A

;aiﬁ‘éf‘ﬁ- . UNIVERSITA
| ” S AI-,,:{]_‘O %1 ) &l DEGLI STUDI
%" DITORINO

T

i

'y

i

AperTO - Archivio Istituzionale Open Access dell'Universita di Torino

Simplified Geriatric Assessment in Older Patients With Diffuse Large B-Cell Lymphoma: The
Prospective Elderly Project of the Fondazione Italiana Linfomi

This is the author's manuscript

Original Citation:

Availability:
This version is available http://hdl.handle.net/2318/1790898 since 2021-06-16T23:41:51Z

Published version:
DOI:10.1200/JC0.20.02465
Terms of use:

Open Access

Anyone can freely access the full text of works made available as "Open Access". Works made available
under a Creative Commons license can be used according to the terms and conditions of said license. Use
of all other works requires consent of the right holder (author or publisher) if not exempted from copyright
protection by the applicable law.

(Article begins on next page)

22 September 2024



Simplified geriatric assessment in older patients with diffuse large B-cell lymphoma: the

prospective Elderly Project of the Fondazione Italiana Linfomi.

Francesco Merli', Stefano Luminari'?, Alessandra Tucci®, Annalisa Arcari*, Luigi Rigacci®, Eliza
Hawkes®, Carlos S. Chiattone’, Federica Cavallo®, Giuseppina Cabras’®, Isabel Alvarez!, Alberto
Fabbri'?, Alessandro Re’, Benedetta Puccini®, Allison Barraclough'!, Marcia Torresan Delamain'?,
Simone Ferrero®, Sara Veronica Usai’, Angela Ferrari!, Emanuele Cencini'’, Elsa Pennese!3, Vittorio
Ruggero Zilioli'4, Dario Marino'>, Monica Balzarotti!®, Maria Christina Cox'?, Manuela Zanni'®, Alice
Di Rocco!®, Arben Lleshi?’, Barbara Botto?!, Stefan Hohaus?*?, Michele Merli>}, Roberto Sartori**,
Guido Gini®, Luca Nassi®®, Gerardo Musuraca®’, Monica Tani?®, Chiara Bottelli®, Sofia Kovalchuk’,
Francesca Re?’, Leonardo Flenghi*®, Annalia Molinari*!, Giuseppe Tarantini*?, Emanuela Chimienti?’,

Luigi Marcheselli*?, Caterina Mammi**, Michele Spina?’

Affiliations

' Hematology Unit, Azienda Unita Sanitaria Locale — IRCCS, Reggio Emilia, Italy

2 Department CHIMOMO, University of Modena and Reggio Emilia, Reggio Emilia, Italy

3 Hematology Division, ASST Spedali Civili Brescia, Brescia, Italy

4 Hematology Unit, Ospedale Guglielmo da Saliceto, Piacenza, Italy

> Haematology Unit, Careggi University Hospital, Firenze, Italy

¢ Department of Oncology and Clinical Haematology, Olivia Newton-John Cancer Research Institute at
Austin Health, Heidelberg, Melbourne, Australia

7 Santa Casa Medical School Sao Paulo, Brazil and Samaritano Hospital Sao Paulo, Brazil

8 Division of Hematology, Department of Molecular Biotechnologies and Health Sciences, University
of Torino/AOU “Citta della Salute e della Scienza di Torino”, Torino, Italy

? Division of Hematology, Ospedale Oncologico Armando Businco, Cagliari, Italy

10 Unit of Hematology, Azienda Ospedaliera Universitaria Senese and University of Siena, Siena, Italy
' Department of Haematology, Austin Health, Heidelberg, Melbourne, Australia

12 Hemocentro-Unicamp, University of Campinas, Campinas, SP, Brazil

13 Lymphoma Unit, Department of Hematology, Ospedale Spirito Santo, Pescara, Italy

14 Division of Hematology, ASST Grande Ospedale Metropolitano Niguarda, Milano, Italy

15 Department of Clinical and Experimental Oncology, Medical Oncology 1, Veneto Institute of
Oncology IOV-IRCCS, Padova, Italy



