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Introduction

In Europe and the United States, most patients with cancer are over the age of 65. In France, in 2017, 62.4 % of cancers diagnosed were in patients over the age of 64, and 11.5 % of cancers diagnosed were in patients over the age of 84 [START_REF]Les cancers en France[END_REF]. Paradoxically, older patients are under-represented in clinical trials. This under-representation has been extensively studied in the United States and the United Kingdom in recent years [START_REF] Hutchins | Underrepresentation of Patients 65 Years of Age or Older in Cancer-Treatment Trials[END_REF][START_REF] Lewis | Participation of Patients 65 Years of Age or Older in Cancer Clinical Trials[END_REF][START_REF] Yee | Enrollment of Older Patients in Cancer Treatment Trials in Canada: Why is Age a Barrier?[END_REF][START_REF] Jennens | Increasing underrepresentation of elderly patients with advanced colorectal or non-small-cell lung cancer in chemotherapy trials[END_REF][START_REF] Sacher | Elderly Patients with Advanced NSCLC in Phase III Clinical Trials: Are the Elderly Excluded from Practice-Changing Trials in Advanced NSCLC?[END_REF]. This situation is problematic from an ethical point of view [START_REF] Wildiers | Anticancer drugs are not well tolerated in all older patients with cancer[END_REF][START_REF] Watts | Why the exclusion of older people from clinical research must stop[END_REF][START_REF] Surbone | Ethical considerations in conducting clinical trials for elderly cancer patients[END_REF] since evidence-based guidelines are lacking [START_REF] Hurria | Improving the Evidence Base for Treating Older Adults With Cancer: American Society of Clinical Oncology Statement[END_REF]. It also highlights age-related inequalities in access to randomized controlled trials (RCTs) and (potentially) in treatment options for a large proportion of patients with cancer.

Age has not been a major inclusion criterion in cancer RCTs for over a decade, allowing older patients to participate in the production of evidence-based data on efficacy and safety in cancer care and treatment. However, older patients are still under-represented in cancer clinical trials [START_REF] Spall | Eligibility Criteria of Randomized Controlled Trials Published in High-Impact General Medical Journals: A Systematic Sampling Review[END_REF][START_REF] Hurria | Clinical trials in older adults with cancer: past and future[END_REF]. In recent years, many studies have focused on identifying reasons for their under-representation in clinical trials; possible factors include the effect of comorbidities and functional status on treatment tolerability [START_REF] Kaźmierska | Do we protect or discriminate? Representation of senior adults in clinical trials[END_REF][START_REF] Knechel | The Challenges of Enrolling Older Adults into Intervention Studies[END_REF][START_REF] Townsley | Systematic Review of Barriers to the Recruitment of Older Patients With Cancer Onto Clinical Trials[END_REF][START_REF] Kimmick | Clinical trial accrual in older cancer patients: The most important steps are the first ones[END_REF], race, age and sex [START_REF] Murthy | Participation in Cancer Clinical Trials: Race-, Sex-, and Age-Based Disparities[END_REF]. Representations of both trial investigators [START_REF] Sedrak | Barriers to clinical trial enrollment of older adults with cancer: A qualitative study of the perceptions of community and academic oncologists[END_REF][START_REF] Meropol | Barriers to clinical trial participation as perceived by oncologists and patients[END_REF] and patients [START_REF] Dellson | Patients' reasoning regarding the decision to participate in clinical cancer trials: an interview study[END_REF] on participation to clinical research have also been examined. For example, oncologists' beliefs in and awareness of clinical trials [START_REF] Somkin | Effect of Medical Oncologists' Attitudes on Accrual to Clinical Trials in a Community Setting[END_REF] and the time constraints incurred by the trial (e.g. extra paperwork [START_REF] Mahmud | Barriers to participation in clinical trials: a physician survey[END_REF]) reportedly have played a role in lower inclusion rates.

Geriatricians are key players in the care and assessment of older candidates for inclusion in cancer trials. However, our knowledge about geriatricians' perceptions of barriers to the inclusion of older patients with cancer in clinical trials is limited. More specifically, little is known about how geriatricians and oncologists collaborate in the trial inclusion process. The objective of the present study was to fill this knowledge gap.

