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Background: Geriatric assessments (GAs) can guide treatment decision-making for older adults with cancer and identify those at
risk of treatment complications. Given the number of systematic reviews conducted in the last 10 years, this umbrella review
aimed to summarise and synthesise the evidence for (i) what constitutes a GA in cancer care, (ii) how GAs are conducted, and (iii)
how implementation of GAs in cancer settings are reported.
Methods: PsycINFO, MEDLINE, EMBASE, CINAHL, Cochrane Library and Web of Science databases were searched and
updated in September 2024. Systematic reviews with or without meta-analyses that (i) described the use or value of GA for
older adults with cancer, or (ii) information related to GA implementation in cancer settings were included in this review.
Quality of the reviews were assessed using the AMSTAR-2 tool, and results were descriptively summarised using a narrative
synthesis.
Results: Twenty-nine reviews were included. A GA was commonly defned as a systematic, multidimensional evaluation of
an older person. Recommendation for domains included within the GA difered across reviews. However, commonly
reported domains and tools across reviews broadly mapped to the National Comprehensive Cancer Network guideline
recommendations. Fifteen reviews specifed timing of GA; most reported assessments were performed prior to treatment
and administered by a range of individuals including patient themselves, the multi-disciplinary team, individual nurse or
cancer specialists or geriatrician-led consultation or assessments. Barriers and enablers to GA implementation were
discussed in three reviews. Four reviews described GA feasibility, primarily reporting patient acceptability of self-
administered or computer-based assessments.
Discussion: Heterogeneity across reviews in GA defnition could impact on perceived feasibility of GA implementation.
Standardisation of GA domains is required to facilitate evidence-based research and to guide integration of GA and GA-based
interventions within cancer settings.
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1. Introduction

Cancer management for older adults is often complex and
challenging due to presence of multimorbidities or age-
related vulnerabilities which can impact tolerance of can-
cer treatment [1, 2]. Furthermore, the under-representation

of older adults in clinical trials [3] results in a lack of em-
pirical evidence which makes treatment decision-making
difcult for this population. As such, patients can be po-
tentially overtreated or undertreated [4, 5]. To reduce the
risk of suboptimal care and capture the presence of mul-
timorbidities and / or age-related vulnerabilities, there is
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a need for a comprehensive assessment to inform decision-
making. One such approach is the use of geriatric assess-
ments (GAs).

Traditionally used in geriatric medicine, a comprehensive
GA (CGA) is defned as a ‘multidimensional, interdisciplinary,
diagnostic process to identify care needs, plan care and im-
prove outcomes of frail older people’ [6]. Multiple domains
incorporating physical health (nutrition, senses, multi-
morbidity), functional status, psychological health (cognition
and mood) and socio-environmental parameters are assessed
within a CGA [6, 7]. In the context of cancer, multiple in-
ternational organisations such as the National Comprehensive
CancerNetwork (NCCN) [8], the American Society of Clinical
Oncology (ASCO) [9, 10] and International Society of Geri-
atric Onoclogy [11] recommend conducting a GA to guide
cancer treatment decisions and manage identifed impair-
ments. Te use of a GA to inform treatment decision and
management was also recommended in a recently published
position statement led by the European Society of Medical
Oncology and International Society of Geriatric Oncology
Cancer in Te Elderly Working group [12].

Tere is an increasing evidence demonstrating the value
and efect of GA and GA-guided interventions for older
adults with cancer [13–15] evidenced by the number of
systematic reviews conducted in the last 10 years [16–20].
However, there has been little focus on implementation of
GAs within routine cancer care [21]. Across reviews, lack of
consensus on the domains, assessment tools, resourcing and
time are often cited as barriers to implementation of GAs
[22]. Consolidating review evidence will facilitate un-
derstanding of how GAs should be implemented as part of
routine cancer care. As such, an umbrella review method-
ology was used as this allows for the synthesis of evidence
from several reviews into one document to address specifc
questions [23]. An umbrella is informative when multiple
systematic reviews have already been published on a specifc
research topic as this type of review systematically integrates,
evaluates and aggregates the results of systematic reviews
[24]. An aim of umbrella reviews is to present whether the
evidence base for a topic is consistent or conficting [24].

