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ARTICLE INFO ABSTRACT

Keywords:
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Introduction: Women >70 years with low-risk breast cancer face nuanced therapy decisions. Using qualitative
analysis, we aimed to determine how oncologists and patients integrate geriatric considerations into complex
treatment conversations.

Materials and Methods: We recruited women aged >70, newly diagnosed with clinical T1-2NO hormone receptor-
positive/HER2-negative disease between October 2020 and March 2023 from a large cancer center and audio-
recorded and transcribed their consults with surgical, medical, and radiation oncologists. We identified geri-
atric issues included in conversational content and the dynamics of patient/oncologist communication. Data
collection and analysis were simultaneously performed. We also assessed participant decision-making prefer-
ences, frailty, and life expectancy.

Results: Of 48 eligible patients approached, 27 (56 %) participated with eight surgical oncologists, 17 with 11
medical oncologists, and four with three radiation oncologists (n = 48 consultations recorded). Fourteen patients
(48 %) were > 75 years, 23 were non-Hispanic White (76 %). Patients preferred to share (n = 15, 58 %) or make
their own treatment decisions (n = 10, 39 %), rather than defer to the oncologist. Oncologists presented an
explicit treatment choice in 16 conversations (35 %). Chronological age was discussed in 27 (56 %) conversa-
tions, comorbidities in 44 (92 %), and multimorbidity in two (4 %). Other geriatric considerations were discussed
in the minority of conversations [physiologic age: 20 (42 %); function: 20 (42 %); quality-of-life: 5 (10 %); life
expectancy: 5 (10 %); polypharmacy: 2 (4 %)].

Discussion: Despite numerous treatment options, oncologists neither commonly offer older women with low-risk
breast cancer explicit treatment choices, nor discuss geriatric issues besides comorbidity. Training oncologists in
communication around geriatric issues may lead to more person-centered breast cancer care.

Geriatrics

Shared decision making
Clinician communication
Hormone receptor-positive

1. Introduction

More than 80,000 new breast cancer cases are diagnosed annually in
the United States in women aged >70 years, representing approximately
30 % of new breast cancer diagnoses, and approximately 60 % of those
women have low-risk (early-stage, hormone receptor-positive [HR+1/
human epidermal growth factor receptor 2 [HER-2]-negative) disease
[1]. Overtreatment of older women with low-risk disease is a growing
concern, as existing data demonstrate that less-intense locoregional

therapy (i.e., de-escalated therapy) does not decrease overall survival. It
is well-established that mastectomy does not confer a survival benefit
over breast-conserving therapy in women of all ages [2,3], and trial data
also support safe omission of radiation therapy (RT) [4,5] and axillary
lymph node surgery [5-7] in older adults. Proceeding with RT and
axillary lymph node surgery comes with an increased risk of surgical site
infection, bleeding, chronic pain, lymphedema, and radiation-induced
malignancy [8-10]. Omitting these treatments, however, may be asso-
ciated with a small (approximately 8 %) increase in locoregional
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recurrence at 10-year follow-up [4,5].

Women aged >70 years with low-risk breast cancer have multiple
locoregional treatment options (lumpectomy with or without sentinel
lymph node biopsy [SLNB], with or without RT, or mastectomy with or
without SLNB). These already complex treatment decisions can be
further complicated by the presence of geriatric-specific issues, such as
comorbidities, limited life expectancy, limited social support, impaired
functional status, polypharmacy, and impaired cognitive status, which
can result in a higher risk of complications [11] or a decreased likeli-
hood to survive long enough to realize the modest reduction in locore-
gional recurrence.

Though oncologic professional societies such as the American Soci-
ety of Clinical Oncology and the International Society of Geriatric
Oncology endorse integration of geriatric-specific concerns into treat-
ment decision-making [12,13], it is unclear to what extent clinicians are
actually discussing these with their patients. While previous work has
sought to understand decision-making by analyzing data from encounter
notes [14] or from semi-structured interviews with oncologists [15] and
patients [16], we sought to capture the true conversational content and
dynamics with respect to geriatric considerations in consultations be-
tween breast surgical, medical, and radiation oncologists with older
women who have low-risk breast cancer.

