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RESUME 

 

Introduction: Le cancer, première cause de décès en France chez l’homme et deuxième chez la 

femme, est une pathologie du sujet âgé. L’Évaluation Gériatrique Personnalisée (EGP) permet, 

dans le cadre de l’oncogériatrie, d’identifier les sujets âgés nécessitant une personnalisation de 

la prise en charge oncologique (plan personnalisé de soins), pour limiter les risques de sur ou 

sous traitement. L’adhésion aux recommandations émises au terme de la consultation d’onco-

gériatrie est peu étudiée. Cette thèse a pour objectif d’étudier l’adéquation entre les 

recommandations émises par le gériatre et les recommandations suivies 

 

Méthodes : Il s’agit d’une étude descriptive, rétrospective, multicentrique menée en région 

Centre-Val-de-Loire du 8 septembre 2017 au 12 novembre 2020. Les patients âgés de plus de 75 

avec un diagnostic de cancer, ayant eu une consultation d’onco-gériatrie et avec au moins un 

suivi, renseignés dans le Dossier Communiquant en Cancérologie étaient inclus. Une analyse 

univariée a été réalisée afin d’étudier les facteurs pouvant influencer le suivi des 

recommandations. 

 

Résultats : 84 patients ont été inclus. Les recommandations les plus fréquemment suivies 

portaient sur le type de traitement carcinologique, la gestion des comorbidités et la prise en charge 

sociale. Les recommandations présentant une différence statistiquement significative en termes 

d’adhésion portaient sur les prises en charge nutritionnelle, rééducative, sociale et sur 

l’équilibration des pathologies chroniques 

 

Conclusion: Cette étude a permis de faire l’état des lieux des recommandations émises et des 

recommandations suivies au terme d’une consultation d’onco-gériatrie, en région Centre Val de 

Loire. Dans notre étude, plus que le nombre de recommandations émises, le temps de suivi 

semble jouer un rôle sur l’adhésion aux recommandations émises : l’adhésion aux 

recommandations était améliorée par un suivi initié précocement (≤1 mois). Une étude 

prospective, multicentrique, avec un protocole d’évaluation et de suivi uniformisé pourrait 

permettre de définir un profil de patient nécessitant une adaptation du suivi pour la mise en 

application des recommandations gériatriques. 
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ABSTRACT 

 

EVALUATION OF ONCO-GERIATRIC RECOMMENDATION ADHERANCE IN 

THE CENTRE-VAL-DE-LOIRE REGION 

 

 

Introduction: Cancer, the leading cause of death in men and the second cause of death in women 

in France, is a pathology of the elderly. In oncogeriatry, the Personalized Geriatric Assessment 

(PGA) enables the identification of elderly subjects requiring personalized oncological care 

(personalized care plan), to limit the risks of over or under treatment. To date, there are few 

studies that asses the adherence to the recommendations issued at the end of an onco-geriatric 

consultation. This thesis aims to study the adequacy between the recommendations issued by 

the geriatrician and those carried out. 

 

Methods: We conducted a descriptive, retrospective, multicentre study in the Centre-Val-de-

Loire region from 8th September 2017 to 12th November 2020. Patients aged over 75 with a 

diagnosis of cancer, who had received an onco-geriatric consultation and with at least one 

follow-up, recorded in the Cancerology Communicating File were included. A univariate 

analysis was performed to study the factors that may influence the application of the 

recommendations. 

 

Results: Eighty-four patients were included. The recommendations most frequently applied 

concerned the nature of the oncological treatment, the management of comorbidities and social 

care. Statistically significant differences in recommendation adherence were found in nutrition 

management, rehabilitation, social care, and the balancing of chronic illnesses.  

 

Conclusion: This study enabled the constitution of an inventory on the recommendations given 

out during oncogeriatric consultations and those followed through within the Centre Val de 

Loire region. We found that follow-up time had a greater impact on the adhesion of 

recommendations than the number given out: recommendation adherence was improved by an 

early initial follow up (≤1 month). A prospective, multicentre study with a standardized 

evaluation and follow-up protocol could help define a patient profile requiring follow-up 

adaptation for the application of geriatric recommendations. 
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ABBREVATIONS 

 

ADL: Activity Daily Living 

 

ARD: Aftercare and Rehabilitation Department 

 

BMI: Body Mass Index 

 

CCF: Cancer Communicating File  
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CUOG: Coordination Units in Onco-Geriatrics 

 

CVL: Centre-Val-de-Loire 

 

DPCST: Departmental Palliative Care Support Team 

 

DPO: Data Protection Officer 

 

GDCP: General Directorate for Care Provision 

 

GDS: Geriatric Depression Scale 

 

GIR: Groupe Iso Resource 

 

IADL: Instrumental Activity Daily Living 

 

MCM: Multidisciplinary consultation meeting 

 

MMSE: Mini-Mental State Examination 

 

MNA: Test Mini- Nutritional Assessment 

 

NCI: National Cancer Institute 

 

NPA: Neuropsychological assessment 

 

ONS: Oral nutritional supplements 

 

PCUOG: Pilot Coordination Units in Onco-Geriatrics 

 

