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Abstract
Background: Optimal treatment decisions for older end-stage cancer 
patients are complicated, and are influenced by oncologists’ attitudes and 
beliefs about older patients. Nevertheless, few studies have explored 
oncologists’ perspectives on how patient age affects their treatment decisions. 
Methods: In-depth interviews were conducted with 17 oncologists to 
examine factors that influence their chemotherapy decisions for adults with 
incurable cancer near death. Transcripts of recorded interviews were coded 
and content analyzed. Results: Oncologists identified patient age as a key 
factor in their chemotherapy decisions. They believed older adults were 
less likely to want or tolerate treatment, and felt highly motivated to treat 
younger patients. Discussion: Qualitative analysis of in-depth interviews 
resulted in a nuanced understanding of how patient age influences oncologists’ 
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chemotherapy decisions. Such understanding may inform practice efforts 
aimed at enhancing cancer care at the end of life for older patients.
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In 2014, it was estimated that nearly 1.7 million new cases of cancer would 
be diagnosed in the United States, along with more than 585,000 cancer 
deaths (American Cancer Society, 2014). These figures signal a special con-
cern for older adults because age is a major risk factor for cancer. Cancer is 
the second leading cause of death for those above the age of 65 (Heron, 
2013). In addition, more than 77% of all new cancers and 69% of cancer 
deaths occur among those ≥65 years old (American Cancer Society, 2014; 
Howlader et al., 2014). Given that a large proportion of cancer deaths occurs 
among older adults, it is important to understand how patient age may affect 
oncologists’ treatment decisions, particularly at end of life.

Available research in this area has focused on patients with earlier stages 
of disease. These studies indicate that older adults benefit from cancer treat-
ment and tolerate it well (Chakraborty, Geetha, Dessai, & Patil, 2014; 
Eisenhauer et al., 2007; Elkin, Hurria, Mitra, Schrag, & Panageas, 2006; 
Fisher, El-Fayea, Winget, Gao, & Butts, 2012; Hesketh et al., 2007; Langer, 
2006). Yet compared with younger patients, older cancer patients often 
receive less treatment, contributing to poorer outcomes (Bouchardy, Rapiti, 
Blagojevic, Vlastos, & Vlastos, 2007; Caprario, Kent, & Strauss, 2013; Dale, 
2003; Given & Given, 2008; Markopoulos & van de Walter, 2012; Tew & 
Fleming, 2015). Older patient age has been associated with decreased histo-
logical verification of disease and with oncologists’ decreased recommenda-
tions for treatment, mostly independent of clinical factors (Austin & Russell, 
2003; Foster, Salinas, Mansell, Williamson, & Casebeer, 2010; Hurria et al., 
2008; Peake, Thompson, Lowe, & Pearson, 2003).

Several factors contribute to age-related treatment disparities. First deter-
mining optimal treatment for older adults can be challenging (Dotan, 
Browner, Hurria, & Denlinger, 2012). In particular, older age is associated 
with increased prevalence of comorbidities and decreased functional status 
(Federal Interagency Forum on Aging-Related Statistics, 2012). Treatments 
have the potential to interact with comorbid conditions and decrease func-
tional status and quality of life, making cancer treatments risky for some 
older patients (Institute of Medicine, 2007). In addition, older persons have 
been substantially underrepresented in clinical trials (Hutchins, Unger, 
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Crowley, Coltman, & Albain, 1999; Mohile, Dale, & Hurria, 2012; Sateren 
et al., 2002). As a result, little is known about optimal balance of treatment 
risks and benefits for older cancer patients, and few evidence-based guide-
lines exist to inform treatment approaches specifically targeted for this popu-
lation (Hurria, Dale, et al., 2014; Hutchins et al., 1999; Lewis et al., 2003; 
Papamichael et al., 2014). A notable exception is the guidelines recently out-
lined by the National Comprehensive Cancer Network (NCCN; Hurria, 
Wildes, et al., 2014). Recommendations to fill knowledge gaps through 
improved clinical trial design are underway (W. Dale et al., 2012; Hurria, 
Dale, et al., 2014). For now, though, it can be difficult to determine whether 
age-related treatment differences represent appropriate care or unintentional 
ageism.

Although a growing body of literature confirms patient age influences 
cancer treatment, few studies have explored oncologists’ attitudes and beliefs 
about patient age. Published work in this area is based on surveys and case 
vignettes of hypothetical patients and does not include actual decision mak-
ing for incurable patients with end-stage disease (Foster et al., 2010; Hurria 
et al., 2008). Therefore, a study aimed at understanding the impact of patient 
age on oncologists’ end-of-life treatment decisions is warranted. In related 
literature on treatment decision making, physicians’ reasons for continuing 
futile life-sustaining treatment include clinician guilt, grief, and fear of legal 
consequences and concerns about the family’s reaction (Jox, Schaider, 
Marckmann, & Borasio, 2012). In a retrospective analysis of cancer deaths in 
an intensive care unit, physicians’ apparent lack of mindfulness that patient 
death is a possibility and inadequate communication with families were also 
associated with decisions to offer futile care (Cruz, Camalionte, & Caruso, 
2014). Similar physician-related factors have been reported in the literature 
on decision making regarding hospice care, particularly, inadequate commu-
nication with the patient and family and concerns about their reactions. These 
factors often result in the avoidance or delay of hospice care (Khatcheressian, 
Harrington, Lyckholm, & Smith, 2008). Patient and family requests for futile 
cancer treatment have also been noted as reasons for late hospice enrollment 
and futile chemotherapy treatment, but there is little data on how often these 
requests are actually made. Evidence that physician-related factors influence 
decisions about life-sustaining treatment and the timing of hospice enroll-
ment suggests that oncologist-related factors may play a role in treatment 
decisions for older cancer patients.

We conducted a study to identify and describe a broad range of factors that 
influence oncologists’ decision making about administering chemotherapy to 
patients with advanced, incurable cancer, near death (Bluhm, 2011). In-depth 
interviews were conducted with practicing oncologists to identify and understand 
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their rationales for administering chemotherapy to end-stage patients. As the 
study progressed, several factors that influenced treatment decisions emerged. 
Patient age was among the most influential, suggesting it is highly salient to treat-
ment decisions and worthy of an in-depth and separate analysis. In this article, we 
present those finding specifically related to the influence of patient age.

Methods

The researchers selected a qualitative descriptive design because it is well 
suited to provide a comprehensive descriptive summary of factors that influ-
ence oncologists’ chemotherapy decisions and to explore their meanings 
(Sandelowski, 2000, 2010). Experts in palliative medicine, oncology, qualita-
tive research methods, gerontology, and public health comprised the research 
team. In-depth individual interviews with oncologists were used to (a) iden-
tify and examine factors that influence oncologists’ decisions to offer chemo-
therapy to patients with end-stage disease and (b) understand oncologists’ 
experiences and practices related to those decisions. The study was approved 
by the Institutional Review Boards of each health care setting from which 
oncologist participants were recruited.

Participants

Inclusion criteria were that participants must be either an oncologist who had 
completed fellowship training or an oncology fellow who routinely prescribes 
cytotoxic chemotherapy. Participants were required to speak English and be 
able to hear well (with or without a hearing aid). We used purposive sampling 
to target oncologist participants with varying degrees of experience in deci-
sions about the use of chemotherapy at end of life, from varied practice set-
tings. Thus, fellos were included to assure findings reflected perspectives of 
oncologists with a broad range of clinical experience. Participants were 
recruited from practice settings in the Midwest, including academic and private 
practice settings and an oncology fellowship program.

Procedures

Key informants from different practice settings in distinct locations identified 
a total of 19 eligible oncologists they believed would be interested in partici-
pating, and who met study criteria. They also attempted to balance the num-
ber of fellows, faculty physicians, and community practitioners identified. 
Invitation packets were mailed to all 19 eligible participants; 17 agreed to 
participate. Follow-up with non-responders involved email or phone contact 
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with a request for response, but did not prompt participation. Interviews were 
arranged and confirmed by phone or email. Informed consent, in writing, was 
obtained prior to each interview. The interviews took place at the private 
offices of participants or in a conference room in the same building.

