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Abstract: Background: The G8 and ISAR scores are two different screening tools for geriatric risk
factors and frailty. The aim of this study was to compare the G8 and ISAR screening results in a
cohort of urogeriatric patients to help clinicians to better understand and choose between the two
tests. Methods: We retrospectively evaluated 100 patients at the age of 75 and above who were
treated for different urological conditions. All routinely and prospectively underwent G8 and ISAR
screening tests. A G8 score < 14 and an ISAR score > 2 were considered positive. The results for the
two tests were compared and correlated to clinical data. Results: The mean age of the patients was
83 y (min. 75-max. 101); 78 of the patients were male, while 22 were female; 58 of the patients were
G8-positive, while 42 were G8-negative; and 24 were ISAR-positive, while 76 ISAR were negative.
All the ISAR-positive patients were also G8-positive. There was a significant negative correlation
between the G8 and ISAR scores (r = —0.77, p < 0.001). Both tests correlated significantly with the
Charlson comorbidity index, length of stay, number of coded diagnosis, and Braden score (p < 0.05).
Conclusion: Both tests are significantly correlated with each other and to clinical data related to
geriatric frailty. However, the G8 score has a much higher rate of positive tests, which limits its use
in daily routine, and the ISAR score is therefore preferable. For “fit” geriatric patients, however, a
negative G8 score can be of great use as a confirmatory test for further decision making.
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1. Introduction

Because of an increased life expectancy and aging in recent years with high birth
rates, geriatric aspects have become more and more important in the daily routine of
urologists [1]. In addition, most urological malignancies, such as prostate, bladder, and
renal cancer, as well as urinary retention or urinary tract infections and their subsequent
medical, surgical, and/or radio-oncologic treatments, affect old and very old patients [2,3].
For optimal treatment, their geriatric situation should be assessed and included in medical
decision making [4,5]. Currently, this is best evaluated by a fully comprehensive geriatric
assessment (CGA) [4]. A CGA, however, is time- and resource-consuming and cannot be
performed on every patient. As a solution, short geriatric assessments were developed as
screening tools [6,7]. Among them are the G8 score and the ISAR score, which are both
recommended as geriatric screening tests and are routinely performed in our department.
Both tests were designed to measure geriatric frailty or geriatric risk factors for frailty.
Frailty is herein defined as an increased vulnerability resulting from an age-related decline
in reserve and function across multipole physiologic systems, such that the ability to cope
with everyday or acute stressors is compromised [8]. Frailty carries an increased risk for
poor health outcomes, including falls, incident disability, hospitalization, and mortality [8].

In the present study, we compared the results of the two screening tests and clinical
data in our clinical routine of everyday patients in a German hospital of basic and regular
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care. The reason for this was that little is known regarding the differences between test
results and their applicability in daily routine. The G8 score was chosen in the present study
because it is intensively discussed in geriatric oncology [9], because it is recommended
by urogeriatric guidelines [10] and because it has also shown its value in the screening
of patients with benign conditions [11]. Cavusoglu et al. recently described a strong
concordance between their G8 screening results and a complete geriatric assessment (CGA)
in 200 nononcologic patients and therefore also proposed its use in these patients [11]. The
ISAR score was chosen because it became a mandatory screening tool for all hospitalized
patients of 75 years and above in our region of North Rhine Westphalia, Germany in
2015 [12]. Even though it was primarily designed for geriatric emergency patients [13], it
has also been evaluated in oncological patients [14,15] and in nonemergency patients [16].
In our region, it is therefore considered as a standard routine test for all patients. The aim
of the study was to help clinicians to better choose between the two screening tests and
increase their understanding of them.

2. Methods

One hundred patients aged 75 years and above, who were treated for different urolog-
ical problems at the St. Josefshospital in Krefeld Uerdingen, were retrospectively included
in the study. All the patients were hospitalized between 2018 and 2020. All underwent
a prospective G8 and an ISAR screening at admission to the hospital. The G8 score is a
questionnaire of 8 items [17,18]. Three items deal with nutritional items, while the others
cover the area of mobility, neuropsychological restrictions, polypharmacy, age, and a com-
parison of the subjective health status with peers. It can be filled out by a medical person
together with the patient in 5-8 min. The patients who reach more than 14 points of the
maximum of 17 pts. are considered as “fit” geriatrics. The others have a positive test and
are considered at risk of geriatric frailty. This was validated by Bellera et al. in oncologic
patients with a high sensitivity at the cost of a lower specificity [17]. The test is depicted in
Figure Al in Appendix A.

