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1. Abstract

1.1. Background: People over the age of 65 years are the fastest-
growing segment of the population in Low and Middle-Income Countries 
(LMICs).   Thus, in those regions, the rise of chronic noncommunicable 
diseases (NCD) such as heart disease, cancer, and diabetes reflect 
changes in lifestyle and diet, as well as aging.  Cancer represents one 
of the most frequent NCDs among elderly LMICs. Comprehensive 
geriatric assessment (CGA) is a recognized and useful instrument in the 
management of older adult patients.   

1.2. Methods: A protocol for a clinical trial on the application of 
CGA in outpatient oncogeriatrics services in the Andes Mountains of 
Colombia, a low- and middle-income country (LMIC) was presented. 
This clinical protocol could represent a valuable contribution to support 
the development of CGA technologies in oncogeriatrics for the elderly 
and offer insights on possible configurations, based on the implementation 
context and use case.

1.3. Results: Based on existing proposals in the literature on CGA in 
oncology and on the proposed intervention approaches of interdisciplinary 
teams in oncogeriatric services, a protocol for a clinical trial on the 

application of CGA with a multidisciplinary consultative model in older 
adults is presented. In addition to the traditional domains included in the 
CGA, it includes the assessment of the risk of toxicity due to oncology-
specific management and the estimation of life expectancy due to non-
oncologic disease burden.

1.4. Conclusion: With the implementation of this model and the realization 
of a pilot test, we seek to make recommendations for adjustments to 
therapeutic modalities in oncogeriatrics, detect geriatric syndromes and 
conditions in elderly with cancer and define palliative care needs either 
through continuous oncologic support or as exclusive palliative care.

2. Keywords: 
Older patient, Oncogeriatrics, Cancer, Comprehensive Geriatric 
Assessment, Clinical Protocol, Clinical trial, Andes Mountains

3. Introduction

People over 65 years of age constitute the fastest growing segment of the 
population in Low and Middle-Income Countries (LMICs) and multiple 
sources estimate that, by 2050, 80% of older people, aged 60 years and 
older, will live in LMICs, so in the next decades the proportion of older 
adult population will exceed that of High-Income Countries (HICs) [1].  
Reflecting the changes in diet, habits and lifestyle as well as aging, is clear 
that in LMICsthe chronic non-transmissiblediseases, such as diabetes, 
cancer  andheart disease, will be more common [2].  For instance, in 
general, the cancer incidence and mortality is growing rapidly worldwide; 
this situation reflects both the aging and growth of the population and 
modifications in the prevalence and distribution of major cancer risk 
factors, several of which are associated with socioeconomic development. 
[3]. According to available data, 63% of registered cancer deaths occurred 
in the less developed regions of the world. For example, in Colombia, 
cancer was the third leading cause of death for the period 2000-2006; 
about 58.8% of cancer deaths in men are represented by tumors of the 
stomach, lung, prostate, colon, rectum, and leukemia; cervical tumors, 
as well as tumors of the stomach, breast, lung and colon and rectum, 
accounted for 52% of cancer deaths in women [4].

In recent decades, the involvement of multidisciplinary teams in cancer 
care for the elderly has increased and several oncogeriatric services have 
been implemented in LMICs [5]. Since then, oncologists and geriatricians 
have attempted to integrate comprehensive geriatric assessment (CGA) 
approaches in the oncologic setting. Several recommendations and 
reviews on screening tools have been published [6]-[9]. Thus, sufficient 
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evidence is now available on the effect of CGA on the management of 
elderly oncology patients, focusing on oncologic treatment decisions, 
identification of baseline geriatric impairments and frailty, implementation 
of nononcologic interventions, patient-physician communication, and 
impact on treatment outcomes [10]. The geriatric assessment resulted in 
further discussion of goals of care and improved communication. In most 
of the included studies, the geriatric assessment also reduced toxicity/
complication rates (especially if assessment results were considered during 
decision-making), increased the likelihood of treatment completion, and 
improved physical functioning and quality of life [10].

