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Geriatric Oncology
Ambulatory Care Clinics

ancer is a common comorbidity often associated with
C aging. Older patients can have specific needs such as

caregiver concerns, transportation challenges, limited social
support, and other problems that can impact cancer diagnosis
and treatment. The role of the geriatric oncology ambulatory
care clinic is important to the care of the older person in that it
assembles a multidisciplinary team of oncology professionals
specialized in aging and who work together to conduct compre-
hensive geriatric assessment and develop a cancer management
plan. These clinics work to promote clinical and social science
research and create learning opportunities for healthcare profes-
sionals. Development of this type of clinic requires operational
planning with facility administrators and continued leadership
support. These clinics may care for all types of malignancies.
Selection of professionals to make up the multidisciplinary team
is important and should be based on the problems associated
with aging, such as functional, psychosocial, emotional, phar-
macological, and cancer concerns. The comprehensive geriatric
assessment should be constructed to assess core domains of
emotional, functional, and cognitive concerns. Geriatric oncology
ambulatory care clinics are critical to the science and management
of the older person with cancer and require ongoing organizational
planning and cultivation.

Geriatric oncology ambulatory care
clinics work to promote clinical and
social science research and create
learning opportunities for health
professionals. Development of this

type of clinic requires operational
planning with facility administrators and
continued leadership support. Geriatric
oncology ambulatory care clinics may
care for all types of malignancies.
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With the median age of diagnosis at 66 years, cancer is con-
sidered a disease of aging.! Approximately 23 percent of people
aged 65 years and over have three or more diagnoses,? which can
impact cancer treatment.> Caregiver concerns,* transportation
challenges,® and lack of social support ® complicate cancer diag-
nosis and treatment for older people. To meet the unique needs
of this patient population, some cancer programs have developed
and implemented geriatric oncology ambulatory care clinics
dedicated to the needs of the older person. This article:

1. Provides a definition of the geriatric oncology ambulatory
care clinic.

2. Addresses benefits and challenges of developing and main-
taining this type of clinic.

3. Provides information on the multidisciplinary team and the
comprehensive geriatric assessment.

Geriatric oncology ambulatory care
clinics are a rich source of recruitment
for clinical trials and other types of much
needed research dedicated to the care of
the older patient.

The Role of the Geriatric Oncology Ambulatory
Care Clinic

Seniors often do not receive adequate cancer management. In
particular, adjuvant chemotherapy options for those who may
be high risk for recurrence and are otherwise reasonable treatment
candidates are not always available.” Rather than looking solely
at age, geriatric oncology ambulatory care clinics make cancer
treatment decisions based on:

e “Fitness” for treatment®

¢ Existence of comorbidity’

¢ Life expectancy!'

¢ Functional capability."

Advocating for cancer treatment decisions based on individual
health can help patients and families navigate the best options.
Promotion of research in geriatric oncology is another role of
geriatric oncology ambulatory care clinics and these multidisci-
plinary teams. Often, older patients are excluded from oncology
clinical trials based on age, inaccurate perceptions of treatment
tolerance, changes in drug metabolism, and age bias.'? Geriatric
oncology ambulatory care clinics, particularly at academic medical
centers, are positioned to offer clinical research to older patients
that is vital to contributing to the science of cancer treatment.
Geriatric oncology ambulatory care clinics are a rich source of
recruitment for clinical trials and other types of much needed
research dedicated to the care of the older patient. When immersed
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in caring for older patients with cancer, deficits and gaps in current
knowledge are illuminated, inspiring relevant proposals that drive
the science of geriatric oncology.

Bottom line: geriatric oncology ambulatory care clinics are a
prominent voice in the advocacy, care, and cancer management
of the older person.

Development of a Geriatric Oncology
Ambulatory Care Clinic

Geriatric oncology ambulatory care clinics are often found within
the Department of Medical Oncology at large National Cancer
Institute comprehensive cancer centers because of the availability
of resources, such as multidisciplinary team members, routes of
referral, and oncology innovations cultivated in academic medical
centers that help increase patient survival.'’ Geriatric oncology
ambulatory care clinics can be designed specifically with a focus
on a particular diagnosis, such as breast cancer or hematological
malignancies, or to address the needs of patients over the age of
65 years who have any diagnosis of cancer. The design of a geri-
atric oncology ambulatory care clinic depends on the available
team members, the type of facility, and the extent of administrative
support.

