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Burden of cancer in older adults

Combined incidence of all cancers
Surveillance, Epidemiology, and End Results Program

US., 1975-2011
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Bluethmann SM, et al. Cancer Epidemiol Biomarkers Prev. 2016
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Gaps of knowledge in geriatric oncology

Proportion of patients 265 years enrolled in SWOG trials Age distribution for patients enrolled onto NCI
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Type of Cancer

<10% of patients enrolled in NCI Phase II-llI
trials were 275 years vs 28% of US cancer
patients population

25% patients enrolled in 164 SWOG studies were 265
years vs 63% in the US cancer patient population

1. Hutchins LF, et al. N Engl J Med. 1999
2. Hurria A, et al. J Clin Oncol. 2014



Treatment variation

Bridging the Age Gap study’
56 Breast Units in England and Wales
Patients 270 years with operable BC (N=3,416)
2013-2018

Age is No Barrier to Chemotherapy analysis?
SACT and HES registry databases
2013-2015

N = 49,378 stage lI-lll BC post surgery

27.8% n= 2,811 undergoing surgery -
A
High risk Non-high risk - Age 18-69 - Age 70+
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Trust caseload (age 18-69) Trust caseload (age 70+)

70% for patients aged 18—69 vs 18% aged =70 (p<0.001)
ER- subgroup: 92% for the patients aged 18-69 vs 33% for those aged
>70 (p<0.001)

1. Ring A, Battisti NML, et al. Br J Cancer. 2021
2. Battisti NML et al, ESMO, 2018 & NCRI, 2019



Older adults are heterogeneous

Cancer
Comorbidities
Health behaviours
Access to healthcare
Geographical location
Social support
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Complexity of managing cancer in older adults

CNS
1 Cortical volume
1 Synaptic density
1 Processing speed
\ | Attention

1 Memory

Respiratory system
Skeletal muscle “"\ 1 Elastic recoil
1 Muscle mass P ; % lLung volume
1Strength and power T Ventilation-perfusion

inequality

Liver )
lVolume Cardiovascular system
1 Blood flow | Cardiac output

T Arterial stiffness

1 Heart rate modulation
Myocardial hypertrophy
Impaired endothelial function
Conduction abnormalities

| First-pass metabolism
1Drug clearance

Kidneys

L Renal mass
L Glomerular filtration
1 Drug clearance
Hyalinisation of renal
vasculature

Digestive system
L Acid secretion
1 Drug absorbtion

Bone
1 Bone mineral density
TFracture risk

Soto-Perez-de-Celis E, et al. Lancet Oncol. 2018

Battisti NML & Extermann M, Multidisciplinary management, including chemotherapy of solid tumours (lung, breast, and colon), 2017. In: Michel J-P, Beattie BL, Martin FC and Walston J (eds). Oxford Textbook of Geriatric Medicine. 3rd edn.

Oxford University Press.

Comorbidities

e Cardiovascular
» Diabetes mellitus
« Cancer

Reduced organ function

* Bone * Kidneys
marrow e« Liver
* Heart

Lack of social support

Quality of life

Psychological distress

* Depression
*  Anxiety

Polypharmacy

* Interactions
* Errors
* Reduced compliance

Nutritional problems

* Obesity
* Malnutrition
* Weight loss

Cognitive impairment




Ageing-related concerns in geriatric oncology

Function « How will treatment affect independence?

Sl ke elciniolinallalei=l - < Wil | fall more while on treatment?

Comorbidities « How will treatment affect my other medical problems?

How will |
Cognition * Will my mother be more confused with treatment? tolerate the

treatment?

Psychological status » Can | improve my mood?

Nutrition « | do not feel like making meals. How can | increase my intake?

» What are the resources available for my mother so that she can
stay in her home?

Social support

Mohile SG, et al. J Natl Compr Canc Netw. 2015



Under- and over-treatment in geriatric oncology

Undertreatment

* Use of less intensive treatment in fit older

r':‘de;:rzf:ﬂ;t . ’:fttrg::n":; t adults who would otherwise derive a greater net
u V' . . .
if not offered if prescribed benefit from more intensive treatment

Harms of Cancer * Not providing nononcologic interventions to
(T;a‘tL”;ebf;tsis of deficits in geriatric domains regardless of what

treatment intensity therapy is chosen

and adverse effects)

Benefits of Cancer
Treatment (on the
basis of treatment
effectiveness,

aggressiveness of

cancer, and
remaining life Overtreatment
expectancy)
Robust/fit Frail/unfit » Treatment of cancer in an older patient that

would not likely lead to symptoms in the
remaining lifetime

Vulnerability of Patient
(on the basis of geriatric assessment)

* Intensive treatment in a vulnerable older
patient in whom there would be a greater net
benefit from less intensive therapy

DuMontier C et al, J Clin Oncol, 2020
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Comprehensive geriatric assessment: applying

general geriatrics to oncology
| Comorbidiies  [jeiebai e SRS

*ADL Katz index

- . *IADL Lawton scale
Functional status & physical performance &S F AP R Naillc)

*SARC-F questionnaire
*Godin Leisure-Time Exercise questionnaire

Incontinence +3 Incontinence Questionnaire (3I1Q)

Nutritional status

*Mini Nutritional Assessment

*Drug history
*Interaction check :
Polypharmacy iiapaiblon Personalised

« Patient-centred assessment
*Comprehensive medication review

*Cross-check with STOPP/START and 2019 Beers criteria

Cognition *Montreal Cognitive Assessment (MoCA)

Social support and activity

Quality of life *EQ-5D-5L

Vision «CARG questions
Geriatric syndromes *CARG questions

Wildiers H, et al. J Clin Oncol. 2014
Decoster L, et al. Ann Oncol. 2015
Mohile SG, et al. J Clin Oncol. 2018

multidisciplinary
interventions

*Medical Outcomes Study (MOS) Social Activity questionnaire
*Medical Outcomes Study (MOS) Social Support questionnaire




Functional status and physical performance

Unplanned hospitalisations
and A&E admissions

Survival

Healthcare use

Grade 23 chemotherapy
toxicities

Activities of daily living (Katz Index):
basic self-care skills

* Feeding

*  Grooming

* Transferring
* Toileting

Instrumental activities of daily living
(Lawton scale): complex sills necessary
for maintaining independence in the
community

+ Shopping

* Managing finances
* House-keeping

*  Preparing meals

» Taking medications

Falls
Grip strength

Katz S, Down TD, Cash HR, Grotz RC. Progress in the development of the index of ADL. Gerontologist 1970, 10:20
Lawton MP. Scales to measure competence in everyday activities. Psychopharm Bull. 1988; 24 (4): 609-614; 789-791
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Competing risks of
mortality

Cancer treatment
complications

/

Charlson ME, et al. J Chronic Dis. 1987,;40(5):373-83. doi: 10.1016/0021-9681(87)90171-8. PMID: 3558716
Miller MD, et al. Psychiatry Res. 1992 Mar;41(3):237-48. doi: 10.1016/0165-1781(92)90005-n. PMID: 1594710

Comorbidities

Charlson Comorbidity Index

Items Responses Points

1) Age o <50 years 0
o0 50-59 years 1
0 60-69 years 2
o 70-79 years 3
0280 years 4

2) Myocardial infarction o No 0

(history of definite or probable MI [ECG oYes 1

changes and/or enzyme changes])

3) Congestive heart failure o MNo 0

ional or paroxy oYes 1

dyspnoea and has responded to digitalis,

diuretics, or afterload reducing agents)

4) Peripheral vascular o No 0

disease oYes 1

(intermittent claudication or past bypass

for chronic arterial insufficiency, history

of gangrene or acute arterial insufficiency,

or untreated thoracic or abdominal

aneurysm [26 cm])

5) Cerebrovascular accident o No 0

or transient ischaemic oYes 1

attack

(history of a cerebrovascular accident

with minor or no residua and transient

ischemic attacks)

6) Dementia o No 0

(chronic cognitive deficit) o Yes 1

7) Chronic obstructive o No 0

pulmonary disease oYes 1

8) Connective tissue o No 0

disease oYes 1

9) Peptic ulcer disease oNo 0

(any history of treatment for ulcer disease 4 Yag 1

or history of ulcer bleeding)

10) Liver disease o None 0

(severe = cirrhosis and portal o Mild 1

hypertension with variceal bleeding

history, moderate :cirrhnsis and portal o Moderate to severe 3

hypertension but no variceal bleeding

history, mild = chronic hepatitis [or

cirrhosis without portal hypertension])

11) Diabetes mellitus o None or diet-controlled 0
o Uncomplicated 1
o End-organ damage 2

12) Hemiplegia oNo 0
oYes 2

13) Moderate to severe oNo 0

chronic kidney disease oYes 2

(severe = on dialysis, status post kidney

uraemia, = inil

>3 mgldL [0.27 mmoliL]}

14) Solid tumour o No 0
o Localised 2
o0 Metastatic 6

15) Leukaemia oNo 0
oYes 2

16) Lymphoma oNo 0
oYes 2

17) AIDS o No 0
oYes 6
TOTAL SCORE 137




Functional dependence

Depression

gher mortality

Treatment adherence

Treatment toxicity

Cognition

Screening: Mini-Cog

Step 1: Three-Word Registration

Look directly at person and say, "Please listen carefully. | am going to say three words that | want you to repeat
back to me now and try to remember. The words are [select a list of words from the versions below]. Please say
them for me now."Ifthe person is unable to repeat the words after three attempts, move on to Step 2 (clock drawing).