Since 2011, the French National Cancer Institute has funded the creation of 24 dedicated geriatric oncology coordination networks (Unités de coordination et antennes d'oncogériatrie, UCOGs) in hospitals across France. The UCOGs' mission is to improve care for older patients with cancer, stimulate geriatric oncology research, and promote clinical trials with older patients. To the best of our knowledge, this unique organizational network does not exist in Western Europe nor the United States. In this specific institutional context, we hypothesized that analyzing and comparing the points of view of oncologists and geriatricians who cooperate in these networks would shed light on obstacles and possible solutions to research problems. By studying the case of UCOGs in the greater Paris region, we sought to determine whether the under-inclusion of older patients in cancer clinical trials also results from a gap between the two professional research cultures of oncology and geriatrics.

Materials and methods

Study Population: UCOGs

UCOGs aim to coordinate the efforts of oncologists and geriatricians to provide better care for patients with cancer over the age of 70 [23]. The five UCOGs of the greater Paris region operate in relatively similar ways. The networks provide a framework for local collaborative decision-making between oncologists and geriatricians, in order to better adapt standard treatments for use with older patients with cancer. The UCOGs' creation was prompted by the lack of data on the impact of standard cancer regimens in older patients. It complicates decision-making because practitioners cannot rely on specific guidelines. More specifically, physicians are faced with two sets of recurring practical questions about when and how to treat an older patient presenting with cancer. The first set relates to the decision of whether to offer specific treatment or palliative care, depending on the patient's health status, frailty and risk of deterioration. The second set relates to adapting the chosen treatment to the patient's level of frailty (e.g. dose reduction). In both sets of situations, practitioners are faced with assessing risk-benefit ratios without the assistance of standardized practice guidelines.

Collaboration is promoted through scientific dialog (e.g. seminars), continuing medical education (e.g. university degrees in geriatric oncology), and clinical cooperation (e.g. dedicated multidisciplinary team meetings). Collaboration in clinical practice is then implemented on a voluntary basis by practitioners, most often in the form of referrals and consultation. The structure of UCOGs allows for geriatric expertise to be heard and recognized in decisions about cancer treatments -notably in terms of diagnosis, prevention, and care for frail patients [START_REF] Sifer-Rivière | What the specific tools of geriatrics and oncology can tell us about the role and status of geriatricians in a pilot geriatric oncology program[END_REF]. More importantly, UCOGs seek to stimulate research in geriatric oncology by supporting and coordinating a network of oncologists and geriatricians.

Data Collection

Data was collected through qualitative semi-structured interviews using comprehensive sampling, i.e. with all 10 unit coordinators of the 5 UCOGs of the greater Paris area, plus 6 ex-coordinators of the same UCOGs (Table1). The interviews were conducted by two social scientists with expertise in the sociology of health and illness. The 7 female interviewees and 9 male interviewees (age range: 40 to 64) practiced in public-sector teaching hospitals or private clinics as geriatricians, medical oncologists or radiation oncologists. Interview guides were developed by consensus among investigators to include the following topics: professional background, clinical practice with older patients with cancer, experience and representations of cancer trials, and collaboration with oncologists/geriatricians. All the interviewees gave their informed consent to the audio-recording and transcription of the interviews. Interviews were then translated from French by one of the social scientists. 

Analysis

The transcripts were thematically analyzed by applying a grounded theory-based sociological method, which involves using inductive reasoning to systematically code fragments of data by theme, categorize them and elaborate concepts [START_REF] Charmaz | Constructing Grounded Theory[END_REF]. The two social scientists theorized the results in a dialectical, iterative manner, in order to highlight the social representations underlying (i) the physicians' discourse on their research practices, (ii) the interactions between two different research cultures (oncology and geriatrics), and (iii) the effects of these interactions and discourse on their practices of inclusion of older patients in cancer trials.

Ethics

The study protocol was approved by the institutional review board at the Henri Mondor Hospital (Créteil, France; reference: 00011558). All participants provided informed verbal consent to being interviewed and recorded.

Results

Our results showed that (1) although the two professional research cultures of oncologists and geriatricians are very different, (2) within UCOGs, practitioners manage to find common ground in research practices. However, there is room for improvement in the level and quality of collaboration.