CGA in oncology extends beyond the traditional medical evaluation, 
oriented not only to the disease but also to the assessment of cognitive, 
affective, functional, social, economic, environmental, and spiritual 
capacities, as well as to an analysis of the patient’s preferences in relation 
to anticipated guidelines [11]. At the same time, CGA can also be used 
as a variety of instruments to identify reversible deficits and design 
treatment strategies to reduce those deficits. CGA is also used in treatment 
decision-making by oncologists, which helps to stratify patients prior to 
potentially high-risk therapy [12], [13]. A systematic review evaluated the 
effectiveness of CGA in predicting/modifying outcomes (e.g., treatment 
decision impact, treatment toxicity, mortality, and use of care). After a CGA 
evaluation, the oncologic treatment plan was altered in a median of 28% 
of patients (range 8-54%), primarily to a less intensive treatment option 
[9]. Due to the particularities of the elderly patient, an individualized and 
multidimensional approach is necessary, which guarantees intervention 
in multiple areas, and which aims for recovery not only from the disease 
but also for the return to their home and to their previous activities, with 
a spectrum of care ranging from disease prevention to treatment and 
intervention measures [14]. Thus, the oncogeriatric approach can prevent 
oncologic interventions with potential harm to the elderly cancer patient 
and can also offer the possibility of advancing further interventions to 
those who, with other less objective tools, have been classified as non-
candidates for active treatment [13]. This on cogeriatric approach allows 
early reintegration into society, end of life without toxicity or added 
suffering for both the patient and his family, and maximize the financial 
resources invested in health.

However, despite international recommendations suggesting the 
application of CGA for all oncology patients over 65 years of age [5], [15], 
[16], there is no specific model for incorporating geriatrics into oncology 
care and the approach to be used depends on local interest, funding, and 
availability of resources [17].  Among the main barriers to implementation 
are the shortage of geriatric-trained personnel, unfamiliarity with the 
tools to be used, and limited time for their application [18]. The literature 
describes multiple models of care for the elder person with cancer. These 
models have been adjusted according to the availability and resources 
of each care facility [5]. A recent review summarizes the following six 
models of care [18]:
1. Shared care model. Historically oncologists have split management 

with a primary care provider to address non-oncologic problems. 
This model has been limited by the fragmentation of the medical 

system that creates communication problems and often lacks a 
geriatric focus.

2. Screening and referral model. This consists of performing a basic 
screening in the initial care of the elderly person with cancer, in order 
to detect patients in need of evaluation by qualified personnel using a 
CGA. It has the advantage of taking little time without involving an 
increase in resources.  With the disadvantage of requiring the patient 
to see multiple physicians.

3. Multidisciplinary consultative model. Also known as the integrated 
model, it is described as the gold standard for CGA.  This involves 
a multidisciplinary assessment in which geriatricians, oncologists, 
palliatives, nutritionists, rehabilitators, and social workers, among 
other professionals, participate. A comprehensive diagnosis is then 
obtained to make treatment decisions according to the patient. The 
results may be limited by the final decisions of the treating oncologist, 
with the difficulty that most patients are not followed longitudinally.

4. Geriatric-driven/embedded consultative Model.  It consists of the 
geriatrician’s support to an oncologist in the diagnostic and decision-
making process, through a consultation. The geriatrician performs 
the oncogeriatric evaluation and provides recommendations.

5. Geriatric oncologist as a primary provider.  Dual-trained geriatric 
oncologists can provide comprehensive care andhave the advantage 
of greater control over outcomes; however, it is limited by the small 
number of qualified providers.

6. Self-administered geriatric assessment.  The patient completes 
questionnaires and relies on trained personnel, requires fewer 
resources, with the disadvantage of needing experienced personnel 
to interpret the tests, and may be limited in care by the availability of 
resources with identified needs.