PGA: Personalized Geriatric Assessment 

 

SRN: State Registered Nurse 

 

SW: Social worker 
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INTRODUCTION 

 

In France, cancer is the leading cause of death in men and the second cause of death in 

women. (1) People aged 65 and over account for more than two-thirds of cancer cases recorded 

each year (62.4% of cancers estimated in 2017, all ages combined) (2) hence a third of cancers 

occur after the age of 75.(3) The incidence of cancer increases steadily throughout life: 11.5% 

of all cancer cases are diagnosed in people aged 85 and over.(2) Predictions indicate that the 

rate will reach 50% by 2050 in people aged 75 and over.(4)  In 2017, cancer deaths that occurred 

from the age of 75 accounted for approximately 75% of the cancer mortality rate all ages 

combined.(2) Cancer is therefore a disease of the elderly. 

 

Onco-Geriatrics arosed in 1983(5)  from several observations: the diagnosis of cancer at 

a later and more advanced stage than in young subjects, empirical therapeutic adaptations due 

to the near absence of elderly subjects in clinical oncology trials, the toxicity of treatments and 

under treatment. 

The heterogeneity of how the population ages is now recognized. Indeed, three groups 

of elderly people have been described (the “robust”, the “frail”, the “dependent”). (6) The best 

indicator of overall health status is physiological age rather than chronological age. The 

presence of comorbidities, undernutrition, neurocognitive disorders, polymedication or a 

precarious social situation can interfere with “standard” cancer care. 

The Personalized Geriatric Assessment (PGA) is a multidisciplinary and 

multidimensional assessment of the elderly patient (in terms of comorbidities, nutritional status, 

thymia, cognition, perambulation, and social environment). It aims to identify fragility factors 

to offer corrective measures.  In oncogeriatrics, it permits the identification of elderly patients 

that require personalised cancer management (personalised care plan), to limit the risk of over 

or under treatment. Oncogeriatrics is therefore a “conciliation of two specialities, oncology and 

geriatrics which aims to guarantee treatment in adequacy to the health status of elderly patients 

with cancer thanks to a multidisciplinary and multi-professional approach”.(7) 

 

Several phase 3 trials have demonstrated that PGA and guided interventions make it 

possible, in oncology, to improve the tolerance of treatments without reducing survival but also 

to reduce emergency hospitalizations and improve quality of life.(8,9) 

Through cancer plans, the National Cancer Institute (NCI) promotes improved care for 

elderly patients with cancer, with the creation in 2006 of Pilot Coordination Units in Onco-

Geriatrics (PCUOG) then the creation of Onco-Geriatric Coordination Units (CUOG) and Onco-

Geriatric Branches (regional distribution) in 2011. 

The missions of the CUOG are to: 

- Improve the adaptation of treatments for elderly cancer patients through joint oncologist-

geriatrician decisions, 

- Promote the health care of these patients in their own region to make it accessible to all, 

- Contribute to the development of research in onco-geriatrics and support training and 

information of onco-geriatrics. 

In the four regions that do not have a CUOG (including the Cente Val de Loire region), the 

Onco-Geriatric Antennas have the role of ensuring the “helthcare” mission devolved to the 

CUOG. 
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In parallel to this territorial network, the Cancer plan no. 2 (2009-2013) permitted the validation 

of the G8 survey(10), to screen frail elderly patients who should benefit from PGA before 

initiating an anti-cancer treatment.  

The Centre Val de Loire region has an Onco-Geriatric Antenna which aims to standardize 

practices in onco-geriatrics. The oncologist refers elderly patients with cancer to the geriatrician 

when the G8 screening score is <14/17, indicating frailty. The patient then benefits from a PGA 

from which the geriatrician sends the oncologist recommendations concerning the proposal of 

anti-tumour treatment and avenues for correcting the fragility factors diagnosed. The objective 

of these recommendations is to facilitate the course of the elderly in the oncological care sector, 

to reduce the excess risk of cancer mortality amongst those aged 75 and over, and to maintain 

quality of life. 

 

The report of the Onco-Geriatric consultation, as well as the G8 score and the report of 

the Multidisciplinary Consultation Meeting (MCM), are added to the Cancer Communicating 

File CCF, a unique regional platform which stores the courses of oncology patients. 

 

There is barely any evidence on the adherence of the recommendations that are given 

out at the end of onco-geriatric consultations.(11,12) 

This thesis aims to study the adequacy between the recommendations issued by the 

geriatrician and those followed-through. 
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MATEIRIAL & METHODS  

Study design  

We conducted a descriptive, retrospective, multi-centric study in between the Regional 

University Hospital Centre of Tours (CHRU Tours), Regional Hospital Centre of Orléans 

(CHRO), Hospital Centre (CH) of Chinon Montargeoise Agglomeration Hospital centre 

(CORT37). The selected hospital centers had all set-up initial and follow-up oncogeriatric 

consultations.  

 

Participants  

This study involved any patient who had undergone an onco-geriatric assessment and at 

least one follow-up consultation, documented in the Cancer Communicating File CCF. 

