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Coping with cancer at any age is 
difficult enough. Coping with 
cancer at an advanced age can 

be really overwhelming. Along with 
more years come more health prob-
lems. Older people are more sensitive 
to medication and more susceptible 
to medication reactions. They often 
have complicating comorbidities and 
depressive symptomatology. They may 
have more financial hardship and fewer 
family and friends for support. 

Elderly patients need more interven-
tion from oncology and other health 
care staff; some hospitals and medical 
centers have separate departments or 
staff members to address their needs. 
This month’s column presents three 
facilities with programs specifically 
designed to provide care to elderly 
patients with cancer.

MEMORIAL SLOAN-KETTERING 
CANCER CENTER
Memorial Sloan-Kettering Cancer 
Center (MSKCC) in New York City 
is one facility that has taken special con-
sideration for the geriatric patient with 
their 65+ Program, which is composed 
of a multidisciplinary geriatric team. 
In addition to oncologists, the program 
employs physicians, nurse practitioners, 
nutritionists, and even pharmacists who 
subspecialize in geriatrics. In addition, 
MSKCC utilizes psychiatrists, nurses, 
social workers, and specialists in pain 

and palliative care, rehabilitation, clini-
cal trials, and integrative medicine. 

The integrative medicine service 
uses nonpharmaceutical techniques 
to enhance the medical cancer treat-
ment. For patients whose age makes 
them frail and prone to medication 
sensitivities, these techniques can be 
especially helpful. Staff members truly 
treat the total patient with acupuncture 
and other therapeutic techniques that 

offer music, massage, mind/body thera-
pies, and yoga. The fitness classes are 
specifically geared towards the patient 
of advanced age. Many of the program’s 
services are also available to the patient’s 
family members and caregivers as well. 

Social workers play an especially 
important role in the treatment of the 
very elderly with cancer. Adjustment to 
a serious illness is always difficult, but 
for people living alone and who may 
have difficulty getting out and about on 
their own, it can be especially difficult. 
The 65+ Program social work staff 
ensures that the risk of social isolation 

does not become a reality as the patient 
fights his or her illness.

DANA-FARBER/BRIGHAM AND 
WOMEN’S CANCER CENTER
Specialized oncology services are offered 
by the renowned Boston, Massachusetts, 
facility for patients 65 years and older 
via a program specifically designed to 
care for older patients with leukemia 
and related blood disorders. Their mul-
tidisciplinary team is composed of a 
geriatric oncologist as well as oncolo-
gists, geriatricians, physician assistants, 
nurse practitioners, and social workers 
who subspecialize in treating leukemia 
in elderly patients. They understand that 
patients in this age group are more likely 
to experience complications from treat-
ment as well as from other age-related 
illnesses they may have. 

Reduced-intensity stem cell trans-
plants are among the treatment options 
that Dana-Farber utilizes for a subset 
of older patients (aged up to 75 years).1  
Another practice employed by Dana-
Farber/Brigham and Women’s is to base 
all treatments on the patient’s functional 
age instead of calendar years. They 
are also respectful of a patient’s wish 
to restrict care to palliation only. In 
such cases, staff monitors patients, only 
treating symptoms when necessary. 
They also enroll patients in clinical 
trials whenever possible.
Continued on page 42

Cancer in the very elderly: 
Three programs designed 
 especially for frail patients
Bette Weinstein Kaplan

Many services are 
also available to 
family members and 
caregivers as well.



the total patient

42  oncology nurse advisor • july/august 2013 • www.OncologyNurseAdvisor.com  

M.D. ANDERSON CANCER CENTER
How old is elderly? According to Holly 
M. Holmes, MD, practicing geria-
trician at University of Texas M.D. 
Anderson Cancer Center, defining 
who is elderly is becoming increasingly 
difficult. The traditional definition of 
age 65 years as the launch of a person’s 
elderly years is no longer applicable; we 
now need to add 10 or 15 years to that 
threshold. Holmes says now “people 
who are 75 [years] and older are more 
likely to have conditions common to 
the geriatric population.”2

