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Geriatric emergencies in older adults with cancer: why older 
patients need a special approach
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Abstract

The number of older adults with cancer presenting to the emergency departments for evaluation and treatment is increasing. 
There is an essential need to identify and better understand the effects of cancer and treatment on health outcomes for older 
adults with cancer. Cancer-related emergencies can manifest as geriatric syndromes in this population. Falls, delirium, and 
acute pain are highly prevalent, multifactorial, and associated with substantial morbidity and poor outcomes. In the present 
article, we review existing evidence regarding common geriatric emergencies in older adults with cancer, as well as the 
importance of a special approach and management in this population.
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Urgencias geriátricas en adultos mayores con cáncer: ¿por qué los pacientes mayores 
necesitan un enfoque especial?

Resumen

El número de adultos mayores con cáncer que acuden a los servicios de urgencias para su evaluación y tratamiento está 
aumentando. Existe una necesidad esencial de identificar y comprender mejor los efectos del cáncer y el tratamiento en los 
desenlaces clínicos de los adultos mayores con cáncer. Las urgencias asociadas al cáncer pueden manifestarse como 
síndromes geriátricos en esta población. Las caídas, el delirium y el dolor agudo son altamente prevalentes, multifactoriales 
y se asocian con una morbilidad sustancial y malos desenlaces. En el presente artículo presentamos la evidencia existente 
de las urgencias geriátricas más comunes en los adultos mayores con cáncer, así como la importancia de un enfoque y un 
manejo integral en esta población.
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Introduction

The number of older patients with cancer is rising 
with the global aging of the population. As more older 
people are diagnosed, and a growing number of ther-
apeutic options are made more widely available as 
well1. Therefore, it is essential to identify and better 
understand the effects of cancer and treatment on 
health outcomes for older adults.

Cancer-related emergencies are often used to de-
scribe a unique set of malignancy and treatment-relat-
ed syndromes requiring a prompt evaluation and care2. 
In older adults, these can manifest as geriatric syn-
dromes. Hence, the importance and beneficial effects 
of a geriatric approach in the management of older 
patients with cancer.

In addition, management of older individuals with 
cancer is complicated. Older adults are at high-risk 
treatment-related side effects and severe treatment tox-
icity associated with the management and treatment of 
their cancers, such as falls, delirium, and acute pain3-5. 
Unplanned emergency department (ED) visits and hos-
pital admissions occur in older adults under treatment 
for cancer due to numerous treatment-related side ef-
fects6. Helping older adults identify and manage side 
effects may reduce the number of unplanned admis-
sions and lower the incidence of cancer-related com-
plications reducing resource use and improving quality 
of life for older patients5,6.

This review article summarizes evidence of common 
geriatric emergencies in older adults with cancer as 
well as the importance of a special approach and man-
agement in this population.

Epidemiology and characterization of 
older adults with cancer seeking acute 
emergency care

Increasing age is one of the strongest risk factors for 
cancer development. An increasing proportion of peo-
ple will be living longer, and there will be an increase 
in cancer prevalence. The proportion of the world’s 
population aged 60  years or over will increase from 
12% in 2013 to 21% in 20507.

According to the National Cancer Institute (NCI), 60% 
of newly diagnosed malignancies are found in people 
over the age of 65 years. Projections estimate that the 
number of new cases in both sexes between 65 and 
85  years old will raise from 9.95 million in 2020 to 
17.7 million in 20408. Approximately 4% of all adult ED 
visits in the US are for cancer-related complaints9.

Patients with advanced cancer generate 4 million 
visits annually to EDs and other oncology urgent care 
centers. These emergencies represent a wide spec-
trum of disorders resulting from initial manifestations of 
malignancy, progression of the disease, recurrence, 
and adverse effects from therapy10. Due to the normal 
aging process, the functional capacity of organ systems 
is reduced, creating a higher risk for the development 
of chronic diseases, and increasing complications 
across the disease course of negative outcomes relat-
ed to their medical history.