In our previous umbrella review, we identifed 13 as-
sociations and or outcomes reported to assess the value and
or efcacy of GAs for older adults with cancer; however,
there was heterogeneity across reviews on the personnel
conducting the GAs, timing and domain assessment high-
lighting the need for a standardised defnition on GA do-
mains to support implementation eforts [25]. Building on
the umbrella review and to provide greater harmonisation of
domain selection and assessment to facilitate GA imple-
mentation into routine cancer care, this umbrella review
aimed to provide a comprehensive overview and synthesis of
the systematic review evidence to identify.

i. What constitutes a GA in cancer care?
ii. How is a GA conducted?
iii. How is implementation of GA in oncology settings

reported? (i.e., the role, timing and implementation
outcomes)

2. Methods

2.1. Protocol and Registration. Tis review was registered on
PROSPERO (CRD42022338842). Results are reported
according to the PRISMA guidelines [26].

2.2. Search Strategy and Selection Criteria. PsycINFO,
MEDLINE, EMBASE, CINAHL, Cochrane Library andWeb
of Science databases were searched. As Puts et al. (2012)’s
review [16] was the frst review synthesising results on the
use of GAs in oncology, the search was limited to post-2012.
An updated search was conducted September 2024. (see
Supporting Table 1 search strategy).

Based on the aims of the umbrella review, we included
systematic reviews with or without meta-analyses published
in English that (i) described the use or value of GAs in cancer
settings, or (ii) information related to implementation of
GAs in cancer settings. Te study population was older
adults (age undefned) with any cancer and/or health pro-
fessionals conducting GAs. Reviews not published in English
and without a systematic methodology, commentaries,
protocols and conference abstracts were excluded.

2.3. Study Selection Process. Title and abstract and full-text
screening were conducted independently by two reviewers
(SH and JS) using Covidence [27]. Disagreements were
resolved through discussions.

2.4. Data Extraction and Synthesis. Data extracted included:
review aim(s), patient population (e.g. age, cancer type,
cancer stage, treatment type), number of studies included,
GA defnition, methods for GA implementation and re-
ported outcomes of the GA.

Te data were descriptively synthesised and tabulated.
Given that the GA domains and tools listed in the NCCN [8]
recommendations have been grouped thematically, this al-
lows for a systematic basis for collating the diversity of
domains included across reviews. Terefore, the domains
and tools reported in the reviews were mapped to the NCCN
[8] recommendations.

2.5. Quality Assessment. Te quality of included reviews
were assessed (SH and JS) using the A MeaSurement Tool to
Assess systematic Reviews (AMSTAR-2) tool [28].

3. Results

Database searches identifed 3494 articles after duplicates
were removed. Title and abstract screening resulted in
128 articles that were full-text reviewed. A total of 29
reviews were included. PRISMA fowchart is provided as
Figure 1.

3.1. ReviewCharacteristics. Of the 29 reviews [16–20, 29–52]
identifed, only two reviews [20, 49] specifcally reported
implementation outcomes. All other reviews focussed on the
GA domains and outcomes. Most reviews (n� 20)
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[16–20, 29, 31, 32, 34, 35, 37, 38, 41, 43, 47–52] included all
cancers/solid malignancies; however, three [30, 40, 44] were
haematological specifc, and seven reviews [33, 35, 36, 39,
42, 45, 46] reported on single-tumour populations. Tree
reviews [33, 35, 47] examined GA within surgical settings,
and one in radiation oncology [43].

Across reviews, an older adult was defned as over
60 years in one review [47], over 65 (or reported a mean/
median age of 65) in 15 reviews [16, 19, 20, 32–35, 37,
41, 43, 48–52] and mean age of 70 a single review [38]. Ten
reviews [17, 18, 29–31, 39, 42, 44–46] did not impose an age
limit and included studies with participants ranging from 18
to 99 years. Table 1 shows the Review Details.

