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T
he National Cancer Institute esti-

mates that there will be 26.1 million 

cancer survivors in the United States 

by 2040, with the majority of sur-

vivors being aged 60 years or older 

(Shapiro, 2018). Cancer survivorship in older adults 

creates unique challenges, including management of 

multimorbidity and long-term effects of treatment, 

transitions in care settings that may include long-

term care facilities, and ensuring older adults are fully 

included in shared decision-making (Guerard et al., 

2016; Mohile et al., 2016). Patients risk being over- or 

undertreated when their providers exclude assess-

ments of frailty or only focus on patients’ chronologic 

age (Lawler et al., 2014). Care directly attuned to the 

needs of older adults with cancer is a critical need 

within cancer healthcare systems to ensure that older 

adults receive appropriate levels of treatment in ac-

cordance with their goals of care. 

The World Health Organization (WHO, 2004) 

defines active and healthy aging as “the process of 

optimizing opportunities for health, participation, 

and security in order to enhance quality of life as 

people age” (p. iv). Age-friendly health care is defined 

as a continuum of care that anticipates needs and 

engages older adults and their families in healthcare 

planning. Age-friendly cancer care can be defined 

as a person-centered approach to cancer care that 

focuses on quality and safety, engaging the older adult 

in goal-concordant care. Age-friendly cancer care 

focuses on the patient’s goals and values, improved 

outcomes, lower costs of care, and improved qual-

ity of care (American Hospital Association [AHA], 

2018; Kagan, 2015). This model appreciates that older 

adults are sometimes invisible in society—even in 

their own healthcare decisions—and strives to ensure 

that the entire healthcare system adequately focuses 

on their needs (Lawler et al., 2014; Williams-Robert et 

al., 2018; Yao et al., 2018). 

The John A. Hartford Foundation partnered with 

the Institute for Healthcare Improvement (IHI) to 

create the Age-Friendly Health Systems initiative, 

OBJECTIVES: Cancer care attuned to meeting the 

needs of older adults is imperative to ensure that they 

receive appropriate levels of treatment in accordance 

with their goals of care. Achieving age-friendly 

systems and geriatric-competent workforces require 

rethinking current models of cancer care delivery. 

This article reports on a descriptive study on the 

readiness of U.S. cancer programs to provide age-

friendly cancer care.

SAMPLE & SETTING: A survey was sent to 567 

ambulatory oncology leaders in the United States. Of 

the 81 respondents, 61 answered all questions.

METHODS & VARIABLES: The authors developed 

and administered an online survey assessing cancer 

programs’ age-friendly cancer care practices and 

readiness. Survey questions were based on the 

elements of the 4Ms framework. Results were analyzed 

using frequencies and percentages for categorically 

measured survey items and measures of central 

tendency for continuously scaled survey items.

RESULTS: 67% of respondents reported that their 

program could deliver age-friendly cancer care within 

five years. Respondents less frequently indicated that 

they employed specific 4Ms elements: medications 

(41%), mobility (32%), mentation (14%), and what 

matters (11%).

IMPLICATIONS FOR NURSING: The results of this 

study suggest gaps in readiness to implement age-

friendly cancer care. Recommendations to improve 

readiness include increasing awareness, expanding 

workforce preparation, and improving cancer 

program leadership engagement.
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with a goal of developing a model for health systems 

to address the gaps in current care of older adults, 

which preserves patients’ dignity and encourages 

independence (AHA, 2018). Specifically, the initiative 

addresses the 4Ms framework: what matters, med-

ication, mentation, and mobility (see Figure 1 and 

Table 1). The 4Ms framework proactively addresses 

the complex needs of older adults, including the pre-

vention of harm, improvement of communication, 

attention to physical needs, engagement of family 

caregivers, and improvement of care (Fulmer et 

al., 2018). Addressing these needs in a systematic 

way can demonstrate improved outcomes in many 

areas of focus for cancer programs and health sys-

tems, including the patient experience, unplanned 

readmissions, symptom management, inpatient 

mortality, falls risk, and appropriate site of care. 