The ISAR (identification of patients at risk) score [19] is an assessment of 6 yes/no
items that cover the area of need of help (2 items), prior hospitalizations, sensory restrictions
(vision), cognitive impairment, and multimorbidity (polypharmacy). It can be filled out
by medical persons in less than 5 min. A score higher than 2 of a maximum of 6 points is
considered positive for geriatric risk factors or frailty. Initially, it was introduced and most
intensively evaluated as a tool for emergency units [20]. However, it has recently become,
in our region, a general tool for all hospitalized patients [12,16]. The ISAR questionnaire is
depicted in Table Al in Appendix B.

Both the G8 and the ISAR tests were prospectively performed by residents of urology
(J.B., B.S., S.N.) at admission. A G8 score < 14 points and/or an ISAR score > 2 points
were considered positive for risk of geriatric frailty. Patients with a G8 score > 14 or a
ISAR score < 2 pts. were classified as “fit” geriatric patients. The patients” characteristics
were gathered retrospectively from their charts. These data included the age, gender,
reasons for admission, treatment, length of stay, number of coded diagnosis, Charlson
comorbidity index [21], and Braden score [22], which is an assessment for the risk of
decubitus. Descriptive statistics were performed by Excel, Microsoft, 2016, Version 15.34.
Comparisons were performed by Wilcoxon signed rank tests for dependent test values and
the Kruskal Wallis tests for comparisons of more than three independent test values. The
correlations were calculated by Spearman. All the statistics were performed using the SPSS
software, IBM, Version 27. The study was performed according to the ethical standards of
the Medical Council of North Rhine Westphalia, Germany. It required no ethical approval
due its retrospective nature, with an evaluation of routine data (248/2020).

3. Results

The mean age of the patients was 83 years (min. 75y—-max. 101y); 78 of the patients
were male, and 22 were female; 24 of the patients were emergency patients, and 76 were
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regular admissions; 56 of the patients were treated due to urologic malignancies, and
44 were treated due to benign urologic conditions; and 73 patients underwent surgical
procedures, while 27 underwent conservative treatments. The patients’ characteristics are

listed in Table 1.

Table 1. Patients’ characteristics and results. Abbreviations: M = male, f = female, y = years, d = days.

All
Patients (m/f), (n = pat.) 100 (78/22)
Age, (y, min-max) 83.25 (75-101)
malignancy, (n = pat.) 56
benign disease, (n = pat.) 44
prostate cancer 24
urothelial cancer 28
renal cancer 4
urolithiasis 4
benign subvesical obstruction 21
urinary tract infections 9
upper urinary tract retention 4
hematuria
Results
G 8 score (mean (min—-max)) 12.9 (4-17)
ISAR score (mean (min—-max)) 1.6 (0-6)
Charlson comorbidity score (mean (min—-max)) 3.1(0-7)
length of hospital stay, (n = d), (mean (min-max)) 7.9 (1-24)
number of coded diagnosis, (mean (min-max)) 9.5, (2-32)
Braden score, (mean (min-max)) 18.25 (9-23)

Of the patients, 58 were G8-positive, and 42 patients were G8-negative; and 24 of
the patients were ISAR-positive, with 76 ISAR-negative. All the 24 ISAR-positive patients
were G8-positive; and 34 of the patients were G8-positive, with ISAR-negative. There was
a significant negative correlation between G8 and ISAR scores, r = —0.773, p < 0. 0001

(Table 2).

Table 2. Correlation (Spearman) between G8 and ISAR score results and age, Charlson comorbidity index, length of stay (d),
number of coded diagnosis, and Braden score. Abbreviations: d = days.