Holmes says the most common rea-
son for bringing her in on a case is 
polypharmacy, particularly for elderly 
patients who are already taking eight 
or nine medications concurrently even 
before their cancer treatment begins. 
Taking that many medications alone 
can cause reactions, interactions, and 
side effects. Adding cancer treatment 
on top of that, Holmes explains, the 
challenge becomes trying to limit the 
number of medications to decrease 
side effects and reduce toxicity. As a 

former pharmacist, the geriatrician is 
comfortable reviewing a patient’s medi-
cation regimen, identifying problems, 
and coming up with alternatives that 
reduce the number of drugs the patient 
is taking. She evaluates everything, 
including OTC, herbal medicines, and 
supplements, trying to eliminate any 
unnecessary drugs, whether they are 
supplements or medications.2 

The oldest patient Holmes has seen 
at M.D. Anderson was 98 years old. 
She says the elderly often handle issues 
related to cancer easier than do younger 
patients. People of advanced age have 
usually had other diseases during their 
lifetimes, and they are able to cope with 

yet one more health problem quite well. 
No matter how old patients are, they 
need to discuss their treatment options 
with the oncology team. The geriatri-
cian explains, “The question is in the 
context of their other medical problems, 
any functional problems, their reserve 
of social support, their ability to be 
independent, all of those things have 
to weigh into their decision for cancer 
treatment. They really don’t want to 
base that solely on their numeric age.”2 ■

Bette Weinstein Kaplan is a medical writer 
based in tenafly, new jersey.
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Let us answer your questions!
Readers are invited to submit clinical questions and  
requests for advice to our expert Advisor Forum at  
editor.ona@haymarketmedia.com. Use “Advisor Forum”  
in the subject line.

Readers’ drug-related questions are answered by our  
oncology pharmacist. Submit questions to  
editor.ona@haymarketmedia.com, with “Ask A Pharmacist” 
in the subject line.

Please include your full name and degrees, name of institution or  
practice, and city and state with your question.

questions & answersCan Hair Loss Be PreVenteD?
Which medication regimens or treatments, if any, can prevent or lessen 

chemotherapy-related hair loss, especially to the scalp and face, in women 

undergoing treatment for breast cancer? — Susan Minello, RN, MSN, 

ANP-BC, CCRC

Prevention of chemotherapy-induced alopecia is very difficult to achieve given the 

pathophysiology associated with chemotherapy-induced alopecia. The mitotic activity 

of the hair follicle places these structures at increased risk of damage by chemotherapy 

and radiation (Oncology Nursing Advisor: Comprehensive Guide to Clinical 

Practice. Philadelphia, PA: Mosby; 2009:339-340). Absorption of the chemotherapeutic 

agent by the hair bulb causes cellular division and protein synthesis to be suppressed. 

Manifestation of alopecia is dependent upon the treatment given, the dose, the schedule, 

and the route of administration. Oral drugs for breast cancer, such as capecitabine (Xeloda) 

or lapatinib (Tykerb), may cause hair thinning versus the toxic alopecia that can be caused 

by some intravenous chemotherapeutic agents. Although no definitive treatment options 

are established, there have been anecdotal reports of using cold cap treatments in some 

women and selecting chemotherapy agents that do not cause significant alopecia, such as 

ixabepilone (Ixempra) or gemcitabine (Gemzar, generics), in other women. 

Other agents used with varying results include tocopherol (vitamin E supplements), 

ImuVert, and minoxidil. Preparation, education, and support are essential for these 

women prior to starting chemotherapy. We must prepare these women for the reality that 

hair loss is an inevitable result of many required treatment regimens, but also reassure 

them that in almost all cases it does grow back. Discuss the process of purchasing wigs 

or hair prosthesis, care of the scalp when hair loss does occur, and if there is only mild 

thinning, protection of fragile hairs. Essentially, not undermining the emotional impact 

of hair loss is imperative to helping women cope (Clin J Oncol Nurs. 2011;15(3):311-

315). — Jiajoyce R. Conway, DNP, CRNP, AOCNP, FNP-BCwHen sHouLD sCreeninG MaMMoGraPHY BeGin?