This model has been implemented sporadically in 

cancer care and infrequently in the ambulatory set-

ting. Limiting the reach of age-friendly care to the 

inpatient setting prevents those individuals treated 

in the outpatient setting—in which most cancer 

care occurs—from experiencing the benefits of age-

friendly care. 

Since the 1990s, national and international orga-

nizations, such as the National Cancer Institute, the 

National Institute on Aging, the Oncology Nursing 

Society, and the International Society of Geriatric 

TABLE 1. Definitions, Measurement, and Outcomes of the Domains of the 4Ms Framework

4Ms Domain Definition Measurement and Outcomes

What matters  

(O’Caoimh et al., 

2017)

Know and align care with each older adult’s 

specific health-outcome goals and care pref-

erences, including end-of-life care, and across 

settings of care.

 ɐ Ask the older adult what matters most to 

them and document it.

 ɐ Share what matters to them across the care 

team. 

 ɐ Align the care plan with what matters most 

to the patient.

Medication  

(Nightingale et al., 

2015)

If medication is necessary, use age-friendly 

medication that does not interfere with what 

matters to the older adult, mobility, or menta-

tion across settings of care.

 ɐ Review for high-risk medication use and 

document results.

 ɐ Deprescribe or avoid high-risk medications; 

document and communicate changes. 

 ɐ Use minimal necessary amount of 

medications.

Mentation  

(Mohile et al., 2016)

Prevent, identify, treat, and manage depres-

sion, dementia, and delirium across settings 

of care.

 ɐ Screen for dementia/cognitive impairment 

and document the results. 

 ɐ Screen for depression; document results.

Mobility  

(Mohile et al., 2016)

Ensure that each older adult moves safely 

every day to maintain function and do what 

matters.

 ɐ Screen for mobility limitations and docu-

ment the results.

 ɐ Ensure early, frequent, and safe mobility.

Note. From “What Does It Mean to Be Age-Friendly,” by Institute for Healthcare Improvement, 2021 (https://bit.ly/3dhoOix). 
Copyright 2021 by Institute for Healthcare Improvement. Adapted with permission.

FIGURE 1. 4Ms Framework

Note. Image courtesy of the John A. Hartford Foundation 
and the Institute for Healthcare Improvement. Used with 
permission.
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Oncology, have supported increased readiness for 

evidence-based care for older adults with cancer 

through position papers, focus groups, symposia, and 

educational programs. Despite these efforts, health-

care systems are not prepared to provide high-quality 

care for older adults with cancer. These organizations 

have called for oncology nursing, in partnership with 

colleagues in geriatric oncology, to provide leader-

ship in advancing evidence-based care and promoting 

innovative change to enhance care for older adults 

with cancer (Bond et al., 2016; Bridges et al., 2016; 

Oncology Nursing Society, 2007). Oncology nursing 

faces challenges that include realignment of educa-

tion, practice, and research to focus on demographic 

realities (Goldberg et al., 2018; Kagan, 2016). In the 

current study, the authors aim to identify opportuni-

ties to improve age-friendly readiness in U.S.-based 

cancer programs. 

The majority of cancer care is delivered in the 

ambulatory setting; however, there is little description 

of age-friendly care in non-hospital settings. Many 

oncology nurses are also not prepared to offer age-

friendly cancer care because basic nursing education 

programs provide limited content related to geriat-

rics. Much of the age-friendly literature focuses on 

creating age-friendly health systems (Chiou & Chen, 

2009; Huang et al., 2011; Parke et al., 2014; Pearce 

et al., 2011), but there is little evidence regarding its 

application to cancer care delivery. To date, best prac-

tice models of workforce preparation to implement 

age-friendly cancer care are not well understood. 

