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Oncogeriatrics 
A PARADOX 

60 % newly diagnosed cancer occur in 65+ 

 

BUT older people are still underrepresented in clinical trials 

 

⇨ Lack of evidence in cancer treatment of older people 

 

HeTeROGeNeITY of aged (frailty and G profile) 

  

⇨ CHALLENGE to determine the intensity of the treatment fitting best with  

the patient’s profile 

 

⇨ What are the TIPS and TRICKS based on actual scientific knowledge? 



Should this patient be treated? 

Some tips and tricks... 



Frailty in oncogeriatrics 

Neuropathy 

PE malnutrition 

Cardiac toxicity 

Dyspnea 

Chemotoxicity 



Comprehensive Geriatric Assessment 

 
All predictive of 

toxicity and mortality 
in old cancer patients 

(9 studies) 

Caillet, Clin Interv in Aging, 2014 



Comprehensive Geriatric Assessment 



Treatment decisions 
 

CGA influences the oncologist decision in 21 to 49 % 

 

The most predictive (mortality, toxicity) CGA problems are : 

- Functional status (ADL, IADL, PS) 

- Malnutrition 

- Comorbidities 
 

Oncogeriatrics aims to assess potentially reversible conditions before 

the treatment and to identify and follow at-risk patients 

 
Aparicio, J Clin Oncol, 2013 

Caillet, Clin Interv in Aging, 2014 

Wildiers, JCO, 2014 

 



Toolbox : Prognostic scales 
 

 

 

 

- Community-dwelling patients (15 months to 10 years) 

- Institutionnalized patients (6 months to 1 year) 

- Hospitalized patients (1 year after hospital stay, 2 years) 

- Patient with advanced stages of cancer 

 

 

http://eprognosis.ucsf.edu/index.php 



Toolbox : Prognostic scales 



Toolbox : Prognostic scales 



Breast cancer : PREDICT : prognostic score at 5 and 10 years without 

neoadjuvant treatment et with different types of treatments (hormonal 

treatment; chemotherapy; targeted therapies) 

 

 

 

 

 
    

Toolbox : specific scales 



Treatment options 

Some tips and tricks... 



Surgery  
More than 50% of old surgical patients are admitted for cancer 

surgery 

  

Urgent surgery induces higher rates of complications  

 

Perioperative management is crucial for elective surgery : geriatric 

follow-up is recommended 

 

Screening of risk of delirium! Preventive measures 

Korc- Grodzicki, JCO, 2014 



Radiation therapy 
Assess the feasability (don’t move!), the risks and benefits 

 

High risk of adverse effects, but interruption of treatment lowers the 

benefit. Fraction 

 

Concomitant RT and chemotherapy increases the toxicity level 

 

Radiation mucositis : consider pain killers and nutritional support 

 

Late toxicities are common 



Chemotherapy 
Same efficacy than younger patients, but higher levels of toxicity 

 

Interruptions of treatments are common in old patients : loss of 

chance! Prefer a lower dose to interruption 

 

Nauseas, vomitings, diarrheas are less frequent 

Mucositis and hematological toxicity are more frequent 

Renal toxicity (CisPt) 

Cardiac toxicity (Anthracyclines) 

Neurological toxicity (Thalidomid) 

Fatigue +++ 

 

 



Prediction Tool for Chemotherapy 

Toxicity in Older Adults With Cancer : CARG 

 

11 items : predicts grades 3, 4 & 5 of toxicity in solid cancers (65 – 94 years old) 

– external validation on 250 patients 

 

Low risk 

Moderate risk 

High risk 

 

 

 

     

    

   

 

Hurria, JCO, 2016 

Toolbox : prediction tool for chemo toxicity 



CARG 



http://www.mycarg.org/Chemo_Toxicity_Calculator 



     

- Chemotherapy Risk Assessment Scale for High-Age Patients   

= CRASH Score 

 

Predicts grades 3, 4 non hematological toxicity and grade 4 hematological 

toxicity in solid cancers (70-94 years old) – No external validation 

 

Low risk 

Low to moderate risk 

Moderate to high risk 

High risk 

 

     

    

   

Extermann, Cancer, 2012 

Toolbox : prediction tool for chemo toxicity 







Geriatric interventions 

Some tips and tricks... 