2. Materials and Methods
2.1. Sample

Women aged >70 with clinical T1-2 (tumor <3 cm), node-negative,
HR+/HER-2- disease presenting for an initial consultation with a breast
surgical, medical, or radiation oncologist were recruited between
October 2020 and March 2023 at the two main clinic sites of a large
academic cancer center. Patients with tumors up to 3 cm were eligible
for participation given the inclusion criteria of the PRIME II trial, which
supports omission of RT in older women [4]. Men, women with non-
ductal or lobular histologies, those who were non-English speaking,
and those with a score of <9 on the Orientation-Memory-Concentration
Test (a score indicative of dementia) [17] were excluded. To increase
diversity of age and race/ethnicity, participation of non-Hispanic White
women was capped at n = 20 and participation of adults age 70-74 was
capped at n = 15. Participant flow is summarized in Supplementary
Fig. 1.

2.2. Study procedures

After confirming eligibility with their treating oncology clinicians,
patients were screened by a trained research assistant face-to-face and
written consent was obtained prior to their new patient consultation.
Support persons present at the time of the discussion were also required
to give verbal consent to be audio-recorded. Of note, this study period
included approximately six months when the presence of support per-
sons were limited due to COVID-19-related protocols. Given the limited
number of oncology clinicians within each subspecialty and their vari-
able levels of clinical activity, no limit was placed on the number of
patient participants that a given oncology provider could have.

Usual clinical processes involve a pre-operative consult with a breast
surgical and medical oncologist, with post-operative referral to a radi-
ation oncologist if deemed necessary. Radiation oncology consults for
the study participants were limited given that the majority of patients
were referred to radiation oncologists outside of the two clinic sites. Two
weeks prior to the start of this study, routine frailty (Geriatric-8) and
limited life expectancy (Schonberg Index) screening for all patients >70
were instituted in the breast surgical oncology clinics. The surgeons in
this study were thus provided with the data from these two screening
tests prior to entering the room and could use this information in com-
munications about treatment planning with the patient and with their
medical and radiation oncology colleagues if they chose, although this
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was not mandated. The Orientation-Memory-Concentration test was
administered only as part of study procedures and was not part of
routine clinical care. No other routine geriatric-specific screening or
assessment done prior to the medical or radiation oncology consults.

We attempted to capture all oncology treatment consults with con-
sented study participants. A research assistant placed an audio recorder
in the room prior to the start of the encounter (n = 28) or gave physi-
cians the audio recorder to use themselves if they preferred (n = 20). No
study personnel were present at the time of the conversations and no
field notes were taken.

2.3. Study measures

Questionnaires were used to assess demographics, frailty (Geriatric-
8) [18], life expectancy (Schonberg Index) [19], decision-making pref-
erences (Control Preferences Scale [CPS], a 5-item scale that allows
respondents to denote their preferences with regards to healthcare de-
cision participation) [20], and preferences regarding health care use
(Medical Maximizer-Minimizer Scale, a 10-item scale with items scored
on a 1-7 Likert scale; scores <4 indicate medical minimizing and scores
>4 indicate medical maximizing [21]). As this study was investigating
treatment decision making, the latter two measures were included to
understand the study population’s baseline attitudes toward decision
making and healthcare utilization. These measures were gathered either
prior to the start of the treatment consultation or up to one week
following consultation. As geriatric-specific considerations should, per
societal guidelines, play a role in treatment decision making, data on
treatment received were abstracted from charts. Type of breast surgery
(lumpectomy vs mastectomy), inclusion of axillary surgery (SLNB vs no
SLNB), and receipt of any RT (yes/no) were included. Endocrine therapy
receipt (yes/no) was credited if a patient started endocrine therapys;
longitudinal endocrine therapy adherence was not assessed in this study.

2.4. Data analysis

Baseline questionnaire data were analyzed using basic descriptive
statistics. The audio-recorded conversations were anonymized and
professionally transcribed. Transcripts were not provided back to the
study participants. Data collection and analysis were performed
concurrently to determine when thematic saturation (the point at which
code definitions remained stable and no new themes emerged) had been
reached [22]. To facilitate a broad array of potential analyses, the study
team (CM, AR, BNC) coded transcripts for conversational content, such
as treatment-specific information as well as conversational dynamics,
which included, but were not limited to codes relating to informational
flow and turn taking [23,24]. Conversational data from all participants
(patients, support persons, and clinicians) were all coded in the same
manner, and the speakers’ roles were noted. The initial codebook was
created by all three team members (Supplementary Material) and
included both deductive codes from the domains of the comprehensive
geriatric assessment, and inductive codes identified during transcript
review. Six conversations were coded by all three study team members,
which facilitated exploration and interrogation of the draft codebook to
identify any differences in interpretation of or application of codes
[21,25]. The codebook was refined, and a finalized codebook was
applied to all transcripts. Subsequently, each transcript was coded by
one team member (either AR, CM, or BNC) with frequent team meetings
to ensure coding consensus and to resolve any areas of uncertainty or
disagreement. The research team met to iteratively discuss the salient
themes and to determine when saturation had been reached. The team
utilized the coded data to create matrices examining the intersection
between a priori selected geriatric-specific concerns (e.g., comorbidities,
life expectancy, social support, functional status, polypharmacy, and
cognitive status) and conversational dynamics (e.g., patient-initiated vs.
physician-initiated discussion of geriatric-specific concerns, patient-
initiated de novo questions, patient follow-up questions, and explicit
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treatment choice).