Identifying the current state of the readiness 

of the oncology workforce to provide age-friendly 

cancer care is an important next step in achieving the 

goal of age-friendly cancer care and developing rec-

ommendations for future directions. The purpose of 

this descriptive study was to develop and conduct a 

national survey of cancer program leaders to assess 

their readiness for age-friendly ambulatory cancer 

care, with the goal of developing recommendations to 

prepare for and implement age-friendly cancer care. 

Methods

The authors developed a Qualtrics survey with 

cross-sectional design using Dillman’s tailored design 

method (Dillman et al., 2009), an evidence-based 

method for survey delivery. The 4Ms framework pro-

vided an outline from which to assess readiness (AHA, 

2018; Fulmer et al., 2016). This self-developed survey 

was submitted to five experts in geriatric oncology 

for review and revision, as well as ethical review. The 

survey consisted of 24 items with a mix of multiple 

choice and open-ended questions. The authors esti-

mated that most respondents would require about 10 

to 15 minutes to complete the survey. Sample questions 

include the following:

 ɐ Is your program on track to deliver age-friendly 

care within the next five years?

 ɐ Is your workforce specifically educated/trained in 

the care of older adults?

 ɐ What do you consider the top barriers to age-

friendly cancer care in your institution? 

 ɐ How does your program engage the older adult as 

an active participant in their care? 

Approval to conduct the study was obtained 

from the Human Research Protection Office at the 

University of Pittsburgh in Pennsylvania.

Potential participants were recruited through the 

membership of professional organizations, includ-

ing the Oncology Nursing Society, the Association 

of Community Cancer Centers, and nursing direc-

tors of National Cancer Institute–designated cancer 

programs. Although the age-friendly movement is 

international, this survey focused specifically on 

cancer programs in the United States. The survey 

was emailed to 567 ambulatory oncology leaders, 

including nursing directors, cancer program admin-

istrators, cancer service line directors, chief medical 

officers, practice administrators, and directors. The 

survey was open for 90 days. Email reminders were 

sent at 10 days and 30 days to those who did not 

TABLE 2. Survey Participant Roles (N = 67)

Role n

Nurse manager 14

Director of nursing 11

Cancer program administrator 7

Cancer service line director 7

Clinical manager outpatient chemotherapy 7

Cancer program director 4

Cancer quality director 4

Othera 13

a Includes one each of practice administrator, chief medical 
officer, director of clinical research, assistant nurse man-
ager, clinical operations manager, manager of oncology 
patient navigation and care coordination, geriatric resource 
nurse, director of cancer services, gerontology nurse 
practitioner, direct care supervisor, charge nurse, nursing 
supervisor, and associate vice president consultant.
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complete the survey upon receipt. The survey results 

were analyzed using frequencies and percentages for 

categorically measured survey items and descriptive 

statistics for survey items answered with continuous 

measures. 

Results

The survey achieved a 10.7% response rate with 81 

participants; however, only 61 participants completed 

all questions. The majority of participants were nurse 

leaders (48%, n = 32), followed by cancer service line 

and program administrators (29%, n = 19). Survey par-

ticipants’ roles are listed in Table 2. The largest setting 

of respondents was community cancer programs 

(43%, n = 29), followed by academic medical centers 

(21%, n = 14), NCI-designated cancer centers (19%,  

n = 13), and free-standing cancer centers (12%, n = 8). 

Fifty-two percent of respondents (n = 35) indicated 

TABLE 3. Cancer Program’s Reported Readiness to Provide Age-Friendly Cancer Care

Yes, Ready No, Not Ready

Question n % n %

1.   Is your cancer center on track to deliver age-friendly care within next five years? 44 67 22 33

2.   Is your workforce specifically educated/trained in the care of older adults? 15 23 51 77

3.   Does your program assess medications for older adults with cancer? 42 69 19 31

3a.   Do you provide medication reconciliation? 34 56 27 44

3b.   Do you provide pharmacist-guided individualized medication review? 18 30 43 70

3c.   Do you deprescribe potentially inappropriate medications for older adults? 10 16 51 84

4.   Does your program have a formal method of assessing dementia across settings? 10 17 50 83

4a.   Does your program have a formal method of assessing depression across 

care settings? 