Diverging Research Cultures

Medical culture is defined as the set of scientific knowledge, techniques, notions about health and disease and basic philosophy of nature that physicians adhere to at work [START_REF] Hughes | The Making of a Physician -General Statement of Ideas and Problems[END_REF]. In the field of research in geriatric oncology, as we show below, the cultures of oncologists and geriatricians often diverge but both groups agreed that comorbidities made older patients less eligible for inclusion in RCTs. The oncologists and geriatricians regretted that even though age is no longer a non-inclusion criterion, most trials do not include their older patients with cancer and other diseases [SupplementaryMaterial1]. Given that geriatricians tend to care for a patient's health problems and their effects on quality of life, they sometimes opposed inclusion in a trial if the instigated treatment was not suited to the patients' care or living conditions. The geriatricians considered that specificities other than the older patient's medical status should be more often taken into account. Furthermore, they resent some oncologists' reluctance to carry out trials dedicated to older patients: Clinical specificities of older patients and the heterogeneity of the population tend not to be as well-known or valued in the professional culture of oncologists, outside of UCOGs. When faced with an age-specific need, they tend to refer an older patient with cancer to a geriatrician; but these referrals are often skipped due to delays and short-staffing in hospital.

"
Given that generalizations can become arguments in medical decision-making, prejudice against older patients and their ability to withstand the demands of a trial protocol lower inclusion rates.

Geriatricians' Skepticism about RCTs

Although the geriatricians had misgivings about some oncologists' practices and failure to invite older patients to participate in a cancer trial, they also admitted to lacking belief in the benefits of RCTs for older patients. Given that (i) geriatricians tend to reason at the individual level (rather than the population level) and (ii) RCTs are not a focus during training in geriatrics, these physicians expressed a lack of confidence in the principle of the clinical trial for older, frailer patients. This excerpt shows that differences in professional culture between collaborating physicians may be an obstacle to inclusion. This is particularly visible with regard to relationship to time in clinical practice.

Geriatric oncologist: "I don't think you can have too much compassion when it comes to suggesting participation in a clinical

Time and Timing

The cultural difference between oncology and geriatrics was best exemplified by attitudes to time and time management. In oncology, trial inclusion is quick: Some geriatricians resist the pressure to accelerate geriatric assessment, whereas others try to come up with new markers (such as gait speed).

"What
"I reckon gait speed would be a good marker for promoting the inclusion of patients in geriatric oncology trials. We now know that a slow walker (less than 1 m/s) is predictive of a poor prognosis (…) So why not use gait speed as the only factor for patient inclusion?" (Geriatrician, UCOG5)

Hybrid tools such as gait speed applied to oncology or the Mini dataset are intended to form a compromise between the respective principles and priorities in oncology and geriatrics, and thereby addressing differences in working within, and on, the time and timing gap between the two medical cultures. UCOGs bring the two specialties closer together and thus catalyze dialog and innovation.

Fostering Geriatric Oncology Research (2): Pharmacokinetics

According to several interviewees, specifically studying the pharmacokinetics of cancer drugs in older patients could boost research and help to set down appropriate guidelines for care in older patients. Given that most conventional cancer drugs were developed a long time ago, pharmaceutical companies have become less interested -leaving academic pharmacology trials within organizations like UCOGs as one of the better options.

"The clinical trial comes from a very oncological vision. The idea is to have tools to predict the toxicity or failure of chemotherapy (…). We need more pharmacokinetic knowledge. There are almost no data on the pharmacokinetics of conventional cancer drugs in malnourished or frail subjects, there is almost nothing. In any case, we need academic trials because all these drugs have been on the market for so long that none of the companies cares about them anymore."

(Oncologist, joint coordinator of UCOG5)

However, UCOGs have yet to prove their ability to design and set up this type of study. Some oncologists consider that geriatric oncology research could be more effectively fostered by sponsoring more observational studies, rather than resource-heavy RCTs. Phase IV trials might generate new knowledge about tolerance and toxicity, and form the basis for guidelines on adapting dose levels for older patients and on reducing side effects.

Oncologist: "We would like to set up more pragmatic trials, phase IV trials and especially pharmacokinetic studies because in recent years so many oral drugs have obtained a marketing authorization with doses that are the same for all ages.

Last year, we published the results of a cohort study showing that with the same dose level, older subjects were three times more exposedactually, the concentration was three times higher -than in subjects under 70 years old. UCOGs are institutional networks for promoting research and creating a common culture around care and clinical practice. The UCOG staff encourage the use of and research on geriatric screening tools (such as the G8) in older patients with cancer who may benefit from a referral to UCOG for anti-cancer decision-making and/or follow-up [START_REF] Routelous | Le rôle des passeurs de frontières dans la mise en place de collaboration pluridisciplinaire en médecine[END_REF]. According to the practitioners, one of UCOGs' main achievements is the implementation of clinical trials designed to validate geriatric oncology tools (such as the Mini dataset) [START_REF] Etchepare | Mini data-set : les informations minimales pour l'évaluation gériatrique dans les essais cliniques conduits chez les patients âgés atteints de cancer[END_REF].

