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The Australian population is ageing, and the risk 
of being diagnosed with cancer increases with 
age. With more Australians living to older ages, 
the number of cancer cases diagnosed each year 
continues to rise.1 The Victorian Cancer Plan 
2024-2028 identifies that 1 in 3 men and 1 in 4 
women will be diagnosed with cancer by the age 
of 75. This number is expected to increase as 
Victorians continue to live longer.2 Older people 
can experience poorer responses to treatment and 
poorer outcomes due to:

•	 age-related vulnerabilities such as cognitive 
issues and functional deficits 

•	 comorbidities that affect function and 
complicate management

•	 complex polypharmacy issues
•	 the risk of over- and under-treatment due 

to limited age-adjusted evidence (older 
people make up less than 10 per cent of trial 
participants).3 

The development of the VICS Care of the older 
person with cancer: toolkit supports implementation 
of the new Optimal Care Pathway for Older People 
with Cancer (OCP).

It also supports the key focus areas of the Victorian 
Cancer Plan 2024-2028 and the Victorian Integrated 
Cancer Services (VICS) strategy and statewide 
priorities and can connect with local health service 
business and strategic plans.

Southern Melbourne Integrated Cancer Service 
(SMICS) and Hume Regional Integrated Cancer 
Service (HRICS) have created this toolkit to provide 
a reference point for Victorian health services 
considering implementing new approaches to 
caring for older people with cancer. The target 
audience includes oncologists, geriatricians, cancer 
care coordinators, nurse practitioners, allied health 
professionals and operational executive/managers. 

1 Australian Institute of Health and Welfare. Cancer in Australia 
2021. Cancer series no. 133. Cat. no. CAN 144. AIHW, Canberra, 
2021.
2 Victorian Government, Victorian Cancer Plan 2024-2028: Optimal 
and equitable cancer outcomes for all Victorians. Department of 
Health, Melbourne, 2024. 
3Sedrak MS, Freedman RA, Cohen HJ, et al. Older adult 
participation in cancer clinical trials: a systematic review of barriers 
and interventions. CA Cancer J Clin. 2021; 71(1):78–92. 

This toolkit supports implementation of or 
improvement to care of older people with cancer  
by providing:

•	 information about geriatric screening and 
assessment and links to further information 
and tools to support delivery

•	 practical suggestions to identify and address 
existing barriers 

•	 examples of geriatric oncology services 
that have been implemented and used in 
Australian health services 

•	 key resources including links to calculators, 
how-to guides, guidelines, education 
opportunities, patient resources and further 
considerations. 

Introduction

The toolkit aims to start a conversation 
in health services about what services are 
currently available and what the possibilities 
are for first steps, moving ahead or a 
potentially larger focused effort. It provides 
an opportunity for health services to 
partner with their local Integrated Cancer 
Service (ICS) to identify local needs and 
implementation opportunities. Awareness 
and access to existing local hospital/
community services should be a priority 
to determine how to effectively add value 
to the care of older people with cancer. 
Contact your local ICS for support. 

This toolkit is designed to be a ‘living 
document’ and will be added to, edited and 
revised over time. As such, the document 
will only be up to date at the time of access 
or download. If users have additional 
information that would be beneficial to 
include, or updates to existing content, 
please click here: https://forms.office.com/r/
ND8AgueCYt or use the QR code:  

*Please note that age of an 'older person' varies between 
publications, guidelines and tools.  Many cite 65 and over while 
tools such as the G8 start at age 70.  Other differences of older age 
significance include cultural groups such as Aboriginal and Torres 
Strait Islander people.

https://www.health.vic.gov.au/victorian-cancer-plan
https://www.health.vic.gov.au/victorian-cancer-plan
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://vics.org.au/contact
https://forms.office.com/r/ND8AgueCYt
https://forms.office.com/r/ND8AgueCYt
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The VICS Care of the older person toolkit was 
developed following consultation with subject matter 
experts and those supporting delivery of services 
including clinicians, VICS staff and the Victorian 
Department of Health.  The toolkit was originally 
released in 2022 and has undergone an evaluation of 
its effectiveness as well as formal reviews to ensure it 
remains current and relevant.

The review process continues to be led by staff from 
SMICS and HRICS with notable support from a 
dedicated VICS Special Interest Group. Membership 
represents all eight adult ICS and includes staff who 
have been involved with the project since initiation 
in 2021.  

This is the fourth iteration of the VICS Care of 
the older person toolkit which now aligns with the 
Optimal Care Pathway for older people with cancer 
– released in November 2025. 

The OCP identifies the specific steps and critical 
points along the care pathway in order to promote 
high-quality, evidence-based cancer care, and to 
improve patient experiences and outcomes. Optimal 
care should be age-friendly, recognise and combat 
ageism, and include adequate geriatric assessment 
(GA) to guide therapy and supportive care 
interventions.

The OCP was designed around the National OCP 
Framework and the 4 Ms framework of Age-Friendly 
Care: What Matters, Medication, Mentation (Mind 
and Mood) and Mobility. National OCP Framework 
and the 4Ms framework of Age-Friendly Care: What 
Matters, Medication, Mentation (Mind and Mood).

The toolkit has garnered significant support from 
clinicians over time. We have two new examples of 
service implementation from Bendigo Health and 
Western District Health Service which have used 
the toolkit as a resource to guide service design and 
development. We hope you find it useful. 

This toolkit aligns with the following plans and 
standards.

Australian Cancer Plan

The Australian Cancer Plan aims to improve health 
equity for older Australians.

This includes supporting consumer decision making 
by ensuring person-centred care is visible across the 
cancer continuum, developing education and training 
material regarding inclusive practices for healthcare 
providers, and developing innovative models of care, 
including consumer navigation models.

Victorian Cancer Plan 2024–2028

Long-term goals: 

1.	 Achieve equitable outcomes for all Victorians.

2.	 Ensure Victorians have the best possible 
experience of the cancer treatment and care 
system.

Pillar 1: Empowering consumers to be active 
partners in their health and wellbeing.

Pillar 3: Optimal access and care across the cancer 
pathway, including equitable access to prevention, 
screening, diagnosis, treatment, supportive care, and 
palliative care.

VICS statewide priorities 2024-2028

	ĺ Strengthen access to equitable, timely and 
consumer-centred cancer care – focused on 
priority populations.

	ĺ Improve wellbeing and support for people 
affected by cancer. 

	ĺ Drive optimal, integrated and sustainable 
cancer care.

National Safety and Quality Health Service Standards

Care of the older person with cancer aligns with 
the following National Safety and Quality Health 
(NSQHS) standards:

•	 Partnering with Consumers Standard – 
recognises the importance of involving 
patients in their own care and providing clear 
communication to patients. 

•	 Comprehensive Care Standard – ensure 
patients receive comprehensive health care 
that meets their individual needs, and considers 
the impact of their health issues on their 
life and wellbeing. Validated screening tools 
can help identify older, vulnerable cancer 
patients who will benefit most from a geriatric 
assessment or from a referral to a geriatrician 
for further evaluation.

Background Alignment

https://www.cancer.org.au/assets/pdf/ocp/optimal-care-pathway-for-older-people-with-cancer
https://www.canceraustralia.gov.au/national-optimal-care-pathways-framework
https://www.ihi.org/sites/default/files/2023-09/IHI_Age_Friendly_What_Matters_to_Older_Adults_Toolkit.pdf
https://www.ihi.org/sites/default/files/2023-09/IHI_Age_Friendly_What_Matters_to_Older_Adults_Toolkit.pdf
https://www.australiancancerplan.gov.au/populations/older-australians
https://www.health.vic.gov.au/health-strategies/victorian-cancer-plan
https://vics.org.au/about/priorities
https://www.safetyandquality.gov.au/standards/nsqhs-standards


4

Back to Contents

Care of the Older Person with Cancer: Toolkit - V4, June 2026

Screening tools
Validated screening tools can help identify older, 
vulnerable cancer patients who will benefit most 
from a geriatric assessment or from a referral to a 
geriatrician for further evaluation.

The Vulnerable Elders Survey (VES-13)4 is a  
13-item questionnaire which includes age, self-rated 
health, limitations in physical function and functional 
disabilities. While the VES-13 can be administered by 
a clinician, it tends to rely on patient self-reporting 
and takes less than five minutes to complete. A 
score of three or more is considered at risk for 
vulnerability. 

The G85 is a brief, clinician-administered tool which 
assesses age, appetite, weight loss (BMI), mobility, 
mood, cognition, the number of medications used 
and patient-rated health. Scores of 14 or less out 
of 17 suggest vulnerability and the need for further 
geriatric assessment and guided multidisciplinary 
interventions.6

The Clinical Oncology Society of Australia’s 
Geriatric Oncology Guideline Working Group 
published a systematic review investigating the 
evidence for using geriatric assessment screening 
tools in older adults with cancer.7

For further information on screening refer to the 
OCP for older people with cancer: Optimal care 
pathway for older people

Links to screening tools:

G8 screening tool

VES13 screening tool

Frailty screening, assessment and care of older 
people with cancer

4 Saliba D, Elliott M, Rubenstein LZ, et al. The Vulnerable Elders 
Survey: a tool for identifying vulnerable older people in the 
community. J Am Geriatr Soc. 2001; 49(12):1691–1699.
5 Soubeyran P, Bellera C, Goyard J et al. Validation of the G8 
screening tool in geriatric oncology: the ONCODAGE project. J 
Clin Oncol. 2011;29(suppl): abstr 9001. 
6 Decoster L, Van Puyvelde K, Mohile S, et al. Screening tools 
for multidimensional health problems warranting a geriatric 
assessment in older cancer patients: an update on SIOG 
recommendations. Ann Oncol. 2015; 26(2):288–300. 
7 Garcia MV, Agar MR, Soo W, et al. Screening tools for identifying
older adults with cancer who may benefit from a geriatric 
assessment: a systematic review. JAMA Oncol. 2021; 7(4):616–627.

Geriatric assessment
A geriatric assessment (GA) informs treatment 
planning and decision making in caring for older 
people with cancer. The primary benefit of 
undergoing a GA is identifying vulnerabilities often 
missed in standard oncology assessments that may 
influence planned cancer treatment. 

Targeted interventions can be prescribed to manage 
non-oncologic problems including social issues, poor 
nutrition, polypharmacy, mobility problems and 
cognitive impairment. An Australian study showed 
that intervention informed by GA leads to better 
quality of life, reduced unplanned hospitalisation and 
reduced early treatment discontinuation for people 
receiving systemic anticancer treatment.8

Outcomes from geriatric screening and assessment 
should inform discussions regarding appropriate 
support and treatment for patients.  These discussions 
can be in either patient appointments in clinic and/or 
a multidisciplinary team meeting (MDM).

As there is no agreed standardised set of geriatric 
assessment measures, health services can decide 
which assessments are appropriate for them 
depending on available workforce and resources. 
Refer to appendix F of the OCP for older people:
Optimal care pathway for older people (Page 115)

Below are some examples of composite forms that 
comprise the domains of a GA. 

•	 The Practical Geriatric Assessment (PGA) was 
designed to overcome common implementation 
barriers such as time limitations and uncertainty 
about next steps. The PGA is a concise 
geriatric assessment tool that identifies high 
priority aging-related domains known to be 
associated with important outcomes including 
measurement of physical and cognitive function, 
emotional health, comorbidities, polypharmacy, 
nutrition, and social support.9

8 Soo WK, King MT, Pope A, et al. Integrated geriatric assessment 
and treatment effectiveness (INTEGERATE) in older people with 
cancer starting systemic anticancer treatment in Australia: a 
multicentre, open-label, randomised controlled trial. Lancet Healthy 
Longevity. 2022; 3(9):e617–627.
9 Dale W, Klepin HD, Williams GR, Alibhai SM et al. (2023). 
Practical Assessment and Management of Vulnerabilities in Older 
Patients Receiving Systemic Cancer Therapy: ASCO Guideline 
Update. Journal of Clinical Oncology, 41 (26), 4293-4312. 

https://jamanetwork.com/journals/jamaoncology/article-abstract/2774872
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://www.eviq.org.au/clinical-resources/assessment-tools/4402-geriatric-8-g8-screening-tool
https://www.eviq.org.au/clinical-resources/assessment-tools/4403-vulnerable-elders-survey-13-ves-13
https://education.eviq.org.au/courses/frailty-screening-assessment-and-care-of-older-pe
https://education.eviq.org.au/courses/frailty-screening-assessment-and-care-of-older-pe
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://www.asco.org/news-initiatives/current-initiatives/cancer-care-initiatives/geriatric-oncology/resources
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•	 The ‘Adelaide Tool’ (developed by the Royal 
Adelaide Hospital Care Centre) comprises a 
number of screening tools to collect information 
on patient demographics, comorbidities, 
medications and physical function.10,11

•	 The Electronic Rapid Fitness Assessment 
(eRFA) categorises patients who are fit 
from those who are frail. The assessment 
includes questions related to a patient’s 
functional status, level of social support/
activity, emotional wellbeing, nutritional status, 
polypharmacy and cognitive assessment.12 See 
website for access.

10 To THM, Okera M, Prouse J, et al. Infancy of an Australian 
geriatric oncology program – characteristics of the first 200 
patients. J Geriatr Oncol. 2010; 1(2):81–86.
11 George M, Smith A. Use of an abbreviated geriatric screening 
tool in the assessment of older cancer patients' functional 
status, dependency, and comorbidities: cross-sectional audit and 
observations from a regional cancer center in Australia. JMIR 
Cancer. 2020; 6(1):e16408. 
12 Shahrokni A, Tin A, Downey RJ, et al. Electronic rapid fitness 
assessment: a novel tool for preoperative evaluation of the geriatric 
oncology patient. J Natl Compr Canc Netw. 2017; 15(2):172–179.