Gs ISAR Charlson o othof ~ Numberof g den
Age Comorbidity Coded
Score Score Stay (d) . . Score
Index Diagnosis

G8 Correlation coefficient, Spearman 1 —0.773 —0.599 —0.368 —0.337 —0.418 0.278

score p-value 0.000 0.000 0.000 0.001 0.000 0.005
ISAR Correlation coefficient, Spearman —-0.773 1 0.393 0.341 0.218 0.487 —0.264

score p-value 0.000 0.000 0.001 0.029 0.000 0.008

The highest G8 scores (mean 15.6 pts.) and the lowest ISAR scores (mean 0.4 pts.)
were found in patients with a negative G8 score and a negative ISAR score (n = 42). The
lowest G8 scores (mean 9.0 pts.) and highest ISAR scores (mean 4.0 pts.) were found in
patients with a positive G8 score and a positive ISAR score (n = 24). These differences were
significant (p < 0.001). For further details see Table 3.
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Table 3. Mean values of the G8 score, ISAR score, and clinical data of different patient groups. Groups were built according

to the score results (positive/negative screening tests).

1. Pat. with 2. Pat. with 3. Pat. with 4. Pat. with 5. Pat. with
Negative G8 Negative ISAR Positive G8 and Positive G8 Positive ISAR _Values
Scores (n = 42 Scores (n =76 Negative ISAR Scores (n = 58 Scores (n =24 P
pat.) pat.) Scores (n = 34 pat.) pat.) pat.)

G8 score 15.6 14.1 124 11.0 9.0 p <0.001
(mean values)

ISAR score 0.4 0.8 13 24 4.0 p <0.001
(mean values)

Charlson comorbidity 240 2.94 3.61 3.65 3.70 p <0.003

Index (mean values)

Length of stay, days 6.14 7.38 8.91 9.20 9.62 p <0.001

(mean values)
Number of coded

diagnosis 6.73 8.23 10.08 11.46 13.41 p <0.001
(mean values)

Braden score 19.42 18.88 18.20 17.39 16.25 p <0.001

(mean values)

Because of its test design, the G8 score becomes positive with a decreasing score.
The three most frequent items, the score points of which were lost in our study, were: 1.
age (>80 years), 2. H: polypharmacy (>3 drugs), and 3. B: weight loss. Of the patients,
75 lost 1-2 points for an age over 80 years; 67 of the patients lost 1 point in item H due to a
polypharmacy of more than 3 drugs; and 49 of the patients lost 3 points or less in item B
due to a weight loss of 1 kg to > 3 kg /3 months.

In contrast to the G8 score, the ISAR score becomes positive with an increasing score
from three to a maximum of six. The three items of the ISAR score, the score points of
which were most often gained in our study, were: 1. polypharmacy (>6 drugs) (n = 49),
2. hospitalization during the last 6 months (n = 32), and 3. constant need of help (n = 31).
The results of the two tests and their combinations were compared with the Charlson
comorbidity index, length of hospital stay, number of coded diagnosis in our DRG system,
and Braden score. All the parameters revealed a significant correlation to both the G8
and the ISAR score results (Table 2). The lowest Charlson comorbidity index, the shortest
length of stay, the lowest number of coded diagnosis, and the highest Braden score were
found in patients with a negative G8 score (n = 42 pat.). In contrast, the highest Charlson
index, the longest length of stay, the highest number of coded diagnosis, and the lowest
Braden score were found in patients with a positive ISAR score (n = 24 pat.). For further
details, see Table 3.

4. Discussion

In urology, the clinical need for geriatric assessments is high [1]. The reasons for
this are the aging of our society and an age-related increase of most urological medical
conditions. Both the G8 score and the ISAR score are recommended as screening tests for
geriatric risk factors [12,23,24]. Until now, reports and comparisons between them in the
literature are rare but important in evaluating their applicability in clinical routine and
making a choice between them. Only two reports were found in the literature in which
both tests were applied [14,15]. In 139 patients above 70 years, Souwer et al. evaluated
the G8 score and the ISAR—HP score for the prediction of adverse surgical outcomes
in colorectal surgery [14]. The ISAR—HP score was positive in 32 patients, and the G8
score was positive in 68 patients. The authors reported that ISAR—HP-positive patients
had a significantly higher risk of a 30-day complication. Schulkes et al. evaluated the G8
and the ISAR HP score in 142 patients with lung cancer. Potentially frail patients with
positive scores had a significantly greater risk of 1-year mortality. Patients with a positive



Medicines 2021, 8, 40

50f8

G8 and ISAR HP score had more geriatric impairments than patients with only a positive
G8 score [15].