The following and other word lists have been used in one or more clinical studies.™ For repeated administrations, use

ofanal ive word list is recor

Version 1 Version 2 Version3 Version 4 Version 5 Version 6
Banana Leader Village River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven

Chair Table Baby Finger Picture Mountain

Step 2: Clock Drawing

Say: "Next, | want you to draw a clock for me. First, Put in all of the numbers where they go.” When that is com-
pleted, say, "Now set the hands to 10 past 11."

Use preprinted circle (see next page) for this exercise. Repeat instructions as needed as this is not a memory test.
Move to Step 3 if the clock is not complete within three minutes.

Step 3: Three Word Recall

Ask the person to recall the three words you stated in Step 1. Say, "What were the three words | asked you to remem-
ber?"Record the word list version number and the person’s answers below.

Nasreddine ZS, et al. J Am Geriatr Soc. 2005 Apr;53(4):695-9. doi: 10.1111/.1532-5415.2005.53221.x.

www.mocatest.org
https://mini-cog.com

Montreal Cognitive Assessment (MoCA)

DOMAINS POINTS
Visuospatial/executive
Copy cube Draw CLOCK (ten past
@ eleven)

Y (3 points)

[1] LI I1 ] 01 ]Il
Contour | Numbers | Hands 5
Naming
)
N
7] 7] T1__n
[Memory No
Read ist of words, SUB]ect must Fopeat FACE | VELVET | CHURCH | DAISY | RED | points
them. Do 2 trials, even if 1st trial is = trial
successful. Do a recall after 5 minutes. 27 trial

Attention

[ Read list of digits (1 digiUsec.) | Subject has to ropeat thom In the forward order [121854
Subject has 1o repeat them in the backward order [ ] 7 4 2 12
Read list of letters. The| [ | FBACMNAAJKLBAFAKDEAAAJAMOFAAB
subject must tap with his hand
at each letter A No points if 22 _n
i —
Serial 7 subtraction starting at | [ ] 93 [T 186 [T179 [[172 [ 165 13
s Tor 3 pts, 2 of 3 comect: 2 pls, 1 correct 1 g%, 0 comect: 0 gL
Language
Repeat: | only know that John is the one to help today. [ ]
The cat always hid under the couch when dogs were in the room. [ ] 12
Fluency / Name maximum number of words in one minute that begin with the letter F "
[1 (N 211 words)
Abstraction
Similarity between e.g. banana - orange = fruit. [ ]train - bicycle [ ]watch -ruler _IZ
Delayed recall
Has to recall words FACE | VELVET | CHURCH | DAISY RED | Points _for
UNCUED
WITH NO CUE L] [1 [1 [ [ vecail only
Optional | Category
cue
Multiple
choice cue 5
Orientation
[ ]Date |[ TWonth T 1vear ][ TDay ||: TPlace [[ TCity 16
TOTAL
Add 1 point if 12 yr.edy
Normal: 226/30 30



http://www.mocatest.org/
https://mini-cog.com/

Psychological status

Patient Health Questionnaire (PHQ-9)

Over the last two weeks, how often have you been bothered by the following

Impact on quality of life problems?
Questions Notat Several More  Nearly
all days than every
half the day
o 0 days
FunCt|Ona| deCIIne 1. Little interest or pleasure in 0 1 2 3 TOTAL points _l27
doing things
2. Feeling down, depressed or 0 1 2 3 Score Proposed treatment action
hopeless Severity
m paCt on ca nce r 3. Trouble falling or staying asleep 0 1 2 3 ::m None
reatment decisions or sleeping too much
4, Feeling tired or having little 0 1 2 3 6-10 Watchful waiting, repeating at follow-up
energy Mild
5. Poor appetite or overeating 0 1 2 3
I m paCt on cancer 6. Feeling bad about yourself - or 0 1 2 3 :;c;::rata Consider CBT and pharmacotherapy
. I that you are a failure or have let
surviva yourself or your family down Moderately severe Immediate initiation of pharmacotherapy
and CBT
7. Trouble concentrating on things, 0 1 2 3 e e cotherapy and CBT:
such as reading the newspaper s f f ¢
I m paCt on treatment or watching television considar specialist | to pychiatrist
adherence _ _
8. Moving or speaking so slowly 0 1 2 3

that other people could have
noticed? Or the opposite — being
so fidgety or restless that you
have been moving around a lot
more than usual

4

9. Thought that you would be better 0 1 2 3
off dead or of hurting yourself in
some way

Kroenke K, et al. J Gen Intern Med. 2001 Sep,16(9):606-13. doi: 10.1046/j.1525-1497.2001.016009606.x. PMID: 11556941; PMCID: PMC1495268.



Nutritional status

Mini Nutritional Assessment (MNA)

The ROYAL MARSDEN NAVE: G) Lives independently (notin o Yes 1
NHS Feundation Trust DATE OF BIRTH: a nursing home or hospital) o o N
HOSPITAL NO: H) Takes more than 3 o Yes 0
. . Mini Nutritional Assessment prescription drugs per day o No 1
Treatment Compl|Cat|OnS 1) Pressure sores or skin ulcers o Yes [1]
o No 1
ltems Responses J) How many full meals does 5 1 meal 0
A) Has food intake declined o Severe decrease in food intake the patient eat daily? 5 2 meals 1
over the past 3 months dueto o Moderate decrease in food intake 03 meals 2
loss of appetite, digestive o No decrease in food intake K) Selected consumption At least one serving of dairy products (milk, cheese,
problems, chewing or markers for protein intake yoghurt) per day: o yes o no
swallowing difficulties? Two or more servings of legumes or eggs per week:
B) Weight loss during the last o Weight loss greater than 3kg (6.61bs) 0 oyes ono
0 3 months o Does not know 1 Meat, fish or poultry every day: o yes o no
| n Creased mortal |ty o Weight loss between 1 and 3kg (2.2 and 6.6 Ibs) 2 o 0or1yes 0.0
o No weight loss 3 o2yes 0.5
C) Mobility o Bed or chair bound 0 o3yes 1.0
o Able to get out of bed / chair but does not go out 1 L) Consumes two or more o No 0
o Goes out 2 servings of fruit or vegetables o Yes 1
D) Has suffered psychological o Yes 0 per day?
stress or acute disease in the oNo 2 M) How much fluid (water, o less than 3 cups 0.0
past 3 months? juice, coffee, tea, milk...) is 0 3-5 cups 0.5
. . . E) Neuropsychological o without help 3 consumed per day? o >5 cups 1.0
Vltam | n D d efl Cl e ncy & problems o with some help 2 N) Mode of feeding o Unable to eat without assistance 0
. o or are you completely unable to do any 1 o Self-fed with some difficulty 1
rl S k Of fra Ctu reS housework? o Self-fed without any problem 2
F) Body Mass Index (BMI) o<19 0 0) Self view of nutritional o Views self as being malnourished 0
([weight in kg)/[height in m?]) o 219 but <21 1 status o Is uncertain of nutritional state 1
o 221 but <23 2 o Views self as having no nufritional problem 2
o =23 work? 3 P) In comparison with other o Not as good 0.0
SCREENING SCORE 12-14 points: Normal nutritional status 4 people of the same age, how o Does not know 0.5
8-11 points: At risk of malnutrition does the patient consider his/ o As good 1.0
0-7 points: Malnourished her health status? o Better 2.0
- o Q) Mid-arm circumference o<21cm 0.0
(MAC) in cm 0221 cm but <22 cm 0.5
0222 cm 1.0
R) Calf circumference (CC) in o<31c¢cm 0
cm 0231 cm 1
/ Assessment score __116
Screening score __ 114
TOTAL SCORE __130

Malnutrition Indicator Score

V Vellas B, et al. J Nutr Health Aging. 2006 Nov-Dec;10(6):456-63; discussion 463-5. PMID: 17183418 24-30 points: Normal nutritional status
Rubenstein LZ, et al. J Gerontol A Biol Sci Med Sci. 2001 Jun;56(6):M366-72. doi: 10.1093/gerona/56.6.m366. PMID: 11382797 17-23.5 points: At risk of malnutrition
Guigoz Y. J Nutr Health Aging. 2006 Nov-Dec;10(6):466-85; discussion 485-7. PMID: 17183419 <17 points:  Malnourished

https.//www.mna-elderly.com/



https://www.mna-elderly.com/
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Impacts on compliance

Polypharmacy

STOPP/START criteria

START: Screening Tool to Alert doctors to Right Treatments

These medications should be considered for people = 65 years of age with the following conditions. where no

contraindication to prescription exists.