•	 The Preoperative Assessment of Cancer in the 
Elderly (PACE) is a brief tool to assess older 
patients’ fitness prior to surgical intervention 
for their cancer.13

•	 A care pathway to support older patients with 
multiple conditions including cancer

To assist with ensuring all relevant elements to 
support older people with cancer are considered, 
please see a suggested checklist in Appendix 2.

13 Audisio RA, Pope D, Ramesh HSJ, et al. Shall we operate? 
Preoperative assessment in elderly cancer patients (PACE) can 
help: a SIOG surgical task force prospective study. Crit Rev Oncol 
Hematol. 2008; 65(2):156–163.

GO
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Figure 1: Domains of a geriatric assessment 

https://www.mskcc.org/departments/division-subspecialty-medicine/geriatric/electronic-rapid-fitness-assessment-erfa
https://www.sciencedirect.com/science/article/pii/S1879406823005519
https://www.sciencedirect.com/science/article/pii/S1879406823005519
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Barriers and enablers

Barriers and enablers to the implementation of 
components of a Geriatric Oncology Service

Older people with cancer are a large and 
heterogeneous group.14 Understanding your patient 
profile and an audit of existing appropriate services 
required to establish a geriatric oncology service 
are key activities to identifying local barriers and 
enablers to implementation.

The Geriatric Oncology Gap Assessment 
(developed by the Association of Community 
Cancer Centers) can support this process. 

1.	 Location 
When considering barriers to the 
implementation of a geriatric oncology service 
first establish whether there is appropriate 
service availability at the nearest health service 
to the patient’s home base. Find appropriate 
services through your local ICS and make 
contact via the VICS website. Referral to 
a health service with a full complement of 
the required services would be ideal if easily 
accessible for the patient.  

If appropriate services are not available at the 
patient’s nearest health service or they cannot 
easily access the closest available service, Table 
2 lists alternatives to a full geriatric oncology 
service. Several enablers are identified for each 
barrier. The most appropriate will depend on 
what is accessible at each health service or, in 
fact, each individual patient.  

It should be noted that smaller regional and 
rural health and community services may 
provide appropriate elements of a geriatric 
oncology service closer to the patient’s own 
home, limiting their need to travel.  Services 
include, but are not limited to, allied health 
professionals, pathology services, pharmacology 
and social support.

14 Lowsky DJ, Olshansky SJ, Bhattacharya J, et al. Heterogeneity in 
healthy aging. J Gerontol A Biol Sci Med Sci. 2014; 69(6):640–649. 

2.	 Resources 
There can be limited access to some allied 
health professionals on-site or locally leading to 
long wait times following referral. Alternative 
services can be accessed through private 
or independent facilities advertised locally 
or student programs based in regional and 
metropolitan universities. Links to specific 
services listed in Table 2 are an example 
of those available. Note that these are not 
VICS endorsements of the organisation, their 
expertise or competency in service delivery. 

Rural Allied Health Teams (RAHTs) are 
multidisciplinary services including the disciplines 
of nutrition and dietetics, occupational therapy, 
physiotherapy, podiatry, social work and speech 
pathology. The teams provide services at home 
or in the community to frail older people and 
people with disability and their carers. This 
includes education, treatment, therapy and 
self-care strategies to help manage a range of 
health conditions and meet individual needs.

3.	 Financial implications 
When planning support services and treatments 
for patients, consider other factors that may 
affect the patient’s access to facilities. Financial 
limitations can affect a person’s access to 
services provided outside the public system. 
Access to transport and parking options is 
another factor. 

4.	 Service demographics 
Other considerations should include cultural and 
linguistic barriers as well as those experienced 
by other diverse groups such as the LGBTIQA+ 
community, which can all affect the person’s 
ability and ease in interacting with health 
services.  

The Silver Rainbow Ageing and Aged Care 
Program offers training and consultancy to 
help hospitals, service providers, and aged care 
providers meet requirements to provide safe 
and inclusive care for older lesbian, gay, bisexual, 
transgender, and intersex (LGBTIQA+) people 
and offers these services free of charge funded 
by the Federal Department of Health. 
https://www.tgv.org.au/silver-rainbow 

Training to support LGBTIQ+ communities:

LGBTIQ+ introduction and LGBTIQ+ 
communities and cancer care

https://www.accc-cancer.org/projects/older-adults-with-cancer/assess-your-program
https://vics.org.au/about/network
https://education.eviq.org.au/courses/lgbtq-introduction
https://education.eviq.org.au/courses/lgbtq-communities-and-cancer-care
https://education.eviq.org.au/courses/lgbtq-communities-and-cancer-care
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Considerations when determining funding 
requirements for implementing services to 
support older people with cancer include:

•	 if the service is provided through a public or 
private health service or a combination of 
public and private funding

•	 the clinicians involved and the components of 
the proposed service (see below for options/
inclusions to consider)

•	 consultation with your local health service 
finance department before developing your 
business case to identify the information 
requirements for completion

•	 information about the following, which could 
be important in supporting your case:

•	 MBS-billed items# and billable clinicians 
involved and the prospective revenue for 
the clinician and/or health service

•	 if an increase to health service activity 
funding is required - consider NWAU 
funding

•	 how to optimise existing services or 
clinician activity to include aspects of a 
geriatric oncology model

•	 benefits to the patient – improved 
outcomes, health-related quality of life*

•	 benefits to the health service – fewer 
presentations to ED, fewer unplanned 
admissions, reduced length of stay if 
admission required.* 

* Local data and/or research references to support the 
assertions should be included.

# Multidisciplinary clinics can be MBS-billed depending on 
whether they fulfill certain criteria – search in MBS Online. 
These clinics can also be block-funded – please check with 
your health service clinicians and finance department for 
which is most appropriate.

Grants can be secured for health services to 
research or provide education to nursing staff 
involved in services through The Victorian Nurse 
and Midwives Trust: https://www.vnmt.org/grants.  
Recent recipients have secured funding for research 
into nurse led oncology services for older patients: 
https://www.vnmt.org/recipients

Other options for grants funding could be accessed 
through your local ICS.

Medicare funding for multidisciplinary care can 
be accessed by the patient’s GP completing a 
GP chronic condition management plan.  Private 
services, such as allied health, can be accessed via 
Medicare using this plan or through private health 
insurance.  Gap fees may be payable depending 
on the service accessed and the provisions in the 
individual’s private health plan.  

For a full list of service components refer to the OCP 
for older people:

Optimal care pathway for older people  
(Appendix E, Page 114)

The following table includes barriers and options 
for potential enablers when components of a 
geriatric oncology service are not available.  Funding 
considerations for any of the missing components 
are including in the previous section.

https://www.health.vic.gov.au/data-reporting/national-funding-model-implementation-resources
https://www.health.vic.gov.au/data-reporting/national-funding-model-implementation-resources
http://www9.health.gov.au/mbs/search.cfm
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
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Table 2: Barriers and enablers

Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

No local geriatric 
service or service 
capacity limited, 
therefore unable to 
access a timely local 
GA and associated 
recommendations

•	 Complete a 
geriatric oncology 
gap assessment to 
evaluate current 
geriatric oncology 
efforts and 
prioritise steps for 
improvement. 

•	 Pilot a brief geriatric 
assessment for patients 
70 years of age or 
older to determine 
geriatric needs or 
resources that could 
be offered (e.g. the 
Practical Geriatric 
Assessment (PGA), the 
Adelaide Tool or eRFA 
- see page 4-5 for 
more information) 

•	 Include GA into 
existing clinic activity

•	 Implement a 
multidisciplinary service 
using validated tools to 
determine:
•	 medical health 
•	 physical functioning
•	 psychological 

functioning 
•	 social functioning. 

•	 Use results to guide 
activities to support the 
patient before, during 
and after treatment.

•	 Explore options to link 
with other services 
with a geriatrician and 
capacity to undertake 
geriatric assessment.  
See Appendix 1 for 
implementation of 
geriatric assessment via 
telehealth.

Limited availability 
of clinicians* 
able to perform 
screening to identify 
vulnerable patients

*clinicians in this instance 
includes medical oncologists, 
radiation oncologists and 
surgical oncologists

•	 Education in 
using a validated 
screening tool such 
as G8 or VES-13 
screening by all 
medical and nursing 
staff undertaking 
associated care within 
the acute service. 

•	 Note that improved 
familiarity with 
screening domains 
reduces time required 
for screening.

•	 Include geriatric-
domain information 
at the MDM in 
treatment plans.

•	 Extend education 
to primary care 
practitioners 
referring patients into 
the service – screen 
before admission. 

•	 The American Society 
of Clinical Oncology 
(ASCO) guidelines 
identifies that a 
geriatric evaluation 
should include at a 
minimum the use 
of a brief geriatric 
screening tool (e.g G8)

•	 Develop referral 
criteria for patients 
aged 70 years or older 
from primary care 
to oncology services 
to include a geriatric 
screen.

•	 Consider including 
geriatric screening into 
existing clinic activity

•	 Integrate screening 
into the first specialist 
appointment.

•	 Use a chemotherapy 
toxicity calculator for 
new patients aged 70 
years or older who 
are likely to receive 
chemotherapy. 

•	 Adapt parameters 
that will generate a 
referral to fit local 
service availability – for 
example, age at initial 
screen or change of 
trigger score (G8 trigger 
score 14 lowered).

https://www.accc-cancer.org/projects/older-adults-with-cancer/assess-your-program
https://www.accc-cancer.org/projects/older-adults-with-cancer/assess-your-program
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

No available staff 
or skills mix to 
undertake dedicated 
geriatric oncology 
service coordination

•	 Engage with service 
directors, medical staff, 
nurses, allied health 
professionals, admin 
staff and consumers to 
develop a sustainable 
pathway that is not 
person-dependent but 
is process-driven.

•	 Develop a referral 
process and criteria 
as per the screening 
section above – trigger 
for GA required.

Limited access to 
local supportive 
care nurse(s) and/
or tumour-specific 
specialist nurse(s)

•	 Supportive care 
nurses and tumour-
specific specialist 
nurses provide 
support and 
education for patients 
with a diagnosis 
of cancer. Staff are 
funded either directly 
by health services, 
through NGOs. 

•	 There are 12 Non-
governmental 
organisations (NGOs) 
currently funded 
to support patient 
navigation across 
Australia:

•	 Breast Cancer 
Network Australia

•	 Bowel Cancer 
Australia

•	 Head and Neck 
Cancer Australia

•	 Leukaemia Foundation

•	 Lung Foundation 
Australia

•	 Liver Foundation

•	 Melanoma Patients 
Australia

•	 Neuroendocrine 
Cancer Australia

•	 Ovarian Cancer 
Australia

•	 Prostate Cancer 
Foundation of 
Australia

•	 Pancare

•	 Rare Cancers Australia

Funding opportunities 
are provided - access 
information through the 
organisations’ websites

•	 13 11 20 cancer support 
– Cancer Council 
Victoria 

•	 WeCan Cancer 
Supportive Care – for 
people affected by 
cancer

https://www.health.vic.gov.au/health-strategies/supportive-care
https://www.bcna.org.au/helpline
https://www.bcna.org.au/helpline
https://www.bowelcanceraustralia.org/support-care/
https://www.bowelcanceraustralia.org/support-care/
https://www.headandneckcancer.org.au/
https://www.headandneckcancer.org.au/
https://www.leukaemia.org.au/get-support/
https://lungfoundation.com.au/support-and-resources/
https://lungfoundation.com.au/support-and-resources/
https://liver.org.au/living-well/support-line/
https://melanomapatients.org.au/support-services/
https://melanomapatients.org.au/support-services/
https://neuroendocrine.org.au/support-resources/
https://neuroendocrine.org.au/support-resources/
https://www.ovariancancer.net.au/
https://www.ovariancancer.net.au/
https://www.pcfa.org.au/support/
https://www.pcfa.org.au/support/
https://www.pcfa.org.au/support/
https://www.pancare.org.au/support
https://www.rarecancers.org.au/how-we-help-you/
https://www.cancervic.org.au/get-support/cancer-support
https://www.cancervic.org.au/get-support/cancer-support
https://www.cancervic.org.au/get-support/cancer-support
https://wecan.org.au/
https://wecan.org.au/
https://wecan.org.au/
https://wecan.org.au/
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and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

Allied Health Professionals

The following 
sections relate to 
the limited access 
to allied health 
professionals 
involved in caring for 
older people with 
cancer 

•	 Victorian Department 
of Health funding 
and programs exist 
to support health 
services, particularly 
in regional and rural 
health services in 
developing their allied 
health services.  See 
the following links for 
further information: 

•	 Allied health graduates

•	 Speech Pathology 
and Occupational 
Therapy Student 
Grant Program 

•	 Aboriginal healthcare 
workers

•	 Access to allied 
health services 
– Allied Health 
Professions Australia 

•	 National Health 
Services Directory

•	 Better at Home 
initiative

•	 For services providing 
support to people 
with cancer access 
the Cancer Council 
Victoria Directory 

•	 Add geriatric 
assessment parameters 
to admission 
assessments such as 
measures of function, 
nutrition, cognition, 
social support, 
comorbidity and 
psychological state.