While the initial coding approach was undertaken to facilitate a
discourse analysis approach, for this report, we chose to report counts,
given the relative infrequency of discussion of geriatric-specific con-
cerns. Discourse analysis-specific results will be reported in future work.
Conversation-level frequency counts of geriatric-specific concerns,
which included the domains of a comprehensive geriatric assessment in
addition to a priori chosen age-related concerns emergent from our past
work (e.g., chronological age and physiologic age) were determined by
an investigator who is a practicing surgical oncologist (CM). Frequency
of who initiated discussion of geriatric-specific concerns was also
captured. Explicit treatment choice was initially coded by the study
team, but CM was a final reviewer to ensure clinical accuracy. A sensi-
tivity analysis of this code was performed excluding medical oncologists,
as these conversations took place pre-operatively, well before the time
when the choice regarding endocrine therapy needed to be made. Par-
ticipants did not give feedback on the findings. Coding was performed
using NVivo software, version 12.5.0 (QSR International) and the matrix
was created in Excel. Reporting was guided by the Consolidated Criteria
for Reporting Qualitative Research Checklist [26]. Institutional review
board approval for the study was obtained from the Dana-Farber/
Harvard Cancer Center Institutional Review (IRB#: 20-610).

3. Results

Of 48 eligible patients approached, 27 (56 %) participated and had
usable recorded treatment conversations with 22 different physicians.
With respect to age distribution and race/ethnicity, patients who refused
to participate were similar to those who agreed during the open
recruitment period. Overall, 48 treatment consults were audio-recorded;
27 were with surgical oncologists (n = 8), 17 with medical oncologists
(n = 11), and four with radiation oncologists (n = 3) (Supplementary
Fig. 2a, b, ¢). The mean length of conversations was 44:36 (range:
15:47-90:57). This did differ slightly by subspecialty: medical oncology
mean length 43:15 (range 24:40-90:57), surgical oncology mean length:
44:54 (range 17:34-1:06:40), and radiation oncology mean length:
36:24 (range 15:47-59:52). Twenty-one patients had a support person
present at 41 consultations. Overall, 14 patients (48 %) were > 75 years,
20 were non-Hispanic White (76 %), and seven were non-Hispanic Black
(24 %) (Table 1). Nine (31 %) had <10-year life expectancy and 12 (41
%) were at risk for frailty. Twenty (74 %) were medical maximizers,
meaning they were predisposed to seek health care for even minor
problems [21]. Per the Controlled Preferences Scale, patients preferred
to share (n = 15, 58 %) or make their own treatment decisions (n = 10,
39 %), rather than defer to the oncologist.

Oncologists presented an explicit treatment choice in 16 conversa-
tions (35 %); representative quotes of presented treatment choices are
listed in Supplementary Table 1. Excluding medical oncology conver-
sations, explicit treatment choices were noted in 52 % of the surgical and
radiation oncology consults (9/11 oncologists).

When analyzing the conversational content, at least one geriatric
consideration was discussed in 67 % (32/48) of conversations. Specif-
ically, functional status, social support, and comorbidities were dis-
cussed, while nutrition, cognition, and psychological status were not
mentioned in any conversation, Fig. 1. Chronologic age was discussed in
56 % (27/48) of conversations and physiologic age in 42 % (20/48).
Most referrals to physiologic age drew on the lack of comorbidity
(“You’re also very robust. You don’t have a lot of other medical prob-
lems” [MO6]) and physical appearance (“you look much younger than
your stated age” [SO2]) (Table 2). Chronologic age and physiologic age
often coincided in the same conversation, as oncologists tended to pre-
sent physiologic age in contrast to chronologic age.

Comorbidities were discussed in 92 % (44/48) of consultations but
discussion of treatment planning within the context of multimorbidity
was only discussed in 4 % (2/48) of conversations (“...when we’re
talking about...complications with healing...with the diabetes, a bigger
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Table 1
Patient and provider characteristics.