Cardiovascular System

‘Warfarin in the presence of chronic atrial fibrillation.

Aspirin in the presence of chronic atrial fibrillation. where warfarin is contraindicated. but not aspirin
Aspirin or clopidogrel with a documented history of atherosclerotic coronary. cerebral or peripheral
vascular disease in patients with sinus rhythm.

Antihypertensive therapy where systolic blood pressure consistently >160 mmHg

Statin therapy with a documented history of coronary. cerebral or peripheral vascular disease. where
the patient’s functional status remains independent for activities of daily living and life expectancy is
greater than 5 years

Angiotensin Converting Enzyme (ACE) inhibitor with chronic heart failure

ACE inhibitor following acute myocardial infarction

Beta-blocker with chronic stable angina

Respiratory System

Regular inhaled B, agonist or anticholinergic agent for mild to moderate asthma or COPD

Regular inhaled corticosteroid for moderate-severe asthma or COPD. where predicted FEV1 <50%.
Home continuous oxygen with documented chronic type 1 respiratory failure or type 2 respiratory

failure.
Central Nervous System
L-DOPA in idiopathic Parkinson’s disease with definite functional impairment and resultant disability

Antidepressant drug in the presence of moderate-severe depressive symptoms lasting at least three

months.

American Geriatrics Society Beers
criteria

of for the Elderly )

amitriptyline (Elavil), iptyline
(Limbitrol), and perphenazine-amitriptyline (Triavil)

Strong anticholi ic and i ies. Rarely
the antidepressant of choice in the eldeﬂy (May be
used for neurogenic pain if evaluation of risk vs.
benefit is documented)

barbiturates (all except phenobarbital)

Higher incidence of side effects than most other
sedatives and hypnotics used in the elderly. Highly
addictive. Use only to control seizure.

Long-actin id

and other

g
(L\bnum) chlordiazepoxide-amitriptyline (Limbitral),
(Librax),

/alium), and flurazepam (Dalmane)

long-acting benzodiazepines have a long half-life in
the elderly. Produce prolonged sedation, increased
risk of falls and fractures.

chlorpropamide (Diabinese) Prolonged half-life in the elderly, which can cause
prolonged hypoglycemia. Also causes SIADH.!
(Bentyl), (Levsin, Levsinex), Gl anti: are highly i and
propantheline (Pro-Banthine), lly produce ial toxic effects in the

(Donnatal and others), and clidinium-
chlordiazeposxide (Librax)

elderly. Effectiveness at doses tolerated by the elderly
is questionable. Best avoided in the elderly, especially
for long term use. (Use for 7 days or less, and not
more frequently than every 3 months, does not

require review.)

digoxin (Lanoxin) >0.125 mg/day

Because of decreased renal clearance in the elderly,
avoid doses >0.125mg, except when treating atrial
arrhythmias.

disopyramide (Morpace, Norpace CR)

Negative inotrope that may induce heart failure.
Strongly anticholinergic.

doxepin (Sinequan)

Strong anticholinergic and ing properties. Rarely
the antidepressant of choice in the eldeﬂy

ridine (Demerol

Not an effective oral analgesic.

meprobamate (Miltown, Equanil)

Highly addictive and sedating anxiolytic. Aveid in
elderly patients.

ALDOMET® (methyldopa), ALDORIL®
idoy rochlorothiazide]

pentazocine (Talwin)

May cause bradycardia and exacerbate depression in
the elderly. Alternate anti rtensives are preferred.

Narcotic analgesic causing more CNS' side effects
than other narcotic drugs, including confusion and
hallucinations. Mixed agenist and antagonist.

ticlopidine (Ticlid)

American Geriatrics Society Beers Criteria® Update Expert Panel. J Am Geriatr Soc. 2019 Apr;67(4):674-694. doi: 10.1111/jgs.15767. Epub 2019 Jan 29. PMID: 30693946.
O'Mahony D, et al. Age Ageing. 2015 Mar;44(2):213-8. doi: 10.1093/ageing/afu145. Epub 2014 Oct 16.

No better than aspirin in preveming clotting and
considerably more toxic. Avoid in the elderly. (Review
nctrvecessary\iu:ied in patients who have heda
troks have of stroke pi i
ischemic attacks], and cannot loleraie aspirin.) )




Social support and activity

Medical Outcomes Study (MOS) social support and activity questionnaires

People sometimes look to others for companionship, assistance or other types of support. Questions

How often is each of the following kinds of support available to you if you need it? Selectan "4 During the past 4 weeks, how much of the o All the time 5
answer that best reflects your situation. time has your physical health or emotional 5 Most of the time 4
problems interfered with your social o Some of the time 3
Questions Aliitr:: MOS: :: i:t:: /:;l::: None; :: aclti\tfities (Iitke) :isiting with friends, 0 A little of the time 2
2 relatives, etc.)? i
M 0] rtal Ity time time time time o Nene of the time 1
1. Someone to help if you were confined to 5 4 3 2 1 . Compared to your usual level of social o Much less socially active than before 5
bed. activity, has your social activity during the o Somewhat less socially active than before 4
2. Someone you can count on to listen to you 5 4 3 2 1 past 6 months decreased, stayed the o About as socially active as before 3
when you need to talk. same, or increased because of a change in | gymewhat more socially than before 2
8 g:::;:me o glunyou goodisdviceaboul e . “ 8 . 1 your physical or emational condition? o Much more socially active than before 1
101 4. Someone to take you to the doctor if you 5 4 3 2 1 . Compared to others your age, are your o Much more limited than others 5
Treatment t0X|C|ty needed it. social activities more or less limited o Somewhat more limited than others 4
5. Someone to give you information to help 5 4 3 2 1 because of your physical health or o About the same as others 3
youilincerstand a situation: emotional problems? o Somewhat less limited than others 2
6. Someone to confide in or talk to about 5 4 3 2 1 Much | limited th th 1
yourself or your problem. H AGH 955 Jimite AN Omers
: 7. Someone to prepare your meals if you were 5 4 3 2 1
PsyCh (0] I Og |Ca| unable to do it yourself.
. 8. Someone whose advice you really want. 5 4 3 2 1
d |Stress 9. Someone to help you with daily chores if 5 4 3 2 1 TOTAL SCORE —__/100
you were sick.
10. Someone to share your most private worries 5 4 3 2 1 (mean subscale score — 1)
and fears with. 100 x 4
11. Someone to turn to for suggestions about 5 4 3 2 1
how to deal with a personal problem.
12. Someone who understands your problems. 5 4 3 2 1
TOTAL SCORE __1100

9 (mean subscale score — 1)

100 7

Sherbourne CD, Stewart AL. Soc Sci Med. 1991,;32(6):705-14. doi: 10.1016/0277-9536(91)90150-b. PMID: 2035047.



Additional domains

* Quality
* Aids and their effectiveness

n = o Quallty
Vls on  Eyeglasses and their effectiveness

« Pittsburgh Sleep Quality Index

« 3 Incontinence Questionnaire (31Q)

Incontinence

Pressure ulcers

* SARC-F screening questionnaire

Sarcopenia

« EQ-5D-5L

Quality of life



What matters to you?

