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The beginning…
• Older persons = heterogeneous population

‘People are never more alike than they are at birth, 
no more different or unique than when they enter 

the geriatric era’ 

Stanley Muravchick, MD, professor of anesthesia at the University of Pennsylvania
SAGA Syllabus on Geriatric Anesthesiology



Geriatric oncology: Belgium
• Registration of 71.651 new cancer 

diagnoses (excluding non-
melanoma skin cancer) in Belgium 
in 2019.
o Mainly older persons.
o Respectively 69% of women and 

80% of men is age 60+ at cancer 
diagnosis.  

o +/- 50% is age 70+ at cancer 
diagnosis.  

Source: incidence 2019, Belgian Cancer Registry, 2022



Geriatric oncology: treatment 
• Treatment decisions in older patients with cancer

o Lack of data from clinical studies
o Chronological age ≠ biological age
o Often used ‘performance status’ instruments: inadequate
o Challenging questions: 

• Treatment-related implications, 
• ‘too old for treatment’, 
• Life expectancy, 
• (social) support, … 



Comprehensive Geriatric Assessment (CGA)

CGA = process including 

geriatric screening (eg. G8), 
geriatric assessment, 
recommendations, 
interventions, and
follow-up (with geriatric screening / assessment). 

CGA = internationally recommended in the care for older 
patients with cancer (e.g. guidelines ASCO, SIOG, NCCN). 



Geriatric oncology: health status

Frail Fit



Geriatric screening
• >20 different screening tools

• SIOG consensus statement: 
“to identify patients that are in need of a 
more extensive geriatric assessment.”  

ITEM INSTRUMENT

Screening - Flemish version of the Triage Risk 

Screening Tool (fTRST) (=GRP)

- G8

- Groninger Frailty Index (GFI)

- Vulnerable Elders Survey-13 (VES-13)

- Senior Adult Oncology Program-2 

(SAOP-2)

- Abbreviated CGA (aCGA)

- …



Geriatric assessment
• SIOG consensus: 

• Social data
• Functional status
• Nutritional status
• Cognitive status
• Mental status
• Fatigue
• Comorbidities
• Geriatric syndromes (dementia, 

delirium, falls, incontinence, adherence, 
polypharmacy, sarcopenia…)
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Geriatric oncology: models
• Belgium (+ UZ Leuven): 

o ‘geriatric consultation team’
o Inpatients + outpatients

+ Geriatric co-management to 
manage older patients in the hospital



Geriatric oncology: overview RCT’s (2020 – present)
Study N Population Intervention Primary outcome Secondary outcomes

COACH 
Mohile et al. 
JAMA Oncol, 2020

541 

Patients aged ≥ 70; 
advanced solid tumors or lymphoma and 
>1 impaired GA domain 

• Summary of CGA impairments and 
recommendations provided to oncologists

• Patient satisfaction with communication about aging-
related concerns

+:  Number of aging-related concerns discussed during visit; 
patient satisfaction for communication about overall care; 
Quality of Life; caregiver satisfaction with communication about 
aging-related patient concerns

Ørum et al. 
JGO, 2021 363

Patients aged ≥ 70; 
newly diagnosed cancer (head and neck, 
lung, gastrointestinal or colorectal) 

• CGA followed by tailored follow-up by a 
multidisciplinary team 

• Control: CGA followed by usual care

• Adherence to cancer treatment (completion initially 
proposed cancer treatment within 90 days)

• Impact varied between tumor sites (p<0.01)

No significant differences in daily life activities, physical 
performance and hospitalisation

GERICO 
Lund et al. 
BJO, 2021 142

Patients aged ≥ 70; 
vulnerable patients (G8 ≤ 14), stage II-IV 
colorectal cancer, adjuvant or palliative 
chemotherapy

• CGA driven interventions
• Control: usual care

• Chemotherapy completion without dose reductions 
or delays (planned therapy)

• 45% vs 28% (p=0.0366)

No significant differences in toxicity, hospitalisation, survival 
and QoL

GAIN 
Li et al. 
JAMA Oncol, 2021

605

Patients aged ≥ 65; 
solid malignancy, starting a new chemo 
regimen 

• CGA driven interventions by 
multidisciplinary team

• Control: usual care

• Grade 3-5 chemo-related toxicity: 
• 51% vs 60% (p=0.02) 

+:  Advance directive completion. 
No significant differences in ER visits, hospitalizations, 
unplanned readmissions, chemotherapy dose modifications / 
discontinuations, average length of stay or OS

GAP70+
Mohile et al. 
Lancet Oncol, 2021

718

Patients aged > 70; 
incurable solid tumors or lymphoma and 
>1 impaired GA domain starting a new 
treatment regimen

• Summary of CGA impairments and 
recommendations provided to oncologist

• Control: usual care

• Grade 3-5 toxicity (any toxicity): 
• 50% vs 71% (p<0.001)

