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Abstract

Purpose: To identify geriatric predictors of first-line chemotherapy feasibility in elderly patients with solid
tumors. Patients and Methods: This was a prospective multicenter study of patients aged 75 years and older with
solid tumors. Ten geriatric parameters selected based on GERCOR expert opinion and published evidence were
recorded: three-word recall test, orientation to date and place, simplified Instrumental Activities of Daily Living,
fall risk assessment, prior hospitalization, polymedication, creatinine clearance, albumin, self-rated mood status,
and the caregivers’ presence. Treatment feasibility was defined as successful delivery of 3 months chemotherapy
with at least two-third of a standard dose at the first treatment course. Tumor responses, survival, and safety were
assessed. Results: Of 576 patients included in 49 centers between April 2008 and February 2012, 516 (89.6%)
were eligible. Mean age was 81 years (range 75-96), 261 (50.6%) patients had colorectal cancer, 357 (69.2%)
advanced disease, and 382 (74.0%) an Eastern Cooperative Oncology Group Performance Status of 0-1. Planned
chemotherapy was feasible in 298 (57.7%) patients. Geriatric factors significantly associated with chemotherapy
feasibility were hypoalbuminemia in all patients and in the colorectal cancer group (adjusted odds ratio [aOR]
2.6; C195%, 1.43-4.74 and 3.25; CI1 95%, 1.40-7.54, respectively) and self-rated mood status in all patients (aOR
1.56; CI 95%, 0.95-0.56). Grade 3-4 toxicity was observed in 123 (23.8%) patients. Conclusion: Albuminemia
and self-rated mood status were independent predictors for chemotherapy feasibility in elderly patients with solid

tumors.

Key words: cancer, chemotherapy, predictive factors, feasibility, elderly

Introduction

The majority of cancer incidence and mortality occurs in older  treatment coming from clinical trials of elderly patients with
adults. Indeed, approximately 50% of cancer diagnoses and  solid tumors are scarce, these suggest an equivalent benefit
70% of cancer mortality occur in patients aged 65 and over [1]. from chemotherapy compared with younger patients, without
Although specific data on the tolerability and efficacy of  any significant increase in toxic effects [2]. Nevertheless, older
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patients in these trials are generally fit due to restrictive inclu-
sion criteria thus represent a small percentage of all patients
who enter into the study, and are not systematically evaluated
for age-specific outcomes as these studies were most often
designed for the general population [3]. As such, study results
cannot be automatically extrapolated to elderly patients with
cancer [4]. In fear of potential treatment-related toxicities older
patients are less frequently treated than their younger counter-
parts, and they tend to receive less aggressive treatment or no
treatment at all [5-7].

Comprehensive Geriatric Assessment (CGA) in geriatric
oncology helps to evaluate several aspects of health status in
elderly patients to generate the patient-tailored geriatric
treatment plan. CGA components have shown their value in
predicting and improving outcomes such as therapeutic
decisions, chemotherapy-related toxicity, morbidity and
mortality during cancer treatment [8-16]. However, well-con-
ducted geriatric assessment is time consuming and clinically
constraining in the oncology practice and requiring an exten-
sive data collection. Several geriatric screening tools exist to
identify frail and fit patients in order to establish a treatment
plan best suited to their health status [17-26]. However, there is
still a need for a better identification of geriatric predictive
factors associated to chemotherapy feasibility and/or toxicity.

Two large prospective studies, the CARG and the CRASH,
incorporated measures within CGA in order to identify
independent risk factors for severe chemotherapy-related toxic-
ity [10,11]. The CARG toxicity tool that was framed in a study
of 500 patients with a mean age of 73 years estimated risk of
severe chemotherapy toxicity ranging from 30% in the
lowest-risk group to 83% in the highest-risk group. In a similar
vein, the CRASH tool was evaluated in a study involving 518
patients with a mean age of 75 years. The estimated risk for
hematologic grade >4 toxicity ranged from 7% in the
lowest-risk group to 100% in the highest-risk group, while
non-hematologic grade >3 toxicity ranged from 33% in the
lowest-risk group to 93% in the highest-risk group. Although
the predictive risk-stratification schemes reported by these
studies are of great interest, these two scores still remain
complex to use for oncologists according to the requirement of
several clinical and biological parameters, not systematically
collected in daily oncological practice.

The objective of this study was to identify predictors of
chemotherapy feasibility in elderly patient with solid tumors
using the 10-item geriatric GERCOR OLD scale.