Patients =70 years being considered for systemic anticancer therapy

Prospective analysis

October 2021 — January 2023
The Royal Marsden NHS Foundation Trust, London, UK

N =210

Priorities N %
Family / close social network 89 66.4
Health and health-related quality o6 41.8
of life

Functional independence 40 29.9
Recreation / hobbies 28 20.9
Psychological well-being 19 14.2
Religious / spiritual beliefs 12 9.0
Travel 11 8.2
Caring for others 8 9.0

Murphy J, Battisti NML. Lancet Healthy Longev. 2022
Mac Eochagain, et al. J Geriatr Oncol. 2023

Quantity
of life

Attending my daugh
( ter's
wedding next y%ar
Seeing My grandchildren
graduate

Quality of
life

My wellbeing
Not being a burden
My independence




Personalised multidisciplinary interventions

= Cancer

*Adapted anticancer treatment plans

s FuNctional impairment

«Strength and balance training

*Device evaluation

*Home exercise programme

*Fall prevention discussion

*Home safety evaluation

*Pre- and rehabilitation

*Improve functional status prior to treatment
*Ensure presence of social support

*Recommend personal emergency response service

Psychological issues

*Counselling
 Cognitive-behavioural therapy
*Pharmacologic therapy
*Support programmes

* Spiritual care

Nutritional deficits

*Nutrition counselling

* Specific dietary recommendations

+*Oral care

*Assess need for extra support for meal preparation
*Supplements

*Involve caregivers

»Caregiver involvement to assess risks of therapy and management of
comorbidities
*GP involvement for treatment and management

Polypharmacy

*Review medication list
*Minimize medications as much as possible
*Assess adherence to medications

mmw  CoOgnitive impairment

*Assess decision-making capacity and ability to consent
+ldentify proxy and their involvement

*Delirium risk counseling and prevention

+Limit complexity of treatment

*Medication review to minimize the risk of delirium

Social support problems

*Nursing/home health

* Transportation assistance
*Caregiver management
*Home safety evaluation
*Support groups

*Spiritual care

*Modify therapy delivery

Decoster L, et al. Ann Oncol. 2015
Hamaker ME, et al. Lancet Oncol. 2012
Loh KP, Battisti NML, et al. J Oncol Pract. 2018




Patient selection for CGA: geriatric screening

Tool No. of Score Abnormal |Sensitivity | Specificity PPV NPV
items range score for for (%) (%) Geriatric
abnormal | abnormal :
CGA (%) | CGA (%) screening
G8 8 0-17 <14 65-92 3-75 44-86 8-78 m
VES-13 13 0-10 23 39-88 62-100 60-100 18-88 | |
Triage Risk 5 0-6 21 91-92 42-50 81-87 63
Screening Tool i iti
Groningen 15 0-15 24 30-66 47-87 86-94 40-59 Negatlve Positive
Frailty Indicator
Abbreviated 15 - 21 51 97 97 48
CGA
Fried Frailty 5 - >3 37-87 | 49-86 77-95 16-66 Oncology Oncology
Criteria work-up/set- ||| work-up/set-
SAOP2 27 - 21 100 40 90 100 up up
100 —
= 997 o T .
2 8 . | Geriatric
Sensitivity and 1-specificityof = _ | o .- work-up/set-
. . o I °
screening methods for predicting ¢ s ° up
CGAoutcome 7 “g o *

g' =) 50 { 2

IR g 1

2 30 A A Fried

= X G8

2 20- ® o INTEGRATED

S 10- + TRST(14) TREF',AI‘:I- AN,I\IENT TREATMENT
Decoster L et al, Ann Oncol, 2015 o @ Ve PLAN
Hamaker ME et al, Lancet Oncol, 2012 0 10 20 30 40 50 60 70 8 90 100

Loh KP et al, Oncol Pract, 2018 1-specificity (% false positives)
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» Challenges of managing cancer in older adults

« Comprehensive geriatric assessment: applying geriatrics to oncology
 Benefits of integrated oncogeriatric care

» Making oncology clinical trials more relevant for older adults

* Implementing optimal care models for older adults with cancer

* Practical integration of geriatric assessments in cancer treatment
decisions

e Conclusions



Benefits of integrated oncogeriatric care

Detecting Reducing
problems not severe
found by systemic
routine - therapy side

evaluations or effects

Estimating '
: treatment
survival decisions

Predicting
physical
decline on

treatment
Identifying

and treating
new problems
during follow

Y up
Improving e f L I :
@ mental health A mproving
& wellbeing : ] pain control

Predicting
treatment
complications

Reducing
unplanned
hospital
admissions

Improving 7
quality of life &

Reducing
intensive care
admissions
after surgery

Wildiers H, et al. J Clin Oncol. 2014
Decoster L, et al. Ann Oncol. 2015

Mohile SG, et al. J Clin Oncol. 2018
NCCN Clinical Practice Guidelines in Oncology: Older Adult Oncology. Version 1.2023 (14/02/2023)
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ASCO guidelines' SI0OG recommendations?3 NCCN guidelines*
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. . M) Check for updates
ASCO Special Articles

Practical Assessment and Management of Vulnerabilities in
Older Patients Receiving Systemic Cancer Therapy: ASCO

National Comprehensive
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Guideline Update
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*  Physical function/performance: falls, gait speed

*  Functional status: OARS IADL

*  Nutrition: weight loss during past 3 months (G8), MNA
»  Social support: MOS questionnaire

*  Psychological: PROMIS Anxiety 4-item, GDS 5

+  Comorbidity: OARS comorbidity, hearing, vision

+  Cognition: Mini-Cog

+  Chemotherapy toxicity prediction: CARG tool

*  Prognosis: ePrognosis

*  Geriatric screening: G8

Dale W et al, J Clin Oncol, 2023
Wildiers H et al, J Clin Oncol, 2014
Decoster L et al, Ann Oncol, 2015
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Reducing severe systemic therapy toxicity

GAP70 study’ GAIN study?
Patients 270 years with incurable stage llI-IV cancer starting a new systemic Patients 265 years with solid tumours (any stage) starting a new
treatment chemotherapy regimen
N=718 N =600
B GA Intervention B Usual Care .
. 71.0% Reduced Dose Intensity at CVCIE 1 Incidence of Grade 3-5 Chemotherapy-Related Toxicity
o p=0.02
60%
% 0, 60.4%
B 60% 48.7%
40% p=0.003 p=0.61
5 40% 35.0% 19.3% T

30% o T 2L1% 14.9%
20%

20% Overall Toxicity Heme Toxicity Non-Heme Both Heme and
10% Only Toxicity Only

0% 0%
Any Haema Non- GA Intervention Usual Care
toxicity tologic  haematol
toxicity ogic
toxicity

Any grade 3-5 toxicity
Adjusted risk ratio: 0.74
95% CI10.63-0.97, p<0.01

1. Mohile S et al. Lancet. 2021
2. LiD etal. JAMA Oncol. 2021



Improving quality of life on systemic therapy

INTEGERATE study
Patients 270 years with solid tumours/DLBCL starting a new systemic treatment
N =154

100
ELderly Functional Index (ELFI) _-
Estimated Marginal Mean Score % .20 731 (6.1
Intervention| Usual Care | Difference .\F - —e
60

12 71.4 60.3 ’ ;11.; ., 0.004 g2 734064088
18 72.0 58.7 13.4 0.001 g "

(5.5-21.2) ™
24 73.1 64.6 8.5 0.037 *

(0.5-16.5)

0 4 8 12 16 20 24
Time (weeks)

—a— Intervention —@—Control

Soo W-K et al. Lancet Healthy Longevity. 2022



Reducing unplanned hospitalisations on systemic therapy

INTEGERATE study’
Patients 270 years with solid tumours/DLBCL starting a new systemic treatment

N = 154

» 39% fewer emergency presentations Time to first unplanned hospital admission

S
. . . L ™1 Usual care

- 41% fewer unplanned hospital admissions = Z inerventin
5 Usual care-censored
T —}— Intervention-censored

. . 0.8

» 24% fewer unplanned hospital overnight bed-days 9

c HR 1.81 in favor of the intervention
_ _ _ —a 95% Cl 1.12-2.92; p=0.015
 Lower early treatment discontinuation due to adverse 5 b
events: 32.9% vs 53.2%, p=0.01 &
 Driven by lower discontinuation due to toxicity S | L
o [
L] m L] m Q- } —

- No difference in treatment reduction, escalation, delay g = e
5 o
g 00| =
g_ 0 50 100 150 21
i

Time (days)

Soo W-K et al. Lancet Healthy Longevity. 2022
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» Making oncology clinical trials more relevant for older adults

* Implementing optimal care models for older adults with cancer

* Practical integration of geriatric assessments in cancer treatment
decisions

e Conclusions



“Geriatricising” clinical trials

"« Expand eligibility criteria + Quality of life A
* Allocate treatment according to » Physical function
fitness it
 Tolerability
* Increase retention of enrolled
individuals Enrol vulnerable § Select relevant
and frail older endpoints for
patients older adults
\_ J
4 N
. Extended trials Utilise_ novel trial Include geriatric + Toxicity prediction
designs and assessment
« Pragmatic trials strategies tools * Treatment allocation
* Prospective cohorts  Longitudinal follow-up
N J