At what age should a woman whose mother has had breast cancer start 

screening mammography? — Rebecca AdamsonThe National Cancer Institute (NCI) recommends screening mammography for women 

40 years and older every 1 to 2 years. A woman’s chance of developing breast cancer 

increases if her mother, sister, and/or daughter were given a diagnosis of breast cancer, 

especially if they were younger than 50 years at diagnosis. Having a close male blood 

relative with breast cancer also increases a woman’s risk of developing the disease. The 

woman in your question should start routine screening mammography based on her Do you have a question for our consultants?
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We occasionally give patients 

bleomycin (Blenoxane, generics). 

Per policy at my facility, we always 

administer a test dose. However, I 

researched the issue and found no 

clear cut answer on whether to use 

a test dose. Furthermore, some 

nurses believe patients should be 

given their premeds (which pre-

vent hypersensitivity reactions) 

before the test dose, and some 

believe the premeds should not 

be given until after the test dose. 

We wait 30 minutes after the test 

dose. Should a test dose of bleo-

mycin be administered? If yes, 

should the test dose be given with 

every dose or just the initial dose? 

— Jenene Kittleson, RN, BSN, OCN, CBCN

Bleomycin is given intravenously for 

the treatment of multiple cancer types, 

most frequently Hodgkin lymphoma 

(also known as Hodgkin disease) and 

germ cell cancers. Intravenous adminis-

tration of bleomycin carries the risk of a 

severe idiosyncratic reaction consisting 

of hypotension, confusion, fever, chills, 

and wheezing. Symptoms usually man-

ifest after the first or second dose and 

have been reported in approximately 

1% of lymphoma patients receiving 

bleomycin. Because of this reaction, the 

bleomycin package insert recommends 

administering a test dose of 2 units or 

less to lymphoma patients prior to their 

first two doses.1 

Unfortunately, there is no one univer-

sal answer to this question. Many cancer 

centers administer a test dose of bleo-

mycin prior to the first dose. However, 

no consensus has been established on 

whether this should be done. Some 

large oncology clinical trial groups, 

such as the Children’s Oncology Group 

(COG), do not include test doses in 

their protocols. A 2005 review article 

noted that reactions to bleomycin have 

been reported at any point in treatment 

(not just with the first two doses).2 The 

author concluded that there is a lack of 

association between timing of doses 

and the onset or severity of reactions 

and recommended against routine test 

doses of bleomycin. 

When a test dose is used immedi-

ately before administration of a full 

dose, no standard waiting time exists. 

Reported waiting times range from 30 

minutes to 4 hours, with 1 hour being 

the most common wait. The nurse 

should remember that even if a patient 

does not react to a test dose, he or she 

still may have a reaction to bleomycin 

and should be monitored during and 

after the dose. Although premeds are 

not typically administered before a 

test-dose, they should be given before 

the full dose of bleomycin. 

Patients who do experience the idio-

syncratic reaction to bleomycin should 

be managed per institutional guidelines 

with antipyretics, antihistamines, cor-

ticosteroids, volume expansion, and 

pressor agents as required. Patient expe-

riencing severe reactions should not 

receive bleomycin again unless they 

have been desensitized. n
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Should a test 

dose of  
bleomycin  
be given  
and when?

Lisa A. Thompson, PharmD

assistant Professor, department of Clinical Pharmacy, 

university of Colorado denver School of Pharmacy, aurora, 

Colorado.

ask a pharmacist
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Molecular structure of 
bleomycin

Do you have a question to  

Ask A Pharmacist?

E-mail your questions to  

editor.ona@haymarketmedia.com. 

You may win a $10 iTunes gift card 

for it! We’ll forward your question to 

Dr. Thompson for an answer. Then, 

your question and Dr. Thompson’s 

response will be posted on our Web 

site and appear in this column.