A key to the development and sustainability of the geriatric
oncology ambulatory care clinic is to engage in adequate project
planning that can ensure a stable foundation of administrative
support."* Obtaining administrative approval for a clinic schedule
that includes fewer patients and longer encounter times can help
ensure that decision makers are aware of and agree to the increased
resources required to address the complex needs of the older
patient.” Though administrators should understand that this
type of clinic may not be considered economically profitable,
other benefits, such as targeting seniors who can tolerate cancer
treatment,' predicting toxicity,'” predicting functional decline,'
and predicting survival,'” can be realized. Financial reimbursement
often does not account for the extended amount of encounter
time required to conduct a comprehensive geriatric assessment.
In long-term care, geriatric oncology ambulatory care clinics can
be cost-effective?’; however, in other ambulatory settings, cost
effectiveness of these clinics has not been clearly shown.?! In
general geriatrics, multidisciplinary teams can be cost neutral
when addressing patients who are at high risk for
rehospitalization.?

Depending on the size of the facility and the capacity of the
geriatric oncology ambulatory care clinic, the first step in devel-
oping and implementing this type of clinic is to determine the
number of new patients and return visits that can be managed
during a clinic day. It is important to identify scheduling proce-
dures that outline how the patients will be routed to the geriatric
oncology ambulatory care clinic. Some scheduling possibilities
include:

e All those aged 70 years and over who come into the facility

e Patients aged 70 years and over with a specific cancer
diagnosis

e All patients who have apparent comorbidity or merit deter-
mination of “fitness” for cancer treatment decisions.



Some geriatric oncology ambulatory care clinics may only schedule
patients who have been referred as a geriatric consultation. Others
may manage all patient care over the course of cancer
treatment.

Initially, it may be reasonable to start with only a few patients
on the schedule to determine whether the clinic operates as
anticipated. It is also necessary to determine the extent that clinical
interactions among the multidisciplinary team are functional and
productive, whether the medical records allow for the necessary
geriatric oncology information, and that other functions of a
newly established clinic actually work before hosting a full schedule
of patients. A plan for growth after the clinic has been functional
for a period of time should be made.

Once the geriatric oncology ambulatory care clinic is well
established, the next step is to increase visibility by conducting
local, national, and international presentations. The multidisci-
plinary team members that staff these clinics are experts in geriatric
oncology and should be active in all types of national professional
organizations. For example, the International Society for Geriatric
Oncology (siog.org) is an interdisciplinary organization that
promotes geriatric oncology research, education, advocacy, and
clinical practice and adds to worldwide interest in geriatric oncol-
ogy. Many discipline-specific oncology organizations often wel-
come geriatric-related content at national conferences. It is import-
ant that geriatric oncology ambulatory care clinics represent
clinical innovations and research opportunities to promote geri-
atric oncology interest across disciplines. Another interdisciplinary
research group focused on cancer and aging is the Cancer and
Aging Research Group (mycarg.org), a good source of networking
among professionals who work with older patients.

Multidisciplinary Teams in the Geriatric Oncology
Ambulatory Care Clinic
Effective healthcare teams require attention to communication,
awareness of professional boundaries, and respect among indi-
viduals.?? Nurturing and recognizing the importance of effective
working relationships is vital to team-based patient care.?* Mutual
decision making, recognition of strengths and limitations among
individuals, and awareness of each role contribute to an effective
team.?* Successful geriatric oncology ambulatory care clinics
staffed by an effective healthcare team enjoy greater clinic effi-
ciency® and improved patient satisfaction.?®

Diversity among professions can enhance the complexity of
team functionality,’” and often training is required. Training
enhances the functional ability of a variety of healthcare teams,
such as trauma teams working in resuscitation, operating rooms,
and intensive care;?® labor and delivery settings;* and research
teams.* In geriatrics, team training is important and essential.
The John A. Hartford Foundation offers a program, Geriatric
Interdisciplinary Team Training, to inspire effective team care.?
Learn more at: consultgeri.org/education-training/e-learning-
resources/gitt-2.0. As always, team training is an ongoing process,
particularly when many professionals are contributing to a com-
prehensive geriatric assessment.’!

Oncologists and primary care providers (PCPs) must coordinate
the healthcare management of the older cancer patient.’> Many
PCPs prefer a shared model of oncology survivorship care,* and
report that they fail to receive regular updates from oncologists
and are unsure of who will continue to manage various co-
morbidities.’* Geriatric oncology ambulatory care clinics must
be vigilant in sharing geriatric assessments, management inter-
ventions, and oncology data with PCPs. It is important to identify,
among providers and the patient and family, who will manage
various diagnoses. Clarity for the patient in knowing which
provider is responsible for each diagnosis can reduce some of the
stress associated with interacting with many healthcare facilities
and physicians. It is also important to establish the importance
of ongoing health maintenance and management of nonmalignant
comorbidities, because patients often become overwhelmed with
cancer care and cancel other visits.

It is important to define the type of
team specific to the geriatric oncology
ambulatory care clinic, the different
team members involved, and how they
function.