Disparities in care of older adults in cancer treatment 
trials and ED use exist. In fact, Bischoff et al. found that 
older adults frequently presented for symptom-related 
diagnoses but received fewer symptomatic interven-
tions in the ED suggesting that important opportunities 
to improve the care of older adults with cancer exist11.

The aging process is complex and each person ages 
at a different rate. Modifications targeted at the geriatric 
patient in inpatient settings have already been shown 
to successfully reduce adverse events such as deliri-
um, iatrogenic complications, hospital costs, hospital 
length of stay, and transfer to long-term care facilities12. 
That is why different needs that often exist in this age 
group must be considered when making decisions 
about their treatment and medical care.

General factors associated with 
unplanned hospitalization and emergency 
care

Unplanned hospitalizations are more frequent in old-
er adults aged 65 years or more, representing approx-
imately 36-38% of all hospitalizations each year in the 
USA13. In patients with newly diagnosed cancer, 35% 
of older adults (> 75 years) present an unplanned hos-
pitalization during the 1st year after diagnosis14.

Patients with cancer are well-known for the numerous 
complications associated with their disease and/or with 
the rigorous treatment modalities they receive. This 
added to the fact that with aging, the physiological re-
serves, and the ability to compensate toward stressors 
decrease, older adults are at high risk to present an 
event that takes them to the ED, or what causes an 
unplanned hospitalization and should be closely mon-
itored during treatment6. Important risk factors for hos-
pitalizations in older adults include age 75 or older, 
> 1 hospital admission in the previous 6 months, mul-
tiple comorbidities, living alone, poor social support, 
poor self-rating of health, functional or cognitive impair-
ment, and/or history of depression15.
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However, the reasons for hospital admission and the 
disease spectrum can be very broad. Symptoms of 
cancer may be more difficult to interpret in older patients 
due to comorbidity, and sometimes, this leads to de-
layed diagnosis. These can include the classic manifes-
tations secondary to the neoplasm and its treatment, 
but sometimes have occult or atypical presentations of 
disease that can be presented as geriatric syndromes7. 
In older patients with cancer, geriatric syndromes can 
complicate cancer treatment and affect the quality of 
life, overall mortality, and increase the burden of care-
givers16. For example, falls and delirium have been 
shown to be predictive of chemotherapy toxicity and 
overall survival17. It is important that these symptoms 
are not interpreted as normal aging.

Most common geriatric emergencies in 
the older adult with cancer

Falls

Falls are common events that pose a serious health 
problem for older persons, occurring in 30% of adults 
over age 65 and 40% over age 80. Falls account for 
approximately 10% of emergency visits in older adults18. 
Specifically, the incidence of falls in older people with 
cancer could be as high as 50% and requires some 
additional consideration in treatment planning18,19.

Falls are a major geriatric syndrome. Falls may signal 
underlying issues related to the patient’s ability to tol-
erate chemotherapy treatment, so fall assessment may 
add to physicians’ understanding of patient vulnerability 
when considering cancer treatment19,20.

Fall rates are higher in older adults living with cancer. 
Findings from Schroder et al. suggested that older pa-
tients with cancer receiving chemotherapy or androgen 
deprivation therapy (ADT) may be more at risk for fall-
ing than non-users and advanced stage or palliative 
patients may be more likely to fall and to sustain injury 
from the falls21.

Falls are the leading cause of unintentional injury, 
which ranks as the sixth leading cause of death among 
older adults20,22. Falls lead to functional decline, hospi-
talization, mortality, institutionalization, and increased 
health-care costs22. More importantly, at least one in 
20 community-dwelling older patients experiences 
changes to the treatment regimen because of falls and 
related injuries. However, falls in community-dwelling 
older patients with cancer are often under-reported and 
under-recognized22,23.