Soto-Perez-De-Celis E, et al. Expert Opin Investig Drugs. 2017



Trial eligibility criteria influence the applicability of evidence in oncology

National GOOD SCIENCE - .
. Lobectomy vs limited resection
_ Comprehensive BETTER MEDICINE
b & BEST PRACTICE
MGG Cancer LN sampling vs dissection

Network®
NCCN NSCLC guidelines version 4.2014; ESMO early & LANSCLC L.SRT*surgery vs CRT in stage 1A
guidelines July 2013; ESMO advanced NSCLC guidelines August CCRT vs SCRT in stage IlIB

2014

Adjuvant chemo vs not

E I ig i bi I ity: Neoadjuvant vs not
>60% full validity

0% 20% 40% 60% 80% 100%

<30% limited validity

Double vs single agent First line +/- bevacizumab

Platinum-based vs not .
Maintenance

Cisplatin vs carboplatin
Best second line

Optimal duration

First line TKls for EGFR+

Best first line in PS 2

Crizotinib for ALK+

0% 20% 40% 60% 80% 100%

=ESMO =NCCN 0% 20% 40% 60% 80% 100%
Battisti NML, Sehovic M, Extermann M. Clin Lung Cancer. 2017



Value of prospective cohort studies: Bridging The Age Gap study

Mean Global Health Status/
QoL Score (95% Cl)

N = 3,416 women with BC 270 years in 56 Breast Units in England and Wales, 2013-2018

Full
participation

Cognitively able

Partial
participation

Personal

Proxy

consultee participation e

available

Mental
incapacity

No personal o8
consultee Not eligible

0.50

available

Survival probability

100+ 025

Patients with high-risk disease: n = 1,520

0.00

OVERALL SURVIVAL
Median follow-up of 52 months

Unmatched
n=1,495 — adjusted HR 0.87 (95%: CI 0.58-1.28, p=0.47)

0 2 4 6

7517 Time (years)

B Number at risk

=

€ No Chemotherapy{ 1124 978 549 116

g Chemotherapy{ 371 350 169 37
50 = 0 2 4 6

Time (years)
Treatment =+~ No Chemotherapy =+ Chemotherapy

25+

Basleline 6 wéeks 6 molnths 12 m:)nths 18 mlonths 24 m:)nths o
Timepoint
Ring A et al. Br J Cancer, 2021
Treatment —— Chemotherapy —— No Chemotherapy Battisti NML et al. Eur J Cancer. 2021

Survival probability

Treatment

1.00

0.75

0.50

0.25

0.00

No Chemotherapy

Chemotherapy

Patients with ER-negative EBC:
o * OS (n=136): HR 0.20 (95% CI1 0.08-0.49)
BCSS (n=135): HR 0.12 (95% CI 0.03-0.44)

Mortality status available for 98% (1,495/1,520)

Matched
n=542 - HR 0.79 (95%CI: 0.50-1.26, p=0.32)

—~—

0 2 4 6
Time (years)
Number at risk
344 304 173 36
198 187 88 22
0 2 4 6
Time (years)

Treatment ~+ No Chemotherapy —+ Chemotherapy



Selecting meaningful endpoints: FOCUS2 and GO2 studies

Clinician considered effective:

c
9 o o Clinician does not
2 . Radiological PD Clinician scores Clinician does_not score benefit
S . Clinical PD benefit score benefit
O . QoL deterioration*

Patient found treatment tolerable:
- o Patient does not
E’ ;rc;x:.c;lty 0 dailv lif Patient scores Patient does not score benefit
© nterrerence In datly fire benefit score benefit
o ° Worth it

*defined as 16% decline (2 on the 12-point EORTC global QoL scale)

Seymour MT, et al. Lancet. 2011
Hall PS, et al. JAMA Oncol. 2021



Including geriatric assessment tools in trial design: EORTC
75111-10114 study

EORTC 75111-10114 study
N=80 patients with HER2+ aBC 270 years or 260 years + functional impairment
ECOG PS 0-3 and =1 line of prior anti-HER2 therapy + endocrine therapy

A B
100 . — Trastuzumab plus pertuzumab ~ 46-2% (95% C130-2-60-7) 100
X . i — Trastuzumab and pertuzumab  73-4% (95% Cl 56-6-84-6)
= ; plus metronomic cyclophosphamide
= HR 0-65 (95% C10-37-1-12), p=0-12

8o L i 80
g §
T \ R 9 6
S 60 AU : = 604
< P ‘ g
) | g
<3 N =3
= 2
5 HE - K
g 40| P : : é’ 40
(=2l
g N

20] E e N 204 — Trastuzumab plus pertuzumab  67-3% (95% Cl 49-4-80.0)

H S —— Trastuzumab and pertuzumab  83-8% (95% C167:3-92-4)
- plus metronomic cyclophosphamide
: HR 0.92 (95% CI 0-44-1-91), p=0-83
0 T T T T T 1 0 T T T T T 1
0 6 12 18 24 30 36

Time since randomisation (months)

* |V trastuzumab + IV pertuzumab +/- metronomic oral cyclophosbﬁamide (50 mg daily without interruption)
* In case of PD, all patients offered T-DM1

* Median PFS: 12.7 months (6.7-24.8) vs 5.6 months (3.6-16.8)

* No febrile neutropenia

* Diarrhea in 250%

» G8 strong prognostic factor for OS

Wildiers H, et al. Lancet Oncol. 2018
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Global geriatric oncology

Europe

Mature national geriatric
oncology programs in some
countries

*  MNational guidelines available
*  Collaborative multinational
research groups

GOOD SCIENCE
BETTER MEDICINE

BEST PRACTICE Asia
*  High-income Asian
countries have

<
dedicated geriatric
& EORTC oncology clinics

BCARG

Cancer & Aging Research Group

european e e R Robust databases

cancer and research

SCO® ORGANISATION p|atf°rms
A *  Public policy
AMERICAN SOCIETY OF CLINICAL ONCOLOG® initiatives starting

in LMICs in the region

U.S. and Canada

+  Dedicated geriatric
oncology clinics at
academic centers

*  Training fellowships
available

*  Active research

initiatives

National
o Comprehensive
INO@NE Cancer

Network®

Latin America

*  Multidisciplinary
geriatric oncology
clinics in Brazil and

Mexico

Oceania

«  Multidisciplinary geriatric
oncology clinics in Australia

*  Clinical Oncology Society of

Australia has active geriatric
oncology initiatives
h JOURNAL OF
GERIATRIC
INTERNATIONAL SOCIETY ONCOLOGY

OF GERIATRIC ONCOLOGY

Kanesvaran R et al, Am Soc Clin Oncol Educ Book. 2020. Available at: https://ascopubs.org/doi/pdf/10.1200/EDBK_ 279513

@ SI0G National Represantative

W Selected Geriatric Oncology Clinics
[l States and Territories with ongoing Clinical Trials Utilizing

Geriatric Assessmenis®

* From chricalials. gov. searchperialic’ AND “assesament” AND anosr™

Guadeloupe

Martinique  Guyane  LaRéunion  Mayotte
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The consultative model GAP 70 study

* Advantages
- Geriatric oncology expertise Oncology team
« Recommendations from a multidisciplinary
team

Referral back for
 Challenges ST

« Physician buy-in need to refer management
* One-time visit

* No longitudinal follow-up
 Interventions often left to treating team
* Long visits: limited number of patients per

Geriatric
screening

clinic session Comprehensive Geriatric
. .. . " geriatric oncology or
 Multiple visits for patients and physicians assessment | | Geriatrics team

* Need to maintain good communication

Battisti NML and Dotan E. Integrating Geriatric Oncology into Clinical Pathways and Guidelines. 2020. In: Extermann M. (eds) Geriatric Oncology. Springer, Cham.
Mohile S, et al. Lancet. 2021



The shared-care model INTEctaiRATE
study

- Advantages Geriatrics or
geriatric oncology

« Collaborative care through disease trajectory team

recommendations can be implemented over
[ e

* Challenges
* Physician buy-in need to refer I I I I
* Visits may not be centralised
« Shortage of geriatricians

« Extra visits for the patient

« Geriatric oncology expertise
* Interventions and multidisciplinary

!