Participants were reminded at the beginning of the interview to protect 
patient identity and not disclose names or identifying details of patient cases. 
Each interview lasted 60 to 90 min. Participants were offered US$100 in 
appreciation for participation; four declined to accept payment. It can be dif-
ficult to achieve high rates of participation when recruiting oncologists into a 
study, and monetary incentives have been demonstrated to improve survey 
response rates in this population (Martins et al., 2012). Therefore, incentives 
were offered to assist with recruitment and enrollment and with oncologists’ 
time and schedule constraints in mind.

Data Collection

The first author (Minnie Bluhm, Ph.D.) received training in qualitative 
methods as part of her doctoral training. This included extensive course-
work and conducting numerous in-depth, individual interviews with end-
stage cancer patients and focus group interviews with oncology nurses and 
physicians prior to work as part of this study. She conducted individual 
face-to-face interviews with all 17 participants, in close collaboration with 
co-authors who are experts in palliative medicine and qualitative research 
methods. Interview questions were outlined in a semi-structured interview 
guide comprised of open-ended questions followed by probes. The instru-
ment was designed to elicit detailed narratives of oncologists’ perceptions 
and experiences of their chemotherapy decision making for their patients 
with incurable late-stage cancer. Questions were also aimed at obtaining 
responses that identified and described the factors that influence these deci-
sions. Most asked participants to share stories of patient cases in which 
specific chemotherapy decisions were made, and to identify influencing 
factors and their context. The first author developed the interview schedule 
in cooperation with the research team—an academic palliative care special-
ist, a professor of sociology and bioethics, and a gerontologist—all of whom 
have expertise in qualitative health care research. Existing literature also 
shaped the development of the interview schedule by suggesting domains 
for question topics. The interview schedule served as a guide rather than an 
instrument requiring rigid adherence. This approach offered flexibility to 
further explore particularly informative or illuminating responses and allow 
new ideas to be presented during the interviews. Interviews were digitally 
recorded and transcribed verbatim.
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Data Analysis

Data were analyzed using conventional content analysis—an analytic method 
of choice for qualitative descriptive studies (Hsieh & Shannon, 2005; 
Mayring, 2000; Miles, Huberman, & Saldana, 2013; Patton, 2001; Weber, 
1990). Analysis began with writing field notes after each interview (Lofland 
& Lofland, 1995). Observations, reactions, and reflections in the field notes 
informed the interviews that followed, as well as the analysis of the interview 
data. Interview recordings were transcribed verbatim, and transcripts checked 
against the recordings for accuracy. Data were organized and managed using 
NVivo software (QSR International, 2008).

Coding. A preliminary coding scheme was developed by reading the first 
three transcripts all the way through. Next, the transcripts were read a second 
time and open-coded. That is, any piece of text that identified or described an 
idea related to the factors that influence oncologists’ chemotherapy decisions 
was given a label or code. Then the codes were examined and grouped into 
logical categories called analytic code categories. For example, labels such as 
chemo caused a fever, chemo can kill you, and chemo made her tired were 
grouped into an analytic code category called Adverse Effects of Chemo-
therapy; codes such as cancer progressing, cancer controlled, tumor grew, 
slow-growing tumor, and cancer controlled but then progressed were group 
into an analytic code category called Disease Status. The first three tran-
scripts were then re-coded using the analytic categories (such as Adverse 
Effects of Chemotherapy or Disease Status). For example, whenever chemo 
caused a fever or chemo made her tired appeared in the text, they were coded 
as Adverse Effects of Chemotherapy.

To reduce the risk of systematic bias in the analysis, an oncology fellow 
informant participated in the development of the coding scheme. Both the 
first author and the oncology fellow used the preliminary coding scheme to 
independently code Transcripts 4 through 6. Coding differences were dis-
cussed and reconciled after coding each transcript. This process continued 
until codes were being used uniformly, resulting in a final iteration of the 
coding scheme. This final version was then used as the coding scheme for all 
of the transcripts.

Participation of the oncology fellow in developing the coding scheme 
contributed to the credibility of the analysis in at least two ways. First, her 
familiarity with the terminology and jargon of the field helped gauge face 
validity or whether we had correctly captured, labeled, and categorized 
what participants were communicating. Second, analyst triangulation (i.e., 
the use of more than one analyst) enhanced the dependability of the final 
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coding scheme by serving as a check for blind spots in the interpretations 
of a single analyst.

The coding scheme was used to apply a code to each idea in the transcript 
text, line-by-line. If more than one idea was reflected in a segment of text, 
multiple codes were assigned. This process was repeated for each of the 17 
transcripts produced. Participant enrollment continued until new ideas no 
longer emerged in the interview data, and informational redundancy was 
achieved (Sandelowski, 1995). This was apparent by the 15th interview; two 
additional interviews were conducted after that to confirm redundancy. 
Analysis continued with the retrieval and examination of passages within 
particular analytic code categories to note patterns within and across inter-
views, such as elements that appeared with regularity or that were particu-
larly illuminating or surprising. Selected quotes included here are those that 
best illustrate the themes in the data.

Results

Sample

Nineteen contacts were provided via key informants. All received letters 
inviting them to participate in the study; 17 consented, yielding a response 
rate of 89%. The study sample consisted of 17 oncologist participants from 
two different practice settings in two distinct locations. Twelve were affili-
ated with a large academic tertiary care center. Of those, 5 were oncology 
fellows, and 7 were medical school faculty who also practice clinical oncol-
ogy. The remaining 5 participants were affiliated with a private oncology 
practice in a suburban community. Variation in practice setting and clinical 
experience was intentional to capture heterogeneity across participants. We 
enrolled a similar number of participants from each group, for the same rea-
son. Among participants who were practicing oncologists, 3 specialized in 
breast cancer, 2 in sarcomas, and 1 each in cancers of the head/neck, hemato-
logical malignancies, esophageal/gastric cancers, and lung cancer; 3 identi-
fied as medical oncologists. Medical oncologists and fellows treated a wide 
range of cancer types.

Participants ranged in age from 29 to 67 years, with an average age of 
47 years. The sample included 5 women and 12 men, 1 Asian, 1 African 
American, and 14 Caucasians. One participant’s race/ethnicity was not 
identified. Among participants who had completed fellowship training, 
the number of years in practice ranged from 6 to 40 with an average of 18 
years in practice. All fellows had fewer than 3 years of clinical oncology 
experience.
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The Influence of Patient Age on Oncologists’ Treatment 
Decisions

Results reported here focus on the influence of patient age on oncologists’ treat-
ment decisions. Although interview questions did not include specific reference to 
age, patient age emerged as one of the most frequently identified factors that influ-
ence treatment decisions and was often reported spontaneously in participants’ 
stories about treatment decisions, suggesting that patient age is a highly salient 
factor in their decision making. All oncologists in this study cited patient age as an 
influence on their chemotherapy decisions for end-stage patients, with younger 
patients more likely to get treatment. Compared with younger patients, oncolo-
gists believed older patients are not as likely to want or tolerate treatment. 
Oncologists also reported feeling highly motivated to treat younger patients. None 
of the participants reported feeling similarly motivated to treat older patients.

Younger patients are more likely to be treated. Oncologists in this study reported 
that they are more likely to treat a younger end-stage patient than an older 
one. For example, when a participant was asked directly whether he was 
more likely to treat younger patients, he replied, “Oh, yeah. Yeah. If you’re 
20, you’ve got 60 years of life ahead of you. If you’re 80 you’ve got three.” 
Moreover, decisions to treat the very young and not treat the very old were 
reportedly easy to make: “So the extremes—the 16-year-old or the 86-year-
old—those [treatment decisions] are easy. They’re really quite easy.”

