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Il 39% (quasi 900.000 soggetti) ha un’età compresa tra 60 e 74 aa, 

il 34% (oltre 750.000 soggetti) un’età > a 75 aa. 

In quest’ultima fascia di età, la proporzione di soggetti che 

convivono con una diagnosi di tumore è particolarmente elevata (il 

19% degli uomini ed 13% delle donne oltre i 75 aa ha avuto un 

tumore o convive con una diagnosi di tumore) 



Several retrospective studies have reported that the toxicity of 
chemotherapy is not more severe or prolonged in persons older than 
70 years. However, the results of these studies cannot be generalized 
for the following reasons: 

 

 Only a few pts were 80 years or older; therefore, minimal information is 
available on the oldest pts  

 The older pts involved in these studies were highly selected by the 
eligibility criteria of the cooperative group protocols and were not 
representative of the general older population, because they were 
probably healthier than most older pts  

Many of the treatment regimens used in these trials had lower dose 
intensity than those in current use  

 Nevertheless, these studies are important, because they demonstrate that 
age, by itself, is not a contraindication to cancer chemotherapy. 
Therefore, pt selection is extremely important to maximize the benefits 
of adjuvant chemotherapy in older pts with breast cancer, colon cancer, 
ovarian cancer and lung cancer  

 Increased age has been associated with changes in the pharmacokinetic 
and pharmacodynamics of cancer therapy and increased susceptibility of 
normal tissues to toxic complications. In general, all of these changes 
increase the risks of chemotherapy  

 

 



Pharmacology of CT in the older pts 

 Absorption (  oral drug absorption may reduce the effectiveness of 

oral agents)  Adherence   

 Volume of distribution (Vd) is a function of body composition (  body 

fat and  body water), serum albumin and Hgb (the majority of 

antineoplastic agents are bound to red blood cells). A  in the 

concentration of Hgb may result in  serum concentration of free drug 

and  toxicity 

 Hepatic drug metabolism (  liver volume and hepatic blood flow, 

polypharmacy) 

 Renal excretion (GFR  consistently with age. Compounds excreted 

through the bile may give origin to active and toxic metabolites excreted 

through the kidney. Thus, renal insufficiency may  the toxicity of 

drugs that are primarily eliminated with bile) 

 



PHARMACODYNAMICS 

The ability of aging cells to catabolize drugs or 
to buffer the toxic effects of drugs may become 
more limited than in young cells 

Age may also be associated with tumors that are 
resistant to chemotherapy (  MDR-1, anoxia of 
neoplastic cells and reduced cell proliferation 
may also reduce the effectiveness of cycle-
active drugs) 
 



E’ raccomandabile estrema prudenza nell’uso di dosaggi standard normalmente riferiti ai 

soggetti non anziani specificatamente per farmaci con caratteristiche di seguito riportate: 

• Ad alta estrazione epatica 

• Ad elevato legame proteico 

• Eliminati prevalentemente inalterati dal rene o i cui metaboliti eliminati dal rene 

siano ancora attivi 

• Con basso indice terapeutico  







MEDICATION-RELATED 

PROBLEMS ASSOCIATED WITH 

POLYPHARMACY 

Adverse drug reactions 

Duplication of therapy 

Adverse drug-drug interactions 

Adverse drug-disease interactions 

Adherence to treatment 

Cost 



DRUG-DRUG INTERACTIONS: 

MAJOR RISKS 

1. Respiratory distress, and sedation in the case of overdose 

2. Bleeding 

3. Cardiac side effects 

4. Masking hypoglycemia 

5. Serotoninergic syndrome and/or seizures 

6. Hypotension and orthostatic hypotension 

7. Ulcer and GI bleeding 

8. Decreased absorption of H2 antihistamines  

 

 

 



USEFUL QUESTIONS 

 Is there a proper indication for each medication? 

 Is the medication achieving the desired effect (e.g. for a pain 

medication, is the pain controlled?) 

Does the pt present with nonspecific symptoms (for example 

fatigue, impaired cognition) that may ascribed to some of 

medications? 

Are the medications prescribed at an appropriate dose? 

 Is there potential for clinically important drug-drug interactions? 