Risk factors and assessment in the ED 
setting

Older adults living with cancer are potentially subject 
to the interaction between consequences of aging, the 
local, systemic, and metastatic manifestations of can-
cer and the problems arising from the effects of cancer 
treatments24.

A fall should be treated as a symptom, and the phy-
sician should evaluate the causes and consequences 
of fall. Knowledge of an individual’s cancer history and 
ability to recognize oncologic symptoms is important to 
the management of oncology patients24,25. Further-
more, it is important to remember that a fall can signal 
a sentinel event in an older person’s life triggering a 
downward spiral of complicating events, finally leading 
to death25.

The most common reasons for injurious fall-related 
ED visits among older adults are fractures (41.0 %) 
followed by superficial/contusion injuries (22.6%) and 
open wounds (21.4 %)26. Serious injuries associated 
with fall include hip fracture, rib fracture, subdural he-
matoma, other serious soft-tissue injuries, or head trau-
ma. Furthermore, they are associated with fear of 
falling, loss of confidence, going out less often, func-
tional decline, and nursing home placement. Moreover, 
falls may alter the trajectory of the disease progression, 
care planning, and prognosis24-26.

Appropriate assessments can help identify underly-
ing causes and individuals at risk for falls, which, in 
turn, can help mitigate falls and their associated nega-
tive impact on older adults with appropriate interven-
tions. Main identified risk factors for falls in older adults 
with cancer are shown in figure 1.

Psychosocial and cognitive factors

Psychosocial and cognitive issues including cognitive 
impairment, marital status, and depression are signifi-
cantly associated with falls. Cognitive impairment was 
associated with 12-53% greater odds of falls27. The inci-
dence of falls in community-dwelling subjects with cogni-
tive impairment and dementia is about twice that in 
cognitively normal counterparts. Specific factors identified 
in unselected populations relate to gait and balance (sen-
sorimotor gait disorders), central processing, memory, 
and neurocardiovascular instability (orthostatic hypoten-
sion and carotid sinus hypersensitivity)27,28. The availabil-
ity of social support, evidenced by married marital status, 
was associated with 60% lower odds of falls (odds ratio 
[OR] = 0.42 [95% confidence interval (CI) = 0.19-0.93]). 
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Figure 1. Risk factors for falls in older adults with cancer.
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Cancer symptoms and treatment
factors
• Chemotherapy agents
• Advanced cancer stage
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benzodiazepines, opiates)

Neuromuscular and extrinsic
factors
• Prior falls
• Muscle weakness
• Gait and balance
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• Neurocardiovascular instability
• Sarcopenia
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Falls

The score on the geriatric depression scale was signifi-
cantly associated with falls, while the use of antidepres-
sants was associated with a 29% increased risk of falls. 
In addition, anxiety is long established risk factor for falls 
and their debilitating consequences26,29-31.

Among various risk factors, the presence of brain 
metastases and impairment in activities of daily living 
(ADL) is importantly associated with falls in communi-
ty-dwelling older adults in both general geriatric and 
oncology settings22,29-33.

Cancer symptoms and treatment factors

There are risk factors for falls that are unique to a pop-
ulation of patients with cancer. These include certain 
chemotherapeutic agents and advanced cancer stage31. 
Older patients are especially at risk for falls and fall inju-
ries because of bone loss and disruption of bone cell 
homeostasis related to bone malignancies or bone me-
tastases, interference in bone blood supply (e.g., pelvic 
hip region) related to radiation therapy, increased falls 
and osteoporosis resulting from ADT, and osteoporosis 

from use of aromatase inhibitors32,33. Mucositis resulting 
from chemotherapy and radiation therapy, treatment-re-
lated sarcopenia, and chemotherapy-induced peripheral 
neuropathy (CIPN) are also identified risk factors. CIPN 
is a significant complicating and often dose-limiting side 
effect of chemotherapy. The cumulative dose of chemo-
therapy and the use of more than 1 neurotoxic agent may 
be associated with higher rates of falling and fall-related 
injuries33-35. In addition, the well-recognized effects of 
cancer treatment on working memory, attention, process-
ing speed, and executive function are often apparent 
before treatment and may be as much the result of the 
cancer itself as they are “chemo brain”35.