16 Department of Medical Oncology and Hematology, Humanitas Clinical Research Hospital-IRCCS,
Rozzano (M), Italy

7 Hematology Unit, Azienda Ospedaliera Universitaria S.Andrea, Roma, Italy

18 Hematology Unit, Antonio e Biagio e Cesare Arrigo Hospital, Alessandria, Italy

19 Institute of Hematology, Dept. of Translational and Precision Medicine “Sapienza”, University of
Roma, Roma, Italy

20 Division of Medical Oncology and Immune-related Tumors, Centro di Riferimento Oncologico di
Aviano (CRO) IRCCS, Aviano (PN), Italy

2! Division of Hematology, Citta della Salute e della Scienza Hospital and University, Torino, Italy

22 University Policlinico Gemelli Foundation-IRCCS, Catholic University of the Sacred Heart, Roma,
Italy

23 Division of Hematology, Ospedale di Circolo e Fondazione Macchi - ASST Sette Laghi, University
of Insubria, Varese, Italy

24 Department of Clinical and Experimental Oncology, Oncohematology Unit, Veneto Institute of
Oncology, IOV-IRCCS, Castelfranco Veneto (TV), Italy

25 Division of Hematology, Azienda Ospedaliera Universitaria Ospedali Riuniti, Ancona, Italy

26 Hematology, AOU Maggiore della Carita and University of Eastern Piedmont, Novara, Italy

27 Hematology Unit, IRCCS - Istituto Scientifico Romagnolo per lo Studio e la Cura dei Tumori (IRST)
SRL, Meldola (FC), Italy

28 Hematology Unit, Santa Maria delle Croci Hospital, Ravenna, Italy

29 Hematology and BMT Center, Azienda Ospedaliera Universitaria, Parma, Italy

30 Hematology, Santa Maria della Misericordia Hospital, Perugia, Italy

31 Hematology Unit, Ospedale degli Infermi, Rimini, Italy

32 Haematology and BMT Unit, Ospedale Monsignor R. Dimiccoli, Barletta, Italy

33 Fondazione Italiana Linfomi Onlus, Modena, Italy

34 Gruppo Amici dell'Ematologia GRADE- Onlus Foundation, Reggio Emilia, Italy

Francesco Merli and Stefano Luminari equally contributed as first authors

Corresponding author
Francesco Merli, MD
Hematology Unit, Azienda Unita Sanitaria Locale-IRCCS



Viale Risorgimento 80
42123 Reggio Emilia, Italy
Tel +39 0522 296618

Fax +39 0522 295655

Email: merli.francesco@ausl.re.it

Keywords: Diffuse large B-cell lymphoma, Geriatric assessment, Prognosis, Overall survival

Context Summary

Key objective: The Elderly Project is the first prospective study that evaluates the prognostic
implications of frailty and comorbidities on the overall survival of older patients with diffuse large B-
cell lymphoma (DLBCL).

Knowledge generated:

- We used a large multicentric prospective study of older DLBCL patients to validate a simplified
geriatric assessment tool (sGA), which incorporates activities of daily living (ADL), instrumental ADL
(IADL), Cumulative Illness Rating Scale for Geriatrics (CIRS-G), and age (> or < 80 years)

- The development and validation of the Elderly Prognostic Index (EPI) on an independent series of
patients provides clinicians with a unique tool to better account for the complexity of each older
DLBCL patient.

Relevance: sGA and EPI are easy-to-use tools that improve prognostic assessment and tailoring
treatment objectives of older adults with DLBCL. The clearly identified unmet needs of high-risk older

DLBCL patients should be the subject of future investigations.



Abstract

Purpose

To prospectively validate the use of a simplified geriatric assessment (sGA) at diagnosis and to
integrate it into a prognostic score for older patients with diffuse large B-cell lymphoma (DLBCL).
Patients and Methods

We conducted the prospective Elderly Project study on patients with DLBCL over age 64 years who
underwent our Fondazione Italiana Linfomi (FIL) original GA (0GA) (age, Cumulative Illness Rating
Scale for Geriatrics, Activities of Daily Living (ADL), and Instrumental ADL before treatment
(NCT02364050). Treatment choice was left to the physician’s discretion. The primary endpoint was
overall survival (OS).