+:  Hematologic toxicity; non-hematologic toxicity

Similar overall survival 

Perioperative 
intervention
Nipp et al. 
JGO, 2022

160 

Patients ≥ 65; 
GI cancer and surgical resection

• CGA preoperative + pre- and postoperative 
geriatrician management

• Control: usual care

• Post-op length of stay: 
• Intent to treat (ITT): 7.2 vs 8.2 days (p=0.37)
• Per protocol (PP): 5.9 vs 8.2 days (p=0.02) 

+:  ITT:  Depression symptoms at post-op day 5;  ESAS 
symptoms at post-op day 60. 
+:  PP:  Lower post-op ICU 

INTEGERATE 
Soo et al. 
Lancet, 2022 

154
Patients aged > 70; chemotherapy, 
targeted therapy or immunotherapy

• Integrated oncogeriatric care (geriatrician-
led)

• Control: usual care

• HRQOL (ELFI score at week 18) (baseline score 
minus follow-up score): 

• -8.1 vs -17.9 (p=0.039) 

+:  Unplanned hospital admissions; early treatment 
discontinuation

5C
Puts et al. 
JCO,2023

350

Patients aged ≥ 70; 
solid tumors or lymphoma/myeloma, 
starting chemotherapy, targeted therapy or 
immunotherapy

• Geriatric assessment and management 
(GAM)

• Control: usual care 

• QoL (EORTC QLQ-C30 at 6 months)
• Global QoL of 4.4 points favoring the control arm)

-: functional status, grade 3-5 treatment toxicity, health care 
use, satisfaction, cancer treatment plan modification, 
hospitalisations, emergency department visits, overall survival. 

G-oncoCOACH
Kenis et al.
RCT completed, 
analysis in progress

212

Patients aged ≥ 70; 
solid tumors, starting systemic therapy

• CGA coordinated by a geriatric team in 
combination with intensive patient coaching 

• Control: usual care (CGA coordinated by an 
oncology team)

• QoL (EORTC QLQ-C30 at 6 months) QoL at 3 and 12 months, patient satisfaction, functional status, 
falls, systemic therapy-related adverse events, geriatric 
recommendations, geriatric interventions, patient compliance, 
overall survival, hospitalisations. 



Geriatric oncology: COACH (2020)
Study N Population Intervention Primary outcome Secondary outcomes

COACH 
Mohile et al. 
JAMA Oncol, 
2020

541 

Patients aged ≥ 70; 
advanced solid tumors or 
lymphoma and >1 impaired 
GA domain 

• Summary of CGA 
impairments and 
recommendations provided 
to oncologists

• Patient satisfaction with 
communication about aging-
related concerns

+:  Number of aging-related concerns 
discussed during visit; patient satisfaction 
for communication about overall care; 
Quality of Life; caregiver satisfaction with 
communication about aging-related 
patient concerns



Geriatric oncology: GAIN (2021)
Study N Population Intervention Primary outcome Secondary outcomes

GAIN 
Li et al. 
JAMA Oncol, 
2021

605

Patients aged ≥ 65; 
solid malignancy, starting a 
new chemo regimen 

• CGA driven interventions by 
multidisciplinary team

• Control: usual care

• Grade 3-5 chemo-related toxicity: 
• 51% vs 60% (p=0.02) 

+:  Advance directive completion. 

No significant differences in ER visits, 
hospitalizations, unplanned readmissions, 
chemotherapy dose modifications / 
discontinuations, average length of stay 
or OS



Geriatric oncology: GAP70+ (2021)
Study N Population Intervention Primary outcome Secondary outcomes

GAP70+
Mohile et al. 
Lancet Oncol, 
2021

71
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Patients aged > 70; 
incurable solid tumors or 
lymphoma and >1 impaired 
GA domain starting a new 
treatment regimen

• Summary of CGA 
impairments and 
recommendations provided 
to oncologist

• Control: usual care

• Grade 3-5 toxicity (any toxicity): 
• 50% vs 71% (p<0.001)

+:  Hematologic toxicity; non-hematologic 
toxicity

Similar overall survival 



Geriatric oncology: 5C (2023)
Study N Population Intervention Primary outcome Secondary outcomes

5C
Puts et al. 
JCO,2023

350

Patients aged ≥ 70; 
solid tumors or 
lymphoma/myeloma, 
starting chemotherapy, 
targeted therapy or 
immunotherapy

• Geriatric assessment and 
management (GAM)

• Control: usual care 

• QoL (EORTC QLQ-C30 at 6 
months)

• Global QoL of 4.4 points favoring 
the control arm)

-: functional status, grade 3-5 treatment 
toxicity, health care use, satisfaction, 
cancer treatment plan modification, 
hospitalisations, emergency department 
visits, overall survival. 



Geriatric oncology: G-oncoCOACH (2023)
Study N Population Intervention Primary outcome Secondary outcomes

G-oncoCOACH
Kenis et al.
RCT completed, 
analysis in 
progress

212

Patients aged ≥ 70; 
solid tumors, starting 
systemic therapy

• CGA coordinated by a 
geriatric team in combination 
with intensive patient 
coaching 

• Control: usual care (CGA 
coordinated by an oncology 
team)

• QoL (EORTC QLQ-C30 at 6 
months)

QoL at 3 and 12 months, patient 
satisfaction, functional status, falls, 
systemic therapy-related adverse events, 
geriatric recommendations, geriatric 
interventions, patient compliance, overall 
survival, hospitalisations. 

