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The dilemma
The worldwide population of the elderly is growing at
its fastest rate ever. The United States Census Bureau
calculated that there were over half a billion over-65s
in 2008. This number is estimated to more than
double by 2040 to 1.3 billion. As a result, 14% of the
world’s population will be of retirement age. Since
people are living longer and having fewer children, it
is expected that the number of elderly will soon
outnumber the young for the first time in human
history. This ageing of the world population is
combined with a longer life expectancy and increasing
healthy-life expectancy of almost 10 years at age 65 in
most European countries (stretching beyond 15 years
in Scandinavia). With the exception of 18 countries
termed by the United Nations 'demographic outliers'
[1], this process is occurring in every country and
region worldwide.
Even though anyone can develop cancer, it is

known that the risk of acquiring cancer increases with
age; cervical cancer being the only exception to this
rule. This has huge implications and deep socio-
economical consequences. Assuming that the cost of
treatment will grow annually at a 2% rate, the largest
increases in cost will be for breast cancer at 32% and
prostate cancer at 42%, simply because more people
will be living longer with these diseases [2]. The cost
of treating breast cancer remains relatively low
(compared to other tumour types) but this cancer will
incur the highest costs by 2020 in the US ($20.5
billion) as many more women will be alive with the
disease.

Definition of ‘old’
In the scientific literature, a threshold of 70 years is
commonly used when classifying the ‘elderly’, with
the term ‘oldest olds’ referring to the population above
age 80. The above 80 year olds also happens to

currently be the fastest growing age sub-group. Most
developed world countries accept the chronological
age of 65 years as a definition of ‘elderly’ or older
person. While this definition is somewhat arbitrary, it
is often associated with the age at which one can
begin to receive pension benefits. There is no United
Nations (UN) standard numerical criterion for
‘elderly’ at present; the UN agreed cut-off is 60+ years
of age when referring to the older population. The
literature refers to 70 as an age threshold. Due to our
ageing population as well as to the expanding healthy-
life expectancy, it is not unrealistic to focus on the
>75 for the years to come.

Geriatric oncology
Older cancer patients have different needs than
younger adults with the disease. Treatments for older
adults need to consider many different issues. These
patients may be less able to tolerate certain cancer
treatments due to pharmacokinetics/dynamics. They
may also have a decreased reserve and other
comorbidities, resulting in the presence of current
polypharmacy even before the inclusion of any
additional therapy for the cancer. In addition this older
age group may have functional problems, or difficulty
with activities of daily living. This combined with any
lack of access to transportation, social support or
financial resources could result in reduced compliance
to state-of-the-art treatments. Another common
problem for the elderly cancer patient is malnutrition,
which is due to the coexistence and/or potentiation of
the metabolic alterations related to sarcopenia with
underlying cancer cachexia. Both processes lead to
loss of body weight, lean body mass, and reduced
muscle function, as well as a progressive deterioration
of many systems and organs. These changes give a
low quality of life and poor adaptation to stress.
Although neither sarcopenia nor cancer cachexia may

Vikram
Swaminathan, MD,
Southport District
General Hospital.

Riccardo A Audisio,
MD, FRCS
Honorary Professor –
University of Liverpool
Consultant Surgical
Oncologist – St Helens
Teaching Hospital.

Correspondence:
Riccardo A Audisio,
St Helens Teaching
Hospital,
Marshalls Cross Road,
St Helens,
WA9 3DA, UK.
T: +44 (0)1744 646689.

Geriatric Oncology: a problem and solution

Since people are living longer
and having fewer children, it is
expected that the number of
elderly will soon outnumber the
young for the first time in
human history

ONMA12:ILR SO04 28/2/12  21:40  Page 12



Volume 7 Issue 1 • March/April 2012 13

cause a state of simple starvation, there is
evidence of excessive malnourishment
among older patients. Adequate nutritional
intake is the condition sine qua non which
can make any attempt at aggressive
oncologic therapies possible [3]. Any of
these differences will greatly impact
treatment planning and the
individualisation of therapeutic options,
thus the understanding of what any
treatment may imply can be hampered.
Ignoring or withholding these aspects is an
ageist approach.

Most importantly, the volume of
scientific evidence currently available to
support any of these specific issues is
greatly limited, due to almost all treatments
designed being tested by randomised
clinical trials, preferentially using much
younger cohorts of patients, perhaps
because of all these differences just
mentioned earlier. It has thus become an
oncological priority to expand the use of
older cohorts of patients in cancer research,
due to the different challenges this
particular cohort presents with regards the
management of cancer.