The objective of this study is to evaluate the general characteristics of 
geriatric patients diagnosed with oncologic disease in an outpatient setting, 
using a protocol based on Comprehensive Geriatric Assessment (CGA). 
The adapted model of care includes a multidisciplinary consultative 
model.

4. Methods

4.1. Program design
The proposed multidisciplinary consultative model is applied to 
elderly patients diagnosed with solid cancers, who are going to receive 
oncospecific management, detected in the city’s oncology centers, and 
evaluated under an outpatient clinic modality.

4.2. Data collection
The program is aimed at older adults, aged 65 years and older, with a 
recent diagnosis of one of the following cancers: breast, prostate, gastric, 
colorectal, lung, cervical, and/or endometrial cancer.

Figure 1 shows the CGA domains used in the evaluation of patients, in 
addition to those traditionally included, it also includes the evaluation of 
the risk of toxicity and the assessment of life expectancy, which are key in 
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the evaluation of elderly people with cancer [10].

Fig. 1:  Assessment domains in an oncogeriatric model.

The program protocol, Figure 2, consists of an initial assessment, divided 
into two stages.  In the first step, the patient is assessed by telephone, 
where sociodemographic data are collected, and the informed consent 
form is filled out.  Subsequently, the VES-13 screening scale is applied, 
which is used to assess the general condition of the oncologic patient and 
his or her need for CGA [19].  If the scale shows a score of 2 points or 
less, the patient is considered vigorous and does not require CGA; on the 
contrary, if the score is 3 or more, the patient is considered vulnerable, and 
the other scales of functional capacity, multimorbidity, quality of life and 
scales recognized in the oncology area such as the Eastern Collaborative 
Oncology Group Performance Status (ECOG-PS) are applied as triage for 
the treatment of the patient. In the second step, a face-to-face assessment 
is carried out, and data is collected on the current disease and personal 
history, as well as the specific assessments of each specialty. The following 
tools are applied: as for geriatrics, the physical health status, nutritional 
condition, functional capacity, and present comorbidities are evaluated. 
Geriatric conditions, such as frailty, are also assessed. In psychiatry, scales 
are applied to identify depression and anxiety, cognitive screening tests 
are performed, and quality of life is assessed.  In the area of palliative 
care, scales are applied to assess life expectancy, morbidity burden, and 
toxicity risk assessment. 

Fig. 2: Research flowchart
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Fulfilling its intermediation role, during the nursing assessment, within 
the protocol, an interview will be carried out for subjective assessment 
of the immediate needs of the patient and family group, to detect urgent 
communication needs, emotional support needs for the patient and family, 
self-care education., promotion of adherence to treatment and adoption 
of healthy lifestyles, with interrogation directed at these areas and 
resolution of doubts in the same interview, as well as emphasis during the 
assessment of the benefits expected for each patient from the application 
of the protocol. Once the scales are applied, a meeting is held with all 
the specialists, including the hemato-oncologist, geriatrician, psychiatrist, 
psycho-oncologist, palliative care specialist,nursery,and physical 
rehabilitator. This evaluation is oriented to 4 specific objectives of the 
assessment:

1. Calculation of overall life expectancy.
2. Recommendations for adjustments of oncology therapeutic 

modalities, based on the analysis of toxicity risk and findings in the 
multidimensional assessment.

3. Detection of geriatric syndromes and conditions.
4. Definition of palliative care needs, either through continuous 

oncology support or as exclusive palliative care.

The control assessment is performed 3 months after the start of 
oncospecific management. In this assessment, all the previously applied 
instruments are applied again, with the exception of the toxicity scale.

4.3. Institutional approvals
The clinical assessment program has the pertinent institutional approvals 
from both the University of Caldas, (Manizales, Colombia) and the high-
complexity centers where the patients are detected.  Informed consent is 
obtained, initially by telephone during the initial assessment and then duly 
filled out in the established format during the on-site assessment.

