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In 2023, ASCO updated its guideline on assessment and management of vulnerabilities in older
patients undergoing chemotherapy. The update revisited recommendations from the previous
guideline (2018),1 in light of significant advances in the field since then and introduced an
innovative geriatric assessment (GA) tool. The Practical Geriatric Assessment (PGA) was de-
veloped to address common barriers to routine implementation of GA in everyday practice.2-4

This companion Questions and Answers article addresses some concerns that clinicians ex-
perience as they implement the updated recommendations.

QUESTION 1: WHAT ARE THE CHANGES TO THE UPDATED GA GUIDELINE?

The updated ASCO guideline on practical assessment and management of vulnerabilities in
older patients incorporates practice changing publications and revises previous recom-
mendations on the basis of these publications. The updated guideline recommends that GA
can be used to identify aging-associated vulnerabilities or impairments that are not routinely
captured in oncology assessments for all patients older than 65 years with cancer. Further
recommendations include (1) all patients with cancer age 65 years and older with GA-
identified impairments (such as physical limitations or cognitive impairment) should have
GA-guided management included in their care plan and (2) a GA should include high priority
aging-related domains known to be associated with important outcomes including mea-
surement of physical and cognitive function, emotional health, comorbidities, polypharmacy,
nutrition, and social support. The updated guideline addresses recent data demonstrating low
uptake of guideline-recommended GA and the reasons behind it, including perceived time
barriers and uncertainty about next steps.2-4 It proposes a PGA designed to overcome these
implementation barriers. Figure 1 presents the summary of the updated guideline recom-
mendations addressed in this article; the complete recommendations appear in the full
guideline update (cite new GA guideline).5

QUESTION 2: HOW WILL PERFORMING A GA BENEFIT A PRACTICING COMMUNITY
ONCOLOGIST, AND MY OLDER PATIENTS?

GA is a systematic and validated approach for identifying strengths and treating vulnera-
bilities of older adults with cancer. GA results can inform treatment decisionmaking and guide
interventions to mitigate vulnerabilities. Performing a GA to guide management improves
communication, decreases severe treatment-related toxicities, lowers hospitalization risks,
increases advanced directive completion, and improves patient/caregiver satisfaction.6-10

Consider a 72-year-old patient with recently diagnosed metastatic colorectal cancer found to
have a history of falls, significant weight loss, diabetes, and requires assistance with taking
daily medications (an instrumental activity of daily living impairment) on pretreatment GA
evaluation. On the basis of this information and the Cancer and Aging Research Group toxicity
calculator,11,12 the patient has a high risk of severe (grade 31) chemotherapy toxicities with
multiagent chemotherapy and is likely to benefit from targeted interventions for the iden-
tified impairments. After discussing these results with the patient and their caregiver(s), the
oncology clinician decides to start initial treatment with capecitabine monotherapy with
bevacizumab (ie, a deintensified treatment approach) and refers the patient for physical
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therapy, occupational therapy, and nutritionist. The patient
and caregiver are provided written instructions for assis-
tance with medication management.

QUESTION 3: HOW LONG DOES A GA TAKE TO PERFORM
AND HOW CAN I INTEGRATE THIS INTO MY PRACTICE?

Many versions of the GA exist, and the time required to
complete them varies. Early GA versions relied heavily on
proctored assessments and objective measurement which
could take anywhere from 30 to 60 minutes or more to
complete. This is not feasible in a busy oncology practice.
Recently developed GA tools have emphasized patient-
reported outcome measures as part of the assessment.
These patient-reported measures allow older patients to
directly report their health status andminimize the required
staff time to administer assessments. These predominantly
patient-reported tools, including the PGA, can take between
10 and 25 minutes13-15 and can be completed by the patient/
caregiver before the visit or in the waiting area at the office.
This also significantly decreases the burden on practice staff
while still gathering crucial data about older patients that is
immediately available for their provider to incorporate into
the visit.15 GAs can be performed using either a paper/pencil
method or electronic administration, depending on available
resources and infrastructure. Incorporating GA surveys into
the electronic medical record with use of the patient portal
has been an effective strategy for implementation. In ad-
dition, even briefer screening instruments, such as geriatric
8 (G8) or Vulnerable Elders Survey-13 (VES-13), can aid in
identifying which older patients may benefit most from
performing the full GA.16,17 This approach works best when
there is a heterogeneous population of patients with a wide
range of vulnerabilities. In this case, patients can be pre-
screened before a visit with a tool such as the G8 (eight

questions covering domains including nutrition, mobility,
psychosocial health, and polypharmacy), thereby identifying
patients who could benefit frommore intensive assessment.
Otherwise, using a tool such as the PGA for all patients is the
most appropriate approach.18

