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Special considerations
for health status evaluation



Life expectancy in senior adults: a large 
variability reflecting health status variability
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Practical Geriatric Assessment (1)

• Clinical examination
• Pharmaceutical assessement
• Comorbidities
• Specific questionnaire (including QoL)
• Biological screening:   

– Hemogram, liver tests, creatinine
clearance, Ca & Ph

– TSH & LT4, vitamine B 12, folic acid, 
vitamin D3

– Albumin & pre-albumin.



Comorbidity evaluation: the choice of CISR-G



Practical Geriatric Assessment (2)

• Measure of geriatric scales :
– Dependancy:  ADL & IADL, 
– Nutrition: MNA, weight loss > 5%
– Depression: GDS 
– Cognition: MMS, repeated delirium, dementia
– Risk of fall: Tinetti test

• Geriatric syndromes include: dementia, 
delirium, depression, falls, neglect and abuse, 
spontaneous bone fractures

• Metabolis syndrom (diabetes type II+++)



Special considerations
for prostate cancer



Localized prostate cancer

Low risk

Intermediate risk

High risk

Radical
prostatectomy

Radiation
therapy

Only patients with high-risk disease are 
likely to receive curative treatment

Death of other causes
Death of prostate cancer

D‘Amico A et al. JCO 2003, 21: 2163-2172



It included 8275 patients from
27 randomized trials, 88 % of 
patients had metastatic and 12 % 
locally advanced disease; the 
median age was 70 years and
the median  follow-up was 

5 years. A 1.8 % 5-year 
survival gain was observed
with CAB but failed to reach 
statistical significance.

Maximum androgen blockade 
in advanced prostate cancer: 
an overview of the randomised 
trials.  Prostate Cancer Trialists' 
Collaborative Group. 
Lancet 2000, 355, 1491-1498. 

A trend in favor

Not significant

Androgen deprivation.Androgen deprivation.



Androgen suppression increases
the risk of fracture
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Mean change in
serum N-telopeptide

Mean change in
serum bone alcaline
phosphatase



NCCN Recommendations

• Basic BMD.+ dosage Ca & Vitamine D3

• Supplémentation with calcium & vitamine D:
– Cholécalciférol (vit D3) 100.000 U/ 1 à 3 months.
– Calcium :  500 mg à 1g / d. (serum Ca control).

• Previous ostéoporosis : biphosphonates
Dose is debatable.
Take care of toxicity (maxillary necrosis). 



Advanced prostate cancer Chemotherapy

Docetaxel 75 mg/m2 Q3 weeks 
+ prednisone 5 mg x 2/dR
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Stratification :

Pain score

PSc ≥ 2  ou AS ≥ 10
versus

PSc < 2  ou AS < 10

KI
≤ 70  versus  ≥ 80

Docetaxel 30 mg/m2 weekly 
5/6 weeks. + prednisone 5 mg x 2/d

Mitoxantrone 12 mg/m2 Q3 weeks 
+ prednisone 5 mg x 2/d

Treatment Duration : 30 weeks

TAX 327: Docetaxel in metastatic HRPC
Tannock IA et al. N Engl J Med 2004, 351: 1502-1512



Results in the general case: TAX 327
1- Mitoxantrone plus prednisone 
was standard CT in HRPC.

2- Docetaxel has demonstrated
a significant survival benefit

Docetaxel weekly
Médian
survival Hazard-
(months) ratio p

Combined 18.2 0.83 0.03
D  Q3W 18.9 0.76 0.009
D  Weekly  17.3 0.91 0.3
Mitoxantrone 16.4  – –
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Mitoxantrone

3- Docetaxel is now 
accepted as the standard
chemotherapy in HRPC
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Tannock IA et al. N Engl J Med 2004, 351: 1502-1512



The case of senior adults: TAX 327
Survival benefit for all age subgroups

0.2 0.4 0.6 0.8 1 1.2 1.4

Age <65 years
Age ≥65 years

Age ≥75 years

50 % with Creatinine
Clearance < 50 ml/mn

Creat < 1.5 x N

50 %Karnofsky < 70 : 
# 10%

50 %Age > 75 years : 
# 20%

Median CIRS-G score: 
12

No serious 
medical condition

Incidence severe CHF: 
1.5%*
Prevalence CHF: 13%

Normal cardiac 
function

Elderly pts populationDocetaxel trial

ITT

But trial population is
not representative of 
a senor adult population.

Hazard ratio in favour of
Docetaxel Mitoxantrone

Pain: no
Pain: yes

KPS ≥80
KPS ≤70

Tannock IF, et al. N Engl J Med 2004; 351: 1502–1512.