In the following quote, a respondent cites a case in which the foremost 
rationale for treatment is young patient age:

A lot of times we suffer young people. We treat ’em. We just treat ’em. We were 
talking about third line therapy for a patient and he [the senior oncologist] 
asked, “Why do you want to give her third line therapy?” And everybody said, 
“Well, she’s young.”

Others reported similarly: “There are definitely situations where you treat 
a young person when you would tell an old person that it’s time to go home” 
and “This guy was in much worse shape than the older man who came in, but 
there was no hesitation on anybody’s part to treat this younger man with 
everything possible, which we did.”

Oncologists’ Beliefs and Perceptions

Patient age and the desire for chemotherapy. Oncologists in this study reported that 
a patient’s desire to undergo chemotherapy is a leading factor in their decision to 
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offer it. However, participants believe that older adults with end-stage disease are 
less likely to want treatment and more likely to stop it when compared with 
younger patients. Furthermore, they believe that decreased desire for treatment 
among older adults is explained by the following factors: Older patients are more 
accepting of their cancer diagnosis and its consequences, are more satisfied with 
the lives they have lived, and prefer to preserve their quality of life rather than 
experience the adverse effects of aggressive treatments. Informants describe 
these rationales in the following ways:

People who are older in life, who’ve gone through their life, raised their family, 
their kids are grown and off, they’re in retirement—they have a much easier 
time accepting that they have a cancer that’s not curable and that it will end 
their life.

The older patients, they’ll say, “I had a good life. I don’t have young children 
who are dependent on me. I just want to enjoy my life as much as I can without 
going through this chemotherapy.” So the older patients are, the higher the 
chances that they are going to say no to chemotherapy that might not be that 
effective. So age is important.

Age has a lot to do with it. A lot of older patients are perfectly fine saying this 
[chemotherapy] is not the route I want go. Older patients more often want to 
stop treatment than younger patients. And I think it’s just the older patient’s 
personal satisfaction with saying, “It’s okay. My life is okay.”

Oncologists in this study also reported that it is not difficult to steer older 
patients away from treatment, when compared with younger patients. One 
participant said, “It’s funny, but the older patients are not too hard to talk out 
of treatment. A lot of them have lived a full life and they’ve seen lots of their 
friends and family die.” Others cited examples of conversations in which 
they steer older patients away from chemotherapy, either by suggesting it 
should not be started, or once started, it should be stopped.

Most of the conversation was talking about why he shouldn’t get treated. If he 
said, “I want treatment.” I would have said, “No.” When we formally talked 
about it, he agreed, but I think I was gently twisting his arm.

I don’t have any difficulty saying to the 84-year-old who has lived a good life, 
who’s already frail, not afraid of dying in particular, recognizes that death is not 
something he or she is going to escape under any circumstance, “We ought to 
stop this therapy. Knock it off.” Some still don’t stop it. But most of them do. 
With a tear in their eye, they will.
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Although participants expressed the belief that older patients are less 
likely to want treatment and are talked out of it more easily, they also cited 
counter-examples of older patients who were adamant about receiving treat-
ment. In cases where oncologists believe older patients want treatment, they 
typically reported offering it.

She was in her 70s and was always very adamant about wanting to be 
aggressive. And they were treating pretty aggressively. The hope was to bring 
her to bone marrow transplant, but she died while she was being actively 
treated.

I do remember one patient who was 82. He was the nicest guy. He had lung 
cancer. It was metastatic and there was never any chance of curing him, but he 
was having some pain and my first option for him was to do nothing. And that 
wasn’t acceptable to him. So I gave him chemo.

I had a patient with lung cancer, advanced age, but very, very much wanted to 
be treated. And so I talked about a treatment that was basically a pill. In her 
case I wasn’t expecting it to be overwhelmingly effective, but it had some 
potential benefit and relatively low toxicity. And I gave it to her.

One participant seemed puzzled as to why an older patient with end-stage 
disease would want chemotherapy:

It was metastatic. There was never any chance of curing him. After the second 
treatment I said, “I think we should stop.” He said, “You’re sure there’s nothing 
else I can do?” And I wondered why is he doing this at 82? It was probably 
because he didn’t want to leave his wife.

A small minority of participants expressed amazement with older patients’ 
shock and distress in response to a poor prognosis. Some voiced surprise that 
patients in their 80s or 90s are jarred by their diagnosis and have not contem-
plated death or that they would want their oncologist to treat them.

We also see a surprising number of 80-some-odd-year-olds, who, when you tell 
them they have a terminal disease they’re shocked as all hell, which I have 
never quite figured out. “How does your mind work? Do you think you’re 
going to live forever?”

It amazes me. I have patients who are in their 90s and they tell me they don’t 
want to die. And you sort of look at them and think, “You’re 95! I mean what 
do you want me to accomplish for you?” And it amazes me that they’ve never 
thought about death.
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Patient age and the ability to tolerate treatment. Participants widely reported 
that a patient’s ability to safely tolerate chemotherapy was a top consideration 
in treatment decisions, regardless of patient age. However, oncologists in this 
study reported that older adults do not tolerate chemotherapy as well as their 
younger counterparts. Participants noted that the body’s ability to rally or 
compensate in response to chemotherapy diminishes with age:

Whereas older people, because of everything they’ve gone through as they age, 
their organs don’t work as well. When they start to get affected by chemotherapy, 
they show it. And they show it earlier. They’ve got less reserve to rally and to 
compensate.

Another noted that in light of these age differences, he is troubled by the 
suggestion to treat older patients the same as younger patients and by societal 
pressure to do so:

Within the society of medicine there has been a push for equality. Everybody 
should be given the opportunity to be treated equally, including the elderly. 
And just because somebody’s 80 doesn’t mean you can’t do this [give late 
chemotherapy] to them. Well, with oncology drugs, you learn as you give these 
drugs to people, age does matter. Older people don’t tolerate things as well. 
Sure, fitness and performance status are more important than age. But a fit 
50-year-old will tolerate a hell of a lot more than a fit 80-year-old. So you have 
to take that into account. And the sad thing is that there are a fair number of 
very experienced oncologists out there who are espousing this: treat 80-year-
olds the same way you treat 50-year-olds. And I have a lot of problems with 
that.

None of the oncologists in this study proposed offering identical treat-
ments for all patients with similar disease and functional statuses, irrespec-
tive of age. Rather, respondents reported routinely offering lower or less 
frequent chemotherapy doses or selecting milder drugs for older patients with 
end-stage disease, based on the belief that they tolerate it less well and need 
modified regimens to make treatment safe. One participant said she often 
lowers the dose for her older patients: “With elderly people I always know 
that they might tolerate chemo worse. And often I’ll even lower the doses a 
little bit, too, for starters, to make sure they tolerate it and then work my way 
up.” Another reported the use of a milder regimen for those who are older: 
“We have a milder regimen that we like to give our older patients that might 
not cure them of their disease, but would prolong their life.” This oncologist 
reduces the number of drugs given in a standard therapy to minimize the risk 
he perceived to an older patient:
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I had a guy of advanced age who had a gastric cancer. And the standard 
palliative therapy can be two or three chemotherapy drugs. And I gave him 
one—so one third of what I would ordinarily give, but still a treatment dose. I 
didn’t lower dosing in a way that I didn’t think would be effective, but I picked 
a regimen that was going to minimize risk.

At times, the belief that older patients tolerate chemotherapy less well 
resulted in the decision not to treat:

He was an older gentleman in relatively good health till he got sick. So we 
didn’t do standard induction therapy because there’s not a great response rate 
in patients that have had previous myelodysplastic syndromes, and because 
patients that are older don’t tolerate it as well.