Results

We analyzed 1163 patients (median age 76 years); 3-yrs OS 65% (95% CI 62-68). Because at
multivariate analysis on 0GA, age > 80 year retained an independent correlation with OS, we also
developed a new, simplified version of the GA (sGA), which classifies patients as fit (55%), unfit
(28%) and frail (18%) with significantly different 3-year OS: 75%, 58% and 43% respectively. The
sGA groups, International Prognostic Index, and hemoglobin levels were independent predictors of OS
and were used to build the Elderly Prognostic Index (EPI). Three risk groups were identified: low
(23%), intermediate (48%), and high (29%), with an estimated 3-year OS of 87% (95% CI 81-91), 69%
(95% CI 63-73), and 42% (95% CI 36-49), respectively. The EPI was validated using an independent
external series of 328 cases.

Conclusion

The Elderly Project validates sGA as an objective tool to assess fitness status and defines the new EPI

to predict OS of older DLBCL patients.



Introduction:

Diffuse large B-cell lymphoma (DLBCL) is the most frequent lymphoma subtype; approximately 70%
of patients are older than 65 years, and outcomes have significantly improved since rituximab was
added to anthracycline-containing regimens.!> However, the outcome of these patients remains poor
compared to that of young patients; age-associated conditions significantly contribute to reducing
access to therapeutic options and to increasing treatment side effects. Difficulties in the choice of
treatment are further increased because older patients are underrepresented in clinical trials,® and the
treatment decision is left to the subjective assessment of the treating physician. In the last few years,
integrating geriatric assessment (GA) in the initial evaluation of older patients has emerged as an
important tool for identifying multiple geriatric impairments. GA encompasses multiple domains
focusing on health issues that may affect treatment tolerance and prognosis and seems more appropriate
than age or performance status to define treatment goals and to tailor treatment intensity.** Different
approaches to GA have been suggested, ranging from a full commitment of geriatricians to the use of
single hyper-simplified items for self-assessment.®

The Fondazione Italiana Linfomi (FIL) has adopted his original geriatric assessment (0GA) based on a
model originally proposed by Balducci’ that identifies three categories (fit, unfit, and frail) according to
age, Activities of Daily Living (ADL),® Instrumental Activities of Daily Living (IADL),” and the
Cumulative Illness Rating Scale for Geriatrics (CIRS-G).!® A pivotal observational prospective study
conducted by FIL on 173 patients with DLBCL over age 70 years suggested a correlation between 0GA
scores and patient survival.!' This study also confirmed that oGA was feasible in the multicentric
setting and could be administered by the referring oncologist-hematologist. On the basis of these
results, FIL designed a broader observational study, the Elderly Project, with the aim of further
validating and improving the oGA and of assessing the added prognostic value of administering a

simplified geriatric assessment (sGA) in older DLBCL patients.



Methods

The Elderly Project is a prospective multicenter observational study. The main purpose was to evaluate
the impact of sSGA on overall survival in a large cohort of older patients with newly diagnosed DLBCL.
The study was conducted in three main steps: (i) validation of oGA on the collected prospective
patients; (ii) refinement of a new sGA to better account for possible confounding factors, and (iii)
develop and validate a prognostic model that integrates patient- and lymphoma-related features.

The study was conducted among 36 of the Italian oncology-hematology centers of the FIL and was
approved by the ethics committee at each participating institution; data collection was performed using
a web-based eCRF (Openclinica TM).

The prospective registry included all consecutive patients with histologic confirmation of DLBCL, age
>65 years, signed informed consent, and with 0oGA results available. Patients with a diagnosis other
than DLBCL, including follicular lymphoma grade 3b or high-grade lymphoma, were excluded. The
new sGA was performed using age (> or < 80 years) and CIRS-G'°, ADL,® and IADL scores.’ Each
patient was classified as fit, unfit, or frail according to the sGA criteria (table 1) and by using a web-
based calculator.

In addition to demographics and sCGA, standard clinical and laboratory parameters, treatment choice,
and details on patient outcome were also collected. Chemotherapy regimens were classified comparing
the actual delivered anthracycline dose with the theoretical dose calculated for each patient for the
whole treatment program. Treatments were grouped as either full dose (FD; from 70 to 100% of
theoretical dose) or reduced dose (RD; less than 70% of full dose);'? regimens that did not include
anthracyclines were grouped together in a third group of “palliative” therapies (PT). Patient survival
had to be updated at least once a year since registration. Data included patient’s status at last follow-up,
relapse/progression details, and death with its main cause. Causes of deaths were grouped into

lymphoma-related, treatment-related, and others based on local assessment. The protocol did not
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include any recommendation for patient management, which was left to the treating physician’s
discretion and did not have to be based on sGA results. The main study endpoint was OS, defined as
the time from the date of diagnosis to the date of death from any cause or last clinical contact.
Statistics

The OS was calculated and plotted using Kaplan-Meier estimators, with 95% confidence interval (95%
CI). The effect of covariates with 95% CI was estimated using Cox proportional hazard (PH)
regression.'3 The prognostic properties of the final model were verified by means of internal and
external validation.