The inclusion criteria of this study were identical to the criteria for admission to the Onco-

geriatric consultation: a diagnosis of cancer in a patient over 75 years-of-age, considered fragile 

according to the G8 score, an initial PGA recorded in the CCF, at least one follow-up 

consultation documented in the CCF. 

Exclusion criteria were as follows: absence of an inclusion criterion, patient’s death before the 

first follow-up consultation, opposition of the patient or family to use health data for research, 

missing follow-up data in the CCF and after checking the patient’s medical folder. 

 

Clinical variables 

The data collected during the PGA are as follows: socio-demographic data, social 

assessment, neoplastic status, comorbidities, fall risk assessments, cognitive status, and thymic 

status, then calculation of the Lee index.(13–22) 

At the end of the consultation, the geriatrician assigns the patient to one of the aging groups, 

according to the decision tree of Balducci and Extermann(23), concludes on the feasibility of 

initiating an anti-tumour treatment (oncological treatment/palliative treatment) and issues 

personalized recommendations to limit the side effects of anti-tumour treatments and tends to 

the correction of any factors of fragility. 

There are thirty-two different recommendations, grouped into nine categories (nutrition, 

cognition, thymia, walking, social, comorbidities, palliative care, specialist advice, a 

recommendation for a stay in ARD). 

The detailed elements of the onco-geriatric consultation can be found in the annexes (2 to14) 

 

Primary outcome:  

The primary endpoint was the median number of recommendations applied at the time 

of the first follow-up.  

For each patient, the median number of recommendations was calculated as follows:   first we 

coded each recommendation as 0 if it was not applied and 1 if it was, then added up these scores 

to obtain the total number of recommendations applied for each patient. 

 

Statistical analysis 

Missing data was considered as such, and incomplete data was considered as missing 

data. 

Quantitative variables were described by their median and quartiles (first and third). Qualitative 

variables were described in numbers and percentages. Univariate analysis was performed for the 
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medico-social variables, the standardized geriatric assessment at T0, follow-up duration, number 

of recommendations at T0 and on the recommendations. 

Descriptive statistics and univariate analysis were performed using pvalue.io software.(24) A 

value of p<0.05 was considered significant. 

 

Ethics and patient information 

Before data collection, patients received an information letter and a non-objection form 

(Appendix 1). 

This study meets the reference methodology criteiria MR-004 "Research not involving humans, 

studies and assessments in the field of health" defined during deliberation no. 2018-155 of 3rd 

May 2018. 

In accordance with the data protection impact assessment defined by the GDPR (General Data 

Protection Regulation) and the Data Protection Act, this study received the agreement of the DPO 

(Data Protection Officer), in January 2021.  
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RESULTS  

Participants  

The inclusion period extended from 8th September 2017 to the 12th November 2020. 

One hundred and eight patients were includes, 19 were excluded, one had not received a 

diagnosis by the time of the first PGA and 4 died before the first follow-up visit. Therefore, a 

total of 84 patients were included in the study.  

 

 

 

Figure 1: Flow-chart 

 

The study population consisted in a majority of women (77%) and the median age was 

of 85 years.  

 

Most lived at home (88%), alone (67%), with a relatively preserved autonomy (ADL≥3: 95%). 

Half the patients (52%) showed no weight loss. The MMS was greater than 20 in 77% of cases. 

The median of severe comorbidities and G8 score was 1 and 11 respectively. Half of the patients 

(50%) belonged to the aging group N°2 according to Balducci and Exterman. Cancer was of 

gynaecological origin in 48% of cases, digestif in 30% of cases and at a localised stage in 56% 

of cases.  

At the end of the PGA, 80% of the patients were offered oncological treatment. (Table 1, Annex 

15) 

 

Descriptive data (Table 2 to 5, annex 15)  

 

The recommendations most frequently issued by geriatricians concerned: 

- The type of treatment offered (100%) 

- Continuation of physical activity such as walking (76.2%) 

- Social care (60.7%) 

108 patients implemented in 
CCF 08/09/17-02/2021

84 patients included

exclusion of 4 patients

(died before the first 
consultation)

and 1 patient, without diagnosis 
at PGA

exculsion of 19 patients  with 
missing data at first consultation 
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- Management of comorbidities (57.1%) 

- Nutritional management (53.6%)  

 

Among the recommendations issued by geriatricians, the most followed concerned: 

- The type of treatment offered (recommendation of palliative treatment followed in 94.1% of 

cases; recommendation of oncological treatment followed in 91% of cases) 

- The management of comorbidities (60.40%) with in particular the balancing of chronic 

pathologies (81.8%) 

- The introduction of a psychotropic treatment (75%) 

- Social care (56.90%), mainly when it came to adapting help at home (53.8%) and advice on 

institutionalization (84.4%). 

 

The median number of recommendations issued at T0 was 5 [4; 7]. The median number of 

recommendations followed in the study population was 3 [2; 4]. 

 

Univariate analysis:  

The study population was divided into two groups: 

- Group 1: patients whose median number of followed recommendations was lower than the 

median number of recommendations followed for the entire population of the study (n=39) 

- Group 2: patients whose median number of followed recommendations was greater than the 

median number of recommendations followed for the entire study population (n=45). 

