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ABSTRACT

Background. American Society of Clinical Oncology guidelines
recommend that patients ≥65 years of age starting chemo-
therapy undergo a geriatric assessment (GA) to inform and
guide management; however, little is known about resources
available in community oncology practices to implement these
guidelines and to facilitate geriatric oncology research.
Materials and Methods. Oncology practices within the
National Cancer Institute Community Oncology Research Pro-
gram (NCORP) were electronically surveyed in 2017 regard-
ing the availability of specialty providers, supportive services,
and practice characteristics, as part of a larger survey of can-
cer care delivery research capacity.
Results. Of the 943 NCORP practices, 504 (54%) responded to
the survey, representing 210 practice groups. The median new
cancer cases per year ≥65 years of age was 457 (interquartile
range 227–939). Of respondents, only 2.0% of practices had a

fellowship-trained geriatric oncologist on staff. Geriatricians
were available for consultation or comanagement at 37% of
sites, and of those, only 13% had availability within the oncol-
ogy clinic (5% of overall). Practice size of ≥1,000 new adult can-
cer cases (ages ≥18) per year was associated with higher odds
(1.81, confidence interval 1.02–3.23) of geriatrician availability.
Other multidisciplinary care professionals that could support
GA were variably available onsite: social worker (84%), nurse
navigator (81%), pharmacist (77%), dietician (71%), rehabilita-
tivemedicine (57%), psychologist (42%), and psychiatrist (37%).
Conclusion. Only a third of community oncology practices
have access to a geriatrician within their group and only 5% of
community sites have access within the oncology clinic. Use of
primarily self-administered GA tools that direct referrals to
available services may be an effective implementation strategy
for guideline-based care. The Oncologist 2020;25:1032–1038

Implications for Practice: Only a minority of community oncology practices in the U.S. have access to geriatric specialty
care. Developing models of care that use patient-reported measures and/or other geriatric screening tools to assess and
guide interventions in older adults, rather than geriatric consultations, are likely the most practical methods to improve the
care of this vulnerable population.

INTRODUCTION

Cancer is principally a disease of aging. Given changing
demographics in the U.S., nearly 70% of all new cancer

diagnoses will be among older adults over the age of 65 by
2030 [1]. The oncologic care of the older adult with cancer
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is often complicated by the heterogeneous aging process.
Many older adults diagnosed with cancer have other
comorbid conditions and functional impairments that often
complicate treatment decision-making [2, 3]. Furthermore,
variable social support poses further challenges to the deliv-
ery of recommended treatments [4, 5]. Age and perfor-
mance status alone are not adequate to fully characterize
the health status of older patients with cancer to inform
treatment decision-making [6, 7]. A geriatric assessment
(GA) that systematically and comprehensively evaluates the
various domains of health and social support provides
oncology providers with critical information to inform the
development and tailoring of cancer treatment plans in
older adults with cancer [8, 9].

American Society of Clinical Oncology (ASCO) and
National Comprehensive Cancer Network (NCCN) guidelines
recommend that patients ≥65 years of age starting chemo-
therapy undergo a GA to inform and guide management [10,
11]. GA can help refine estimates of the risk/benefit ratio of
treatment decisions and identify vulnerabilities that may be
amenable to supportive care interventions [12–16]. Many
older adults that undergo a GA are found to have impair-
ments that may be amendable to interventions, such as those
provided by physical/occupational therapists, social workers,
dieticians, and/or pharmacists [6, 13, 17]. Finally, GA has
recently been shown to improve patient-centered communi-
cation in the care of older adults with cancer [18]. However,
little is known about the resources available in community
oncology practices to perform GAs and implement these
guidelines. Furthermore, the accessibility of geriatric specialty
care to aid in the management of older adults in community
oncology clinics is unknown, and thus, the best model of care
to facilitate these guidelines is uncertain. Additionally, under-
standing the available resources and capacity to conduct can-
cer and aging research within the National Cancer Institute
(NCI) network of community oncology practices is critical to
developing future implementation and care delivery studies
in this population.

To fill these knowledge gaps and better understand the
capacity to implement these guidelines within community
oncology practices, our goal was to assess the availability of
geriatric specialty care and other multidisciplinary profes-
sionals that support the management of older adults with
cancer in community oncology settings.

