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Abstract

The number of older adults with cancer is growing, necessitating more collaborative training in
both geriatric principles and cancer care. We administered a web-based survey to U.S. geriatrics
program directors (PDs) addressing cancer-specific training and perspectives on optimal training
content and roles for geriatricians in cancer care. Of 140 PDs contacted, 67 (48%) responded.
Topics considered very important in training included cancer screening (79%) and cancer-related
pain management (70%). Respondents strongly agreed that some of the geriatrician’s roles in
cancer care included assessing functional status (64%) and assessing physical/cognitive function
for goals of care (64%). About half (54%) agreed that having a standardized geriatric oncology
curriculum overall was important. The presence of a geriatric oncologist, requiring cancer-based
rotations, being affiliated with a cancer center, or being internal vs. family medicine-based did not
affect this response. Despite this high level of support, cancer-related skills and knowledge warrant
better definition and integration into current geriatrics training. This survey establishes potential
areas for future educational collaborations between geriatrics and oncology training programs.
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Introduction

By 2030, approximately two-thirds of patients with cancer will be 65 years and older
(Smith, 2009; American Society of Clinical Oncology, 2014). Therefore, physicians will
need training in how best to manage the increasing number of older adults with cancer
(OACs) and aging-related risks such as frailty and multi-morbidity. Only 47% of
hematology/oncology trainees in the U.S. report receiving at least one dedicated lecture on
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caring for OACs (Maggiore et al., 2014). In the United Kingdom, 66% reported no formal
geriatric oncology training (Kalsi et al., 2013). In a survey of U.S. hematology/oncology
fellowship program directors (PDs), 32% reported having a formal curriculum including
geriatric oncology (Naeim et al., 2010). Nonetheless, most hematology/oncology trainees
and PDs value geriatric oncology training (Maggiore et al., 2014; Naeim et al., 2010).
Although these oncology fellowship-based studies provide some insight into the training
knowledge gaps in the care of OACs, little is known about such training needs from
geriatrics fellowship perspective. Ultimately, optimal health care delivery models for OACs
will require collaborations between oncology and geriatrics, beginning with fellowship
training.

Cancer is one of several comorbidities for which geriatrics fellows must demonstrate
knowledge, but cancer care is not a mandatory component of their training, according to the
Accreditation Council for Graduate Medical Education (ACGME) (2016). Approaches to
integrating cancer care into geriatrics training programs may vary widely, thereby
warranting further investigation into the current training environment. We performed a
survey-based study of geriatrics PDs to query them about their: 1) current geriatrics
fellowship training landscape related to the care of OACs; 2) perceptions of optimal roles for
geriatricians in caring for OACs; and 3) attitudes about geriatrics fellowship training content
related to the care of OACs. We also looked at whether various program factors were
associated with the endorsement of a geriatric oncology curriculum.

Methods

Participants

Potential participants were PDs or associate PDs from ACGME-accredited U.S. geriatrics
fellowship programs.

Measures

A modified Delphi process among a panel of U.S. geriatric oncologists affiliated with the
Cancer and Aging Research Group (geriatricians, oncologists, and allied health
professionals interested in geriatric oncology research) developed the survey items. Three
rounds of reviews led to a consensus. The survey consisted of six sections (Appendix
online).

1) demographics including years as program director (part A); 2) didactic and clinical
experiences offered regarding care of OACs (parts B and C); 3) attitudes toward geriatric
oncology principles in geriatrics fellowship training (parts D and E); and perceptions of
geriatricians’ roles in caring for OACs (part F). A section for open-ended comments was
provided.

Procedures

The American Geriatrics Society’s Fellowship Directors’ Committee provided email
addresses of PDs/associate PDs of ACGME-accredited U.S. geriatrics fellowship programs
(N=140 of 152 accredited programs). The survey was administered using Research
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Electronic Data Capture (REDCap™) software (Harris et al., 2009). Institutional Review
Board approval was obtained with a waiver of written consent.

PDs received a short description of the study’s purpose, and were assumed to provide
consent if they answered the survey. Potential respondents received the survey link by email,
and two reminders, between May and December 2014.