Patient Characteristics (n = 27)

Mean age, years (SD) (age range 70-84) ;61)9 G-
Age: n (%)

70-74 13 (44)

75-79 7 (26)

80-84 4 (15)

>85 331
Race: n (%)

Black or African American 7 (26)

Non-Hispanic White 20 (74)
Education: n (%)

High school graduate or GED 209

Some college or technical degree 6 (23)

Completed college 10 (39)

Graduate degree 6 (23)

Post-graduate degree 2(8)
Income: n (%)

< $20,000 208

$20,001-40,000 2(8)

$40,001-60,000 4 (15)

$80,001-100,000 14

>$100,000 9 (35)

Prefer not to say 8 (31)
Employment: n (%)

Retired 21 (81)

Employed < 32 h/week 3(12)

Employed >32 h/week 1@

Unemployed 1(4)
Marital Status: n (%)

Currently married 16 (62)

Widowed 5 (20)

Divorced 5 (20)
Living Situation: n (%)

Alone 4 (15.4)

With spouse/partner 18 (69.2)

With children over 18 5(19.2)

With parents/parents-in-law 1(3.8)

With Other: grandson over 18 1(3.8)
Living Location: n (%)

Urban 6 (23)

Suburban 18 (69)

Rural 2 (8)
Control Preferences Scale: n (%)

“You prefer that your doctors make the decisions with little or no 0

input from you”

“You prefer that your doctors make the decisions after considering 00

your opinion”

“You prefer that you and your doctor make decision together” 15 (56)

“You prefer to make the final treatment decision after considering 10 37)

your doctor’s opinion”

“You prefer that you make the decisions with little or no input from 0

your doctors”

Did not answer 2(7)
Medical Maximizer-Minimizer Scale: n (%)"

Maximizer 20 (74)

Minimizer 6 (22)

Unknown 14)
Life Expectancy: n (%)"

<5 years 5(19)

5- < 10 years 4 (15)

10-14 years 6 (22)

>14 years 12 (44)
Frailty Status: n (%)°

At risk of being frail 12 (44)

Not Frail 15 (56)
Blessed Orientation Memory Concentration scores: n(%)"

4-6 7 (26)

<3 20 (74)
Number of Treatment Conversations Captured

1 11 (41)

2 14 (52)

3 2(7)

Provider Characteristics

(continued on next page)
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Table 1 (continued)

Patient Characteristics (n = 27)

Mean Age, years (SD), age range (31-65) ;50)1 /=
Age: n(%)
30-40 6 (27)
40-50 9 (41)
50-60 6 (27)
60-70 1(5
Sex, n (%)
Female 19 (86)
Male 3014
Subspecialty, n (%)
Surgical oncology 8 (36)
Medical oncology 11 (50)
Radiation oncology 3014
Years in practice, n (%)
0-5 8 (36)
6-10 2(9)
11-20 8(36)
>20 4 (18)

Abbreviations: SD: standard deviation; GED: General Educational Development.

@ Ten-item scale; items scored on a 1-7 Likert scale with scores below 4
indicating medical minimizing and scores above 4 indicating more medical
maximizing [21].

b Schonberg Index: 11-item scale, giving mortality risks at 5, 10, and 14 years.
Patients with a mortality risk of >50 % in a given time interval has a life ex-
pectancy less than that interval [19,27].

¢ Geriatric-8: score of <14 indicates being at risk for being frail [18].

4 6-item scale, total score out of 28, score > 10 considered abnormal.

Nutrition
Cognition

Chronological Age
Physiologic Age
Life Expectancy
Quality of Life
Polypharmacy

Functional
Status

Social Support
Comorbidities

Psychological
Status

Domains of GA Domains Discussed

Fig. 1. Venn Diagram of Domains of the Geriatric Assessment (GA) and Do-
mains Discussed.

surgery isn’t necessarily something that you need to do” [SO7]). More
frequently, oncologists gave reasons for treatment recommendations
due to lack of comorbidities. Functional status was the second most
commonly discussed geriatric-specific consideration (42 %, 20/48
conversations), in which multiple providers asked about patients’ abil-
ities to ambulate certain distances or to carry out activities of daily
living. Other geriatric considerations were discussed in the minority of
conversations (quality of life: 10 % [5/48]; life expectancy: 10 % [5/48],
polypharmacy: 4 % [2/48]).

