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Cancer in the elderly: why so badly treated?
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In western Europe, a quarter of the population is aged over
70 years, in whom-because age is a major determinant of
cancer risk-half of new malignancies will occur. Despite
the size of this problem, cancer in the elderly is surprisingly
poorly treated and the behaviour of cancer in older patients
is often poorly understood. These faults are not just due to
indifference on the part of individual clinicians, for major
conferences on oncology devote little, if any, attention to
treatment of cancer in the elderly.

Rational selection of treatment for any illness should be
based upon the results of prospective randomised studies,
but subjects aged over 70 years have been excluded from
almost all clinical trials of cancer treatment-especially
phase I/11 studies and pharmacokinetic evaluations of new
drugs. Yet in these countries a 70-year-old woman has an
average life expectancy of 15 years and a man aged 70 could
expect to live a further 8 to 10 years. There is a widespread
misconception that the elderly are always poorly tolerant of
chemotherapy or radiotherapy, with the inevitable result
that many elderly patients with cancer are undertreated-
thus the effect of such treatment on cancers which are

relatively insensitive to available antineoplastic regimens
may be negligible, and treatment-sensitive tumours, which
could be controlled or even cured, are also at risk of

inadequate treatment.
We do not propose that the age of a patient should be

ignored when treatment is chosen-quite the opposite:
criteria appropriate for younger patients may not be suitable
in the elderly, for whom effective stabilisation of disease, a
partial remission, or a complete remission of short duration
may be sufficient to achieve worthwhile prolongation of life
with an acceptable quality of life. Such a response may best

be obtained without the need to expose elderly patients to
the hazards of aggressive chemotherapy used in younger
patients to achieve a long-lasting, complete remission. But
the life expectancy of an elderly patient without cancer
should not be underestimated, and only by adequate study
of cancer and its treatment in elderly patients will the most
suitable regimens be discovered. Moreover, the

psychological attitudes of elderly patients toward malignant
disease may differ from those of clinicians: how often are

elderly patients allowed to express their own opinions of the
disease, alternative treatments, and the implications for their
quality of life and time of death?

In current practice the elderly, disenfranchised as they are
from entry to clinical trials, receive either untested

treatments, inadequate treatment, or even none at all, at the
whim of their clinician. As witness to this, the US National
Cancer Institute1 has reported a decline in cancer mortality
in patients aged under 54 years, but an increase in mortality
in those aged over 65. This age prejudice must be confronted
and prospective studies set up to test the efficacy of
established and novel antineoplastic treatments in the

elderly.