MATERIALS AND METHODS

Overview
Data for the current study were drawn from the 2017 NCI
Community Oncology Research Program (NCORP) Cancer Care
Delivery Research (CCDR) Landscape Assessment. The NCORP
is an NCI-funded oncology research network of approximately
1,000 community oncology practices within the U.S. that con-
duct multisite trials in cancer prevention, screening, supportive
care and symptom management, and cancer care delivery
(ncorp.cancer.gov). The practices are clustered within 46 NCORP
Community Sites, which are consortia of researchers, public
hospitals, physician practices, academic medical centers, and
other groups that provide health care services in communities

across the U.S. NCORP sites are chosen through a competitive
grant process with the goal of expanding access to clinical
cancer research to a larger and more geographically and
sociodemographically diverse patient population across the
U.S. The Landscape Survey asked administrators and research
staff employed at NCORP clinics about issues relevant to
health care delivery and capacity to perform CCDR research.
Community oncology practices were electronically surveyed
in 2017 regarding practice characteristics and the availability
of various providers and supportive services.

Survey Development and Distribution
A description of the development of the CCDR Landscape
Assessment has been previously published [19, 20]. In brief,

Table 1. NCORP oncology practice group characteristics
(n = 210)

Characteristics n (%)

Number of oncology providers, median (IQR) 5 (3–11)

Number of new cancer cases per year
≥65 years of age, median (IQR)

457 (227–939)

Practice group region

Midwestern 111 (53)

Western 44 (21)

Northeastern 13 (6)

Southern 42 (20)

Practice ownership type

Independently owned 75 (36)

Owned by large regional/multistate health
system

113 (54)

Other (HMO/payer, publicly or university
owned)

20 (10)

Missing 2 (1)

Proportion of Medicaid-only or dual
Medicare–Medicaid cases

≤10% 141 (67)

>10% 57 (27)

Missing 12 (6)

Safety-net hospital 48 (23)

Designated as critical accessa 44 (21)

Minority or underserved site under NCORPb 36 (17)

Participate in Oncology Care Modelc 60 (29)

Use of outpatient electronic medical records 198 (95)

Use of patient portals 189 (91)

Use of patient-reported outcomes to inform
clinical care

67 (33)

Use of telemedicine services for delivery of
care

64 (31)

aLocated in a rural or underserved area.
bNCORP designation indicating that the site has a patient popula-
tion comprising at least 30% racial/ethnic minorities or rural
residents.
cOncology Care Model is a Medicare–Medicaid innovation initiative
to provide higher-quality and more coordinated oncology care at
the same or lower cost.
Abbreviations: HMO, health maintenance organization; IQR, inter-
quartile range; NCORP, National Cancer Institute Community Oncol-
ogy Research Program.
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the survey was developed as an iterative process of ques-
tion solicitation and review by the NCORP Research Bases
and community oncology practices, with the goal of collect-
ing data to inform future NCORP CCDR studies. Designated
CCDR leads (research nurses or senior clinical research asso-
ciates employed by the NCORP sites) were identified by the
principal investigators at each of the 46 NCORP sites. These
leads recruited practices and identified practice groups
(multiple clinics that shared providers, patients, and infra-
structure and generally had a common electronic health
record). Staff at the practices were trained to collect the
web-based survey data via a series of webinars and

frequently consulted a number of resources, including the
local cancer registry and nurse managers, to obtain the
information. Only one practice-level response was submit-
ted per practice group. The large majority (71.4%) of prac-
tices did represent a single physical location/practice.

Measures
For our specific research purposes, we were interested in
the availability of geriatric specialized care and ancillary
resources relevant to the management of older adults in
community oncology clinics. The survey specifically asked
for (a) the number of dually trained geriatric oncology

Table 2. Availability of geriatric and ancillary care services in NCORP oncology practice groups (n = 210)

n Denominator %

Geriatric Service care

Availability of geriatric oncology (fellowship-
trained) providers at site

3 202 2

Availability of geriatricians for consultation or
comanagement at site

77 207 37

If geriatricians available, available in oncology
clinic

10 78 13

If geriatricians available, available for inpatient
consultation

42 78 54

If geriatricians available, available for
outpatient consultation external to the
oncology practice

70 78 90

Other multidisciplinary care professionals

Availability of social workers at site 174 207 84

Availability of nurse navigators at site 167 207 81

Availability of pharmacists at site 159 207 77

Availability of dieticians at site 147 206 71

Availability of supportive caregiver services
providers at site

130 204 64

Availability of rehabilitative medicine at site 117 207 57

Availability of psychologists at site 80 207 42

Availability of psychiatrists at site 77 207 37

Availability of integrative health specialists at
site

52 207 25

Availability of neuropsychologists at site 40 207 19

Abbreviation: NCORP, National Cancer Institute Community Oncology Research Program.