Patients and Methods
Study design and patient population

The GERCOR OLD prospective multicenter study was
conducted at 49 French centers (academic, public, and private).
Patients diagnosed with solid tumor (whatever the tumor site
and stage), aged >75, and with no prior chemotherapy were
eligible. Written informed consent was obtained from each
patient prior to inclusion. This trial is registered with Clinical-

Trials.gov (NCT00664911).

Objectives

The primary objective was to identify geriatric predictors of
first-line chemotherapy feasibility in elderly patient with solid
tumors using the 10-item geriatric GERCOR OLD scale. The
treatment feasibility was assessed. A successful delivery of
chemotherapy was defined as: 1) treatment duration of at least
3 months, 2) starting dose of at least two-third of a standard
dose of regimen, and 3) a dose reduction of <33%. Secondary
objectives were to evaluate safety, tumor response rates, and
survival outcomes.

Data collection and geriatric assessment

All eligible patients completed a 10-item geriatric GERCOR
OLD assessment scale at baseline. Ten items selected based on
GERCOR expert opinion and published evidence [27-30] that
included variables considered as good prognostic factors in
geriatric patients with cancer were: cognitive function measures
assessed by a three-word recall test and orientation to date and
place; dependence and mobility measures estimated by Instru-
mental Activities Daily Living (IADL)-4-item and fall risk
assessment; co-morbidities measures assessed by hospitaliza-
tion in the year preceding study for causes other than cancer,
and polymedication; renal function and nutritional status based
on creatinine clearance and albumin level; and psychological
and social environment items evaluated through depressed
mood self-assessment and the caregivers’ presence. Patient and
treatment characteristics and chemotherapy administration
status (feasible/unfeasible) were collected. Toxicity was
assessed according to the National Cancer Institute's Common
Terminology Criteria for Adverse Events (NCI CTCAE)
version 3 [31].

Statistical analyses

The chemotherapy feasibility was analyzed according to the
geriatric GERCOR OLD scale and selected clinical parameters
(age, sex, tumor location, tumor stage, and Eastern Cooperative
Oncology Group Performance Status [ECOG PS]). The analy-
sis population consisted of patients who received chemotherapy
(mono/doublet, with/without targeted agent). Frequencies and
percentages were calculated for categorical variables and mean
+ standard deviation (SD), median and range (minimum-maxi-
mum) for continuous variables. Continuous variables were
analyzed by Student's t-test for normally distributed data and
Wilcoxon test for skewed data. Categorical variables were
compared by Chi-square test. Chi-square test and Fisher's exact
test were used to compare grade >3 toxicity rate and chemother-
apy feasibility.

Overall survival (OS) was calculated from the date of begin-
ning chemotherapy to the date of death (from any cause).
Progression-free survival (PFS) was defined as the time from
the date of beginning chemotherapy to disease progression or
death from any cause. Disease-free survival (DFS) was defined
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as time from the date of beginning chemotherapy to the date of
first recurrence (local or distant) or death from any cause what-
ever occurred first. Alive patients without progression (PFS) or
relapse (DFS) were censored at the date of the latest news.

Adjusted odds ratios (aORs) and 95% ClIs were estimated
from univariate and multivariate models. If a relationship
between an individual factor and treatment feasibility had a
P-value < 0.20, the factor was entered into a subsequent multi-
variable analysis using a backwards-stepwise elimination.
Discrimination and calibration were assessed using the receiver
operator characteristic (ROC) curve and Hosmer-Lemeshow
test, respectively [32,33]. Bootstrapping was used on the final
model for internal validation.

OS, PFS, and DFS were analyzed by the Kaplan-Meier
method and presented with hazard ratios (HRs) and correspond-
ing 95% confidence interval (CI). Median follow-up was calcu-
lated using the reverse Kaplan-Meier method.

The data were analyzed using STATA software version 11
(STATA Corporation College Station TX, USA).

Results
Patient characteristics

Between April 14, 2008 and February 1, 2012, 576 patients
were included in the study. The cut-off date for data collection
was May 2, 2016. In total, 516 were eligible for feasibility
analysis (Figure 1). The main tumor and patient characteristics
are presented in Table 1. The median age of patients was 81
years (range 75-96). Most patients had advanced disease (n =
357, 69.2%) and ECOG PS of 0-1 (n = 382; 74.0%). Half of
patients (n =261, 50.6%) had colorectal cancer (CRC), mainly
advanced representing the largest group of patients within the
whole population (n = 189, 36.6%).