Pain and chemotherapy type are significantly related 
to falls. Patient report of daily pain was associated with 
44% greater odds of falls (OR = 1.44 [95% CI = 1.32-
1.59]). Increasing numbers of cycles of neurotoxic che-
motherapy were associated with greater risk of falls 
(OR = 1.3/cycle [95% CI = 1.01-1.75])36. Neurological 
examination of the lower limbs with reference to tactile 
sensation and proprioception is an essential prerequi-
site in the consideration of neurotoxic chemotherapy.
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Cancer-related fatigue was associated with greater like-
lihood of falls, diminution in functional capacity, and the 
lack of motivation associated with mood disturbance has 
sequential effects on muscle strength, gait, and balance, 
in turn, exerting a cumulative effect on fall risk. Treat-
ment-related anemia and thrombocytopenia, specifically 
anemia requiring a blood transfusion, were significantly 
associated with falls (OR = 2.36 [95% CI = 1.25-4.46]). The 
presence of fever (OR = 7.19 [95% CI = 2.06-25.11]) 
and lower blood pressure (OR = 0.96/mmHg [95% 
CI = 0.93-0.99]) were also significantly associated with 
inpatient falls. Furthermore, certain medications were noted 
to be significantly associated with falls, including antipsy-
chotics (adjusted OR = 1.94 [95% CI = 1.06-6.54]), cortico-
steroids (OR = 2.85 [95% CI = 1.65-4.9]), benzodiazepines 
(OR = 2.15 [95% CI = 1.09-4.23]), and opiates36.

Neuromuscular and extrinsic factors

Prior falls have been consistently identified as the 
most common fall risk factor in both inpatient setting 
and community setting in the general geriatric popula-
tion, as well as within the geriatric oncology setting. 
Prior falls are associated with increased risk for che-
motherapy toxicity and death21,34-36.

Muscle weakness, gait, and balance abnormalities are 
among the strongest risk factors for falls in older people. 
Postural instability and falls erode confidence and result in 
a negative cycle of diminishing activity levels, further decon-
ditioning, and a higher risk of further falls. Sarcopenia may 
be present in up to 40% of patients before undertaking any 
cancer-related treatment and is strongly associated with 
poor outcomes36,37. Age-related impairments of lower limb 
neurological function are commonly exacerbated by neuro-
toxic chemotherapy, resulting in gait and balance deficits.

Importantly, screening for the presence of known risk 
factors before treatment through simple functional as-
sessments has been advocated as a rapid means of 
identifying those patients who would probably benefit 
from a more detailed geriatric assessment to reduce 
the presence or recurrence of falls.

Comprehensive geriatric assessment 
(CGA)-led interventions and management

Immediate assessment of the falls is suggested in 
the ED, and referral to specialist multifactorial interven-
tions is essential18. To date, multiple intervention trials 
have been conducted including multifactorial targeted 
risk factor intervention studies, which have resulted in 
an approximately 30% relative risk reduction in fall rate.

Comprehensive assessment plus individualized mul-
tifactorial intervention to address contributing risk fac-
tors is the most recommended actions for those who 
are at heightened risk for falls38-42. Importantly and ir-
respective of age, exercise has been shown to be safe 
and beneficial for a wide range of cancer types and 
positive effects can be realized at all stages, including 
end of life. Group and home-based exercise training 
incorporating balance, gait, and strength training and 
Tai Chi have been found to be effective in preventing 
falls41,42. Exercise activity/programs should be titrated 
according to the person’s current functional level and 
abilities. Moreover, in terms of preventing injurious falls, 
exercise alone and various combinations of interven-
tions (e.g., visual assessment, environmental assess-
ment and modification, etc.) can help lower risk of 
injurious falls.

