 NS

Observational study

Palmer cohort study 
n=601), 2025

Age 65-90, HR+, T1N0, grade 
1/2,
Received 6 yrs of ET

5.5% at 10 yr (95% CI 
[3.8-7.6%])

95 deaths (3 [3.1%] 
breast cancer)

LUMINA  cohort study 
(n=500), 2023

Age 55+, T1N0, grade 1/2, 
Luminal A, Ki67 <13.25%

2.3% at 5 yr (95% CI 
[1.3-3.8%])

13 deaths (1  [7.7%] 
breast cancer)

Ongoing trial no RT (+ET) RT (no ET)

EUROPA(n=731)
ongoing

Age 70+, T1, N0 (cN0)
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Summary: Radiotherapy after breast conserving surgery 
leads to about 8% reduction (10% to 2%) in locoregional 
recurrence among women 70+ with Stage I, HR+, HER2- 

breast cancer who take endocrine therapy but no effect on 
10-year survival.

Radiotherapy may better preserve quality of life compared 
to endocrine therapy



Side effects of RT after BCS
• Fatigue during treatment

• Increases breast pain, breast swelling, fibrosis, and retraction 

• Long-term changes in the breast

• Rare but serious side effects such as secondary malignancies 
and cardiac toxicity, latency period 5 to 20 years



Side Effects with 5 years of Endocrine Therapy
Tamoxifen Aromatase Inhibitors (AIs)

Bone fracture Prevents Causes bone loss/thinning
Uterine (womb) cancer ↑ -

Stroke ↑ -
Blood clot ↑ -
Cataracts ↑ -

Muscle/joint pain - ↑
Hot Flashes ↑ ↑

Vaginal dryness ↑ ↑
Hair loss ↑ ↑
Fatigue ↑ ↑

Headaches ↑ ↑
Decreased memory Possibly ↑ Possibly ↑

Heart disease - Possibly ↑



EUSOMA/
SIOG 2021

Surgery remains the choice of primary treatment in the 
majority of older patients with early breast cancer; 

Primary endocrine therapy can be considered as an 
alternative in selected patients with a strongly ER-positive 
tumor and short life expectancy (no more than 5 years); 

Adverse events of endocrine therapy should be considered 
in this decision

EUSOMA: European Society of Breast Cancer Specialists (EUSOMA); SIOG: International Society of Geriatric 
Oncology (SIOG); 

Guidelines: Primary Endocrine Therapy



PET vs. Primary Surgery (from RCTs)

Chan et al., BJS 2023 and Morgan et al., Cochrane Database Syst Rev 2014 

Outcome Primary Surgery +/- ET PET
Local recurrence/ 
progression

~5-10% at 5 years ~30-50% at 5 years

Breast cancer-
specific survival

Similar Similar

Overall survival Similar in RCTs Similar in RCTs
Quality of life 
(short-term)

More post-op discomfort Less initial burden 
(progression at 18-24 mos)

Quality of life
(long-term)

Stable May worsen (15.5% 
require salvage surgery, 
32.5% change ET)



Many older women with Stage I, ER+, HER2-, 
breast cancer receive SLNB and RT after BCS

• RT after BCS (rates range 
from 40-80%):
 Age 70-74: 74-80%
 Age 75-79: 50-65%
 Age 80-84: 30-50%
 Age 85+: 10-35%

Castelo M et al. Annals of Surgery; Wang T et al. JAMA Surg 2021, Downs-Canner S et al. Ann Surg Oncol, 2019
Cha et al. Adv Radiat Oncol. 2022, Taylor LJ et al. Breast Cancer Res Treat 2021

 

• SLNB in women >70 with HR+, 
cN0 (rates range from 25-97%):

 Age 70-74: 92.1%
 Age 75-79: 89.1%
 Age 80-84: 81.7% 
 Age 85-89: 66.2% 
 Age 90-94: 46.2%
 Age 95+: 29.7%



High quality shared decision making with older 
women with breast cancer should consider:

Tumor 
characteristics/ 

risk of 
recurrence

 

Life 
expectancy/ 

health

Lag-time to 
benefit of the 

treatment

Preferences, 
values, goals





Schonberg et al., JGIM 
2009, JAGS 2017, Lee SJ 
et al., JAMA 2006 and Cruz 
M et al. 2013

