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Some decision-making in medicine is easy. 
Facilitated by clear guidance, powerful 
evidence and strong opinion we can often 
reassure our patients that a therapeutic 
choice is the right one. Things are not so 
easy in the arena of older persons oncology 
where the evidence base thins and attitudes 
to the outcomes that are most important vary 
significantly. Balancing risks and benefits 
becomes trickier. The use of chemotherapy 
for older adults is fraught with the dangers of 
undertreating those incorrectly judged to be 
frail and overtreating those not recognised as 
pre-frail.1 A good decision requires a careful 
judgement of patient fitness and attitude 
which is best achieved by the Comprehen-
sive Geriatric Assessment (CGA).2 A CGA 
done well and done right requires exper-
tise, multidisciplinarity and crucially, time. 
The ‘Comprehensive’ of the title is the most 
important clue.

In recognition of this, many have sought to 
find a quicker route to a good answer about 
what treatment a patient may be fit for.3 Some 
of these scoring systems such as the G8 give 
a general picture of fitness and frailty that is 
more helpfully granular than ECOG (Eastern 
Cooperative Oncology Group) Performance 
Status, some have been designed as a specific 
tool with chemotherapy decisions in mind.4 
The CARG tool designed and first validated 
in US-based populations in 2011 by the 
US-based Cancer and Aging Research Group 
has been recommend in international guide-
lines including recent UK-based guides as an 
effective way to triage for more significant 
toxicities. A simple scoring system that is 
easily applied in the clinic might more safely 
allocate patients to better treatment choices. 
The strongest advocates of these scores have 
promoted them as useful adjuncts to decision-
making or a triage tool for more compre-
hensive assessment. Other clinicians have 
aversions to ‘checklist medicine’, well docu-
mented by Daniel Kahneman in recording 
the work of Meehl, "I do not quite know how 

to alleviate the horror some clinicians seem 
to experience when they envisage a treatable 
case being denied treatment because a ‘blind, 
mechanical’ equation misclassifies him."5

It was therefore appropriate for the 
TOASTIE study (reported in this edition) to 
seek to validate it in a UK cohort.6 The trial 
comes from the successful NOTCH (National 
Oncology Trainees Collaborative for Health-
care Research) group of trainees and is an 
excellent model for collating data across a 
wide network. In the study, a retrospective 
CARG score was applied to older patients 
and in this contemporary UK cohort failed to 
predict toxicity accurately.

The CARG score has now seen validation in 
some geographies and refutation in others.4 
Does this reflect practice, the validity of the 
score and what does that mean for the use of 
a score like this?

A few considerations may explain why the 
study did not validate earlier work on chemo-
therapy toxicity prediction tools. First, the 
collection of data on treatment toxicity and 
hospitalisations based on retrospective chart 
review may have introduced some degree of 
bias. The TOASTIE study population also 
included a higher proportion of patients 
diagnosed with gastrointestinal malignan-
cies in contrast to earlier cohorts that may 
have also influenced results. Also, the much 
lower rates of toxicity observed within the 
trial compared with the CARG score devel-
opment and validation studies, reflecting 
both changes in systemic therapy agents 
and supportive therapy protocols, may have 
made it more challenging to observe differ-
ences across CARG score categories. This 
highlights the importance of potential differ-
ences in chemotherapy decision-making in 
the context of ageing in the UK compared 
with other countries. Finally, the impact of 
chemotherapy toxicity prediction tools on 
treatment decision-making for older adults 
remains unclear and an area warranting 
investigation.
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Shared decision-making in older person’s oncology 
needs a shared understanding of risk. One striking 
finding of the TOASTIE study was the level of mismatch 
between patient and physician around expectations of 
complication, 16 patients believed they had zero chance 
of complication despite this taking place after a consent 
discussion. At the very least, CARG may be a useful tool 
for having a better conversation around risk, consistently, 
with available evidence on the impacts of geriatric assess-
ments on patient-centred communication.7

It is right that scoring systems such as the CARG are 
rejected as ‘stop/go’ mechanisms for treatment decisions, 
but this recent study suggests that the tool is not predic-
tive enough even for a current proposed role in triage.

Do we need better scoring systems or better approaches? 
Maybe a shortcut to an answer is not appropriate and 
when we consider the impact of hospital admission for 
toxicity in older people our approach should be compre-
hensive after all.
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