Validated geriatric interventions 

NCCN Guidelines version 2.2017 

Functional 

status 

Physiotherapy @ home 

Occupational therapy @ home 

Home nursing care 

Home security 

Assessment of risk of falling 

Promote physical exercise 

Screening and assessment of osteoporosis 

Cognition Involve the proxy caregivers 

Reduce potentially inappropriate medications 

Preventive measures of delirium 

Assess the ability to understand and acknowledge the treatment 

Identify the relatives / collaborative decisions 

Perform neuropsychological testing 



Validated geriatric interventions 

NCCN Guidelines version 2.2017 

Social support/  

Caregiver burden 

Transportation assistance to the hospital 

Home care 

Support groups 

Psychological support 

Spiritual assistance 

Psychological 

status 

Non pharmacological care : meditation, relaxation, acupuncture 

Exercise program 

Psychological support 

Medication for anxiety, depression 

Support programs, stress management 

Spiritual assistance 



Validated geriatric interventions 

NCCN Guidelines version 2.2017 

Nutrition Dietician advice + follow up 

Dietetic recommendations 

Oral care 

Nutritional support (oral, enteral) 

If functional impairment : occupational therapist, 

physiotherapy, home care, meals on wheels, caregiver 

involvement, vitamin D 



Medical interventions 

Some tips and tricks... 



►►►ANemia  

 

 
 

 

 

 

 

 

 

 

 

 

 
Beghé, Am J Med, 2004 

NCCN Guidelines, 2017 

Chimiotoxicité Chimiotoxicité 



►►►ANeMIa - workup 

 

 

Etiological assessment 

 

Transfusion according to Hb level, tolerance and comorbidities 

 

The use of erythropoietin is controversed 
 

 

 

 

 

 

 

 

 

NCCN Guidelines, 2018 



►►► ANeMIa - workup 

Hb level 

≤11g/dL  

Asymptomatic – no significant 

comorbidity 
Observe Periodical 

assessment 

High risk patient (progressive loss 

of Hb and recent chemo or 

radiotherapy 

Or 

Asymptomatic with comorbidities :  

- cardiac 

- pulmonary 

- cerebrovascular 

Transfusion 

Symptomatic :  

Tachycardia, tachypnea, chest pain, 

dyspnea, dizziness, syncope, fatigue 

limiting the achievement of ADLs 

 Transfusion 

 

 

NCCN Guidelines, 2018 



►►► FEBRILE NEUTROPENIA 

 
 

NEUTROPENIA = PMN <500 /mm3  

  or WBC <1000/mm3  

  (or waited in the next 48h) 

 Higher risk of major infection when PMN < 100/mm3  

 

FEBRILE = oral T°  ≥ 38,3°C or ≥  38°C for >1h 

 
 

►►EMERGENCY 

 

 
 

 

 

 

 

 

 

 

 

 

 



►►► FEBRILE NEUTROPENIA 

 

LOW RISK : chemo for solid tumors, myeloma, lymhoma 

 

INTERMEDIATE : stem cell autograft 

 

HIGH RISK : 

 Induction and consolidation of acute leukemia 

 Allograft of marrow and stem cells 

 Myelosuppression 

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 



►►► FEBRILE NEUTROPENIA 

Worrying signs: 

 

Presence of infection on a "major" site : 

 

LUNG Pneumonia 

PERINEAL Cellulitis 

SKIN Cellulitis 

 

Or 

Hemodynamic instability 
 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 



►►► LOW RISK FEBRILE NEUTROPENIA 

Score > 20 : low risk 

Eun Ha Y, et al. Support Care Cancer 2011;19:1761–1767. 



