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“Todos los oncologos son oncologos
geriatras, sean conscientes de ello o no”

Stuart M. Lichtman, ASCO connection, January, 2015

50% de los pacientes 2 70 anos

Media de edades (de presentacion):

- Mama 61
- Pulmoén 71
- Estomago 70
- Colorectal 70
- Pancreas 72

- Urotelial 73




“Peculiaridades” del paciente ANCIANO.1

EI ENVEJECIMIENTO es un proceso unico-individualizado, es
decir, propio de cada sujeto...

.... del que la EDAD es un pobre reflejo.... al contrario que en
el mundo infantil (qué suerte tienen los pediatras)




“Peculiaridades” del paciente ANCIANO.2

El ENVEJECIMIENTO es un proceso HETEROGENEO que afecta a

multiples areas de la capacidad del sujeto:

- Reserva funcional LIMITADA (“frailty”, fragilidad — precariedad)
- Alteraciones (deficits) cognitivos — emocionales

- Suma de comorbilidades

- Secuelas farmacocinéticas

- Secuelas familiares-sociales
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Frailty and Cancer: Implications for Oncology Surgery, Medical Oncology, and Radiation Oncology
Cecilia G. Ethun, et al. CA CANCER J CLIN 2017;67:362-377

Adapted from: Robinson TN, Walston JD, Brummel NE, et al. Frailty for surgeons: review of a National Institute on Aging
conference on frailty for specialists. J Am Coll Surg. 2015;221:1083-1092.
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Esperanza de vida al nacer NO es esperanza
de vida ajustada a la edad
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UPPER, MIDDLE, AND LOWER QUARTILES OF LIFE EXPECTANCY FOR WOMEN AND MEN AT SELECTED AGES®
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Figura 2. Esperanza de Vida Libre de Discapacidad por edad y sexo. Total Nacional, 2008,

25,0 5

OEsperanza de Vida Con Discapacidad

Ambos Sexos

OEsperanzade Vida Libre de Discapacidad

Hombres

20,0

15,0
; |
- 31

10,0 @'
3,0
14,4](14,7
10,9|10,7
5,0 . g ,
78|l7.3 1®*
' 25|28
17 ([12
0,0 - z
65 70 75 90
Edad

Fuente: CSIC



VALORACION GERIATRICA “INTEGRAL”.

O Proceso de diagnostico (y tratamiento) para identificar (y corregir) las
NECESIDADES del paciente para mejorar su evolucion.
El performance Status (ECOG) NO es suficiente

0 Es MULTIDIMENSIONAL y multidisciplinar. Se consensua con el

paciente (€Xpectativas) y su unidad familiar o de soporte.

O Es una aproximacion similar a propia de la ATENCION PALIATIVA.



Certain about Dying with Uncertainty

Jeffrey M. Drazen, M.D., and Maria A. Yialamas, M.D.

208 N ENGL) MED 377;3 NEJM.ORG JULY 20, 2017

“'Ella podia tolerar la ausencia de un
diagndstico firme porque no estaba
dispuesta a pagar el precio fisico y
emocional de exprimir unos meses mas
de vida”

jexpectativas!
comunicacion




Beneficios y ventajas de la VALORACION GERIATRICA

- Prioridades del paciente

- Expectativas de vida con calidad

- Atencion a posibles deficits no obvios (sindromes geriatricos)

- Optimizacion de tratamientos no oncoldgicos
- Adecuacion de los tratamientos oncologicos (valoracion pronostica y

predictiva)

PEGAS:
- Tiempo y esfuerzo del paciente y de varios profesionales
- No acuerdo unanime sobre instrumentos y evaluaciones

- No necesariamente conduce a cambios 0 mejoras
o




VENTAJAS bien contrastadas (de la Valoracion Geriatrica Integral):
-Influye sobre las decisiones de tratamiento del 25% de los pacientes
-Predice la toxicidad de la guimioterapia (esquemas de Hurria, Extermann)
-Descubre situaciones de fragilidad en el 40%
-Descubre areas de mejora de impacto clinico en el 25% de los pacientes
-Tiene interés prondstico (predice supervivencia por si solo):

- Segun edad (solo)!