Responses were collectively organized by emerging themes rather than based on survey
section. Data are presented as frequencies and percentages based on all responses, unless
otherwise noted. Chi-square tests were utilized to compare whether (a) endorsement of a
standard curriculum varied by four characteristics: presence of geriatric oncologist expert,
mandatory geriatric oncology training experiences/rotations, cancer center affiliation, or
program based in internal medicine vs. family medicine.A two-sided alpha level of 0.05 was
the threshold for statistical significance. Data were analyzed using SAS software (v 9.4,
Cary, NC).

Sixty-seven of the 140 potential respondents (48%) provided at least one response in all
survey sections. Although e-mail addresses were not linked to these responses, the survey
software allowed respondents to be tracked; as a result, these 67 respondents were from
unique programs. Respondents were experienced PDs (about half with 26 years) and were
mostly at academically oriented, internal medicine-based geriatrics fellowship programs
with an affiliated cancer center (Table 1). Ten percent offered formal geriatrics-medical
oncology fellowship training. Furthermore, 62% responded that collaborations between
geriatrics and oncology divisions were “highly likely” or “likely” to support a geriatrics
fellow interested in geriatric oncology.

Three emergent themes arose within the responses for purposes of conceptually organizing
and reporting the study data:

1. Current Geriatrics Fellowship Training Landscape Related to the Care of OACs

Most PDs reported having formal teaching addressing care of OACs, usually in
lectures or seminars (81%). Other methods included readings or journal clubs
(75%); case studies or conferences (55%); workshops (6%); and geriatric
oncology modules from the American Society of Clinical Oncology (ASCO)
(1%). About 30% of programs dedicated 4-7 hours of instruction, while 46%
dedicated 1-3 hours to teaching cancer care. Only 39% reported mandatory
clinical experiences in cancer care for older adults, whereas 46% reported
offering clinical electives in geriatric oncology. The time dedicated to clinical
experiences in caring for OACs and formal teaching of geriatric oncology topics
varied (Table 1). Several respondents reported in free-text comments that
palliative medicine rotations were an opportunity for fellows to learn more about
caring for OACs.
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_Perceptions of Optimal Roles for Geriatricians Caring for OACs

The majority of respondents reported that geriatricians in general should serve in
consultative as well as primary-care roles (92%), rather than as consultants alone
(8%). Among free-text comments obtained, a few PDs pointed out the
importance of geriatricians’ playing a role in primary palliative care (N=2);
transitions of care including end-of-life care (N=2); primary care for OACs with
dementia (N=1); and equal co-management of OACs throughout the cancer
trajectory alongside the oncologist (N=5). More specifically, many PDs strongly
agreed that optimal roles for geriatricians in care for OACs include: 1)
determining functional status, as a consultant; 2) determining physical/cognitive
status in context of goals of care; and 3) participating in cancer care decision-
making when the geriatrician is the primary care provider (Table 2). Respondents
felt geriatricians should assume more of a primary care provider role during
active cancer therapy (67%), at completion of cancer therapy (79%), and when
the patient is cancer-free for at least 5 years (89%). However, only 57% of
respondents strongly agreed or agreed that geriatricians’ roles included
overseeing cancer surveillance and managing late-term effects of cancer therapy.
Nearly all respondents thought geriatricians should be both primary care
providers and consultants in caring for OACs, not just consultants (92% vs. 8%).

Attitudes about Geriatrics Fellowship Training Content Related to the Care of
OACs

Most respondents agreed that geriatric oncology principles should be integrated
in geriatrics fellowship training through a standardized curriculum (Table 2).
Respondents’ attitudes toward a standardized geriatric oncology curriculum did
not differ across programs based on presence of a geriatric oncologist expert
(66.7% (yes) vs 47.4% (no/don’t know), p=0.14), mandatory formal geriatric
oncology training experiences/rotations (60.0% (yes) vs. 52.5% (no), p=0.55),
cancer center affiliation (56.5% (yes) vs. 57.5% (no), p=0.94), or internal
medicine vs. family medicine (54.5% (internal) vs. 52.4% (family),
p=0.87).Most respondents felt that screening and assessment skills for care of
OACs were “very important” for fellows to learn (Table 3). Few PDs defined
these areas in care of OACs as very important: assessing and managing cancer
therapy-related adverse events; broadly understanding therapies for prevalent
cancers in OACs; and utilizing cancer-focused geriatric assessment items.