Discussion

The present case study of UCOGs in the greater Paris region shows that (i) low inclusion of older patients in cancer clinical trials stems from a gap between the opposing research cultures in oncology and geriatrics, (ii) common ground can nevertheless be found within UCOGs, although (iii) there is still potential for improving collaboration. Bridging this gap will require practitioners to look beyond the chronological age of older patients when determining trial inclusion, and consider time and timing issues in their collaboration.

Our results highlighted a paradox in the practitioners' discourse on geriatric oncology research. On one hand, there is a consensus among practitioners that data and evidence from RCTs is needed to deliver better, standardized care. On the other hand, the practitioners also agreed that the heterogeneity of the older population hinders the elaboration of these standards. This heterogeneity stems from the fact that older patients are being defined by their age -a normative chronological marker [START_REF] Epstein | The Politics of Difference in Medical Research[END_REF]. An age threshold creates a patient group with varying degrees of fitness, autonomy, social ties, and histories. As interviewees reported this type of group is not helpful clinically because these factors affect treatment tolerance and efficacy.

In France, only oncologists can include patient in RCTs. Trials that are considered to be less of a priority (from a clinical oncology point of view) are more difficult to carry outthus widening the cultural gap between oncology and geriatrics. As oncologists tend to recruit across all age groups for several trials concurrently, they might be less pro-active for trials outside their field, that do not test drugs, or that have more restrictive criteria (such as age).

The case of UCOGs shows that academic, collaborative, interdisciplinary and observational research has the greatest potential for innovation in geriatric oncology. We believe that bridging the cultural gap between oncologists (the dominant force in setting the cancer research agenda) and geriatricians (a source of specific knowledge and know-how) is key to producing relevant protocols that fit with the varied, specific features of older patients. Some potential measures include considering further funding and broader cooperation between hospitals.

Our findings have several implications for practice (Table 2). We recommend (i) better funding and promotion of UCOGs, (ii) raising geriatricians' awareness of ongoing trials, to increase the inclusion of older patients, sensitize oncologists to ageism, and promote the use of alternative inclusion criteria to age, such as comorbidities and functional status; (iii) promoting Phase IV trials and "real-life" observational studies in older patients (to gain knowledge of dose effects, for example); and (iv) designing RCTs that are better suited to frail older patients with cancer (e.g. less home-hospital commuting, or longer consultation slots). To raise levels of motivation and inclusion rates, clinical research must address questions that fit into oncologists' framework and their interests, while featuring trial designs that incorporate the results of geriatric assessments. 

Conclusion

The present study sheds light on how geriatricians and oncologists collaborate during the inclusion process of older patients in cancer trials. The case of French UCOGs shows the relevance of the gap between research cultures in oncology and geriatrics in understanding low inclusion. This gap is mainly due to (i) differing opinions on the relevance of protocols for older patients, (ii) perceived ageism among some oncologists, (iii) skepticism about the value of RCTs among some geriatricians, and (iv) different temporalities in oncology and geriatrics. UCOGs have the potential to foster geriatric oncology research by catalyzing the creation of effective collaborative tools (such as frailty assessments) and bridging the cultural gap between specialties.

Table 1 -Characteristics of interviewees Onco-geriatrics coordination unit Specialty Years of clinical practice with older patients Years of experience in cancer clinical research

 1 

	Sex	
	(M: male ; F :	Age
	female)	

  3.1.1 Consensus on the Willingness to Participate in Clinical ResearchDespite the evidence of under-representation of eligible older patients, our interview data showed a consensus among practitioners with regard to the general willingness of older adults to participate to medical research.

