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Australian Health System: Perspective 

• There are 476 medical oncology positions 

comprising 234 FTE MO’s in Australia1. 

• Medical Oncologists ~1.1-1.4 per 100,000 

population 

• There are around 450 geriatricians in Australia 

(2012)2 

 

• Australian population – 22.7 million 

1Blinman P, MJA 2012: 196: 58-61,  
2AIHW. (2011). Medical labour force 2009.  



Australian Health System: 

Universal Healthcare (in theory) 

• Federal Government subsidises 

– General practitioner visits 

– Aged care including community services 

– Specialist consultations 

– Pharmaceutical benefits scheme 

• State governments fund 

– “Public” hospitals – no payment required for 
services 

– Some community services eg cancer care 
coordinators in this model. 

 



Australian Health System: 

How does this translate for the average cancer patient? 

 

1. Outpatient services (including chemotherapy and 
radiation) at state-funded public hospitals are “free” 
from additional charges. 

2. Visits to an office-based oncologist are partially 
subsidised by the federal government (Medicare). 

3. Private health insurance pays for inpatient care and 
day oncology services only (ie not office outpatient 
visits, not drugs, not radiotherapy). 

4. Oncology drugs are subsidised by the 
Pharmaceutical benefits scheme (PBS)  
– rationing based on cost-effectiveness  

 









National CGA Audit 

Rationale 

Geriatric assessment is recommended for all 
patients over the age of 70 years presenting 
for treatment to an oncology clinic, but….. 

we don’t know what assessment is being 
performed already. 

Aim:  

To study what geriatric assessment domains are 
performed in medical oncology practice in 
Australia in 2010. 

 



National CGA Audit 
Methods 

Eligibility - All patients over the age of 70 
presenting for assessment to a medical 
oncology clinic or as cases discussed at a 
multidisciplinary meeting (MDM). 

 An audit in 2 parts. 

1. Retrospective audit of patient notes looking 
only at the first consultation with a medical 
oncologist. 

2. Prospective audit of patients as they are 
discussed at an MDM. 

 



National CGA Audit 

Methods 

Files reviewed looking at first consult only with the medical 
oncologist 

MDMs – prospective audit of domains as they are mentioned 

Domains 

• ADL’s  

• IADL’s 

• Geriatric syndromes eg  cognitive assessment, vision/hearing, 
falls, spontaneous fractures, depression/anxiety 

• Other – Performance status, Comorbidities, Social issues, 
polypharmacy, calculated creatinine clearance, nutritional 
assessment. 



National CGA Audit 

Methods 

Retrospective audit  

Files reviewed looking at first consult only with the medical 
oncologist 

Participating Hospitals 

Border Medical Oncology, Albury Wodonga. 

Peter MacCallum Cancer Centre, Melbourne 

The Canberra Hospital, Canberra, ACT 

Sydney Haematology Oncology Clinic, Hornsby, NSW 

Macarthur Cancer Therapy Centre, Campbelltown, NSW 

Prince of Wales Hospital, Sydney 

St Vincents Hospital, Melbourne 

 

 



National CGA Audit 

Results 

304 patients 

251 file reviews 

108 MultiDisciplinary Team meetings (MDMs) 
 

– data from both files and MDMS in 55 patients from PMCC 
– MDMS at PMCC were genitourinary (n = 47) and gynae (n = 8) 

 

Median age = 76 years (range 70-95 years) 

Treatment proposed in  
– 72% of file reviews 
– 80% of MDMs 

5 patients had treatment withheld on the basis of age alone 

 



Multidisciplinary meeting - 2015   



File Review 



MDM’s 
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National CGA Audit 







Cancer and Older People 



RAH Geriatric oncology services 

• Establish in 2008 with a pilot project at the largest tertiary 
hospital and cancer centre in South Australia 

• Aim: To optimise the physical health, emotional wellbeing and 
social supports of older cancer patients and their carers by means 
of supportive interventions 

• How: 
• Screening for all older cancer patients  

• Case review in a Multi-disciplinary meeting to develop an 
individualised plan of care which may include 
• recommendations for treating oncologist  

• tailored interventions 

• Referral to specialised medical & allied teams 

• Nurse led assessment and case management 

 



“The Adelaide Tool”- Self completed survey 

tool 
• perception of overall health 

• presence of co-morbidities 

• concerns regarding memory 

• self-reported deficiencies in  

• hearing and vision and their impact 

• falls history 

• social support 

• depressive symptoms 

• distress and pain scores 

• functional status and 

• experiences of exhaustion 

 











“The Adelaide Tool”- Frailty Score 

• Criteria based on 
• ADL dependence 

• IADL dependence 

• KPS < 70% 

• Exhaustion 

• Weight loss >5% 
 

• Classification 
• Fit   - No criteria met 

• Vulnerable  - 1-3 criteria 

• Frail   - 4-5 criteria 
 



 
Case Management- Geriatric Oncology 
Nursing Staff (RN & EN) 
 • Referrals to address issues before Rx  

• Sitting in clinics during consultations with 
oncologists 

• Post-clinic reviews 

• At chemo chair 

• Via phone 

• Diversions 

• Co-ordinate share care arrangements with 
GP, Palliative Care, community services 



Cancer and Older People 



Cancer and Older People 







Geriatric Oncology In Queensland 

Prof Alexandra (Sandie) McCarthy  

• Prof of cancer Nursing at PAH 

• Studying if CGA and cancer nurse-led intervention 
influences outcomes. 

Collaborating with Ruth Hubbard 

• From Prof Len Gray’s group at UQ 

– InterRAI collaborative network 

• Working to develop a frailty index based on the 
CGA in older adults with cancer.  