The control assessment is performed 3 months after the start of 
oncospecific management. In this assessment, all the previously applied 
instruments are applied again, with the exception of the toxicity scale. c. 
Institutional approvals. The clinical assessment program has the pertinent 
institutional approvals from both the University of Caldas and the high-
complexity centers where the patients are detected. Informed consent is 
obtained, initially by telephone during the initial assessment and then duly 
filled out in the established format during the on-site assessment.

5. Results

The criteria for selecting the instruments to be used in the assessment of 
patients were based on a review of the available literature [18], [20], [21], 
and on a recent review of the interventions of interdisciplinary teams in 
oncogeriatric services, based on CGA [18]. The VES-13 scale [19], a tool 
validated in the Colombian population [22], which selects data on age, 
self-perception of health, basic and instrumental activities of daily living, 
and additional activities, will be used as a tool for detecting vulnerability 
in the elderly with cancer. In addition, the Eastern Collaborative Oncology 

Group Performance Status (ECOG-PS) will be used in its Spanish version 
[23]. The ECOG PS has gone on to prove both prognostic and predictive 
utility in oncology practice [24]. In the physical health domain, the Clinical 
Frailty Scale (CSF) [25], widely used in oncogeriatrics to assess frailty, is 
included.   Multimorbidity will be assessed by means of the Cumulative 
Illness Rating Scale - Geriatric (CIRS-G) [26], [27].  In the nutritional 
domain, the Mini Nutritional Assessment (MNA) tool will be implemented 
for the diagnosis of nutritional disorders, allowing the identification of 
patients at risk [28]. The functional capacity domain includes self-care 
and survival activities, which depend on neurological development and 
allow the survival of the individual [29].  The Barthel and Lawton-Brody 
scales have been implemented in assessment protocols for the elderly with 
cancer [30].  Among the numerous test batteries or composite measures 
of performance-based measures, the Short Physical Performance Battery 
(SPPB) will be used, which is one of the most commonly used instruments 
in oncogeriatric studies [31].  In addition, grip strength measured with a 
hand-held dynamometer is important for assessing cancer patients as it is 
associated with adverse outcomes in cancer patients [32].

In the mental health domain, the Hospital Anxiety and Depression Scale 
(HADS) [33] will be used to characterize affective symptoms.  The 
MiniCog scale will be used to screen for cognitive impairment [34]. 
For the assessment of quality of life, considering the importance of this 
domain in the health of the elderly patient in the context of malignant 
disease, the European Organization for Research and Treatment of Cancer 
(EORTC) Core Quality of Life Questionnaire (QLQ-C30) EORTC 
QLQ-C30 v3 tool will be used [35]. The Cancer and Aging Research 
Group toxicity prediction score (CARG score) tool will be used to assess 
the risk of toxicity due to oncospecific management [36]. The Lee [37] 
and Schomberg [38] scales will be used to estimate life expectancy by 
non-oncologic disease burden. The pilot study will be conducted in the 
winter of 2023. We will follow the SPIRIT statement guidance on defining 
standard protocol elements for clinical trials [39], and the report of the 
pilot and feasibility trial protocols [40]. VES-13, Vulnerable Elderly 
Survey-13. MNA, Mini Nutritional Assessment. BPPB, Brief Physical 
Performance Battery. HADS, Hospital Anxiety, and Depression Scale. 
CARG, Cancer, and Aging Research Group toxicity prediction score. 
CFS, Clinical Frailty Scale.  CIRS-G, Cumulative Geriatric Illness Rating 
Scale. QLQ-30, European Organization for Research and Treatment of 
Cancer (EORTC) basic quality of life questionnaire (QLQ-C30). ECOG-
PS, Eastern Collaborative Oncology Group - Performance Status.