Even when patients are otherwise healthy and there are no contraindications 
to treatment, advanced age was sufficient to prompt doubt about administering 
chemotherapy: “I couldn’t say his kidneys were bad, or his heart was bad or his 
lungs were bad. Nothing was so bad that he could not get there, but he was just 
high risk because of his age.” An oncology fellow describes it as a dilemma:

So we have a 92-year-old patient who was newly diagnosed with pancreatic 
cancer. He is in pretty good shape, more or less. And the question is do you 
treat him? Is his body going to tolerate chemotherapy for pancreatic cancer? 
That’s the dilemma.

Feeling motivated to treat younger patients. Oncologists frequently reported 
feeling highly motivated to treat younger end-stage patients, but did not 
report similar feelings for older patients. For example, “ . . . they [younger 
patients] got a phenomenal amount of treatment compared to older individu-
als because they can, and because of the emotional aspects of it. You want to 
fight; you want to keep going with a young person.” Another oncologist 
reported observing a trend of aggressive treatment for younger patients and 
gave this example:

The trend that I have seen is younger patients are always treated extremely [said 
with emphasis] aggressively. They want to take a chance about everything. And 
I remember a young guy, 22-year-old who had leukemia. He got treated with 
everything. He got transplanted twice. I mean he got every possible regimen 
that we could come up with.

In the excerpt below, an oncologist-participant illustrates the compelling 
quality that leads to treating a younger patient and describes the emotional 
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impact of a bad cancer on the physician, as well as the patient. According to 
him, physician emotion plays a role in the treatment of younger patients, 
independent of the patient’s performance status. Initiating or continuing 
treatment is automatic, even when young patients are very sick and there is a 
tacit belief that chemotherapy will not be beneficial. In contrast, he reports 
that an older patient in the same condition is more likely to receive a recom-
mendation to stop or not start chemotherapy.

And the interesting thing is it [administering chemotherapy] is not always 
based on how healthy the young person is at the time. She was in just as bad, if 
not worse shape than the 75-year-old we’d be telling to go home. And yet we’re 
gearing up to treat her again. And I think the reason behind that is youth. I think 
we want to save our youth. Period. Somebody comes in with young kids, that’s 
not just hard for them handle, that’s hard for us to handle. We see that every 
day. We don’t want to tell somebody that comes in with a 2-year-old that we 
can’t do anything for them. So she had CHOP therapy, which is first line. It 
didn’t touch her. She had a second line therapy started and went into renal 
failure. So she didn’t finish that and the CT showed that it didn’t touch her. So 
we started third line therapy and she ended up in the ICU. And they were still 
thinking about potential salvage therapy if she ever gets well enough to 
transplant! But if you stopped everybody in the room and asked is this going to 
work or is she going to die, and just make everybody answer, I think everybody 
would have said, “She’s going to die.” I think we definitely do more things that 
have the potential to be futile in younger patients.

Young patients who are also parents, and particularly those who are moth-
ers, were consistently featured by respondents as cases that they are highly 
motivated to treat and where chemotherapy is likely to be made available up 
till death, even when tolerability or benefit may be in question. The following 
quotes illustrate this point: “It’s usually young women with young kids and 
they tend to be treated to the very end.” “A young woman I had, she was 40 
years old and she had a little 5-year-old girl. So you can see what her motiva-
tion, of course, is. That was just heart breaking.”

One of my first patients to get better from cancer was a young mother. She got 
admitted to the hospital where the recommendation was pain management for 
metastatic cancer. And the reason that I can remember her with such great 
detail is that she looked me in the eye and she said “I don’t want to die. I have 
children I need to be with.”

The patients that I treat right through death are the young patients. So you’ve 
got a 35-year-old mom who has got two kids and she wants to see the next 
birthday. So those people, you know, those you treat.
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Discussion

In response to in-depth interviews, oncologists identified and described a 
broad range of factors that influence their treatment decisions. This discus-
sion focuses on patient age—one of the most influential and salient factors 
reported—and its impact on oncologists’ chemotherapy decisions for those 
with advanced incurable cancer. As expected, results are consistent with the 
well-documented finding that older cancer patients receive less treatment 
than younger patients. They also provide rich and detailed descriptions of 
why this is the case. Three key findings were identified. Oncologists (a) 
believe older patients are less likely to want treatment, (b) believe older 
patients are less able to tolerate treatment, and (c) feel highly motivated to 
treat younger patients—an experience not reported with older patients.

Findings from this study suggest oncologists believe that older patients 
with terminal cancer are less likely than younger patients to want treatment. 
Several factors were thought to facilitate acceptance of incurable disease and 
reduce the desire for treatment—living a long life, no longer having depen-
dent children, and seeing others die ahead of you. However, results also sug-
gest that oncologists may overestimate the impact of advanced age on 
reducing desire for chemotherapy and may overlook individual treatment 
preferences that are inconsistent with their assumptions.

Although participants expressed the belief that older patients generally want 
less treatment, they also noted that some are adamant about receiving it. This 
finding is consistent with earlier work indicating some older patients do want 
treatment, even when it means increased risk of serious negative side effects 
(Mandelblatt et al., 2010; Wright et al., 2010). Participants in this study viewed 
older patients who wanted treatment as exceptions. Despite their views, they 
reported treating older patients if chemotherapy could be offered safely.

The extent to which the belief that older patients want less treatment inter-
feres with honoring patients’ treatment preferences is unclear. Optimal treat-
ment decisions include determining patient preferences and values, as well as 
weighing clinical benefits and burdens. Participants in this study uniformly 
reported weighing clinical factors in their treatment decisions, yet, reports of 
physician-initiated discussions of patients’ values and treatment preferences 
were infrequent. These findings suggest a potential opportunity to assist 
patients with self-advocacy in making their treatment preferences known. A 
recent study suggests that although older patients with chronic illnesses, 
including cancers, may be at a disadvantage when self-advocating, providers 
can promote their involvement by framing clinical issues in terms of impact 
on quality of life and daily routine, rather than in strictly clinical terms 
(Ruggiano, Whiteman, & Shtompel, 2014).
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Oncologists in this study also believe that older patients with incurable 
disease do not tolerate chemotherapy as well as younger patients. While pre-
vious work on tolerability has been limited to patients with potentially cur-
able disease, those results are consistent with our findings. For example, 
increased prevalence of comorbidities with age is widely reported to compro-
mise ability to tolerate chemotherapy (Baker & Grochow, 1997; Chen, Royce, 
Extermann, & Reeve, 2012), although this factor only partly explained the 
under-treatment of elderly cancer patients (D. Dale, 2003). Our results align 
with these findings, as well. Oncologists administer to their older patients 
lower dose/frequency chemotherapy regimens than are recommended. In 
some cases, their rationale for these treatment decisions relates to comorbidi-
ties or frailty, but in others it is simply the belief that older patients do not 
tolerate chemotherapy as well as other patients and need modified regimens 
to make treatment safe.

Balducci (2007) noted that the belief that older adults tolerate chemo-
therapy less well is common, and stems from public perceptions of older 
adults as frail and unable to tolerate even limited amounts of stress. The 
Comprehensive Geriatric Assessment (CGA; Mohile & Magnuson, 2013) 
and Chemotherapy Risk Assessment for High-Age Patients (CRASH; 
Extermann et al., 2012), as well as decision aids such as those used for 
cancer screening in older adults (Tisnado, Moore, Levin, & Rosen, 2012), 
may assist oncologists and other cancer care team members in making safe, 
effective treatment recommendations for end-stage patients, while serving 
as a check on age bias in decision making (de la Cruz & Bruera, 2013). 
Evidence-based guidelines tailored to older cancer patients are also needed. 
To date, few such guidelines exist. The NCCN Guidelines (Hurria, Wildes, 
et al., 2014) are a notable exception, yet none of the participants in this 
study referenced NCCN or other guidelines as an influence on their treat-
ment decisions. Further study on whether and to what extent oncologists 
rely on evidence-based treatment guidelines may be useful in efforts to 
broadly disseminate and apply them.