Most respondents believe that cancer care and geriatric oncology principles are relevant to
their trainees. However, formal didactic teaching or clinical experiences on this topic,
although prevalent in our sample, vary widely. Many respondents stated they would support
a standardized geriatric oncology curriculum, and such efforts have been reported (Eid et al.,
2015). This survey’s results identified areas which geriatrics fellowship PDs identified as
important for future geriatricians and their roles in care for OACs. These can be the
foundation for collaborations between geriatrics and oncology educators, to determine
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common core competencies to benefit trainees from both fields, particularly since most of
the programs reported being affiliated with a cancer center.

General challenges to collaborations between geriatrics and oncology fellowship programs
include difficulties in scheduling clinical and didactic experiences, differences in training
requirements, and the lack of formally accredited combined fellowship programs. These
issues may partly explain underuse of extramural resources, such as ASCQO’s online geriatric
oncology modules. Such modules could provide didactic support for programs with more
limited access to faculty or a cancer center.

This study highlights educational content and roles that geriatricians perceive as most
important to support their care of OACs. This information is critical to designing education
to support effective models of care. Respondents identified application of geriatric
assessment findings (i.e., cognitive and functional status) and formulation of goals of care as
key skills for optimal care of OACs. These areas of content overlap with unmet training
needs in oncology fellowships. Hematology/oncology fellows in the U.K. identified geriatric
assessment skills and recognizing geriatric syndromes that impact cancer therapy decision-
making as areas where they needed improved training (Kalsi et al., 2013; Maggiore et al.,
2014). These fellows receive less formal training in observation/feedback of functional
assessment of OACs or end-of-life care discussions versus procedure-based, “traditional”
oncology skills (e.g. bone marrow biopsies) (Buss et al., 2011; Maggiore et al., 2014).

Combined geriatrics and hematology/oncology training may allow geriatrics and
hematology/oncology fellows to better learn from one another. For example, incorporating
cognitive and functional assessments into care of OACs can be an opportunity for integrated,
milestone-oriented training for geriatrics and hematology/oncology fellows, incorporated
into ACGME-required training now in place. Other interdisciplinary care venues can foster
improved training for both geriatrics and cancer trainees (Akthar et al., 2014). For example,
tumor board conferences allow geriatricians and oncologists to collaborate and thereby
influence shared cancer treatment decision-making for OACs (Blanc et al., 2014).

Many patients who use palliative medicine services are OACSs. Since both geriatrics and
medical oncology fellows must rotate through and attain competencies in palliative
medicine, it may be a natural place to integrate geriatric oncology education. However, it is
unclear to what extent geriatric oncology is covered during the palliative medicine
experiences of geriatrics fellows, which can be affected by availability of resources (e.g.,
type of clinical setting) and other factors (Cao et al., 2015).

There was less consensus regarding the geriatrician’s role in managing cancer therapy-
related adverse events or focusing curricular content on specific cancer therapies. Given the
time constraints (usually one year of training) and specific requirements of geriatrics
fellowship programs, there is likely little flexibility to add more cancer-based didactics or
clinical experiences for these topics to be addressed. Alternatively, a co-management model
may be more preferred by geriatricians in that some or all of these knowledge and skill-sets
be delegated to the hematologist or oncologist specifically. This framework allows the
geriatrician to focus more on “gero-centric” issues across the cancer care continuum, such as
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functional and cognitive issues to which the survey results appear to allude. Taken together,
these data provide a framework for future collaborations between geriatrics and oncology
educators to determine common core competencies for trainees.

The current study has limitations. The AGS fellowship directors’ committee list is
representative of, but not entirely inclusive of, all active programs, and the contribution of
program and program directors’ information is entirely voluntary. Not all intended recipients
completed the survey, despite reminders. The most important limitation is potential response
bias in interpreting survey results. The program directors who responded might inherently be
more supportive of geriatric oncology education. To examine potential response bias, we
used late responders (i.e., last quartile to complete) as a proxy for non-responders, a
technique used in other studies (Kellerman & Herold, 2001), and compared them to the first
quartile of respondents. Early and late survey responders did not significantly differ in
ratings of importance of screening and assessment skills for care of OACs (data not shown)
This lack of difference uggests that non-responders’ attitudes may not differ from survey
responders. Importantly, our response rate is comparable to that in other survey-based
studies; physician surveys have an average response rate of 54% (Asch, Jedrziewski, &
Christakis, 1997), although specialist responses may be as low as 27% (Cunningham et al.,
2015). Furthermore, non-response bias may not be as meaningful in physician surveys,
based on the lack of significant differences between responders and non-responders in
studies exploring this issue (Draugalis, Coons, & Plaza, 2008; Kellerman & Herold, 2001).