A close collaboration with geriatricians
over the last 10 years has allowed better
understanding of the interaction between
geriatric syndromes and cancer
management. The identification of frailty
has been encouraged when treating onco-
geriatric patients. In an ideal world this
could be incorporated through a
Comprehensive Geriatric Assessment
(CGA). This is time-consuming and
impossible to fit into our busy clinical
practice. Accordingly, quicker tools have
thus been developed (GFI, VES13, TUG)
with the purpose of screening older cancer
patients for frailty. Anagraphic age is not
sufficient to characterise these patients [4].

The past
Sizeable evidence has been collect over the
previous decades confirming that the
standard of care for older patients is
inferior. This is attributed to many factors,
from delayed diagnosis and minimal
staging, to the substandard treatment of
these individuals. Unavoidably this results
in a reduced cancer-specific survival.
Figures are noted to be consistent across all
geographic areas [5]. The reason behind
this substandard performance rests on our
lack of knowledge and inability to provide
appropriate tailored treatment. This
involves the risk of either over-treating frail
patients or under-treating fit ones.
Understandably, physicians were prepared
to risk a less aggressive strategy and under-
treat older patients in order to avoid
excessive treatment-related morbidity or
even mortality. About 15,000 older cancer
patients in the UK die prematurely from

cancer each year due to this ageist
approach. A clear example is the
management of breast cancer in older
women. Since the introduction of endocrine
treatment in the early 80’s, several surgeons
have prescribed primary endocrine
treatment even on patients who were
deemed sufficiently fit to receive a surgical
operation. It has been computed that this
ageist attitude has resulted in 2,000 excess
deaths/year in the UK.

The present
Action has been taken to amend the
inequality in treatment between age groups.
In 2008, the Deutsche Kreshilfe priority
programme allocated 8 million Euros
towards therapeutic studies in patients of
advanced age or who were medically unfit.
A year later, the French National Cancer
Institute allocated 2 million Euros toward
research projects on older cancer patients.
This generated resources for the Oncodage
Study which developed the G8, an 8-item
screening tool that was tested on a
prospective cohort of 364 cancer patients
aged >70 years. A threshold of 14 has been
identified (90% sensitivity, 60% specificity).
The preliminary results were subsequently
validated on 1,650 patients from 23 French
cancer and geriatric units. Sensitivity of G8
was superior to VES13 (76.6%, 95%CI
[74.0%; 79.0%] vs 68.7%, 95%CI [65.9%;
71.4%]), although its specificity was inferior
(64.4%, 95%CI [58.6%; 70.0%] vs 74.3%,
95%CI [68.8%; 79.3%]). When G8 and
VES13 were used together (giving at least
one abnormal test), sensitivity increased to
86.6%, but specificity decreased to 53.2%.

In the UK, The National Cancer Equality
Institute, well supported by an All
Parliamentary task-force, has been essential
in moving forward in the country the field
of Oncogeriatrics. Macmillan Cancer
Support joined forces with the Department
of Health to fund studies on older cancer
patients with a grant of £1 million and full
support from AgeUK. The one-year pilot
programme will introduce new ways of
evaluating an older person for cancer
treatment, giving short-term practical
support for older people undergoing cancer
treatment, and addressing any age
discrimination that has been highlighted
with cancer services. These beneficial
developments are presently on-going,
although, the indirect benefit of raising
awareness has already succeeded. It is also
encouraging to know that numerous
researchers across Europe have adopted
frailty assessment tools into the day-to-day
management of older patients with cancer.
Geriatric Oncology over time has been
raised from a minor area of scientific
interest, to a newly introduced and widely
available novel approach.

The future
As numerous studies have been
established, it is only a matter of time till
the results will be made available and an
accurate screening for vulnerability is close
to hand. The momentum has generated
vivid interest, with ASCO dedicating
sessions to this topic. A Geriatric Oncology
subspecialty has been set up in 10 USA
institutions who are recipients of a
Geriatrics/Oncology Training Program
Development Grant. Similar examples are
also seen across Europe; a Diplome
Universitaire d’Oncogeriatrie is awarded by
three French Institutions. These programs
aim to provide optimal cancer care for
senior adults and help patients to overcome
the special challenges that this population
faces in battling the disease. Onco-geriatric
education is essential for physicians as well
as nurses: EONS has a well established
Curriculum for cancer in older people. The
International Society of Geriatric Oncology
(SIOG) has been crucial to progress in this
field. SIOG was founded in 2000 with a
purpose to advance the art, science and
practice of oncology in elderly patients, and
disseminate knowledge in order to maintain
a high common standard of healthcare in
elderly cancer patients. The SIOG also aims
to improve research in the field of geriatric
oncology and promote education in order to
ensure a high standard of qualification for
health professionals, maintain liaison with
other medical and health professionals
associations, cancer leagues, universities
and, where appropriate, the pharmaceutical
industry. Numerous task forces have been
organised to summarise the current field of
evidence and state of the art approaches of
onco-geriatrics. The SIOG is intending to
draft guidelines as soon as hard data is
made available from presently on-going
research. n
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