In the present study, we compared the results of the G8 and the ISAR score in an
unselected group of urogeriatric patients of our department and compared both to clinical
data. The reason for this was that both tests are already, as mentioned above, used for
general screening and not only in cancer patients in the case of the G8 score and in
emergency patients in case of the ISAR score. The most important difference between the
two tests was, in our study, that the number of positive G8 scores was much higher than
that of the ISAR scores. These findings are similar to those of Souwer et al. [14]. While
58 patients had a positive G8 score, only 26 had a positive ISAR score in our study. This is
in line with the literature, in which a high sensitivity and low specificity of the G8 score are
described [14,18,25].

The main reason for the high number of positive G8 scores can be explained by its test
design, which favors sensitivity over specificity. Already at a cut off of 14 points or less,
the G8 score turns positive. If only 3 points are not achieved, the test becomes positive.
Furthermore, our evaluation shows that the score points are easily lost in several items
of the G8 score. For example, 78 of the patients lost one or two points due to their age
of 80 years or higher, and 67 of the patients lost a score point for polypharmacy due to
a medication of more than 3 drugs. In contrast, the threshold for polypharmacy using
the ISAR score is above 6, and age is not an item in it. Together with the fact that several
items of the G8 score additionally rely on subjective estimations, these examples explain
the higher rate of positive G8 scores in comparison to ISAR-positive scores.

Even though highly different in their rate of positive and negative test results, the
two tests had a significant negative correlation with each other. They also revealed a
significant and equal correlation to important clinical parameters: length of stay, Charlson
comorbidity index, number of coded diagnosis, and the Braden score (Table 2). The latter
factors are all known to be related to geriatric risk factors and frailties [12]. Together
with the fact that none of the patients who were ISAR-positive were G8-negative, these
correlation data give us evidence that both tests equally measure geriatric risk factors and
frailty in our population. Similar to the results of Schulkes et al. in pulmonary cancer
patients, patients with a positive G8 and ISAR score were considered to be clinically the
frailest [15]. This interpretation, however, has to be handled with care, because the results
of the two tests were not verified by a comprehensive geriatric assessment, which is the
current golden standard for geriatric frailties [4,5]. Because, until now, comprehensive
geriatric assessments were not part of our clinical hospital routine, they were unfortunately
not available in the present study. This is a major limitation of our study. Another limitation
is that the study design and the heterogeneity of the study population do not allow for a
predictive outcome evaluation of both tests.

Nevertheless, the study helps to better apply both tests in daily routine. A negative
G8 score seems to us most suitable as a confirmatory test for “fit” geriatric patients, because
patients with a negative G8 score were those with the lowest geriatric risk factors and were,
in our cohort, the fittest. A negative G8 score can be ideally used in decision making for
the treatment of urogeriatric patients with malignancies, prior to major interventions, such
as curative surgery, radiation therapy, or palliative chemotherapy. This is in line with the
current guidelines of the international society of geriatric oncology (SIOG) and supports
their recommendation to use the G8 score as a routine test for prostate cancer patients older
than 70 years [10,23]. Because of the high positive rate, the G8 score, however, is in our
eyes less suitable for the routine testing of mixed patient groups, at least in our study. In
this setting, the ISAR screening is advantageous, because it has a higher specificity. Still, it
proved to be a robust test, which detected the most critical patients in our cohort.

To conclude our study, the two tests were significantly correlated with each other
and with important clinical data related to geriatric frailty. Because the G8 score has a
much higher rate of positive tests, its daily routine use is limited, and the ISAR score is
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preferable. For “fit” geriatric patients, however, a negative G8 score can be of great use as a
confirmatory test for further decision making.
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Appendix A. G8 Score