Overall, 198 (38.4%) patients received mono-chemothera-
py and 313 (60.6%) received doublet chemotherapy (Supple-
mentary Table S1). Most common single-agent regimens were
fluoropyrimidines (n = 84, 42.4%) and gemcitabine (n = 57,
28.8%). Oxaliplatin-based regimens (FOLFOX or XELOX; n=
153, 48.9%) were the most often used doublets (Supplementary
Table S1).

Baseline geriatric characteristics of the whole and CRC
populations are given in Table 2. The large majority of patients
gave favorable answer in any of the cognitive function
measures, had favorable baseline biological parameters (creati-
nine clearance >30 mL/min and albumin >30 g/L), was not
depressed, and had a caregiver. However, 217 (42.0%) of
patients were IADL-dependent, and 238 (46.1%) were hospital-
ized in the previous year. Overall, only 48 (9.3%) of patients
endorsed no deficit on all of the 10 items.

Chemotherapy feasibility

Treatment feasibility was observed in 298 (57.7%) and 161
(61.7%) patients in the whole and CRC population, respectively
(Supplementary Table S1). Those patients represented the
feasibility group. In the whole population, treatment was

considered unfeasible in 218 (42.2%) patients mainly due to
death (22.9%), severe adverse events (20.6%), early tumor
progression/relapse (13.3%), investigator decision (5.9%),
patient’s choice (2.2%), and lost to follow-up (1.3%). These
patients represent the unfeasibility group.

Predictive factors for chemotherapy feasibility

In the whole population, factors significantly associated
with chemotherapy unfeasibility in the multivariate analysis
were tumor location (non-colorectal versus colorectal, P =
0.005), hypoalbuminemia (P = 0.001), and self-rated mood
status (P = 0.040; Table 3).

In the CRC population, hypoalbuminemia was the only
factor significantly associated with chemotherapy unfeasibility
in the multivariate analysis (P = 0.0027; Table 3).

Other variables were not significant.

Treatment tolerance

Adverse events for the whole and CRC populations are
shown in Supplementary Table S2. In total, 104 (104/516,
24.0%) patients in the whole population experienced at least
one grade 3 toxicity. Grade 3-5 decreased neutrophil counts
were reported in 8.9% (n = 46) of patients. There was slightly
more patients with grade 3-5 toxicities in the feasibility group
(P =0.144) than in the unfeasibility groups (P = 0.095; Supple-
mentary Table S3).

In the CRC population, 60 (60/261, 23.0%) patients experi-
enced at least one grade 3 toxicity. Grade 3-5 decreased neutro-
phil counts were reported in 4.4% (n = 23) of patients. There
were more patients with grade 3-5 toxicities in the feasibility
group (P = 0.144) than in the unfeasibility group (P = 0.095;
Supplementary Table A3). The occurrence of toxic effects
according to chemotherapy treatment in the CRC population is
reported in Supplementary Table S4. Overall, toxicities were
regarded as mild (grade 1-2). CRC patients treated with
oxaliplatin-based chemotherapy experienced a greater number
of adverse events compared with those treated with other
regimens.

Tumor response

In all patients with advanced disease (357/516, 69.2%), the
tumor response rate (complete and partial) was 30.8%, stable
disease was 42.6%, and disease progression was 22.7% after 3
months of treatment (Supplementary Table S1).
In the metastatic CRC population (n = 189), the tumor response
rate (complete and partial) was 30.2%, stable disease was
43.9%, and disease progression was 16.9% after 3 months of
treatment (Supplementary Table S1).

Survival according to chemotherapy feasibility

In the whole population, the 1-year OS rate was 66.6%
(Supplementary Table S5). The median OS was 18.6 months
(95% CI, 16.7-22.6) in the feasibility group and 8.4 months in
the unfeasibility group (95% CI, 5.8-13.0; Figure 2A and
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Figure 2. Overall survival according to treatment feasibility in the whole (A) and metastatic colorectal (B) populations