39 67 19 33

4b.   Does your program have a formal method of assessing delirium across care 

settings? 

5 9 53 91

5.   Does your cancer program track patient falls? Select all that apply: 50 86 8 14

5a.   Tracking outpatient falls 33 66 – –

5b.   Tracking inpatient falls 41 82 – –

5c.   Tracking falls at home 14 28 – –

6.   Does your program assess frailty? 25 44 32 56

7.  Does your program have defined process for goals-of-care discussion, engaging 

the older adult as an active participant in their care?

22 20 89 80

8.   Does your program provide nurse navigation specifically for older adults to 

ensure the patient is engaged?

30 28 79 72

9.   Are there medical programs specifically for older adults? 11 18 50 82

10.   Are there nonmedical, supportive care programs for older adults available? 30 49 31 51

11.   Are family caregivers able to participate in supportive care services available to 

older adult patients? 

43 77 13 23

Note. Some questions allowed more than one response. Not all participants answered all questions.
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that their patients traveled between 30 and 60 min-

utes, 37% (n = 25) traveled less than 30 minutes, and 

10% (n = 7) traveled more than 60 minutes. 

The primary question asked about their program’s 

readiness to deliver age-friendly cancer care within 

the next five years. Sixty-seven percent (n = 44) 

agreed that their program was on track, but responses 

to subsequent questions did not substantiate the 

assessment of readiness (see Table 3). Seventy-seven 

percent (n = 51) of respondents indicated that their 

workforce was not specifically trained or educated 

in the care of older adults. Table 4 lists geriatric 

education and training programs that were used by 

respondents. Respondents indicated that processes 

to measure the 4Ms were implemented as follows: 

medications (41%, n = 27), mobility (32%, n = 21), 

mentation (14%, n = 9), and what matters (11%, n = 7). 

Responses did not differ by role. 

If the respondent reported that screening did 

occur, further questions assessed the type of screen-

ing. Medication reconciliation was reported as the 

most commonly used medication screening (56%,  

n = 34), followed by pharmacist-guided individualized 

medication review (30%, n = 18), and deprescribing 

of potentially inappropriate medications for older 

adults (16%, n = 10). Mentation was most frequently 

assessed through depression screening (67%, n = 39); 

however, delirium (9%, n = 5) and dementia (17%,  

n = 10) screening were rarely reported. Mobility can 

be measured through a frailty screening test, and 

44% (n = 25) of programs were screening for frailty; 

however, falls tracking did not occur in all settings. 

Falls were most frequently measured in the inpatient 

setting (82%, n = 41), followed by the outpatient set-

ting (66%, n = 33) and in the home (24%, n = 14). Falls 

were not tracked in 14% of programs (n = 8). 

The authors assessed what matters readiness 

by reporting how the cancer program engaged the 

older adult as an active participant in his or her care. 

Responses included a defined process for goals-of-

care discussions (20%, n = 22), referrals to supportive 

care programs (27%, n = 30), provision of nurse navi-

gation to ensure patient is engaged (27%, n = 30), and 

provision of geriatric-specific nurse navigation (4%, n = 

4). Twenty percent (n = 21) had no defined process to 

engage older adults in their care. 

Respondents indicated that leadership engage-

ment in age-friendly cancer care was limited. When 

asked about their perceptions of their cancer program 

leadership toward age-friendly cancer care, only 12% 

(n = 7) described their leadership as fully engaged. An 

equal percentage (26%, n = 15) of respondents indi-

cated that their leadership was either unaware or 

they were aware but not yet engaged in age-friendly 

care. The highest percentage item related to leaders 

who were aware and partially engaged but focused 

on other priorities (36%, n = 21). Table 5 lists the per-

ceived top barriers to age-friendly cancer care, which 

included financial burden, access to professionals 

with geriatric experience, workforce availability, and 

coordination of care among inpatient, outpatient, and 

home settings.