- Segun cuestionario screening (G8)? (tumores soélidos avanzados)

-Predice mortalidad quirurgica y global®

1. Stinchcombe TE et al. Pooled analysis of IPD on concurrent chemoradiotherapy for stage 11l non-small-cell lung
cancer in elderly patients compared with younger patients who participed in US-NCI cooperative group studies. JCO,
35:2885-92, 2017.

2. et al. The G8 screening tool enhances prognostic value to ECOG performance status in elderly cancer
patients: A retrospective, single institutional study. 2017 Jun 22;12(6):e0179694. doi:
10.1371/journal.pone.0179694.

3. Kumar A, Langstraat CL, DeJong SR, et al. Functional not chronologic age: Frailty index predicts outcomes in
agvanced ovarian cancer. Gynecol Oncol. 2017;147:104-9.
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En el tratamiento concomitante de QT-RT en el contexto de un ensayo clinico,
los pacientes > 70 afos tienen un 20% mas de mortalidad y mas toxicidad
durante el tratamiento (anorexia-fatiga, disnea, vomitos, neutropenia, infiltrados
pulmonares).

Stinchcombe TE et al. Pooled analysis of IPD on concurrent chemoradiotherapy for stage 11l non-small-cell lung cancer in elderly
patients compared with younger patients who participed in US-NCI cooperative group studies. JCO, 35:2885-92, 2017




b No. of Median OS,

Group patients months (95% CI)
High G8 score (>14) 45 25.6 (16.4-NR)
Intermediate G8 score (11-14) 115 15.6 (10.4-18.1)
Low G8 score (<11) 104 7.7 (5.5-10.7)

Hazard ratio for death
Low vs. High: 3.48 (95% CI, 1.97-6.63),p < 0.0001
Low vs. Intermediate: 1.83 (95% CI, 1.28-2.65),p <0.001

'§ 1.0 Intermediate vs. High: 2.09 (95% CI, 1.17-4.02),p < 0.05
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Takahashi M et al. The G8 screening tool enhances prognostic value to ECOG performance status in elderly
cancer patients: A retrospective, single institutional study. . PLoS One. 2017 Jun 22;12(6):e0179694. doi:
©10.1371/journal.pone.0179694
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Geriatric Assessment Predicts Survival and Competing IViortality in
Elderly Patients with Early Colorectal Cancer: Can It Help in Adjuvant
Therapy Decision-Making?

MaITE ANTONIO,” JUANA SALDANA,” ALBERTO CARMDNA-BAYDNAS,h VALENTIN NAVARRO,® CRIsTIAN TeeE,® MaRGA NapaL,®

f .
FRANCESC FORMIGA, RAMON SALAZAR,” JOSEP MARIA BORRAS®
All mortality causes

A: Cancer death risk B: Non-cancer death risk
o —
= 2 — Fit 2 — Fit
—  Medium-fit —  Medium-fit
Unfit Unfit
© _|
o © _| o |
o o
- 8 - Medium-fit § © | § © |
= 2 9 2 9
3 g £
S 2 Medium-fit vs fit 1.3 95% C10.6-2.8 2
o = =
< g S
o 7] > =
E S E S
() )
Unfit vs fit 22.2 95% C15.2-94.9 §
o [
o o~ L S f
o o !
—= Fif =D
S - Sffﬁ'”m'ﬁ' , . Meditm-fit vs fit 1.4 95% C10.2-9.8
: " : - A : S o " unfitvs fit 0.3 95% C10.1-1.0 S
0 10 20 30 40 50 60 T T T T T T T T T 1 T T T I
0 10 20 30 40 50 60 0 10 20 30 40 50 60
Months from evaluation " - ; -—
Figure 1. Kaplan-Meier curves of five-year overall survival in total onths from evaluation Monkths from evakuation
sample (n = 195) of patients with colorectal cancer by oncogeriat- ®

ric categories: fit (n = 85), medium-fit (n = 57) and unfit (n = 53).