Details about statistical methods are reported in the appendix.

Results

Thirty-six FIL centers registered 1353 patients in the Elderly Project between December 2013 to
December 2017; 1207 of these patients were confirmed eligible (appendix figure 1).

The median age was 76 years (65-94).

As reported in the appendix (section Model building), we defined a new sGA starting from the original
version to better account for the independent prognostic role of age and fitness status we found in
multivariable analysis. Patients were classified as fit, unfit, or frail: 652 (54%), 334 (28%), and 221
(18%), respectively (table 2). Treatment and follow-up details were available for 1163 patients: 737
(63%), 276 (24%), and 150 (13%) received FD, RD, or PT, respectively. The FD was administered to
86%, 48%, and 16% of fit, unfit, and frail patients, respectively (appendix table 1).

The median follow-up of the 1163 patients was 30 months (range 1 to 59 months), and 354 deaths were
reported. The causes of death included lymphoma progression (243; 68.6%), treatment-related toxicity
(74; 20.9%), second cancer (10; 2.8%), and unknown causes (27; 7.6%). The 3-year OS was 65% (95%

CI 62% to 68%). According to sGA scores, the OS was significantly different in the three geriatric



fitness status groups, with HR unfit vs fit 1.98 (95% CI 1.55 to 2.54, P <0.001), frail vs fit 3.27 (95%
CI2.52t04.22, P <0.001) and frail vs unfit 1.65 (95% CI 1.26 to 2.14, P <0.001) (figure 1).

The sGA groups, the International Prognostic Index (IPI), and the hemoglobin level were considered as
the most important prognostic factors to build the Elderly Prognostic Index (EPI) with a multivariable
Cox PH regression model (the building of the model is reported in appendix and the assessment of its
adequacy is reported in appendix table 2).

Because 98 patients had incomplete data for the IPI, the model was developed on a cohort of 1065
patients (3-year OS 66%, 95% CI 62% to 69%), and the Cox PH model was internally validated,
showing no overfitting (slope shrinkage 0.971) and a good calibration at 36 months of follow-up after
250 bootstrap resamples (appendix table 5 and appendix figure 2A).

The prognostic score was obtained giving a weight to each variable according to its relative
importance, derived from the z-Wald values found in the Cox PH model (table 3A). The ratio between
the z-score for any factor was divided by minimum z-score observed (IPI 2, considered as reference).
Finally, the weights were obtained rounding the ratio, and the score was the sum of weights. We thus
obtained a score ranging from 0 to 8 that showed a good correlation with OS (appendix figure 3).
Patients were grouped into three main risk groups: low (score 0-1, 23% of patients), intermediate (score
2-5, 48% of patients), and high (score 6-8, 29% of patients). The three risk groups showed an estimated
3-year OS of 87% (95% CI 81% to 91%), 69% (95% CI 63% to 73%), and 42% (95% CI 36% to 49%),
respectively (figure 2A and table 3B).

The HR between the intermediate vs low risk was 2.57, 95% CI 1.72 to 3.84 (P <0.001) and between
high vs intermediate risk it was 2.41, 95% CI 1.91 to 3.05 (P <0.001) (table 3B).

A sensitivity analysis was also conducted to assess the EPI model (details provided in the appendix).



Full dose therapy was prescribed in 89%, 70%, and 37% of patients classified as low risk, intermediate
risk, or high risk, respectively; RD was prescribed in 10%, 24%, and 35%, respectively, and PT in
<1%, 7%, and 28%, respectively. Overall survival according to the EPI risk groups and type of therapy
1s shown in appendix figure 4. Differences in OS among EPI groups were confirmed when the analysis
was limited only to patients treated with anthracyclines (FD + RD) (appendix figure 5).

Finally, the prognostic role of the EPI model was also validated for progression-free survival (PFS) and
disease-free survival (DFS) (appendix figure 6).