QUESTION 4: HOW SHOULD I USE THE GA RESULTS TO
GUIDE MANAGEMENT OF OLDER ADULTS WITH CANCER?

Once the GA is completed, the results can be used to identify
individual domain impairments, calculate a summary score
of overall frailty,19-21 and calculate the risk of severe che-
motherapy toxicities (see ASCO videos). For treatment de-
cision making, it can be very helpful to integrate the risk of
adverse outcomes and/or severe chemotherapy toxicities on
the basis of the GA results to inform a conversation about the
risks/benefits of cancer treatments for individual patients.
Older patients identified as high risk for adverse outcomes
such as chemotherapy toxicities or hospitalizations may
benefit from more frequent toxicity checks and/or reduced
intensity treatment in the noncurative treatment setting (ie,
20% dose reduction or single agent rather than a doublet
therapy). In addition, the identified domain impairments can
guide targeted interventions. For example, an older patient
with limitations in activities of daily living (ADL) or in-
strumental ADLs would likely benefit from a referral to
physical therapy and/or occupational therapy. Similarly,
patients identified as at risk for malnutrition may benefit
from seeing a dietician. See Table 1 for a full summary of
recommended actions for identified GA impairments. Of
note, even if the GA results indicate an older person is at
high-risk for treatment side effects, this does notmean they
cannot receive systemic cancer treatment. This risk infor-
mation should be discussed with the patient, family or care
partners, and the full care team. The ultimate decision

1.1. All patients with cancer age 65 years and older with geriatric
assessment (GA)-identified impairments should have GA-guided
management included in their care plan. GA-guided management
includes using GA results to inform cancer treatment decision making
as well as addressing impairments through appropriate interventions,
counseling, and/or referrals.

2.1. A geriatric assessment should include high priority aging-related
domains known to be associated with outcomes in older patients with
cancer to include measurement of physical and cognitive function,
emotional health, comorbid conditions, polypharmacy, nutrition, and
social support.

Recommendation Type Strength
Evidence

Quality

IC WM

EB SH

EB SH

2.2. The Panel recommends the Practical Geriatric Assessment (PGA)
as one option for this purpose. See the PGA tool.

FIG 1. Updated recommendations from the 2023 practical assessment and management of vulnerabilities in older patients receiving systemic
cancer therapy ASCO guideline. EB, evidence based; GA, geriatric assessment; I, intermediate; IC, informal consensus; M, moderate; S, strong; W,
weak.
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TABLE 1. PGA Scoring and Recommendations

Domain Measure Items Definition of Impairments Recommendation if Patient Meets Threshold for Impairment

Physical function/
performance

Falls Single item of falls in past 6 months ≥1 falls13,22 (For falls specifically)—check orthostatic blood pressure and adjust blood
pressure medications if blood pressure is low or low normal. Offer falls
prevention handout

Weigh risks and benefits of cancer treatment options, incorporating
information about physical performance

Consider physical therapy (outpatient or home-based depending on eligibility
for home care): request gait/assistive device evaluation, lower extremity
strength, and balance training

Consider occupational therapy (if eligible for home care, referral for home
safety evaluation): request evaluation and treatment

Physical function Walking one block and climbing one flight of stairs Any limitation (a little or lot)13

4-meter gait
speed

Time in seconds Time ≥4 s (or gait speed
≤1.0 m/s23,24)

Functional status OARS IADL 6 IADL items (walking, transportation, meals,
housework, medicines, money)

Any IADL items with some
help or unable13,25,26

Consider the following potential cancer treatment modifications, particularly
in the noncurative treatment setting: (1) consider single agent rather than
doublet therapy; (2) modify dosage (eg, 20% dose reduction with escalation
as tolerated); (3) modify treatment schedule if appropriate

