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What is this relatively new field called geriatric oncology?
One should admit that it is the long overdue development
of the need for specialised care of those who, as age ad-
vances, suffer from both ailments related to senescence
and to cancer. It is an area of medicine where the expertise
of the geriatrician encounters that of the oncologist (often
understood as the medical oncologist), and where much pro-
gress needs to be made. This special issue of the European
Journal of Cancer summarises many of these recent develop-
ments. Geriatric oncology is not the mirror image of paediat-
ric oncology, even if it is obvious that the name of the
society that represents this field is inspired by that of SIOP,
the Société Internationale d’Oncologie Pédiatrique, where
Gériatrique is used to give the acronym SIOG, which trans-
lates into International Society for Geriatric Oncology. Geri-
atric.oncology discussions are complex, as they go beyond
the specific ‘case-discussion’ to look at issues of society, pre-
ventative medicine, early detection and treatment (with sur-
gery, radiation and drug therapy, rehabilitation, supportive
and palliative care questions often intertwined). The geriat-
ric oncology decision making process also takes into account
the variable reality of family or community support, which is
so different among the many cultures and their present
changes in a world which moves very fast, faster than most
elderly (and not so elderly) people can apprehend. This clin-
ical debate should happen in multidisciplinary team discus-
sions, following various clinical models that need to reflect
the possibilities given by the framework of the national
health service systems that govern the delivery of medical
care in each country.
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Before we continue this foreword, let us reflect on who is
actually called an elderly person. Regulatory authorities have
defined this person as anyone above pension age, fixed in
many countries at age 65, a few years after the German chan-
cellor Otto von Bismarck suggested to Emperor Wilhelm II of
Prussia to create a pension plan, for those aged 70 or more.
We all know that this artificial age limit is useful for bureau-
cracy, but it cannot reflect the reality of aging. Elderly people
are diverse, with some aging harmoniously and others suffer-
ing from premature loss of function, from more or less severe
comorbidities which can affect their expected survival or
their ability to cope with a cancer, or the stresses imposed
by various treatments for the cancer. This latter question will
often lead to treatment plans that will put supportive or pal-
liative measurers to the forefront, sometimes leading to a
decision to abandon a curative cancer treatment plan, which
might be futile in view of the reduced life expectancy of the
patient related to another disease.

The field of cancer treatment only realised the need to ad-
dress these questions specifically in the 1980s when Rose-
mary Yancik, epidemiologist at the National Cancer Institute
(USA), attracted our attention to the growing number of el-
derly patients with cancer. One should also realise that while
the proportion of elderly patients is high in the ‘developed
world’, the number of these patients is much bigger in areas
with restricted resources. In Europe, Silvio Monfardini from
Italy, and in North America, Lodovico Balducci, also an Italian,
were among the first clinicians to react and to take action,
leading a field which has since then started to move forward,
albeit much too slowly. We still remember in the early 1990s
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when distinguished department heads and other eminent
professors dismissed the need for such a specialised ap-
proach, simply stating that of course they knew how to ap-
proach an elderly patient and provide optimal care. Geriatric
oncology is a wider and much more complex field compared
to paediatric oncology, and will need many more years before
reaching maturity. Among others who paved the way for the
development of a rational approach towards cancer in the el-
derly, let us cite Byrl J. Kennedy (‘BJ’), who was not only one of
the ‘founding fathers’ of ASCO (American Society for Clinical
Oncology), but was also a key figure in geriatric oncology. One
should note here that ASCO has attached his name to the
prize for geriatric oncology, which was attributed for the first
time in 2007. The first recipient was Lodovico Balducci, whose
leadership has allowed the worldwide development of this
field, and who contributed greatly to the establishment of
the International Society for Geriatric Oncology (SIOG).

Oncologists are now learning to take into account the
physiologic age of their patient, which is the reflection of a
normal and sometimes abnormally accelerated loss of body
reserves, certainly related to chronological age but not pre-
cisely dictated by it. This understanding is called the compre-
hensive geriatric assessment, a concept which needs to be
adapted to the various cancers and their treatment. Under-
standing the biology of cancers, which can be quite different
in some, but not all, elderly patients, is another challenge for
which modern diagnostic tools offer hope. Indeed, in some el-
derly patients some cancers will be less aggressive (the classic
example being the high prevalence of endocrine-responsive
breast cancer in the elderly), while others are more aggressive
(like brain tumours).

But as oncologists learn the realities related to the treat-
ment of the elderly with cancer, many others have to learn
that these treatments can be adapted to the elderly person,
and provide considerable benefit, as discussed by the many
papers in this issue of EJC. General practitioners and others
who should refer an elderly cancer patient to the specialised
team need to know that age is not a determinant of ‘benign
tumour behaviour’, and that cancer treatments are not syn-
onymous of undue hardship imposed on their patient who
would die anyway from another competing cause of mortal-
ity. Unfortunately, many elderly patients will present with
advanced disease, as early detection programmes exclude
them, and the public is not educated about the signs and
symptoms that should alert one to the possibility of a can-
cer. Then when the elderly person finally comes to a hospi-
tal, many reasons will be put forward to modify the
treatment or deny it, while if this person comes in with a
hip fracture, the surgery is performed immediately. Radia-
tion therapy can have its challenges, and sometimes there
is a temptation to use less treatment in the elderly. But
has the patient been asked if he or she accepts a higher risk
of local relapse? And while adjuvant cancer treatment is yet
to be accepted and codified in the elderly, one assists to a
remarkable exercise of schizophrenic thinking about chemo-
therapy, where lymphoma experts feel that anthracyclines
are part of curative treatment in the elderly and breast can-
cer experts debate about the potential for cardiac insuffi-
ciency related to these drugs. Treatment proposals should
be made on the basis of objective evidence based reasoning,

and the subjective and sometimes highly emotional discus-
sions are understandably part of the patient’s reactions.
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