External validation

We collected a total of 456 cases for external validation from Italy (172),'! Australia (204),'* and Brazil
(80). The median follow-up was 30 months (range 1-56 months).

Complete data for sGA, IPI, and hemoglobin level were available for 328 (78%) cases. One hundred
and seventeen deaths were reported (69% were due to lymphoma progression); the 3-year OS was 61%
(95% CI 55% to 67%). Applying the EPI to the validation dataset, patients were classified into three
risk groups as follows (0-1, low risk: n=73, 22%; 2-5, intermediate risk: n=150, 46%; 6-8, high risk:
n=105, 32%) (table 4). The 3-year OS for low, intermediate, and high risk were 85% (95% CI 71% to
93%), 65% (95% CI 55% to 73%), and 44% (95% CI 34% to 54%), respectively. The HR between the
intermediate and low risk was 2.14 (95% CI 1.08 to 4.24, P=0.029) and between high vs intermediate
risk was 2.18 (95% CI 1.49 to 3.21, P <0.001) (table 4 and figure 2B).

The C-index of linear prediction from the Cox PH model in the validation set was 0.684 (CI 95% 0.635
to 0.733) compared with 0.682 (95% CI 0.653 to 0.712) of the training set. The model showed an
acceptable external validation of baseline hazard (intercept) and in the discrimination power (slope),
considering 18, 24, and 36 months of follow-up (intercept=0 with slope constrained =1, P =0.302;

slope =0.941 with estimated intercept P =0.724 and joint test for intercept =0 and slope =1, P =0.364)



(appendix table 5). Also, the model showed an appreciable calibration at 36 months of follow-up
(appendix figure 2B).

Discussion

In this study we provide new data to support the use of a simplified geriatric assessment for the initial
evaluation of older patients with DLBCL and to better manage the challenging complexity they present.
This result was achieved through a refinement of our original GA and by a formal validation of the new
sGA obtained as an independent prognostic factor for OS in the large Elderly Project prospective study.
In 2009, Tucci demonstrated on a small series of patients that a geriatric assessment is more effective
than clinical judgment in identifying older DLBCL patients who might benefit from standard therapy.!?
Since this study, and also based on data from solid tumors, international guidelines®!®!7 have
increasingly recommended the use of geriatric assessment, but few studies have been conducted on
patients with DLBCL. These few studies were mostly based on small or retrospective series, and none
was available to identify a standardized reproducible tool.!8-20

In 2012, two phase II studies of 100 and 91 patients,?!?? respectively, modulated therapy based on the
geriatric assessment at diagnosis, demonstrating that chemoimmunotherapy adjustments tailored to GA
score were associated with manageable toxicity and excellent outcome.

FIL has been using the same 0oGA in its studies on older patients with DLBCL for several years. In its
first experience, 334 older DLBCL patients underwent oGA assessment to identify 224 fit subjects,
who were included in a randomized trial between R-CHOP and R-miniCEOP.?* The remaining 99 frail
patients were treated according to the physician’s discretion and showed a poorer 5-year OS (28%)
compared with fit patients (62%).24

In 2015, FIL performed a pivotal prospective study with oGA, enrolling 173 patients with DLBCL (fit
46%, unfit 16%, frail 38%) treated with curative or palliative intent based on clinical judgement.'! Fit

patients showed better 2-year OS than non-fit patients (84% vs 47%; P <0.0001). Due to the small size
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of that study population, we were not able to assess the added value of having an intermediate group of
unfit patients.

More recently, Ong et al.'*

retrospectively evaluated 205 patients with newly diagnosed DLBCL using
the same 0GA tool adopted in our study to explore its utility in predicting treatment toxicity. Three-year
OS of fit patients (82%) was superior to that of frail patients (53%) but not statistically different from
unfit patients (60%). Again, this was likely due to the small sample size.

Our validation of this new sGA to predict OS of older patients with DLBCL adds a significant
contribution to the integration of geriatric assessment in the initial evaluation of these patients. Thanks
to the large study population of the Elderly Project, we were able to definitively show the existence of
an intermediate group of unfit patients, thereby improving the previously adopted two-group model.
We simplified our original GA by using age slightly differently in the definition of fitness status as
reported in table 1.