Specific elements are 
included for each allied 
health professional.

https://www.health.vic.gov.au/allied-health-workforce/allied-health-graduates
https://www.vic.gov.au/speech-pathology-and-occupational-therapy-student-grant-program
https://www.vic.gov.au/speech-pathology-and-occupational-therapy-student-grant-program
https://www.vic.gov.au/speech-pathology-and-occupational-therapy-student-grant-program
https://www.vic.gov.au/speech-pathology-and-occupational-therapy-student-grant-program
https://www.health.vic.gov.au/health-workforce/aboriginal-healthcare-workers
https://www.health.vic.gov.au/health-workforce/aboriginal-healthcare-workers
https://ahpa.com.au/access-to-allied-health-services/
https://ahpa.com.au/access-to-allied-health-services/
https://ahpa.com.au/access-to-allied-health-services/
https://ahpa.com.au/access-to-allied-health-services/
https://about.healthdirect.gov.au/nhsd
https://about.healthdirect.gov.au/nhsd
https://www.health.vic.gov.au/patient-care/better-at-home-initiative
https://www.health.vic.gov.au/patient-care/better-at-home-initiative
https://www.cancervic.org.au/cancer-support-services/
https://www.cancervic.org.au/cancer-support-services/
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

Exercise

•	 Physiotherapy

•	 Exercise physiology

•	 Prehabilitation

•	 Rehabilitation

•	 For prehabilitation 
components and 
support see the 
following services for 
implementing local 
service options:
•	 Prehabilitation – 

Peter MacCallum 
Cancer Centre

•	 Surgery School 
Presentation – 
patient resource

•	 Develop referral 
pathway and 
interventions through 
local community rehab 
service and/or RAHTs

•	 Cancer Council 
Victoria programs and 
education: 
•	 Managing Cancer 

Program
•	 Starting to exercise 

when you have 
cancer 

•	 healthAbility – 
example of a 
community program 
to support people 
with a cancer 
diagnosis

•	 Austin Health’s Strong 
for Oesophago-
gastric Cancer 
Surgery (SOCS) 
program. An example 
of a prehabilitation 
program.

•	 Develop referral pathway 
and interventions with 
other providers

•	 Examples of private 
providers - Medicare 
scheme assessment and 
referral or insurance 
required:  

Exercise for cancer – 
DNA Health Group 
Melbourne

•	 Private mobile 
community providers 
(insurance required)  

Exercise for cancer 
– Guardian Exercise 
Rehabilitation

•	 University programs 
– nominal fee: 
Clinical exercise and 
rehabilitation – Victoria 
University 

Dietetics Hospitalised patients 
aged 70 years or 
older with a BMI of 
20 or below could be 
considered for a Mini-
Nutritional Assessment 
and nutrition consult 
before discharge.

Dietitians Australia
Malnutrition Screening 
Tool
CanEAT pathway and 
resources
Cancer Council Victoria: 
Nutrition
Victorian Cancer 
Malnutrition 
Collaborative (VCMC)

Develop referral pathway 
and interventions through 
local community rehab 
service and/or RAHTs.

•	 Develop referral 
pathway and 
interventions with other 
providers.

•	 Local private providers 
– Medicare scheme 
assessment and referral 
or insurance required: 
•	 Nutrition and diet 

for cancer patients – 
Melbourne Oncology 

https://www.petermac.org/services/treatment/prehabilitation
https://www.petermac.org/services/treatment/prehabilitation
https://www.petermac.org/services/treatment/prehabilitation
https://digitallearningfiles.uk/Other/SurgerySchool/index.html
https://digitallearningfiles.uk/Other/SurgerySchool/index.html
https://digitallearningfiles.uk/Other/SurgerySchool/index.html
https://www.cancervic.org.au/get-support/connect-and-learn/living-with-cancer-education-program
https://www.cancervic.org.au/get-support/connect-and-learn/living-with-cancer-education-program
https://www.cancervic.org.au/living-with-cancer/exercise/getting-started
https://www.cancervic.org.au/living-with-cancer/exercise/getting-started
https://www.cancervic.org.au/living-with-cancer/exercise/getting-started
https://healthability.org.au/services/good-life-cancer-survivorship/
https://www.austin.org.au/news/socs-clinic-prehabilitation-program/
https://www.dnahealthgroup.com.au/exercise-for-cancer/
https://www.dnahealthgroup.com.au/exercise-for-cancer/
https://www.dnahealthgroup.com.au/exercise-for-cancer/
https://guardianexercise.com.au/conditions/exercise-for-cancer/
https://guardianexercise.com.au/conditions/exercise-for-cancer/
https://guardianexercise.com.au/conditions/exercise-for-cancer/
https://www.vu.edu.au/about-vu/facilities-services/our-services/health-clinics/clinical-exercise-rehabilitation
https://www.vu.edu.au/about-vu/facilities-services/our-services/health-clinics/clinical-exercise-rehabilitation
https://www.vu.edu.au/about-vu/facilities-services/our-services/health-clinics/clinical-exercise-rehabilitation
https://dietitiansaustralia.org.au/
https://www.petermac.org/MST
https://www.petermac.org/MST
https://www.petermac.org/CanEATpathway
https://www.petermac.org/CanEATpathway
https://www.cancervic.org.au/get-support/living-with-cancer/nutrition/nutrition-overview
https://www.petermac.org/research/clinical-research/clinical-research-by-centre/victorian-cancer-malnutrition-collaborative-vcmc
https://www.petermac.org/research/clinical-research/clinical-research-by-centre/victorian-cancer-malnutrition-collaborative-vcmc
https://www.petermac.org/research/clinical-research/clinical-research-by-centre/victorian-cancer-malnutrition-collaborative-vcmc
https://www.miog.com.au/nutritionist-services.html
https://www.miog.com.au/nutritionist-services.html
https://www.miog.com.au/nutritionist-services.html
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

Social work •	 My Aged Care is 
the entry point for 
older Australians 
(aged 65 years or 
older; or 50 years 
or older Aboriginal 
or Torres Strait 
Islander people) to 
access government-
funded aged care 
services including 
home care services, 
residential and 
respite care. 

•	 Victorian 
Government ageing 
and aged care 
supports

•	 Australian 
Association of Social 
Workers – Victorian 
Branch

•	 Community 
organisations providing 
support:
•	 Aged care – The 

Salvation Army 
Australia

•	 Housing – The 
Salvation Army 
Australia

•	 Financial assistance – 
The Salvation Army 
Australia

•	 Develop referral 
pathway and 
interventions through 
local community 
services and/or RAHTs.

•	 Other organisations 
providing support:
•	 13 11 20 cancer 

support – Cancer 
Council Victoria 

•	 Financial counselling –  
Department of Social 
Services, Australian 
Government 

•	 Benefits and 
payments – 
Department of Social 
Services, Australian 
Government 

•	 Seniors Connected 
Program – 
Department of Social 
Services, Australian 
Government 

Occupational 
therapy (OT)

•	 For information:
•	 Occupational 

therapy – Peter 
MacCallum Cancer 
Centre

•	 Occupational 
Therapy Australia 
– representing 
occupational 
therapists 

Develop referral pathway 
and interventions through 
local community rehab 
service and/or RAHTs.

Victoria - Independent 
Living Centres Australia 
(ilcaustralia.org) 

Yooralla | Home

•	 Private OT service 
options – Medicare 
scheme assessment and 
referral or insurance 
required.

•	 Mobile and virtual 
services: 
•	 OT@Home – Quality 

Therapy Services 

•	 Melbourne Wide 
Occupational Therapy 
– OT services 

•	 Community OT – 
Australia

https://www.myagedcare.gov.au/health-professionals
https://www.myagedcare.gov.au/types-care
https://www.myagedcare.gov.au/types-care
https://www.health.vic.gov.au/ageing-and-aged-care
https://www.health.vic.gov.au/ageing-and-aged-care
https://www.health.vic.gov.au/ageing-and-aged-care
https://www.health.vic.gov.au/ageing-and-aged-care
https://www.aasw.asn.au/victoria/about-us
https://www.aasw.asn.au/victoria/about-us
https://www.aasw.asn.au/victoria/about-us
https://www.salvationarmy.org.au/need-help/aged-care/
https://www.salvationarmy.org.au/need-help/aged-care/
https://www.salvationarmy.org.au/need-help/aged-care/
https://www.salvationarmy.org.au/need-help/housing/
https://www.salvationarmy.org.au/need-help/housing/
https://www.salvationarmy.org.au/need-help/housing/
https://www.salvationarmy.org.au/need-help/financial-assistance/
https://www.salvationarmy.org.au/need-help/financial-assistance/
https://www.salvationarmy.org.au/need-help/financial-assistance/
https://www.cancervic.org.au/get-support/cancer-support
https://www.cancervic.org.au/get-support/cancer-support
https://www.cancervic.org.au/get-support/cancer-support
https://www.dss.gov.au/our-responsibilities/communities-and-vulnerable-people/programs-services/commonwealth-financial-counselling-cfc
https://www.dss.gov.au/our-responsibilities/communities-and-vulnerable-people/programs-services/commonwealth-financial-counselling-cfc
https://www.dss.gov.au/our-responsibilities/communities-and-vulnerable-people/programs-services/commonwealth-financial-counselling-cfc
https://www.dss.gov.au/our-responsibilities/communities-and-vulnerable-people/programs-services/commonwealth-financial-counselling-cfc
https://www.dss.gov.au/disability-and-carers/benefits-payments
https://www.dss.gov.au/disability-and-carers/benefits-payments
https://www.dss.gov.au/disability-and-carers/benefits-payments
https://www.dss.gov.au/disability-and-carers/benefits-payments
https://www.dss.gov.au/disability-and-carers/benefits-payments
https://www.dss.gov.au/communities-and-vulnerable-people-programs-services/seniors-connected-program
https://www.dss.gov.au/communities-and-vulnerable-people-programs-services/seniors-connected-program
https://www.dss.gov.au/communities-and-vulnerable-people-programs-services/seniors-connected-program
https://www.dss.gov.au/communities-and-vulnerable-people-programs-services/seniors-connected-program
https://www.dss.gov.au/communities-and-vulnerable-people-programs-services/seniors-connected-program
https://www.petermac.org/services/treatment/AlliedHealth/occupational-therapy
https://www.petermac.org/services/treatment/AlliedHealth/occupational-therapy
https://www.petermac.org/services/treatment/AlliedHealth/occupational-therapy
https://www.petermac.org/services/treatment/AlliedHealth/occupational-therapy
https://otaus.com.au/
https://otaus.com.au/
https://otaus.com.au/
https://otaus.com.au/
https://otaus.com.au/
https://www.ilcaustralia.org/home/victoria.html
https://www.ilcaustralia.org/home/victoria.html
https://www.ilcaustralia.org/home/victoria.html
https://www.yooralla.com.au/
https://otathomeaustralia.com/
https://otathomeaustralia.com/
https://www.mwot.com.au/
https://www.mwot.com.au/
https://www.mwot.com.au/
https://communityot.com.au/
https://communityot.com.au/
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

Pharmacy

Limited access to a 
polypharmacy review 
program in which 
inpatients aged 70 years 
or older with more 
than five medications 
receives a pharmacist 
review of medications 
for interactions, 
duplication and 
appropriateness for use 
in older adults (using the 
Beers Criteria)

•	 Pharmacies 
that prepare 
chemotherapy 
treatments can also 
offer other services 
including reviewing 
existing prescriptions.

•	 Private pharmacies 
offer medicine 
checks that can 
be government-
funded depending 
on the individual 
circumstances.
•	 Amcal Online – 

Medicine Review

•	 MedsCheck – 
Ramsay Pharmacy

•	 Complementary 
medicines – tell your 
healthcare professionals 
– Better Health Channel

Interaction between 
complementary and 
alternative medicine with 
conventional anti-cancer 
medicine15

•	 How to guide for 
medication reviews in 
older adults

Speech pathology •	 Develop referral 
pathway and 
interventions through 
local community rehab 
service and/or RAHTs.

•	 Local private providers 
– Medicare scheme 
assessment and referral 
or insurance required:

•	 Find a speech 
pathologist – Speech 
Pathology Aust.