Table 1. Patients and tumor characteristics

Population
All No. (%) | Colorectal Pancreatic Lung cancer Breast cancer | Ovarian cancer | Other
cancer No. (%) | cancer No. (%) No. (%) No. (%) No. (%) No. (%)
N 516 (100) 261 (50.6) 55 (10.6) 38 (7.4) 35(6.8) 34 (6.6) 93 (18.0)
Age 81 (75-96) 81 (75-96) 80 (75-90) 79 (75-89) 80 (75-90) 80 (75-88)
(years range)
Sex
Male 251 (48.6) 143 (54.8) 28 (50.9) 25 (65.8) 2(5.7) 0 93 (18.0)
Female 265 (51.3) 118 (45.2) 27 (49.1) 13 (34.2) 33 (94.3) 34 (100) 93 (18.0)
Stage
Early 159 (30.8) 71 (27.2) 22 (40.0) 14 (36.8) 11 (31.4) 4 (11.8) 37 (39.8)
Advanced | 357 (69.2) 189 (72.4) 33 (60.0) 23 (60.5) 24 (68.6) 30 (88.2) 58 (62.4)
Unknown | 0 1(0.4) 0 1(2.6) 0 0 2(2.1)
ECOG PS
0 145 (28.1) 74 (28.3) 13 (23.6) 12 (31.5) 11 (31.4) 8(23.5) 27 (29.0)
1 237 (46.9) 126 (48.3) 26 (47.3) 17 (44.7) 10 (28.6) 17 (50.0) 41 (44.1)
>2 75 (14.5) 35(13.4) 11 (20.0) 5@13.1D) 6(17.1) 3(8.8) 15 (16.1)
Unknown | 59 (11.4) 26 (10.0) 50.1) 4 (11.5) 8(22.8) 6 (17.6) 10 (10.7)

Abbreviations: ECOG PS: Eastern Cooperative Oncology Group performance status
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Table 2. Patient geriatric characteristics in the whole and colorectal
cancer populations

All Colorectal cancer
(N=516) | population
(N=261)
Dimension Measure Item No. (%) No. (%)
1" | Orientation to
date and place
No error 443 (85.9) | 227 (86.9)
At least one error |68 (13.2) | 32 (12.3)
Cognitive Missing 5(0.9) 2(0.77)
function 2" | Three-word
recall test
No error 382 (74.0)| 186 (71.3)
At least one error | 125 (24.2) | 70 (26.8)
Missing 9 (1.7) 5(1.9)
3" | IADL score
Independence 443 (85.9)| 227 (86.9)
Partial 68 (13.2) | 32(12.3)
dependence
Dependence Missing 408) | 2(0.8)
and fall risk
4" | Fall risk test
Successful 346 (67.1) | 183 (70.1)
Unsuccessful 156 (30.2) | 74 (28.3)
Missing 14 (2.7) 4(1.5)
5" | Hospitalization
during the
previous year
No 270 (52.3) | 134 (51.3)
Co-morbidity Yes 238 (46.1) | 125(47.9)
Missing 8 (1.6) 2(0.8)
6" | Polymedication > 5
Successful 318 (61.6) | 166 (63.6)
Unsuccessful 190 (36.8) | 93 (35.6)
Missing 8 (1.6) 2(0.8)
7" | Creatinine
clearance >30
ml/min
No 498 (96.5) | 251 (96.1)
Co-morbidity Yes 12 (2.3) 72.7)
Missing 6(1.2) 3(1.1)
8" | Albumin > 30 g/L
Yes 379 (73.4)| 199 (76.2)
No 88 (17.1) | 45(17.4)
Missing 49 (9.5) 17 (6.5)
9" | Depressed mood
self-assessment
No 356 (69.0) | 181 (69.3)
Yes 153 (29.7) | 76 (29.1)
Co-morbidity Missing 7(1.4) 4(1.5)
10" | Caregivers presence
Yes 473 (91.7) | 241(92.3)
No 37(7.2) 16 (6.1)
Missing 6(1.2) 4(1.5)

Abbreviations: IADL: score Instrumental Activities of Daily Living score;
[“Geriatric dimensions” subgroup

Supplementary Table S5).

For the patients with metastatic disease (n = 357), the
median OS was 13.9 months (95% CI, 11.5-16.7) and the
median PFS was 5.6 months (95% CI, 4.7-6.7). In the feasibility
group the median OS and PFS were 18.0 and 7.2 months, while

in the unfeasibility group the median OS and PFS were 5.8 and
2.8 months (Supplementary Table S5).

In the metastatic CRC population, the median OS was 16.3
months (95% CI, 13.9-20.4); 18.6 months in the feasibility
group and 9.9 months in the unfeasibility group (Figure 2B and
Supplementary Table S5). The median PFS was 7.4 in the
feasibility group versus 3.4 months in the unfeasibility group
(Supplementary Figure S1 and Table S5).