3.2. Overlap of References. A total of 487 publications (range
6–83 publications) were included across 29 reviews (Sup-
porting Table 2). Only 35% of studies were reported across
two or more reviews. Te lack of overlap was likely due to
broad review aims, diversity of inclusion criteria and the
range in publication dates.

3.3.QualityAssessment. None of the 29 reviews met all 16 of
the AMSTAR-2 criteria. However, over 80% of the
AMSTAR-2 criteria were met in 22 reviews
[16–20, 29–32, 35, 37–41, 45–47, 49–52]. Most reviews
(n� 24) [16–19, 29–33, 35–41, 43–47, 50–52] assessed risk of
bias. Only fve reviews [19, 33, 40, 50, 52] included a meta-
analysis, with many indicating meta-analysis was not pos-
sible due to data heterogeneity. Reviews were not excluded
based on the quality assessment (Supporting Table 3).

3.4. What Constitutes a GA in Cancer Care?

3.4.1. Defnition of GAs in Cancer Care. Of the 29 reviews,
only three reviews [34, 41, 52], explicitly defned GAs based
on guidelines such as the SIOG practice guidelines, NCCN
or ASCO guidelines. Seven reviews [27, 28, 31, 37, 38, 42, 47]
defned GA as screening only, without specifying the care
plan. A further fve [30, 31, 39, 40, 51] reviews used def-
nitions based on published recommendations or position
statements, and nine reviews referred to defnitions used in
existing cancer research [32, 33, 35] (n� 3), general literature
[20, 36–38, 49] (n� 5) or both [50] (n� 1). Four reviews
[16, 19, 45, 46] did not explicitly defne what they considered
a GA. Despite some reviews referring to guidelines and
recommendations, the number and types of domains con-
sidered essential to GAs difered across reviews, from no
limit [50] or any combination [47] to assessment of at least
fve domains [48].

3.5. How Is a GA Conducted? Twelve reviews
[16–19, 29, 31, 39, 43, 47, 49–51] discussed conduct of GAs.
Despite variability, clinician assessment using validated
measures was commonly reported, although patient self-
assessment, clinical interviews or geriatrician-led consulta-
tions were also reported. Seven reviews [16, 19, 34, 36,
43, 47, 49] reported GA completion time which ranged from
8 to 120min.

3.5.1. GA Domain Assessments. Mapping the common
domains included in each review (n� 24)

Records identified from:
PsycINFO (n = 33)

MEDLINE via OVID 
(n = 1576)

EMBASE via OVID (n = 1945)
Cochrane Library (n = 6)

CINAHL (n = 463)
Web of Science Core 

Collections (n = 1135)

Records removed before 
screening:

Duplicate records removed 
(n = 247)

Records marked as ineligible 
by automation tools (n = 1416)

Records screened
(n = 3495)

Records excluded**
(n = 3366)

Reports sought for retrieval
(n = 129)

Reports not retrieved
(n = 0 )

Reports assessed for eligibility
(n = 129)

Reports excluded:
Wrong study design (n = 66)

Wrong outcomes (n = 23)
Wrong patient population (n = 5)

Wrong intervention (n = 4)
Cancer patient data not reported 

separately (n = 2)
Not in English (n = 2)

Records identified from:
Hand searching (n = 2)

Reports assessed for eligibility
(n = 2 )

Reports excluded:
(n = 0) 

Reports included in review
(n = 29)

Identification of studies via databases and registers Identification of studies via other methods
Id

en
tif
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at
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n

Sc
re
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Reports sought for retrieval
(n = 2)

Reports not retrieved
(n = 0)

Figure 1: PRISMA fowchart.
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[16, 17, 19, 30–49, 51] to the NCCN Older Adult Oncology
guidelines [8], only eight reviews [16, 17, 19, 33, 34, 42,
49, 51] included all recommended domains. A summary of
the common measures and assessments reported across
reviews mapped to the NCCN [8] recommendations is
provided below and in Table 2.