Gynecologic Oncology
“olume 147, Issue 1, October 2017, Pages 104-109

Functional not chronologic age: Frailty index predicts outcomes
in advanced ovarian cancer ¥

Amanika Kumar 2 & &, Carrie L. Langstraat 2, Stephanie R. DeJong 2 Michaela E. McGree 2, Jamie N. Bakkum-

Gamez 2 Amy L. Weaver P, Nathan K. LeBrasseur ¢, William A_Cliby 3
Show more

https:/idoi.org/10.1016/.ygyno. 2017.07.126 Get nghts and content

Frailty was an independent predictor of postsurgical mortality even after statistically
controlling for other known risk factors; overall survival (OS) was significantly shorter
among frail patients than non-frail patients (median OS: 26.5 months vs 44.9

months; P < .001).[5]



1° SCREENING: Cuestionarios planteados: G8 y VES-13.

2° Valoracion geriatrica integral a los considerados de “alto riesgo” en el screening.
Consenso (delphi) espanol para instrumentos incluidos en la evaluacién geriatrica
integral

> 70 anos
Screening G8

[
Negativo > 14
(lfitﬂ

Positivo £ 14

Valoracion Geriatrica

SIOG. Ann Oncol 26:288-300, 2015

Liuu E et al. Evaluation geriatrique en oncologie: pour quels

patients?. La revue de medecine interne, 37:480-8, 2016
° °



Keywords: geriatric assessment; frailty, survival; geriatric oncelogy

Geriatric assessment is superior to
oncologists’ clinical judgement in
identifying frailty

Lene Kirkhus*'2 Joraté §a|ty'té Benth'?? Siri Rostoft®?, Bjern Henning Grﬁnbergs'b,
Marianne J Hjermstad’®, Geir Selbaek’?1%, Torgeir B Wyller®*, Magnus Harneshaug'~
and Marit S Jordhay?* "

"The Centre for Old Age Psychiatry Research, Innlandet Hospital Trust, PO box 68, Ottestad 2313, Norway; Institute of Clinical
Medicine, Faculty of Medicine, University of Oslo, PO box 4956 Nydslen, Oslo 0424, Norway: 3HOKH Research Centre, Akershus
University Hospital, PO box 1000, Lerenskog 1478, Norway: * Depantment of Geriatric Medicine, Oslo University Hospital, P.O box
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307 pts, 288 (94%) completed the mGA, 286 (93%) were rated by oncologists. Median
age was 77 years, 56% had metastases, 85% with PS 0-1. 36% were onc-frail and 49%
mGA-frail, the agreement was fair (kappa value 0.30).

67 mGA-frail patients (localised disease, good PS and curative treatment) were
missed by the oncologists. Only mGA-frailty was independently prognostic for
survival (HR 1.61, 95% CI 1.14; 2.27).

Conclusions: Systematic assessment of geriatric domains is needed to aid
oncologists in identifying frail patients with poor survival.
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JOURNAL OF CLINICAL ONCOLOGY COMMENTS AND CONTROVERSIES

Time to Stop Saying Geriatric Assessment Is Too
Time Consuming

Marije E. Hamaker, Diakonessenhuis, Utrecht, the Netherlands
Tanya M. Wildes, Washington University School of Medicine, St Louis, MO
Siri Rostoft, Oslo University Hospital and University of Oslo, Oslo, Norway

Aging makes us increasingly unique. A group of older patients  care needs, plan care, and improve outcomes of frail older
with cancer of identical chronologic age will demonstrate great  people.””*P*? CGA encompasses multiple domains beyond

heterogeneity with regard to vitality, comorbidity, functional status,  a traditional medical assessment, including functional status, cognition,

Table 1. Comparative Cost of Nurse's Salary Compared With That of Other
Diagnostic Instruments Used in Oncologic Workup
Diagnostic Instrument Cost ($)
| Nurse's salary for 1 hour® 28 |
Complete blood count 1/
Carcinoembryonic antigen 50
Chest x-ray 67
Bilateral screening mammography 321
Abdominal or chest CT scan 640
MRI pelvis 739
Liver biopsy 879
Whole-body PET-CT 1,788
Colonoscopy with biopsy 2,187
Breast cancer genomic testing (OncotypeT)# 3,416
Liquid biopsy (Guardant3608§)|| 5,800
NOTE. Data adapted from Healthcare Bluebook,“® which uses a nationwide
[ ] database of medical payment data to create transparency in pricing for medical [ ]
procedures. Within the range of pricings, Healthcare Bluebook “reasonable
amount” data are presented.