Unlike a full geriatric assessment, our simplified model can be administered by the oncologist-
hematologist during a regularly scheduled appointment; it takes less than 10 minutes and either a
paper- or web-based calculator can be used, as we did in our project, which reduced the time needed
even more. Other groups are currently working on the same line of research but with a different point
of view as they are using screening tools to identify fit patients who do not require a full geriatric
consultation.?>-?” This approach is reasonable as it quickly identifies the majority of patients who do not
need any additional assessment. We propose our sGA as a useful tool for clinicians that identifies and
objectively measures main inabilities and comorbidities, providing a more complete yet simplified
initial assessment. Of note, SGA does not substitute a formal geriatric consultation, which should
always be done when appropriate. Moreover, sSGA cannot be considered as a complete tool for the
evaluation of older subjects as some dimensions are not included (i.e. socioeconomic status, social

functioning, caregiver, etc.).
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In light of the interaction between age and sGA, we were able to define novel prognostic age groups
that added independent details to other patient and disease features, making it possible to predict
individual risk and prompting the definition of an integrated prognostic model. Adopting an age cutoff
of 80 years might raise some criticism. This cutoff, however, has traditionally been used as one of the
inclusion criteria in the pivotal R-CHOP studies!*?, and identifies a group of patients unlikely to tolerate
a standard immunochemotherapy regimen.?®?° Moreover, looking at our dataset, we observed that the
management of patients over age 80 frequently changed due to therapeutic uncertainties.

We used the same dataset as the sGA validation to build the Elderly Prognostic Index. Based on the
Elderly Prognostic Index, 23% of patients are classified at low risk, and their excellent projected 3-year
OS of 87% makes this group of patients suitable for curative approaches similar to those adopted for
those below age 60 years. These patients must be younger than age 80 and have a low-risk lymphoma
with no or mild impairment in ADL, IADL, and CIRS as defined by the sGA score. In the intermediate-
risk group, which accounts for approximately half of older DLBCL patients, the individual risk is the
result of a more complex interaction between patient status and the disease. Nonetheless, the projected
3-year OS of 69% identifies curing lymphoma as the main goal of therapy. Looking at prescribed
therapies, however, one out of four patients at intermediate risk is treated with reduced-dose regimens,
without any significant difference in overall survival compared to full dose. Thus, full dose therapy
seems a reasonable option also for this intermediate group of patients but reduced-dose therapies
should be considered a good alternative.

Finally, 29% of subjects have a high-risk profile, which is associated with dismal survival rates. These
patients combine both an impairment of fitness status and high-risk lymphoma features. The high
heterogeneity of prescribed therapies and the highest frequency of palliative therapy use (29%) in this

group confirms the lack of consensus about patient management and about treatment objectives. To
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confirm its strength, we validated the EPI on an independent series of older patients with DLBCL from

three different datasets.

Despite the high number of our cases and the solidity of the results shown, we are aware that our study
has some limitations. Ninety-eight patients were excluded from the model definition due to missing IPI
values (mainly LDH and details on extranodal sites). Although missing data could have had some effect
on model definition, this rate of 8.4% is expected for an unselected population of older patients.
Treatment choice was left to the physician’s discretion and may have had a significant effect on
survival. Details on treatment reductions, which can contribute to the success of therapy, are sometimes
incomplete, or even lacking altogether. However, this paper reflects a real-life setting.

In conclusion, the Elderly Project definitively confirms the importance of performing a geriatric
assessment before starting treatment in older patients with DLBCL. The sGA adopted in our study is an
objective, reproducible tool that can be easily managed by the oncologist-hematologist. The time has
come to consider the fitness status of older DLBCL patients to better identify their treatment goals. The
EPI is the first prognostic index to integrate fitness evaluation into prognosis in older DLBCL patients,
which contributes to improving patient assessment. EPI clearly identifies for the first time a high-risk
group of older DLBCL patients that has associated with clear unmet needs and that should be the

subject of future investigations.

13



References

1) Coiffier B, Lepage E, Briere J, et al. CHOP chemotherapy plus rituximab compared with CHOP
alone in elderly patients with diffuse large-B-cell lymphoma. N Engl J Med. 2002; 346:235-242

2) Coiffier B, Thieblemont C , Van Den Neste E, et al. Long-term outcome of patients in the LNH-
98.5 trial, the first randomized study comparing rituximab-CHOP to standard CHOP chemotherapy in
DLBCL patients: a study by the Groupe d'Etudes des Lymphomes de 1'Adulte. Blood. 2010; 116: 2040—
45.

