Treatment of the older patient with Glioblastoma
Descriptor: 
Audit of demographics, treatment and survival for the older population presenting with a diagnosis of Glioblastoma.
Background: 
Gliobastoma is the most common primary brain tumour. It has a particularly poor prognosis in older patients.1 Radical intent treatments are based on trials performed in a younger population2 and there is a lack of consensus on the "standard" treatment for older patients. When treating older patients it is critical to balance treatment toxicity with the patient's quality of life, especially given the short median life expectancy. To achieve this patients should have a comprehensive assessment prior to treatment with consideration given to co-morbidities, medications and social support. It is also useful to know the MGMT status of the patient's tumour to tailor treatment3,4,5 and this should be carried out if there are resources to do so locally. It is necessary to audit local outcomes to ensure similarity to the national data1.
The Cycle
The standard: 
Assessment of performance status (PS) using either ECOG6 or Karnofsky7 at clinic review. Use of a more comprehensive assessment tool is encouraged8.
Attainment of a histological diagnosis should approximate the national average.
MGMT status should be assessed in each case when local resources allow.
Nationally reported survival data.
 
Target: 
100% of patients should have performance status assessed.
59% of patients nationally have a histological diagnosis made.
100% of patients should have MGMT assessment on their tumour sample.
Information on co-morbidities, medication use, social support and any neurological deficit should be recorded in 100% of patients being considered for active treatment.
Median survival of 3.4 months, as reported in national data.
Assess local practice
Indicators: 
Performance status measured (and which tool used).
Recording of histological diagnosis. 
Site of tumour.
Was MGMT measured on the tumour sample if there was a histological diagnosis?
Have co-morbidities, medications, social support and any neurological deficit been documented if the patient is being considered for active treatment?
Overall survival time for each patient (diagnosis to death).
Data items to be collected: 
DOB and Date of diagnosis
Oncology appointment: (Y/N)
Gender: M/F
Performance status:      ECOG/Karnofsky/Not recorded
Cognitive screening test: Y/N   Type    Score
Co-morbidities:     Recorded/Not recorded
Medications: Recorded/Not recorded  Steroids Y/N/NR
Social support: Y/N/NR
Neurolgical deficit: Y/N Type    Seizures Y/N/NR
Site of tumour:  Cerebral hemispheres   Multifocal    Other
Surgery: Y N Extent
Pathology: Y N
MGMT status: Methylated   Unmethylated  NR
Chemotherapy: Y N Type
Radiotherapy: Y N Dose
Date of death:  Date           or N/A
Suggested number: 
30 patients aged 70 and over and then review practice with an aim for improvement of any deficient areas of assessment or treatment of this group of patients. 
Suggestions for change if target not met: 
Performance Status Assessment:
Introduce an assessment proforma to be used in the oncology clinic which is for patients aged 70 and over.
Histological diagnosis:
Review MDT discussions with regards to biopsy. Review PS of patients and site of those tumours that were not biopsied.
Is MGMT testing available at the local centre? If so, is there a pathway for this to be done routinely on all GBM tumour samples. If not, can testing be introduced?
Additional assessment (co-morbidities, medications, social support):
Introduce an assessment proforma which is specifcally for patients aged 70 and over. Consider joint neurosurgical/neuro-oncology assessment prior to any intervention to maximise decisions based on QoL. Is there access to an electronic prescribing record for these patients? Ask the patient to bring a list of medications to clinic. 
Overall survival:
Consider additional data collection for the next audit cycle looking specificaly at appropriateness of treatment given alongside PS of patient (e.g. treatment toxicity). 
Are there novel therapies that can be explored?
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