Battisti NML and Dotan E. Integrating Geriatric Oncology into Clinical Pathways and Guidelines. 2020. In: Extermann M. (eds) Geriatric Oncology. Springer, Cham.
Soo WK, et al. Lancet Healthy Longev. 2022



The comprehensive model

 Advantages

» Collaborative care through disease
trajectory

 Geriatric oncology expertise throughout

the treatment trajectory

« Convenience: one-stop shopping
(geriatrics and oncology)

- Challenges
« Shortage of geriatric oncologists

« Complex patient population (limited no.

of patients can be seen)

Li D, et al. JAMA Oncol. 2021

GAIN study

Oncolog
Navigat ist Geriatri
or cian

Safegua
rding

Radiatio
n
oncologi
st

Spiritual
care

Geriatric

oncology
MDT

Palliativ
e care

Physiot
herapist

Social
worker

Occupat
ional

therapis
t

Battisti NML and Dotan E. Integrating Geriatric Oncology into Clinical Pathways and Guidelines. 2020. In: Extermann M. (eds) Geriatric Oncology. Springer, Cham.



JCCO guidance on implementing frailty assessment
and management in oncology services

¥ Royal College ity -
L of Physicians ! RCR
z The Roya Cotege of adiokgits Contents

Figure 1. Model for assessing and managing frailty throughout the cancer diagnosis and treatment pathway

Implementing frailty assessment and

management in oncology services
Foreword 3 Every step along the cancer diagnosis and treatment pathway Is an opportunity for frailty assessment
Executive summary 4
1 Introduction: what is frailty and why does it
matter? 6
2 Frailtyassessmentin oncology: who, how Initial diagnosti Multidisciplinary team Oncology clinic review
and when? 9 m
3 Management of frailty n oncolagy 12 Patient with work-up discussion and referral for and treatment Treatment
4 .Edunalinn,reseamh,auditand service susm - l|h‘h"¥ﬂ A ‘ hi‘liﬂl tI'E\atI'I'IEI'It - ﬂmmm ‘ commences w“h
| mrovement ® cancer e eg medical or clinical oncology or #f SACT, radictherapy or regular review
Appendix 1 Hll’lﬁtll'ﬂ urgacy
Frailty assessment tools 19
N ienes for ity nformed care Inoncology 21 At any point: patient deterioration or unplanned/acute review (eg due to cancer/treatment-related complications or other issues)
Appendix
WDnmai:s of frailty and MDT role 23 1 ]
Appendix 4 '
Oncology frailty service development:
fundamentals and models of care 25
B and vosourcss a1 Frailty assessments undertaken at each stage should inform further assessment, optimisation and goals of care — for example:
Slm M“CMILLAN Acknowledgements 33
e EANCER SUPPORY References 3
Fit/pre-frail
eg CFS 1-3 or G8 ‘normal’
Table 2. Potential measures to assess frailty-informed care in cancer services Acti "
vely seek out and manage frailty-related i
i i fall n“msim i Think about care versus cure, and advance
Process measures Outcome measures Patient feedback o Seg . 5, COE! PREmENL care planning
Care as usual but address reversible issues: continence, polypharmacy
sarcopenia (‘prehabilitation’) and nutrition : e ety T
Numbers of frailty Urgent or unplanned Patient and care Consider specialist geriatric/oncogeriatric Consider SF'EI'H'FS*: E?f'at"ﬁqﬂmﬂerﬁtrlc
assessments completed care usage as well as satisfaction surveys input and/or palliative care input
in a defined population emergency admissions
and Iength of stay Table adapted from the Specialised Clinical Frailty Metwork toolkit. Frailty assessment tool and thresholds for further assessment/referral should be tailored to each setting.
Mumbers of patients Severe adverse events Quality of life and Patient
referred for CGA on during the course of Reported Outcome
the basis of frailty cancer treatments Measures
assessment

Joint Collegiate Council for Oncology. Implementing frailty assessment and management in oncology services (November 2023):_https:/www.rcr.ac.uk/media/bwpmjnmz/implementing-frailty-
assessment-and-management-in-oncology-services.pdf



https://www.rcr.ac.uk/our-services/all-our-publications/clinical-oncology-publications/implementing-frailty-assessment-and-management-in-oncology-services/
https://www.rcr.ac.uk/media/bwpmjnmz/implementing-frailty-assessment-and-management-in-oncology-services.pdf

RM Senior Adult Oncology Programme

Consultative model for patients =70 years requiring a

https://www.royalmarsden.nhs.uk/senior-adult-oncology-programme
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Geriatric screening: SAOP3

Page 1-4: patient-reported (10 mins)

Page 5-6: Mini-Cog (1-3 mins)

The Mini-Cog ion™

NAVE

The ROYAL MARSDEN Win-Gog™ ¢ S Borson. AllTights reserved. Reprintad with permission of the author sally for cinical and educational purpases. Way
NHS Foundation Trust DATE OF BIRTH not be modified or used for commercial marketing or research purposes of the V.19.01.16

HOSPITAL NUMBER:

Senior Adult Oncology Programme Screening Questionnaire (SAOP3)

Step 1: Three Word Registration

Look directly at the patient and say, “Please listen carefully. | am going to say three words that | want you
to repeat back to me now and try to remember. Please say them for me now.” If the person cannot repeat
them after 3 times, move on to Step 2.

Version 1 Version 2 Version 3 Version 4 Version 5 Version 6
Banana Leader Village River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven
Chair Able Baby Finger Picture i

Step 2: Clock drawing

Say “Next | want you to draw a clock for me. First put the numbers where they go.” When that is completed
“Now set the hands to 10 past 11.”

Step 3: Three Word Recall

Ask the person to recall the three words you stated in Step 1. Say “What were the three words | asked you
to remember?”

Patient’s answers:

MINI COG SCORING

Number of correct items recalled: 3 correct: Normal

1-2 correct: see clock results

Questions | Please check one for each line
1 | Activities of Daily Living/Instrumental Activities of Daily Living (ADL/IADL)
A | Do you use a cane or a walker? oYes o oNo
Occasionally
B | Do you need help to get out of bed/chair? oYes o oNo
Occasionally
C | Have you tripped or fallen in the past year? oYes | oNo
D | Do you have problems holding your urines or stools | o Yes o oNo
(more than small leaks controlled with a pad)? Occasionally
E | Can you dress yourself completely? oYes o Yes, but|oNo
with help
F | Can you feed yourself? oYes o Yes, but|oNo
with help
G | Are you able to drive? oYes o Yes, but|oNo
with help
H | Are you able to prepare your own meals? oYes o Yes, but|oNo
with help
| Are you able to go shopping? oYes o Yes, but|oNo
with help
J | Can you take care of your finances? oYes o Yes, but|oNo
with help
K | Can you use a telephone? oVYes o Yes, but|oNo
with help
L | Do you remember to take your medicines? oYes o Yes, but|oNo
with help
M | Can you shower or bathe yourself completely? oYes o Yes, but|oNo
with help
2 | Have you lost 5 or more pounds in the past 6 months | o Yes oNo
without dieting?
3 | Has your appetite decreased in the last 3 months? o Yes oNo
4 | Has there been a change in the types of foods you are | o Yes oNo
able to eat?
5 | Are you able to pay for your prescription medications? | o Yes oNo
6 | Do you feel you are sleeping well? o Yes o No
7 | Ifitwas necessary, is there someone who could help take | o Yes oNo
care of you?
8 | Do you feel sad more days than not? o Yes oNo
9 | Have you lost interest in things you used to enjoy | o Yes oNo
(hobbies, food, sex, being with friends/family)?
10 | On a scale of 1 to 10, rate your present quality of life (10 |o|o|o|o|o|o|o|o|o] o
is the best life, 1 is the worst) 123|456 ]7]|8]9]10
11| On a scale of 1 to 10, rate your present overall health(10 |o|o|o|o|o | o | o|o|o] o
is the best health, 1 is the worst) 112]3|4|5|6]7([8][9]10

1. Extermann, M., Evaluation of the Senior Cancer Patient: Comprehensive Geriatric Assessment and Screening Tools for the Elderly, in Handbook of Cancer in the Senior Patient, D. Schrijvers, Aapro M,