Discussion

Our study showed that first-line chemotherapy was feasible
in 57.7% of elderly patients with solid tumors. Albumin and
self-rated mood status were the two predictive factors that were
independently associated with treatment feasibility. Grade 3-4
adverse events were observed in only 23.8% of all patients. In
this study the response rates were 30.8% and 30.2% in all and
metastatic CRC patients, respectively. The median OS was
longer in the feasibility group than in the unfeasibility group for
all (18.6 versus 8.4 months) and CRC patients (18.6 versus 9.9
months).

Chemotherapy feasibility rate in our study was in line with
previous reports of older patients with different cancers
[7,14,34-40]. However, the chemotherapy feasibility definition
differs between our and other studies. Treatment in this study
was defined as a successful delivery of at least two-third of a
standard dose of regimen at the first treatment course of the
planned 3-month chemotherapy, while this definition in other
reports included various measures such as the completion of
planned number of cycles (from 4 to 12), dosage reduction,
treatment interruptions, and grade 3-4 toxicity in other studies
[7,8,14,35,36]. Moreover, unlike in other studies, the evaluation
parameters were not the decisive factor in the choice of a
chemotherapy treatment [11,14,35].

The baseline clinical and geriatric characteristics of our
population (ECOG PS, TADL, hospitalization in the previous
years, and polymedication) are similar to those observed in
other geriatric evaluation studies of elderly patients using
different scales and tools [14,35].

Our multivariate analysis showed that albumin was associ-
ated with chemotherapy feasibility. Serum albumin is an indica-
tor of nutritional status and related to chronic inflammation
[41-43].
albumin may reflect its severity, the patient’s general condition,

During cancer-induced inflammatory response,
and consequently the patient’s ability to tolerate chemotherapy.

Albumin has been described as an independent prognostic
factor of response and survival, morbidity and mortality, toxici-
ty, or early termination of chemotherapy in various tumors
[13,14,35,44-57]. The value of albuminemia for chemotherapy
feasibility and survival prediction that emerges from our analy-
sis in addition to those described underlines the clinical impor-
tance of this multi-potent factor. Moreover, self-rated mood
status in our study was associated with chemotherapy unfeasi-
bility in all patients and not with chemotherapy-induced severe
toxicity, early functional decline during chemotherapy, or
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Table 3. Factors associated with chemotherapy feasibility in the whole and colorectal cancer populations

Univariate analysis Multivariate analysis
Whole Colorectal Whole Colorectal
population population population population
(n=516) (n=261) (n=516) (n=261)
OR 95%CI | P OR 95% CI P OR 95% CI P OR 95%CI | P
Age, year (median)
<80 1 1
>80 1.18 0.83-1.68 | 0.353 | 1.16 0.60-2.26 | 0.671
Sex
Male 1 1
Female 0.98 0.69-1.39 | 0917 | 1.05 0.63-1.73 | 0.859
Tumor location
Colorectal 1 1 1
Digestive 1.86 1.12-3.07 1.55 1.12-3.07 1.55
Gynecologic 0.82 0.48-1.41 0.84 0.48-1.41 0.84
Genitourinary 0.79 0.35-1.78 0.74 0.35-1.78 0.74
Lung 2.61 1.40-4.88 | 0.003 3.08 1.40-4.88 | 0.005 | 3.08
Stage
Early 1 1 1 1
Advanced 1.46 0.97-2.19 | 0.072 | 1.60 0.85-3.03 | 0.148 | 1.45 1.45
Stage
<l 1 1 1 1
>1 1.61 0.98-2.66 | 0.059 | 2.08 1.00-4.33 | 0.049 | 1.34 1.492 0.72-3.08 | 0.129
GERCOR OLD scale
items
Orientation to date
and place
At least one error 1 1
No error 0.94 0.56-1.59 | 0.832 | 0.95 0.44-2.05 | 0.903
Three-word recall test
At least one error 1 1
No error 1.46 0.97-2.20 | 0.073 | 0.87 0.49-1.55 | 0.643
Dependence and Mobility
IADL
Independence 1 1
Partial dependence | 1.13 0.79-1.62 | 0.485 | 1.25 0.75-2.08 | 0.392
Fall risk assessment
Successful 1 1
Unsuccessful 1.43 0.97-2.09 | 0.068 | 1.57 0.90-2.70 | 0.116
Comorbidity
Hospitalization in the
prior year
Yes 1 1
No 1.12 0.79-1.60 | 0.520 | 1.87 0.52-1.44 | 0.587
Polymedication > 5
Yes 1 1
No 1.48 1.03-2.13 | 0.034 | 1.61 0.69-1.95 | 0.575
Creatinine clearance >
30 ml/min
Yes 1 1
No 1.39 0.44-4.45 | 0.058 | 1.99 0.26-5.54 | 0.816
Albumin > 30 g/L
Yes 1 1 1 1
No 2.31 1.44-3.71 | 0.001 | 2.40 1.24-4.65 | 0.009 | 2.36 1.44-3.86 |0.001 | 2.31 1.10-4.86 | 0.003
Self-rated mood status
Yes 1 1
No 1.61 1.10-2.36 | 0.014 | 1.69 0.98-2.92 | 0.058
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Caregivers’ presence
Yes 1 1 1 1
No 0.62 0.30-1.28 | 0.196 | 0.53 0.17-1.71 | 0.292 | 1.55 1.02-2.35 | 0.040 | 1.68 0.90-3.16 | 0.106