Consider more frequent toxicity checks (weekly or every other week)
Consider physical therapy (outpatient or home-based depending on eligibility

for home care): request gait/assistive device evaluation, strength, and
balance training

Consider occupational therapy (outpatient or home-based depending on
eligibility for home care): request evaluation and treatment for functional
impairment

OARS activities of
daily living
(IADL)

3 ADL items (in/out of bed, dressing, bath/shower) Any ADL itemswith some help
or unable

Nutrition/weight
loss

Single item from
the G8 and
MNA

Weight loss during the past 3 months?
0 5 weight loss >3 kg (6.6 lbs)
1 5 does not know
25 weight loss between 1 and 3 kg (2.2 and 6.6 lbs)
3 5 no weight loss (range 0-3)

Score of 027,28 Discuss concerns related to nutrition and how potential treatment may
impact nutrition

Consider recommendations and/or handouts for nutritional supplements,
liberalize calorie-restricted diets; small frequent meals, and/or high protein/
high calorie snacks

Consider referral to (1) nutritionist/dietician: (2) dentist if poor dentition or
denture issues: (3) speech therapy if difficulty with swallowing; (4) meals-
on-wheels

Use caution with highly emetogenic regimens and use aggressive antiemetic
therapy

Refer to physical therapy/occupational therapy for functional impairments
affecting food intake

Consider medications for loss of appetite

Social support MOS social
support, 8-item

Instrumental items 1-4
Emotional items 5-8

Any instrumental item with
none, a little, or some of the
time29,30

Any emotional itemwith none,
a little, or some of the
time29,30

Discuss adequacy and availability of social support at home
Discuss who the patient can contact in case of an emergency
Confirm documented health care proxy is in the medical record
Consider referral or information on (1) social worker (2) visiting nurse service

or home health aide (if meets criteria)
Order on-person lifeline emergency service

Psychological PROMIS anxiety,
4-item

Summed 4-20 raw score Raw score: ≥1131,32 Discuss history of mood issues and treatment history
Consider referral to (1) psycho-oncology (social work, clinical psychology) for

counseling; (2) psychiatry if severe symptoms or if already on medications
which are inadequate, (3) spiritual counseling or Chaplaincy services, (4)
palliative care if other physical and/or cancer symptoms present

Consider initiating pharmacologic therapy if appropriate in conjunction with
PCP

Provide linkage to community resources (such as support groups and local/
national buddy or volunteer programs)

Assess suicide risk and/or elder abuse if appropriate

GDS 5 Sum of 1 point for no answer to item 1 and 1 point
for yes answers to items 2-5 (range, 0-5)

Score: ≥233,34

(continued on following page)
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TABLE 1. PGA Scoring and Recommendations (continued)

Domain Measure Items Definition of Impairments Recommendation if Patient Meets Threshold for Impairment

Comorbidity OARS
comorbidity

No/yes summed (0-13)
Interference for each

≥3 conditions35,36

Or any condition with a great
deal of interference

Specific for any history of
diabetes, heart disease, or
liver/kidney disease

Initiate direct communication (written, electronic, or phone) with patient’s PCP
about the plan for the patient’s cancer

Discuss how comorbidities affect risks and benefits of treatments choices
Modify dosage or schedule if there is concern about treatment tolerability or if

there is a concern about worsening of comorbidities
If history of diabetes (of any level)—avoid neurotoxic agents if another option

is equivalent
If history of heart disease (of any level)—consider minimizing volume of

agents and/or administer at slower infusion rate
If history of chronic liver or kidney disease (of any level)—adjust medication

dose as appropriate to avoid accumulation

Hearing Single item Fair/poor/deaf Ensure wearing hearing aids if indicated and consider hearing specialist
referral

Pocket talker available for office visits

Vision Single item Fair/poor/blind Ensure wearing glasses if indicated
Test for glaucoma (esp with steroid use)
Consider vision specialist referral

Cognitive function Mini-cog 1 point for each word recall
2 points for clock draw if normal, 0 if abnormal
Total of 5 points (range, 0-5)

Score: 0-2 high likelihood of
cognitive impairment37,38

Provide explicit and written instruction for appointments, medications, and
treatments