Between these two groups, there was a statistically significant difference in the number 

of recommendations issued (4 recommendations in group 1 versus 7 recommendations in group 

2; p<0.01), Follow-up time (107 days in group 1 versus 34 days in group 2; p<0.001) and the 

total number of recommendations followed (2 for group 1 versus 4 for group 2; p<0.001). 

 

The recommendations that were better followed in group 2 compared to group 1 related to: 

- Nutritional support (p: 0.028), and in particular the prescription of ONS 

- The "walking" recommendation (p<0.01) with advice on physical activity and a physiotherapy 

intervention 

- Social care (p<0.001), in particular follow-up advice on institutionalization and contact with a 

social worker 

- Balancing of comorbidities (p<0.01) 
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Table 4: Comparison of recommendations between Group 1 and Group 2 

 

Type of recommendations Groupe 1  

(n= 39) 

Groupe 2  

(n=45) 

p 

Treatment Issued 

Applied 

39 

34 (87%) 

45 

43 (96%) 

 

0,24 

Nutrition 

 

Issued 

Applied 

15 

2 (13%) 

30 

14 (47%) 

 

0 ,028 

Thymia 

 

Issued 

Applied 

9 

2 (22%) 

11 

6 (55%) 

 

0,2 

Cognition 

 

Issued 

Applied 

4 

1 (25%) 

4 

2 (50%) 

 

1 

Walking 

 

Issued 

Applied 

28 

3 (11%) 

36 

16 (44%) 

 

<0,01 

Social Issued 

Applied 

14 

2 (14%) 

37 

27 (73%) 

 

<0,001 

Comorbidities 

 

Issued 

Applied 

14 

4 (29%) 

34 

25 (74%) 

 

<0,01 

Palliative care/ 

Pain 

 

Issued 

Applied 

3 

0 

8 

3 (38%) 

 

0,49 

Specialist advice Issued 

Applied 

10 

3 (30%) 

16 

8 (50%) 

 

0,43 

Follow-up (in days), median 

 

107 [39.5; 118] 

 

34.0 [27.0; 92.0] 

 

<0,01 

Total number of recommendations at 

T0 

4.00 [2.50; 7.00] 

 

7.00 [4.00; 8.00] 

 

<0,001 
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DISCUSSION  

 

The positive impact of PGA in the management of cancer patients is no longer a debate 

in the literature. It is known to permit the identification of previously unknown geriatric 

syndromes in nearly 50% of cases, to lead to specific interventions in a quarter of cases and 

modify the choice of oncological treatment in 20 to 25% of cases.(25–27) PGA has shown to 

improve the survival and functional status of elderly patients, particularly when integrated into 

the personalized care plan and combined with outpatient follow-up.(28)  

 

Although studies have described the geriatric interventions offered in the context of 

onco-geriatrics, few have studied the adherence to the recommendations issued by the 

geriatrician.(29) Our study has shown that after an onco-geriatric consultation, the 

recommendations most followed-through relate to the type of treatment proposed 

(recommendation of palliative treatment carried-out in 94.1% of cases; recommendation of 

oncological treatment carried-out in 91% of cases), the balancing of chronic pathologies, the 

introduction of a psychotropic treatment and social care. 

We found that the adherence rate of recommendations was at 57.1%, which is lower 

than what is described in the literature. Indeed, Morin et al, in their series, report a rate of 78%. 

(30) However, there is great heterogeneity in the quality of the follow-up of the recommendations 

which could explain the how the rates vary from 57% to 80%.(30,31) 

 

The recommendations with a statistically significant difference in terms of adherence 

were nutritional care, rehabilitation care, social care, and the balancing of chronic pathologies. 

These results are compatible with the data demonstrated by Baitar et al.(12) 

The prescription of ONS which had been recommended in 26% of patients was followed 

through in 73.7% and the proposal of psychotropic treatment recommended in 17% of patients 

was followed through in 75%. Hamaker et al, in their systematic review of the literature in the 

field of nutrition, found a strong association between nutritional status and increased medium 

and long-term mortality. In addition, poor nutritional status was a prognosis factor in early 

withdrawal of oncological treatment and increased health care, which may lead oncologists to 

further support this recommendation.(32) 

The recommendation concerning the balancing of chronic pathologies was the one that 

was best followed through, regardless of the subcategory. The idea that the number and type of 

comorbidities has an influence on the treatment of elderly cancer patients is rooted in 

oncologists.(33,34)  

Overall, the oncological recommendations relating to treatment were better followed 

than the geriatric recommendations.  

 

The number of recommendations at inclusion is a factor known to influence follow-up: 

the hypothesis currently widespread in the literature is that a limited number of recommendations 

is a factor of good implementation.(11) In our study, follow-up time seemed to play a greater 

role in adherence to recommendations than the number of recommendations issued: adherence 

to recommendations was improved by early initiated follow-up (≤1 month). There was also a 

statistically significant difference between the 2 groups regarding the existence of established 

professional help. 
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Our study has several biases. First, the amount of lost data inherent in the retrospective 

nature of the study did not permit us to carry out a multivariate analysis. Therefore, since some 

individuals received many more recommendations than others, the analysis of the variables by 

subcategory of each recommendation was thus in favour of these patients. 