Abbreviations: OR: odds ratios; ECOG PS: Eastern Cooperative Oncology Group performance status; IADL: Instrumental Activities of Daily Living.
Note: Harrell’s C index=0.7711; Area under the curve (AUC): 0.724 (95% CI, 0.67-0.77); Hosmer and Lemeshow P value: P =0.548

decreased survival like in other studies [8,36]. It should be
noted that IADL impairment, was not independent predictor of
chemotherapy feasibility in our study, nevertheless it has been
seen in a large proportion of patients (42%). In other studies of
older patients, IADL was shown to be strongly related to poor
health-related quality of life, hospitalization, morbidity, and
mortality.

Only 23.8% of patients in our study had grade 3-4 toxicity
unlike in other studies, which found an incidence of adverse
events a twice higher [7,10,11,35,58-60]. A large CRC popula-
tion treated with less toxic chemotherapy and limited number of
patients with an ECOG PS >2 in our series (16% versus 28-47%
in other studies) might account for this observation. Patients
who were capable to tolerate and complete planned chemother-
apy (the feasibility group) had more grade 3-4 toxicity than
other patients because they received more chemotherapy
overall.

Our survivals results show that older patients are likely to
demonstrate similar clinical benefits as younger patients if
receiving optimal therapy. This observation is in agreement
with subgroup analyses from pooled first-line clinical studies of
patients with metastatic CRC [37,61,62].

The treatment efficacy results in terms of OS and PFS in the
feasible group observed in our study are similar to these from
randomized phase II and phase III of metastatic CRC patients
more than 75 years old treated with doublet or single-agent
first-line chemotherapy with the median OS ranging between
11.3 and 21.7 months and the median PFS between 5.1 and 10.4
months [37,58-60,63,64].

The strength of our study is that it represents one of the
largest prospective multicenter studies focusing on treatment
feasibility in chemotherapy-naive elderly (a median age of 81
years old) patients with solid tumors. However, the study has
some limitations. We cannot exclude results bias. The
GERCOR OLD geriatric scale has limitation in terms of its
pragmatism and over simplicity that could lead to non-signifi-
cant results. Another limitation is population heterogeneity in
terms of tumor location, however with CRC being the most
frequent (37%). In addition, the majority of patients included in
our study were judged fit (ECOG PS 0-1; 74%) by their oncolo-
gist for receiving first-line chemotherapy. Although IADL was
not significantly related to chemotherapy feasibility in our
analysis, it was found impaired in 42% of patients. In a study by
Owusu et al., ECOG PS demonstrated excellent discriminatory
abilities for identifying IADL disability and cognitive impair-
ments [65]. These observations probably reflect limitation of
ECOG PS measure for chemotherapy feasibility assessment in
an elderly-specific population. This variable alone is insuffi-
cient for assessment in an elderly-specific population. There-

fore, we hypothesized that ECOG PS can be associated with
albumin and self-related mood status in order to increase to
better prognostic performance.

In conclusion, our study showed that albumin and self-rat-
ed mood status are independent chemotherapy feasibility
factors of chemotherapy feasibility suggesting that these
parameters should be systematically included in the geriatric
assessment of patients with cancer. Based on these results and
the published phase III AVEX study data [58], a phase III
COLAGE trial to determine the feasibility of two therapeutic
strategies using a depression-albumin-ECOG-PS-based scale is
planned.
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