6. Discussion

6.1. Preliminary Findings
Most of the CGA tools included in oncogeriatric elderly assessments 
are selected based on theoretical approaches, taken from other clinical 
settings, or based on other pathologies [10].  However, CGA integrating 
standard medical diagnostic evaluation, emphasizes problem-solving 
and aids in the development of treatment and follow-up plans, in the 
coordination of management of care, and in the evaluation of long-term 
care needs in older adults with cancer.  Currently, there are not enough 
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studies to evaluate the effectiveness of CGA in older patients with cancer. 
[7]. CGA is feasible and can identify patients at increased risk for adverse 
events, mortality, functional impairment, surgical complications, or 
chemotherapy toxicity, and consideration should be given to incorporating 
CGA in the evaluation of older adults with cancer [41].  However, CGA in 
oncogeriatrics has not been properly assessed in LMICs, including their 
ability to predict the individual risk for different adverse outcomes [5]. 
While there is robust evidence of the impact of CGA in oncogeriatrics, 
there are not many integrated models that have been evaluated in LMICs.

In the proposed assessment protocol, in addition to the known domains 
within the CGA, a series of prognostic, toxic profile and survival 
prediction “markers” are adopted for oncologic disease in patients over 
65 years of age, to make the best decision for intervention or maintenance 
[42], [43]. These “markers”, together with the proposed CGA domains 
will prevent the elderly with cancer from having negative outcomes in 
their management as interventions with severely unfavorable impacts 
from the clinical point of view (poor control of oncologic disease, toxicity, 
and poor quality of life), from the social point of view (isolation and non-
reintegration into their community) and finally economic (high health 
expenses) [43]. Due to all the aforementioned particularities of the elderly 
patient, an individualized but multidimensional approach is necessary, 
which guarantees intervention in multiple areas, and which aims not only 
at recovery from the disease but also at reintegration in the best possible 
way to life in the community, with a spectrum of care ranging from disease 
prevention to treatment and intervention measures [14]. Developing a 
CGA protocol will allow the development of the appropriate model for 
the management of the elderly with complex situations in oncogeriatrics.

6.2. Limitations
Several limitations identified in the development of this protocol should be 
mentioned. First, we must point out the limitation in the application time 
of the different evaluation instruments due to the fact that oncogeriatric 
patients intrinsically present easy fatigue, which makes it necessary to 
shorten the evaluation times to be able to apply the protocol in its entirety. 
Second, since this is a prominent academic and research initiative, at the 
moment it does not generate economic gains, thus limiting the interest 
of institutions that could implement the protocol on a larger scale. 
Third, this protocol was designed taking as reference research models 
with heterogeneous methodology, which may imply a limitation in the 
comparison with other studies and the generalization of the findings. 
However, it is important to note that the assessment instruments chosen for 
the protocol have been validated in a geriatric population with oncologic 
pathology.

7. Conclusions

This research will help identify where more evidence is needed to support 
the development of CGA in older people with cancer. Findings from this 
research could be used by researchers, clinicians as well as implementation 
teams as to the appropriate configuration of CGA evaluation and how 
to assess its efficacy. The need for future research contributions and 

implementation of the research findings will be identified.

8. Acknowledgments

We are grateful for the financial support of the Vice-Rectory for Research 
and Graduate Studies of the Universidad de Caldas and the support of the 
SES Hospital de Caldas.

References

1. The Lancet Healthy Longevity. Care for ageing populations globally. 
Lancet Healthy Longev. 2021 Apr;2(4):e180. doi: 10.1016/S2666-
7568(21)00064-7

2. Suzman R and Beard J. [Global Health and Aging] [Internet].2011.
[cited 2023 Aug 15]. Available from: https://www.nia.nih.gov/sites/
default/files/2017-06/global_health_aging.pdf

3. Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, 
Jemal A, Bray F. Global Cancer Statistics 2020: GLOBOCAN 
Estimates of Incidence and Mortality Worldwide for 36 Cancers in 
185 Countries. CA Cancer J Clin. 2021 May;71(3):209-249. doi: 
10.3322/caac.21660. 

