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Oncogeriatrics (part 4.)
Pre-operative assessment of elderly patients with cancer
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 lder patients comprise a highly heterogeneous group, and chronological age, comorbidities, or the type of surgical proO
cedure performed cannot adequately describe the risk of adverse post-operative outcomes. Therefore, current routine pre-operative assessment also cannot adequately identify patients at risk. The Comprehensive Geriatric Assessment, the mean
life expectancy and the treatment goals of a patient must be included in the pre-operative evaluation. The Comprehensive
Geriatric Assessment helps to determine the primary status of an older patient, to diagnose frailty syndrome and to identify
how to optimize a patient’s condition before surgery. Surgery is one of the primary triggers for disability in older patients.
In this age group, being independent is more important than prolonging life. This is particularly true in patients with frailty
syndrome, or decreased physiological reserves, which arise from cumulative deficits in several physiological systems and
result in a diminished resistance to stressors. Therefore, a standardized pre-operative diagnostic approach, individualized
surgical technique selection and tailored post-operative care are essential for successful treatment of elderly patients.
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In geriatric surgery, the key element is to recognize that an
elderly patient is not simply an “older adult”, and that routine procedures reserved for younger adults may not bring
the expected outcomes. In this age group, it is essential to
standardize pre-operative diagnostic processes and to personalize treatment and post-operative care. A key factor in
geriatric care is the pre-operative assessment, which should
be extensive and consider all changes associated with both
physiological and pathological ageing. The surgical procedure technique, itself, does not currently differ extensively
from accepted standards. However, an increasing number
of institutions are introducing modifications to the existing
oncological guidelines, especially for patients with frailty
syndrome. In addition, there is enough evidence that elderly cancer patients benefit when they undergo minimally
invasive surgical and/or endoscopic procedures performed
by experienced professionals [1, 2]. The wide availability of
various surgical platforms and techniques provides an unpre-
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cedented opportunity to offer elderly patients alternative
possibilities for their surgeries.
This necessity for personalized care arises from the substantial heterogeneity within the ageing population. Chronological and biological age are different, and with increasing age,
these differences become more pronounced. The speed of
ageing is unique to individuals and may even differ in separate
organs and systems of a single patient. Thus, it is a grave mistake to make decisions on the extent and method of surgery for
an elderly patient based solely on chronological age, medical
history, physical examination, basic biochemical and imaging
tests, as well as consultations. An increasing number of studies
show that the surgeon’s assessments for surgery eligibility are
largely subjective. For example, a large proportion of surgeons
associate frailty syndrome with multiple morbidities and/or
disability. Fried et al. studied the relationship between these
factors and concluded that only 21.5% of patients were diagnosed with multiple morbidities, disability and frailty syndrome

and most patients had only one of these factors. They found
that 6% of frailty syndrome patients were disabled (defined
as dependency in daily activities on others), while 46% had
multiple morbidities (defined as the presence of two or more
accompanying illnesses). The most important observation from
this study was that 27% of patients with frailty syndrome were
not disabled and did not have multiple morbidities at all [3].
Routine examinations often lead to a discontinuation of
therapy in patients who may potentially qualify for such treatments, and conversely, to seemingly healthy patients being
qualified for extensive surgical procedures. Commonly, older
patients are disqualified from radical treatments based on an
information card containing a long list of diagnoses. However,
it may turn out that none of these diseases are a marker illness,
and they may not have a significant effect on the post-operative period. However, the opposite may also be true, where
a patient reports for surgery without any comorbidities and
with documentation showing no counter-indications for surgery. Nonetheless, this patient also has not been adequately
assessed prior to the surgical procedure.
Another key aspect in the pre-operative assessment in elderly patients is to define the treatment goal. For young adults,
the aim is to achieve all elements, such as curing the illness,
preventing complications, alleviating symptoms, prolonging
life, maintaining an appropriate level of physical activity, and
improving the quality of life. For older patients, the situation
is not as obvious. Studies indicate that ensuring a suitable
quality of life is significantly more important than prolonging
it and maintaining independence in the post-operative period
should be a priority [4]. These facets to the treatment goals are
also increasingly being noticed by scientists studying cancer.
Five-year survival, disease- and complication-free survival are
no longer the only endpoints in assessing elderly cancer patients. Other factors that are increasingly being discussed are
those that are critical for elderly patients, such as quality of
life in the post-operative period and return to pre-operative
physical and mental capacity. We need to be aware that often
the doctor’s goals in designing the treatment do not align with
the patient’s goals. Additional factors that may prove helpful
in better understanding the patient’s expectations and what
can be offered to them, include: Comprehensive Geriatric Assessment (CGA), knowledge of the remaining average lifespan
relative to physical health, and defining the short- and long-term goals of the patient. A study is currently being conducted
which aims to answer some basic questions involved in the
process of returning to health following surgery:
• How long does an elderly patient need to return to everyday activity?
• How long will they be reliant on others for care?
• What will their mental capacity be after treatment?
Knowing the answers to these questions will allow elderly
patients to be offered more personalized treatment plans
and will allow the patients to give informed consent to such

plans. A patient’s perception of their own health, mood, and
ability to cope with their illness also varies by individual and
with time. The same goal does not always suit everyone. A healthy, elderly person will have different goals than a bedridden
patient with frailty syndrome. For the first, a key outcome will
be staying active, while for the second, it will be alleviating
symptoms and the possibility of independently going about
their daily activities.