"Honestly, I don't think there's any reluctance" "Those

[

the patients] who are in favor, they say: 'We don't understand anything anyway. Doctors are right. We trust you, doctor.' " (Oncologist, UCOG4) [SupplementaryMaterial2] 3.1.2 Chronological age, an imperfect criterion for inclusion Practitioners also agreed including patients according to age produces groups of varying degrees of fitness and autonomy. "In trials, the limit is usually set at 65 years of age, for reasons of statistical population homogeneity. Currently, it does not make much sense. At 65, you have people who are very deconditioned and at 65 you have people who are in perfect general condition. This milestone doesn't make a lot of clinical sense. Statistically perhaps it makes sense, because of the homogeneity of the population. But in the clinical sense it doesn't make much sense. (…) It tends to disappear. » (Oncologist, joint coordinator of UCOG 4) "There's a difference between the older subject and the geriatric subject. The older subject is a question of chronological age, 80 years old for instance. The geriatric subject has a certain age, not 40, but a certain age, let's say over 75 years old, and in addition there are other problems that make them a complex patient. For me, that's the difference (…) It's the difference between chronological age and physiological age (Geriatrician 2, UCOG 3)

When it is defined by age, the heterogeneity of the older population hinders the elaboration of clinical standards through clinical trials.

3.1.3 Differing Views on the Relevance of Protocols for Older Patients

Our data also highlighted another source of under-representation: cultural differences between specialists in oncology and geriatrics, i.e., differences in training, discourse, practices and ways of relating to medical knowledge. Oncology and geriatrics have differing research cultures. From the geriatricians' perspective, oncologists are not sufficiently aware of specific caracteristics of older patients. Cancer research protocols are seldom adapted to older patients' needs and limitations (e.g. RCTs on ovarian cancer) [SupplementaryMaterial3].

Are UCOGs valuable organizational tools for fostering research and promoting the inclusion of older patients?

  Collaboration between specialists requires a mutual understanding of how times is managed and how the physician relates to patients, as well as mutual acknowledgment of skills and value in care provision. In cancer care, oncology remains the dominant specialty. By promoting networking and clinical and scientific dialog, UCOGs provide a framework for oncologists and geriatricians to better understand each other's specialties and culturesthereby contributing to the recognition of how geriatric medicine contributes to cancer care. Perhaps that makes them cling to the idea that if they were given more time, they would do better. In those cases, the oncologist doesn't try his best, he only does what is in his interest, and he doesn't take the time. We then vilify both stances. But

	you ever had a heart attack? No. No, no, no, etc. We keep our questions short and (DEQOLAGE, NCT02672657, UCOGs 1 and 5)); and randomized clinical trials (e.g.
	the answers ultra-short." Comprehensive Geriatric Assessment and Head and Neck Elderly Cancer Patients non-
	(Geriatrician 1, UCOG3) pharmacological trial (EGéSOR, NCT02025062, UCOGs 1, 3 and 4)[32]; non-
	The contrast with geriatrics is clear: pharmacological Trial Involving Subjects Over 70 Years of Age With Non Small-cell Lung everyone must be proactive, in a constructive way, and reasonable. Otherwise it
	Cancer of Stage IV and Comparing a "Classical" Strategy of Treatment Allocation, With an doesn't work."
	"Geriatrics is 'slow medicine', it takes a little time. (…) consultations drag on a
	"Optimized" Strategy Allocating the Same Treatments (ESOGIA, NCT01257139, UCOG (Oncologist, joint coordinator of UCOG 3)
	bit. We don't tell the patient: 'undress, sit down, lie down, go, go, go'. And then
	Speed doesn't really fit with geriatric medicine." there's the history, there is always a story there. Taking the patient's history sometimes… There's a lot to go through. (…) Oncologists aren't in this type of time frame, because they are faced with a huge demand. A cancer at 85 is not the same as cancer at 40." (Oncologist, UCOG3) [SupplementaryMaterial5] 3))[33]. UCOGs can carry out pharmacological trials, but they are most often headed by larger cooperative groups (groupe coopérateur en oncologie), such as the GERICO group for clinical research on older patients." Our data suggest two strategic fields of inquiry that may 3.2 an active cohort of 800 patients." foster research in geriatric oncology.
	(Oncologist, UCOG3) (Geriatrician, UCOG5)
	Geriatrician: "On the other hand, doing dedicated trials with older patients is
	important for gaining precise knowledge about adjusting treatments and checking "In UCOGs, they do a lot of prospective cohort studies, like case series, but
	toxicity; these factors will eventually be more important, and they will differ from research is still quite limited, honestly."
	those of younger subjects. But yes, it is more difficult. It's more difficult because (Oncologist, joint coordinator of UCOG3) What is essential? If they come to us and say: 'there are 7 important items, 7
	it's more time-consuming -everything goes more slowly for an older patient. You Geriatricians must understand that being involved does not systematically mean UCOGs have yet to develop cohort studies and clinical trials that extend beyond geriatric sections, and there are 5 possibilities for the 5 th section.', we tell them 'Start
	can just see some of them walking in the corridor; they have a cane and they are that they need an hour and a half.". assessment. "Research trials stemming from one or several UCOGs include observational again and come back when there's only one possibility because having so many is
	walking slower than you or I. And also, because they have more health problems. (Oncologist, joint coordinator of UCOG3) studies (e.g. the multicentric prospective non-pharmacological study of ELderly CAncer useless.' I'm exaggerating but we can't move forward like that.
	PAtients (ELCAPA, NCT02884375, UCOG 5)[28-31] ; the prospective observational cohort
	non-pharmacological study on the Determinants of Quality Of Life in AGEd Cancer Patients