Second, there was heterogeneity concerning follow-up: telephone or consultation 

follow-up, one or more follow-up periods, follow-up starting 15 days to 3 months after the initial 

geriatric consultation, follow-up conducted by a dedicated nurse or by the doctor who performed 

the PGA. 

Even though the study population is comparable to the regional population of patients 

who acquired PGA in the CVL region between 2014 and 2017 in terms of age, tumour stage, 

proportion of gynecological and digestive cancers as well as the aging group.(35) The population 

remained “hyper-selected”: patients over 75 years of age, having access to an onco-geriatric 

consultation and at least one follow-up geriatric consultation and whose healthcare establishment 

uses the CCF. It is therefore not representative of the national population, over the age of 75, 

suffering from cancer.  

 Indeed, the rate of screening for frailty by the G8 score is insufficient (stable at around 

40% in patients over 75 presented in MCM in CVL, between 2018 and 2021) and access to onco-

geriatric consultations in CVL (and a fortiori to follow-up consultations) is limited due to low 

medical demography. 

Finally, some health establishments in the CVL region that have set up onco-geriatric 

consultations do not fill in the CCF. 

However, these limits of the access to onco-geriatric consultations will tend to improve 

with the revision of the cancerology authorization criteria for healthcare establishments. 

Screening for frailty by the G8 will become enforceable and the entire onco-geriatrician system 

will be a quality criterion. 

 

This study proves that regarding carcinological recommendations, the oncologist-

geriatrician collaboration is anchored.(29,36,37) We have also demonstrated that adherence to 

the geriatric recommendations issued is improved when follow-up is implemented early after the 

initial onco-geriatric consultation (≤1 month). 

One of the avenues for improving adherence to the recommendations would be the 

establishment of an onco-geriatric MCM(38) and/or that the implementation of the 

recommendations be organized by the geriatric team. 
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CONCLUSION  

 

This retrospective observational study is in agreement with the literature regarding the 

geriatric recommendations carried-out after they are issued at the end of a personalised geriatric 

assessment PGA (nutrition, social, walking) as well as on adherence to oncological 

recommendations. It brings new data concerning the implementation of recommendations on 

balancing comorbidities. 

In our study, follow-up time seemed to play a greater role in adherence to recommendations than 

the number of recommendations issued: adherence to recommendations was improved by early 

initiated follow-up (≤1 month).  

Owing to its retrospective nature and numerous missing data, these results should be 

interpreted with caution and discernment. 

A prospective, multicentre study, with a common evaluation and follow-up protocol in 

all the centres, relating to the adherence of the recommendations, would confirm these results. 

Thus, we could define a patient profile for which the recommendations are the most or 

the least followed. 
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ANNEXES: 

Annexe 1: patient information letter 

 

Étude observationnelle descriptive régionale (région Centre Val de Loire) sur le suivi des 

recommandations émises par l’oncogériatre  

 

Madame, Monsieur,  

 

Dans la cadre de la prise en charge de votre cancer, vous avez bénéficié d’une consultation 

d’oncogériatrie. 

Nous vous proposons de participer à une étude descriptive, dans le cadre d’une thèse en 

médecine. L’objectif de ce travail est d’évaluer le suivi des recommandations émises par 

l’oncogériatre lors de cette consultation.  

 

Il n’y aura pas d’examen ni de traitement supplémentaire. Cette recherche ne comporte aucun 

risque ni aucune contrainte pour vous. 

Les données vous concernant seront recueillies à partir de votre dossier médical et des données 

habituellement consignées dans le Dossier Communicant de Cancérologie. 

 

La promotion de cette étude est assurée par le réseau Onco-Centre. Les données médicales vous 

concernant lui seront transmises. Ces données seront identifiées par un numéro de code et vos 

initiales et votre date de naissance le cas échéant. Ces données pourront également, dans des 

conditions assurant leur confidentialité, être transmises aux autorités de santé françaises. 

 

Conformément aux dispositions de la loi relative à l’informatique, aux fichiers et aux libertés, 

vous disposez d’un droit d’accès et de rectification. Vous disposez également d’un droit 

d’opposition à la transmission des données couvertes par le secret professionnel susceptibles 

d’être utilisées dans le cadre de cette recherche et d’être traitées. 

Vous pouvez également accéder directement ou par l’intermédiaire d’un médecin de votre choix 

à l’ensemble de vos données médicales en applications des dispositions de l’article L.1111-7 du 

code de la santé publique. 

Ces droits s’exercent auprès du médecin qui vous suit dans le cadre de la recherche et qui connaît 

votre identité. 

 

Vous êtes libres d’accepter ou de refuser de participer à cette recherche. En cas d’acceptation, 

vous pouvez mettre fin à votre participation à tout moment sans avoir à expliquer votre choix. 

Votre refus comme votre retrait postérieur n’auront pas de conséquences dans vos relations avec 

votre médecin qui vous proposera, si vous le désirez, la poursuite du suivi de votre cancer. 

