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Cancer incidence in older adults

• 2012
• 6.7M(47.5% of all 

cancers)
• Marked regional 

disparities
48% in less developed  
regions
Lung, CRC, prostate,  
stomach and BC 55%

global incidence

• 2035
• 14M (" 60% of all cancers)
• Predicted relative increase

Largest in the Middle    
East & Northern           
Africa(+157%) 
China (+155%)
Less developed     
regions+144%
More developed 
regions +54%



• Age is the single most important risk factor for 
developing cancer, with 50% of all newly diagnosed 
malignant tumors and 70% of all cancer deaths 
occurring in persons 65 years or older.

• It has been estimated that by the year 2030, 20% of 
the U.S. population (70 million people) will be older 
than age 65 years



The mortality rate is disproportionately higher :

1. More aggressive biology

2. Competing comorbidity

3. Decreased physiologic reserve 

4. Physicians’ reluctance to provide aggressive 
therapy

5. Barriers in the elderly person’s access to care  
Elderly caregiver or is socially isolated 

6. Not participants in clinical trials 

7. Registration trials for new drugs



Current dilemma & extreme position

1.   Therapeutic nihilism

- Elderly patients do not receive any 
treatment

2.  The intermediate position?

- Elderly patients may benefit 
from treatments

3.  Blind therapeutic enthusiasm

- Elderly patients receive futile/non 
beneficial treatments



questions from oncologists perspective

• IS die from cancer or from other causes?

• Risk of treatment-or cancer-related complications?

• How to deal impaired cognitive functions?

• Best tools to evaluate end-organ functions?

• What does frailty stand for?

• Can one assess satisfaction in older patients?

• What  is a geriatric assessment?

• Can  a geriatric assessment  be short?

• How to get organized?

• ls there any best endpoint for clinical research?





Comprehensive geriatric assessment 

• A comprehensive geriatric assessment 
(CGA) looking at all of the factors that 
can influence the outcome of therapy



GERIATRIC ASSESSMENT IN 
ONCOLOGY

• Medical oncologists have used performance status 
scales : 

karnofsky performance status

Eastern Cooperative Oncology Group (ECOG) 

• This has been a valuable tool , for the general 
oncology population



CGA

• The current gold standard for assessment of older adults 
with cancer is a comprehensive geriatric assessment 
(CGA).

• Multidimensional, interdisciplinary process to determine 
the medical, psychosocial, and functional capabilities.

• CGA has been shown:

 Identify previously unknown health problems 

 Predict treatment-related toxicity

 Predict oncologic outcomes, overall survival 

 Influence of cancer treatment decisions



Who needs a CGA?

Consensus guidelines : 

• American Society of Clinical Oncology

• National Comprehensive Cancer Network

• International Society for Geriatric Oncology 
(SIOG) 

the routine use of a geriatric 

assessment for the older patient 

with cancer (age 65 or older) 



EVIDENCE – GA IN ONCOLOGY

• GA tools are feasible & acceptable

• Briefer tools reduce time burden to clinicians

• Influence cancer treatment decision-making

• Can lead to clinical intervention to improve health

• GA can predict morbidity, mortality & chemo toxicity



COMPREHENSIVE GERIATRIC 
ASSESSMENT

4-part clinical process

Screening 

Assessment 

Intervention 

Follow-through

Screening

Follow through Assessment

intervention



screening tool

• Provide a busy clinician quickly identify  

• Commonly short questionnaires 

• Administered by any health care provider

• Not necessarily a geriatric specialist

• Some tools can be administered by the patients

• Conversely, screening tools typically assess 
only a few domains from the CGA



• At least 17 different screening tools for older 
oncology patients have been developed

•he mostly widely studied:

The G8 

The Vulnerable Elders Survey 13(VES-13)









Patient with cancer

> age 65/70

Administer 

screening tool

Perform or refer for CGA
Standard cancer 

management

Implement CGA recommendations and 

continue cancer management with
or without

modifications

Abnormal resultNormal result







FUNCTIONAL STATUS

• “Activities of Daily Living” = ADLs

Barthel’s Index

• “Instrumental Activities of Daily Living” = IADLs

Lawton & Brody Index



PHYSICAL FUNCTION



Falls

• Major health concerns person’s ability to live 
independently

One-third ,fall each year, half of falls are recurrent  

1. Intrinsic factors (e.g., visual impairment, muscle     
weakness, poor balance )

2. Extrinsic factors (e.g., polypharmacy, medication 
side effects)

3. Environmental factors (loose carpets , poor lighting)

Multidisciplinary approach (physical therapy,   
occupational therapy, home safety, medication 
evaluation, evaluation for cataracts, etc.)



TABLE 13.2  Common Instruments Validated for Cognitive Screening

MMSE (13) Widely used screening tool covering multiple domains

such as orientation, memory, attention, calculation,

language, and constructional ability.

More sensitive test designed as a rapid screening 

instrument for mild cognitive dysfunction. It was found to

provide addi• tional information over the MMSE in brain

tumor patients (24).

Brief, six-item scale frequently used in the geriatric

oncology literature.

Brief test that screens for cognitive impairment in a

com• munity sample of culturally, linguistically, and

educationally heterogeneous older adults. It requires 

minimal training to administer, so it can be readily

incorporated into general

practice.