TABLE 4. Age-Friendly Education or Training Programs Used by Workforce

Education or Training Program n %

Gerontologic nurses or advanced practice nurses on staff 11 17

Nurses Improving Care for Healthsystem Elders 10 16

Cancer program–based geriatric/gerontologic social worker 8 13

Gerontologic training for staff, including medical assistants, administrative staff, and professional staff 8 13

Cancer program–based geriatric oncologist 5 8

National organizations such as Institute for Healthcare Improvement and the John A. Hartford Foundation 5 8

International Society for Geriatric Oncology 3 5

Cancer program–based geriatrician 2 3

Othera 11 17

a Responses include training with City of Hope, gerontologic certification for RNs, National Institutes of Health geriatric 
oncology program, and geriatric clinical nurse specialist.
Note. Some questions allowed more than one response. Not all participants answered all questions.
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Discussion

The results of this survey are discordant, with the 

majority of program respondents reporting that they 

are on track to implement age-friendly cancer care in 

five years, but not reporting workforce preparation or 

processes to assess key elements of age-friendly care. 

Age-friendly cancer care is a critical need as health-

care providers prepare for and embrace healthy aging 

and strive for supportive, proactive approaches to the 

increasing number of older adult patients with cancer 

and survivors. This survey shows that most cancer 

programs are not prepared for this challenge. The pri-

mary issues identified by this descriptive study were 

readiness for age-friendly cancer care, low leadership 

engagement, and poor workforce preparation. 

Workforce preparation is essential to ensuring 

age-friendly cancer care in the United States. Existing 

training programs, such as the American Geriatric 

Society’s Hospital Elder Life Program (HELP) and 

Nurses Improving Care for Healthsystem Elders 

(NICHE), have improved care for hospitalized older 

adults, but training programs focused on outpatient 

and home care must be developed and disseminated, 

with a focus on competency verification for all levels 

of staff and providers. Use of an evidence-based 

framework, such as the 4Ms, can guide the content 

and structure of novel workforce training. Engaging 

older adults and their families through programs, 

such as the Serious Illness Care Program (Paladino 

TABLE 5. Barriers to Age-Friendly Care  

in Ambulatory Cancer Programs (N = 61)

Barrier n

Access to professionals with geriatric experience 33

Financial burden 33

Workforce availability/staffing 29

Coordination of care 27

Ability to track quality of care 19

Availability of supportive care services 17

Facility/physical space 16

Workforce preparation 16

Leadership commitment 14

Attitude toward older adults 8

Note. Participants selected their top three choices from 
a list of responses.

et al., 2019) and Vital Talk (www.vitaltalk.org), offers 

initial training in assessing the what matters domain 

of the 4Ms framework, helping to engage them as 

partners in their care. Additional research and evi-

dence-based practice to develop best practices for the 

other aspects of the framework, including medication 

assessment, frailty screening, and cognitive screen-

ing, are needed. Figure 2 lists age-friendly resources 

for nurses. 

Financial burden was cited as one of the top barri-

ers for age-friendly program development. Identifying 

the specific dimensions, such as a patient-related 

financial burden or, more likely, an institutional 

burden from competing operating and capital budget 

initiatives, is essential to advancing age-friendly 

cancer care. Other issues that program leaders can 

address include age-friendly facilities, as physical 

space was noted as a barrier. The lack of accessi-

ble entrances and restrooms, particularly in older 

buildings and facilities, is a barrier to an age-friendly 

experience. 

The issue of ageism cannot be overlooked in devel-

oping age-friendly cancer care. Rather, ageism must 

be identified and eliminated through education and 

role modeling. Ageism is prejudice or discrimination 

on the grounds of a person’s age. The WHO (2020) 

notes that ageism is widespread and that it has harm-

ful effects on the health of older adults. Oncology 

advocacy and professional groups are important allies 

in promoting awareness and action. Although ageism 

was not specifically addressed in this study, it never-

theless is important to identify how institutionalized 

as well as individual ageism plays a part in readiness 

for age-friendly cancer care. Institutional assess-

ment, such as the Geriatric Institutional Assessment 

Program (GIAP) from the NICHE program, offers an 

important tool for cancer centers in this regard. 