 

Nicolas Dupont-Horaux, investigateur principal, thésard et interne en gériatrie de la région 

Centre Val de Loire 

 

Dr Biogeau Julie, directeur de thèse, gériatre, membre d’Onco-Centre. 
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Annexe 2:  Report of the onco-geriatric evaluation implemented in the CCF 
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Annexe 3: Follow-up grid after the initial onco-geriatric evaluation, implemented in the CCF 
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Annexe 4: AGGIR grid 

 

GIR 1: les personnes confinées au lit, dont les facultés mentales sont gravement altérées, et qui 

ont besoin d’une présence continue d’intervenants.  

Les personnes en fin de vie 

  

GIR 2: les personnes confinées au lit ou au fauteuil, dont les facultés mentales ne sont pas 

totalement altérées, et qui ont besoin d’une prise en charge pour la plupart des activités de la 

vie courante.  

Les personnes qui ont des fonctions mentales altérées, mais qui ont conservé leur capacité à se 

déplacer. 

  

GIR 3: les personnes ayant conservé leurs facultés mentales mais qui ont besoin plusieurs fois 

par jour d’aides pour les soins corporels. 

  

GIR 4: les personnes ne faisant pas leur transfert seules (par exemple se lever seules du 

fauteuil) mais qui, une fois levées, peuvent se déplacer à l’intérieur du logement. Elles doivent 

parfois être aidées pour la toilette et pour s’habiller.  

Les personnes n’ayant pas de problème pour se déplacer mais devant être aidées pour les 

activités corporelles et pour la préparation des repas. 

  

GIR 5: les personnes qui peuvent avoir besoin d’une aide ponctuelle pour la toilette et les 

activités domestiques: préparation des repas, ménage… 

  

GIR 6: les personnes autonomes pour tous les actes importants de la vie courante. 
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Annexe 5: ONCODAGE Score 
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Annexe 6: CIRC-G Score 
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Annexe 7: ADL Score 
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Annexe 8: IADL Score 
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Annexe 9: MMSE 
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Annexe 10: Clock-drawing test 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Vous présentez le dessin d’un cercle en disant : « Ce dessin représente un cadran d’une horloge, 

il manque les chiffres indiquant les heures, à vous de les disposer sur le cadran. Ensuite je vais 

vous demander de dessiner les aiguilles et de les disposer pour indiquer 10 H 10 ou 16H40 ». 

(Une alternative plus sensible est de faire dessiner le cercle) 

La Cotation sur 10 est la cotation validée qui donne la meilleure sensibilité et spécificité 

La note est sur 10 points. 
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10 points = Dessin normal (si cercle fait par le patient), chiffres et aiguilles en position 

approximativement correcte. Les aiguilles des heures étant clairement distinctes de celles des 

minutes. 

9 pts = Légère erreur dans le placement des aiguilles (pas exactement sur 10 et 2) mais pas 

franchement sur un autre chiffre, ou un chiffre manquant sur l’horloge. 

8 pts = Erreurs plus notables dans le placement des heures et des minutes (moins d’un chiffre), 

l’espace entre les chiffres montre un trou. 

7 pts = Placement des aiguilles de façon significativement fausse (plus d’un chiffre). 

6 pts = Usage inapproprié des aiguilles (par exemple, affichage digital ou entoure les chiffres des 

heures malgré des instructions répétées). Accumulation des chiffres d’un côté de l’horloge ou 

chiffres à l’envers. 

5 pts = Persévération ou arrangement inapproprié des chiffres (ex : chiffres indiqués par des 

points). Les aiguilles peuvent être représentées, mais ne pointent pas forcément des chiffres. 

4 pts = Chiffres absents ou écrits en dehors de l’horloge, ou séquence fausse. Aiguilles non 

clairement représentées. 

3 pts = Chiffres des heures plus connectés au dessin du cadran. Aiguilles pas présentes de façon 

reconnaissable. 

2 pts = Ce qui est dessiné a un rapport avec les consignes, mais l’organisation spatiale des chiffres 

est inappropriée, 

1 pt = Tout est faux ou ininterprétable ou il n’y a pas eu d’essai. 

Score =        /10 
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Annexe 11: Mini – GDS 
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Annexe 12: MNA 
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Annexe 13: Balducci Scale 
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Annexe 14: Lee Index 

Evaluates the probability of survival at 4 years. Prognostic index, including age, sex, recorded 

comorbidities and functional measures. 

Score: 0 - 5 (<4%  death at 4 years ), 6 - 9 (15%), 10 - 13 (42%), > 14 (64%) 
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Annexe 15  

Table 1: Characteristics of the study population 

Variables Numbers  Missing data (%) 

Socio-demographic 

Age Median 

85 years- 

old (83; 

87) 

  

Gender 
Masculine 19 (23%) 

  
Feminine 65 (77%) 

Cancer  

Type of cancer 

Unknown 1 (1%) 

  

Gynecological 40 (48%) 

Digestif 25 (30%) 

Respiratory 4 (5%) 

Urological 6 (7%) 

Skin and ENT 4 (5%) 

Blood 3 (3%) 

Other 1 (1%) 

Stage 
Metastatic 36 (43%) 

1 (1%) 
Localized 47 (56%) 

G8 Median 11 (9 ;13)   

