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Geriatric Oncology, which began as a niche specialty in Oncology,
has become a growing branch of Oncology and Geriatrics. The “Silver
Tsunami” [1] of a rapidly expanding older population has increasingly
shifted clinical and research attention to these relatively “new” (in
terms of clinical focus) patients. Older patients with cancer not only
receive care from oncology clinics and wards, but also from geriatric departments and practitioners. To assume, however, that geriatricians
possess sufﬁcient expertise to adequately treat patients with cancer
does not accurately reﬂect the reality of geriatric training. While
they are accustomed to managing dementia, Parkinson's disease,
polypharmacy, and multiple morbidities, geriatricians may be not be
fully prepared to administer appropriate care to older patients with cancer. Geriatricians are also aware that, for the growing sector of the older
population who are diagnosed with cancer, coordinating care with clinical oncology specialists is necessary. However their background and/or
training may not have prepared them for the process of determining
who provides ongoing primary care for patients after initial treatment
and how to best address the needs of older patients who present with
long-term side effects after anticancer treatments.
What is the best way to resolve this situation? Part of solution may
come from the use of multidisciplinary and multidimensional approaches to care, new technologies, and improved communication between clinical oncologists and geriatricians. While this may be true in
theory, increasing health care costs, the all too familiar lack of sufﬁcient
time for any additional protocols, and the relative scarcity of geriatricians present real obstacles to achieving this goal. At present, improved
geriatrician/oncologist interactions have been instituted in various
implementations in only a few cancer centers and hospitals in the
world [2]. Meanwhile, older patients with cancer are increasingly everywhere — not just in cancer centers and medical oncology units, but also
in every kind of medical and surgical department and clinic, as well as
in local communities, homes, and residential facilities of all kinds.

Consequently, it is imperative for the welfare of this growing population
that we completely rethink the role of geriatric medicine in oncology.
For Geriatric specialists, the Comprehensive Geriatric Assessment
(CGA) is generally considered to be a good approach for the management of older patients with cancer [2–5]. The CGA is a very thorough
evaluation that can provide many subtle details and recommendations
depending on how it is interpreted and implemented. Because of its
complexity and length, the CGA is generally judged to be too time consuming by medical oncologists. Thus although the CGA can serve as an
excellent template to create the older patient's proﬁle, it is not a fully
satisfactory assessment solution [4,6]. In 2012, the Royal College of Physicians [7] suggested that the geriatric methodology was the only method that could ensure the continued sustainability of health care systems,
in full agreement with the 10 priorities advocated by the International
Society of Geriatric Oncology [8]. The goal is not to increase the number
of geriatricians, but to extend geriatric knowledge to all other medical
specializations and reevaluate health care systems using a geriatric perspective. This proposal includes the development of an ongoing dialog
between specialties, in which the goal is to ask better questions in
order to elicit a comprehensive understanding of the patient's situation
instead of a partial point of view that is constrained by professional tunnel vision. This approach is designed to avoid the rift between the geriatrician and clinical oncologist that older patients with cancer often
encounter — each practitioner living in their own world, with two differing points of view, often without exchange of opinions [9]. Such situations support the need to develop a new way of managing older
patients with cancer that redeﬁnes the relationship between clinical oncologists and the geriatricians rather than creating a new specialty — geriatric oncology. Instead, geriatricians should receive some elementary
training in clinical oncology and clinical oncologists should receive elementary training in geriatrics in order to promote reciprocal sharing of
information by breaking down differences in methodology and terminology [10].
Another reason to explore alternatives that do not require a large inﬂux of geriatric oncologists is their scarcity. Since 2001, a formal dual
training Program in Geriatrics-Oncology has been developed through
a joint action of ASCO with the John A. Hartford Foundation in the
United States, but this is the only program of its kind in the world
(with the exception of France where the successive cancer plans strongly supported the development of master degrees in geriatric oncology).
Hence there is a need for some kind of shortcut that would teach the
principles of geriatric oncology without the necessity of becoming a specialist. One possibility is to develop short duration (a few days, i.e., the
typical time spent at medical conferences) full immersion courses.
This kind of class would focus exclusively on topics that would promote
interdisciplinary collaboration between geriatrics and oncology.
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Although it would not be possible to address every aspect of an optimal
geriatrician/oncologist relationship in such a short period of time, the
foundation for a more integrative practice could certainly be established
through exposure to the essentials of each specialty and simulations of
clinical situations that require an interdisciplinary approach.
Based on these concepts, we reconceptualized the pedagogy of geriatric oncology to accommodate the restrictions of a short course
intended for specialists in geriatrics and clinical oncology (medical oncologists, as well as surgical oncologists and radiotherapists).
The end result is the Treviso Advanced SIOG course in Geriatric Oncology, developed with an international faculty of both medical oncologists and geriatricians (14 recognized international experts). In separate
sessions, geriatric faculty provided ﬁrsthand instruction in the basic elements of geriatric medicine for clinical oncologists, and clinical oncology faculty provided parallel instruction for geriatricians. Afterwards,
members of the faculty chaired joint discussion sessions with both
groups of trainees that presented actual clinical cases with the aim of
comparing the two different ways of determining patient care. These
courses gave participants the necessary knowledge and communication
skills to establish or redeﬁne geriatric oncology practice as an integrated
and interdisciplinary process in their native countries. The hope is that
these young geriatricians and clinical oncologists will be advocates
and practitioners of the integrative approach.
These annual courses began in July 2014 through the joint action of
the Geriatric Department of the Catholic University in Rome and SIOG,
along with the sponsorship of ASCO and the support of the ESO. The
third edition of this course was held in 2016 in Treviso which is near
Venice inside, appropriately enough, a Venetian villa. Thirty-one
young specialists in geriatrics and oncology from eighteen different
countries spent four days with leading experts in geriatric oncology in
order to learn more about collaboratively managing the primary types
of tumors that occur in older patients. Each student then chose a mentor
from the faculty who will be available to help them start new programs
in their native country as well as to support them in future endeavors.
Please ﬁnd below a few comments from Course participants that
may help convey the spirit of this initiative:
“The goal of this fellowship and the reason why I would like to apply to
this Geriatric Oncology Advanced Course in Treviso is to gain more
knowledge in the ﬁeld of the geriatric oncology to be able to build on
oncogeriatric consultation within our clinic to improve the care of our
older patient.” Verene

We believe that this kind of feedback from course participants will
help guide new teaching approaches in geriatric oncology in the near
future.
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“As a geriatrician I am interested in participating in the course because I
would like to broaden my knowledge in oncology.” Kathleen
“Help improve health policy in my medical area, my hospital and
my country so also will generate research and knowledge to optimize
resources in this age group for better assessment and treatment.”
Jonathan
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