Psychology

Psychiatry

Psycho-oncology

•	 For information:
•	 Psycho-Oncology 

– Wiley Online 
Library

•	 Psychosocial 
oncology – Peter 
MacCallum Cancer 
Centre

•	 Psycho-oncology 
Co-operative 
Research Group 
(PoCoG)

•	 Local private providers  
Medicare scheme 
assessment and 
referral or insurance 
required:
•	 Find a psychologist 

– Australian 
Psychological Society 

•	 Cancer Mind Care – 
Exploring ways to look 
after your mind when you 
are affected by cancer

•	 13 11 20 cancer support – 
Cancer Council Victoria 

•	 Integrative Oncology 
Care of Symptoms of 
Anxiety and Depression 
in Adults With Cancer: 
Society for Integrative 
Oncology–ASCO 
Guideline

15 Clarke S, Mclachlan A. Interaction between complementary and 
alternative medicine with conventional anti-cancer medicine. Cancer 
Forum. 2011;35.18–23.

https://www.amcal.com.au/medicine-review
https://www.amcal.com.au/medicine-review
https://www.ramsaypharmacy.com.au/Services/Medication-Checks
https://www.ramsaypharmacy.com.au/Services/Medication-Checks
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/complementary-medicines-tell-your-healthcare-professionals
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/complementary-medicines-tell-your-healthcare-professionals
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/complementary-medicines-tell-your-healthcare-professionals
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/complementary-medicines-tell-your-healthcare-professionals
https://www.geriatriconcology.net/article/S1879-4068(22)00133-3/fulltext
https://www.geriatriconcology.net/article/S1879-4068(22)00133-3/fulltext
https://www.geriatriconcology.net/article/S1879-4068(22)00133-3/fulltext
https://www.speechpathologyaustralia.org.au/Public/Shared_Content/Smart-Suite/Smart-Maps/Public/Find-a-Speech-Pathologist.aspx
https://www.speechpathologyaustralia.org.au/Public/Shared_Content/Smart-Suite/Smart-Maps/Public/Find-a-Speech-Pathologist.aspx
https://www.speechpathologyaustralia.org.au/Public/Shared_Content/Smart-Suite/Smart-Maps/Public/Find-a-Speech-Pathologist.aspx
https://onlinelibrary.wiley.com/journal/10991611
https://onlinelibrary.wiley.com/journal/10991611
https://onlinelibrary.wiley.com/journal/10991611
https://www.petermac.org/patients-and-carers/health-services-for-cancer-patients/psychosocial-oncology
https://www.petermac.org/patients-and-carers/health-services-for-cancer-patients/psychosocial-oncology
https://www.petermac.org/patients-and-carers/health-services-for-cancer-patients/psychosocial-oncology
https://www.petermac.org/patients-and-carers/health-services-for-cancer-patients/psychosocial-oncology
https://www.ipos-society.org/federation/australia
https://www.ipos-society.org/federation/australia
https://www.ipos-society.org/federation/australia
https://www.ipos-society.org/federation/australia
https://psychology.org.au/find-a-psychologist
https://psychology.org.au/find-a-psychologist
https://psychology.org.au/find-a-psychologist
https://cancermindcare.org.au/
https://cancermindcare.org.au/
https://cancermindcare.org.au/
https://cancermindcare.org.au/
https://www.cancervic.org.au/get-support/cancer-support
https://www.cancervic.org.au/get-support/cancer-support
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
https://ascopubs.org/doi/full/10.1200/JCO.23.00857
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

Other Services

Limited access to 
on-site palliative 
care services

Palliative care consortia 
– Department of Health

•	 Community services 
and consultancy services
•	 Victorian Palliative 

Care Services

•	 Accessing a palliative 
care service – Better 
Health Channel

•	 Palliative Care 
Advice Service

Palliative care services 
resources – Palliative Care 
Victoria

Gwandalan – Aboriginal 
and Torres Strait Islander 
palliative care support

No trained smoking 
cessation facilitators

Access to PBS 
supporting nicotine 
replacement 
therapies through GP 
prescription

•	 Training for health 
professionals in 
smoking cessation:

•	 Training and 
resources for health 
services – Quit

•	 Resources for 
pharmacists – Quit

•	 Quit education FAQ

•	 Supporting smoking 
cessation: a guide for 
health professionals 
– RACGP

•	 Quit •	 How to quit smoking – 
Australian Government 
Department of Health

•	 Smoking cessation 
– Lung Foundation 
Australia

•	 Quit smoking – Amcal 
Online

Limited or no access 
to alcohol and other 
drug counselling on 
site

Telephone and online 
services –  Department 
of Health 

•	 Access through local 
community health 
services

•	 DirectLine alcohol 
and drug counselling 
and referral in 
Victoria

•	 Alcohol and other 
drug services – The 
Salvation Army Aust.

•	 SECADA

•	 Adult drug and alcohol 
programs – Anglicare 
Victoria

•	 Counselling Online – 
free drug and alcohol 
counselling in Australia

https://www.health.vic.gov.au/patient-care/palliative-care-consortia
https://www.health.vic.gov.au/patient-care/palliative-care-consortia
https://www.betterhealth.vic.gov.au/victorian-palliative-care-services
https://www.betterhealth.vic.gov.au/victorian-palliative-care-services
https://www.betterhealth.vic.gov.au/health/servicesandsupport/accessing-a-palliative-care-service
https://www.betterhealth.vic.gov.au/health/servicesandsupport/accessing-a-palliative-care-service
https://www.betterhealth.vic.gov.au/health/servicesandsupport/accessing-a-palliative-care-service
https://www.pcas.org.au/
https://www.pcas.org.au/
https://www.pallcarevic.asn.au/page/111/about-palliative-care
https://www.pallcarevic.asn.au/page/111/about-palliative-care
https://www.pallcarevic.asn.au/page/111/about-palliative-care
https://gwandalanpalliativecare.com.au/
https://gwandalanpalliativecare.com.au/
https://gwandalanpalliativecare.com.au/
https://www.quit.org.au/training-and-resources-health-services
https://www.quit.org.au/training-and-resources-health-services
https://www.quit.org.au/training-and-resources-health-services
https://www.quitcentre.org.au/online-training
https://www.quitcentre.org.au/online-training
https://www.quit.org.au/quit-education-faq
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/supporting-smoking-cessation
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/supporting-smoking-cessation
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/supporting-smoking-cessation
https://www.quit.org.au/
https://www.health.gov.au/health-topics/smoking-and-tobacco/how-to-quit-smoking
https://www.health.gov.au/health-topics/smoking-and-tobacco/how-to-quit-smoking
https://www.health.gov.au/health-topics/smoking-and-tobacco/how-to-quit-smoking
https://lungfoundation.com.au/health-professionals/clinical-information/smoking-cessation/
https://lungfoundation.com.au/health-professionals/clinical-information/smoking-cessation/
https://lungfoundation.com.au/health-professionals/clinical-information/smoking-cessation/
https://www.amcal.com.au/quit-smoking-services
https://www.health.vic.gov.au/aod-treatment-services/telephone-and-online-services
https://www.health.vic.gov.au/aod-treatment-services/telephone-and-online-services
https://www.health.vic.gov.au/aod-treatment-services/telephone-and-online-services
https://www.directline.org.au/
https://www.directline.org.au/
https://www.directline.org.au/
https://www.directline.org.au/
https://www.salvationarmy.org.au/need-help/alcohol-and-other-drug-services/
https://www.salvationarmy.org.au/need-help/alcohol-and-other-drug-services/
https://www.salvationarmy.org.au/need-help/alcohol-and-other-drug-services/
https://www.secada.org.au/
https://www.anglicarevic.org.au/our-services/alcohol-and-drug-support/adult-drug-and-alcohol-treatment/
https://www.anglicarevic.org.au/our-services/alcohol-and-drug-support/adult-drug-and-alcohol-treatment/
https://www.anglicarevic.org.au/our-services/alcohol-and-drug-support/adult-drug-and-alcohol-treatment/
https://www.counsellingonline.org.au/
https://www.counsellingonline.org.au/
https://www.counsellingonline.org.au/
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Barrier Enablers (information 
and education)

Enablers (established 
programs/tools)

Enablers (service 
options)

No Aboriginal 
health team on site

For patients who 
identify as Aboriginal 
and/or Torres Strait 
Islander, the age for 
assessment is 50 or 
older.

For information 
about increasing 
the Aboriginal and 
Torres Strait Islander 
workforce

Victorian Aboriginal 
Community Controlled 
Health Organisation 
(VACCHO)

Cancer Australia https://
www.ourmobandcancer.
gov.au/

•	 Referral to Aboriginal 
Hospital Liaison Officer 
(AHLO) at nearest 
regional health service 
or metro health service.

•	 Referral to local 
Aboriginal Controlled 
Community Health 
Organisations.

Service Directory – Deadly 
Story

For more information see section 
on: Aboriginal and Torres Strait 
Islander people with cancer 

Pre-treatment 
interventions

•	 Haematinics: 
nutrients required 
for the formation of 
blood cells including 
iron, B12 and 
folate. Deficiency in 
haematinics can lead 
to anaemia.

•	 Management is 
required before 
surgery or 
chemotherapy.

•	 Local public or private 
pathology service

•	 Collection centres 
– Melbourne 
Pathology 

•	 Department 
Collection Centres – 
Austin Pathology

•	 Dorevitch Pathology

•	 Hospitalised patients 
aged 70 years or 
older with a BMI of 
20 or below could be 
considered for a Mini-
Nutritional Assessment 
performed and nutrition 
consult before discharge.

•	 Perform a preoperative 
assessment in patients 
aged 70 years or older 
to evaluate physical 
function and cognition 
before surgery to predict 
the risk for postoperative 
delirium, morbidity and 
mortality by using a clock 
drawing test (mini-COG) 
and  Timed Up and Go 
(TUG) test.

•	 Prep-4-Cancer Surgery

https://www.health.gov.au/topics/indigenous-health-workforce/programs
https://www.health.gov.au/topics/indigenous-health-workforce/programs
https://www.vaccho.org.au/
https://www.vaccho.org.au/
https://www.vaccho.org.au/
https://www.vaccho.org.au/
https://www.ourmobandcancer.gov.au/
https://www.ourmobandcancer.gov.au/
https://www.ourmobandcancer.gov.au/
https://www.deadlystory.com/page/service-directory?query=&sd_type=Health%2C+Wellbeing+%26+Community&sd_state=
https://www.deadlystory.com/page/service-directory?query=&sd_type=Health%2C+Wellbeing+%26+Community&sd_state=
https://www.mps.com.au/locations/collection-centres/
https://www.mps.com.au/locations/collection-centres/
https://www.mps.com.au/locations/collection-centres/
https://www.austinpathology.org.au/collection-centres
https://www.austinpathology.org.au/collection-centres
https://www.austinpathology.org.au/collection-centres
https://www.dorevitch.com.au/
https://prep4cancersurgery.org.au/
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Geriatric oncology models of care include: 

•	 oncologist refers patient to undergo a 
multidisciplinary GA

•	 a geriatrician ‘embedded’ within an oncology 
clinic

•	 primary management by a dual-trained 
geriatric oncologist

•	 nurse-led program – administering screening 
and/or the geriatric assessment and undertaking 
data collection to provide input into integrated 
care plans, implementation and monitoring of the 
care plan, supportive care, coordinating referrals 
and patient communication

•	 comprehensive, multidisciplinary geriatric 
oncology service.

Each health service will be different on how 
they decide to implement depending on service 
availability (e.g. geriatrician, allied health) as per 
the barriers and enablers section. The flowchart 
below includes elements of service delivery and 
flows of information to support development of local 
tailored solutions.

Examples of delivery

Care point

Diagnosis

Element option

G8  
VES-13

Figure 2: Care of the Older Person with Cancer Flowchart

Element

Treatment & 
Clinical Trials

GA 
eRFA

Allied Health 
Pharmacology 
Social Support 

Psychology

MDM Palliative Care 
Support

Flows of information

Supportive Care Screening

Survivorship care

Treatment 
planning

Screening (GP or 
Acute Service) Assessment Interventions
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Below are a selection of examples from Australian 
health services that highlight care delivery options 
for older people with cancer. This is not a complete 
list. Models of care and service delivery described 
here are presented as examples only, not as 
endorsement by the VICS of any particular model. 

Monash Health

Monash Health has an established geriatric 
oncology service. The service is run within an 
existing oncology clinic at Moorabbin Hospital 
with a dual practicing general medicine/ oncology 
specialist. Patients are triaged based on age and 
vulnerability and identified either by the referring 
physician or at an MDM. Each patient undergoes a 
PGA, which identifies otherwise hidden problems 
and allows clinicians, patients and families to tailor 
cancer treatment so patients can benefit from 
modern therapies while protecting them from the 
risks. They are supported by a range of hospital-
based and community allied health and supportive 
care services.

SMICS, in partnership with Monash Health, 
established the Frailty Informed Treatment (FIT) 
Project. FIT is a quality improvement pilot program 
aimed at enhancing care for patients aged 65 and 
older with newly diagnosed gastrointestinal (GI) 
cancers being considered for systemic therapy. 
The 10-month FIT pilot was conducted at Monash 
Health’s Moorabbin Hospital and utilised the 
American Society of Clinical Oncology (ASCO) 
Practical Geriatric Assessment (PGA) tool to 
support early identification of patient vulnerabilities, 
inform treatment decisions, and support proactive 
care planning.

A key innovation of FIT was the establishment of 
a Geriatric Oncology Multidisciplinary Meeting 
(MDM), where patients and PGA results were 
reviewed to guide treatment recommendations. 
Additionally, the project funded a geriatrician to 
provide expert assessment and care in the existing 
geriatric oncology clinic.

Compared to patients receiving usual care, FIT 
patients had significantly improved outcomes 
including:
•	 Higher completion rates of supportive care 

screening tools

•	 Almost double the rate of referrals to allied 
health and support services

•	 Chemotoxicity risk screening completed for 95% 
of patients (vs. none in usual care)

•	 More frequent prescribing of chemotherapy at 
reduced initial doses

•	 Shorter hospital length of stay, despite similar 
admission rates

In addition, financial viability was demonstrated 
through MBS billing revenue and a successful 
business case has now approved two new roles to 
the geriatric oncology service, a geriatrician and 
geriatric CNC. 

For more information on the FIT Project, please 
contact SMICS@monashhealth.org.

Refer also to:
•	 Australian Geriatric Oncology Clinic – 

Characteristics of the first 220 patients, the 
interventions and treatment recommendations 
made 2019

•	 Staging the ageing: vital lessons from the 
Monash Geriatric Oncology Service – YouTube

Albury Wodonga Health

Enhanced Supportive Care 

The aim of this service is to screen, assess and 
provide extra support for those patients aged 70 
years or older with a diagnosis of cancer (aged 
55 or older for Aboriginal and Torres Strait 
Islander patients). Patients are screened using 
the G8 screening tool. For patients with a score 
of 14 or less, supportive care staff undertake a 
geriatric assessment (patients aged 85 or older are 
automatically assessed). 

Patients are assessed using the electronic Rapid 
Fitness Assessment (eRFA), which can be clinician or 
patient/carer completed. 

A Timed Up and Go (TUG) test to assess mobility 
and ‘Mini- Cog’/clock draw, which identifies changes 
in cognitive abilities, are also undertaken. 

Results are discussed at a weekly supportive 
care meeting, with the clinician completing the 
assessment responsible for following up with 
appropriate referrals. 