Items Possible answers (score)
Has food intake declined over the past 3 | O : severe decrease in food intake
months due to I_oss of appetlte_, digestive 1 : moderate decrease in food intake
problems, chewing or swallowing
difficulties? 2 : no decrease in food intake
0 : weight loss > 3 kg
. . 1 : does not know
Weight loss during the last 3 months 2 : weight loss between 1 and 3 Kgs
3 : no weight loss
0 : bed or chair bound
Mobility 1 : able to get out of bed/chair but does
not go out
2 . goes out
0 : severe dementia or depression
Neuropsychological problems 1 : mild dementia or depression
2 : no psychological problems
0:BMI< 19
Body Mass Index (BMI (weight in kg) / 1:BMI=19to BMI < 21
(height in m?2) 2 : BMI = 21 to BMI < 23
3:BMI=23and > 23
R 0: yes
Takes more than 3 medications per day 1o
0 : not d
In comparison with other people of the r?o as 9oo
- . 0.5 : does not know
same age, how does the patient consider -
- 1 : as good
his/her health status?
2 : better
Age 0:>85
1:80-85
2: <80
TOTAL SCORE 0-17

Figure A1. G8 Score.
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Appendix B.

Table A1. ISAR Score.

Yes No

Before the illness that brought you to the hospital, did you need someone
to help you on a regular basis?

Since the illness or injury that brought you to the hospital, have you
needed more help than usually before?

Have you been hospitalized for more for one or more nights during the
past 6 months?

In general, is your sight (with glasses) good? 0 1

In general, do you have serious problems with your memory? 1 0

Do you take more than six different medications every day? 1 0

References

10.

11.

12.

13.

14.

15.

16.

17.

Wiedemann, A. Geriatric urology: Increasingly important in urological care. Urologe A 2017, 56, 992-996. [CrossRef]

Jang, 1.Y.; Lee, CK,; Jung, HW.; Yu, S.S.; Lee, Y.S.; Lee, E.; Kim, D.H. Urologic symptoms and burden of frailty and geriatric
conditions in older men: The Aging Study of PyeongChang Rural Area. Clin. Interv. Aging 2018, 13, 297-304. [CrossRef]
[PubMed]

Michalik, C.; Juszczak, K.; Maciukiewicz, P.; Drewa, T.; Kenig, J. Geriatric assessment among elderly patients undergoing
urological surgery: A systematic literature review. Adv. Clin. Exp. Med. 2020, 29, 399-407. [CrossRef] [PubMed]

Extermann, M.; Aapro, M.; Bernabei, R.; Cohen, H.].; Droz, ].P,; Lichtman, S.; Mor, V.; Monfardini, S.; Repetto, L.; Sorbye, L.; et al.
Use of comprehensive geriatric assessment in older cancer patients: Recommendations from the task force on CGA of the
International Society of Geriatric Oncology (SIOG). Crit. Rev. Oncol. Hematol. 2005, 55, 241-252. [CrossRef] [PubMed]

Kenis, C.; Bron, D.; Libert, Y.; Decoster, L.; Van Puyvelde, K.; Scalliet, P.; Cornette, P.; Pepersack, T.; Luce, S.; Langenaeken, C.; et al.
Relevance of a systematic geriatric screening and assessment in older patients with cancer: Results of a prospective multicentric
study. Ann. Oncol. 2013, 24, 1306-1312. [CrossRef] [PubMed]

Overcash, ].A.; Beckstead, ].; Extermann, M.; Cobb, S. The abbreviated comprehensive geriatric assessment (aCGA): A retrospec-
tive analysis. Crit. Rev. Oncol. Hematol. 2005, 54, 129-136. [CrossRef] [PubMed]

Decoster, L.; Van Puyvelde, K.; Mohile, S.; Wedding, U.; Basso, U.; Colloca, G.; Rostoft, S.; Overcash, J.; Wildiers, H.; Steer, C.; et al.
Screening tools for multidimensional health problems warranting a geriatric assessment in older cancer patients: An update on
SIOG recommendationsdagger. Ann. Oncol. 2015, 26, 288-300. [CrossRef] [PubMed]

Xue, Q.L. The frailty syndrome: Definition and natural history. Clin. Geriatr. Med. 2011, 27, 1-15. [CrossRef]