Other commonly recommended interventions include 
routine fall assessment and gait and balance assess-
ment. Recommendations regarding Vitamin D supple-
mentation are mixed, with the most recent guideline 
recommending against Vitamin D supplementation as 
a means of fall prevention. Dietary intervention (includ-
ing calcium supplementation to optimize bone health 
and nutritional supplement for those who are malnour-
ished); home safety evaluation and referral to geriatri-
cian or primary care provider for further assessment 
and intervention for potentially modifiable issues; med-
ication review to identify for potential high-risk medica-
tions that have been known to contribute to falls (e.g., 
psychotropic and antihypertensive medications); as-
sessing for postural hypotension, and providing educa-
tion to the older adult and their caregiver (as appropriate) 
in conjunction with other interventions. Patients may 
also need specific advice concerning environmental or 
activity modifications, such as extra vigilance while 
negotiating sidewalk curbs, steps, and stairs, for those 
at risk for treatment-related peripheral neuropathy. In-
home safety evaluations should also be arranged for 
older patients with neurotoxicities38-44.

Using an individualized approach to exercise pre-
scription, PT can tailor training programs for older 
adults based on findings from physical assessment 
instead of “off-the-shelf” exercise programs. Hence, 
PTs are valuable interdisciplinary members in help-
ing tailor exercises for older patients in the oncology 
context41. Furthermore, activities including outdoor 
walking or mall walking are likely the most feasible 
and accessible ways of exercising that enhance 
strength, balance, and flexibility, in turn, aiding the 
reduction of falls44.
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Acute pain

Pain is defined by the International Association for 
the Study of Pain (IASP) as “an unpleasant sensory 
and emotional experience associated with, or resem-
bling that associated with, actual or potential tissue 
damage”45. Cancer pain is a complex symptom and a 
common cause of ED visits and decreased quality of 
life and functionality46. In older adults, unresolved can-
cer pain has been associated with impaired walking, 
sleep disturbances, malnutrition, depression, fatigue, 
and social isolation47. Nevertheless, studies had report-
ed inadequate symptom control in the ED and its as-
sociation with hospitalization and death48.

Risk factors and assessment in the ED 
setting

The screening and assessment of oncologic pain is 
an essential part in the care of older patients with 
cancer, however, older adults with cancer are often 
undertreated and underrepresented in cancer-related 
pain clinical trials and have a high prevalence (80%) of 
non-oncologic chronic pain posing a major challenge 
to clinicians, especially in the ED47,48.

In the emergency room, assessment should start by 
ruling out a life-threatening medical emergency re-
vealed by pain, cancer, or non-cancer related, followed 
by a quick relief of the uncontrolled cancer pain. As-
sessment of pain includes symptom and patient char-
acterization, classification of etiology of pain, and 
identification of cancer syndrome48,49.

The characterization of the symptom includes inquiry 
of the location, duration, intensity, quality, and patterns 
of pain. Patients with cognitive impairments and/or lim-
ited communication skills require the assessment of 
pain-related behaviors. Several screening tools had 
been implemented and until now none have been su-
perior to the others. The Checklist of Non-verbal Pain 
Indicators (CNPIs) and the Pain Assessment in Ad-
vanced Dementia Scale (PAINNAD) are some screen-
ing tools that can be used in these populations49,50. 
Patient characterization must include comorbidities, 
on-going and past treatments, and the impact of pain 
on functionality, malnutrition, and psychological state. 
In the ED, short screening tools such as the short brief 
pain inventory, and the patient health questionnaire-2 
(PHQ-2), can aid the clinician to achieve this50.

The second step is to classify the etiology of the pain 
into nociceptive and/or neuropathic as it will improve 
the choice of treatment. Nociceptive pain is caused by 

the injury of a tissue, which activates the somatosen-
sory system. It is subdivided into somatic and visceral 
pain. Patients may refer to the pain quality as stabbing, 
throbbing, or pressure. On the other hand, neuropathic 
pain is the result of a lesion of the somatosensory ner-
vous system. The patient may refer to uncomfortable 
sensations such as shock-like, burning, or electric. In 
non-communicating patients, sensitivity to a light touch 
can signal neuropathic pain (NP).