Geriatric oncology ambulatory care clinic leadership must be
effective in the roles of negotiator, educator, community ambas-
sador, and clinician. The team leader should act as an educator
of geriatrics and gerontology by demonstrating effective care to
groom existing professionals and students. Geriatric oncology
ambulatory care clinics can be a fertile classroom for experiential
learning, and full advantage should be taken to perpetuate
geriatric-specific care.

Construction of a Multidisciplinary Team

The multidisciplinary team includes a variety of professionals
who work together to address multiple health concerns, comorbid
conditions, and quality of life of older people.’* In 2006 the
American Geriatrics Society recommended that multiple profes-
sionals should work as a team to address the complex needs of
the older person.’ The term interdisciplinary team was used in
geriatrics in the 1970s through the early 2000s to indicate a team
of various professionals who worked together on a single purpose
to synthesize ideas that contribute to the care of the older person.’”
Over the years, the term multidisciplinary team was used to
suggest that professionals from different disciplines could con-
tribute separate knowledge and recommendations to achieve
optimal patient care. It is important to define the type of team
specific to the geriatric oncology ambulatory care clinic, the
different team members involved, and how they function. A
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multidisciplinary cancer care team often includes a social worker,
dietitian, physical therapist, nurse, nurse practitioner, medical
oncologist, and pharmacist.**

The medical oncologist has a wide array of responsibilities in
this team. Often, the physician leads the geriatric oncology ambu-
latory care clinic by establishing the patient base, networking for
referrals, providing patient care, and managing the multidisci-
plinary team. Research and submission of publications are nec-
essary to provide much needed professional “spotlight” on geri-
atric oncology. Geriatric oncology medical care integrates all
patient data for consideration to provide recommendations that
address the malignancy and maintain maximum functional capac-
ity of the older person.

The role of the nurse is often that of educator, clinician, and
advocate who translates between geriatric and oncology.** Geri-
atric nurses commonly coordinate phone calls and follow-up
visits and assist with scheduling referrals. During the clinic, nurses
often help organize the flow of providers entering and exiting
examination rooms, which can reduce unnecessary wait times.
Nurses provide patient education and ongoing support to navigate
the unfamiliar terrain of oncology, including complicated cancer
medications, frequent oncology visits, and regular symptom
management. The role of the geriatric nurse also includes teaching
geriatric principles to patients, students, and other professionals.*’
Nurses must continue to be included in geriatric-related discovery
and evidence-based projects to promote care management and
research in older people diagnosed with cancer.*!

General geriatric oncology management is part of the role of
the adult and geriatric nurse practitioner (NP). Many NPs con-
tribute to the comprehensive geriatric examination, perform a
history and physical, and provide survivorship care among other
aspects of oncology and geriatric management. Depending on
the type of facility, the extent of practice varies in that some NPs
provide all the survivorship care independently and others work
within a team.* Nurse practitioners have the knowledge and
training to recognize and manage various geriatric syndromes,
assess for frailty, and use best practice to care for the older cancer
patient.* The NP has a responsibility to generate clinical research
and evidence-based practice projects that contribute to the science
of geriatric oncology.

Functional impairment is a common comorbidity. Approxi-
mately 50 percent of older cancer patients have at least one deficit
in activities of daily living,** and 74 percent have at least one
deficit in instrumental activities of daily living.***¢ Poor functional
status is a predictor of falls and other problems that can impact
independence.*” Maintaining physical activity establishes better
lower extremity function, which can help maintain independence.*®
Many older cancer patients will benefit from physical therapy to
enhance gait, improve balance, and increase confidence in physical
activity. The physical therapist evaluates the older cancer patient
and contributes to the comprehensive geriatric assessment by
providing helpful data for plans of care.

Polypharmacy (a term with many definitions) is a common
issue for older adults with cancer. Older cancer patients are at a
particularly higher risk of taking a potentially inappropriate
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medication due to their cancer treatment plus treatment for their
other comorbidities. Using tools such as the Beer’s criteria and
the STOPP/START criteria, pharmacists can quickly identify
potentially inappropriate medications in this population.*’ Phar-
macists also evaluate all medications (prescription, over-the-
counter, and herbal/natural supplements) for compliance, review
actual and potential drug interactions necessary in cancer treat-
ment, and assess for possible inability to afford medications,
which could impact how older patients take their medications.
Patient interviews by pharmacists can help the multidisciplinary
team understand how the patient is actually administering the
medication, the extent to which the medications are tolerated,
and other concerns important to geriatric care. Pharmacists play
a major role as patient educator and medication advisor to the
medical oncologist and the other members of the multidisciplinary
care team.