KNOWLEDGE TRANSLATION

 ɐ Care directly attuned to the needs of older adults with cancer 

is a critical aspect of cancer healthcare systems; however, it is 

not clear if U.S.-based cancer programs are ready to provide 

age-friendly cancer care. 

 ɐ Age-friendly cancer care can be defined as a person-centered ap-

proach to cancer care that focuses on quality and safety, engaging 

the older adult in goal-concordant care.

 ɐ The 4Ms framework proactively addresses the complex needs of 

older adults, including goal-concordant care, the prevention of 

harm, engagement of family caregivers, and improvement of care. 
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FIGURE 2. Resources for Nurses Interested in 

Age-Friendly Health Systems and Cancer Care

American Hospital Association

Addresses the unique care needs of older adults

 ɐ www.aha.org/center/age-friendly-health-systems

American Society of Clinical Oncology

Provides geriatric oncology resources

 ɐ www.asco.org/practice-policy/cancer-care-initiatives/

geriatric-oncology/geriatric-oncology-resources

Gerontological Advanced Practice Nurses Association

Professional organization representing the interests of 

advanced practice nurses who care for older adults

 ɐ www.gapna.org

Institute for Healthcare Improvement

Offers information on age-friendly health systems

 ɐ www.ihi.org/Engage/Initiatives/Age-Friendly-Health 

-Systems/Pages/default.aspx

World Health Organization

Provides information on age-friendly mentoring and 

programs from around the world

 ɐ https://extranet.who.int/agefriendlyworld

This study is limited in several ways. Critically, 

the initial question asked about preparedness before 

identifying the elements of readiness in subsequent 

questions. If that question had been asked at the 

end of the survey, fewer leaders may have indicated 

their program was ready to provide age-friendly 

care. Inter-rater reliability was not calculated on 

the self-developed survey. The response rate is low, 

which could indicate a lack of awareness of the topic 

of workforce preparation for the care of older adults 

with cancer. However, the response rate is on par with 

other studies that engaged this population of respon-

dents. The findings are not generalizable given the low 

response rate. The scope of this project was limited 

to the 4Ms framework, and some readiness unrelated 

to this model, such as ageism, may have been missed. 

Nonetheless, the 4Ms framework provides a useful 

and practical path through which to assess and imple-

ment age-friendly readiness. 

Implications for Nursing 

Oncology nurses are well positioned to lead the 

changes needed to ensure readiness for age-friendly 

cancer care. Nurse educators can improve workforce 

readiness through expansion of nursing program cur-

riculum to include awareness of ageism and more 

older adult nursing content. Nurse managers and 

administrators can advocate for inclusion of advanced 

practice gerontologic nurses as part of their clinical 

teams. Nurse executives can provide strategic plan-

ning, advocate for financial resources, ensure program 

development, and provide support for implementa-

tion of a framework for age-friendly cancer care, such 

as the 4Ms framework. 

Conclusion

The results of this survey do not conclusively indicate 

whether cancer programs in the United States are 

ready for the large numbers of older adults who will be 

seeking cancer care in the coming years. This survey 

will hopefully raise awareness of the steps that may 

need to be taken. Workforce preparation is needed, 

facilities need to be updated, and most centers do not 

have an evidence-based framework to develop pro-

grams. Recommendations for developing age-friendly 

cancer care include increasing awareness of the need, 

expanding workforce preparation for care of older 

adult patients with cancer, and improving cancer pro-

gram leadership engagement. Important next steps 

include linking awareness of the need for age-friendly 

cancer care to workforce preparation, education, and 

access to geriatric oncology experts. Clear, replica-

ble, efficient, and cost-effective recommendations for 

age-friendly cancer care are needed to prepare the 

oncology workforce to deliver age-friendly cancer 

care, focusing on the dignity, values, and participation 

of older adults. 
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