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bstract

Management for elderly cancer patients world wide is far from being optimal and few older patients are entering clinical trials. A SIOG Task
orce was therefore activated to analyze how the clinical activity of Geriatric Oncology is organized. A structured questionnaire was circulated
mong the SIOG Members. Fifty eight answers were received. All respondents identified Geriatric Oncology, as an area of specialization
owever the organization of the clinical activity was variable. Comprehensive Geriatric Assessment (CGA) was performed in 60% of cases
Geriatric Oncology Program (GOP) was identified in 21 centers, 85% located in Oncology and 15% in Geriatric Departments.
In the majority of GOP scheduled case discussion conferences dedicated to elderly cancer patients took regular place, the composition o
he multidisciplinary team involved in the GOP activity included Medical Oncologists, Geriatricians, Nurses, Pharmacists, Social Workers.
Fellowships in Geriatric Oncology were present in almost half of GOPs.
Over 60% of respondents were willing to recruit patients over 70 years in clinical trials, while the proportion of cases included was only

0%. Enrolment in clinical trials was perceived as more difficult by 52% and much more difficult in 12% of the respondents.
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n conclusion, a better organization of the clinical activity in Geriatric Oncology allows a better clinical practice and an optimal clinical
esearch. The GOP which can be set up in the oncological as well as in the geriatric environment thought a multidisciplinary coordinator
ffort. Future plans should also concentrate on divisions, units or departments of Geriatric Oncology.

2006 Elsevier Ireland Ltd. All rights reserved.

Geriat

d

(
(

(
(

(

(

3

u
(
a
r

o
G
s
i

i
h
d
g

w
a
o
c

7
g

I
a

h
(

eywords: SIOG Task Force; Geriatric Oncology Program; Comprehensive

. Introduction

Since to organize the clinical care of older cancer patients
nd to address problems of aging may improve the overall
reatment success and the quality of life of elderly cancer
atients, a dedicated Geriatric Oncology Program (GOP) [1]
hould address the following goals:

. to provide comprehensive care through a multidisciplinary
approach that considers age-associated conditions which
influence cancer management;

. to conduct clinical trials in representative older patients;

. to reduce adverse outcomes such as nursing home place-
ment and hospitalizations;

. to allow patients to continue to live in their primary area
of life either at home, hospice, or in nursing home;

. to educate health professionals, the public, older patients
and their families about cancer therapy and research.

There is presently no widely accepted clinical model for
he delivery of cancer care to frail and vulnerable elderly.
ue to the progressive aging of the population, cancer

n the older person has become an increasingly common
roblem. More than 60% of all tumors occur over 65 years
nd 45% after 70 years with more than 2/3 of tumor deaths
n people older than 65 years. While the number of older
atients has progressively risen in our wards and clinics,
n elderly oriented approach is practiced by a minority
f Medical Oncologist and in general the therapeutic and
linical research approach is far from being optimal [2]. Not
ll patients are treated, only a minority enters clinical trials
nd informed consent is usually not fully understandable.
urthermore the majority of patients is not managed with
n interdisciplinary approach integrating the geriatric
spects into the oncological one [3]. The increasing needs
f management of cancer in the elderly should require a
olution taking into account a new type of organization. [4].

. Methods

A SIOG Task Force on the Organization of the Clinical
ctivity of Geriatric Oncology conducted an international

urvey of Geriatric Oncology clinical services among its
embers through a structured questionnaire (Appendix A).

his was circulated to 216 SIOG affiliate members from July
005 to January 2006.

The questionnaire requested institutional data to provide
context for the description of the clinical services and to
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etermine the presence/absence of:

1) GOP or a Clinic for elderly cancer patients.
2) Scheduled case conference dedicated to elderly cancer

patients.
3) Referral pathway to the GOP.
4) Recruitment of patients over the age of 70 years in clinical

trials.
5) Availability of a formal training in both Geriatric and

Oncology.
6) Geriatric assessments and time required to complete it.

. Results

Fifty eight answers were received (26.8%) up to mid Jan-
ary 2006. Twelve from USA and Canada, 42 from Europe
Italy 10, France 5, Belgium 2, Germany 3, others 1 each),
nd 1 from India, South America, Saudi Arabia and Japan,
espectively.