Oncologists in this study felt highly motivated to treat younger end-stage 
patients, but did not report feeling similarly interested or eager with respect to 
treating older end-stage patients. Treatment decisions on either end of the age 
continuum were cited as easy: The very young get treatment almost automati-
cally, while the very old give physicians pause. Participants described wanting 
to fight for young patients but being comfortable telling their elderly patients 
in the same conditions that it’s time to stop treatment. Moreover, they reported 
treating younger patients near death, when they would send home older 
patients with similar clinical presentations. These findings suggest that there is 
something compelling about the developmental and life circumstances of 
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younger patients that motivates oncologists to treat them and that these factors 
diminish with patient age.

Other physicians have reported similar influences on their decision mak-
ing. In a case study, Penson, Daniels, and Lynch (2004) examined factors that 
influenced their treatment decisions for an 84-year-old woman with lung can-
cer. Although this patient was not near death, and her disease potentially cur-
able, the role of patient age in shaping medical conclusions is illustrative. The 
authors reported that prior to evaluation of the patient, and based on her age 
and appearance alone, they concluded she would prefer symptom relief in 
favor of life-prolonging treatment, and that her ability to tolerate chemother-
apy was questionable. Furthermore, they indicated that if the patient had been 
younger, they would not have hesitated to treat. They attributed these conclu-
sions to personal biases about the elderly that are reinforced by societal 
beliefs and ageism.

Our finding that oncologists are more highly motivated to treat younger 
patients may reflect age bias, however, unintentional. Ageist attitudes and 
beliefs have been reported among physicians who care for older adults 
(Davis, Bond, Howard, & Sarkisian, 2011; Gunderson, Tomkowiak, 
Menachemi, & Brooks, 2005), including oncology health professionals 
(Kearney, Miller, Paul & Smith, 2000). Studies of physicians-in-training sug-
gest that medical students express both positive and negative views about 
caring for older patients (Higashi, Tillack, Steinman, Harper, & Johnston, 
2012) but demonstrate age bias in treatment recommendations (Madan, 
Cooper, Gratzer, & Beech, 2006). And, while older adults present unique 
challenges related to cancer treatment decisions, age-related biases and dis-
parities persist independent of comorbidities, functional status, and available 
evidence-based treatment guidelines (Austin & Russell, 2003; Ayanian et al., 
2003; D. Dale, 2003; DeMichele, Putt, Zhang, Glick, & Norman, 2003; 
Foster et al., 2010; Given & Given, 2008; Hurria et al., 2009; Klepin, Tooze, 
Song, Geiger, & Foley, 2013; Mahoney, Kuo, Topilow, & Davis, 2000; Peake 
et al., 2003; Pulte, Redaniel, Bird, & Jeffreys, 2014; Shepherd et al., 1994).

It is plausible that age bias represents a well-intentioned effort to provide 
safe, age appropriate treatments to older adults and may actually serve to 
spare them the negative effects of chemotherapy that is unlikely to be benefi-
cial. On the other hand, age bias also has the potential to result in treatment 
decisions that fail to honor patients’ preferences. At least one study indicates 
that older adults who want life-prolonging treatment are less likely to receive 
it, when compared with their younger counterparts (Parr et al., 2010). In 
addition, non-standard lower doses and gentler regimens of chemotherapy, 
while benevolent attempts to “do no harm,” may actually contribute to the 
often poorer outcomes seen among older adults (Ayanian et al., 2003; 
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Mahoney et al., 2000; Peake et al., 2003; Vijayvergia et al., 2013; Zhang & 
Sun, 2014). Further research regarding the potential consequences of age bias 
on patients’ treatment preferences and outcomes in end-of-life cancer care is 
warranted.

Findings from this study suggest several next steps for future research. 
First, a study with a larger sample size is needed to more fully assess factors 
such as physician age, gender, race, years in practice, and practice by cancer 
type. It is plausible that these physician-related factors are associated with 
oncologists’ attitudes and beliefs about older patients, and that they affect 
treatment decisions. Second, it is unclear how accurately oncologists’ self-
reported beliefs about older patients predict their actual treatment decisions. 
Future work that examines this relationship needs to compare documented 
treatment decisions of individual oncologists with their particular beliefs 
about older patients and could be accomplished with a mixed methods 
approach. Finally, these findings indicate oncologists are more highly moti-
vated to treat younger patients than older ones. Future work needs to explore 
the underpinnings of this difference in motivation among oncologists, and 
determine the extent to which it may be prevalent among other providers 
(e.g., nurses, social workers). Such work may begin to inform interventions 
to address differences in motivation to provide treatment.

Clinical Implications

According to the Institute of Medicine (2013), high-quality cancer care is 
best accomplished by interdisciplinary teams. Our findings support this 
approach and suggest that an interdisciplinary team include oncologists, geri-
atricians, nurses, social workers, spiritual care providers, psychologists, and 
others. Providing cancer care as a team approach holds promise for address-
ing unintentional ageism in clinical settings. Colleagues might work together 
to promote continuing education on topics of clinical relevance, such as the 
presence and impact of ageism in cancer care, and the importance of CGA 
and other geriatric risk assessment screening tools in chemotherapy treatment 
decisions (Extermann et al., 2012; Soubeyran et al., 2012).

Results of this study underscore the need for clinicians to initiate frank 
conversations with older patients to specifically determine their preferences 
for information and involvement in cancer treatment decisions. Such prefer-
ences are not always easy to predict and may not reflect physician preferences 
(Elkin, Kim, Casper, Kissane, & Schrag, 2007). Communicating with older 
patients to clearly understand their treatment preferences is essential to patient-
centered care, given the potential for misaligned perceptions and unintentional 
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age bias. Increased communication may also present opportunities to assist 
patients with self-advocacy during the course of their cancer treatment.

Finally, our findings suggest that there is an opportunity for experienced 
clinicians to be role models and mentors to clinicians in training and even to 
peers. Attitudes of medical students and doctors toward older patients have 
been shown to improve with increased interaction with active older adults, 
and to empathy building exercises that involve listening to older adults and 
understanding their daily experiences (Samra, Griffiths, Cox, Conroy, & 
Knight, 2013). Furthermore, physicians have reported that colleagues who 
demonstrate empathy and consideration for patients are viewed as role mod-
els with a positive influence (Ahrweiler, Neumann, Goldblatt, Hahn, & 
Scheffer, 2014). Clinicians who mentor others to better provide care to older 
patients may be uniquely positioned to offer learning opportunities that result 
in more positive attitudes toward older adults.

Limitations

This study has several limitations. First, it focuses on oncologists’ perspec-
tives about factors that influence their treatment decisions. It is unclear 
whether and to what extent these factors play a role in actual decisions. 
Future studies that include the perspectives of oncologists as well as patients 
and family members would offer a more complete picture of how chemo-
therapy decisions are made at end of life. Ideally, this work would include 
multiple qualitative assessments from the time of diagnosis through end of 
life. Second, the data collected were retrospective—participants were asked 
to reflect on prior cases. So, the impact of possible recall bias cannot be 
determined. Third, the intent of this study was to examine a broad range of 
factors that influence oncologists’ chemotherapy treatment decisions at the 
end of life. The sample was not limited to older oncologists or oncologists 
with primarily older patients; participants were not asked to limit their 
responses to cases that involved an older patient. Instead, the critical role of 
age in treatment decision making emerged entirely from the interviews, 
with all participants citing patient age as a primary consideration in their 
decisions about chemotherapy. Finally, social desirability may have influ-
enced responses.