This is the first study to evaluate geriatrics fellowship program directors’ views on the
current training landscape for geriatrics fellows regarding care of OACs, perceptions of
geriatricians’ roles in such care, and their attitudes toward the training needs for delivery of
such care. In this survey of geriatrics fellowship program directors, geriatric oncology
principles were considered important for geriatrics fellows to learn. The new information
gained from this study provides a foundation for educational programming that best meets
the needs of future OAC care-providers. Future studies are required to develop a formal
needs assessment for OAC care for geriatrics fellows. Furthermore, strategies in creating
opportunities for collaborative education in geriatrics and hematology/oncology will
continue to be needed.

Conclusion

Types of didactic and clinical resources for geriatrics fellows vary across programs regarding
OAC care. Most respondents felt that geriatricians can serve specific roles within this
context. Further studies are needed to determine consensus regarding (1) a geriatric
oncology curriculum and (2) augmented educational resources relevant for trainees caring
for OACs in their careers.
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ONCOLOGY CURRICULAR CONTENT OF UNITED STATES-BASED
GERIATRIC MEDICINE FELLOWSHIP TRAINING PROGRAMS

This survey should take approximately 5-10 minutes to complete. You may save answers and
return at a later time to complete the survey if needed. Your participation is appreciated.

A. Geriatric Medicine Fellowship Training Program Profile

A1. How many years have you served as your institution’s Geriatric Medicine Fellowship
Program’s Director?

Flease Specify: years

AZ. Which Department/Division sponsors your Geriatric Medicine Fellowship Training
Program?

[[] Family Medicine
[[] Internal Medicine
[l Other: (Please Specify)

A3. What type(s) of Geriatric Medicine Fellowship Training doas your institution offer?
(Please select all answers that apply.)

|| 1-¥'ear Fellowship
[[] 2-Year Fellowship
[] Other: (Please Specify)

Ad. How many Geriatric Medicine Fellowship Training slots (not including
jointfintegrated fellowships) are available each year at your institution?
Flease Specify:

AS. Does your institution offer a training pathway focusing upon both Geriatric Medicine
and Oncology fellowship training?

Yes Mo
If yes, do you offer a combined fellowship for dual certification in geriatrics and
oncology?

Yes No

B. Geriatric Medicine Fellowship Training Program Oncology Curricular
Content

The following questions are addressing training experiences of the geriatric medicine
fellows in your program, excluding those fellows who are in a joint geriatric medicine/
oncology program.
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B1. Which of the following didactic approaches does your institution’s Geriatric Medicine
Fellowship Program utilize in teaching Geriatric Oncology to its fellows? (Please check
all that apply.)

[[] Readings/Journal club

[] Lectures/Seminars

[[] Case Studies or Case-Conferences

[] workshops

[] ASCO University Online Training Modules
[] Other Online Training Modules

[] Other: (Please Specify):

[] None of the above

B2. How many hours of didactic education (e.g. lecture, seminar, etc.), directly related
to cancer in older adults, is provided to your Geriatric Medicine Fellows during their
inical training?
[] None
[1 =1 hour
[11-3hours

] 4-7 hours
[1 =7 hours

B3. Does your Geriatric Medicine Fellowship curriculum include one or more mandatory
clinical training exposure(s)lexperience(s) that isfare directly related to cancer in older
adults?

Yes Mo

If “Yes": Please describe.
B4. Does your Geriatric Medicine Fellowship offer elective/selective clinical training

experience(s) that is/are directly related to cancer in older adults?

Yes No

If “Yes™ Please describe.