Function and mobility (n � 24 reviews): Tey were
commonly assessed using NCCN-recommended tools
Katz Index of Independence in Activities of Daily Living
[53] (n � 9) [16, 17, 19, 31, 37, 38, 41, 42, 47] and the
Lawton Instrumental Activities of Daily Living (IADL)
scale [54] (n � 9) [16, 17, 19, 31, 32, 37, 38, 41, 42, 47]. Lack
of adherence to NCCN recommendations (in the last
6 months) was seen in the reporting of timeframe for falls
history. However, studies across two reviews [19, 22] had
varying timeframes (e.g., past three or 6months) or did
not specify timeframe. Measurement of falls using self-
reported fall history or falls risk tools were reported in
eight reviews [16, 19, 32, 33, 35, 37, 41, 42]. Objective
measures such as the timed up and go [55] were also
reported across the 12 reviews [16, 17, 19, 31–33,
36, 37, 42, 43, 45, 48].

Of the 16 reviews [16, 17, 19, 31–36, 40, 42, 43, 47–49, 51]
where comorbidity was a commonly included GA domain,
twelve [16, 17, 19, 31–33, 35, 36, 40–42, 48] specifed
measures are used. Te NCCN-recommended Charlson
comorbidity index [56] and cumulative illness rating scale
(including CIRS-G) [57, 58] were commonly used within
and across seven [16, 17, 31, 33, 35, 40, 41] and six reviews
[19, 31, 36, 41, 42, 48], respectively. Another NCCN-
recommended tool, haematopoietic cell transplantation
comorbidity index [59], was reported in a single study by
Puts et al. [19] and Salazar et al. [40].

Social functioning was commonly included in the GA
across 14 reviews [16, 17, 19, 30, 36, 37, 39, 42, 43, 45, 46,
48, 49, 51]. Of the 12 reviews [16, 17, 19, 31–33, 35, 36,
40–42, 48] that specifed measures, the
NCCN-recommended medical outcome study subscales
social activity survey and/or social support [60] were
commonly used within and across two [16, 41] of the 10
reviews [16, 19, 33, 36, 37, 41, 42, 45, 46, 48], while six
reviews used nonstandardised assessments [17, 42, 45,
46, 48] or nonrecommended tools [45].

Of the 20 reviews [14, 15, 17, 25–32, 34, 37–40, 42] that
included cognitive function as a GA domain, 15 reviews
[16, 17, 19, 31–33, 35–37, 41, 42, 45–48] specifed tools used.
Tese reviews primarily reported use of the NCCN-
recommended mini-mental state examination [61] within
and across reviews (n� 12 reviews) [16, 17, 19, 31, 33, 35–37,
41, 42, 47, 48]. Two reviews [37, 41] also reported studies
using the Blessed Concentration Tool [62].

Nutrition Status was commonly included within a GA
across 19 reviews [16, 17, 19, 30–37, 39, 42–44, 47–49, 51].
Commonly used tools across the 13 reviews
[16, 17, 19, 31–33, 35–37, 41, 42, 47, 48] that specifed
measures was the mini-nutritional assessment [63], while
a further four reviews [16, 19, 36, 41] used body mass index.
Use of the mini-nutritional assessment short forms was
reported in four reviews [19, 22, 35, 37].

Mood was a common domain included within a GA
across 20 reviews [16, 17, 19, 30–37, 39, 42–44, 46–49, 51].
Tools used were specifed in 15 reviews [16, 17, 19,
31–33, 35–37, 41, 42, 45–48]. Mood was commonly assessed
using the NCCN-recommended geriatric depression scale
[64], with only one review [46] reported using a non-
recommended tool. Another NCCN-recommended tool, the
Mental Health Inventory (MHI-17), was reported as
a common tool (11%), in Lee et al. [41]. Use of the geriatric
depression scale short form was reported in three [19, 22, 46]
reviews. Surprisingly, despite wide use in cancer more
broadly, the NCCN-developed Distress Termometer [65]
was not commonly included.

Polypharmacy was commonly included as a GA domain
in 14 reviews [16, 17, 19, 31–35, 42, 44, 47–49, 51]. In eight
reviews [16, 19, 31–33, 35, 41, 42] where measures were
specifed, NCCN-recommended tools were not used. Most
reviews reported this was determined by the number of
medications, although defnitions of polypharmacy varied
within and across three reviews [33, 35, 42] (range > 3 to
> 8).