Conclusion

It is well documented that older cancer patients receive less treatment com-
pared with their younger counterparts. Our findings align with the literature 
and strongly confirm that patient age impacts oncologists’ beliefs and 
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treatment decisions in end-stage patients. This study adds to the literature by 
providing detailed accounts from oncologists to suggest why this is the case. 
Specifically, oncologists’ beliefs that older patients’ desire less treatment and 
tolerate it less well, and their increased motivation to treat younger patients 
relative to older ones are factors that have significant influence on treatment 
decisions. Future research on the prevalence of these beliefs and their impact 
on patient outcomes is warranted. Older adults are a heterogeneous group, 
and the influence of unexamined assumptions based on age alone is unclear. 
Optimal treatment decisions involve weighing the benefits and burdens of 
treatments and assisting the patient in selecting options consistent with their 
preferences and values. For older cancer patients, they must also incorporate 
physiological and psychosocial factors specific to older adults, and minimize 
the influence of potentially biased beliefs about chronological age (Balducci, 
2007; Balducci, Collacaa, Cesarib & Gambassic, 2010; Carreca & Balducci, 
2009; D. Dale, 2003; Lawler, Selby, Aapro, & Duffy, 2014).

Authors’ Note

An early version of this work was presented at the 64th Annual Scientific Meeting of 
the Gerontological Society of America in November, 2011, in Boston, Massachusetts.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to the research, 
authorship, and/or publication of this article.

Funding

The authors received no financial support for the research, authorship, and/or publica-
tion of this article.

References

Ahrweiler, F., Neumann, M., Goldblatt, H., Hahn, E. G., & Scheffer, C. (2014). 
Determinants of physician empathy during medical education: Hypothetical con-
clusions from an exploratory qualitative survey of practicing physicians. BMC 
Medical Education, 14, 1-12. doi:10.1186/1472-6920-14-122

American Cancer Society. (2014). Cancer facts & figures 2014. Atlanta, GA: Author.
Austin, D., & Russell, E. M. (2003). Is there ageism in oncology? Scottish Medical 

Journal, 48, 17-20.
Bluhm, M. (2011). Factors influencing oncologists’ use of chemotherapy in patients 

at the end of life: A qualitative study (Doctoral dissertation). Retrieved from Deep 
Blue database. (2011-06-10T18:22:26Z).

Ayanian, J. Z., Zaslavsky, A. M., Fuchs, C. S., Guadagnoli, E., Creech, C. M., Cress, 
R. D., . . . Wright, W. E. (2003). Use of adjuvant chemotherapy and radiation 

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


20 Journal of Applied Gerontology 

therapy for colorectal cancer in a population-based cohort. Journal of Clinical 
Oncology, 21, 1293-1300. doi:10.1200/JCO.2003.06.178

Baker, S. D., & Grochow, L. B. (1997). Pharmacology of cancer chemotherapy in the 
older person. Clinical Geriatric Medicine, 13, 169-183.

Balducci, L. (2007). Aging, frailty, and chemotherapy. Cancer Control, 14, 7-12.
Balducci, L., Collocaa, G., Cesarib, M., & Gambassic, G. (2010). Assessment and 

treatment of elderly patients with cancer. Surgical Oncology, 19, 117-123. 
doi:10.1016/j.suronc.2009.11.008

Bouchardy, C., Rapiti, E., Blagojevic, S., Vlastos, A. T., & Vlastos, G. (2007). Older 
female cancer patients: Importance, causes, and consequences of under-treatment. 
Journal of Clinical Oncology, 25, 1858-1869. doi:10.1200/JCO.2006.10.4208

Caprario, L. C., Kent, D. M., & Strauss, G. M. (2013). Effects of chemotherapy on 
survival of elderly patients with small-cell lung cancer: Analysis of the SEER-
Medicare database. Journal of Thoracic Oncology, 8, 1272-1281. doi:10.1097/
JTO.0b013e3182a007ba

Carreca, I., & Balducci, L. (2009). Cancer chemotherapy in the older cancer patient. 
Urologic Oncology, 27, 633-642. doi:10.1016/j.urolonc.2009.08.006

Chakraborty, S., Geetha, M., Dessai, S., & Patil, V. M. (2014). How well do elderly 
patients with cervical cancer tolerate definitive radiochemotherapy using 
RapidArc? Results from an institutional audit comparing elderly versus younger 
patients. Ecancermedicalscience, 8, 484. doi:10.3332/ecancer.2014.484

Chen, R. C., Royce, T. J., Extermann, M., & Reeve, B. B. (2012). Impact of age 
and comorbidity on treatment outcomes in elderly cancer patients. Seminars in 
Radiation Oncology, 22, 265-271. doi:10.1016/j.semradonc.2012.05.002

Cruz, V. M., Camalionte, L., & Caruso, P. (2014). Factors associated with futile 
end-of-life intensive care in a cancer hospital. American Journal of Hospice & 
Palliative Care, 32(3), 329-334. doi:10.1177/1049909113518269

Dale, D. (2003). Poor prognosis in elderly patients with cancer: The role of bias and 
undertreatment. Journal of Supportive Oncology, 1(Suppl. 2), 11-17.

Dale, W., Mohile, S. G., Eldadah, B. A., Trimble, E. L., Schilsky, R. L.,  Cohen, H. 
J., . . . Cancer and Aging Research Group. (2012). Biological, clinical, and psy-
chosocial correlates at the interface of cancer and aging research. Journal of the 
National Cancer Institute, 104, 581-589. doi:10.1093/jnci/djs145

Davis, M. M., Bond, L. A., Howard, A., & Sarkisian, C. A. (2011). Primary care clini-
cian expectations regarding aging. Gerontologist, 51(6), 856-866. doi:10.1093/
geront/gnr017

de la Cruz, M., & Bruera, E. (2013). Approach to the older patient with cancer. BMC 
Medicine, 11, 1-3. doi:10.1186/1741-7015-11-218

DeMichele, A., Putt, M., Zhang, Y., Glick, J. H., & Norman, S. (2003). Older age 
predicts a decline in adjuvant chemotherapy recommendations for patients with 
breast carcinoma: Evidence from a tertiary care cohort of chemotherapy-eligible 
patients. Cancer, 97(9), 2150-2159. doi:10.1002/cncr.11338

Dotan, E., Browner, I., Hurria, A., & Denlinger, C. (2012). Challenges in the manage-
ment of older patients with colon cancer. Journal of the National Comprehensive 
Cancer Network, 10, 213-225.

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


Bluhm et al. 21

Eisenhauer, E. L., Tew, W. P., Levine, D. A., Lichtman, S. M., Brown, C. L., 
Aghajanian, C., . . . Chi, D. S. (2007). Response and outcomes in elderly patients 
with stages IIIC-IV ovarian cancer receiving platinum-taxane chemotherapy. 
Gynecologic Oncology, 106, 381-387. doi:10.1016/j.ygyno.2007.04.012

Elkin, E. B., Hurria, A., Mitra, N., Schrag, D., & Panageas, K. S. (2006). Adjuvant 
chemotherapy and survival in older women with hormone receptor-negative 
breast cancer: Assessing outcome in a population-based, observational cohort. 
Journal of Clinical Oncology, 24, 2757-2764. doi:10.1200/JCO.2005.03.6053

Elkin, E. B., Kim, S. H. M., Casper, E. S., Kissane, D. W., & Schrag, D. (2007). Desire 
for information and involvement in treatment decisions: Elderly cancer patients’ 
preferences and their physicians’ perceptions. Journal of Clinical Oncology, 25, 
5275-5280. doi:10.1200/JCO.2007.11.1922

Extermann, M., Boler, I., Reich, R. R., Lyman, G. H., Brown, R. H., DeFelice, J., 
. . . Balducci, L. (2012). Predicting the risk of chemotherapy toxicity in older 
patients: The Chemotherapy Risk Assessment Scale for High-Age Patients 
(CRASH) score. Cancer, 118, 3377-3386. doi:10.1002/cncr.26646

Federal Interagency Forum on Aging-Related Statistics. (2012). Older Americans 
2012: Key indicators of well-being. Washington, DC: U.S. Government Printing 
Office.