If positive for cognitive impairment, then consult

0 correct:
If 1-2, is clock drawing abnormal? o Yes (Cognitive impairment)
o No (Normal)
1A-1D | ADL/IADL mobility items: o Physiotherapy
If at least two YES responses, then consult o Current treatment
| o Patient declined
1E-1M | ADL/IADL items: o Physiotherapy
if more than one is not YES responses, then consult o Occupational therapy
o Current treatment
o Patient declined
24 Nutrition items: o Dietetics
if at least two YES responses, then consult o Current treatment
o Patient declined
5 If NO, refer to o Social worker
o Welfare Rights Advisor
o Patient declined
® TTNO, administer Pitisburgh Sieep Quality Index (PSQI)
79 Psychosocial items: o Adult Psychological Support Service
If response is NO to 1 and/or YES to 2 or 3, then refer to o Occupational therapy
o Patient declined
10-11 | Quality of life and self-rated health items: o Adult Psychological Support Service
If score less than 8, then consult o Occupational therapy
o Patient declined -
Mini-Cog: o Occupational therapy '

o Speech and language therapy
o Patient declined

Number of medications greater than 5, then consult

o Pharmacy
o Patient declined

Zakotnik B, Audisio R, van Halteren H, Hurria A., Editor. 2010, Informa Healthcare: New York, London. p. 13-21.
2. https://moffitt.org/for-healthcare-providers/clinical-programs-and-services/senior-adult-oncology-program/senior-adult-oncology-program-tools/

Patients 270
years considered
for SACT

Negative

Standard
approach

Treatment plan

Integrated
treatment plan

SAOP MDT



https://moffitt.org/for-healthcare-providers/clinical-programs-and-services/senior-adult-oncology-program/senior-adult-oncology-program-tools/

First 18 months of RM SAOP implementation experience
Age group

10 (4.1%

&

)
69 (28.3%)

Referral indicated Referral accepted by patient

Any profession 211 (86.5%) 194 (91.9%)
Physiotherapist 168 (68.9%) 140 (83.3%)
Occupational Therapist 149 (61.1%) 131 (87.9%)
m70-74 =75-79 =80-84 =85-89 =>90 Dietitian 98 (40.2%) 87 (88.8%)
ECOG Performance Status Pharmacist 92 (37.7%) 90 (97.8%)
5(2.1% Welfare Rights Advisor 65 (37.7%) 57 (87.7%)
Speech and Language Therapist 56 (23.0%) 47 (83.9%)
o Adult Psychology Support Service 19 (7.8%) 11 (57.9%)
(33.6%) Social worker 2 (0.8%) 0 (0.0%)

ECOG PS 0-1: 207 (84.8%)

m0) =1 =2 =3

Mac Eochagain C, Barrell A, Slavova-Boneva V, Murphy J, Pattwell M, Cumming J, Edmondson A, McGinn M, Kipps E, Milton M, Jethwa J, Ring A, Battisti NML. Implementation of a geriatric oncology
service at the Royal Marsden Hospital. Journal of Geriatric Oncology. Volume 15, Issue 2. 2024. ISSN 1879-4068. https://doi.org/10.1016/j.jgo.2023.101698
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Benefits observed with the RM SAOP development (2021-2023)

Admission avoidance

Reduced length of stay

Reduced SACT toxicity

Improved quality of life

Improved patient experience

Improved staff experience

Improved research for older adults

Improved education in geriatric
oncology

25% reduction in unplanned
hospitalisations

Average reduction of 4.5 days
Comparison against 2021
baseline

Median quality of life: 7/10 (range
1-10)

Shared Decision-Making 75%
(collaboRATE national standard)
N/A

N/A
N/A

N/A

53% reduction compared with baseline

Average reduction of 6.1 days compared with baseline

29% reduction compared with baseline

Median quality of life: 8/10 (range 1-10)
+1 point at 9 months compared with baseline

Shared Decision-Making 80%

Positive patient feedback
Positive staff feedback

2 research projects published?
14 abstracts presented

2 annual RM Senior Adult Oncology Study days
Contribution to local/national/international conferences

RCR/RCP guidance on implementing frailty and
management in oncology services?

National Forum of Oncogeriatrics

1. Mac Eochagain C, et al. J Geriatr Oncol. 2023 Oct 7:101641. doi: 10.1016/.jgo.2023.101641. PMID: 37813781
2. Mac Eochagain C, et al. J Geriatr Oncol. Volume 15, Issue 2. 2024. ISSN 1879-4068. https://doi.org/10.1016/}.jgo.2023.101698
3. https://www.rcr.ac.uk/our-services/all-our-publications/clinical-oncology-publications/implementing-frailty-assessment-and-management-in-oncology-services/



https://www.rcr.ac.uk/our-services/all-our-publications/clinical-oncology-publications/implementing-frailty-assessment-and-management-in-oncology-services/
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GA refine cancer treatment decisions

ePrognosis

Comorbidities, physical
function, nutrition, mood,
cognition

Life
expectancy

Age Gap Decision tool

LIS, comorbidities, ADLS

benefits

CARG, CRASH, CARG BC
Falls, IADLs, social support
& activity, hearing, vision,
MMSE, MNA

Treatment

toxicity

- ; +3 :
ePrognosis i

http://eprognosis.ucsf.edu

Age Gap Decision Tool

Atool designed to allow for the comparison of breast cancer treatments for older women. The treatments considered
within this tool are surgery, primary endocrine therapy and chemotherapy. This tool is designed for use by clinicians
with appropriate knowledge of breast cancer and the two types of treatment that are addressed here. Choose a
comparison below to get started...

https://agegap.shef.ac.uk/

cBCARG MOFFITT (§

Cancer & Aging Research Group

®

CARG
https://www.mycarg.org/?page id=2405
CRASH
https://www.moffitt.org/for-healthcare-professionals/clinical-

Yourman LC, et al. JAMA. 2012 Hurria A, et al. J Clin Oncol. 2016 brograms-and-services/senior-adult-oncology-program/

Suemoto CK, et al. J Gerontol A Biol Sci Med Sci. 2017 Hurria A, et al. J Clin Oncol, 2011 CARG BC
https://www.cancercalc.com/carg bc.php



http://eprognosis.ucsf.edu/
https://agegap.shef.ac.uk/
https://www.mycarg.org/?page_id=2405
https://www.moffitt.org/for-healthcare-professionals/clinical-programs-and-services/senior-adult-oncology-program/
https://www.cancercalc.com/carg_bc.php
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Expand

http://eprognosis.ucsf:edu

Yourman LC, et al. JAMA. 2012

Suemoto CK, et al. J Gerontol A Biol Sci Med Sci. 2017
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http://eprognosis.ucsf.edu/

ePrognosis: Suemoto Index

Risk Calculator

1.How old is your patient?

70-74 >
WHERE IS YOUR PATIENT? _ -
2. What is the sex of your patient? Female v
3. Does your patient have diabetes?? Yes -
4. Does your patient have heart disease? No v
5. Does your patient have lung disease? No -
> r = 6. Does your patient have cancer? Yes v
o - Suemoto Index
CLINIC = NURSING 7.What is your patient's smoking status? Former Smoker +
LIVING AT HOME HOME « Population: Community dwelling adults aged 60 and older

8. Does your patient use alcohol? » Outcome: All cause 10 year mortality

« Scroll to the bottom for more detailed information

9. What is your patient’s body mas index (BMI)? >=251t0 <30 -

Suemoto all-cause 10 year mortality risk: 70%

3 10. Is your patient engaging in physical activity once or more per week? No -
= .
11. Because of health problems, does your patient have any difficulty with bathing or showering? No -
_ / 5 longitudinal studies of community-

> 12.B f health bl ,d tient h: difficulty wallkil | blocks? = H
—— - ecause of health problems, does your patient have any difficulty walking several blocks' Yes dwe I I I ng ad u Its
HospITAL HOSPICE 13. Did your patient report correctly today's date (day/month/year)? Yes - Developme nt cohort: N = 23,61 5 (1 6
countries)

Farortoor Validation cohort: N = 11,752

14. What is your patient's self-reported health?

http://eprognosis.ucsf.edu Discrimination: good (76%)

Calibration: £7% difference in estimated vs
observed mortality rates

Suemoto CK, et al. J Gerontol A Biol Sci Med Sci. 2017


http://eprognosis.ucsf.edu/

Predicting treatment benefit

pbredxct Age Gap Decision Tool

httDS //b reaSt . Dred |Ct- n hS .U k/tOOl A tool designed to allow for the comparison of breast cancer treatments for older women. The treatments considered
within this tool are surgery, primary endocrine therapy and chemotherapy. This tool is designed for use by clinicians
100% 7 PREDICT 10-year overall survival ;’ with appropriate knowledge of breast cancer and the two types of treatment that are addressed here. Choose a
L4 PREDICT 5-year overall survival - comparison below to get started...
80% + - Perfect line (x=y) i_/’?
60% - p=0.133 i < Compare Surgery and Primary Endocrine Therapy (PET)

Observed overall survival

40% - { i i

20% - I P=0.0004 =2 Compare Surgery With & Without Chemotherapy

’

0% = T T T T 1
0% 20% 40% 60% 80% 100%

Predicted overall survival httDSZ//aqean.Shef.aC. U k/
Figure 1. Calibration plot: observed vs predicted overall survival. Cancer registry data:
P-values were calculated using Poisson regression. New breast cancer diagnoses
N = 2,012 patients aged 265 years 270 years
2002-2012
Observed versus predicted OS Two UK regions: West Midlands and
At 5 years A 1.7% (95% CI 0.3-3.7) Northern & Yorkshire
At 10 years A 4.5% (95% CI 2.3-6.6) Surgery versus PET: N = 10,087

Chemo versus not: N = 11,735

de Glas NA, et al. Br J Cancer. 2016
Ward SE, et al. Br J Surg. 2018
Ward SE, et al. Clin Oncol (R Coll Radiol). 2019


https://breast.predict.nhs.uk/tool
https://agegap.shef.ac.uk/

Age (70-99)

Mote: For patients over 80 the results are less reliable.