we see these days is that trials are international, and the recruitment goes very fast. Compared with a few years ago, recruitment will now only be open for three or four months. So this time pressure drives the inclusion of patients who are in great overall shape, with no comorbidities, etc. They may be easier to include than someone who needs to go through geriatric assessment, etc. (…) With a 40-year-old guy: are you being treated for high blood pressure? No. Have Both geriatricians and oncologists perceived these differences in how time is used and shared:

"The main role [of geriatricians] is to provide support and ensure that treatments that appear to be valuable are administered safely; e.g. preparing patients for chemo or another procedure, allowing us to anticipate side effects, managing the adverse events associated with treatments. (…) Geriatricians must make an effort to contribute something that is appropriate, rather than doing consultations that take an hour and a half. I mean, if they keep thinking this is how they can help, it'll never be useful. Clinging on to extremely theoretical things is not OK.

3.2.1 Cohorts of Older Patients with Cancer

Although the inclusion of older patients in cancer RCTs is still difficult, UCOGs have been successful in facilitating cohort studies of the impact of geriatric assessment on cancer care.

"I developed a prospective observational cohort -a little like what is being done

with the ELCAPA cohort

[START_REF] Caillet | Comprehensive Geriatric Assessment in the Decision-Making Process in Elderly Patients With Cancer: ELCAPA Study[END_REF]

. The idea was to include all patients of age 65 and over, who were referred to us for geriatric oncology evaluation (…) We now have

3.2.2 Fostering Geriatric Oncology Research (1): Creating Tools that Effectively Reduce Inclusion Time

Creating tools to accelerate inclusion might reduce the time discrepancy between the two medical cultures. Oncology consultations are short and very busy, so oncologists need to present trials and include patients fast. Geriatricians need time to broadly assess the patient's health and well-being. Both specialties agree on the need for a less time-consuming inclusion tool that takes older patients' specificities into account.

"In clinical trials [the geriatricians] must clearly identify the parameters that are important for us. When we do the Mini dataset for example, what's the take away?

Geriatricians have an extreme notion of patients' individuality, and they suffer from their specialty's isolation or an absence of acknowledgment.

Table 2 -

 2 Themes, obstacles and potential solutions

		Themes		Challenges to overcome		Potential solutions	
	Age	as	an	Including patients according to age	Further	promoting	inclusion
	imperfect		produces groups of varying degrees	through age	
	inclusion		of fitness and autonomy			
	criterion					

AND alternative and complementary indices, such as gait speed, performance status and comorbidities as inclusion criteria Belief in RCT benefits for the patient

  

	Geriatricians lacking belief in the
	benefits of RCTs for older patients
	leads to lower trial inclusion

Increasing communication and information to geriatricians about trial protocols, so as to tailor geriatrician recommendations

  

	Ageism	Misconceptions about older patients	Sensitize physicians to ageism
		leads to underestimations of fitness	
		and tolerance to cancer treatments	
	Time and timing	Lack of mutual understanding of	
	differences	differences in time management	
		between geriatricians and oncologists	

Promoting networking and clinical and scientific dialog to increase as mutual acknowledgment of skills and value in care provision Lack of data on older patients with cancer

  

	Lack of data on cancer treatments in
	older patients, toxicity in particular,
	leads to clinical…

Facilitating cohort studies beyond geriatric assessment; specifically studying the pharmacokinetics of cancer drugs in older patients could boost research and help to set down appropriate guidelines for care in older patients

  

	Inclusion time	Time-consuming inclusion protocols
		reduces inclusion of older patients

Hiring clinical trials technicians dedicated to older participants, in order to assist oncologists in time- consuming inclusion consultations
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