Fisher, S., El-Fayea, T. M., Winget, M., Gao, H., & Butts, C. (2012). Uptake and toler-
ance of chemotherapy in elderly patients with small cell lung cancer and impact on 
survival. Journal of Cancer Epidemiology, 2012, 1-9. doi:10.1155/2012/708936

Foster, J. A., Salinas, G. D., Mansell, D., Williamson, J. C., & Casebeer, L. L. (2010). 
How does older age influence oncologists’ cancer management? The Oncologist, 
15, 584-592. doi:10.1634/theoncologist.2009-0198

Given, B., & Given, C. W. (2008). Older adults and cancer treatment. Cancer, 
113(Suppl. 12), 3505-3511. doi:10.1002/cncr.23939

Gunderson, A., Tomkowiak, J., Menachemi, N., & Brooks, R. (2005). Rural physi-
cians’ attitudes toward the elderly: Evidence of ageism? Quality Management in 
Health Care, 14, 167-176.

Heron, M. (2013). Deaths: Leading causes for 2010 (National Vital Statistics Reports, 
Vol. 62, No. 6). Hyattsville, MD: National Center for Health Statistics.

Hesketh, P. J., Lilenbaum, R. C., Chansky, K., Dowlati, A., Graham, P., Chapman, R. 
A., . . . Gandara, D. R. (2007). Chemotherapy in patients > or = 80 with advanced 
non-small cell lung cancer: Combined results from SWOG 0027 and LUN 6. 
Journal of Thoracic Oncology, 2, 494-498. doi:10.1097/JTO.0b013e318060097e

Higashi, R. T., Tillack, A. A., Steinman, M., Harper, M., & Johnston, C. B. (2012). 
Elder care as “frustrating” and “boring”: Understanding the persistence of neg-
ative attitudes toward older patients among physicians in training. Journal of 
Aging Studies, 26, 476-483. doi:10.1016/j.jaging.2012.06.007

Howlader, N., Noone, A. M., Krapcho, M., Garshell, J., Miller, D., Altekruse, S. 
F.,  . . . Cronin, K. A. (Eds.). (2014). SEER cancer statistics review, 1975-2011. 
Bethesda, MD: National Cancer Institute. Retrieved from http://seer.cancer.gov/
csr/1975_2011/

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://seer.cancer.gov/csr/1975_2011/
http://seer.cancer.gov/csr/1975_2011/
http://jag.sagepub.com/


22 Journal of Applied Gerontology 

Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. 
Qualitative Health Research, 15, 1277-1288. doi:10.1177/1049732305276687

Hurria, A., Dale, W., Mooney, M., Rowland, J. H., Ballman, K. V.,  Cohen, H. J., . . . 
Cancer and Aging Research Group. (2014). Designing therapeutic clinical trials 
for older and frail adults with cancer: U13 conference recommendations. Journal 
of Clinical Oncology, 32, 2587-2594.

Hurria, A., Wildes, T., Blair, S. L., Browner, I. S., Cohen, H. J., Deshazo, M., . . . 
Sundar, H. (2014). Senior adult oncology, version 2.2014: Clinical practice guide-
lines in oncology. Journal of the National Comprehensive Cancer Network, 12,  
82-126.

Hurria, A., Wong, F. L., Pal, S., Chung, C. T., Bhati, S., Mortimer, J., . . . Naeim, 
A. (2009). Perspectives and attitudes on the use of adjuvant chemotherapy and 
trastuzumab in older adults with HER-2+ breast cancer: A survey of oncologists. 
The Oncologist, 14, 883-890. doi:10.1634/theoncologist.2009-0056

Hurria, A., Wong, F. L., Villaluna, D., Bhatia, S., Chung, C. T., Mortimer, J., . . . Naeim, 
A. (2008). Role of age and health in treatment recommendations for older adults 
with breast cancer: The perspective of oncologists and primary care providers. 
Journal of Clinical Oncology, 26, 5386-5392. doi:10.1200/JCO.2008.17.6891

Hutchins, L. F., Unger, J. M., Crowley, J. J., Coltman, C. A., & Albain, K. S. 
(1999). Underrepresentation of patients 65 years of age or older in cancer treat-
ment trials. New England Journal of Medicine, 341, 2061-2067. doi:10.1056/
NEJM199912303412706

Institute of Medicine. (2007). Cancer in elderly people: Workshop proceedings. 
Washington, DC: The National Academies Press.

Institute of Medicine. (2013). Delivering high-quality cancer care: Charting a new 
course for a system in crisis. Washington, DC: The National Academies Press.

Jox, R. J., Schaider, A., Marckmann, G., & Borasio, G. D. (2012). Medical futility at 
the end of life: The perspectives of intensive care and palliative care clinicians. 
Journal of Medical Ethics, 38, 540-545. doi:10.1136/medethics-2011-100479

Kearney, N., Miller, M., Paul, J., & Smith, K. (2000). Oncology healthcare profes-
sionals’ attitudes toward elderly people. Annals of Oncology, 11, 599-601.

Khatcheressian, J., Harrington, S. E., Lyckholm, L., Smith, T. J. (2008). ‘Futile care:’ 
What to do when your patient insists on chemotherapy that likely won’t help. 
Oncology, 22(8), 881-888.

Klepin, H. D., Tooze, J. A., Song, E. Y., Geiger, A. M., & Foley, K. L. (2013). 
Age-related treatment disparities among Medicaid beneficiaries with meta-
static colorectal cancer. Journal of Gerontology & Geriatric Research, 2, 134. 
doi:10.4172/2167-7182.1000134

Langer, C. J. (2006). Neglected and underrepresented subpopulations: Elderly and 
performance status 2 patients with advanced-stage non-small-cell lung cancer. 
Clinical Lung Cancer, 7(Suppl. 4), S126-S137.

Lawler, M., Selby, P., Aapro, M. S., & Duffy, S. (2014). Ageism in cancer care. 
British Medical Journal, 348, g1614. doi:10.1136/bmj.g1614

Lewis, J. H., Kilgore, M. L., Goldman, D. P., Trimble, E. L., Kaplan, R., Montello, 
M. J., . . . Escarce, J. J. (2003). The participation of patients 65 years of age 

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/


Bluhm et al. 23

or older in cancer clinical trials. Journal of Clinical Oncology, 21, 1383-1389. 
doi:10.1200/JCO.2003.08.010

Lofland, J., & Lofland, L. H. (1995). Analyzing social settings: A guide to qualitative 
observation and analysis (3rd ed.). Belmont, CA: Wadsworth.

Madan, A. K., Cooper, L., Gratzer, A., & Beech, D. J. (2006). Ageism in breast cancer 
surgical options by medical students. Tennessee Medicine, 99, 37-38.41.

Mahoney, T., Kuo, Y. H., Topilow, A., & Davis, J. M. (2000). Stage III colon can-
cers: Why adjuvant chemotherapy is not offered to elderly patients. Archives of 
Surgery, 135, 182-185. doi:10.1001/archsurg.135.2.182

Mandelblatt, J. S., Sheppard, V. B., Hurria, A., Kimmick, G., Isaacs, C., Taylor, K. 
L., . . . Muss, H. (2010). Breast cancer adjuvant chemotherapy decisions in older 
women: The role of patient preference and interactions with physicians. Journal 
of Clinical Oncology, 28, 3146-3153. doi:10.1200/JCO.2009.24.3295

Markopoulos, C., van de  Walter, W. (2012). Older patients with breast cancer: 
Is there bias in the treatment they receive? Therapeutic Advances in Medical 
Oncology, 4, 321-327. doi:10.1177/1758834012455684

Martins, Y., Lederman, R. I., Lowenstein, C. L., Joffe, S., Neville, B. A., Hastings, B. 
T., & Abel, G. A. (2012). Increasing response rates from physicians in oncology 
research: A structured literature review and data from a recent physician survey. 
British Journal of Cancer, 106, 1021-1026. doi:10.1038/bjc.2012.28

Mayring, P. (2000). Qualitative content analysis. Forum: Qualitative Social Research, 
1. Retrieved from http://www.qualitativeresearch.net/index.php/fqs/article/view-
Article/1089/2385

Miles, M. B., Huberman, A. M., & Saldana, J. (2013). Qualitative data analysis: A 
methods sourcebook (3rd ed.). Thousand Oaks, CA: Sage.