4. Arias-Ortíz N, Rodríguez- Betancourt JD. Tendencias en la incidencia 
y en la mortalidad por cáncer en Manizales, Colombia, 2008-2017. 
ColombMéd (Cali), 2022; 53(1):e2044920 http://doi. org/10.25100/
cm.v53i1.4920

5. Honorato M, Calderón O, Rojas V, Fasce G, Bartolotti C, Caglevic C. 
Considerations and analysis of the implementation of oncogeriatrics 
in Chile and its importance: Review of current literature. Front 
Aging. 2023 Mar 23;4:1141792. doi: 10.3389/fragi.2023.1141792. 

6. Balducci, L. Recomendaciones para el tratamiento del cáncer en el 
anciano: implicaciones para la calidad de vida.” Revista Española de 
Geriatría y Gerontología 39.4 (2004): 270-276. 

7. Extermann M, Aapro M, Bernabei R, Cohen HJ, Droz JP, Lichtman 
S, et al. Use of comprehensive geriatric assessment in older cancer 
patients: recommendations from the task force on CGA of the 
International Society of Geriatric Oncology (SIOG). Crit Rev Oncol 
Hematol. 2005 Sep;55(3):241–52.

8. Hamaker ME, Schiphorst AH, ten Bokkel HD, Schaar C, van Munster 
BC. The effect of a geriatric evaluation on treatment decisions for 
older cancer patients–a systematic review. Acta Oncol 2014;53:289–
96. 

9. Hamaker ME, te Molder M, Thielen N, van Munster BC, 
SchiphorstAH, van Huis LH. The effect of a geriatric assessment 
on treatment decisions and outcome for older cancer patients – A 
systematic review. J Geriatric Oncol 2018;9(5): 430–40.

10. Hamaker M, Lund C, Te Molder M, Soubeyran P, Wildiers H, van 
Huis L, et al. Geriatric assessment in the management of older 
patients with cancer - A systematic review (update). J Geriatr Oncol. 
2022 Jul;13(6):761–77.

11. Silveira MJ, Kim SYH, Langa KM. Advance directives and outcomes 
of surrogate decision making before death. N Engl J Med. 2010 Apr 
1;362(13):1211–8.

Page 05https://wjohao.com/ Volume 6 Issue 1

https://wjohao.com/


World Journal of Hematology and Oncology

Commentary

12. Owusu C, Berger NA. Comprehensive geriatric assessment in the 
older cancer patient: coming of age in clinical cancer care. Clin Pract 
. 2014;11(6):749–62.

13. Korc-Grodzicki B, Holmes HM, Shahrokni A. Geriatric assessment 
for oncologists. Cancer Biol Med. 2015;12:261–74.

14. Colloca G, Corsonello A, Marzetti E, Balducci L, Landi F, Extermann 
M, et al. Treating cancer in older and oldest old patients. Curr Pharm 
Des. 2015;21(13):1699–705.

15. Mohile SG, Dale W, Somerfield MR, Schonberg MA, Boyd 
CM, Burhenn PS, et al. Practical Assessment and Management 
of Vulnerabilities in Older Patients Receiving Chemotherapy: 
ASCO Guideline for Geriatric Oncology. J Clin Oncol. 2018 Aug 
1;36(22):2326–47.

16. Marinho J, Custódio S. Geriatric Oncology in Portugal: 
Where We Are and What Comes Next-A Survey of Healthcare 
Professionals. Geriatrics (Basel). 2022 Sep 6;7(5):91. doi: 10.3390/
geriatrics7050091

17. Magnuson A, Dale W, Mohile S. Models of Care in Geriatric 
Oncology. CurrGeriatr Rep. 2014 Sep;3(3):182-189. doi: 10.1007/
s13670-014-0095-4. 