The third step is to identify the pain cancer syndrome. 
Cancer pain syndromes are classified into acute (few 
weeks of duration) or chronic. Acute syndromes are 
subdivided into pain directly related to cancer and pain 
associated with antineoplastic treatments, the latter be-
ing the most prevalent type of acute cancer pain 
(Table  1). It is important to differentiate acute cancer 
pain to breakthrough cancer pain, defined as a transi-
tory flare of moderate or severe pain that occurred on 
a background of relatively well-controlled baseline pain 
with a short duration51.

CGA-led interventions and management

Cancer pain management consists of a multimodal 
approach that includes pharmacological treatment (fol-
lowing the WHO ladder strategy), primary antitumor 
treatment, interventional analgesic therapy, and non-in-
vasive therapy. Geriatric-led interventions and modifi-
cations in pain management include the following:

Pharmacological treatment

−	Dose reduction: Consider age-related changes, co-
morbidities, and pharmacologic interaction that could 
alter pharmacokinetics and pharmacodynamics on 
the patient.

−	Route of administration: While the oral route of admin-
istration should be the first choice, the subcutaneous 
route has proven to be a simple and effective form of 
administration (morphine and hydromorphone), and it 
should be the first-choice alternative route for patients 
with contraindication for oral administration.

−	Reassessment of pain and side effects: Analgesic 
titration to the smallest effective dose possible.

−	Non-communicative patients: Empiric analgesic trial 
and titration if procedures or conditions are likely to 
cause pain or the patient presents behavioral mani-
festations of pain.

−	Patient education and empowerment: Patients should 
learn the adverse effects of antineoplastic and anal-
gesic treatment, as pain is a possibility at any stage 
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Table 1. Acute cancer pain syndrome

Acute cancer syndrome Characteristics

Directly related to cancer
Pathologic fracture

Perforation of hollow viscus

Intratumoral hemorrhage

Superior vena cava obstruction 
Acute thrombosis

Sudden onset of back or limb neuropathic pain.
– Multiple myeloma, breast, lung, or prostate cancer

Acute severe intra‑abdominal pain
– Gastric cancer

Severe right upper quadrant pain
– Hepatocellular carcinoma

Facial and neck swelling, dyspnea, neck pain, dilated neck, and chest wall veins
Pain and swelling in the limb

Related to antineoplastic treatments

Chemotherapy induced
Oral mucositis

Neuropathy

Erythrodysesthesia

Headaches

Angina

Oral pain and ulceration
– Myeloablative chemotherapy, methotrexate, 5‑fluorouracil, and doxorubicin

Paresthesias
– Vinca alkaloids, platinum‑based agents. Thalidomide and bortezomib

Painful rash on palms and soles
– Cytarabine, capecitabine, 5‑fluorouracil, docetaxel

Holocephalic, positional quality (worse upright)
– Intrathecal chemotherapy of methotrexate, cytarabine, and trans‑retinoic acid

Coronary vasospasm
– 5‑fluorouracil and capecitabine

Radiation therapy induced
Plexopathy
Bone pain
Enteritis
Proctitis

Pain, paresthesias and weakness in shoulder, arm, and hand
Acute increase in focal bone pain transitory
Cramping, nausea, and vomiting
Painful tenesmus, diarrhea, mucus discharge, and bleeding

of the disease, and to communicate their symptoms 
and its intensity to their physician

−	Non-pharmacological interventions: Screening of de-
pression, anxiety, and sleep disorders, as it can re-
duce coping mechanisms, alter perception of pain, 
and treatment adherence51,52.