Lee Index 

<4% 1 (1%) 

1 (1%) 
15% 35 (42%) 

42% 23 (27%) 

64% 24 (29%) 

Balducci Index 

Groupe 1 

Groupe 2 

Groupe 3 

  

14 (16,6%) 

39 (46,4%) 

16 (19%) 

 

15 (18%) 

Autonomy 

GIR 

<4 

4 

Median 

 

6 (5 ; 6) 

8 (10%) 

56 (66%) 

20 (24%) 

ADL 
<3 4 (5%)   

 80 (95%)   

Lifestyle 

Habitat 

Nursing home 10 (12%) 
  

Home 74 (88%) 

     °isolated 41 (55%) 

1 (2%) 
     °accompanied 32 (43%) 



 49 
 

  

Adaptation of aids or 

implementation of aids 

Yes 41 (55%) 
  

No 33 (45%) 

Identified caregivers 
Yes 63 (85%)  

  No 11 (15%) 

Falls 

Falls 
< 2 79 (94%) 

  
  5 (6%) 

Nutrition 

Weight loss 

No denutrition 44 (52%) 

1 (2%) 
Denutrition 16 (19%) 

Severe Denutrition 11 (13%) 

Yes but not recorded 12 (14%) 

MNA 

00-17 : denutrition 7 (8%) 

40 (48%) 

17-23,5 : risk of denutrition 20 (24%) 

24-30 : normal 17 (20%) 

Median 
23 (18 ; 

25) 

Albumin (g/L) 

< 30  2 (2%) 

19 (23%) 

30-35 10 (12%) 

> 35 53 (63%) 

Médiane 
39 (36 ; 

42,25) 

BMI (kg/m2) 

<18 1 (2%) 

  18-21 13 (15%) 

> 21 70 (83%) 

Cognition and Thymia 

MMSE 

00-10 severe stage 1 (2%) 

10 (12%) 
10--20 moderate stage 8 (10%) 

>20: light stage  65 (77%) 

 Normal (30) 7 (11%) 

Mini_GDS 
<1 absence of depression  36 (43%) 

22 (26%) 
Suspected depression 26 (31%) 

Associated pathologies 

CIRS-G Median 11 (9 ;14)   

Severe comorbidities 

Median 

0 

1 

1 (0 ; 2) 

27 (32%) 

57 (68%) 

  

Treatment 

Number of medications  

Median 5 (3 ; 8) 

  < 3 19 (23%) 

> 3 65 (77%) 

Treatment proposition 
Oncological 

Palliative 

67 (80%) 

17 (20%) 
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Table 2: Table of recommendation adherence for each category  

 

Recommendations 

Proposed at T0 

(absolute 

number and %) 

 T1 follow-up 

(Absolute 

number) 

Treatments 84 (100%) 77 (91,70%) 

Nutrition 45 (53,6%) 16 (35,60%) 

Cognition 8 (9,5%) 3 (37,50%) 

Thymia 20 (23,8%) 8 (40,00%) 

Walking 64 (76,2%) 19 (29,70%) 

Social 51 (60,7%) 29 (56,90%) 

Comorbidities 48 (57,1%) 29 (60,40%) 

Palliative care/ pain 11 (13,1%) 3 (27,30%) 

Specialized advice 26 (30,9%) 11 (42,30%) 

ARD 1 (1,2%) 1 (100,00%) 

Global rate of recommendation 

adherence 
57,1% 
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Table 3:  Percentage of applied recommendations for each sub-category  

 

Recommendations Proposed at T0 Applied à T1 

Treatments 

- Oncological treatment 

- Palliative treatment 

  

80% 91% 

20% 94,1% 

Nutrition 

- Dietician consultation 

- ONS 

- Nutritional advice  

  

36% 19,2% 

26% 73,7% 

38% 37% 

Cognition 

- Prevention cognitive decline 

- BNP 

- Speech therapy 

  

89% 37,5% 

11% 0 

0 0 

Thymia 

- Consultation with a psychiatrist 

- Sector intervention 

- Introduction of psychotropic treatment 

  

79% 36,8% 

4% 0 

17% 75% 

Walking 

- Physiotherapy  

- Physical activity 

  

35% 27,6% 

65% 29,1% 

Social 

- Contact with a Social worker  

- Implementation and adaptation of aids 

- Habitat rearrangement 

- Advice on institutionalization 

  

30% 53,8% 

27% 65,2% 

6% 20% 

37% 84,4% 

Comorbidities 

- Balancing of chronic pathologies  

- Proposition of therapeutic adjustments 

- Proposition of further examinations 

  

17% 81,8% 

47% 58,1% 

36% 58,3% 

Palliative care/ Pain  

- Therapeutic adjustment 

- Referral to pain department  

- Contact with DPCST: 

  

23% 33,3% 

0 0 

77% 30% 

Specialist’s advice  30.9% 42.3% 

Recommended ARD 1.2% 100% 
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Table 5: Comparison of the subcategories of recommendations at T1 between Group 1 and 

Group 2 

 

Subcategory Groupe 1 Groupe 2 p 

Treatment 

Applied  5 (13%) 2 (4.4%) 0,24 

Not applied 34 (87%) 43 (96%)  