Aim: To evaluate the effectiveness of CGA coordinated by a geriatric team 
combined with intensive patient coaching versus CGA coordinated by an 
oncology team (= standard of care) on QoL in older patients with solid 
tumors receiving systemic therapy.



G-oncoCOACH
Methods: 

o multicenter RCT (clinicaltrials.gov = NCT04069962)
o two academic Belgian hospitals (UZ Leuven / UZ Brussel) 

Primary endpoint: 
o global health status (GHS) of EORTC-Qlq – C30 
o at 6 months after start of systemic therapy

Eligibility criteria:  
o 70+ years, 
o solid tumor, 
o systemic therapy with curative or non-curative intent (first / second-line), 
o physician-estimated life expectancy >6 months. 



G-oncoCOACH: intervention
CGA at baseline, 3, 6, and 12 months

Control Group

CGA coordinated by the 
oncology team 

(= standard of care)

Intervention Group

CGA coordinated by the 
geriatric team G-oncoCOACH intervention

Individual counseling: 
baseline / 2 / 4.5 / 8 / 10 months

Intensive patientcoaching

To increase patient compliance / To strengthen patient 
empowerment

By improving self-efficacy / By supporting self-management 
of age-related problems

Motivational interviewing



G-oncoCOACH: flow-chart

Patients approached for study (n = 267)

Patients with baseline assessment (n = 230)

Patients enrolled and randomized (1:1) in the study (n = 217)

Patients included in primary outcome analysis – QoL GHS available (n = 212)

Control group (n =107)

3-month FU Qol 
GHS available 

(n = 83)

6-month FU QoL 
GHS available 

(n = 78)

Intervention group (n =105)

3-month FU QoL 
GHS available 

(n = 89)

6-month FU QoL 
GHS available 

(n = 75)
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G-oncoCOACH: results

• Inclusion period: 10/2019 to 9/2021
• Mean age: 76.8 years
• Sex: female (n=111; 52.4%)
• 3 most common tumor types

o digestive (n=65; 30.7%) 
o thorax (n=44; 20.8%)  
o urogenital (n=33; 15.6%) 

• Systemic therapy: mostly non-curative intent (n=145; 68.4%) 

Cindy Kenis, RN, MScN, PhD



G-oncoCOACH: results
• Mean observed values (unadjusted) and 

confidence interval (CI) of the QoL GHS for: 
o baseline, 3, and 6 months
o both treatment arms 

• CG and IG difference in change of adjusted* 
EORTC Qlq-C30 GHS 
o 6 months versus baseline 
o 12.8 points in favor of the IG (95%CL 6.7-18.8; 

p<0.0001)
• CG: decline of 8.2
• IG: improvement of 4.5

Legend: CG = control group; IG = intervention group

*Analysis adjusted for: age, sex, ECOG-PS, G8, ADL, IADL, falls 
history, pain, fatigue, MMSE, GDS, polypharmacy, CCI, intent of 
systemic therapy, tumor type, diagnosis setting, ‘randomization 
group * follow-up month’.



G-oncoCOACH: conclusion

CGA coordinated by a geriatric team combined with extensive 
patient coaching improves QoL GHS in older patients with cancer 
compared to CGA coordinated by an oncology team. 

Secondary endpoints (e.g. QoL at 12 months, patient satisfaction, 
severe systemic therapy-related adverse events, unplanned 
readmissions, survival) under analysis. 



Conclusion

• CGA in geriatric oncology:  
o Detects previously unknown geriatric problems, 
o Influences treatment decisions,
o Tailored geriatric interventions, 
o Prognostic and predictive value (e.g. survival), 
o Improved communication / shared-decision making process, 
o Reduced chemotherapy-related toxicity, 
o Improvement of functional status-related outcomes, 
o Improvement of likelihood of treatment completion, 
o Improved quality of life. 

Source: Mohile et al, JAMA Oncology, 2020; Orum et al, JGO, 2021; Lund et al, BJO, 2021; Li et al, JAMA Oncology, 2021; Mohile et al, Lancet Oncol, 2021; 
Nipp et al, JGO, 2022;  Soo et al, Lancet, 2022; Puts et al, JCO, 2023; Hamaker et al, JGO, 2022



Conclusion
Awareness for age-related problems by healthcare professionals in 
daily oncology practice.  

Implementation of CGA and in particular geriatric interventions = a 
challenge. 

Ultimate goal = improvement of care for older patients with cancer!



Thank you!
CONTACT:

geriatrischeoncologie@uzleuven.be
cindy.kenis@uzleuven.be 

mailto:geriatrischeoncologie@uzleuven.be
mailto:geriatrischeoncologie@uzleuven.be
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