Figure 1. Availability of geriatric-trained providers in community oncology practices in the U.S.
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providers at the practice, (b) whether geriatricians are avail-
able for consultation or comanagement, and (c) if yes,
whether geriatricians were available in the clinic, hospital,
or external outpatient consultation setting. In addition, we
were interested in the availability of other multidisciplinary
care professionals often integral to the care of older adults
with cancer, including social workers, nurse navigators,
pharmacists, dieticians, supportive caregiver services, reha-
bilitative medicine, psychologists, psychiatrists, integrative
health specialists, and neuropsychologists. Lastly, we
assessed the use of electronic health record systems,
patient portals, and the use of patient-reported outcomes
to inform clinical care as these are resources that can be
used to facilitate care management and communication.
We also collected information about practices characteris-
tics, including practice size (number of new cancer cases
per year and number of oncology practitioners), self-
designation as a “safety net hospital,” designation by the by
the Centers for Medicare and Medicaid Services (CMS) as a
critical access hospital (located in a rural or underserved
area), characteristics of new patients with cancer (propor-
tion of patients covered by Medicaid), practice ownership,
and participation in the CMS Innovation Center Oncology
Care Model of payment and delivery (initiative to provide
higher-quality and more coordinated oncology care at the
same or lower cost).

Statistical Analyses
Descriptive statistics were used to report prevalence of
resources available at each practice. Logistic regression
models were used to evaluate associations between prac-
tice factors and access to geriatricians for consultation or
comanagement at site, along with potential confounding
variables including number of new adult cancer cases (ages
≥18) per year (<1,000 vs. ≥1,000 [median number of cases]),

number of practitioners, practice group region, practice
ownership type, proportion of Medicaid ≤10% (approximate
mean), and participation in oncology care model. Minimal
missing data were present in the respondents (<10% for all
observations) and managed as missing at random without
any imputation. Dichotomization of new adult cancer cases
per year and proportion of Medicaid cases were selected at
approximate median levels seen in the Landscape survey.
All tests of significance were two sided, and analyses were
conducted using SAS version 9.4 (SAS Institute, Cary, NC).

RESULTS

Practice Group Characteristics
Of the 943 NCORP discrete practice locations at the time of
survey, 504 (54%) responded to the survey alone or as part of
a practice groups, representing 227 distinct practice groups;
17 were excluded because they serve pediatric patients exclu-
sively. Of these 210 practice groups, 58% included a free-
standing clinic or private/group practice, 81.4% included a
hospital-based outpatient clinic, and 82% included inpatient ser-
vices (practice groupings of the nonrespondents is unknown).
The median number of new cancer cases per year for patients
≥65 years of age per site was 457 (interquartile range [IQR]
227–939; Table 1). The median number of medical oncology
providers was 5 (IQR 3–11). About half of practices were
located in the Midwest (53%), and 23% and 21% were self-
designated as safety net hospital (provides significant level of
care to low-income or uninsured populations) and critical
access (provides care in a rural or underserved area), respec-
tively. Most sites used electronic health record systems (95%)
and patient portals (91%), and one third (33%) reported using
patient-reported outcomes to inform clinical care or telemedi-
cine services (31%) for delivery of care.

Table 3. Logistic models to examine practice factors associated with access to geriatricians for consultation or
comanagement among NCORP adult practice groups (n = 210)

Variable Odds ratio Confidence intervals p value

Number of new adult cancer cases (ages ≥18)
per year ≥1,000 (REF <1,000)

1.81 1.02–3.22 .04

Number of practitioners (medical oncologist,
radiation oncologist, and surgical oncologist)

1.0 0.99–1.02 .36

Practice group region .55

Midwestern REF REF

Western 0.97 0.47–1.99

Northeastern 0.66 0.19–2.27

Southern 0.59 0.27–1.28

Practice ownership type .42

Independently owned REF REF

Owned by large regional/multistate health
system

1.41 0.76–2.62

Other 1.78 0.65–4.88

Proportion of Medicaid cases ≤10% (REF >10%) 1.23 0.65–2.34 .52

Participate in Oncology Care Model 0.74 0.40–1.37 .33

Bold indicates statistical significance.
Abbreviation: NCORP, National Cancer Institute Community Oncology Research Program; REF, reference.
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Geriatric and Ancillary Care Resources
Of respondents, only 2.0% of practices had a dual
fellowship–trained geriatric oncologist on staff (Table 2). Ger-
iatricians were available for consultation or comanagement
for 37% of sites. However, few practice sites (13%) had geria-
tricians that could see patients within the oncology clinic
(Fig. 1). Among those with access to geriatricians, 54% had
access to inpatient consultation and 90% to outpatient con-
sultation external to the practice.