Oncologists tended to be more likely to initiate discussion of geriatric
domains than patients/supporters. Overall, geriatric considerations
were brought up by all 22 clinicians in 47 of 48 interviews, by seven
patients in eight interviews, and two support persons in four of 41 in-
terviews where one was present. However, patients commonly initiated
conversation about impact on quality of life (n = 4/9) (Fig. 2). All other
mentions of geriatric-specific concerns were initiated by the oncologist.
Participant life expectancy was only mentioned in 4 of 48 conversations
and was always initiated by the oncologist.
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Table 2
Representative quotes by geriatric-specific concerns and initiating party.

Geriatric-Specific
Concern

Initiating Party Representative Quotes

S0O2:...Reading your survey about your
activity, it doesn’t sound like you really are
limited, right?...you can walk up a flight of
stairs with a laundry basket?

SO7: Got it. And then I have — I know you
just mentioned potentially having asthma
and diabetes of course, and the blood
pressure. Any other medical problems,
heart problems or other?

P26: Acid reflux.

SO7: Reflux. Okay.

P26: Yeah. Because at night this stuff builds
up in my - and I have to get up...

SO7: Got it. And do you take anything for
that regularly?

P26: No. [My doctor], I told her I didn’t
wanna take any more pills if I didn’t have
to. So I just work with it, sleep on a bunch
of pillows, elevated myself.

Oncologist-

Functional Status L
initiated

Oncologist-

Comorbidities S
initiated

SO7: I think those are all the things I
wanted to ask. Do you mind if I examine
you next?

SO1: And then obviously your daughter can
take you home. She’ll need to bring you to
the hospital and take you home. And then
some of my patients, afterwards they just
sleep at their house and they don’t really
need anyone around. If your daughter
wanted to stay one night, I think that’s fine.
P8: We live in the same house.

SO1: Oh, that’s great. That’s even better.

SO1:...it seems like you have good social
support with your daughter, but sometimes
it’s nice just to be able to talk to someone
else. And so we have some really great
SoulMates. A lot of my patients sort of took
advantage of it when they were diagnosed,
and so they give back. So you can always
call and see whether they can connect you
with someone else who's similar to you
who’s undergoing a lumpectomy. We also
have [a social worker] who’s wonderful.
So, for example, sometimes your
daughter’s just busy. If you have
appointments or visits, she could sort of
help you - you know, see whether she can
help you arrange for rides or things like
that. Okay?

SO1:...I always think of my patients in
terms of both your chronologic age and
your physiologic age... And you're more in
the category of the 72, going on 50 kind of
category...You do not have a risk of being
frail if you're out playing golf every day.
MO11: There’s data to suggest that in
people in a very similar situation that you
are, given your age and what we know
about the cancer so far that we think it’s
very acceptable to not do the radiation
because if there were a local problem in the
future that arose that we would be able to
deal with it then in a way that wouldn’t
change your lifespan.

P29: Okay. I'm 82 years old, so —

MO11: What do you mean by that?

P29: [Laughs] May — you know, I'm 82, so I
don’t — maybe I won’t need...any
radiation...treatments.

Oncologist-

ial t
Social Suppor initiated

Oncologist-

Physiologic A
ysiologic Age initiated

Oncologist-

Chronologic Age initiated

MO11: And for women in your age group
we almost always think the risks [of

(continued on next page)
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Table 2 (continued)
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Table 2 (continued)