18. Chapman AE, Elias R, Plotkin E, Lowenstein LM, Swartz K. Models 
of Care in Geriatric Oncology. J Clin Oncol. 2021 Jul 1;39(19):2195-
2204. doi: 10.1200/JCO.21.00118. 

19. Saliba D, Elliott M, Rubenstein LZ, Solomon DH, Young RT, 
Kamberg CJ, et al. The Vulnerable Elders Survey: a tool for 
identifying vulnerable older people in the community. J Am Geriatr 
Soc. 2001 Dec;49(12):1691–9.

20. Rostoft S, O´Donovan A, Soubeyran P, Alibhai SMH et al.  Geriatric 
Assessment and Management in Cancer.  J Clin Oncol.  2021 Jul 
1;39(19):2058 – 2067.

21. DuMontier C, Loh KP, Soto-Perez-de-Celis E, Dale W. Decision 
Making in Older Adults With Cancer. J Clin Oncol. 2021 Jul 
1;39(19):2164–74.

22. Cadena Sanabria, M. Evaluación del instrumento VES-13, escala 
TITAN y dominios de la Valoración Geriátrica Integral como 
predictores de complicaciones durante el tratamiento de ancianos con 
cáncer. [Internet]. 2012 [citado: 2023, agosto] Universidad Nacional 
de Colombia Sede Bogotá Facultad de Medicina Departamento de 
Medicina Interna.

23. Ata Ur-Rehman HM, Ishtiaq W, Yousaf M, Bano S, Mujahid AM, 
Akhtar A. Modified Nutrition Risk in Critically Ill (mNUTRIC) 
Score to Assess Nutritional Risk in Mechanically Ventilated Patients: 
A Prospective Observational Study from the Pakistani Population. 
Cureus. 2018 Dec 27;10(12):e3786.

24. Simcock R, Wright J. Beyond Performance Status. Clin Oncol (R Coll 
Radiol). 2020 Sep;32(9):553-561. doi: 10.1016/j.clon.2020.06.016.

25. Niemeläinen S, Huhtala H, Andersen J, Ehrlich A, Haukijärvi E, 
Koikkalainen S, et al. The ClinicalFrailtyScaleis a useful tool for 
tingpos to perative complications following elective colon cancer 
surgery at the age of 80 years and above: A prospective, multicentre 
observational study. ColorectalDis. 2021 Jul;23(7):1824–36.

26. Castel-Kremer E, De Talhouet S, Charlois AL, Graillot E, Chopin-

Laly X, Adham M, et al. An onco-geriatric approach to select older 
patients for optimal treatments of pancreatic adenocarcinoma. J 
Geriatr Oncol. 2018 Jul;9(4):373–81.

27. Goineau A, Campion L, d’Aillières B, Vié B, Ghesquière A, Béra G, 
et al. Comprehensive Geriatric Assessment and quality of life after 
localized prostate cancer radiotherapy in elderly patients. PLoS One. 
2018 Apr 9;13(4):e0194173.

28. Penning Y, El Asmar A, Moreau M, Raspé J, Dal Lago L, Pepersack 
T, et al. Evaluation of the Comprehensive Geriatric Assessment 
(CGA) tool as a predictor of postoperative complications following 
major oncological abdominal surgery in geriatric patients. PLoS 
One. 2022 Mar 3;17(3):e0264790.

29. Cesari M, Cerullo F, Zamboni V, Di Palma R, Scambia G, 
Balducci L, et al. Functional status and mortality in older women 
with gynecological cancer. J GerontolA Biol Sci Med Sci. 2013 
Sep;68(9):1129–33.

30. Molina-Garrido MJ, Guillén-Ponce C, Blanco R, Saldaña J, Feliú 
J, Antonio M, et al. Delphi consensus of an expert committee in 
oncogeriatrics regarding comprehensive geriatric assessment in 
seniors with cancer in Spain. J Geriatr Oncol. 2018 Jul;9(4):337–45.

