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Breast cancer is the most common malignancy in the UK, accounting for 

around 15% of all new cancer diagnoses, with approximately 56,800 new 

cases annually (1). Most patients present with early-stage disease, yet 

recurrence remains a significant risk despite optimal therapy. Endocrine 

therapy (ET) is the cornerstone of adjuvant treatment for hormone receptor-

positive (HR+), HER2-negative breast cancer, but long-term relapse can 

occur. 

A meta-analysis of over 62,000 patients showed recurrence rates of 19–

41% within 5–20 years after ET, largely influenced by nodal status and 

tumour size (2).

Background

One-level dose reductions were required in 70% (Cohort 1) and 76% (Cohort 2) 

[p=0.29], while further reductions were needed in 34% and 38% [p=0.55], respectively. 

The most frequent AEs were diarrhoea (75% vs. 71.4%), anaemia (40% in both), and 

neutropenia (34.2% vs. 30.2%), with grade ≥2 rates comparable between groups.

Introduction

Aims

To evaluate the real-world use, safety, and tolerability of AA with ET across UK 

centres of a dedicated subgroup analyses in geriatric cancer patients (≥ 65 years 

old) within the CONCISE study.

Methods

The CONCISE study is a retrospective, multicentre audit of UK practice across 21 

centres, including patients treated with AA from July 2022 to April 2025. Data were 

collected using the Ledidi platform and analysed using descriptive statistics in 

Jamovi. Key outcomes include treatment duration, dose modifications and 

adverse events (AEs), stratified by two subgroups: Cohort 1 (age 65-75) and 

Cohort 2 (>75). Group comparisons were performed using chi-squared and t-test.

Aims and Methods

In this large UK real-world cohort, older adults with high-risk EBC experienced similar 

AE profiles to younger counterparts, but with numerically higher discontinuation rates, 

particularly in those aged >75. Dose reductions were common across both age groups. 

These findings underscore the importance of careful patient selection, supportive care, 

and geriatric assessment when offering AA in routine clinical practice.

Conclusions

The introduction of CDK4/6 inhibitors has transformed the management of 

metastatic HR+ breast cancer. Abemaciclib demonstrated a significant 

improvement in invasive disease-free survival (IDFS) in the monarchE trial 
(3,4) for patients with high-risk, node-positive, HR+, HER2-negative early 

breast cancer (EBC). However, only 15.6% of patients in monarchE were 

aged ≥65, and no dedicated geriatric safety analysis was performed. 

Managing older adults with EBC is challenging due to comorbidities 

reduced physiological reserve, and polypharmacy.

On this basis, NICE approved adjuvant Abemaciclib (AA) with ET in July 

2022 for high-risk, node-positive, HR+, HER2-negative EBC (5). Yet, 

randomised trials such as monarchE may not fully reflect real-world 

practice. There is limited evidence on the safety, tolerability, and adherence 

of AA in older patients, highlighting the need for real-world evaluation.

Results (cont’d)

Table 1. Adverse events (AE) of Abemaciclib according to the age groups 
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Of 1,026 patients, 215 (21%) were aged ≥65: 152 in Cohort 1 (median age 69) 

and 63 in Cohort 2 (median age 78). Most were female (96.3%) and Caucasian 

(88.4%). Stage II disease was most common (56.7%), with grade 2 tumours 

(57.8%) and nodal involvement (72.8%).

Chemotherapy use differed by age: in Cohort 1, 68% received adjuvant 

chemotherapy and 11% neoadjuvant chemotherapy; in Cohort 2, only 31% 

received adjuvant chemotherapy and one patient had neoadjuvant chemotherapy.

Median AA duration was 12.6 months in Cohort 1 vs. 8.3 months in Cohort 2 

(p=0.028). Discontinuation of the treatment due to toxicity was significantly more 

common in Cohort 2 (79%) than in Cohort 1 (49%) [p=0.002]. Treatment 

completion (24 months) was achieved in 47% (Cohort 1) and 21% (Cohort 2). At 

data cut-of, 53% and 40% of patients remained on treatment in Cohorts 1 and 2, 

respectively. Disease progression occurred in 4% (Cohort 1) and 0% (Cohort 2).

Results
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