Estimating life 
expectancy





mG8 Questionnaire

Mohile et al., JCO 2018, Dale et al., JCO 2023
VES-13: scores of 3 or more warrant full geriatric assessment

mG8: scores of 6 or more warrant full geriatric assessment





Three-talk model of shared decision making

Elwyn et al. BMJ 2017 



Communication pearls
1. Acknowledge the complexity
2. Speak slowly and avoid medical jargon
3. Provide information in small segments
4. Pause to allow patient participation
5. Assess what your patient already knows
6. Periodically check with your patient for understanding
7. Communicate numbers in a way that your patient may 

understand (frequencies, pictographs)
8. Summarize

Fagerlin et al. JNCI 2011



Inviting the patient to participate
“My job is to make sure I support you in getting to an understanding 
of your treatment options so that we can compare them and work 
out what is best for you.”

“Regardless of what treatment or treatments we choose, most 
people with your type of breast cancer do very well. For this reason, 
there is not one right treatment pathway for all people. There are 
different options with different benefits and risks that we must 
weigh.” 



Eliciting goals and concerns
• Acknowledge the values and preferences that matter to your 

patient, her goals for treatment
• Agree on what is important to your patient (e.g., recovery time, 

out-of-pocket costs, being pain free, maintaining independence, 
maximizing survival).

• “As you think about your options, what’s important to you?”
• “So if I can summarize you think option A is better for you 

because of X, is that right? I want to be sure I’ve understood your 
preferences and priorities.”



Facilitate deliberation and decision making
“Tell me what you are thinking about your treatment options, what is 
your understanding of the benefits and risks.”

“What did you think of the options? Did some aspect of them worry 
or appeal to you?”

“I want to be sure I have explained things well. Please tell me what 
you heard.”

“It's fine to take more time to think about the treatment choices. 
Would you like some more time, or are you ready to decide?”



Triadic decision making: physician/patient/family
• 70% of women 80+ with breast cancer had a family member 

present during consultation 
• Assess patients desired role and role of family in decision making; 

welcome family in the decision making as appropriate
• Family (friend) may serve as:

–  information gather 
– coach, advisor, negotiator,
– caregiver (both physical and emotional)
– legal proxy

Laidsaar-Powell et al. Patient Education and Counseling 2016; Schonberg et al., JAGS 2012



Fisher et al, Patient education and counseling 2018

• Emotional state
• Knowledge
• Comprehension
• Self-efficacy

• May help to engage 
family members

• Comprehension
• Awareness that a decision 

needs to be made, that there 
are multiple options



Decision Aids
• Educational tools that provide detailed, current information to 

guide patients through a deliberative process

• Designed to supplement the patient-physician interaction

• May improve patients’ knowledge, satisfaction, patient/clinician 
communication

• Increases patient involvement in decision making and reduces 
patient decisional conflict and regret





Acceptability of the patient DA
• 33 women aged 70+ newly diagnosed with first primary, Stage I, ER+, 

HER2- breast cancer 
– 72% had completed college, 94% non-Hispanic White, mean age 

75 (+/-4 years)
• 97% agreed that the DA was helpful
• Felt it helped prepare them for decision making quite a bit (Mean 

score on preparation for decision-making scale 4.1 out of 5)
• Increased knowledge (10.6 vs. 9.0 out of 14 True/False questions 

correct, p<0.001)
• Michigan study: 23 patients found the DA acceptable, appropriate, and 

facilitated decision-making
Minami C,…Schonberg, MA et al. JGO 2021; Pesavento CM et al. Am J of Surgery 2024



Case 1, Ms. S
• 78 yo with COPD (not oxygen dependent but becomes tired 

walking 3 blocks, former smoker), osteoporosis, perceived 
health “good”, BMI 26, needs help with household chores

 -Schonberg score:12, 60% chance of 10-year mortality
 -Lee score:8, 52% chance of 10-year mortality
 -Clinical frailty score: 4

• 1.5 cm invasive ductal, grade 2, ER/PR+, HER2-, clinically 
lymph node negative, L sided breast cancer



Steps to shared decision making 
1. Invite the patient to participate
2. Present the options
3. Provide information on the benefits and risks (tailored based on 

health/life expectancy)
4. Assist patient in evaluating options based on their goals & concerns
5. Facilitate deliberation and decision making
6. Involve trusted others 

Kane et al. CA: A Cancer Journal for Clinicians 2014



Invite the patient to participate
“Mrs. S, I'd like to take some time to talk with you about the different 
treatment options for your breast cancer. There’s more than one 
reasonable path we can take, and each option has pros and cons 
based on your health, your lifestyle, and what matters most to you.