Geriatric-Specific

Initiating Party

Representative Quotes

Geriatric-Specific Initiating Party Representative Quotes

Concern Concern
radiation therapy] are going to outweigh of tumor, the type of treatment, right? But
the benefits. absolutely, I have patients —
MO11: So even without a cancer diagnoses, P13: I want to live longer than that.
people only live for so long. Right? SO2: Absolutely. That’s the thing. I would
P29: Right. Mm-hmm. say that you could live longer than that.
MO11: We have a natural lifespan. And — I've got people who don’t ever have a
P29: ...I'm already 90, or something like problem with their cancer again,
Life Expectanc Oncologist- that, so what the heck...let it go. throughout their life.
P Y initiated MO11: I hear what you’'re saying...so it’s P18: I know I have the — basically, I'll still
different treating someone with breast be moving around, I won’t be bedridden or
cancer who’s very young ...— in terms of... nothing like that, will I?
how that’s going to impact the rest of their MO?7: No, no...the goal is for you to have
lives compared to someone who just the same quality of life that you had before
naturally has a different life expectancy. all of it...the medicine that I'm talking
MO?7:...the letrozole medicine, is a very . . Patient- about, the letrozole medicine, is a very safe
L. . Quality of Life s L .
safe medicine and...we would expect it — initiated medicine and...we would expect it — for
for you to have the same quality of life that you to have the same quality of life that you
Quality of Life Oncologist- you had before. We wouldn’t want you to had before. We wouldn’t want you to take
o4 initiated take it with it causing you to be bedridden it with it causing you to be bedridden or
or something. That almost never happens, something. That almost never happens,
but...we wanna maintain your high quality but...we wanna maintain your high quality
of life. of life.
RO1: So I would say the radiation is a little o i K - i K , ] ,
bit of a logistical pain in the short-term Abbreviations: SO: surgical oncologist; MO: medical oncologist, P: patient.
because it is three weeks of daily treatment.
That said, then it's done. As I imagine Dr. X Treatment data were able to abstracted from the record for 24 of 27
will mention to you, he typ.lcal.ly tries to get patients. Of these 24, 23 underwent surgery of which 22 were lumpec-
through five years of medication, but . . .
again, life happens, and you see how you tomies (Table 3). The one patient who underwent mastectomy did so
do on the pills, in terms of the side effects due to the extent of her disease. Only two patients (7 %) underwent
with the pills. SLNB—one had an abnormal node seen on imaging with an unsuccessful
P?I?: He F°¥dtme ﬂl;‘lat thet side effects of the needle biopsy and a SLNB was recommended. The other patient was
pills are joint problems too. .
RO1: Yeah, Yeah, the radiation side effects recommended a SLNB because it was thought she could tolera'te
tend to be focused just on the area we’re chemotherapy if needed, and thus her nodal status would be helpful in
treating. So they re really just the skin gets medical oncology’s treatment recommendation (“Because you seem to
alittle bit darker, a little bit itchy. You may be much younger than your stated age, that we can actually [use] what
) Patient- feel a little tired, of course, because we're the results of your lymph nodes are to be able to say...if you needed
Functional Status initiated shoehorning a visit into your day. You g o 3 .
never want it. But those are the major side chemotherapy, we think you could tolerate it.” [SO2]). Nine patients out
effects. of the 22 patients who underwent lumpectomy had adjuvant RT (41 %).
P29: And this is going to disable me more. I Among the four radiation oncology conversations captured, three pa-
won’t bi able to stay by myself. I can’t do tients underwent RT. Twenty-one of the 24 patients who reported
my work. o s as . .
RO1: Yeah. T would say most people with recelvmg. treatmen.ts were 1n1t1atf?d on endocrine therapy .(E"lj), one of
radiation don’t feel — these patients received ET only without any surgery or radiation.
P29: I'm just going to go for the pills. I'm The 20 medical maximizers were treated similarly to the overall
already there. = _ ) population, with the majority of patients undergoing lumpectomy + ET
El?;é TIh::, S‘;:::lg 2:;' :;:;?];;2365;::9 (7, 35 %) or a lumpectomy + RT (6, 30 %). Similarly, among robust
. s . . o N
get the radiation work the entire time, take patients, five (33 %) underwent lumpectomy + ET and four (27 %)
care of their things at home. They don’t underwent lumpectomy + RT (Supplementary Table 2). Of the patients
actually get particularly disabled. But with life expectancies less than 10 years and known treatment data, four
again, I don’t feel super strongly about the (44 %) underwent lumpectomy + ET and four (44 %) underwent
radiation. 1 tomy + RT. Th: ignificant diff ith tt
P30: My mother is 90...she had retinitis umpectomy R erfe wgre no §1.gn1 ca.n i .ereHC(?s with respect to
pigmentosa and a little bit of knee pain, but the mean number of geriatric-specific considerations discussed between
Support- otherwise she’s in very good health, and so the overall cohort, medical maximizers, and minimizers. Similarly, there

Comorbidities

Social Support

Physiologic Age

Chronologic Age

Life Expectancy

person-initiated
Patient-
initiated
Patient-
initiated
Patient-

initiated

Patient-
initiated

it really is about choosing the facility with
the best recommendations for treatment of
this.

P12: Do you have recommendations as far
as support groups?

P29: I've worked all my life, and I live by
myself. I'm very independent. And I feel
healthy...for 82...and I feel and look better
than some of my friends.

P2: At 72, body image is no longer my
priority. Never really was...just want to
take care of my health.

P13: I read something online that said if
you had breast cancer, you have ten years
to live.

SO2: It depends on a few things, right? It
depends on the size of the tumor, the type

were no significant differences in discussions of geriatric-specific con-
ditions by robust vs. frail patients or patients with or without life ex-
pectancies <10 years.