May some of the drugs interfere with antineoplastic treatment? 

What is the risk of drug-tumor interactions? 

Does the pt adhere to the treatment plan? 

Are there conditions that need treatment and at present are left 

untreated? 







DISCUSSION 
 

In our elderly population with cancer, nearly 21% of pts 

had changes made to their initial cancer treatment plan 

on the basis of the CGA results 

The most common change was a switch from CT to SC 

Two factors were indipendently associated with 

changing the initial cancer treatment: functional 

impairment (defined as an at least 0.5-point ADL score 

decrease) and malnutrition 



Cancer 2012;118:3377-86 



PREDICTORS 

Severe toxicity was observed in 64% of pts. The 

CRASH score was constructed along 2 subscores:        

H(ematologic) toxicity and NH toxicity.  

Predictors of H toxicity were: lymphocytes, AST level, 

IADL score, LDH level, DBP, and chemotox (the 

MAX2 index). The best model included the 4 latter 

predictors (risk categories: low 7%, medium-low 23%, 

medium-high 54%, and high 100%, respectively; Ptrend 

<.001) 

Predictors of NH toxicity were: Hgb, CrCl, Albumin, 

self-rated health, ECOG PS, MMS, MNA, and 

chemotox 





















PREVENTION 

Pts undergoing anticancer therapy should be encouraged 

to follow standard guidelines for reducing CV risk, such 

as BP control, lipid level reduction, smoking cessation 

and lifestyle modifications (ESMO guidelines) 

A medical treatment of pts, even asymptomatic, who 

show LVD at doppler echocardiogram after antracycline 

chemo is mandatory, especially if they could have long-

term survival. All pts should receive a combination of 

an ACE inhibitor or an angiotensin II receptor blocker 

and a beta-blocker unless contraindicated (American 

College of Cardiology/American Heart Association/HF 

Society of America guidelines) 



TREATMENT 













DEFINITION OF PALLIATIVE CARE (PC) 

PC is a special kind of pt- and family-centered health care that 

focuses on effective management of pain and other distressing 

symptoms, while incorporating psychosocial and spiritual care 

according to pt/family needs, values, beliefs, and cultures. The goal 

of PC is to anticipate, prevent, and reduce suffering and to support 

the best possible QoL for pts and their families, regardless of the 

stage of the disease or the need for other therapies. PC begins at 

diagnosis and should be delivered concurrently with disease-

directed, life-prolonging therapies and should facilitate pt autonomy, 

access to information, and choice. PC becomes the main focus of 

care when disease-directed, life-prolonging therapies are no longer 

effective, appropriate, or desidered. PC should be initiated by the 

primary oncology team and then augmented by collaboration with 

an interdisciplinary team of palliative care experts 

Hui D et al. J Pain Symptom Manage 2012;43:582 





 

SHORTAGE OF HEALTH-CARE 

PROFESSIONALS 

 
 

 

There is a clear discrepancy between supply and demand 
(currently, in USA, there is one geriatrician for every 2620 pts 
over the age of 75, but by the year 2030, the number of pts 
per geriatrician is expected to increase to 3798) 

This is going to have clear implications during our time as 
oncologists in terms of our workforce, and it is going to lead 
to evolving models of care. We are going to be partnering 
with our allied health professionals, physician assistants, and 
nurses. We’ll be involving rehab, pharmacists, and social 
workers to help us with this care. And probably most 
importantly, we are going to be partnering at home, with 
families, family caregivers, and home care aides 

 If we are all going to be caring for this population, there is a 
clear need for education and training 





TAKE HOME MESSAGES 

By 2030, our largest shift in growth is going to be in the 80-plus 
population, a group where we really have had very limited data 
in best practices 

The primary challenge for clinical oncologists should be 
performing dedicated clinical trials rather than discussing 
indirect evidence 

 If elderly population with cancer is selected by CGA/CRASH 
score to the treatment plan, toxicities are often manageable 

Pt must have decision-making capacity  

Effective strategies to prevent and treat toxicities of 
chemotherapy and biologic agents 

Polypharmacy  

Early palliative “simultaneous” care 

Shortage of health-care professionals ( key-role of caregivers) 
 