My role is to help you understand the choices and what to expect with 
each one, and your role is to share with me what’s important to you—
like how you feel about certain treatments, your daily routines, and 
your preferences.

We’ll make this decision together and we can include your son or 
anyone else you want involved. How does that sound to you?"



Scripts for lymph node exploration 
“We used to think that taking out lymph nodes under the armpit near the breast to 
see if breast cancer was there would help us decide how best to treat women. 
However, more recent studies have found that for women with your type of breast 
cancer that taking out and testing the lymph nodes for breast cancer rarely changes 
treatment.  In addition studies do not show any survival benefit for testing the lymph 
nodes for breast cancer in women your type of breast cancer. This is because most 
women do very well with your type of breast cancer either way.” 

“Meanwhile, a lymph node biopsy may cause some women, around 5 out of 100, to 
have trouble with arm swelling.” 

“Some guidelines do not recommend lymph node testing for women age 70 and 
older with your type of breast cancer who plan to take anti-estrogen pills.”



Lymph Node Biopsies Leads to More Testing
“A lymph node biopsy may also lead people to get tests and treatments that 
they do NOT need. The likelihood that a lymph node biopsy would find breast 
cancer is low (<15%) in women your age with your type of breast cancer. But 
if the biopsy does show breast cancer, people sometimes feel that they must 
have more tests, procedures, and treatments.” 

“But these additional treatments may not actually help them live longer since 
most people with your type of breast cancer do well either way. Therefore, 
getting more information from the biopsy could lead to more medical 
interventions that may not help you live longer or better.” 

Adapted from Mott et al. Journal of Surgical Research. 2023



Shared Decision Making about Radiation: Benefits
“Studies show that for women age 70 and older with your type of breast 
cancer who choose not to have radiation after a lumpectomy that over 10 
years about 10 women out of 100 will have there breast cancer come 
back in their breast or chest wall compared to 2 women who have 
radiation treatment (so 8 fewer out of 100). These numbers assume that 
you will take an anti-estrogen pill for 5 years.”

“If you do not take an anti-estrogen pill your chance of breast cancer 
coming back in your breast or chest is a bit higher. While having radiation 
may lower your chance of breast cancer coming back in your breast or 
chest wall, having radiation does not improve survival. This is because 
most women do very well with your type of breast cancer either way.” 



Shared Decision Making about Radiation: 
Downsides and Harms

“There are downsides to radiation treatment. While most women do 
very well some feel very tired during treatment. Radiation treatment 
may also cause pain or swelling in the breast that can take a while 
to go away. Some women experience long-term changes to their 
breast. Having radiation may also slightly increase your long-term 
risk of heart or lung disease.” 

“Also, some women find it difficult or burdensome to travel to a 
medical facility for radiation treatments.”



RT vs. ET
“Women with your type of breast cancer are increasingly being given a choice of 
having radiation after a lumpectomy OR to take anti-hormone pills.  Both treatments 
lower the chance of breast cancer coming back in the breast or chest wall. Some 
women prefer getting treated with radiation for a few weeks rather than taking a pill for 
5 years but the decision really comes down to how you weigh the different benefits 
and downsides of each option.”

“Anti-hormone pills may cause some women to experience fatigue, headaches, hot 
flashes and sexual problems. The anti-hormone pill most commonly given to women 
with your type of breast cancer (called aromatase inhibitors), may cause muscle or 
joint pain and possibly increase bone fractures. The other medication often given, 
tamoxifen, can slightly increase the chance of blood clots or uterine cancer. But, anti-
hormone pills, unlike radiation treatment, can also lower your chance of getting a new 
breast cancer (e.g., in your other breast)”



“Doctor, what would you do?”
“I’m happy to make a recommendation for you. But, before I do, I 
would like to just understand a little more about what is important to 
you. Would that be okay?”
“Before I make a recommendation for you, are there questions about 
the options I can help to address?”
 -may help to confirm patient understanding of the key elements 

of the decision but respects patient’s preferred decisional role
 -Patients may not expect doctors to bring up interventions not 

in their best interest

Adapted from Fisher et al, Patient education and counseling 2018



Case 2, Ms. B
• 85 yo with diabetes, atrial fibrillation, history of stroke and knee 

replacement, perceived health “fair”, BMI 28, former smoker, needs 
help with household chores, housework, and pushing/pulling large 
objects