As of February 2026, 426 assessments have been 
completed. Although not always possible, the 
preference is to have this done before the first 
specialist oncology appointment.   

The process has enhanced the ability of the team to 
deliver a sustainable program of personalised, age-
friendly healthcare to older adults in the region.

https://pubmed.ncbi.nlm.nih.gov/35034843/
https://pubmed.ncbi.nlm.nih.gov/35034843/
https://pubmed.ncbi.nlm.nih.gov/35034843/
https://pubmed.ncbi.nlm.nih.gov/35034843/
https://www.youtube.com/watch?v=ERbCmU_FUpM
https://www.youtube.com/watch?v=ERbCmU_FUpM
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The ESC program has been welcomed by the 
supportive care team who see it as a holistic 
approach to cancer care. Comments from team 
members include:

‘Early identification of needs leads to patients being 
linked into multidisciplinary services earlier and 
subsequently receiving better care.’

‘Sitting with patients and completing these 
assessments helps me gain a deeper understanding 
of them.’ 

‘These assessments help prevent patients from 
falling through the gaps.’

A 2021 collaboration between Border Medical 
Oncology, the University of NSW and La Trobe 
University provided an opportunity to deliver 
patient-centred care for older people. Led by A/Prof. 
Christopher Steer, Photovoice project used photos 
shared by patients to represent themselves, their 
home, community and activities. The project showed 
that photos can be an effective way to identity what 
matters most to patients. https://pubmed.ncbi.nlm.
nih.gov/37623919/ 

Enhanced supportive care for older patients with 
cancer: A global perspective

Northern Health

Northern Health has a nurse-led Haematology 
Geriatric Assessment service for newly diagnosed/
relapsed lymphoma and myeloma patients over the 
age of 65. Patients are assessed by the haematology 
nurse using the G8 geriatric screening tool and 
those who are considered to be frail (score < 
14) follow a streamlined referral pathway to the 
geriatrics service for a Comprehensive Geriatric 
Assessment (CGA). Geriatricians aim to see patients 
within one month. Outcomes are communicated 
via multidisciplinary meeting (MDM) discussions or 
directly with treating clinicians.

Grampians Health – Horsham 
(Formerly Wimmera Health Care Group)

This service incorporates a supportive care model. 
A locally adapted version of the Adelaide Tool is 
used to screen all appropriate patients. A fortnightly 
supportive care MDM provides a supportive care 
plan from which recommended referrals and 
support are actioned following discussion with the 
patient. This project endures following funding from 
the Victorian Cancer Survivorship Program.

https://vics.org.au/projects/supportive-care-e-form

St Vincent’s Hospital Melbourne  
/ GV Health  

St Vincent’s Hospital Melbourne established a 
geriatric oncology service offering specialised care 
to older Victorians with cancer via face-to-face and 
telehealth consults for patients.

This service provides Comprehensive Geriatric 
Assessment to patients in St Vincent’s Hospital 
Melbourne and Goulburn Valley Health (GV Health) 
with a diagnosis of cancer following screening with 
the G8 tool or case discussion with Oncologists 
and Haematologists. Patients can undertake the 
GA either face-to-face or via telehealth depending 
on their location or personal preference.  The GA 
recommendations support clinicians to optimise 
their patients general health and identify the most 
appropriate cancer treatment and care with their 
patients. 

Both patient groups receive an hour-long 
consultant geriatrician assessment, with subsequent 
multidisciplinary coordination of care.

For guidance regarding the implementation of 
GA via telehealth, please refer to Appendix 1 for 
information and options for delivery.

This service is supplemented by the local geriatric 
GA provision at GV Health to provide more options 
for patients requiring assessment.

 Eastern Health 

Eastern Health has two geriatrician-led Ageing 
Resiliency in Cancer Clinics at Box Hill Hospital 
and Maroondah Hospital. The service offers health 
assessment by a geriatric oncologist to assist with 
treatment planning and optimise non-cancer health, 
functioning and quality of life. New cancer patients 
referred to the co-located Rapid Access Oncology 
clinics receive a screening assessment, and patients 
with identified risks are offered a Comprehensive 
Geriatric Assessment (CGA). In addition, a NEMICS 
funded project implemented brief frailty screening in 
the Box Hill Hospital Uro-Oncology Clinic, targeting 
men with a new diagnosis of prostate cancer aged 
65 years or older. Patients who are identified as 
at-risk are offered referral to the Ageing Resiliency 
Clinic or other services as appropriate.

https://www.abc.net.au/news/2022-01-14/research-finds-photos-can-improve-cancer-care-for-geriatrics/100756028
https://pubmed.ncbi.nlm.nih.gov/37623919/
https://pubmed.ncbi.nlm.nih.gov/37623919/
https://www.youtube.com/watch?v=fjkX3L2Fwaw
https://www.youtube.com/watch?v=fjkX3L2Fwaw
https://www.svhm.org.au/health-professionals/community-and-aged-care/specialist-clinics-for-older-persons/onco-geriatric-service
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Bendigo Health:
Implementation of a systematic, Nurse Practitioner 
(NP)-led frailty screening and assessment pathway 
for oncology patients aged ≥70 years. This service 
enables early identification of frailty, informs and 
supports treatment planning decisions, reduces 
treatment complications and improves patient- 
centred outcomes of vulnerable older adults.

The VICS Care of the older person toolkit allowed 
for an easy central place to understand other 
models and help visulise required assessment needs. 
At initial concept it was circulated for a group 
understanding of what the model may be and build 
from there. The model of care was tailored to the 
Bendigo Health Cancer Centre for older people, 
following a successful trial of the Electronic Rapid 
Fitness Assessment (eRFA) tool. 

The NP-led clinic was launched in November 2024. 
It integrates geriatric screening into the standard 
New Patient Clinic workflow using the G8 tool. The 
target patient group are newly referred patients 
aged >70 years being considered for oncology 
treatment, and identified as vulnerable (G8 ≤14) or 
flagged via clinician discretion and referred to the 
NP-led Extended Geriatric Assessment service. The 
new service and its requirements were included in 
the scope of NP roles at the health service which 
now oversee triage, scheduling of referrals and 
undertaking of assessments.

Patients attend a dedicated 45-minute consultation 
with the Nurse Practitioner (or Occupational 
Therapist) who undertakes a series of targeted 
older adult assessments to identify needs and frailty 
across 8 domains with support from their carer. The 
comprehensive assessment includes:  
•	 eRFA combined with

•	 Get up and go test

•	 Cognitive assessment including mini-COG

•	 Other tools as required such as Mini Mental 
State Examination (MMSE)

The eRFA tool calculates a frailty risk score for 
each patient, using online software. Findings are 
documented and communicated directly to the 
treating Medical Oncologist to aid in treatment 
planning. Downstream referrals to allied health and 
geriatricians are actioned via the Electronic Patient 
Record (EPR).

Key Benefits:

•	 Aids the Oncology team in predicting 
treatment toxicity, complications and mortality 
risk

•	 Avoids over- and under-treatment

•	 Earlier identification of needs and interventions, 
specifically regarding the volume and timeliness 
of referrals to allied health services to maintain 
independence, reduce functional decline and 
support mobility and cognition (data indicates a 
marked increase in referrals)

•	 Improved patient experience and sense of 
shared decision making

Since the service launched:

•	 Patients are screened through the pathway 
referred from Oncologists and Haematologists.

•	 Clinicians have high confidence levels in the new 
model of care.

•	 The service has demonstrated a successful 
feedback loop, with reports filed in the medical 
record and discussed with treating consultants, 
flagging high risk patients.

Staff at Bendigo Health Regional Cancer Centre 
are working to embed the process and new systems 
into routine care for all newly referred patients >70 
years and exploring options to extend this training 
and geri-assessment oncology nurse-led screening 
to outreach oncology partner sites in the future.

The work has been led and championed by Mark 
Warren, lead Oncologist and James Cozens, Nurse 
Practitioner, with the support of the Bendigo Health 
Cancer Centre and Loddon Mallee Integrated 
Cancer Service.  For further information contact 
jcozens@bendigohealth.org.au
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Western District Health Service
Western District Health Service (WDHS) launched 
its first Geriatric Oncology program in January 2024 
to improve care for older cancer patients in a rural 
setting. Patients aged 70 and over (and Aboriginal 
and Torres Strait Islander patients aged 50+) are 
assessed using the Practical Geriatric Assessment 
(PGA), administered by oncology nurses. 

A key feature of this model is clinical collaboration 
between WDHS and Monash Health, a 
metropolitan cancer centre. Monash Health 
oncologists provide specialist input through regular 
telehealth consultations and participate in fortnightly 
Geriatric Oncology Supportive Care Meetings via 
Microsoft Teams. These meetings bring together 
medical oncologists, oncology nurses, allied health 
professionals, and palliative care teams to review 
PGA findings and develop integrated care plans.

The Care of the Older Person with Cancer Toolkit 
was used to support the development of this 
new nurse‑led clinic. Nurses play a central role in 
coordinating referrals, implementing supportive care 
interventions, and maintaining communication with 
patients and families. This partnership ensures rural 
patients have access to specialist expertise without 
the burden of travel, while fostering shared decision-
making and continuity of care.

Appropriate patients to date:

•	 have a median age of 82

•	 82% have completed a PGA

•	 95% were discussed at an MDM

•	 45% were referred to allied health and/or 
palliative care

Impact:

•	 The program has improved clinical decision-
making, reduced treatment toxicity, and 
enhanced patient experience. Clinicians report 
that the collaboration with Monash Health 
strengthens confidence in complex care 
planning, while patients appreciate the holistic 
approach and additional support.

Example Case:

•	 A 77-year-old woman with metastatic breast 
cancer declined systemic therapy after PGA and 
MDM discussion. Her care focused on symptom 
management and supportive services, with 
ongoing follow-up by a breast care nurse and 
palliative care team.

To ensure long-term viability, WDHS transitioned 
the pilot into a Tier 2 Specialist Clinic model, funded 
under the Victorian Integrated Non-Admitted 
Health (VINAH) framework. All assessments and 
follow-up reviews are now captured as “Geri-onc 
New” and “Geri-onc Review” activities, enabling 
consistent reporting and funding.

The sustainability plan includes:
•	 Dedicated Oncology Nurse Coordinator hours 

for PGA administration, care coordination, and 
MDM preparation.

•	 Ongoing collaboration with Monash Health for 
specialist input and education.

•	 Integration of telehealth and virtual MDM 
meetings to overcome rural workforce and 
access barriers.

•	 Continuous education and capacity building 
for WDHS staff to embed geriatric oncology 
principles into routine care.

This model ensures that geriatric oncology care 
remains embedded within WDHS cancer services, 
providing equitable access to specialist expertise for 
rural patients.

Funding:

The project was supported by BSWRICS.

For further information, please contact:  
wdhs.oncology@wdhs.net
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Liverpool Hospital, NSW
A traffic light prioritisation criteria developed for 
screening of patients with lung cancer.  Those 
patients undergoing chemotherapy, chemo-radiation 
or radiation therapy with a Clinical Frailty Scale 
score ≥5 were screened.

An electronic G8 was created in MOSAIQ and 
completed by oncologists.  An auto-generated 
geriatric referral is produced for patients with a G8 
score ≤14 for GA at the fortnightly Multidisciplinary 
Aged Care Cancer Service clinic.  Appointments 
were undertaken with a physiotherapist, 
occupational therapist and geriatrician.  There were 
no nursing resources to support the clinic.

A virtual MDM involving treating oncologists, 
geriatrician, physiotherapy, occupational therapy 
and lung cancer nurse coordinator was held to 
discuss the assessment and finalise oncology 
management.  Approval of the notes recorded in 
MOSAIQ generated a letter for the GP, this was 
sent with a copy of the assessment.

For further information of this model of care: 
Implementation and evaluation of a nurse-led 
geriatric model of care for older adults with lung 
cancer 

Metro North Hospital and Health 
Service (HHS), QLD

Metro North HHS provides screening, assessment 
and allied health and supportive interventions for 
people aged 60 years or older diagnosed with 
cancer. The service, led by nursing, allied health 
and medical oncology staff, is provided at Redcliffe 
Hospital, Caboolture Hospital and North Lakes 
Cancer Care Service.

Refer also to:
Our experience of nursing/allied health practitioner–
led geriatric screening and assessment of older 
patients with cancer – a highly accessible model of 
care15

Townsville Cancer Centre, North QLD
A nurse navigator led geriatric oncology service 
for patients aged 75 years and above referred 
for systemic therapy for solid organ malignancy 
established in 2020.  This service was introduced 
with the aim of informing treatment decisions 
and improving safety outcomes for older patients 
undergoing systemic therapy and with the prospect 
that these outcomes could be achieved within the 
constraints of available personnel and funding.

This service is run by a nurse navigator, employed 
with a 0.5 full time equivalence (20 h per week) 
capacity.  One of the key activities of the nurse 
navigator in this model included running a pre-
assessment clinic for patients aged 75 years and 
older, where comprehensive GAs were conducted 
prior to the patient’s initial oncology consultation. 
The comprehensive GA includes a review of co-
morbidities and medications, ECOG performance 
status, clinical frailty scale, mobility assessment 
including a timed up and go test, cognitive screening 
via mini-cog assessment, psycho-social evaluation 
including an abbreviated geriatric depression scale, 
nutrition assessment, and functional evaluations.  

Details of an observational study of this service. 