Other multidisciplinary care professionals that could
support oncology providers in caring for older adults with
cancer were variably available onsite: social worker (84%),
nurse navigator (81%), pharmacist (77%), dietician (71%),
supportive caregiver services (64%), rehabilitative medicine
(57%), psychologist (42%), psychiatrist (37%), integrative
health specialist (25%), and neuropsychologist (19%). No
significant differences in the proportion of available social
worker, nurse navigator, pharmacist, rehabilitative medi-
cine, psychiatrist, or integrative health specialist existed
between sites with and without geriatric specialty access,
but we found lower proportions of availability for dieticians,
supportive caregiver services, psychologist, and neuropsy-
chologist (supplemental online Table 1).

When using logistic models to examine practice factors
(including number of practitioners, practice group region,
practice ownership type, proportion of dual Medicare–Med-
icaid, and participation in oncology care model) associated
with access to geriatricians for consultation or com-
anagement, only practice size, defined as at least 1,000 new
adult cancer cases (ages ≥18) per year, was associated with
a greater odds (1.81, confidence interval 1.02–3.22) of hav-
ing access to a geriatrician (Table 3).

DISCUSSION

Using the NCORP Landscape Assessment, we were able to
characterize the availability of geriatric specialty care at
community oncology clinics across the U.S. Availability of
geriatric-trained providers is limited in community oncology
practices. Only one third of responding practices have
access to a geriatrician for consultation, with only about 5%
of community sites having access within the oncology clinic.
Practice size, as identified by the number of new adult can-
cer cases (ages ≥18) per year, was the only factor associated
with increased access to geriatric specialty care. Access is
particularly limited in the outpatient setting and most often
only available external to the oncology practice. This repre-
sents a critical gap in the ability of community cancer prac-
tices to care for older adults with cancer.

The care model for delivery of specialized care to the
older adult with cancer varies worldwide [21]. In select high-
resource areas with ready availability of geriatric specialty
care, a geriatrician is often a member of the multidisciplinary
team and performs a GA within the oncology clinic [22–26].
This offers the distinct advantage of incorporating a provider
trained specifically in the management of medically complex
older adults within the clinic to potentially aid in treatment
decision-making. Furthermore, the geriatrician then has the
ability to directly perform and/or provide referrals for GA-
based interventions that could improve outcomes in

vulnerable older adults [22]. In contrast, in other clinical set-
tings without such access to a geriatric specialist, a GA can
only be performed by the oncology team [27]. In the settings
without access to a geriatrician, a patient-reported or nurse-
led GA can be performed, but it is up to the oncology team
to incorporate the findings of the GA results into treatment
decision-making, identify appropriate GA-based interven-
tions, and then provide appropriate referrals [28, 29]. The
results of our study suggest that this is the clinical scenario
for most community practice settings (particularly smaller
clinical practices) and ultimately should be the model of the
focus of ongoing research given its broad applicability to clin-
ical sites in the U.S. Developing GA tools for use by the
oncology care team and providing education on how to use
these results to personalize treatment and guide interven-
tions are warranted.

Given the lack of geriatric specialty care in most com-
munity oncology clinics in the U.S., there should be an
increased focus on developing and testing GA tools that are
feasible for use by the oncology team. Furthermore, GA-
based interventions that can be implemented by the oncol-
ogy team or primary care providers within community set-
tings should also be developed that leverage available
ancillary services, including social workers, nurse navigators,
pharmacists, and dietitians, that are readily available in
community settings. Care pathways that rely on referrals to
geriatricians to perform GA and/or GA-guided interventions
will not be optimal for the majority of community cancer
clinics in the U.S. given lack of access to subspecialty geriat-
rics care [23, 30]. To effectively implement ASCO and NCCN
guidelines, research and education should focus on testing
primarily self-administered GA tools or toolkits to be used
by the clinical team that can effectively direct referrals to
needed available ancillary services [13].