In summary, commonly reported tools within and across
reviews are mapped to NCCN recommendations, although
there was some variation in timeframes for falls history, use
of short forms for nutritional and depression assessment and
lack of validated tools used to assess polypharmacy.

3.5.2. Use of GA Results. Most reviews [16, 19, 30–34,
37–40, 42–48] (n� 18) reported the predictive value of GA
on outcomes. In Lee et al. (2022)’s review [41], the most
common reason for conducting GAs was to determine the
association between the GA and clinical outcomes. In 11
reviews [16, 19, 30, 31, 34–36, 38, 40, 42, 44], GA results were
used to categorise patients as ft or unft/frail and/or identify
frailty. Te criteria used for frailty varied across and within
reviews. For example, in Hamaker et al. [31], eight studies
identifed frailty based on dependency for activities of daily
living, three or more comorbidities or one or more geriatric
conditions. However, many of these reviews did not specify
how the summary score or categorisations impacted treat-
ment decisions.

Tere were 14 reviews [16–19, 29, 34, 36, 38, 39, 41,
43, 48, 50–52] that explicitly reported the use or impact of
GAs in guiding or adjusting treatment decisions. Only three
reviews [19, 34, 48] specifed criteria for adjustments, with
impairment in functional status or malnutrition reportedly
resulting in change to the treatment plan. In an additional
review [38], the authors reported a signifcant correlation in
activity of daily living scores and changes to treatment
decisions in two of three studies. In Okoli et al. (2021)’s
scoping review [49] describing integration of GAs in on-
cology, in two models, results were reviewed by a multi-
disciplinary team and a treatment plan formulated, and in
another model, an initial review was conducted by a trained
nurse who provided a summary to the treating team and
relevant allied health professionals for review.

Only 10 reviews [16–18, 29, 34, 39, 48, 50–52] reported
that referrals or interventions were recommended or
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implemented to address identifed issues from the GA. Of
the 10, seven [17, 18, 29, 34, 39, 48, 51] specifed the number
and or type of interventions recommended.

3.6. Implementation of GAs in Oncological Settings. Only
three reviews [20, 48, 49] reported barriers and facilitators of
GA, with only two [20, 49] specifying implementation or
integration of GAs as a review aim. Lack of time and
resourcing [20, 48] and insurance reimbursement [48] were
identifed. In Okoli et al. (2021), use of patient-led or self-
reported assessments, computer-based or ‘mini’ versions of
GAs were reported to facilitate GA implementation. In their
realist review of implementation of GAs in oncology,
McKenzie et al. [20] posited (1), ‘leveraging on non-
specialists’ such as protocolisation of GAs to address
workload barriers, (2) ‘creating a favourable health eco-
nomics’ to address lack of funding, (3) ‘establishing the use
of GA in cancer care’ such as using screening tools to identify
patients that require a full GA to address practicality barrier
and (4) ‘managing limited resources’ such as using tech-
nology to automatise processes as strategies to facilitate GA
implementation.

3.6.1. Who Conducts the GAs? Across and within reviews
that described the healthcare professionals’ roles in con-
ducting GAs (n� 12) [16–19, 29, 36, 43, 47–51], there was no
consensus on staf responsibility. For example, in Feng et al.
[47], the GA was delivered by a range of individuals in-
cluding nurse practitioners, student doctors, research as-
sistants and medical doctors, whereas in Szumacher et al.
[43], majority of studies (n� 4, 57%) reported that the GA
was delivered by a geriatrician, with three studies reporting
patient self-assessment. Caillet et al. [48] reported a multi-
disciplinary team approach. Te use of geriatrician led as-
sessments varied across reviews, from four studies reported
in Puts et al. [19] to 28 studies reported in Hamaker
et al. [29].

Only six reviews [16, 36, 47, 49–51] specifed whether the
individual(s) were trained and there was variability within
and across reviews.