►►► LOW RISK FEBRILE NEUTROPENIA 

 

MASCC ≥ 21 

Hospital supervision from 2 to 24 hours 

Cipro + Amoxi / clav.  or Cipro + Clindamycin if allergy during 7 jours  

If not better after 48h or worrying signs : hospitalization  

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

https://www.revmed.ch/RMS/2016/RMS-N-526/Prise-en-chargede-la-neutropenie-febrile#B13


►►► NAUSEAS – VOMITINGS 

 

 

Impact majeur sur la qualité de vie 

 

Impact sur l’adhérence 

 

Déshydratation 

 

Troubles ioniques 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 



►►► NAUSEAS – VOMITINGS 

 

 

! Risk of toxicity of anti-emetic drugs 

Ex. 5HT3 Antagonists : prolonged QT, constipation, headache 

      Dexamethasone : insomnia, hyperglycemia 

        

No specific guidelines for older people 

 

Metoclopramide well tolerated 

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

Jakobsen, Crit Rev Oncol Hematol. 2009 

https://www.ncbi.nlm.nih.gov/pubmed/19162507


►►► DIARRHEA 

 

 

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

Perturbation of 

secretory pumps 

Of enterocytes 

SECRETORY 

IRINOTECAN 

5 - FU 

Osmotic effects 

Water retention 

 OSMOTIC IMMUNE-
MEDIATED 

Faster intestinal 

motility 

  MOTILITY 

IRINOTECAN IMMUNO--THERAPY 



►►► DIARRHEA - workup 

- Stop food containing lactose 

- Stop alcohol 

- Stop hyperosmolar supplements (ONS) 

- Rehydration treatment 

- Small multiple meals 

- Discuss interruption of chemotherapy 

 

- Loperamide (NB : clostridium) 4mg then 2mg/4h 

- Octreotide if oral treatment not effective after 24/48h  

 

 

 

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

Benson, JCO, 2004 

Andreyev, Lancet Oncol. 2014 

NCCN guidelines, 2017 

https://www.ncbi.nlm.nih.gov/pubmed/19162507


►►► MUCOSITIS 

Higher risk with age 

 

Oral healthcare 

Oral bath care (bicarbonate + antiseptic solution) 

Pain killers 

Ice blocks 

Antifungal treatment 

IV hydration 

Follow up of nutrition  

 

Hospitalization if mucositis associated with dysphagia or diarrhea 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 



►►► MUCOSITIS 

NCCN,Task force report, 2008 



Follow-up in oncogeriatrics 

Some tips and tricks... 



How to organize the follow-up? 
►►► A REAL CHALLENGE! 
 

A good level of communication between the stakeholders 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

ESMO, 2018 



How to organize the follow-up? 

G8 CGA CMOG Oncogeriatric follow-up 

Oncological treatments Progression-free survival Recurrence Recurrence 

Death from another 

cause 

Cancer diagnosis and 

workup 



How to organize the follow-up? 
ONCOGERIATRIC follow-up in our hospital 

 

■ Combined consultation with the oncologist (1x/w) 

■ Multidisciplinary oncogeriatric meetings (1x/w) : treatment plan 

■ Involvement of all oncological coordinating nurses (G8) 

■ Continuing education for nurses 

■ Implication in Young SIOG courses and SIOG congresses : 

 Very dynamic working group in Belgium : join them! 

 

 

 
 

 

 

  

  

 

 

 

 

 

 

 

 

 

 



DIFFERENT MODELS of follow-up 

 

 

 ▪ Consultative model : CGA + recommendations  

 

 ▪ Shared model : collaboration between geriatricians and oncologists 

 

 ▪ Full care model : geriatric oncologist and oncological geriatrician  

 
  

  

 

 

 

 

 

 

 

 

 

 

Monfardini, SIOG Advanced course 2018 

How to organize the follow-up? 



Follow-up of old cancer patients in the world? 

 

▪ Belgium, Netherlands, France, Norway, Switzerland : good 

cooperation between oncologists and geriatricians 

 

▪ Italy: central funding for oncologists, a dozen of geriatric oncology 

units, less cooperation with geriatricians 

 

▪ Other countries of UE : no collaboration with geriatricians 

 

  

 
  

  

 

 

 

 

 

 

 

 

 

 

Monfardini, SIOG Advanced course 2018 

How to organize the follow-up? 



Oncogeriatric follow-up in belgium 

 

 

Cancer plan 

 

 

 

But … still a great heterogeneity 

 

No more funding for oncogeriatric nurses 
 

  

  

 

 

 

 

 

 

 

 

 

 

How to organize the follow-up? 