BS5. How many hours of clinical training exposure, directly related to cancer in older
adults, are provided to your Geriatric Medicine Fellows 7

[ <2 hours
[[] 2-4 hours
[[] 5-8 hours
[[]9-12 hours
[]13-20 hours
[] =20 hours

C. Oncology Program Status At Your Institution

C1. Does your institution have a cancer center or cancer program that has a clinical
care componeant?

Yes No

If *No": Please proceed to Question C&.

C2. Does your institution's Cancer Center have a National Cancer Institute
“Comprehensive Cancer Center” designation?

Yes No Do Mot Know
C3. How likely is it that your fellowship program could collaborate with your institution's

cancer center/cancer program to accommodate a Geriatric Medicine Fellow's interest in
oncology?

[ Highly Likely [ Likely [INot [ Unlikely [ Highly Unlikely
Sure

C4. Is there a faculty member at your institution's Cancer Center who has expertise
focusing upon the delivery of cancer care to older adult patients?

Yes No Do Not Know

If “No” or “Do Mot Know" please proceed to Question CB.
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C5. Does this faculty member provide Geriatric Oncology-focused instruction to your
Geriatric Medicine fellows?

Yes No

If “Yes™: Please proceed to Section D.

CB. If your institution does not have an oncologist focused on cancer care in older
persons, who provides this training to your fellows?

D. Oncology training in geriatrics fellowship

[C] No one. Geriatric Oncology instruction/training is not provided
[_] One or more of our Geriatric Medicine faculty.
] A non-institution affiliated oncologist with Geriatric Medicine expertise.
] other

What is your level of agreement with regard to the following statements?

Page 9

Strongly Agree

Agree

Neutral | Disagree

Strongly Disagree

Geriatric Oncology.

D1. Geriatric medicine fellowship training
programs should include dedicated
curricular components focusing upon

Medicine Fellows.

D2. A standard curriculum should be
established targeting the Geriatric
Oncology training needs of Geriatric

E. Curricular content regarding care of older patients in geriatrics training

How important is it to include the following topics in a Geriatric Medicine Fellowship

Training curriculum?

Very Important

Important

Neutral

Somewhat Important

Not Important

E1. Screening for common
cancers of older adults.

E2. Having a broad
understanding of cancer
therapies (e.g., curative vs.
palliative intent, potential
toxicities, goals of care)
for treatment of common
cancers in older adults
(i.e., prostate, breast,
colorectal, lung,
lymphoma).

E3. Assessing cognitive
status within the
framework of cancer care
decision-making capacity.

E4. Assessing for geriatric
syndromes that may
potentially impact cancer
therapy decision-making.

E5. Assessing for geriatric
syndromes that may
potentially impact cancer
supportive care decision-
making.
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Very Important | Important | Neutral | Somewhat Important | Not Important

ES6. Utilizing cancer-
focused Comprehensive
Geriatric Assessment
instruments.

E7. Assessing and
managing medical
comorbidities throughout
the patient’s cancer care.

E8. Assessing and
optimizing functional
status in 77t older adult
patients throughout their
cancer care trajectory.

E9. Assessing and
optimizing functional
status in vu/nerable older
adult patients throughout
their cancer care trajectory.

E10. Assessing and
managing cancer-related
pain.

E11. Assessing and
managing adverse effects/
events related to cancer
therapy.

E12. Assessing and
managing psychological
issues throughout the
patient’s cancer care
trajectory.

E13. In your opinion, which gther Geriatric Oncology-focused curricular topics should be
included in a Geriatric Medicine Fellowship Training curriculum?

Please Specify:

E14. In your opinion, which of the following Geriatric Oncology-focused educational
opportunities would benefit your Geriatric Medicine Fellows? {Check all that apply)

[[] Half-day symposium/workshop in conjunction with a national or regional
conference

[] Full-day symposiumiworkshop in conjunction with a national or regional
conference

[] Web-based training modules

Webinars

Other: (Please Specify)

None of the above

E15. What percentage of your Geriatric Medicine Fellows attend at least one American
Geriatrics Society Annual Scientific Meeting during her/his training?

0-25%
26-50%
51-75%
76-100%

E16. How likely would your fellowship p 1 be willing to fund d its Geriatric
Medicine Fellows who are attending an AGS Annual Scientific Meeting to an in-depth, 4
Ye-hour Geriatric Oncology-focused pre-conference workshop --- taking place in the
afternoon of the day preceding the Meeting?