4. Discussion

In this qualitative analysis of audio-recorded treatment conversa-
tions between surgical, medical, radiation oncologists and women aged
>70 years with early-stage, HR+ breast cancer, we found that oncolo-
gists uncommonly offered these women explicit treatment choices
despite older women having multiple treatment options and wanting to
be actively involved in treatment decision-making. We also found that
while oncologists included discussion of comorbidity in their treatment
recommendations, they discussed patient functional status less
commonly, and rarely discussed other geriatric issues like nutrition or
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Fig. 2. Oncologist-Initiated versus Patient-Initiated Geriatric-Focused Domains Discussed (by Conversation).

Table 3
Locoregional therapy received by conversational content and patient decision-
making preferences.

N # Geriatric Controlled Medical

(%) —focused Preference Maximizer/
domains per Score® Minimizer” (n, %)
patient (mean) (total: 20

maximizers, 6
minimizers, 1

unknown)
ET alone (no
locoregional 1 Maximizer: 1
therapy)* @ 0 Shared: 1 (100)
Lumpectomy 3 Maximizer: 2 (67)
only (11 2.3 Shared: 3 Minimizer: 1 (33)
Lumpectomy + 9 Shared: 6 Maximizer: 7 (78)
ET (33) 2.2 Active: 3 Minimizer: 2 (22)
Lumpectomy + 1 Maximizer: 1
SLNB* @ 2 Shared: 1 (100)
Lumpectomy + 8 Shared: 3 Maximizer: 6 (75)
RT* (30) 1.9 Active: 5 Minimizer: 2 (25)
Lumpectomy + 1 Maximizer: 1
SLNB + RT* @ 1 Shared: 1 (100)
1 Maximizer: 1
Mastectomy* 4 0 Unknown: 1 (100)
Maximizer: 1 (33)
3 Active: 2 Minimizer: 1 (33)
Unknown (11) 1.3 Unknown: 1 Unknown: 1 (33)

Abbreviations: ET: endocrine therapy; SLNB: sentinel lymph node biopsy; RT:
radiation therapy.
2Control Preferences Scale: Active: “You prefer to make the final treatment de-
cision after considering your doctor’s opinion”, “You prefer that you make the
decisions with little or no input from your doctors”.
Shared: “You prefer that you and your doctor make decision together”.
Passive: “You prefer that your doctors make the decisions with little or no input
from you”, or “You prefer that your doctors make the decisions after considering
your opinion”.
Answer choices:
bTen-item scale; items scored on a 1-7 Likert scale with scores 4 or below
indicating medical minimizing and scores above 4 indicating more medical
maximizing [21].

" Other than patient who underwent lumpectomy-only, all pts. initiated
endocrine therapy.

life expectancy. Patients and their support persons also rarely brought
up geriatric issues during these consultations. Despite guidelines rec-
ommending inclusion of these topics in discussions, oncologists may
either lack the training to incorporate these topics or feel as if they are
irrelevant.

Oncologists commonly included discussion of chronological age in
treatment discussions, possible due to the use of chronological age as a
key inclusion criterion of randomized controlled trials that help to guide
viable treatment options. For instance, the PRIME II trial, which was a
trial of omission of RT, included women >65 [4], and the CALGB 9343
trial, a trial of RT omission that is also used to support omission of
axillary surgery, included women >70 years [5]. This is in contrast to
qualitative work analyzing semi-structured interviews with oncologists,
in which the physicians state that physiologic age is much more
important than chronologic age to decision making [15,28]. Thus, while
physiologic age, captured here as an allusion to age beyond or despite a
chronologic number, may indeed fit into the thought processes of a
given physician, these cognitions may not necessarily be expressed in
conversation with patients.

The more rarely discussed geriatric domains in this study included
social support, life expectancy, polypharmacy, and quality of life. Of
these, patients more often initiated conversations regarding quality of
life than oncologists. While patient satisfaction with these conversations
were not a part of this study, previous studies have demonstrated high
patient satisfaction with communication about aging concerns when
geriatric assessment interventions helped to prompt more discussion
[29-31]. Often mentioned in passing, discussion of these issues may
have been given less attention because of lack of perceived relevancy to
the discussion at hand. Similarly, the domains that were never discussed
(cognition, psychological status, and nutrition) were likely perceived as
being ancillary to the treatment plans at hand. Time required to take a
holistic approach to a given patient can be considerable, and thus may
also factor into the breadth of discussions.