3.6.2. Timing of GAs. Of the 12 reviews [16, 19, 20, 30, 34,
36, 40, 41, 43, 47, 49, 51] that reported on timing of GAs,
majority noted that the GA was typically conducted prior
to cancer treatment. An additional three reviews
[32, 45, 46] specifed criteria of assessments conducted
prior to treatment. Across reviews, the GA was recom-
mended to be conducted prior to treatment to guide
treatment decisions, determine the predictive value of
GAs on adverse health outcomes or identify impairments
and provide interventions to optimise health outcomes.
None of the reviews explicitly discussed the use of GA for
ongoing monitoring during treatment, although six re-
views [16, 30, 34, 36, 41, 43] reported that repeat GAs (e.g.,
before and after treatment) were conducted in some in-
cluded studies, to explore changes in patient health status
[30, 43].

3.6.3. Reporting of Successful Implementation. Reporting of
implementation outcomes was only addressed in four re-
views [16, 36, 43, 49]. However, outcomes were limited to
feasibility and acceptability of conducting GAs. For example,
in Puts et al. [16], acceptability reported in 4/73 studies
found that most patients (75%) could complete the GA
without assistance and were satisfed with the length and
content. One review [29] reported that standardised pro-
tocols facilitated greater implementation of GA-guided in-
terventions. Disalvo et al. [51] reviewed the extent to which
the included studies maintained or improved fdelity to the
GA and management intervention and found there was
generally high completion rate in the GA intervention arm;
however, studies did not report on strategies used to
maintain or improve fdelity. Other outcomes of imple-
mentation success such as cost-efectiveness or sustainability
were not reported or discussed in these reviews.

4. Discussion

In this umbrella review, we identifed 29 reviews that de-
scribed the use of GAs for older adults with cancer. Tere
were inconsistencies across reviews in relation to domains
included in Gas, and assessments were typically conducted
prior to initiating treatment. Few reviews explored imple-
mentation of GAs in routine cancer care.

A traditional CGA involves the development and
implementation of care plans to address identifed issues [6].
Our results highlight in the context of cancer, most research
has focussed on the assessment component, although a few
recent reviews [50–52] have reported on the efect of GA-led
management. As such, majority of reviews defned a GA as
a systematic evaluation of an older person using validated
tools. However, reviews varied in the number and types of
domains considered essential within a GA, possibly due to
some reviews published prior to availability of international
guidelines. Despite this variability, common domains and
tools reported refect the recommendations included in the
NCCN [8] and ASCO guidelines [9]. Tis suggests there is
general consensus that the GA should consist of an as-
sessment of function and mobility (including falls), de-
pression, cognition, nutrition, commodities, social
functioning and support and polypharmacy. Similar to
guideline recommendations [8–10], most reviews reported
that the GA was conducted before cancer treatment. In-
terestingly, studies within six reviews reported additional
GAs conducted during or after treatment. However, these
reviews did not discuss the use of repeated GA to monitor
patients during treatment. Given that studies have dem-
onstrated changes in patient outcomes, during and after
treatment [65], future studies should determine the impact
of assessment of multiple geriatric domains across the
treatment trajectory to confrm appropriateness of treatment
and optimise patient outcomes.

4.1. Implementation of GAs in Cancer Care. Te imple-
mentation science literature highlights health service change
is most successful when staf feel confdent in their ability
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and perceive they have sufcient resources to undertake
practice change [66]. Our review identifed a lack of focus on
training for individuals administering assessments across
reviews. In Hamaker et al. [18], more nononcologic in-
terventions (e.g., psychological intervention, polypharmacy
optimisation) were recommended for patients when the GA
was performed by a geriatrician compared to cancer clini-
cians. Tis suggests the importance of training on geriatric
principles for both individuals administering and inter-
preting GA results.