Montroni, I.; Rostoft, S.; Spinelli, A.; Van Leeuwen, B.L.; Ercolani, G.; Saur, N.M.; Jaklitsch, M.T.; Somasundar, P.S.; de Liguori
Carino, N.; Ghignone, E; et al. GOSAFE—Geriatric Oncology Surgical Assessment and Functional rEcovery after Surgery: Early
analysis on 977 patients. J. Geriatr. Oncol. 2020, 11, 244-255. [CrossRef]

Mottet, N.; Bellmunt, J.; Bolla, M.; Briers, E.; Cumberbatch, M.G.; De Santis, M.; Fossati, N.; Gross, T.; Henry, A.M.; Joniau, S.; et al.
EAU-ESTRO-SIOG Guidelines on Prostate Cancer. Part 1: Screening, Diagnosis, and Local Treatment with Curative Intent. Eur.
Urol. 2017, 71, 618-629. [CrossRef]

Cavusoglu, C.; Deniz, O.; Tuna Dogrul, R.; Ileri, I; Yildirim, F,; Caliskan, H.; Ozsurekci, C.; Coteli, S.; Kizilarslanoglu, M.C.; Goker,
B. Validity and reliability of the G8 screening test in older non-cancer patients. Eur. Geriatr. Med. 2021, 12, 397-404. [CrossRef]
Wiedemann, A.; Puttmann, J.; Heppner, H. The ISAR-positive patient in urology. Aktuelle. Urol. 2019, 50, 100-105. [CrossRef]
Singler, K.; Heppner, H.J.; Skutetzky, A.; Sieber, C.; Christ, M.; Thiem, U. Predictive validity of the identification of seniors at risk
screening tool in a German emergency department setting. Gerontology 2014, 60, 413—419. [CrossRef]

Souwer, E.T.D.; Verweij, N.M.; van den Bos, F.; Bastiaannet, E.; Slangen, RM.E.; Steup, W.H.; Hamaker, M.E.; Portielje, ].E.A. Risk
stratification for surgical outcomes in older colorectal cancer patients using ISAR-HP and G8 screening tools. J. Geriatr. Onco.l
2018, 9, 110-114. [CrossRef] [PubMed]

Schulkes, K.J.G.; Souwer, E.T.D.; van Elden, L.J.R.; Codrington, H.; van der Sar-van der Brugge, S.; Lammers, ].].; Portielje, ].E.A.;
van den Bos, F; Hamaker, M.E. Prognostic Value of Geriatric 8 and Identification of Seniors at Risk for Hospitalized Patients
Screening Tools for Patients With Lung Cancer. Clin. Lung. Cancer 2017, 18, 660-666.el. [CrossRef] [PubMed]

Scharf, A.C.; Gronewold, J.; Dahlmann, C.; Schlitzer, ].; Kribben, A.; Gerken, G.; Rassaf, T.; Kleinschnitz, C.; Dodel, R.; Frohnhofen,
H.; et al. Health outcome of older hospitalized patients in internal medicine environments evaluated by Identification of Seniors
at Risk (ISAR) screening and geriatric assessment. BMC Geriatr. 2019, 19, 221. [CrossRef] [PubMed]

Bellera, C.A.; Rainfray, M.; Mathoulin-Pelissier, S.; Mertens, C.; Delva, F,; Fonck, M.; Soubeyran, P.L. Screening older cancer
patients: First evaluation of the G-8 geriatric screening tool. Ann. Onco.l 2012, 23, 2166-2172. [CrossRef]


http://doi.org/10.1007/s00120-017-0438-9
http://doi.org/10.2147/CIA.S158717
http://www.ncbi.nlm.nih.gov/pubmed/29503533
http://doi.org/10.17219/acem/115085
http://www.ncbi.nlm.nih.gov/pubmed/32207587
http://doi.org/10.1016/j.critrevonc.2005.06.003
http://www.ncbi.nlm.nih.gov/pubmed/16084735
http://doi.org/10.1093/annonc/mds619
http://www.ncbi.nlm.nih.gov/pubmed/23293115
http://doi.org/10.1016/j.critrevonc.2004.12.002
http://www.ncbi.nlm.nih.gov/pubmed/15843095
http://doi.org/10.1093/annonc/mdu210
http://www.ncbi.nlm.nih.gov/pubmed/24936581
http://doi.org/10.1016/j.cger.2010.08.009
http://doi.org/10.1016/j.jgo.2019.06.017
http://doi.org/10.1016/j.eururo.2016.08.003
http://doi.org/10.1007/s41999-020-00404-0
http://doi.org/10.1055/a-0736-3722
http://doi.org/10.1159/000358825
http://doi.org/10.1016/j.jgo.2017.09.003
http://www.ncbi.nlm.nih.gov/pubmed/29129470
http://doi.org/10.1016/j.cllc.2017.02.006
http://www.ncbi.nlm.nih.gov/pubmed/28320638
http://doi.org/10.1186/s12877-019-1239-3
http://www.ncbi.nlm.nih.gov/pubmed/31412787
http://doi.org/10.1093/annonc/mdr587