Delirium

Delirium is defined by the diagnostic and statistical 
manual, 5th edition (DSM-V) as a disturbance in attention, 
reduced awareness of the environment and a change in 
baseline cognition which tends to fluctuate, cannot be 
explained by another preexisting neurocognitive disorder, 
and do not occur in the context of a severely reduced 
level of arousal such as comma. It is subdivided by the 
predominant behavioral presentation, into hyperactive, 
hypoactive, or mixed. Delirium is common in older adults 
with cancer, with a frequency ranging from 8% to 38% in 
the ED, up to 50% in hospitalized patients and 80% in 
palliative patients53. Delirium has been associated with 
increases in mortality, length of hospitalization, loss of 
independence, and caregiver distress, however, it is often 

inadequately diagnosed by physicians obscuring the di-
agnosis and delaying a proper treatment53,54.

Risk factors and assessment in the ED 
setting

The assessment of delirium, a complex and multifacto-
rial disorder, starts by recognizing the disorder and iden-
tifying the probable causes. There are several tools created 
to aid physicians to accurately diagnose delirium. One of 
the most studied instruments is the confusion assessment 
method (CAM), while it has been validated in ED settings 
with a sensibility of 86-94%, it takes up to 10 min to com-
plete making it difficult to achieve in a fast-paced emer-
gency setting54,55. Shorter versions had been proposed 
with a completion time of 2 min, such as the brief CAM 
and 4AT test, both with similar sensibilities and recom-
mended by the American Cancer Society55. In patients 
with dementia, the preferred tool is 4A’s test (4AT)55,56.

After identification of delirium, a thorough clinical as-
sessment, medication review, and an appropriate labo-
ratory and radiological investigation are required to 
identify the probable precipitating and predisposing fac-
tors (Table  2)56. Predisposing factors are preexisting 
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characteristics of the patient that increase their vulner-
ability to have an episode of delirium, on the other hand, 
precipitating factors are those acute factors that can 
trigger delirium. A patient with a greater load of predis-
posing factors may only need one precipitating factor to 
present an episode of delirium.

CGA-led interventions and management
The key part of delirium management is to identify and 

treat the underlying cause. Management must include:
−	Treatment of acute medical issues: Which can be 

divided into related to antineoplastic treatment or di-
rectly related to cancer (Table 2)

Table 2. Predisposing and precipitating factors for delirium

Predisposing factors

Dementia/cognitive impairment

History of delirium

Frailty 

Alcohol misuse

Visual/hearing impairment

Depression 

Older age > 75 years

Brain metastasis 

Radiotherapy‑induced neurotoxicity
– Central system radiotherapy

Chemotherapy‑induced neurotoxicity
– Methotrexate, cytarabine, and ifosfamide

Leptomeningeal disease

Precipitating factors

Related to antineoplastic treatment Directly related to cancer

Metabolic abnormalities
– Nephrotoxicity
– Hepatotoxicity

Pain: pathologic fracture, intratumorally hemorrhage, 
acute thrombosis, superior vena cava obstruction.

Dehydration
– Diarrhea
– Nausea/emesis 

Dehydration
– Oral intolerance. Head‑and‑neck tumors: 

Medication (initiation, abrupt suspension, or pharmacological interactions)
– Opioids
– Benzodiazepines
– Corticosteroids
– Antipsychotics
– Anticholinergics
– Antidementia
– Antidepressant 

Electrolyte imbalances
– �Malignant hypercalcemia. Multiple myeloma, 

lymphoma, lung, breast, renal cancer:
– Hyponatremia (SIADH). Small cell lung cancer: 

Infections
– Pneumonia
– Urinary infections
– Intra‑abdominal infection 

Cerebral edema
– �Brain metastasis. Melanoma, lung, breast, colon, and 

renal cancer. 

Pain
– Chemotherapy or radiotherapy induced 

Physical restraints/instrumentation
– Foley catheter
– Central lines
– Surgery
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−	Drug adjustments: Inappropriate medication, abrupt 
suspension, or high-risk pharmacological interactions.