Importantly, although access to geriatricians is limited in
community practices, many important multidisciplinary pro-
fessionals that are needed to provide comprehensive care
to older patients with cancer are widely available. In partic-
ular, social workers, nurse navigators, pharmacists, and
nutritionists are readily accessible. These results also have
research implications for the design and testing of both
implementation and new care delivery models. Understand-
ing the availability of and any potential barriers to ancillary
services is critically important in study design, as poor
adherence to interventions is a common problem facing
many studies in the older adult population [17, 31, 32].
Notably, most sites do not have access to psychological sup-
port and only a little over half have rehabilitative medicine
at their site. Given that anxiety/depression and functional
impairments are common in this population, the low avail-
ability of these services are areas of concern [33–35]. Con-
versely, there is widespread use of electronic medical
systems, patient portals, social work, and nurse navigators
at NCORP community practice sites. In particular, nurse nav-
igators could be used to perform GAs and help ensure that
intervention recommendations are performed, as nurse-led
and navigation interventions have shown particular promise
in similar cancer settings [36, 37]. Moreover, the use of
patient-reported outcomes and telemedicine at community
sites is higher than anticipated, and the incorporation of

© AlphaMed Press 2020

Capacity of Geriatrics in Older Adults with Cancer1036



these new technologies in the development of future stud-
ies in community oncology clinics appears potentially
feasible.

Given the availability of electronic health systems
and patient portals in most practices, this provides an
opportunity to administer many patient-reported assess-
ments efficiently [38]. Additionally, patient-reported out-
come measures are becoming increasingly used (33% of
our sample) as part of routine care and used to inform clini-
cal care. Based on the report of several recent seminal pub-
lications demonstrating improved symptom management,
reduced hospitalizations, improved health-related quality of
life, and decreased mortality with the incorporation of
patient-reported measures [39–42], there appears to be
growing uptake in the use of patient-reported measures in
community oncology clinics. These increasingly available
tools could be readily adapted to assist in identifying needs
relevant to the older adult with cancer. Incorporating geriat-
ric screening tools and/or patient-reported GA tools into
these platforms may not only improve the feasibility of
using the GA in clinical practice but also streamline incorpo-
ration of the GA into oncologic decision-making and
improve adherence to GA-based interventions [43]. How-
ever, older adults may have increased barriers to the use of
new technologies and unique issues related to digital liter-
acy, warranting further examination of the digital divide
and tailoring intervention to the older adult population. A
recent secondary analysis by Nipp et al. found that age
moderated the beneficial effects of an electronic symptom
monitoring intervention on the risk of emergency room
visits and survival, thus highlighting important age-related
differences in electronic health interventions [44].

Our study is not without limitations. Although we were
able to survey a large number of community oncology prac-
tices across the U.S. from within the NCORP research net-
work, only 227 practice groups (representing 54% of total
NCORP sites) responded to the questionnaire, which may
have resulted in some sample bias. Unfortunately, we are
unable to examine potential differences in responding and
nonresponding practices for this survey, as equivalent data
are not available for nonresponding practices. Based on our
data collection experience, one of the biggest factors
related to response was interest among practice leadership
in research, specifically in cancer care delivery research.
Practices that had participated in past cancer care delivery
research studies or intended to in the future were more
likely to respond. Furthermore, community practices within
the NCORP research network may not be representative of
all practices in the U.S., as these sites undergo a competi-
tive selection process and at the consortium level generally
have a successful history of accrual to cancer clinical trials.
Our participating sites are quite heterogeneous and thus
represent an addition to samples consisting primarily of
academia centers. Furthermore, we were unable to mea-
sure whether access existed to geriatric services nearby but
outside of a particular practice or health system, such as
proximity to larger tertiary centers. Lastly, although we
measured availability of geriatric specialty services, these
results do not reflect the actual use of such services among
older patients with cancer.

CONCLUSION

Access to geriatrics specialty care in community oncology
practices in the U.S. appears limited, but many ancillary ser-
vices are widely available. Providing additional geriatrics
training to the oncology care team, using patient-reported
measures relevant to older adults, and using GA screening
tools that assist in identifying care needs are likely the most
practical methods to improve the care of the growing num-
ber of older adults with cancer in the U.S.

Next steps for research to foster implementation of
guideline-based GA into community practices should empha-
size testing of strategies to integrate direct data capture of
patient-reported GA into electronic medical record as part of
routine clinical workflow and navigation care delivery strate-
gies to match GA-guided supportive care recommendation to
local resources. Education should include a focus on aging-
related training for nurses and advance practice providers as
well as patients and caregivers. Advocacy to support integra-
tion of geriatric measures into the oncology quality rubric
would provide additional incentive to develop practice-level
solutions to incorporate GA into care pathways.
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