All respondents identified Geriatric Oncology as an area
f specialization. About 20% reported having access to
eriatricians, 37% reported routine interaction between the

pecialists and 34% reported that Geriatric Oncology was
ncorporated into general oncology.

Twenty-four percent of respondents practiced in a special-
ty cancer hospital with the majority working in university
ospitals or university affiliated teaching hospitals. Geriatric
epartments were not structured in cancer hospitals, while
eriatric specialists were available in general hospitals.

GOPs were identified in 21 Institutes (36%), 18 (85%)
ere located in oncology departments and 3 (15%) in Geri-

tric Departments. The GOP was located more often in the
ncological department of a general or university hospital (12
ases) rather than in a Cancer Institute.

Nine respondents provided GOP inpatient care unit with
of them located in geriatric departments and staffed by

eriatricians.
The existence of the GOP was reported by 7 responders in

taly, 3 in France, 7 in USA and 1 Germany, Norway, India
nd Japan.

The vast majority of hospitals/centres providing a GOP
ad scheduled case conferences dedicated to elderly patients
81%) compared to 43% of hospitals/centres without such

rogram. Comprehensive Geriatric Assessment (CGA) [5]
as described as standardized geriatric assessment by 56%
f respondents and as traditional clinical assessment by 14%.
ime to complete CGA was 47 min (range 15–360 min).
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Table 1
Presence of health professionals for daily team care in 21 centres

Presence in unit (number)

Professional category Number of units inpatient ward Number of units outpatient clinic

Medical oncologist 19 5
Oncologist surgeon 5 14
Radiation oncologist 5 16
Geriatrician 11 8
Advanced practice nurse 15 3
Social worker 16 5
Dietician/nutritionist 10 12
Research nurse 7 8
Physiotherapist 13 9
Pharmacist 10 10
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egistrars/resident physicians 15
edical students 13

Fellowship in Geriatric Oncology was available in 47%
f hospitals/centres but fellows were present in only 43% of
hem and CGA performed in 48% of cases.

Twenty-one of 58 respondents provided information on
he composition of the multidisciplinary team involved in
OP at their institutions and details are to be found in
able 1.

Fifty percent of the respondents reported that general
ractitioners were unlikely to refer frail elderly patients for
reatment but that selective referral to GOP because of special
nterest occurred in 55% of cases. However, the proportion
f patients referred for specialized opinion only was 12%
0–50%).

Over 60% of the respondents reported they were willing to
ecruit patients over the age of 70 years into clinical trials but
hat the proportion of patients actually included in such trials
as 20% (0–85%). Active enrolment in clinical trials was

aid to be more successful in cancer hospitals. Enrolment of
lder patients in clinical trials was perceived as more difficult
y 52% and much more difficult by 12% of the respondents.
ain barriers to patient inclusion were coexisting diseases,

efusal of aggressive treatment, refusal of an experimental
reatment and family preference.

Respondents were also requested to describe the prob-
ems encountered in clinical research for elderly cancer
atients. Presence of co-morbidity, reduced tolerance to
hemotherapy, heterogeneity of patients, lack of clinical
tudy background and influence of the family were reported.
n addition, financial problems, referral bias, lack of a social
etwork and the absence of formal caregiver were also
entioned.
Some respondents emphasized on the lack of clinical trials

pecifically designed for older patients, on the absence of a
tandard definition of frailty and on the absence of prediction
ules to guide treatment. Clinical research was considered a

ime consuming activity and the lack of funding for inde-
endent studies was underlined. Finally, the absence of a
tructured department of Geriatric Oncology and the lack
f a geriatric network in their professional environment were

m
g

g

–
–

uggested as potential other causes of insufficient clinical
esearch.

. Discussion

The low rate of members participation to the survey is
robably related to the scarcity of a structured activity in
he field of Geriatric Oncology. However, useful information
ame from 58 members around the world. These SIOG mem-
ers were all involved in the management of older cancer
atients in their clinical practice. Moreover, over one third
f them were actively incorporated in the framework of a
OP. These data, although biased by a very low return rate,

re encouraging and show that close collaboration between
pecialties is achievable.

