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[ Abstract] Objective To investigate the findings in the assessment and prognosis of the elderly cancer patients with comprehensive
geriatric assessment (CGA) in 7 hospitals in Sichuan Province. Methods CGA was made for 488 elderly cancer patients (lung cancer,
prostate cancer, colorectal cancer and malignant lymphoma) aged 65 years or over, who were treated in 7 hospitals in Sichuan Province

from July 2012 to January 2014. An analysis was made of their geriatric syndrome, and a comparison was made of the prognosis between
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groups with different functional levels within 1-year follow-up. SPSS statistics 22. 0 was used for data analysis, and Chi-square test for
comparison groups. Results Severe complications were seen in 76.4% (373/488 ), impaired instrumental activities of daily living
(TADL) in 68.6% (335/488 ), visual impairment in 68. 2% (333/488 ), high risk for falling in 51.0% (249/488), and social
support deficiency in 10.0% (49/488). Age group 65 — 75 years had higher risk and higher proportion of malnutrition than age groups
of 76 — 85 and of >85 years, the difference being statistically significant (P <0. 001 ). Progression or recurrence of cancer was
observed in 37.5% (183/488) during the follow-up period. The rate of progression/recurrence was 41.5% (92/222) in dysfunctional
group, 16.7% (4/24) in functionally independent group, and 36.0% (87/242) in disability group, the difference being statistically
significant (P <0.05). The 1-year mortality rate was 11. 9% (58/488) with no death in the functionally independent group. The
mortality rate in the disability group was 21. 1% (51/242) , which was significantly higher than that in the dysfunctional group 3.4%
(77222) (P<0.001). Of 273 patients who received chemotherapy, 76. 9% (210/273) did not complete the expected course of
treatment. In the disability group, 100. 0% (96/96) did not complete the expected course of treatment, which was higher than 67. 1%
(110/164) in the dysfunctional group and 30. 8% (4/13) in the functionally independent group, the difference being statistically
significant (P <0.001). Side effects of radio/chemotherapy were seen in 79. 9% (218/273) , of which 19. 0% (52/273) were Grade
3 or above. There was no statistically significant difference in the incidence of side effects between groups (P =0.108) .
Conclusion Geriatric syndrome is common in hospitalized elderly tumor population, in which complications and IADL are the most

common, and some dysfunctional patients are prone to tumor progression/recurrence. The proportion of those who did not complete the

expected course of treatment and 1-year mortality were high in the disabled patients.
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Table 1 Comparison of CGA results between different age tumor patient groups [n(%)]
65 —75 years old group 76 — 85 years old group > 85 years old group
Item X P value
(n =253) (n=191) (n=44)
ADL 48. 964 <0.001
6 scores 172(68.0) 75(39.3) 12(27.3)
<5 scores 81(32.0) 116(60.7) 32(72.7)
IADL 39. 605 <0.001
8 scores 110(43.5) 41(22.0) 2(4.5)
<7 scores 143(56.5) 150(78.0) 42(95.5)
CCI 9.694 0.008
<4 scores 74(29.2) 32(16.8) 9(20.5)
>4 scores 179(70.8) 159(83.2) 35(79.5)
Taking =5 drugs daily 73(28.9) 83(43.5) 26(59.1) 19.747 <0.001
MMSE 65.513 <0.001
>24 scores 202(79.8) 103(53.9) 11(25.0)
<24 scores 51(20.2) 88(46.1) 33(75.0)
GDS-15 10.041 0.007
<7 scores 200(79.1) 143(74.9) 25(56.8)
>7 scores 53(20.9) 48(25.1) 19(43.2)
MNA 35. 666 <0.001
>24 scores 38(15.0) 43(22.5) 24(54.5)
17 — 23 scores 101(39.9) 72(37.7) 12(27.3)
<17 scores 114(45.1) 76(39.8) 8(18.2)
TUG >13 s 82(32.4) 127(66.5) 40(90.9) 81.372 <0.001
More than once falling in past 1 year 19(7.5) 33(17.3) 16(36.4) 28.944 <0.001
Urinary incontinence 22(8.7) 44(23.0) 18(40.9) 34.763 <0.001
Inadequate social support 33(13.0) 15(7.9) 1(2.3) 6.476 0.011
Visual impairment 152(60.1) 145(75.9) 36(81.8) 16.71 <0.001
Hearing loss 65(25.7) 96(50.3) 32(72.7) 49.748 <0.001
NAS >7 scores 39(15.4) 48(25.1) 6(13.6) 7.582 0.023

CGA ; comprehensive geriatric assessment; ADL. activities of daily living; IADL . instrumental activities daily living; CCI; Charlson comorbidity index;

MMSE; mini-mental state examination; GDS-15. geriatric depression scale-15; MNA . mini-nutritional assessment; TUG: time up & go test; NAS;

numeric analogue scale
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