The impact of a nurse-navigator geriatric oncology 
model webinar 

https://www.sciencedirect.com/science/article/pii/S1879406825001183
https://www.sciencedirect.com/science/article/pii/S1879406825001183
https://www.sciencedirect.com/science/article/pii/S1879406825001183
https://www.sciencedirect.com/science/article/abs/pii/S1879406821001119
https://www.sciencedirect.com/science/article/abs/pii/S1879406821001119
https://www.sciencedirect.com/science/article/abs/pii/S1879406821001119
https://www.sciencedirect.com/science/article/abs/pii/S1879406821001119
https://www.geriatriconcology.net/article/S1879-4068(24)00418-1/fulltext
https://vcccalliancelearn.org.au/impact-nurse-navigator-geriatric-oncology-model
https://vcccalliancelearn.org.au/impact-nurse-navigator-geriatric-oncology-model
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The following links, relevant papers and guidelines 
provide additional information to support service 
implementation.

Networks/organisations

COSA Geriatric Oncology Group 

The COSA Geriatric Oncology Group aims to 
improve outcomes for older adults affected by cancer 
through education, support for clinical practice, 
research and advocacy. Includes links to current 
activities, projects and webinars. 

The COSA Geriatric Oncology Group have led 
the development of the OCP for older people with 
cancer released in November 2025.  Additional 
resources developed by group members include:

The effect of comprehensive geriatric assessment on 
care received, treatment completion, toxicity, cancer-
related and geriatric assessment outcomes, and 
quality of life for older adults receiving systemic anti-
cancer treatment: A systematic review - PubMed 

Cancer Nurses Society of Australia

CNSA provide a variety of professional webinar 
recordings including: Age-friendly cancer care

Safer Care Victoria

Safer Care Victoria works with clinicians and 
consumers to help health services deliver better, safer 
health care, including clinical guidance and driving 
improvement through targeted projects and training. 
The Care of Older Persons Clinical Network is one of 
11 clinical networks at Safer Care Victoria.

A recent improvement project was the Creating 
Age-Friendly Health Systems in Victoria, to improve 
outcomes and experiences for older people in 
Victoria’s health system by reliably assessing and 
acting upon the 4Ms:

Access the SCV page to discover resources aimed 
at improving access to Age-friendly health care:  
Creating Age-Friendly Health Systems in Victoria | 
Safer Care Victoria.

Additional information about the 4Ms can be found 
on the Institute for Healthcare Improvement site: 

1.	 What Matters: Know and act on each patient’s 
specific health outcome goals and care 
preferences.

2.	 Mobility: Maintain mobility and function and 
prevent/treat complications of immobility.

3.	 Medication: Optimise use to reduce harm 
and burden, focusing on medications affecting 
mobility, mentation and what matters.

4.	 Mentation: Focus on delirium and dementia 
and depression.

SIOG 

The International Society of Geriatric Oncology, 
also called SIOG (Société Internationale d’Oncologie 
Gériatrique) in French, is a multidisciplinary 
membership-based society with members engaged 
in more than 80 countries around the world. The 
network includes geriatricians, medical oncologists, 
surgical oncologists, radiation oncologists, 
anaesthesiologists, nurses and allied health 
professionals. Journal of Geriatric Oncology 

Association of Community Cancer Centres

The association provides a suite of resources to 
enhance care for older adults with cancer, including 
a Geriatric Oncology Gap Assessment to assess 
current efforts; a how-to guide for geriatric screening 
and assessment; a resource library; and webinars.

Cancer and Aging Research Group

The Cancer and Aging Research Group website 
contains links to resources, research and tools, 
including a chemo-toxicity calculator. 

A webinar in 2025 by William Dale CARG lead:  
CERI _ Enhanced supportive care for older patients 
with cancer: A global perspective

Hartford Institute for Geriatric Nursing

The Hartford Institute for Geriatric Nursing’s ‘Try 
this’ series includes assessment/screening tools for 
best practice care for older adults.

Key Resources

https://www.cosa.org.au/Groups
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-older-people-with-cancer
https://pubmed.ncbi.nlm.nih.gov/37573197/
https://pubmed.ncbi.nlm.nih.gov/37573197/
https://pubmed.ncbi.nlm.nih.gov/37573197/
https://pubmed.ncbi.nlm.nih.gov/37573197/
https://pubmed.ncbi.nlm.nih.gov/37573197/
https://www.cnsa.org.au/resource/age-friendly-cancer-care-what-does-it-mean-and-how-is-it-achieved.html?_gl=1*h4okyp*_up*MQ..*_ga*MTQzNjc3OTU0OS4xNzY1Nzc4OTU4*_ga_M00PWJG11T*czE3NjU3Nzg5NTckbzEkZzEkdDE3NjU3NzkwMTUkajIkbDAkaDA.
https://www.bettersafercare.vic.gov.au/improvement/projects/oppc/creating-age-friendly-health-systems
https://www.bettersafercare.vic.gov.au/improvement/projects/oppc/creating-age-friendly-health-systems
https://www.safercare.vic.gov.au/improvement/projects/creating-age-friendly-health-systems
https://www.safercare.vic.gov.au/improvement/projects/creating-age-friendly-health-systems
https://www.ihi.org/partner/initiatives/age-friendly-health-systems
https://siog.org/
https://siog.org/journal-of-geriatric-oncology-jgo/
https://www.accc-cancer.org/projects/older-adults-with-cancer/overview
https://www.accc-cancer.org/docs/projects/geriatric-patients-with-cancer/practical-application-of-geriatric-assessment_a-how-to-guide.pdf?sfvrsn=71c40f98_0
https://www.accc-cancer.org/docs/projects/geriatric-patients-with-cancer/practical-application-of-geriatric-assessment_a-how-to-guide.pdf?sfvrsn=71c40f98_0
http://www.mycarg.org/
https://www.youtube.com/watch?v=fjkX3L2Fwaw
https://www.youtube.com/watch?v=fjkX3L2Fwaw
https://hign.org/consultgeri/try-this/general-assessment
https://hign.org/consultgeri/try-this/general-assessment
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The University of Melbourne and Victorian 
Comprehensive Cancer Centre Alliance

This online course will enhance understanding of 
cancer care for geriatric patients and help build 
confidence and knowledge to care for older people 
who have been diagnosed with or are undergoing 
treatment for cancer. This course draws on the 
world-leading knowledge of the University of 
Melbourne, the Royal Melbourne Hospital, the 
Victorian Comprehensive Cancer Centre and Sir 
Peter MacCallum Department of Oncology.

Topics covered include:

•	 demographics and prevalence

•	 communication and coordination of care

•	 diagnosis and treatment

•	 psychosocial and community-based support

•	 elder abuse

•	 vulnerable groups

•	 advance care planning.

VCCC Alliance Centre for Cancer Education/
VICS

Optimal Cancer Care for Aboriginal and Torres 
Strait Islander People Learning Program

The University of Melbourne – Master of 
Cancer Sciences 

This degree course includes an elective subject: 
Cancer across the Lifespan. To address the 
complex needs of different age groups, there 
is a need to look at the patient holistically to 
manage their complex medical conditions. In this 
subject, students will learn the specific factors 
associated with the care and treatment of children, 
adolescents, young, middle-aged and older adults 
and geriatrics with cancer, from the time of 
diagnosis to the time of death.

Graduate Certificate in Cancer Nursing

Nurses play a critical role in cancer care. The 
Graduate Certif icate in Cancer Nursing will 
develop your capacity to work effectively within a 
multidisciplinary team and provide the highest level 
of cancer care.

The program, designed to be undertaken part-
time over twelve months, combines flexible 
online study with immersive clinical learning and 
clinical competency assessment at your employing 
healthcare service.  The course includes a module 
focusing on older people with cancer.

https://study.unimelb.edu.au/find/courses/graduate/
graduate-certificate-in-cancer-nursing/

American Society of Clinical Oncology 

The ASCO Patient-Centred Cancer Care for Older 
Adults course:

•	 includes older patients in clinical trials

•	 conducts geriatric assessments

•	 evaluates a patient’s decision-making capacity. 

The course also discusses the importance of 
considering treatment preferences and outcome 
priorities when planning cancer treatment for older 
adults.

SIOG 

Courses – SIOG – SIOG Advanced Course in 
Geriatric Oncology

SIOG educational resources

eviQ

Frailty screening, assessment and care of older 
people with cancer

Older Persons Advocacy Network

Training for aged care professionals

Talking about elder abuse

The videos below have been developed by staff 
at the Peter MacCallum Cancer Centre and are 
available on their YouTube channel.  They can serve 
as an educational resource for staff caring for older 
people or for health services to develop their own 
resources appropriate for the local context.

Emotional Elder Abuse - a sensitive conversation

Financial Elder Abuse: a sensitive conversation

Talking about Elder Abuse

Grants for education

For regional and rural clinicians working in Victoria:  
Grants · RWAV

Education

https://www.futurelearn.com/courses/geriatriconcology
https://vcccalliancelearn.org.au/optimal-cancer-care-aboriginal-and-torres-strait-islander-people-learning-program
https://vcccalliancelearn.org.au/optimal-cancer-care-aboriginal-and-torres-strait-islander-people-learning-program
https://study.unimelb.edu.au/find/courses/graduate/master-of-cancer-sciences/
https://study.unimelb.edu.au/find/courses/graduate/graduate-certificate-in-cancer-nursing/
https://study.unimelb.edu.au/find/courses/graduate/graduate-certificate-in-cancer-nursing/
https://education.asco.org/product-details/patient-centered-cancer-care-for-older-adults
https://education.asco.org/product-details/patient-centered-cancer-care-for-older-adults
https://siog.org/programmes/education/advanced-geriatric-oncology-courses/
https://siog.org/educational-resources/
https://education.eviq.org.au/courses/frailty-screening-assessment-and-care-of-older-pe
https://education.eviq.org.au/courses/frailty-screening-assessment-and-care-of-older-pe
https://opan.org.au/education/training-for-aged-care-professionals/
https://www.youtube.com/watch?v=-3ReOG9flyQ&list=PLcZoMS6kmE0t1h7zto3ha0L9TTVKFc9F1&index=3
https://www.youtube.com/watch?v=imn01KoY7og&list=PLcZoMS6kmE0t1h7zto3ha0L9TTVKFc9F1&index=4
https://www.youtube.com/watch?v=0Kp7n3AKk8k&list=PLcZoMS6kmE0t1h7zto3ha0L9TTVKFc9F1&index=1
https://www.rwav.com.au/grants-page/
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The Victorian Cancer Plan identif ies the disparities 
in outcomes between Aboriginal and non-
Aboriginal people in Victoria, with data showing 
higher cancer and mortality rates. The plan aims 
to reduce the inequalities in cancer care and 
outcomes experienced by Aboriginal Victorians 
through advancing self-determination and focuses 
on partnerships with Aboriginal organisations to 
effectively implement the Optimal Care Pathway 
for Aboriginal and Torres Strait Islander People 
with Cancer.

Older Aboriginal and Torres Strait Islander 
populations are determined to be those aged 50 
years or older. The older Aboriginal population is 
increasing and is projected to continue with one in 
five Indigenous people being aged 50 or older by 
2031 (20 per cent).1716

Many Aboriginal people with cancer need more 
support following a cancer diagnosis to achieve 
optimal outcomes. This will be realised through 
self-determined programs and services to improve 
communication, navigation and coordination of 
cancer care. This should be consistent with Korin 
Korin Balit-Djak and the Aboriginal and Torres Strait 
Islander cultural safety framework.18,1917, 18

Information and resources to support Aboriginal and 
Torres Strait Islander people who have cancer include:

17 Australian Institute of Health and Welfare. Older Australians, 
Older Aboriginal and Torres Strait Islander people. AIHW, 
Australian Government, Canberra, 2021. 
18 Victorian Department of Health. Korin Korin Balit-Djak: 
Aboriginal health, wellbeing and safety strategic plan 2017–2027. 
Department of Health Melbourne, 2017. 
19 Victorian Department of Health. Aboriginal and Torres Strait 
Islander cultural safety framework – Part 1. Department of Health, 
Melbourne, 2019.

•	 Optimal Care Pathway for Aboriginal and 
Torres Strait Islander People with Cancer

•	 Quick Reference Guide for Aboriginal and 
Torres Strait Islander People with Cancer

•	 VACCHO - Victorian Aboriginal Cancer 
Journey Strategy

•	 Guide to Best Cancer Care for First Nations 
people – Cancer Council

•	 Improving outcomes for Aboriginal and Torres 
Strait Islander people with cancer requires 
a systematic approach to understanding 
patients’ experiences of care2019

•	 Aboriginal and Torres Strait Islander Health 
Performance Framework – AIHW

•	 Aboriginal Health – Creative Spirits

•	 Optimal Cancer Care for Aboriginal and 
Torres Strait Islander People: A Shared 
Approach to System Level Change.2120

•	 Our Mob and Cancer

•	 NACCHO Aboriginal and Torres Strait 
Islander Cancer Plan

•	 Aged care for First Nations people | Aged 
Care Quality and Safety Commission

•	 Everyday tools to help Mob - Resources - 
HealthBulletin

20 Green M, Cunningham J, O’Connell D, et al. Improving 
outcomes for Aboriginal and Torres Strait Islander people with 
cancer requires a systematic approach to understanding patients’ 
experiences of care. Aust Health Rev. 2017; 41(2): 231–233.
21 Chynoweth J, McCambridge M, Zorbas H, et al. Optimal cancer 
care for Aboriginal and Torres Strait Islander people: a shared 
approach to system level change. JCO Global Oncology. 2020: 
6:108–114. 