It is also possible that some of these issues were rarely discussed due
to oncologists’ lack of training eliciting these issues [32] and discomfort
with discussion of the subject [33]; after all, especially outside of highly
academic settings, oncologists rarely feel confident with geriatric as-
sessments, such as conducting functional or fall risk assessments [32].
Discussion of life expectancy is another conversational area that can be
uncomfortable for clinicians [15,34]; for instance, in the setting of
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cancer screening, physicians may prefer to discuss risk/benefit ratios
[35,36] and feel more comfortable with these conversations with pa-
tients with whom a long-term relationship has been established, or when
the subject was initiated by the patient [15,34,37]. Despite this, patients
can be open to these discussions [38-40], even as both parties recognize
the uncertainty inherent in any life expectancy estimate. As the modest
benefits of certain treatments, such as RT, are only realized over a
relatively long timeframe (e.g., 10 years), incorporation of life expec-
tancy data may help oncologists to contextualize the expected benefit of
a given treatment for each patient.

An explicit treatment option was also absent from the majority of
these discussions. All patient participants in this study preferred to
actively participate in treatment decision making. However, the lack of
transparency by oncologists regarding what was truly a viable treatment
choice was notable, which is consistent with overall low rates of patient
choice awareness documented in the wider medical literature [41-47].
Shared decision making requires elicitation of patient values, an invi-
tation of patient participation, discussion of treatment options/alter-
natives, and integration of patient values/preferences into the final
decision [48,49]. Although the lack of explicit treatment options across
conversations could have been in part due to incomplete information at
the time of initial consult (thus rendering a final treatment choice
impossible) or due to the timing of the consult with respect to the
treatment decision (e.g., some of the medical oncology conversations
took place pre-operatively, well before the time when a treatment choice
regarding endocrine therapy needed to be made), there was a notable
lack of elicitation of patient values and invitations of patient participa-
tion throughout.

Addressing the potential discomfort with discussion of geriatric-
specific concerns and improving the presentation of explicit treatment
choice to patients, requires structural changes to patient-clinician
communication. First, patient activation needs to be addressed; this
can be as simple as ensuring all providers invite patient participation at
the beginning of each encounter [50], but may also be augmented by
providing patients with decision aids specific to this breast cancer
population prior to or at the point of consultation [51,52]. Second,
clinician training in models in shared decision making, such as the Six
Steps of SDM (shared decision making) and collaborative deliberation,
should be implemented. Both offer conversational structures focused on
integrating individual preferences into decisions after consideration of
alternative courses of action [53], and the Six Steps framework also
allows for measurement of implementation [50]. Tailoring these ap-
proaches to older adults in particular should incorporate identification
of and communication regarding patients’ health priorities and trajec-
tories, as recommended by the American Geriatrics Society’s published
framework on decision making in patients with multimorbidity [54].
Changing practice to incorporate these models can be difficult for any
clinician along the spectrum of his/her career, but may help to increase
the number of explicit treatment decisions perceived by older women.

4.1. Limitations

This study had several limitations. First, the study had a relatively
homogenous study population drawn from a single institution. Second,
only the initial treatment consults were captured, and treatment de-
cisions may often be made over the course of several conversations,
especially in circumstances in which all necessary diagnostic data are
not available at initial consult. It is possible that geriatric-specific con-
siderations were introduced in subsequent conversations and thus went
uncaptured. Third, we were unable to capture conversations across all
subspecialties involved in a participant’s care, sometimes due to patients
seeking opinions at another institution or due to technical ability to
capture a given conversation. Fourth, the audio-recorded nature of the
conversation could have introduced a potential Hawthorne effect. Prior
work, however, has demonstrated that audio recordings may not have
significant effect on conversational content [55]. In addition, non-verbal
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communication could not be analyzed in this study. Fourth, COVID-
related protocols limited the presence of support person(s) initially
but changed over the course of the study period, thus making for vari-
able support person involvement. Last, although the initial codebook
was formulated and iteratively refined by all coders, with frequent team
meetings throughout the coding process, the majority of the transcripts
were not double-coded, potentially introducing individual bias.

5. Conclusion

For older adults with cancer, patient-centered care requires consid-
eration of aging-related concerns. However, geriatric-specific consider-
ations are omitted in many treatment conversations in a population of
older patients who face nuanced treatment options that can be signifi-
cantly influenced by their competing risks and life expectancy. While
relatively low-intensity locoregional therapy was received by the vast
majority of patients in this study, the lack of explicit treatment choice
presented in many of these conversations may be indicative of a lack of
shared decision making, despite patients’ preferences for active
decision-making roles. Future communication interventions should
target these conversational needs to improve shared decision making in
older adults with low-risk breast cancer.
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