 -Schonberg score:17, 92% chance of 10-year mortality, 
 70% chance of 5-year mortality
 -Lee score:11, 82% chance of 10-year mortality
 -Clinical frailty scale-5

• 1.3 cm invasive ductal and lobular, grade 1, ER/PR+, HER2- by 
FISH, cN0, palpable R sided breast cancer 



Scripts related to Primary Endocrine Therapy

“As we get older, it can take longer to recover or bounce back from 
some treatments for breast cancer, like surgery. While breast 
surgery is generally very safe there are side effects that can be 
burdensome. For women who do not want surgery or who have 
other significant health issues, taking an anti-hormone pill for 5 
years is an option.”



Eliciting values/preferences
“What major concern or fear do you have about having breast 
surgery?”
“What major concern or fear do you have about NOT having breast 
surgery?”
“People have different goals and concerns. As you think about your 
options, what’s important to you?”

Discuss likelihood of surgery or PET addressing patient’s greatest 
concerns and the patient’s goals.

Adapted from Naik et al, Journal of the American Geriatrics Society 2025.
Kane et al. CA: A Cancer Journal for Clinicians 2014



Discussing life expectancy

Jindal…Schonberg MA et al., JAGS 2022



Scripts related to health/life expectancy
“A woman’s overall health may affect her chance of benefitting from 
breast cancer treatment. Since your type of breast cancer tends to be 
slow growing, it can take years before it may affect your health or 
quality of life.”

“Since information on your overall health may be helpful to us in 
deciding on breast cancer treatment and planning for the future, 
would it be helpful to talk about how much longer you are likely to live 
to help us decide together about your breast cancer treatment?”

If patients are interested: Ask patients about their goals of care, 
expectations of their life expectancy. 

Adapted from Jindal…Schonberg MA et al., JAGS 2022



Scripts related to health/life expectancy
-Emphasize the uncertainty is estimating long-term prognosis

-Ask patients how they would like to receive prognostic information (a 
proportion, a range, a point estimate…)

“Everyone is different and it is impossible to know the future but from 
information obtained from women your age and in similar health, 
suggests your life expectancy is probably around 5 years” 

“around 50% of women your age and in similar health will live 5 more 
years, some will live more and some will live less.”

Adapted from Jindal…Schonberg MA et al., JAGS 2022



Case 3, Ms. L
• 80 yo with HTN, diabetes, mild dementia, functional decline (began 

needing help with grocery shopping, house cleaning but able to 
dress and feed herself), perceived health “good”, trouble walking 
several blocks, BMI 25, lives alone, daughter visits several times 
per week and accompanies her at the visit

 -Schonberg score:13, 68% chance of 10-year mortality, 
 37% chance of 5-year mortality
 -Lee score:11, 82% chance of 10-year mortality
 -Clinical frailty scale-5

• 1.0 cm invasive lobular, grade 2, ER/PR+, HER2-, cN0, palpable L 
sided breast cancer 





Inviting family to participate
“I want to make sure we’re making decisions that fit your health, 
your values, and your preferences. There’s a lot to consider.

I’d also like to invite your daughter to be part of this conversation, if 
that feels comfortable to you. Sometimes it helps to have someone 
you trust hear the options with you, ask questions, and think through 
the pros and cons together.

Would it be okay if we all talk together about the treatment options 
and what matters most to you?”



Communication pearls for patients with dementia
• Older adults with cognitive impairment can often reliably 

communicate their values and choices
• Simplify the language when possible
• Do not underestimate patient desire to participate in decision 

making
• Loved ones may also have unmet informational needs
• Shared decision making has been shown to increase patient and 

family satisfaction when the patient has cognitive impairment

Mattos et al. Dementia (London), 2024



Summary
• Women aged 70 and older with Stage I, ER+, HER2- breast cancer 

face many preference sensitive treatment decisions

• Shared decision making is associated with more person centered-care

• Ideally, patients are informed that many breast cancer treatment 
decisions are preference sensitive, they are informed of the options, 
invited to share in the deliberation, and that the decision is aligned 
with the patient’s values and preferences

• Decision aids may help support shared decision making



sdmpossible.com















Thank you! Questions? 

sdmpossible.com

mschonbe@bidmc.harvard.edu
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