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Outline
• Present the two abstracts
• What is prehabilitation?

• Geriatric Assessment and current recommendations
• Tangible benefits? Disease-specific versus patient-specific outcomes

• Study by Dr Soo and colleagues

• Study by Dr Nipp and colleagues

• Conclusions
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What is prehabilitation?
• The process of enabling patients to withstand the 
stress of surgery (or other types of cancer 
treatment) through augmenting functional capacity

• Carli et al 2005
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What do guidelines say?



Recommendations
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In patients age 65 and older receiving chemotherapy, geriatric assessment (GA) 

should be used to identify vulnerabilities or geriatric impairments that are not 

routinely captured in oncology assessments 
(Type: Evidence-based, benefits outweigh harms; Evidence quality: high; 

Strength of recommendation: strong).

Implementing GA-guided care processes in older adults with cancer:
Recommends that clinicians apply the results of GA to develop an integrated and
individualized treatment plan for patients.
(Type: informal consensus; Evidence quality: moderate; Strength of recommendation: 
moderate).
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GA leads to non-oncological
treatment to improve patient’s health

• 19 studies on GA in 
older cancer patients:

• Median 72% of patients
(range 26%-100%) were
given treatments or 
recommendations
based on the GA



The effect of Geriatric Interventions in other settings
- admission to hospital, patients with hip fracture

• Less institutionalization1 (Relative Risk 0.8 (0.72-0.89))

• Probably reduces mortality2   (Relative Risk 0.85 (0.68-1.05))

10

Systematic reviews: (1) Ellis, Cochrane Library 2017, 
(2) Eamer Cochrane Library 2018



Always the question: tangible benefits of CGA?

• What is the evidence (doctors)?
• Hard endpoints?
• Does it improve survival?
• Disease control better?
• Less hospitalizations?
• Less complications and toxicity?
• Increased completion of 

treatment?

• Patient reported (patients):
• What will my quality of life be like?
• Can I live independently? 
• Will my cognition be the same?
• Can I stay at home?
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The treatment trajectory in older patients with cancer
- not only before and after treatment

• Can we improve the trajectory?
• Systemic anti-cancer therapy (chemotherapy, immunotherapy, targeted therapy)
• Surgery

• How should we improve the trajectory?
• Geriatric Assessment-based interventions – THROUGHOUT THE TRAJECTORY

• How should we measure success?
• HRQOL – focus on function
• Median length of stay
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• Primary
• To assess the effects of integrated oncogeriatric care on health-related quality of life 

(HRQOL) in older people with cancer planned for systemic anti-cancer therapy

• Secondary
• To assess the effects of integrated oncogeriatric care on healthcare utilization, 

treatment delivery, function, mood, nutrition, institutionalization, health utility and 
survival.

Wee-Kheng Soo, MBBS FRACP Abstract number 12011 @KhengSoo1

INTEGERATE Objectives
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Recruitment
August 2014 and June 2018
Three hospitals in Melbourne, Australia

Wee-Kheng Soo, MBBS FRACP Abstract number 12011 @KhengSoo1

* measured by the ELderly Functional Index 
(ELFI), EORTC QLQ-C30 and QLQ-ELD14

INTEGERATE Study Schema
≥70yo with solid cancer 
or DLBCL for chemo-, 
immuno- or targeted 
therapy, no treatment 
in prior 3 months 
(n=154)

Minimization factors
Age: 70-80 vs ≥80
Sex: M vs F
Cancer type: 

lung vs upper GI vs   
lower GI vs all other

Treatment intent:
palliative vs non-palliative

ECOG PS: 0-1 vs 2
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Integrated 
Oncogeriatric Care

n=76

Usual Care
n=78

Evaluate at 
weeks 0, 12, 

18 and 24

Outcome measures
Primary: HRQOL
Secondary: healthcare 
utilization, treatment 
delivery, function, 
institutionalization, mood, 
nutrition, health utility and 
survival
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ELderly Functional Index (ELFI)
Estimated Marginal Mean Score

Week Intervention Usual Care Difference  
(95% CI)

p

12 71.4 60.3 11.1             
(3.5-18.7)

0.004

18 72.0 58.7 13.4           
(5.5-21.2)

0.001

24 73.1 64.6 8.5                 
(0.5-16.5)

0.037
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• Intervention group reported significantly better scores than usual care group in the 
following other HRQOL domains: 

• Functioning (Physical, Role, Social)
• Mobility
• Burden of illness
• Future worries

• Functional benefits were maximal around week 18, then reduced by week 24.

• Benefits in the social functioning, burden of illness and future worries domains 
persisted (to end of study at week 24)

Primary outcome: Health-related Quality of Life



• 39% less emergency presentations

• 41% less unplanned hospital admissions

• 24% less unplanned hospital overnight bed-days

• Older adults: Hospitalization=functional decline
• 30% discharged with a new ADL impairment (1)

Wee-Kheng Soo, MBBS FRACP Abstract number 12011 @KhengSoo1

Secondary outcomes: Hospitalization
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(1) Covinsky JAMA 2011



Geriatric intervention in patients receiving systemic 
anti-cancer therapy 
• Large study, multifactorial intervention
• Median age 75-76 years
• Relevant patient-centered outcomes – function, QoL
• Interesting data on hospitalizations – burden for patients, cost
• Data on completion of treatment

• Heterogeneous sample – who benefits most?
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Geriatric intervention is surgical oncology

• Well performed – large study, multifactorial intervention
• Important outcomes – length of stay, readmission, PROMs
• Intervention provides long-lasting effects on symptom burden

• Heterogeneous sample – laparoscopic colonic surgery versus esophagogastric
surgery – who will benefit most?

• Could length of stay be affected by external factors – resources at home, 
caregivers?

• Relatively “young” cohort (70-72), but high comorbidity burden
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CONCLUSION

• Congratulations to both teams and thank you for 
completing these studies and adding to the evidence
base for the effects of geriatric interventions in older 
patients with cancer
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