Cuestionarios para el screening. GANADOR el G8

ltems

Possible responses (score)

Has food intake daclined over the past 3 months
due to loss of appetite, digestive problems,
chewing, or sevallowing difficulties?

(0 = savere decreese i food intake

1 = modarete decrease in focd intake

2 = no decreass in food intaks

Waight lo=s during the last 3 months?

0 =waight loss =3 kg

1 = does not know

2 =weight koss between 1 and 3 kg

3 = no weaight koss

Moty ?

i = bed or chair bound

1 = able to get out of bad'chair but does not go
out

-l

2 = goes out

Mewropsychological problams?

0 = savere demeantia or depression

1 = mild dementia

2 = no peychological problems

BMI? fweight in kglheight inm=) 0 =B8MI <18
1 =BMI 10 to < 21
2 =BMI 21 to < 23
3 =BMl =23
Takes more than three prescription drugs per day? |0 = yes
1=no
n comparison with other people of the zame 0.0 = not &3 good
age, how doas the patient corsider hisher haalth | 0.5 = does not know
status? 1.0 = as good
2.0 = battar
A =85
1: B0-B5
2 <80
Total score 0-17

Martinez-Tapia C, et al.
Optimizing the G8
screening tool for older
patients with cancer:
diagnostic performance and
validation of a six-item. The
Oncologist 21:188-195,
2016

BMI = body mass indax

Bellera CA. Modeling individual and relative accuracy of screening tools in geriatric oncology. Ann Oncol, 28:1152-7, 2017.
° °



Screening ‘Valoracién geriatrica

Screening G8
Positivo £ 14

Valoracion Geriatrica*. Dimensiones:

* Funcionalidad Barthel (ADL) — Lawton-Brody (IADL) — velocidad de la marcha
* Nutricion MNA (mini-Nutricional)

* Nivel cognitivo Pfeiffer

» Estado emocional Yesavage

« Comorbilidad Charlson

» Ayuda sociofamiliar ~ Escala de Gijén

* Polimedicacion Suma de farmacos

» Sind geriatricos Insomnio, déficit visual-auditivo, incontinencia, Ulceras, abuso

*Molina-Garrido MJ et al. Delphi consensus of an expert committee in oncogeriatrics
regarding comprehernsive geriatric assessment in senior with cancer in Spain. J
P Geriatr Oncol (2017) doi: 10.1016/j.jgo.2017.11.012. P



Table 4

Comparison between several experts' consensus in oncogeriatry.

Domain Spanish consensus Mohile's consensus [7] O'Donovan's consensus |8
Function ADL Barthel Scale ADL* ADL*
lADL Lawton-Brody Index IADL* IADL*
Others Gait speed Gait speed GUGT
GUGT
MNutrition MMNA Weight loss MMNA
Cognition Pfeiffer questionnaire MMSE MMSE
Emaotional status Yesavage GDS GDS (for anxiety, patient history/interview)
Comorbidity Charlson CIRS-G Charlson
Social-familial Gijon Social-Familial Scale Caregiver burden/Suppart Patient history /Caregiver interview
Polypharmacy List of medications List of medications Mo consensus
Geriatric syndromes Insomnia Mot evaluated Mot evaluated
Poor visual acuity
Poor auditory acuity

Urinary incontinence
Fecal incontinence
Pressure sores

Abuse

Mote: * The authors have not specified which scale is recommended to evaluate ADL or IADL, but there is consensus about the use of ADL and IADL in older patients with cancer.
{ADL: Activities of Daily Life; IADL: Instrurnental Activities of Daily Life; MNA: Mini Nutritional Assessment; MMSE: Mini Mental State Examination; GUGT: Get Up and Go Test; GDS: Ge
ratric Depression Scale; CIRS-G: Cumulative lliness Rating Scale for Geriatrics).

- Colaborac
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-  Colaboracion de un enfermera

- Rapido aprendizaje

n del paciente. Tiempo promedio: 20-25 minutos

- ¢Cuando se hace? Al principio y luego......



¢,Cuando naci6 usted (dia,mes, afio)?