Comprehensive Geriatric Assessment (CGA) is a multidirectional, integrated diagnostic process whose goal is to establish
the extent of impairment of welfare [5]. A detailed review of
CGA is beyond the scope of this article, so only the most basic
information necessary for understanding the process will be
discussed here. CGA is a set of diagnostic tools that evaluate
everyday:
• functionality,
• physical fitness,
• level of nutrition,
• existing comorbidities,
• risk of depression,
• cognitive function,
• polypharmacotherapy,
• social support.
Its goals are to assess the baseline condition of the patient,
identify previously unknown health issues, and diagnose frailty
syndrome. This in turn leads to pre-operative “optimization” of
the patient’s state and may be useful in selecting a treatment
strategy. It is estimated that CGA allows for the identification
of previously unidentified health issues in up to 40% of older
patients qualifying for surgical treatment [6]. Studies in many
different specialties have shown that frailty syndrome is an
independent risk factor for poor treatment outcomes in elderly
patients [7–9].
Studies conducted at our department showed that a deficit-accumulation model was the most beneficial model for
pre-operative patient assessment. The sum of the diagnostic
tools, and not their separate individual results, was an independent risk factor of 30-day mortality and post-operative
complications. Additionally, the number and type of assessment tools employed had a great effect on how frequently
frailty syndrome was identified. A CGA consisting of diagnostic
tools measuring functionality, physical and cognitive capacity,
levels of depression, level of nutrition, polypharmacotherapy
and comorbidities turned out to be the most precise measure
predicting post-operative complications and mortality [10].
A large obstacle to the widespread use of CGA is that it
requires experience, it is time-consuming, and it is not necessary for all elderly patients. However, in terms of the time
consumption, devoting an additional 40–60 minutes to a
patient prior to surgery may result in a decreased risk of complications and decreased dependence on others, and could
allow the patient to return to physical and cognitive fitness
sooner. Financially, there are benefits as well. The cost of care
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frequently multiplies when complications occur and could
cause the patient to require prolonged dependence on others
and/or being moved to a nursing/caring facility.
An alternative to using the full CGA may be to use a screening study. The current literature contains at least a dozen
diagnostic tools dedicated to this. In our studies, we compared
six of the most commonly used tools. The abbreviated CGA
(aCGA) and the G8 test were the best tools for elderly patients
with a cancer diagnosis who were qualified for a surgical procedure; the G8 showed the highest sensitivity and negative
predictive value, while the aCGA was better for general assessment [11]. On the other hand, for ad hoc procedures, the best
screening test was the Vulnerable Elderly Survey 13 (VES-13).
It had the highest sensitivity and negative predictive value in
assessing the risk of complications and mortality during the
post-operative period. While these approaches require further
study, they can already offer clinicians additional information
that may be used for post-operative treatment optimization
of high-risk elderly patients [12]. One should be aware that
screening tools aim to merely identify patients requiring additional geriatric assessments, and they do not allow for reliable
identification of problems in individual domains, which in turn
prevents planning the appropriate pre-rehabilitation. These
tools also have variable efficacy in different populations, which
is why it is recommended to analyze the potential usefulness
according to one’s needs.
Another important consideration to pre-operative assessment in the elderly is that surgical procedures are the single
greatest risk factor for disability and dependence on others for
care, especially in patients with frailty syndrome. It is therefore
worthwhile to briefly discuss the legal aspects. Often, elderly
cancer patients are offered a standardized treatment model
geared toward younger adults by their doctors, who do so
from the fear of being accused of incorrect oncological treatment. In this context, it may be useful to surgeons to highlight
the Supreme Court verdict from September 24, 2015 (V CSK
738/14 – the extent of obligation to provide information by
doctors), discussed in the article by Dr. Radosław Drozda from
the Department of Forensic Medicine at the Wrocław Medical
University [13]. It concluded that “the choice between alternative treatment methods belongs to the patient, and the clinician
should present the patient with all available treatment options
that are possible in their physical condition – at most with an
indication as to which of these options is the most beneficial
according to the doctor…”and “…it is the patient – despite a
lack of medical training – who should make the decision on the
surgical method that they will be subjected to. The role of the
doctor is to convince the patient why (and for what medical
reasons) it would be worth to undergo a riskier procedure. The
patient however has the right (driven by personal reasons or
even superstition) to pick a method that would be less invasive
and is likely to have a lower efficacy than the method proposed
by the clinician” [13].
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Currently, evidence-based medical decision-making in this
age group is met with great difficulty. This is caused in part
by the large number of low- and medium-quality publications and in part by the dearth of scientific evidence. The best
example of this is a study by Schiphorst et al., which analyzed
the involvement of elderly patients in studies of laparoscopic
surgeries, performed due to colorectal cancer. As highlighted
by the authors, in 85% of the cases the average age was below
65 years old, and 44% of studies excluded elderly patients [14].
Extrapolating results from studies conducted on younger patients is a significant error. However, in analyzing the number of
new publications devoted to the topic of elderly patients, one
can hope that many questions will be answered by increasingly
well-designed studies.
In conclusion, in order to improve treatment outcomes, it
is necessary to consider issues specific to older populations in
the pre-operative patient assessment. The questions presented
below can help in this decision-making process:
• Is the currently planned treatment strategy correct? Are
there alternative treatment options?
• What is the result of the Comprehensive Geriatric Assessment? Can frailty syndrome be diagnosed in the patient?
• What is the risk of complications?
• What would be the patient’s lifespan without treatment?
• What are the goals, preferences and expectations of the
patient? What effect might the treatment have on these
goals?
• Is it possible to improve the patient’s condition prior to
the surgical procedure?
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