Aboriginal and Torres Strait Islander people 
with cancer 

‘Hope and Connection - Bunjil’

https://www.health.vic.gov.au/sites/default/files/2024-09/victorian-cancer-plan-2024-28_0.pdf
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-aboriginal-and-torres-strait-islander-people-with-cancer#_ga=2.175844450.1985617798.1648096701-85847775.1639363599
https://www.cancer.org.au/assets/pdf/optimal-care-pathway-for-aboriginal-and-torres-strait-islander-people-with-cancer#_ga=2.175844450.1985617798.1648096701-85847775.1639363599
https://www.cancer.org.au/assets/pdf/quick-reference-guide-for-aboriginal-and-torres-strait-islander-people-with-cancer#_ga=2.177472357.1985617798.1648096701-85847775.1639363599
https://www.cancer.org.au/assets/pdf/quick-reference-guide-for-aboriginal-and-torres-strait-islander-people-with-cancer#_ga=2.177472357.1985617798.1648096701-85847775.1639363599
https://www.vaccho.org.au/wp-content/uploads/2023/05/VACCHO_Victorian-Aboriginal-Cancer-Journey-Strategy-2023-2028_Web.pdf
https://www.vaccho.org.au/wp-content/uploads/2023/05/VACCHO_Victorian-Aboriginal-Cancer-Journey-Strategy-2023-2028_Web.pdf
https://www.cancer.org.au/cancercareguides/for-aboriginal-and-torres-strait-islanders/cancer
https://www.cancer.org.au/cancercareguides/for-aboriginal-and-torres-strait-islanders/cancer
https://pubmed.ncbi.nlm.nih.gov/27385494/
https://pubmed.ncbi.nlm.nih.gov/27385494/
https://pubmed.ncbi.nlm.nih.gov/27385494/
https://pubmed.ncbi.nlm.nih.gov/27385494/
https://www.indigenoushpf.gov.au/
https://www.indigenoushpf.gov.au/
https://www.creativespirits.info/aboriginalculture/health
https://ascopubs.org/doi/abs/10.1200/JGO.19.00076
https://ascopubs.org/doi/abs/10.1200/JGO.19.00076
https://ascopubs.org/doi/abs/10.1200/JGO.19.00076
http://www.ourmobandcancer.gov.au
https://www.naccho.org.au/cancer/
https://www.naccho.org.au/cancer/
https://www.agedcarequality.gov.au/older-people/aged-care-first-nations-people
https://www.agedcarequality.gov.au/older-people/aged-care-first-nations-people
https://healthbulletin.org.au/key-resources/resources/50658/?title=Everyday+tools+to+help+Mob&contenttypeid=1&contentid=50658_1
https://healthbulletin.org.au/key-resources/resources/50658/?title=Everyday+tools+to+help+Mob&contenttypeid=1&contentid=50658_1
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Goals of care

The Australian Commission on Safety and Quality in 
Healthcare identify goals of care as ‘what a patient 
wants to achieve during an episode of care, within 
the context of their clinical situation. Goals of care 
are the clinical and personal goals for a patient’s 
episode of care that are determined through a 
shared decision-making process.’

Additional information can be found in the following 
publications and resources:

•	 Journal of Oncology Practice

•	 Using the Outcome Prioritisation Tool (OPT) 
to assess the preferences of older patients in 
clinical decision-making: A review

Ageism

The effects of ageism in the care of older people 
with cancer are wide-ranging and are highlighted in 
the following publications and websites:

Ageism in cancer care - see OCP page 38

Identifying caregivers

Krasovitsky M, Porter I, Tuch G. The impact of ageism 
in the care of older adults with cancer. 

Ageism in Cancer Care (oncologynews.com.au) 

Older peoples rights

Clinical trials

A key action area of the Victorian Cancer Plan 
2020–2024 is to improve participation and reduce 
inequities in access to clinical trials. The plan notes 
certain groups of people are under-represented in 
cancer clinical trials including adults aged over 65 
years with cancer.

Often, restrictive eligibility criteria including 
restrictions on age limits or exclusion as a result of 
comorbidities means that those who are included in 
trials often belong to a healthier subgroup. Under-
representation of older cancer patients in trials could 
result in reduced treatment benefit compared with a 
younger, healthier study population as well as more 
toxicity or treatment-related complications.2221 

To gain the best evidence to guide treatment 
decisions for older adults with cancer, clinical trials 

22 Extermann M, Brain E, Canin B, et al. Priorities for the global 
advancement of care for older adults with cancer: an update of 
the International Society of Geriatric Oncology Priorities Initiative. 
Lancet Oncol. 2021; 22(1):e29–e36. 

need to consider broader eligibility criteria. 

Examples of trials of treatment specific to older 
aged people with cancer are:

The GO2 Phase 3 Randomised Clinical Trial 

ReViTALISE is a clinical trials program which was 
run through the Regional Trials Network located 
in a number of health services across regional 
Victoria. Funding was provided to address inequities 
of access to clinical trials for patients living outside 
of Metropolitan Melbourne. This includes specific 
projects to improve access for Aboriginal and Torres 
Strait Islander people and older people with cancer.

Symptom and urgent review clinics 

Symptom and urgent review clinics (SURCs) are an 
innovative approach to managing patients receiving 
chemotherapy who experience symptoms from their 
cancer or treatment. Clinics have been implemented 
across Victoria’s public hospitals in metropolitan 
and regional areas. These nurse-led models of care 
address identified gaps within a chemotherapy day 
unit to support patients experiencing treatment-
related toxicities during the period of active 
treatment. SURCs can support older patients with 
cancer by initiating care pathways, identifying care 
needs and linking patients to geriatricians, allied 
health professionals and My Aged Care services. 

Patient navigation roles 

Consider/adopt cancer patient navigator models 
of care that can support patient flow through the 
cancer care system and access to geriatric oncology 
services. 

Providing early access to geriatric oncology services 
in a regional cancer centre – A two-year experience 
in the establishment of a Geriatric Oncology Nurse 
Navigator Model

Connect with the Australian Cancer Nursing and 
Navigation Program such as cancer navigation 
services (Cancer Council 13 11 20 phone line, cancer 
support referrals and digital options), cancer care 
nurse services and specialist support services via 
NGOs to deliver disease-specific support services.

Further considerations 

https://www.safetyandquality.gov.au/our-work/comprehensive-care/essential-elements-comprehensive-care/essential-element-2-identifying-goals-care#:~:text=Goals%20of%20care%20describe%20what,a%20shared%20decision%2Dmaking%20process.
https://www.safetyandquality.gov.au/our-work/comprehensive-care/essential-elements-comprehensive-care/essential-element-2-identifying-goals-care#:~:text=Goals%20of%20care%20describe%20what,a%20shared%20decision%2Dmaking%20process.
https://ascopubs.org/doi/10.1200/JOP.2016.013623
https://demedischspecialist.nl/sites/default/files/2023-06/bijlage_voorbereiding_bijeenkomst_2_2019_stegmann.pdf
https://demedischspecialist.nl/sites/default/files/2023-06/bijlage_voorbereiding_bijeenkomst_2_2019_stegmann.pdf
https://demedischspecialist.nl/sites/default/files/2023-06/bijlage_voorbereiding_bijeenkomst_2_2019_stegmann.pdf
https://www.cancer.org.au/assets/pdf/ocp/optimal-care-pathway-for-older-people-with-cancer
https://forms.ihi.org/hubfs/Age-Friendly/Resources/Identify%20and%20Engage%20Caregivers/Identifying%20and%20Documenting%20Caregivers%20of%20an%20Older%20Adult.pdf?utm_campaign=tw&utm_medium=email&_hsenc=p2ANqtz--4hpGqvKosOTg57IqbPPrmjdyTileSj1dbdukX5Gz6atWYqMMQEKp7-U-w0bbqT-GTDB7Un3f-XH-l9efQq5InrN0KI3x1GdkIgifmbZ5lAHhm80c&_hsmi=415790357&utm_content=415781857&utm_source=hs_email]
https://pubmed.ncbi.nlm.nih.gov/36662643/ 
https://pubmed.ncbi.nlm.nih.gov/36662643/ 
https://oncologynews.com.au/clinical-focus/geriatric-oncology/ageism-in-cancer-care/
https://humanrights.gov.au/resource-hub/by-resource-type/projects2/older-peoples-rights/breaking-the-age-barrier-transforming-age-attitudes-in-health-care
https://pubmed.ncbi.nlm.nih.gov/33983395/
https://www.health.vic.gov.au/health-strategies/symptom-and-urgent-review-clinic-initiative
https://pubmed.ncbi.nlm.nih.gov/39487061/
https://pubmed.ncbi.nlm.nih.gov/39487061/
https://pubmed.ncbi.nlm.nih.gov/39487061/
https://pubmed.ncbi.nlm.nih.gov/39487061/
https://www.health.gov.au/our-work/australian-cancer-nursing-and-navigation-program
https://www.health.gov.au/our-work/australian-cancer-nursing-and-navigation-program
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Advance care planning 

Advance care planning involves planning for future 
health and personal care including instances where 
a person may lose their decision-making capacity. 
It captures peoples’ values and wishes and enables 
them to continue to influence treatment decisions, 
even when they can no longer actively participate. 
Advance care planning includes:

•	 expressing personal values and preferences 
for treatment and care through conversations 
with family, friends and health practitioners

•	 documenting these values and preferences in 
an advance care directive

•	 appointing a medical treatment decision-
maker.

Advance care planning puts the person at the centre 
of care, involving them, their family (if appropriate) 
and the clinicians responsible for their care. It has 
been shown to improve quality of care at the end of 
life and increase the likelihood of a person’s wishes 
being known and respected, with benefits for the 
health practitioner and the broader health service 
system. 

Priority groups that would benefit from help in 
articulating their wishes for future treatment and care 
include:

•	 older people

•	 people of any age with chronic progressive 
and life-limiting conditions

•	 people approaching end of life

•	 people with multiple comorbidities and/or 
at risk of conditions such as stroke or heart 
failure

•	 people with cognitive impairment or dementia

•	 people who are isolated or vulnerable.

Advance care planning highlights several separate 
but related treatment issues. As a result, its role 
and purpose can be confused with other decision-
making, legal and communication concerns. 

Advance care planning is not:

•	 a substitute for good, informed consent about 
current treatment options (although discussing 
the values and potential health outcomes of 
these may help decisions to be made)

•	 a tool for distributing fair and equitable 
healthcare resources across the wider 
community

•	 a replacement for clinical face-to-face 
communication and engagement.

For further information:

•	 Advance care planning – Department of Health

•	 Advance Care Planning Australia

•	 Making an advance care directive – Office of 
the Public Advocate

•	 End-of-life and palliative care services – Better 
Health Channel 

Metrics

Below are examples of common measures and 
indicators which health services could collect to 
support the evaluation of service provision.

•	 Percentage of new cancer patients aged 70 
years and older with a completed, validated 
screening tool

•	 Percentage of new cancer patients aged 
70 years and older with a completed, 
validated screening tool considered at risk for 
vulnerabilities.  

•	 Percentage of new cancer patients completing 
a validated screening tool that are referred for 
a GA.

•	 Percentage of cancer patients referred for a 
GA who attend and complete the assessment.

•	 Percentage of MDMs in which a geriatrician is 
in attendance.

•	 The number of new referral pathways 
developed 

•	 The number of referrals made including 

•	 Outpatients services 

•	 Community services, private, not for profit

•	 Palliative care

•	 Advanced care planning

•	 Unplanned hospital admissions 

•	 Patient interviews/feedback

https://www.health.vic.gov.au/patient-care/advance-care-planning-1
https://www.advancecareplanning.org.au/?gclid=Cj0KCQjw5-WRBhCKARIsAAId9FkqHqoyImX6hji_FlKzVxR_aShIemS1UEcIWcX2f7sRHQ2U5HbZxMoaAkZhEALw_wcB#/
https://www.publicadvocate.vic.gov.au/your-rights/your-healthcare/making-an-advance-care-directive
https://www.publicadvocate.vic.gov.au/your-rights/your-healthcare/making-an-advance-care-directive
https://www.betterhealth.vic.gov.au/servicesandsupport/end-of-life-and-palliative-care-services
https://www.betterhealth.vic.gov.au/servicesandsupport/end-of-life-and-palliative-care-services
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Role of the GP

A GP can provide a picture of the patient over a 
period of time rather than at a specific time point 
during a specialist consultation.  GPs can be involved 
in screening of older aged patients with a new 
diagnosis of cancer or cancer recurrence. Identifying 
and explaining the need and benefit for additional 
assessment (GA) by a geriatrician can be facilitated 
through the GP’s relationship with the patient. 
Geriatrician referral for GA can be included in the 
request for oncology specialist review (see Figure 3 
for referral options).  Requesting a GA referral from 
a GP retrospectively (i.e. following oncology review 
by the acute service) can cause significant delays 
to accessing the assessment. This can impact the 
efficacy of geriatric oncology interventions.

See Appendix 1 Implementation of a GA via 
telehealth for more information about the GP’s 
involvement in geriatric oncology models of care.

Diagnosis G8 Screening if 
70 or over

Score >14

Score 14 or 
below

Refer to 
oncology

Refer to 
oncology + GA

Diagnosis Patient 70  
or over

Refer to 
oncology + GA

Figure 3: Primary to acute care diagnosis & GA referral process options

Option 1

Option 2
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Optimal care pathway for older people 
with cancer

Guide to best cancer care helps older people 
with cancer and their carers, family and friends 
understand the optimal care that should be 
provided at each step. This consumer guide is 
available in 11 languages, downloadable as a PDF or 
in audio recordings.

Cancer Council Victoria

There are two Cancer Council Victoria programs 
suitable for (although not restricted to) older people 
with cancer:

1.	 The Managing Cancer Program (previously 
Living with Cancer Education Program) 
supports people during their treatment 
phase. The workshops empower people 
affected by cancer with useful skills and helpful 
information. 