Elicit input from trusted confidant or caregiver about patient’s cognition
Assess decision-making capacity and elicit health care proxy information and

input if the patient lacks decision-making capacity
Consider referral to cognitive specialist (eg, neurologist or geriatrician)
Consider occupational therapy referral for cognitive rehabilitation
If dementia is suspected, consider neuropsychological testing

Geriatric
assessment
screening toola

G-8 8 items (food intake, weight loss, mobility,
neuropsychological problem, body mass index,
prescription drug, self-perception of health, and
age)

Score: 0-14 recommend
completing a full GA
evaluation39,40

Administer the full PGA and implement the recommendations noted above on
the basis of the patient-reported results

Risk of
chemotherapy
toxicityb

CARG toxicity tool 11 items (sociodemographics, tumor/treatment
variables, laboratory test results [hemoglobin,
creatinine clearance], and GA variables)

Score:
0-5 low risk
6-9 intermediate risk
10-23 high risk11,41

For intermediate- and high-risk patients, consider administering the full PGA
and implement the recommendations noted above on the basis of the
patient-reported results

Consider the following potential cancer treatment modifications, particularly
for intermediate- and high-risk patients and taking into consideration
noncurative treatment settings: (1) consider single agent rather than
doublet therapy; (2) modify dosage (eg, 20% dose reduction with escalation
as tolerated); (3) modify treatment schedule if appropriate

Consider more frequent toxicity checks (weekly or every other week)

NOTE. These recommendations are based on the intervention material from the GAP708 and GAIN6 studies.
Abbreviations: ADL, activities of daily living; CARG, Cancer and Aging Research Group; GA, geriatric assessment; GDS, Geriatric Depression Scale; IADL, instrumental activities of daily living; MOS,
Medical Outcomes Survey; PGA, Practical Geriatric Assessment.
aThe Vulnerable Elders Survey-13 (VES-13) is an alternative geriatric assessment screening tool.16,42
bChemotherapy Risk Assessment Scale for High-Age Patients (CRASH) Score is an alternative tool that can be used to calculate risk of chemotherapy toxicity.43

4
|
©

2023
by

A
m
erican

S
ociety

of
C
linicalO

ncology

W
illiam

s
et

al

Downloaded from ascopubs.org by 83.32.95.34 on July 17, 2023 from 083.032.095.034
Copyright © 2023 American Society of Clinical Oncology. All rights reserved. 



whether to pursue treatment and at what dose should be a
shared decision informed by an individual’s treatment
preferences.

QUESTION 5: HOW CAN ONCOLOGY PRACTICES IN
LOW-RESOURCE SETTINGS ALSO PERFORM A GA AND
ADDRESS THE IDENTIFIED CONCERNS?

The GA can guide discussions and decisions about the risk/
benefit of treatments and is recommended for use in all
treatment settings, including low-resource environments.
Even in low-resource settings, the GA can inform treatment
decisions (ie, the choice to treat more or less intensively on
the basis of presence or absence of GA vulnerabilities).
However, GA-guided interventions will have to consider

availability of local resources (eg, access to cancer reha-
bilitation, nutritionist, geriatrics) and patient’s trans-
portation needs. Developing local resource guides can be
helpful to define available resources in your area. Even
without ancillary resources, GA interventions can be
implemented to address identified vulnerabilities, such as
providing written instructions, engaging a caregiver for
patients with cognitive impairment, recommending med-
ical alert systems for vulnerable older adults living alone or
at risk for falls, treating depression if identified, providing
handouts addressing mobility and nutrition, and engaging
primary care providers for multimorbidity. The key is to
proactively identify available resources and then use the GA
to target those resources, matching the needs to the
circumstances.
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DISCLAIMER

This Q&A is derived from recommendations in Practical Assessment
and Management of Vulnerabilities in Older Patients Receiving
Systemic Cancer Therapy: ASCO Guideline Update. This document is
based on an ASCO Guideline and is not intended to substitute for the
independent professional judgment of the treating physician. Practice
guidelines do not account for individual variation among patients. This
Q&A does not purport to suggest any particular course of medical
treatment. Use of the guideline and this Q&A are voluntary. Please refer
to the complete guideline to understand the full recommendations.
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