ACIERTO ERROR
L ‘ ;
) : .
Realizacion de las siguientes Protocolo de confirmacion
preguntas: de demencia (miniexamen
o ) B cognoscitivo de lobo, estudios
1. ¢(Que dia es hoy (dia, mes, afo)? analiticos, estudios de imagen...)
2. Reste de 3 en 3 desde 20

.

Respuesta Error en una o las
correcta a ambas dos prequntas
preguntas Preg

¥

SPSMQ - test de Pfeiffer (simplificado)

No deterioro
cognitivo




IMNCOHCE DE BAETHEL

| Comida:
10 Independiente. Capaz de comer por Si Solo en un tiempo razonable. La corlda
pusde ==r cocinada v senida por ofra persona
5 Mecesita ayuda para cortar la carne, etender la manteguilla. . pero &= capaz de
comer solo
] Dependiente. Mecesita ser alimentado por otra persona
L avado (bafio)
5 Indananmante Capaz de lavarse Er'lte-h:- de antrar ¥ salir del bano sin avuada v
] DWWMWWH
Mestido
10 Independiente. Capar de ponersa v quitarse la mopa sin ayuda
= Mecesita ayuda. Realiza sin ayuda mas de la mitad de estas tareas en
un tiermpo razonable
(] Dependiente. Mecesita ayuda para las mismas
| Arreglo
= Independiente. Realiza todas las actvidades personales sin ayuda alguna, los
complerment os necesarios puaeden Ser provistos por aloguhs persons
) Dependiente. Mecesita alguna avuds
Deposicidn
10 Continente. Mo presenta episodios de ihcontinencia
= Accidente ocadonal. Manos do UreE YEZ por Sermans 0 necesita ayuda para
COolOcar SrerTes s O SUposit oo
) Ilhcontinente. WMas de un episodio semanal
Miccidn

10 Continente. Mo presenta episodios. Capaz de utilizar cualguier
dispositivo por 5i solo [ botella, sonda, orinal ... 3.

= Accidente ocasional. Presenta un r'némlmn e 1R Er.'HEDE.D en 24 horas o
rerjLlere Syuda pars 15 FﬁEﬂlEUlEE‘IIﬁH de enndas o de otro s disp oSt os

(] Incontinente., Mas de un episodio en 24 horas

lr al retrete

10 Independiente. Entra ¥y sale solo y no necesita ayuda alguna por parte
de oira persona

5 Mecemita ayuda. Capaz de manejarse con una pegquana ayuda, B85
capaz de ussr el cuarto de bafio. Pusde limpiarse solo
] Dependisnte. lncapaz de acceder a &l o de utilizarlo sin ayuda mayor
Transfers
15  Independierte. Mo requiere ayuda para sermtarse o lewantarse de una silla ni
para entrar o salir de la cama.
10 Bdinima ayuda. Incluye una Superdision o una pedquens ayuda fisica,
5 Sran ayuda. Precisa ayuda de una persona fuede o entrenad a.
] Eapandian’la. MHecesita una gria o 2l akamiento por dos personas. Es incapa
| D earmbulacidn

15  Independiente. Puede andar 50 metros o su eqguivalente en casa sin ayuda
supervision. Puade utilizar cualquier sayuda mecanica excepto un andador. Si

| ulilEs une prdtesis puede ponSrsela ¥ AUl arsela solo.

10 Mecesita ayuda. Mecesita supervision o una pequena ayuda fisica por parte dea
otra persona o utiiza andador.

5 Independients en silla de ruedas. Mo reguisre syudas nl supervision

Subiry bajar es caleras

10 Independiente. Capaz de subir v bajar un piso sin ayuda ni supervisidn
de ofra persons.

= Mecesita ayuda. Mecesita ayuda o supervisidn.