2.	 The Cancer Wellness Program supports those 
following the treatment phase and promotes 
self-management. 

Both programs may include exercise sessions as part 
of the support from health professionals and are 
available across many Victorian health services.

Cancer Council Victoria has also developed an 
online referral form to improve access to support 
services. 

With a patient’s consent, health professionals can 
use the online form to refer patients for support. 
Once received, a cancer nurse will contact the 
patient directly and link them with appropriate 
support services.

Information and support is available on the Cancer 
Council website for people caring for someone with 
cancer.  It includes details on the role of the carer, 
financial matters, looking after themselves and 
support services and resources. 

Videos

A Common Path: Facing Cancer Later in Life has 
been produced by NEMICS. It provides an overview 
of geriatric oncology issues from the patient/carer 
perspective, including strategies they found useful to 
help them cope with their cancer later in life. 

Another video resource suitable for older people 
with cancer, although not specifically geriatric 
oncology–focused, is Rural Cancer Stories. Rural 
patients, survivors and their carers share their 
stories about their cancer experiences and provide 
practical advice for those living in a rural area with a 
new cancer diagnosis.

The Cancer Council in collaboration with Swinburne 
University of Technology and Peter MacCallum 
Cancer Centre have developed a series of videos 
to offer support and information for those who are 
caring for someone with cancer.

Patient/Carer resources 

https://www.cancer.org.au/cancercareguides/older-people-with-cancer
https://www.cancervic.org.au/get-support/connect-and-learn/living-with-cancer-education-program
https://www.cancervic.org.au/get-support/connect-and-learn/cancer-wellness-program
https://www.cancervic.org.au/for-health-professionals/cancer-support-referral
https://www.cancervic.org.au/get-support/caring-for-someone-with-cancer/overview
https://www.cancervic.org.au/get-support/caring-for-someone-with-cancer/overview
https://www.youtube.com/watch?v=clvfUdmMIXA
https://www.youtube.com/watch?v=W_ynNfhffhE
https://www.cancer.org.au/caring-for-someone-with-cancer
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Supportive care

A general patient/carer-focused cancer supportive 
care resource is the WeCan website. The site 
provides easy ‘one-stop shop’ access to various 
services, evidence-based information and specific 
resources developed by other organisations that 
specialise in cancer and community support.

Additional resources developed with and for older 
Australians affected by cancer (OlderCan) are 
housed on the WeCan website. The resources 
provide advice and support to help people (and 
older carers) make decisions about treatment 
and care. More specifically, ‘This is ME’ has been 
developed to share important information with a 
patient’s GP and cancer team. 

Counterpart

Counterpart connects, supports and informs 
women living with cancer to live well. This includes 
peer support provided by trained Peer Support 
Volunteers.

Carers Victoria

Carers Victoria is the statewide voice for family 
carers, representing and providing support to 
carers in Victoria. They also manage the delivery 
of programs, support and services for carers across 
Victoria.

Carerhelp

Carerhelp is a guide to end of life caring

Carer Gateway

Carer Gateway is an Australian Government 
program providing free services and support for 
carers.

Advocacy groups

The following links are for organisations which 
provide information and support to older people.

•	 https://opan.org.au/

•	 https://www.seniorsonline.vic.gov.au

•	 https://seniorsrights.org.au/

•	 Supported decision-making toolkit

•	 COTA Victoria

Support and information for LGBTIQ+ people
•	 Ageing and Aged Care - LGBTIQ+ Health 

Australia

•	 Services and supports - LGBTIQ+ Health 
Australia

•	 Rainbow Health Australia

•	 CCV LGBTQI+ communities cancer 
information and support

http://www.wecan.org.au/
https://wecan.org.au/oldercan/
https://wecan.org.au/oldercan/cancer-diagnosis/this-is-me/
https://counterpart.org.au/
https://www.carersvictoria.org.au
http://www.carerhelp.com.au
https://www.carergateway.gov.au/
https://opan.org.au/toolkit/supported-decision-making/
https://cotavic.org.au
https://www.lgbtiqhealth.org.au/silver_rainbow
https://www.lgbtiqhealth.org.au/silver_rainbow
https://www.lgbtiqhealth.org.au/services_and_supports
https://www.lgbtiqhealth.org.au/services_and_supports
https://rainbowhealthaustralia.org.au
https://www.cancervic.org.au/about-cancer/communities/lgbtqi
https://www.cancervic.org.au/about-cancer/communities/lgbtqi
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Appendix 1:
Provision of a Geriatric Assessment via telehealth: a guide to implementation

The purpose of this document is to support the implementation of a geriatrician-led Comprehensive 
Geriatric Assessment service for oncology patients using telehealth. It could also be a useful resource for 
implementation of other services to support the care of older people with cancer.

1.	 Executive Sponsor
The project sponsor provides necessary guidance and resources to the project team and manager, high 
project sustainability, strategic planning, and successful implementation of the project's objectives.  Within 
health services, this person should operate at the organisation’s executive level.

2.	 Rationale
Older aged patients often have a number of issues which can impact their ability to tolerate cancer 
treatments. By identifying those patients with particular vulnerabilities such as, nutritional, physical and 
psychological deficits patients can be prescribed tailored interventions by allied health and other health 
professionals to improve their ability to tolerate treatment. 

While access to a specialist geriatrician within the local health service is optimal, there can be limited access 
to this service, particularly in regional areas. Alternative methods of access may be required and as older 
patients often have difficulties accessing health services outside their local area telehealth is an option to 
facilitate the provision of Comprehensive Geriatric Assessment (GA). The following information is based on 
a service implemented between regional and metropolitan centres and learnings through the development 
of the service.

3.	 Scope
Patients aged 70 and over (or Aboriginal and Torres Strait Islander patients aged over 50) with a diagnosis 
of cancer receiving treatment in a Victorian-funded health service with limited access to a specialist 
geriatrician.

Patients which may be considered out of scope for inclusion in this type of service are those with significant 
physical or cognitive impairment.

4.	 Desired Outcome
To provide applicable patients access to a geriatrician-led GA to support improved outcomes related to 
treatment for cancer. 

5.	 Measuring
•	 Screening of patients aged 70 and over presenting for cancer treatment using a validated tool such as 

the G8 or VES-13.  

•	 Audit to measure the number of patients who require geriatric assessment identified through the 
screening process and assess local capacity for provision of GA.

•	 Funding requirements for clinical service provision of GA both locally and through local/remote 
telehealth options
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Gap Analysis at site level
Sites should complete a gap analysis of their data and evaluation of the service pre and post implementation 
of the project’s solutions to ensure they are meeting the need of patients requiring GA. 

Supporting documents
Victorian virtual care strategy
GUIDANCE _ Allied health and telehealth.pdf
Optimal Care Pathway for Older People with Cancer
Victorian Department of Health funding guidelines for telehealth 

6.	 Transition/Operational
It has been identified that project transition to business as usual relies heavily on the leadership and 
sponsorship of both the local and remote health service executives and clinicians including: Chief Executive 
Officers, Directors of Clinical Services/Operations, Medical Oncologists, Geriatricians, Nurse Unit Managers 
and Administrative Managers.

7.	 Learnings and Considerations
To effectively provide GA via telehealth sufficient resources are required to support service implementation 
and sustainable processes at each site including:

•	 Specialist Geriatrician (off-site)

•	 Administrative support

•	 Clinical support for patient attending appointment

•	 Dedicated telehealth room

•	 New referral pathway development

Considerations when implementing this service are that funding for the assessment is dependent on the 
clinician providing the referral for GA. GP referrals receive a higher level of MBS funding which can benefit 
sustainable provision of the specialist geriatric clinic. Developing new referral pathways into the local health 
service from the GP can facilitate early access to the GA. Options include GPs being involved in geriatric 
screening processes to identify vulnerable patients or provision of a GA referral as standard for all patients 
over the age of 70 (see flow chart in GP section page 25).

It should be noted that requesting a retrospective GA referral from a GP will cause significant time impacts 
to accessing the assessment. This has consequences for treatment – either the treatment can be delayed or 
the treatment goes ahead without the support of the assessment and associated allied health and/or other 
interventions which can help prevent negative impacts of oncology treatments.

Difficulties with communication can be prevalent in older patients, particularly relating to hearing.  
Technology to support improvements in communications between geriatrician and patient can improve the 
outcomes and experience for the patient and save time.  Consider use of translation services for patients 
whose first language is not English or access to specialist geriatricians who are able to communicate in 
languages other than English.

Other considerations are the support for patients at their appointments:

•	 The patient’s GP and/or practice nurse could be part of the support team and facilitate the telehealth 
appointment at their primary care practice (see flow chart page 25). Their knowledge of the patient 
and their medical and social history is valuable information for the geriatrician during their assessment

•	 Cultural support for Aboriginal and Torres Strait Islander patients such as Aboriginal Liaison Officer, 
family member(s)and local Aboriginal elder

•	 Family support can be valuable for patients with mental health issues, speech and language difficulties 
as well as other communication issues, cultural considerations and anxiety due to their recent 
diagnosis.

https://www.health.vic.gov.au/victorian-virtual-care-strategy/print-all
https://www.safercare.vic.gov.au/sites/default/files/2020-07/GUIDANCE_Allied%20health%20and%20telehealth.pdf
https://www.cancer.org.au/assets/pdf/ocp/optimal-care-pathway-for-older-people-with-cancer
https://www.health.vic.gov.au/funding-performance-accountability/funding-policy
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9.	 Next Steps
Areas that will require completion prior to service implementation commencing:

Item Current Status

Secure sponsorship from hospital executives and develop steering group

Identify source of funding for service implementation, if required

Identify local geriatrician capacity

Identify external geriatrician service to provide GA via telehealth

Identify need for additional project coordinator FTE for service implementation

For additional steps towards and through service implementation see Project 
Manager’s checklist on the following page.

10.	Reporting
Local reporting of implementation progress against agreed deliverables will be required to hospital 
executives according to their schedule

If external funding source secured, reporting of outcomes and experience will be required according to their 
schedule

Patient 
attends local 

hospital

Geriatrician 
from external 
service leads 
assessment

Patient 
referred for 
interventions

Figure 4: Telehealth appointment to treatment

Patient 
supported by 

nurse or service 
coordinator 
(GP practice 

staff can dial in)

Patient 
attends GP 

surgery

Patient 
supported GP 

or practice 
nurse (Cancer 
Centre staff 
can dial in)

Recommendations 
sent to local 

cancer service

Copy of full 
report sent to 
local cancer 

service  
and GP

Discussion 
at MDM +/- 
geriatrician

Treat 
according to 

outcomes
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11.	 Project manager’s worksheet

TASK 
Familiarise yourself with the following documents: Care of the older person with cancer toolkit; 
Victorian guidelines for provision and funding for telehealth services  
(see Supporting documents section above)

Engage stakeholders including but not limited to: Nurse Unit Manager, geriatricians, medical 
oncologists, allied health managers, GPs and consumers develop working group

Diagnose the current state of: local service capacity including specialist geriatrics, allied health, 
ongoing service coordination requirements and access to a dedicated telehealth space and 
associated technology

•	 Include development of key performance indicators and evaluation criteria to support 
effective service implementation

Determine geriatrician access requirements for service implementation: service can be wholly 
telehealth or a combination of telehealth and local provision

Map referral pathway into oncology department and specialist geriatrician ensuring effective, 
efficient and sustainable processes (see flow chart in GP section page 25 for examples)

Identify the health service professionals required for the interventions following assessment and 
map referral pathways ensuring efficacy and timeliness to access therapy

Determine the role of the geriatrician and other health care professionals in other aspects of the 
service such as multidisciplinary meetings and facilitate inclusion in existing meetings as required 

Education of health service professionals and primary care staff relating to geriatric oncology, 
screening, assessment and effective communication via telehealth 

Collaborative development of patient facing resources with consumer involvement

Engagement of primary care practices across the catchment to facilitate new referral processes

Inclusion of new referral processes in PHN health pathways

Evaluation of service implementation and service provision
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Appendix 2: Checklist
Geriatric Assessment

Completed 

Geriatric screening Score:

Geriatric assessment

MDM discussion

Chemo-toxicity prediction tool Score:                             Risk:

4Ms: What matters

4Ms:  Medication

4Ms:  Mentation (Mind & mood)

4Ms:  Mobility

Supportive care screening Score:

Pathology requests

Referrals Geriatrician

Social work

Physiotherapy

Exercise physiology

Prehabilitation

Occupational therapy

Aboriginal health support

Dietitian

Speech pathology

Psychological support

Smoking cessation

AOD service

Continence support

Is your patient aged 70 or over, or Aboriginal and/or Torres Strait Islander aged 50 or over?  Have you 
completed the following? You can use the following table as a guide to developing you own checklist or 
download the checklist on the VICS website.

https://vics.org.au/resources/care-of-the-older-person-with-cancer-toolkit




Contact Details:

Hume Regional Integrated Cancer Service
Program Office
Level 1/219-225 Wyndham Street
SHEPPARTON VIC 3630

Postal Address:
HRICS GV Health
2-48 Graham Street
SHEPPARTON VIC 3630

Phone: 03 5831 0192

Email: info@humerics.humehealth.org.au
Website: www.vics.org.au/hrics

Contact Details: 

Southern Melbourne Integrated Cancer Service
Program Office:
Moorabbin Hospital, Monash Cancer Centre
823 - 865 Centre Road
EAST BENTLEIGH VIC 3165

Postal Address:
P.O. Box 72
EAST BENTLEIGH
Victoria 3165

Phone: 03 9928 8541

Website: www.vics.org.au/smics-about-us