−	Correction of reversible predisposing factors: Ad-
dress sensory impairment; provide eyeglasses, hear-
ing aids, interpreters

−	Reorientation strategies and normalize sleep-wake 
cycle: Bright light exposure during the day and dis-
courage napping and interruption of sleep at night

−	Reassess the patient after correction of precipitating 
factors: If no improvement is shown re-evaluate 
causes.
The benefit of pharmacological management in de-

lirium has not been demonstrated. Antipsychotic med-
ication should only be reserved for patients with severe 
agitation that interrupts essential treatment, puts at risk 
their safety, and/or presents psychotic disruptive symp-
toms. While using antipsychotics, physicians must start 
with the lowest effective dose and follow a slow titration 
to avoid adverse effects. At the end of life, patients may 
present with refractory delirium, and in some cases, 
palliative sedation may be implemented55,56.

Prevention of delirium in the ED is a growing area of 
research. Non-pharmacological interventions, such as 
multifactorial programs, remain the cornerstone of de-
lirium prevention, but in the ED setting, the feasibility 
and effectiveness are still in question55. In contrast, 
low-dose melatonin is the only pharmacological treat-
ment that has shown potential delirium prevention ben-
efits in patients with overnight stay in the ED55-57.

Importance of appropriate health 
assessment and treatment for geriatric 
oncology patients

The functional capacity of organ systems is reduced 
with increasing age. This progressive reduction in organ 
functional capacity creates a risk for the development 
of multiple chronic diseases, leading to multimorbidity, 
which at the same time confers an increased risk of 
negative outcomes. For this reason, older adults who 
come to the ED are already at increased risk of experi-
encing negative outcomes during the ED58. After an 
emergency visit, older adults are at greater risk for med-
ical complications, functional decline, and poorer 
health-related quality of life than they were before. It has 
been observed that up to 27% of older adults visiting 
an emergency room experience readmission or death 
within 3 months after discharge13.

There are many aspects to consider when treating 
older patients with cancer as the limitation in organ func-
tions, altered drug metabolism, polypharmacy, frailty, and 

comorbidity. Therefore, older adults must be provided 
with individualized medical, psychological, and rehabili-
tative care based on the findings of the CGA59,60. The 
use of CGA at admission increases the chances of sur-
vival and of discharge to their home59-61. Some other 
benefits include improved cognition, reduced death, de-
pendence, and institutionalization.

Because the ED is considered a dynamic and prac-
tical service, it has been suggested that a CGA could 
delay the diagnosis or treatment of patients. However, 
older patients with cancer, particularly those admitted 
to the ED, need individualized care to avoid negative 
outcomes through targeted interventions. Some evolv-
ing interventions designed to address the needs of 
older people in the ED have been proposed.

In 2014, the Geriatric ED Guidelines were published 
with the objective of offering geriatric-friendly ED care 
recommendations by focusing on staffing, administra-
tion, physical environment, and leadership16. Further-
more, various models of medical care have evolved to 
provide information on urgent CGA application62-64.

The management of the older person with cancer is 
complex, and even more so in an acute episode, so the 
initial comprehensive assessment is the key to man-
agement. The CGA has been developed to promote 
quality of care and improve clinical outcomes in the 
hospital and ED setting64,65.

Conclusion

Cancer is a complex disease that must be analyzed 
from several points of view, and special aspects need 
to be emphasized for older adults. Geriatric assessment 
can potentially identify and comanage older adults at 
highest risk of serious complications or emergencies, 
presenting as geriatric syndromes at the emergency 
setting. The beneficial effects of a geriatric approach in 
the management of older patients with cancer, through 
guided interventions, are key and essential for the im-
provement of clinical outcomes and cancer care.

Understanding the unique presentation of older pa-
tients with cancer who experience oncologic and geri-
atric complications and emergencies and designing 
future research studies that accurately reflect their 
needs and proper management is critical.
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