[T Highly Likety  [] Likely ] Not ] Unlikely [] Highly Unlikely
Sure

F. Clinical roles for geriatricians in the care of older cancer patients

What is your level of agreement with regard to appropriate clinical roles of Geriatricians and
other Geriatrics Practitioners within the cancer care paradigm?
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Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

F1. Determining a patient’s functional
status/“medical vulnerability” in a
consultative role.

F2. Determining a patient’s physical and
cognitive function in relation to goals of
care at the time of cancer diagnosis in a

consultative role.

F3. Participating in the cancer care
treatment decision—making process when
the Geriatrician is the physician-of-record
of the cancer patient.

F4. Participating in the development of a
survivorship care plan for older adults with
cancer (in conjunction with the
hematologist/oncologist).

F5. Being solely responsible for the
patient’s primary care management during
the patient’s active cancer care treatment.

F6. Being solely responsible for the
patient’s primary care management upon
the completion of the patient’s active
cancer care.

F7. Being solely responsible for the
primary care management of older adult
cancer survivors who have been “cancer-
free” for 5 years.

F8. Being responsible for cancer disease-
specific, tumor surveillance and the
monitoring for cancer treatment-related
adverse effects/events of older adult cancer
survivors who have been “cancer-free” for
5 years.

F9. In addition to the above, are there other appropriate clinical roles for Geriatricians
and other Geriatrics Practitioners within the cancer care paradigm?

Yes Mo

If “Yes™: Please list.

F10. In your opinion Geriatricians and Geriatrics Practitioners are best suited in which of

the following role(s) in relation to their clinical roles within the cancer care paradigm?

[] Consultative Model Only
] Primary Care Model Only

|_| Both Consultative and Primary Care Models

[] There is no role for Geriatricians and Geriatrics Practitioners.

You have completed the survey.

Did you find any of the questions unclear or difficult to answer?

Yes
No

If “Yes™ Please list the numbers of unclear or difficult questions.

Comments (Optional):

Thank you for your time and effort.
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Table 1

Characteristics of survey respondents and representative programs (N=67).

Characteristic N (%)
Years as Program Director/Associate Program Director
0-1 year 9 (13)
2 years 9 (13)
3-5 years 15 (22)
6-10 years 22 (33)
>10 years 12 (18)
Sponsoring Department for Geriatrics Fellowship
Internal Medicine 45 (67)
Family Medicine 21(31)
Both 1(1)
Length of Geriatrics Fellowship Program(s) Offered
1 year 63 (94)
2 years 21 (31)
2 years with option of additional research years 8(12)
Number of Fellowship Positions per Year?
1-2 28 (44)
3 12 (19)
4 16 (25)
=5 8 (13)
Formal geriatric oncology fellowship training pathway available 7 (10)
Affiliated with a cancer center or cancer program with clinical component 63 (95)
Fellowship program likely or highly likely to collaborate with cancer centerbc 38 (62)
Presence of oncologist with expertise in geriatric oncologybvd 24.(39)
If present, does he/she provide education for geriatric fellows® 14.(58)
I not present, who provides geriatric oncology education ©
Geriatric faculty 22 (58)
No individual provides this content 10 (26)
Other 6 (16)
Didactic Time Dedicated to the Care of OACS/1
0 6 (9)
<1 hour 4(6)
1-3 hours 31 (46)
4-7 hours 21 (31)
>7 hours 5(7)
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Characteristic N (%)
Clinical Experience Time Dedicated to the Care of oAC”
<2 hours 19 (29)
2-4 hours 8 (12)
5-12 hours 11 (17)
13-20 hours 15 (23)
>20 hours 12 (18)

aN=64; 3 participants missing

b - . . .
Among participants with a cancer center or cancer program with clinical component, N=63

DN=61; 2 participants missing

dN=62; 1 participant missing

e - . N L -
Among participants with oncologist with expertise in geriatric oncology at cancer center, N=24

Among participants without oncologist with expertise in geriatric oncology at cancer center, N=38

gN=65; 2 participants missing

hOAC=OIder adults with cancer
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