 

 

 

 



Geriatric Oncology In Queensland 
Collaborating with Ruth Hubbard 

• Working to develop a frailty index based on the 
CGA in older adults with cancer.  

 

 

 

 

• n = 175 
• Frailty Index based on 42 data 

points from CGA. 
• Higher FI significantly related to 

vulnerability (VES-13; p<0.001)  
• Predictive of termination/no plan 

vs completion of treatment plan. 
• Fit vs frail patients (FI≤0.25) shows 

a trend to better survival 
(p=0.053) in the fittest group. 



Geriatric Oncology In Queensland 

• 2nd weekly multidisciplinary clinic for patients over 80 

• Nurse perfoms screening test day prior. 

• Patient sees nurse, oncology registrar and pharmacist  +/- dietician 

• MDT discussion -  team includes- Clinical Nurse Consultant, 
Geriatrician, 2 oncologists, Pharmacist and Oncology registrar. 

• Oncologist then discusses MDT results treatments /outcome/plan 
discussed with patients 

• Patient is then followed up at their usual clinic. 

Gold Coast 
Hospital 

“Over 80’s clinic” 
Dr Jasotha Sanmugarajah 





 

 





Geriatric oncology – existing service 

framework 

• Border Medical Oncology in Albury-Wodonga. 

– Regional centre with no access to state-funded 
oncology outpatient services. 

– Most patients access care in oncology private 
rooms and pay copayments at the oncologists’ 
discretion. 

 

Wide range of community aged care services exist – 
mostly funded by federal government. 

Limited need for inpatient geriatric services for 
oncology patients. 

 

 



Utilising existing community-based 

supportive care and aged care resources 

for older patients with cancer.  

Updated results of the Care Coordination in 

the Older Adult with Cancer (CCOAC) 

project. 
C.B. Steer1, PL Chia1 J. O'Connor2, C. Underhill1, J. 

Donnelly1, R. Myers2, R. Eek1, K. Clarke1, C. Packer2 

 
1Border Medical Oncology,  2Hume Regional Integrated Cancer Service, 

Wodonga, Australia  

SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Conquering the Silo Mentality 

Supportive Care 

"Monte Silo / Gigaplex Architects" 29 Oct 2008. ArchDaily. Accessed 19 Apr 

2014. <http://www.archdaily.com/?p=8075> 

Organised a meeting between aged care 

and oncology services 
• Established lines of communication. 



Albury Wodonga CCOAC project 

• Multidimensional CCOAC screening tool  

– based on tool developed by team at the Royal Adelaide 
Hospital. 

• Steering committee formed comprising oncology 
and aged care providers, community health 
organisations and consumers. 

• Development of a model tailored to local conditions 
and available resources. 

• Employment of a geriatric oncology cancer care 
coordinator to perform screening and referrals  

 
SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Methods #1: Screening vs Assessment 

 

 

Screening is a brief process for identifying the 

risk of requiring supportive care services. 

 

Assessment is a more in-depth process that 

confirms the presence of supportive care 

needs. 

 

 
SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Methods #2a – The CCOAC Tool 

• Domains include: 

• IADL’s* 

• medications  

• social supports 

• cognition  

• psychological state,  

• vision and hearing,  

• falls  

• weight loss 

• comorbidities 

• the distress thermometer  

• a pain scale  

• performance status 

•  caregiver concerns 
 

*Action research project - We removed 
basic ADL’s after the initial stage as most 
patients were ambulatory  

 
SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 

The CCOAC tool is a composite of validated screening 

tools. It is self-administered and printed on yellow paper. 



The Yellow Form 
(Excerpt) 

9 pages 

Composite of screening tools 

32 questions 



Methods #2b – The CCOAC Tool 

• The CCOAC tool was sent to all new patients over the 

age of 70 prior to their first appointment with an 

oncologist. 

 

• The patient sent the tool in or brought it to the initial 

consultation with the oncologist. 

 

• The care coordinator then phoned every patient to 

clarify supportive care needs and risks. The carer was 

also interviewed. 

 
SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



 

 



Methods #3 – Model 
• Referrals made to community-based services for further 

assessment and intervention.  

• Referral services included 

• community aged care 

• community allied health 

• cancer care coordinators   

• palliative care 

• carer support agencies 

 

• Where possible streamlined “eReferrals” were made using 
existing referral infrastructure.  

• Some simple interventions were provided on the phone by the 
care coordinator e.g. practical information and reassurance.  

SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Interventions – streamlined referrals to 

EXISTING services 

 

SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Cost analysis 

• Formal cost analysis was performed including all 

aspects of the process… 

• preparation, delivery, collection, analysis and interpretation 

of the supportive care screening tool by cancer care 

coordinator (assuming time taken = 20mins per patient) 

 

• At $42.40 per patient, the process is relatively cheap. 

SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



Conclusions #2 

• We found issues with health literacy  

• 49% patients unable to write down their diagnosis – a 

potential area for further study. 

 

• Aspects of this pilot programme have been adopted 

into standard of care  

– all patients at our centre undergo supportive care screening 

and referrals are now made to existing services including 

aged care. 

• “Older Adult” Cancer Care Coordinator is a key to 

success of the process. 

 
SIOG 2012: J Geriatric Oncology Volume 3, S1 , Page S98, October 2012 



J Geriatric Oncology Vol 2 (4), 2011, 270-273 



10 Priorities Initiative 

 

• Education 

 

• Clinical Practice 

 

• Research 

J Geriatric Oncology Vol 2 (4), 2011, 270-273 



“Geriatric oncology:  

a multidisciplinary approach in a global environment”  

SAVE THE DATE & JOIN US IN MILAN | www.siog.org 



MASCC Geriatric Study Group 