31. Cesari M, Kritchevsky SB, Newman AB, Simonsick EM, Harris TB, 
Penninx BW, et al. Added value of physical performance measures 
in predicting adverse health-related events: results from the Health, 
Aging And Body Composition Study. J Am Geriatr Soc. 2009 
Feb;57(2):251–9.

32. Kilgour RD, Vigano A, Trutschnigg B, Lucar E, Borod M, Morais 
JA. Handgrip strength predicts survival and is associated with 
markers of clinical and functional outcomes in advanced cancer 
patients. Support Care Cancer. 2013;21:3261–3270.

33. Rico J, Restrepo M, Molina M. Adaptación y validación de la Escala 
Hospitalaria de Ansiedad y Depresión (HAD) en una muestra de 
pacientes con cáncer del instituto nacional de cancerología de 
Colombia. Avances en medición. 2005; 3,73-86. 

34.   Rivera CD, Leal AB, Aliste MJ, Guglielmetti PF. Utilidad clínica del 
Memory Impairment Screen (MIS): Análisis del instrumento como 
prueba de tamizaje de memoria. Revista Chilena de Neuropsicología. 
2013;8(2):46–9.

35. Sánchez-Pedraza R, Valdelamar-Kimenez A.   Validación para 
utilización en Colombia de la escala EORTC QLQ C-30 para 
evaluación de la calidad de vida de los pacientes con cáncer. Rev 
ColombCancerol. vol.24 no.2 Bogotá Apr./June 2020  Epub Nov 29, 
2020.

36. Kotzerke D, Moritz F, Mantovani L, Hambsch P, Hering K, Kuhnt 
T, et al. The performance of three oncogeriatric screening tools - 
G8, optimised G8 and CARG - in predicting chemotherapy-related 
toxicity in older patients with cancer. A prospective clinical study. J 
Geriatr Oncol. 2019 Nov;10(6):937–43.

37. Lee SJ, Boscardin WJ, Kirby KA, Covinsky KE. Individualizing life 
expectancy estimates for older adults using the Gompertz Law of 
Human Mortality. PLoS One. 2014 Sep 29;9(9):e108540.

38. Schonberg MA, Davis RB, McCarthy EP, Marcantonio ER. 
External validation of an index to predict up to 9-year mortality of 

Page 06https://wjohao.com/ Volume 6 Issue 1

https://wjohao.com/


World Journal of Hematology and Oncology

Commentary

community-dwelling adults aged 65 and older. J Am Geriatr Soc. 
2011;59(8):1444-1451.

39. Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gøtzsche PC, Krleža-
Jerić K, et al. SPIRIT 2013 statement: defining standard protocol 
items for clinical trials. Ann Intern Med. 2013 Feb 5;158(3):200–7.

40. Thabane L, Lancaster G. A guide to the reporting of protocols of pilot 
and feasibility trials. Pilot Feasibility Stud. 2019 Feb 28;5:37.

41. Hernandez Torres C, Hsu T. Comprehensive Geriatric Assessment in 
the Older Adult with Cancer: A Review. Eur Urol Focus. 2017;3(4–
5):330–9.

42. White HK, Cohen HJ. The Older Cancer Patient. Nurs Clin North 
Am. 2008;43(2):307–22. 

43. Balducci L. Frailty: a common pathway in aging and cancer. 
Interdiscip Top Gerontol. 2013 Jan 17;38:61–72.

Page 07https://wjohao.com/ Volume 6 Issue 1

https://wjohao.com/

	Implementation Of An On Co-geriatrics Model In Low And Middle Countries (Lmics): Comprehensive Geria
	1. Abstract
	1.1. Background:
	1.2. Methods:
	1.3. Results:
	1.4. Conclusion:

	3. Introduction
	4. Methods
	4.1. Program design
	4.2. Data collection
	4.3. Institutional approvals

	5. Results
	6. Discussion
	6.1. Preliminary Findings
	6.2. Limitations

	7. Conclusions
	8. Acknowledgments
	References

