
Geriatric assessment for elderly 

patients undergoing urological surgery 





• Older adults are an increasing proportion of surgical care, 

with greater than 35% of all inpatient operations being 

performed in adults 65 years or older in the United 

States. 

• This number is higher in subspecialties, such as urology, 

where 65% of all operations are performed in adults 

aged 65 years and older.  

• This proportion is anticipated to increase in the years 

and decades to come.  

INTRODUCTION 



• It is essential to understand the unique physiology, risks, 

and characteristics of older adults to provide optimal 

urologic care for these patients. 

    

INTRODUCTION 



• Traditionally, preoperative care for elective surgery is 

led by a urological department with anesthetic support 

and the decision ‘to operate or not?’ is often limited to 

marking a patient with the label ‘fit’ or ‘unfit’ for 

anesthesia and surgery without any fitness 

improvement plan. 

• In the clinical setting, age remains the main criterion in 

qualification of elderly patients to urological surgery. 

The metrical age is often different to biological age – it 

sounds like a truism, but the accuracy of the 

estimation of biological age by doctors is poor. 

INTRODUCTION 



• The routine preoperative assessment of urological 

patients [based on medical history, physical examination, 

American Society of Anesthesiology score (ASA), 

Eastern Cooperative Oncology Group scale (ECOG) and 

laboratory tests] does not provide data to qualify older 

patients for surgery with full regard for their specific, 

often subclinical physiologic, nutritional or cognitive 

deficits. 

• Comorbidity indexes are based only on already 

diagnosed conditions and cannot detect subclinical 

conditions. 

INTRODUCTION 

FRAILTY  



• Simply, frailty is a state of extreme vulnerability to 

stressors that leads to adverse health outcomes. 

 → In reality, however, frailty is a complex, multidimensional, 

and cyclical state of diminished physiologic reserve that 

results in decreased resiliency and adaptive capacity and 

increased vulnerability to stressors.  

FRAILTY 



• Frailty predisposes to poor health outcomes, including 

functional decline, falls, increased risk of hospitalization 

and death. 

• Current recommendations state that all patients older 

than 70 years and those with significant weight loss 

(>5%) because of chronic illness should be screened for 

frailty. 

• Which frailty measure is optimal for screening and 

assessment, however, is not clear. 

FRAILTY 



• Using a single-item assessment tool is a quick and easy 

way to quantify a patient’s level of frailty. 

Individual Assessment Tools 



• Developed by the Geriatric Advisory Panel of the Interna-

tional Academy of Nutrition and Aging, the FRAIL scale is 

a validated screening tool consisting of 5 straightforward 

questions. 

The FRAIL Scale 



• Because it can be self-administered and does not 

require a face-to-face examination, this tool can be an 

efficient and cost-effective way to screen large groups of 

patients for frailty. 

• However, the FRAIL scale is used most frequently in a 

primary care or community settings, and it has not been 

studied extensively as a screening tool in patients with 

cancer.  

The FRAIL Scale 



• The VES-13 is a self-administered survey that consists 

of 13 items: 1 item for age and 12 that assess health, 

functional capacity, and physical performance. 

The Vulnerability Elders Survey-13 



• The VES-13 is a practical screening tool that has been 

reported as a reliable marker of frailty in patients with 

cancer, although it may be inaccurate because of 

patient overestimation of their own competencies 

The Vulnerability Elders Survey-13 



• Phenotypic frailty is one of the most widely used frailty 

measurement tools in oncology and has been 

recognized as one of the optimal strategies for assessing 

elderly patients preoperatively by the American College 

of Surgeons (ACS)and the American Geriatric Society.  

• Phenotypic frailty, also known as physical frailty, is based 

on the idea that frailty is a result of age-related biological 

changes across multiple domains, such as nutrition and 

energy metabolism. 
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• Phenotypic frailty is one of the most widely used frailty 

measurement tools in oncology and has been 

recognized as one of the optimal strategies for 

assessing elderly patients preoperatively by the 

American College of Surgeons (ACS)and the American 

Geriatric Society.  

• Phenotypic frailty, also known as physical frailty, is based 

on the idea that frailty is a result of age-related 

biological changes across multiple domains, such as 

nutrition and energy metabolism. 

Phenotypic Frailty 



• The Frailty Index was developed from the Canadian 

Health and Aging Study and is based on a cumulative 

deficit model.  

The Frailty Index and the Modified Frailty Index 



• The original proposed Frailty Index includes 70 items, which range 

from vague to very specific signs, symptoms, diseases, and 

disabilities. 

→ Although many of the included items can be found in patient 

   charts, several require more cumbersome and labor-intensive 

   assessments, which makes the Frailty Index less attractive in 

   routine clinical practice. 

The Frailty Index and the Modified Frailty Index 



• One of the most extensively studied and used tools in 

oncology, the CGA, is a multidimensional and 

multidisciplinary assessment process to identify and 

manage elderly patients. 

• By using principles similar to those used in the 

cumulative deficit model, the CGA focuses on several 

domains of a patient’s medical, psychosocial, and 

functional capabilities and, when used as a screening 

tool (based on the number of abnormal domains), can be 

a reliable measure of frailty in patients with cancer. 

The Comprehensive Geriatric Assessment 



• However, with 64 instruments of measurement, each of 

which contain anywhere from a single item to over 2 

dozen items, administering a full CGA can takes hours to 

complete and is often impractical. 

The Comprehensive Geriatric Assessment 







• Geriatric assessment (GA) is not only a risk-stratification 

tool, but is also beneficial in reducing poor 

postoperative outcomes in elderly patients if followed 

with a proper intervention. 

→ GA can decrease postoperative complications rate,         

length of stay, institutionalization after discharge and mortality,  

but both preoperative assessment and patient-specific  

intervention are required to be GA successful.  

Geriatric Assessment 

Prehabiliation  



• The term ‘prehabilitation’ describes a process of 

improving the functional capacity and the patient’s 

tolerance to upcoming physiologic stress before elective 

surgery and was primarily developed for cardiovascular 

surgery, but currently it is increasingly discussed as 

being useful in many surgical disciplines, also as a form 

of preoperative intervention decreasing frailty in 

elderly patients. 



• A variety of interventions to reduce frailty may be 

undertaken, including strengthening exercises, 

physical therapy programs, improving of nutrition, 

and psychological consultations. 

• The optimal protocol of prehabilitation is unknown. 

• The literature on prehabilitation in a urological setting is 

sparse.  





Conclusions 



• Although full GA is time-consuming, proper 

stratification of preoperative frailty seems to be an 

important tool for urologists in clinical practice.  

 

• Even though there is no optimal protocol as of yet, some 

form of prehabilitation tailored for individual patients 

may provide enhanced recovery after urological surgery. 



• The future goals are to implement the need for proper 

preoperative evaluation of elderly urological patients 

not only into the guidelines, but most importantly, to 

daily clinical practice in a busy urological ward, as well 

as to adapt the prehabilitation protocols to specific 

needs of urological elderly patients. 

• Thus, further research in urological settings is needed, 

especially in multicenter randomized controlled trials.  



Thank you for your attentions 