Medicines 2021, 8, 40 8of8

18.

19.

20.

21.

22.

23.

24.

25.

Rassam, Y.; Schindler, A.; Willschrei, P.; Horstmann, M. The G8 questionnaire as a geriatric screening tool in urooncology. Aktuelle.
Urol. 2020, 51, 36—41. [CrossRef] [PubMed]

McCusker, J.; Bellavance, F.; Cardin, S.; Trepanier, S. Screening for geriatric problems in the emergency department: Reliability
and validity. Identification of Seniors at Risk (ISAR) Steering Committee. Acad. Emerg. Med. 1998, 5, 883-893. [CrossRef]
Slankamenac, K.; Haberkorn, G.; Meyer, O.; Bischoff-Ferrari, H.A.; Keller, D.I. Prediction of Emergency Department Re-Visits in
Older Patients by the Identification of Senior at Risk (ISAR) Screening. Geriatrics 2018, 3, 33. [CrossRef]

Charlson, M.E.; Pompei, P.; Ales, K.L.; MacKenzie, C.R. A new method of classifying prognostic comorbidity in longitudinal
studies: Development and validation. J. Chronic Dis. 1987, 40, 373-383. [CrossRef]

Moore, Z.E.; Patton, D. Risk assessment tools for the prevention of pressure ulcers. Cochrane Database Syst. Rev. 2019, 1, CD006471.
[CrossRef] [PubMed]

Droz, J.P; Albrand, G.; Gillessen, S.; Hughes, S.; Mottet, N.; Oudard, S.; Payne, H.; Puts, M.; Zulian, G.; Balducci, L.; et al.
Management of Prostate Cancer in Elderly Patients: Recommendations of a Task Force of the International Society of Geriatric
Oncology. Eur. Urol. 2017, 72, 521-531. [CrossRef] [PubMed]

Martinez-Tapia, C.; Paillaud, E.; Liuu, E.; Tournigand, C.; Ibrahim, R.; Fossey-Diaz, V.; Culine, S.; Canoui-Poitrine, F.; Audureau,
E.; Group, E.S. Prognostic value of the G8 and modified-G8 screening tools for multidimensional health problems in older patients
with cancer. Eur. J. Cancer 2017, 83, 211-219. [CrossRef]

Droz, J.P; Aapro, M.; Balducci, L.; Boyle, H.; Van den Broeck, T.; Cathcart, P.; Dickinson, L.; Efstathiou, E.; Emberton, M.;
Fitzpatrick, ].M.; et al. Management of prostate cancer in older patients: Updated recommendations of a working group of the
International Society of Geriatric Oncology. Lancet Oncol. 2014, 15, e404—e414. [CrossRef]


http://doi.org/10.1055/a-0875-0648
http://www.ncbi.nlm.nih.gov/pubmed/31167242
http://doi.org/10.1111/j.1553-2712.1998.tb02818.x
http://doi.org/10.3390/geriatrics3030033
http://doi.org/10.1016/0021-9681(87)90171-8
http://doi.org/10.1002/14651858.CD006471.pub4
http://www.ncbi.nlm.nih.gov/pubmed/30702158
http://doi.org/10.1016/j.eururo.2016.12.025
http://www.ncbi.nlm.nih.gov/pubmed/28089304
http://doi.org/10.1016/j.ejca.2017.06.027
http://doi.org/10.1016/S1470-2045(14)70018-X

	Introduction 
	Methods 
	Results 
	Discussion 
	G8 Score 
	
	References