Tumour grade

Tumour size

Disease nodes positive
ER status

HER2 status

Comorbidities - Tick all that apply

[J AIDS

COPD

[CJ Cerebrovascular Disease

[CJ Congestive Heart Failure

) Connective Tissue Disease

) Dementia

] Diabetes Mellitus (no complications)
O Diabetes Mellitus (with organ damage)
) Hemiplegia

Frailty - Activity of Daily Living (ADL)

o1 02 @3
45 mm
O None @® 1to3 O 4+
® Negative (O Positive
@ MNegative O Positive

[ Liver Disease (mild)

[ Liver Disease (moderate/severe)
[J Moderate/Severe Renal Disease
[CJ Myocardial Infarction

[l Other cancer (metastatic)

[ Peptic Ulcer Disease

] Peripheral Vascular Disease

] Previous/concurrent cancer (non-metastatic)

Please enter a score for each dimension below (0 = Mo difficulty, 1 = Some difficulty, 2 = A lot of difficulty, 3=

Unable) and the ADL Stage will be calculated automatically.

Difficulty eating

Difficulty getting to and using the toilet
Difficulty dressing

Difficulty transferring (to and from chair/bed)
Difficulty bathing

Difficulty walking
Enter the patient's details above and click the button:

https://agegap.shef.ac.uk/

®0 O1

% GENERATE OUTCOMES

g
@
[¥]
c
]

=
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Age Gap tool

Overall Survival At Two Years

100 100
75 75
&
50 g 50
m
£
U
25
0
® Survival Death due to other causes @ Death due to breast cancer @ Survival
Statistics At Two Years
Chance of Chance of deathdueto Chance of death from
survival breast cancer other causes
S
Surgery 59.8% 14.8% 25.4% ureery
Surgery and
Surgery and 61.8% 12.5% 25.8%
chemotherapy
chemotherapy

Overall Survival At Five Years

@ Death

Death due to other causes

Statistics At Five Years

Chance of Chance of death due to
survival breast cancer
21.1% 31.0%
23.4% 26.8%

due to breast cancer

Chance of death from
other causes

47.9%

49.8%


https://agegap.shef.ac.uk/

Predicting treatment toxicity

Cancer and Aging Research Group (CARG) score

Risk factors Points

0 1 2 3
Age <72 years =72 years
Cancer type Other Gl or GU

Chemotherapy dose

Dose reduced

Standard dose

No. of chemotherapy drugs

Mono-chemotherapy

Polychemotherapy

Haemoglobin

211 g/dL (male)

<11 g/dL (male)

210 g/dL (female) <10 g/dL (female)
_Creatlnlr_le clearance (Jeliffe, >34 mL/min <34 mL/min
ideal weight)
Hearing (with hearing aid, if Excellent or good Fair, poor or totally
needed) deaf
No. of falls in last 6 months None 21
IADL: taking medications Without help With some help or

completely unable

MOS: Walking 1 block

Not limited at all

Limited a little or
limited a lot

MOS: Decreased social
activity because of
physical/emotional health

A little of the time or
none of the time

Some of the time,
most of the time, or all
the time

TOTAL SCORE

Jeliffe formula

mL
CrCl (— x 1.73m?) =
min

98— 16 x (1L55=

20

)

. m
serum creatinine (d_Lg)

CrCl is multiplied by 0.9 for female patients

Hurria A, et al. J Clin Oncol. 2016
Hurria A, et al. J Clin Oncol. 2011

Ability of (A) risk score vs (B) physician-
rated KPS to predict chemotherapy toxicity
Graphs show Grade 3-5 toxicity

Development study cohort: n=500
Validation study cohort: n=250

>

100 +

80+
Medium

60

50%
40

Patients (%)

20

03 45 67 89
Total Risk Score

54%

High
89%

77%

10-11  12-19

Patients (%)

100

80
63% 5%
60
40 4

20

100~ 90 ' 80 ' 70 <70
MD-Rated KPS (%)

% risk of Grade
Total risk score?
3-5 adverse events
0-3 25%
Low
4-5 32%
67 50%
Medium
8-9 54%
10-11 7%
12-19 89%
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SIOG Top Priorities for the global advancement of
care for older adults with cancer

* Integrate geriatric oncology * Develop and implement * Improve the relevance of * Develop and strengthen links

into medical, nursing and
allied health professionals
schools and residency
training programmes and
promote involvement of
trainees in research

Provide educational material
and organise formal
educational activities
focused on geriatric
oncology for practising health
care professionals

Educate the general public
about the relevance of
providing age-appropriate care
for older adults with cancer

models to provide optimal
care for older adults with
cancer

Develop guidelines for the
optimal treatment of older
adults with cancer

Establish centres of
excellence in geriatric
oncology for delivering clinical
care, conducting clinical and
translational research, and
providing educational
opportunities

clinical trials to older adults
with cancer

» Evaluate the benefits of
geriatric assessment-
allocated treatments and
geriatric comanagement in

improving treatment outcomes

for older adults with cancer

* Use personalised medicine
technologies to enhance
cancer understanding and
management of older adults

between SIOG and the
geriatric oncology
workforce, international
specialised agencies, global
and regional professional
organisations, policy
makers, and patient
advocacy groups

Promote the inclusion of
specific provisions for
delivering high-quality,
evidence-based care for older
adults in national cancer
control plans

Create global funding
mechanisms aimed at
fostering professional
development of the geriatric
oncology workforce and
promoting research on the
interface of cancer and ageing

Extermann M, Brain E, Canin B, Cherian MN, Cheung KL, de Glas N, Devi B, Hamaker M, Kanesvaran R, Karnakis T, Kenis C, Musolino N, O'Donovan A, Soto-Perez-de-Celis E, Steer C, Wildiers H;
International Society of Geriatric Oncology. Priorities for the global advancement of care for older adults with cancer: an update of the International Society of Geriatric Oncology Priorities Initiative.
Lancet Oncol. 2021 Jan;22(1):e29-e36. doi: 10.1016/S1470-2045(20)30473-3. PMID: 33387502.



Towards a new precision oncology paradigm
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Resources

International Society of Geriatric Oncology

http://www.siog.org/ @SI/OGorg @YoungSIOG @sioghah

Cancer and Aging Research Group

http://www.mycarg.org/ @myCARG

Moffitt Cancer Center Senior Adult Oncology Program Tools
https://moffitt.org/for-healthcare-providers/clinical-programs-and-services/senior-adult-oncology-program/senior-adult-

oncology-program-tools/

Association of Community Cancer Centers

https://www.accc-cancer.org/home/learn/supportive-care/geriatric @ACCCBuzz

Journal of Geriatric Oncology

https://www.geriatriconcology.net/ @JGeriOnc

#gerionc #geriheme #gerisurgonc

#geriradonc y

SIOG

INTERNATIONAL SOCIETY
OF GERIATRIC ONCOLOGY

Y Cancer & Aging Research Group

MOFFITT ()y

CANCER CENTER ®
¥ S S S
Association of Community Cancer Centers

JOURNAL OF

GERIATRIC

ONCOLOGY
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http://www.mycarg.org/
https://moffitt.org/for-healthcare-providers/clinical-programs-and-services/senior-adult-oncology-program/senior-adult-oncology-program-tools/
https://www.accc-cancer.org/home/learn/supportive-care/geriatric
https://www.geriatriconcology.net/

ee you in Montreal at SIOG 2024!

SIOG

INTERNATIONAL SOCIETY
OF GERIATRIC ONCOLOGY

http://lwww.sioqg.orq/

ave the date: 17"-19th October 2024
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Thank you!

National Cancer Institute & San Paolo Hospital, Milan,
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H. Lee Moffitt Cancer Center, Tampa, FL, USA
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