] Dependiente. Es incapaz de salvar escalones

Corte de
riesgo: <
90/100



1

Es capaz de marcar bion Jgunos nimeros famikares 1
Es capaz de contestar a toiéfono. pero no de marcar 1
0

: LAWTON
Realiza independiontomoente pequefias compras 0 : .
Necesita ¥ acompanado para hacer Cualquier Compra 0 Corte de riesgo:
Totalimente incapaz de comprar 0
PREPARACION DE LA COMIDA ) - < 5/8

Mmy*wbsoaﬁduwdwbm

1
Propara adecuadamente las comidas si s@ i proporcionan los ingredientes 0
Mc&nysiwhswﬁ(hs.mmmmmm 0
Nocoshmlemon sirvan las comidas 0

w - hcm ommmmwm 1
Realiza tareas kigeras, como lavar los platos o hacer las camas 1
Realiza tareas ligeras, pero no puede mantener un adecuado nivel de Bmpieza 1
1
0

Necesita ayuda en todas las labores de la casa
mm«:mwaum

Lava por s solo pequefias prendas 1

116 DE MEDINS DE TDANCDORTE
’ l- ' WOS

\ﬁﬁamtmmwuodooocho
Escwdocogamm.mnomm:mﬁodovm
Viza en transporte pUbico cuando va acompanado por otra persona

1

1

1

Solo utiliza ol taxi o ¢l automowl con ayuda de otros 0
~ 0

Escwdommnndcwﬂnahhonymhmm 1
Toma su medicacion si ka dosis ke 05 proparada previamente 0
) 0

Soomapdommocmwsisdo 1
Reakza las compras de cada dia, pero necesta ayuda on las grandes compras, 1
bancos...

ncapaz de manejar dnero 0




For each question, choaose the best answer for how you felt over the past week.

[ T e T L E I

=

11.

. Are you basically satisfied with your life?

. Have you dropped many of your activities and interests?

. Do you feel that your life is empty?

. Do you often get bored?

. Are you in good spints mast of the time?

. Are you afraid that something bad is going to happen to you?
. Do you feel happy most of the time?

. Do you often feel helpless?

. Do you prefer 1o stay at home, rather than going out and doing new things?

Do you feel you have more problems with memaory than most?

Do you think it is wonderful to be alive now?

. Do you feel pretty worthless the way you are now?

. Do you feel full of energy?

. Do you feel that your situation is hopeless?

. Do you think that most people are better off than you are?

Yes / NO
YES [ Mo
¥YES / Mo
YES / Mo
Yes / MNO
YES / Mo
Yes / NO
YES / Mo
YES / Mo
YES / No
Yes / MNO
YES / Mo
Yes / NO
YES / Mo
YES / Mo

Escala de
Yesavage
para
depresion en
Geriatria

The scale is scored as follows: T point for each response in capital letters. A score of 0 to 5 i normal

a score above 5 suggests depression,



APLICACION DE LA CGA Y EL CUESTIONARIO DE BARBER EN VALORACION SOCILL
ANCIANOS MAYORES DE 70 ANOS CON DIAGNOSTICO DE
CANCER

Puntes STTUACTON FAMILIAR
NOMBRE: N° HISTORIA:
Sexo: mujer 1; varén 2. Fecha de nacimiento: Fecha del Dx: ° Wivs con hjos
ECOG: s Gesaen &% Shter 4ded
Tipo de tumor: SCREENIIG DE FRAGILIDAD (Barber) Ve Con 10 pEreje So Umier 00
Marn Endormnetrio: 9
Pulmbn: 2 Linfoma: 10 1:Yive sdlo.
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VALORACION GERIATRICA INTEGRAL

Bajo riesgo “fit”

-Independiente
ADL-IADL

-No co-morbilidad

-No sind. geriatricos

Trat. habitual

Riesgo medio

-Independiente in ADLs

--Dependiente en <3
IADLs

< 2 co-morbilidades

-No sind. geriatricos

Trat. “adaptado”

Alto riesgo “unfit”

-Dependiente in > 1
ADLso/y

> 2 co-morbilidades

> 1 Sind. geriatrico

Soporte
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Sattar S, Alibhai SMH, Wildiers H, Puts MTE. How to implement a Geriatric -

Assessment in your clinical practice. The Oncologist; 19:1056-1068, 2014.

L=

How to Implement a Geriatric Assessment in Your Clinical Practice

SCHRODER SATTAR,” SHABBIR M. H. ALIBHAI,h Hans WILDIERS,” MARTINE T.E. PuTs®
*Lawrence S. Bloomberg Faculty of Nursing, University of Toronto, Toronto, Ontario, Canada; "Department of Medicine and Institute of
Health Policy, Management, and Evaluation, University Health Network and University of Toronto, Toronto, Ontario, Canada; “Department

of Medical Oncology, University Hospitals Leuven, Leuven, Belgium
Disclosures of potential confiicts of interest may be found at the end of this article.