The nucleus of the geriatric oncology ambulatory care clinic
is the social worker. Social workers are helpful for all older cancer
patients and families but especially for those seniors who are
considered vulnerable or frail and/or those who require assistance
in the home.”® Approximately 40 percent of referrals as a result
of a comprehensive geriatric assessment are to social workers
when this team member is included on the multidisciplinary
cancer care team.”! Social workers provide psychosocial support
to patients and families at the difficult time of cancer diagnosis
and treatment and help with coordination of resources in the
home such as home care, transportation, meals, and more. Helping
patients and families understand Medicare health benefits is also
a large part of a social worker’s role. Social workers focus on the
maintenance of independence for seniors so that they can remain
in the community.*?

The Comprehensive Geriatric Assessment

This assessment is designed to investigate domains of health

outside the boundaries of a typical history and physical exam-

ination in order to identify small problems that can be addressed

before independence or health is challenged.’ A comprehensive

geriatric assessment helps:

¢ Discover untreated comorbidities that may impact cancer
treatment>*

e Predict survival in early stage colorectal patients®

e Predict treatment-related toxicity*®

¢ Enhance quality of life.?

Comprehensive geriatric assessments provide a gauge of “fitness”
for surgery and adjuvant chemotherapy treatment, which are
critical elements of medical and healthcare decision making.”
Identifying frailty tends to be more sensitive when using a com-
prehensive geriatric assessment compared to general clinical
judgment.”” Early identification or the general prediction of frailty
can motivate preemptive options, such as physical therapy and
other interventions that may delay the onset of dependence.’®
Generally, the core domains of a comprehensive geriatric
assessment are functional, emotional, and cognitive. Functional
assessment using self-report instruments, such as the Activities



of Daily Living Scale and Instrumental Activities of Daily Living
Scales, is frequently included as part of clinical examination.
Performance evaluations are instruments that provide empirical
data on a specific function, such as gait and balance, using the
Timed Up & Go, grip strength, or Berg Balance Scale. Performance
evaluations compared to self-report instruments are helpful
because a clinician can review gait in seconds or grip in pounds
to determine how a person may function outside of the clinic.

Emotional status is often measured using the Geriatric Depres-
sion Scale,’”” the Hamilton Depression Scale,* or Beck’s Depression
Inventory.®! Cognitive screen often includes the MiniCog,®* the
Mini-Mental State Examination,® or the Clock Drawing Test.**
Any instruments can be selected for inclusion in the comprehensive
geriatric assessment. Some geriatric oncology ambulatory care
clinics use the Mini Nutritional Assessment,* a comorbidity index
such as the Charlson Comorbidity Index,*® a numerical pain
rating scale,” or any other valid and reliable clinical instruments.
The John A. Hartford Foundation has a website housing all types
of assessment instruments that can be used in clinical practice
and included in a comprehensive geriatric assessment. Video
demonstrations are available for many of the assessment instru-
ments to ensure that they are administered and interpreted cor-
rectly. Learn more at: consultgeri.org/tools/try-this-series.

When initiating comprehensive geriatric assessment, start with
only a few instruments. It is important to become proficient with
administering the scales and understand how to plan for the
necessary clinic time. Integrating the comprehensive geriatric
assessment instruments into the clinical encounter requires some
practice to adopt a certain amount of finesse when asking difficult
questions. Interpreting the results of each comprehensive geriatric
assessment screen tool is very important. It is necessary to under-
stand the cut-point for each tool and when the results warrant
further investigation.

The comprehensive geriatric assessment is not a diagnostic
battery of assessment instruments but rather a screening tool used
as a first step when understanding the health of an older person.
A positive finding on a comprehensive geriatric assessment screen-
ing instrument requires more diagnostic testing and, therefore,
it is important to proactively anticipate the ability to manage the
problem internally or through referral. It may be questionable to
screen for a health limitation in which no avenue for further
management exists.

Consider whether others should be present in the exam room
when administering a comprehensive geriatric assessment. A
positive finding on the comprehensive geriatric assessment instru-
ments can highlight a vulnerability of which the patient may not
wish others to be aware. Cognition screening can be sensitive;
family members may be aware of cognition changes in the patient
and want to offer protection.

Closing Thoughts

Development, implementation, and maintenance of successful
geriatric oncology ambulatory care clinics require a great amount
of planning and ongoing cultivation. The clinics can be constructed
to meet the needs of a variety of older cancer patient populations.

Careful consideration must be given to the development of the
multidisciplinary team that will staff this clinic, the creation of a
comprehensive geriatric assessment, and the general procedures
required for clinic operation. Geriatric oncology ambulatory care
clinics are critical to the science and management of the older
person with cancer, as well as the education of professionals and
students interested in the care of the older person diagnosed with
cancer. (@]
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