Nutrition 

Dietician consultation 

Not applied 

Applied 

10 (100%) 

0 

11 (69%) 

5 (31%) 0,12 

ONS 

Not applied  

Applied 

 

3 (60%) 

2 (40%) 

 

2 (14%) 

12 (86%) 

 

0,084 

Dietetic advice 

Not applied 

Applied 

9 (82% 

2 (18%) 

8 (50%) 

8 (50%) 0,12 

Cognition 

Prevention of cognitive decline  

Not applied 

Applied 

3 (75%) 

1 (25%) 

2 (50%) 

2 (50%) 1 

Thymia    

Consultation with a psychiatrist 

Not applied 

Applied 

8 (80%) 

2 (20%) 

4 (44%) 

5 (56% 0,17 

Walking 

Physical activity advice  

Not applied 

Applied 

 

22 (88%) 

3 (11%) 

 

17 (57%) 

13 (43%) 

 

0,011 

Physiotherapy intervention 

Not applied 

Applied 

 

14 (93%) 

1 (7%) 

 

7 (50%) 

7 (50%) 

 

0,014 

Social 

Advice on institutionalization  

Not applied 

Applied 

3 (75%) 

1 (25%) 

2 (7,1%) 

26 (93%) <0,01 

Contact with a Social worker  

Not applied 

Applied 

7 (100%) 

0 

5 (26%) 

14 (74%) <0,01 

Implementation and adaptation of aids  

Not applied 

Applied 

 

4 (57%) 

3 (43%) 

 

4 (25%) 

12 (75%) 

 

0,18 

Habitat rearrangement  

Not applied 

Applied 

 

2 (100%) 

0 

 

2 (67%) 

1 (33%) 

 

1 
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Comorbidities 

Balancing of chronic pathologies  

Not applied 

Applied 

1 (50%) 

1 (50%) 

1 (11%) 

8 (89%) 

 

0,35 

Therapeutic modifications 

 Not applied 

Applied 

6 (67%) 

3 (33%) 

9 (32%) 

15 (68%) 0,11 

Proposition of further examinations  

Not applied 

Applied 

 

4 (80%) 

1 (20%) 

 

6 (32%) 

13 (68%) 

 

0,12 

Palliative care/ Pain 

Therapeutic adjustment 

Not applied 

Applied 

1 (100%) 

0 

1 (50%) 

1 (50%) 1 

Contact with DPCST  

Not applied 

Applied 

2 (100%) 

0 

5 (62%) 

3 (38%) 1 

Specialist’s Advice  

Not applied 

Applied 

7 (70%) 

3 (30%) 

8 (50%) 

8 (50%) 0,43 
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Dupont-Horaux Nicolas 

 

56 pages - 15 annexes – 5 tableaux -1 figure 

 

Introduction: Le cancer, première cause de décès en France chez l’homme et deuxième chez la 

femme, est une pathologie du sujet âgé. L’Évaluation Gériatrique Personnalisée (EGP) permet, 

dans le cadre de l’oncogériatrie, d’identifier les sujets âgés nécessitant une personnalisation de 

la prise en charge oncologique (plan personnalisé de soins), pour limiter les risques de sur ou 

sous traitement. L’adhésion aux recommandations émises au terme de la consultation d’onco-

gériatrie est peu étudiée. Cette thèse a pour objectif d’étudier l’adéquation entre les 

recommandations émises par le gériatre et les recommandations suivies 

 

Méthodes: Il s’agit d’une étude descriptive, rétrospective, multicentrique menée en région 

Centre-Val-de-Loire du 8 septembre 2017 au 12 novembre 2020. Les patients âgés de plus de 

75 avec un diagnostic de cancer, ayant eu une consultation d’onco-gériatrie et avec au moins 

un suivi, renseignés dans le Dossier Communiquant en Cancérologie étaient inclus. Une analyse 

univariée a été réalisée afin d’étudier les facteurs pouvant influencer le suivi des 

recommandations. 

 

Résultats: 84 patients ont été inclus. Les recommandations les plus fréquemment suivies 

portaient sur le type de traitement carcinologique, la gestion des comorbidités et la prise en 

charge sociale. Les recommandations présentant une différence statistiquement significative en 

termes d’adhésion portaient sur les prises en charge nutritionnelle, rééducative, sociale et sur 

l’équilibration des pathologies chroniques 

 

Conclusion: Cette étude a permis de faire l’état des lieux des recommandations émises et des 

recommandations suivies au terme d’une consultation d’onco-gériatrie, en région Centre Val 

de Loire. Dans notre étude, plus que le nombre de recommandations émises, le temps de suivi 

semble jouer un rôle sur l’adhésion aux recommandations émises: l’adhésion aux 

recommandations était améliorée par un suivi initié précocement (≤1 mois). Une étude 

prospective, multicentrique, avec un protocole d’évaluation et de suivi uniformisé pourrait 

permettre de définir un profil de patient nécessitant une adaptation du suivi pour la mise en 

application des recommandations gériatriques. 

 

Mots clés: elderly, cancer, geriatric assessment, recommendation, follow-up 
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