Kewv Words. Combrehensive geriatric assessment * Frail elderhy * Cancer treatment * Oncoloev oractice * Qualitv of life
Joumal of Geriatric Oncalogy 8 { 2017) 391-396

Contents lists available at ScienceDirect

Journal of Geriatric Oncology

Patient engagement in research with older adults with cancer @:;wmm

Martine T.E. Puts **, Schroder Sattar ? Vida Ghodraty-Jabloo?, Tina Hsu °, Marg Fitch ?, Ewa Szumacher ©,
Ana Patricia Ayala®, Shabbir M.H. Alibhai ©

4 Lowrence 5. Bloomberg Foculty of Nursing, University of Toronto, Toronts, Ontari, Cenado

" Department of Medical Oncolopy and Hematolopy, Ottowa Hospital Cancer Centre, Ottaws, Oniade, Crnada

© Oeete Cancer Centre, Sunnybrook Health Sciences Centre, Toronto, Onfaro, Cenada

A Cerstein Information Scence Centre, Univerdiy of Toronte Libranes, Unhversity of Tomnate, Toranto, Oniade, Canoda

© Departrment of Medicing, Insttube of Health Policy, Management, and Evalustion, University Health Nepwork and Unhversity of Toronto, Toronto, Ontaro, Conada




Articulos MUY interesantes:

Webs recomendables:
WWW.SI0Q.0rg

Ethun_et _al-2017-CA__ A Cancer_Journal_for_Clinicians.pdf
https://www.nccn.org/professionals/physician qgls/pdf/senior.pdf

Klepin HD et al. Treating older adults with cancer: geriatric perspectives. ASCO educational book,
2015:e54452.

Puts MTE et al. An unpdate on a systematic review of the use of geriatric assessment for older adults
in oncology. Ann Oncol 25:307-15, 2014

Handford C et al. The prevalence and outcomes of frailty in older cancer patients. Ann Oncol 26:1091-
1100, 2015

Molina-Garrido MJ et al. Delphi consensus of an expert committee in oncogeriatrics regarding
comprehernsive geriatric assessment in senior with cancer in Spain. J Geriatr Oncol (2017) doi:
10.1016/}.jgo.2017.11.012.

Hamaker ME et al. Time to stop saying geriatric assessment is too time consuming. J Clin Oncol
35:2871-4, 2017

Martinez-Tapia C et al. Optimizing the G8 screening tool for older patients with cancer:diagnostic
performance and validation of a six-item version. The Oncologist 21;188-195, 2016

Magnusson A et al. Geriatric assessment with management in cancer care: current evidence and
potentital mechanisms for future research. J Geriatr Oncol 7:242-8, 2016

Sattar S, Alibhai SMH, Wildiers H, Puts MTE. How to implement a Geriatric Assessment in your
clinical practice. The Oncologist; 19:1056-1068, 2014.

WWW.EPrognosis.org

WWW.mycarg.org

WWW.PpOogoe.org



https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf
http://www.siog.org/
http://www.eprognosis.org/
http://www.mycarg.org/
http://www.pogoe.org/

CONCLUSIONES

Cancer: enfermedad geriatrica
Envejecer: proceso muy variable (jindividualizar!)
La EDAD, pobre reflejo del envejecimiento

Envejecer: proceso complejo en el que se reduce la capacidad de

adaptarse a la agresion

Valoracion Geriatrica Integral (VGI): utilidad prondstica (incluso

del screening,- {3 minutos!)
Screening en pacientes 2 70 ainos

Acuerdo SEOM sobre VGI: 25 minutos — enfermeria
AREA DE INVESTIGACION



“Las personas mayores aman las cifras. Cuando les hablais de un nuevo
amigo, no os interrogan jamas sobre lo ESENCIAL. Jamas os dicen:

¢, Como es el timbre de su voz? ¢ Cuales son los juegos que prefiere?
¢,Colecciona mariposas?. En cambio, os preguntan: ¢Qué edad tiene?

¢, Cuantos hermanos tiene? ¢ Cuanto pesa? ¢ Cuanto gana su padre?. Sélo

entonces creen conocerle”.
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