Pooled analysis of 2 phase II clinical studies of
weekly Taxotere (36mg/m2 for 6/8 weeks) in men with

metastatic androgen-independant prostate cancer

Beer TM, Berry W et al. Clinical prostate cancer 2003, 2: 167-172



Weekly docetaxel (Beer et al.)
efficacy results: same activity

47%
33%-61%

40%
23%-57%

PSA response rate
[95% CI]

29%
[0-65%]

33%
[0-66%]

Measurable disease
progression rate [95% CI]

33 weeks
[13-54]

45 weeks
[36-54]

Overall survival
median [95% CI]

23.1%
50%

26.9%
0%

17.6%
55.9%
23.5%
2.9%

ECOG performance
0
1
2
3

≥ 70 years
(n=52)

< 70 years
(n=34)

No significant differences for all parameters



Weekly docetaxel (Beer et al.)
hematologic toxicity: few differences

11.5%3.8%0%5.9%Infection

5.8%5.8%8.8%14.7%Anemia

1.9%3.8%2.9%2.9%Thrombocytopenia

3.8%02.9%0Neutropenia

5.8%1.9%2.9%5.9%Leucopenia

Grade
≥3

Grade 2Grade
≥3

Grade 
2

≥ 70 years
(n=52)

< 70 years
(n=34)

No significant differences for all parameters



Decision trees

Internationally accepted guidelines (EAU, NCCN…)
are valid as well as

scientifically established national guidelines







Senior adults with localized prostate cancer

Standard treatment
as for younger patients
except prostatectomy

Symptomatic
management including

specific treatments
(hormones, RTUP…)

Readaptation

Life Expectancy Evaluation

Group 1
(Healthy)

Group 2
(Vulnerable, i.e.

reversible problem)

Group 3
(Frail, i.e. non

reversible problem)

Group 4
(Terminal illness)

• Comorbidity (CISR-G):
grade 0 or 1 or 2

• Independent in IADL
• No denutrition

• Comorbidity (CISR-G):
at least one grade 3

• Dependent in ≥ 1 IADL
• Denutrition

• Comorbidity (CISR-G):
several grade 3 or at least
one grade 4 

• Dependency: Impairment
of at least one ADL

• Cognitive impairment
• Repeated delirium
• Severe denutrition

• Terminal
• Bedridden
• Major comorbidities
• Cognitive impairment

Standard treatment
as for younger

patients

Only palliative
treatment



Adapted (weekly?)
chemotherapy

Readaptation

Group 1
(Healthy)

Group 2
(Vulnerable, i.e.

reversible problem)

Group 3
(Frail, i.e. non

reversible problem)

Group 4
(Terminal illness)

• Comorbidity (CISR-G):
grade 0 or 1 or 2

• Independent in IADL
• No denutrition

• Comorbidity (CISR-G):
at least one grade 3

• Dependent in ≥ 1 IADL
• Denutrition

• Comorbidity (CISR-G):
several grade 3 or at least
one grade 4 

• Dependency: Impairment
of at least one ADL

• Cognitive impairment
• Repeated delirium
• Severe denutrition

• Terminal
• Bedridden
• Major comorbidities
• Cognitive impairment

Standard
chemotherapy

Symptomatic
treatment

Standard
chemotherapy

Hormonal treatment (first & second lines, anti-androgen withdrawal, biphosphonates.

Life Expectancy Evaluation

Senior adults with advanced prostate cancer



GuidelinesGuidelines
The urological approach in senior adults with prostate cancer is
the same as in younger patients. 
Internationally accepted guidelines are used.
Stratification of patients with localized disease use the D’Amico classification. 
Only  high-risk patients are likely to benefit from
curative therapy. 
Treatment decisions should be based on evaluation of patient
“health status”:

“Fit” or healthy senior adults should receive the same treatment
as  younger patients.
“Vulnerable” patients (who have reversible impairment) should
receive standard treatment after readaptation.
“Frail” patients (who have non-reversible impairment) should
receive adapted treatment.
“Too sick” patients are candidates for symptomatic treatments.



Communication strategy
• Congress presentations :

– SIU (Paris) in september 2007.
– EPOG (French Society OncoGeriatrics, Bordeaux)

in september 2007.
– ECCO 14th meeting (Barcelona) in october 2007
– SIOG (Madrid) in november 2007
– Submitted to : 

• GU ASCO meeting, San Francisco (February 2008).
• EAU meeting in Milan (march 2008).
• Will be sumitted to ASCO annual meeting, AUA and ASTRO

• Publications : CROH (review of the material), 
BJU Int. after external review.
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