An important consideration when implementing GAs is
to identify who will conduct the assessments [67]. Reviews
reported a range of individuals, including the patient, multi-
disciplinary team, nurse and geriatricians. Self-administered
assessments including computer-based assessments can re-
duce strain on human resources and time but health and digital
literacy may impact on feasibility [49]. Although feasibility was
not widely assessed, patient acceptability was reported in a small
number of studies across reviews. Time and resources were
commonly reported barriers, with reviews reporting large
variability in completion time, suggesting inconsistency in the
GA defnition (screening vs. management) and tools used. Tis
raises the question of feasibility of conducting GAs in busy
oncology clinics.

In response to barriers and to facilitate GA-guided
management, ASCO, in collaboration with the Cancer
and Ageing Research Group, created the Practical Geriatric
Assessment (PGA) tool which covers the eight domains
(physical function/performance, functional status, nutri-
tion/weight loss, social support, psychological, comorbidity,
cognition), as well as identifying chemotherapy-related
toxicity [10]. In our umbrella review, whilst majority of
the common measures reported mapped to the NCCN
recommendations, there was variability, suggesting that the
measures used will depend on context specifc issues such as
resource availability. Terefore, the PGA tool may provide
a feasible yet standardised approach to assessing geriatric
domains and thus facilitate adoption as standard practice
within cancer care. Further dissemination of this tool
through educational modules and research to determine
feasibility and uptake in practice is needed.

Te reviews included in our umbrella review reported
that GA results were used to predict or determine the as-
sociation between impairments and outcomes and identify
impairments or frailty and were associated with changes in
treatment plans. Although exploration of GA-based in-
terventions was not our aim, there were 10 reviews reporting
on the number/type of interventions recommended fol-
lowing identifcation of GA impairments. While selection of
tools and referral services or interventions may depend on
local resources and preferences, protocols or pathways
should be in place to facilitate interventions and ensure
timely and appropriate follow-up care is provided when
impairments are identifed.

4.2. Strengths and Limitations. Tis umbrella review is not
without limitations. As an umbrella review synthesises the
systematic review evidence, the efectiveness of umbrella

reviews may be limited by the diversity in the aims, out-
comes or reporting of the included systematic reviews [24].
In our umbrella review, many included reviews did not
report tools used for all domains measured. Tis impacted
on comprehensiveness of data reporting. Furthermore, there
were heterogeneity of data in terms of defnitions of GA,
hence contributing to the lack of overlap in references across
reviews.Te inconsistency in GA defnition also contributed
to the large range in the time it takes to complete a GA. Tis
could potentially impact on clinician’s perceptions of fea-
sibility within clinical practice. However, umbrella reviews
systematically integrates and aggregates results across sys-
tematic reviews highlighting similarities and conficting
information presented across included reviews [24]. Con-
solidation of review evidence allows for understanding for
implementation of these assessments in routine care. In-
clusion of recommended GA domains needs to be weighed
against time and resource barriers and short-form assess-
ments such as the PGA may improve screening feasibility.
However, screening alone is not enough; for optimal cancer
care, the screening results need to not only guide cancer
treatment decisions but must also act as a conduit for ap-
propriately tailored follow-up care for older people with
cancer.

5. Conclusion

Tis umbrella review provides an overview of what a GA is in
the context of cancer and how implementation of GAs is
reported for older adults with cancer. Tis review highlights
the importance of using consistent terminology and con-
sistency in domains included to facilitate increased
evidence-based research and implementation of GAs. Future
research could also examine the feasibility of the ASCO-
developed PGA tool developed to address barriers of GA
implementation. Furthermore, there was a lack of reviews
reporting on implementation of GAs. Use of implementa-
tion science frameworks to guide and evaluate use of GAs is
crucial in facilitating the use of GAs as part of treatment
decision-making and management as well as sustainability
of implementation.

As such for clinical practice, selection of GA domains
should represent a holistic assessment of the patient.
Guidelines or recommendations by ASCO [10], NCCN [8]
and SIOG [11] can be used to guide domain assessment. Te
tools used to assess each domain should be selected based on
local context and resourcing to ensure feasibility. Te
Practical Geriatric Assessment may improve feasibility of
screening as part of a GA. Use of implementation frame-
works or criteria to guide and evaluate GA implementation
to ensure efectiveness and sustainability of GA, this includes
training for GA administration or interpretation of results.
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