GOP was predominantly organized within Oncology
epartments which appeared to be most of the time deprived
f a Geriatric Department though counting on the cooper-
tion of Geriatricians. GOP was located most of the time
ithin an oncology department of general hospital rather than

n specialized cancer centers, while inpatients cancer units
ere more often located in geriatric departments. During the
orking day, the concomitant presence of Medical oncolo-
ists and of Geriatricians was established in half of cases as
as the presence of a pharmacist and a dietician. However,

esearch nurses were present in a minority of cases in com-
arison to advanced practice nurses suggesting an imbalance
etween the need for research and that for care in this patient
opulation.

These findings are of interest because it indicate a lack of
n adequate and homogenous organization resources to deal
ith cancer patients in a more appropriate way. Nevertheless,

he existence of some GOPs is already a step forward to a bet-
er management of elderly patients with cancer who present
ost of the time with multiple problems thus requiring the
eriatrician expertise.

Finally, in the absence of a GOP, CGA and other forms of
eriatric evaluation were obviously less frequently performed
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nd few scheduled case conferences were organized. This
hould not be considered as inappropriate management but
ather as a priority target for future improvement.

Our survey also identified several different groups of
ealth professionals dealing with geriatric and oncology illus-
rating the local facilities and resources together with a rough
ndication of health care policies regarding cancer care in the
lderly.

Referral from general practitioners to GOP still appeared
o follow fairly subjective thoughts and the information was
omewhat contradictory. Some would probably refer patients
o GOP whereas others would not. As usual, it is not possible
o determine whether this was based on feelings or beliefs
nd the decision may depend on their own personal interest.
he development and the availability of the internet are likely

o make patients and families more often implicated in this
rocess.

The majority of respondents reported to promote the enrol-
ent of elderly patients into clinical trials but only 1 out of 4

otential candidate was actually entered. This poor result was
robably caused by traditional professional biases towards
ancer and the elderly and by the family reluctance to clin-
cal studies, while it has been reported that older American
nd French patients with cancer, when offered chemotherapy,
how a high level of acceptance [6].

Lack of proper methodology adapted to the elderly, insuf-
cient financial support from health authorities and private
ponsors, scarcity of dedicated investigators and the absence
f an active Geriatric Oncology network were the main rea-
ons explaining this situation.

. Proposals

Expected benefits from a structured Geriatric Oncology
ctivity are summarized [1,3]:

to identify centers of excellence in order to enhance refer-
rals;
to develop and disseminate expertise on the provision of
specific cancer care;
to evaluate treatment models;
to motivate and support clinical and translational research;
to enhance social support and quality of life;
to provide expert management in continuous care for fol-
low up care.

These objectives can be achieved through a GOP in both
ncological and geriatric environments if there are Medical
ncologists skilled in the management of cancer in the

lderly or if Medical Oncologists are incorporated into a geri-
tric team. We know that after the completion of this enquiry

nd after the collection of further information from the
SCO Foundation and from the Institut National du Cancer,
4 such programs are active in the USA and 9 in France.

Further developments could be suggested for the near
uture in a positive stepwise progression, as follows:

A

a

ology/Hematology 62 (2007) 62–73 65

1) Geriatric Oncologist with training in both medical oncol-
ogy and geriatrics capable of performing CGA.

2) Geriatric Oncologist but CGA performed by others in
close continuous relationship with a geriatrician.

3) Geriatric oncologist capable of doing some form of geri-
atric assessment in close continuous relationship with a
Geriatrician or in alternative Geriatric oncologist inte-
grated in the framework of an established relationship
between the departments of Medical Oncology and of
Geriatrics with scheduled case conferences.

4) Fully established GOP in charge of clinical, training and
research programs with scheduled case discussion in con-
nection with other specialists and general practitioners.

. Conclusions

The situation of the organization of the clinical activity
f Geriatric Oncology is highly variable in different places.
here is though a common background across the various
ountries since the needs are present in both oncological and
eriatric environment. Next to the position paper on CGA
5], this SIOG Task Force would like to encourage for a better
rganization of the clinical practice in managing cancer in the
lderly through the availability of an efficient network allow-
ng optimal clinical research. Every attempt should be made
y Geriatric Oncologists to further develop their activity in
his emerging new field [4]. GOP may already be achieved
oday but future plans should also concentrate on the structure
f divisions, units or departments of Geriatric Oncology.
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