Mohile, S. G., Dale, W., & Hurria, A. (2012). Geriatric oncology research to improve 
clinical care. National Review of Clinical Oncology, 9, 571-578. doi:10.1038/
nrclinonc.2012.125

Mohile, S. G., & Magnuson, A. (2013). Comprehensive geriatric assess-
ment in oncology. Interdisciplinary Topics in Gerontology, 38, 85-103. 
doi:10.1159/000343608

Papamichael, D., Audisio, R. A., Glimelius, B., de Gramont, A., Glynne-Jones, R., 
Haller, D., . . . Aapro, M. (2014). Treatment of colorectal cancer in older patients: 
International Society of Geriatric Oncology (SIOG) consensus recommendations 
2013. Annals of Oncology, 26, 463-476. doi:10.1093/annonc/mdu253

Parr, J. D., Zhang, B., Nilsson, M. E., Balboni, T., Duthie, E., Paulk, E., & Prigerson, 
H. G. (2010). The influence of age on the likelihood of receiving end-of-life care 
consistent with patient treatment preferences. Journal of Palliative Medicine, 13, 
719-726. doi:10.1089/jpm.2009.0337

Patton, M. Q. (2001). Qualitative research and evaluation methods (3rd ed.). 
Thousand Oaks, CA: Sage.

Peake, M. D., Thompson, S., Lowe, D., & Pearson, M. G. (2003). Ageism in the 
management of lung cancer. Age and Ageing, 32, 171-177. doi:10.1093/age-
ing/32.2.171

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://www.qualitativeresearch.net/index.php/fqs/article/viewArticle/1089/2385
http://www.qualitativeresearch.net/index.php/fqs/article/viewArticle/1089/2385
http://jag.sagepub.com/


24 Journal of Applied Gerontology 

Penson, R. T., Daniels, K. J., & Lynch, T. J. (2004). Too old to care. The Oncologist, 
9, 343-352. doi:10.1634/theoncologist.9-3-343

Pulte, D., Redaniel, M. T., Bird, J., & Jeffreys, M. (2014). Survival for patients with 
chronic leukemias in the US and Britain: Age related disparities and changes 
in the early 21st century. European Journal of Haematology, 165(6), 824-831. 
doi:10.1111/bjh.12837

QSR International. (2008). NVivo qualitative data analysis software (Version 8) 
[Software]. Available from http://www.qsrinternational.com/

Ruggiano, N., Whiteman, K., & Shtompel, N. (2014, April 21). “If I don’t like the 
way I feel with a certain drug, I’ll tell them”: Older adults’ experiences with 
self-determination and health self-advocacy. Journal of Applied Gerontology. 
Advance online publication. doi:10.1177/0733464814527513

Samra, R., Griffiths, A., Cox, T., Conroy, S., & Knight, A. (2013). Changes in medi-
cal student and doctor attitudes toward older adults after an intervention: A 
systematic review. Journal of the American Geriatric Society, 61, 1188-1196. 
doi:10.1111/jgs.12312

Sandelowski, M. (1995). Sample size in qualitative research. Research in Nursing & 
Health, 18, 179-183.

Sandelowski, M. (2000). Whatever happened to qualitative description? Research in 
Nursing & Health, 23, 334-340.

Sandelowski, M. (2010). What’s in a name? Qualitative description revisited. 
Research in Nursing & Health, 33, 77-84. doi:10.1002/nur.20362

Sateren, W. B., Trimble, E. L., Abrams, J., Brawley, O., Breen, N., Ford, L., . . . 
Christian, M. C. (2002). How sociodemographics, presence of oncology spe-
cialists, and hospital cancer programs affect accrual to cancer treatment trials. 
Journal of Clinical Oncology, 20, 2109-2117. doi:10.1200/JCO.2002.08.056

Shepherd, F. A., Amdemichael, E., Evans, W. K., Chalvardjian, P., Hogg-Johnson, S., 
Coates, R., & Paul, K. (1994). Treatment of small cell lung cancer in the elderly. 
Journal of the American Geriatric Society, 42, 64-70.

Soubeyran, P., Fonck, M., Blanc-Bisson, C., Blanc, J., Ceccaldi, J., Mertens, C., . . . 
Rainfray, M. (2012). Predictors of early death risk in older patients treated with 
first-line chemotherapy for cancer. Journal of Clinical Oncology, 30, 1829-1834. 
doi:10.1200/JCO.2011.35.7442

Tew, T. W., & Fleming, G. F. (2015). Treatment of ovarian cancer in the older woman. 
Gynecological Oncology, 136, 136-142. doi:10.1016/j.ygyno.2014.10.028

Tisnado, D. M., Moore, A. A., Levin, J. R., & Rosen, S. (2012). Developing and test-
ing a decision aid for use by providers in making recommendations: About mam-
mography screening in older women. Journal of Applied Gerontology, 31(3), 
343-358. doi:10.1177/0733464812467397

Vijayvergia, N., Dotan, E., Devarajan, K., Hatahet, K., Rahman, F., & Cohen, S. J. 
(2013). Differences in patterns of care and outcomes of elderly versus younger 
metastatic pancreatic cancer (mPC) patients. Journal of Clinical Oncology, 
31(Suppl; abstr 9546).

Weber, R. P. (1990). Basic content analysis (2nd ed.). Thousand Oaks, CA: Sage.

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://www.qsrinternational.com/
http://jag.sagepub.com/


Bluhm et al. 25

Wright, A. A., Mack, J. W., Kritek, P. A., Balboni, T. A., Massaro, A. F., Matulonis, U. 
A., . . . Prigerson, H. G. (2010). Influence of patients’ preferences and treatment 
site on cancer patients’ end-of-life care. Cancer, 116, 4656-4663. doi:10.1002/
cncr.25217

Zhang, W., & Sun, B. (2015). Impact of age on the survival of patients with liver can-
cer: An analysis of 27,255 patients in the SEER database. Oncotarget, 6(2), 633-
641. Retrieved from http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4359244/

Author Biographies

Minnie Bluhm is an assistant professor at Eastern Michigan University College of 
Health and Human Services. Her research examines decision making in cancer care at 
end of life. She also does work focused on understanding the experiences of those 
living with serious or life-limiting chronic illness and their health care professionals

Cathleen M. Connell is professor and chair of the Department of Health Behavior 
and Health Education at the University of Michigan School of Public Health. Her 
research focuses on the psychosocial context of chronic illness among older adults 
with a particular focus on dementia family caregiving.

Nancy Janz is a professor at the University of Michigan, School of Public Health, in 
the Department of Health Behavior and Health Education. Her research program 
examines the impact of breast cancer and its treatment on quality of life in survivor-
ship. She also does work in decision making in breast cancer and worry about 
recurrence.

Kathleen Bickel is an assistant professor with the Geisel School of Medicine at 
Dartmouth and medical director of the Palliative Care Consult Team at the White 
River Junction Veterans Affairs Medical Center. Her research focuses on improving 
the quality of end-of-life care for patients with serious medical illness.

Raymond DeVries is professor and co-director of the Center for Bioethics and Social 
Sciences in Medicine at the University of Michigan Medical School and visiting pro-
fessor at CAPHRI (School for Public Health and Primary Care), Maastricht University, 
the Netherlands. His research focuses on culture and ethics and ethical issues in 
maternity care.

Maria Silveira is a researcher, ethicist, and palliative care clinician at the Ann Arbor 
Veterans Affairs Medical Center and University of Michigan. She studies the effects 
of legislation governing end-of-life care upon the care of elderly patients. She is cur-
rently working to develop and test interventions to assist patients and caregivers with 
symptom management. She also provides outpatient primary and palliative care to 
veterans.

 at PENNSYLVANIA STATE UNIV on September 18, 2016jag.sagepub.comDownloaded from 

http://jag.sagepub.com/