MoCA (14)

0MC(15) Mini-Cog

assessment instrument (16)

BOMC, blessed  orientation-memory-concentration; MoCA , Montreal Cognitive Assessment; MMSE, 

Mini-Mental State Examination



NUTRITION

• Poor nutritional status is associated 

Icreased risk of severe hematologic toxicity

Increased mortality risk

Poor chemotherapy tolerance

Increased length of stay among  hospitalized

• Screening tool uses cutoffs such as a body mass 
index (BMI) of <22 , and unintentional weight loss 
of >5% in the previous 6 months



MEDICATION AND POLYPHAMACY

• use of increased number of medications  (5 or more)

• more than is clinically indicated

• use of potentially inappropriate  medications

medication underuse

medication duplication 

• Risk of drug interactions :

comorbid conditions

brain tumor  patients

taking  many medications



Socioeconomic Issue

• In a study of 2,835 women diagnosed with breast cancer,  

socially isolated women had an elevated  risk of mortality 

• The patient's treatment goals should be discussed

• Living conditions, presence, adequacy  of caregiver 

• Financial status should also be taken into consideration

• Consultation with a social worker



Frailty

• Biologic syndrome of decreased reserve and resistance to 
stressors 

• Risk for falling, disability,  hospitalization, death

• In a prospective,  observational  study of 5317 men and 
women :

1. predictive of incident falls

2. worsening  mobility

3. ADL function

4. incidence of hospitalization

5. death



How do we measure/define frail?

• 1. Fried Phenotype

• 2. Dificit Accumulation model(Rockwood)

• 3. Clinical Frailty Scale

• 4.CGA based impression

• 5. Balducci Frailty Criteria



Characteristics of Frailty (fried phenotype)

Unintentional weight  loss                                                     Baseline: > 4,5 Kg (10 lbs) lost

unintentionally in prior year

Weakness                                                                                 Hand Grip: <5,85 Kg (12,89 lbs) for 

males; <3,37 Kg (7,43 lbs) for females

Exhaustion                                                                               Self-reported: at least 3 days / week

Slowness                                                                                   > 7 seconds to travel 4.57  m (15 feet)

on a known route

Low activity                                                                             Assessed  using the Physical Activity 

Scale for the Elderly (PASE); or 

Kcals/week: < 383  Kcals/week for 

males, < 270 Kcals/week for     females

Frailty phenotype: >_ 3 criteria present

Intermediate or pre-frail:  1   or 2 criteria present

Presence  of Frailty





ASSOCIATION OF CGA WITH CANCER     
TREATMENT OUTCOMES

• CGA not only helps to better inform treatment decision 
making, but also helps to better tailor individualized 
treatment 

• A prospective multicentric study on the large-scale feasibility 
and usefulness of CGA:

detected unknown geriatric problems in 51% 

geriatric interventions and adapted treatment occurred    
in 25.7% and 25.3% of the patients



CGA INTERVENTIONS

Comorbidities
• Review medications:

e.g. low BP, are all needed?

• Multiple, complex needs, geriatric syndromes:

Geriatrician, internal medicine, General practitioner

•   Single organ

diabetes (please think diabetes with steroids/chemo!), cardiology

•  Treat anemia!

Nutrition

•    Dieticians, practical advice



CGA INTERVENTIONS
Mood & anxiety

•    +++ important!!

•   psychological support services

• anti-depressant?

Memory impairment

•   Significant :  local services map, personalized support

• Mild: do they  need personalized support?

Incontinence

• Cancer related?

• Continence services



Functional & social problems

•    Physiotherapist or occupational therapy - PREHAB!

• Social care - home support

• Palliative care - pain control

•      Can we improve socialization/support/mood when isolated?



POTENTIAL BENEFITS

• Predicting complications , side effects of treatment 

• Predicting functional decline during treatment 

• Estimating survival 

• Assisting in cancer treatment decisions 

• Detecting problems not found by routine history and 
physical examination 

• Identification and treatment of new problems during 
follow up care

• Improving mental health and well being

• Better pain control



HOW DO I PICK WHICH TOOLS TO 
USE?



PICKING TOOLS

• Keep it simple!

• Start with one of the quick screening tools

• Needs to be feasible in busy clinic & feel achievable

• Think about what is important for your tumor group/  
treatment modality 

• Avoid long search for the “best evidence tool” 

• Reserve the more detailed tools for later stages of 
development and assessment 



OBTAINING PATIENT DATA

•Mailed CGA

•Self-administered CGA 

•Electronic CGA

•Clinical interview



CONTEXT……

• Case :

• 73 years old man with prostate cancer & bone 
mets

• For consideration of docetaxel with ADT

• PMH: hypertension , diabetes, proximal humerus
fracture

• Needs help with activities of daily living, PS 2



1. Uncontrolled metastatic bony pain restricting mobility and causing fatigue

Co-codamol stopped. Start regular NAIDS with appropriate pain re-
review plan with GP

Radiotherapy

PT/OT review to work on strength, fatigue  & prehab

PS improved to1

2. Poor appetite and not eating well: weight loss 5kg in 3 weeks 

Referred to dieticians - dietary advise

Macmillan grant: new fridge!!

3. Diabetes  pre-chemo: HbA1C 55, known diabetes:

Gliclazide increased

BS monitoring (think steroids!)



4. Hypertension: BP low on current meds

Co-amilofruse stopped

5. Financial concerns - poverty

Can't afford to travel before 9.30am for cancer 
appointments - adjust appt times 

Fridge broken and unable to afford a new one -
impacting on nutrition -

Macmillan grant

6. LUTs secondary to prostate cancer 

Nurse led practical advise : exercises, fluids (tea!),  
follow up



CASE  – MDT NEEDED

• Physio T

• OT

• Dietician

• Financial assessment services

• Nurse

• Radiotherapist 

• GP 

• Geriatrician











Thanks for your 

attention!