3) Hamaker ME, Stauder, B C, van Munster BC. On-going Clinical Trials for Elderly Patients
With a Hematological Malignancy: Are We Addressing the Right End Points? Ann Oncol. 2014; 25:
675-81.

4) Soto-Perez-de-Celis E, Li D, Yuan Y, et al. Functional Versus Chronological Age: Geriatric
Assessments to Guide Decision Making in Older Patients With Cancer. Lancet Oncol 2018;19: e305-
e316.

5) Lin RJ, Behera M, Diefenbach CS, et al. Role of anthracycline and comprehensive geriatric
assessment for elderly patients with diffuse large B-cell lymphoma. Blood 2017; 130: 2180-2185.

6) Mohile SG, Dale W, Somerfield MR, et al. Pratical assessment and management of
vulnerabilities in older patients receiving chemotherapy: ASCO guidelines fo geriatric oncology. J Clin
Oncol 2018; 36: 23262347

7) Balducci L, Extermann M. Management of cancer in the older person: a practical approach.
Oncologist. 2000;5 : 224-37.

8) Katz S, Ford AB, Moskowitz RW, et al. Studies of illness in the aged: the index of ADL-A
standardized measure of biological and psychosocial function. JAMA. 1963; 185: 914-919.

9) Lawton MP, Brody EM. Assessment of older people: self- maintaining and instrumental
activities of daily living. Gerontologist 1969;9: 179—186.

10)  Miller MD, Towers A. A Manual of Guidelines for Scoring the Cumulative Illness Rating Scale
for Geriatrics (CIRS-G). Pittsburgh, PA: University of Pittsburgh; 1991.

11)  Tucci A, Martelli M, Rigacci L, et al. Comprehensive geriatric assessment is an essential tool to
support treatment decisions in elderly patients with diffuse large B-cell lymphoma: a prospective
multicenter evaluation in 173 patients by the Lymphoma Italian Foundation (FIL). Leuk Lymphoma
2015; 56: 921-6.

14



12)  Hirakawa T, Yamaguchi H , Yokose N , et al. Importance of maintaining the relative dose
intensity of CHOP-like regimens combined with rituximab in patients with diffuse large B-cell
lymphoma . Ann Hematol 2010; 89: 897— 904.

13)  Cox DR. Regression models and life tables. J R Stat Soc 1972; 34: 187-220.

14)  Ong DM, Ashby M, Andrew Grigg A, et al. Comprehensive geriatric assessment is useful in an
elderly Australian population with diffuse large B-cell lymphoma receiving rituximab-chemotherapy
combinations. Br ] Haematol 2019; 187: 73-81.

15)  Tucci A, Ferrari S, Bottelli C, et al. Comprehensive Geriatric Assessment Is More Effective
Than Clinical Judgment to Identify Elderly Diffuse Large Cell Lymphoma Patients Who Benefit From
Aggressive Therapy. Cancer 2009; 115: 4547-53.

16)  Buske C, Hutchings M, Ladetto M, et al. ESMO consensus conference on malignant lymphoma:
general perspectives and recommendations for the clinical management of the elderly patient with
malignant lymphoma. Ann Oncol 2018; 29: 544-562

17)  Morrison VA, Hamlin P, Soubeyran P, et al. Diffuse large B-cell lymphoma in the elderly:
impact of prognosis, comorbidities, geriatric assessment, and supportive care on clinical practice. An
International Society of Geriatric Oncology (SIOG) expert position paper. J Geriatr Oncol. 2015; 6:
141-52.

18)  Yoshida M, Nakao T, Horiuchi M, et al. Analysis of elderly patients with diffuse large B-cell
lymphoma: aggressive therapy is a reasonable approach for ‘unfit’ patients classified by comprehensive
geriatric assessment. Eur J Haematol 2016; 96: 409-16.

19)  Miura K, Konishi J, Miyake T, et al. A Host-Dependent Prognostic Model for Elderly Patients
With Diffuse Large B-Cell Lymphoma. Oncologist 2017 ;22: 554-560.

20) Kanemasa Y, Shimoyama T, Sasaki Y, et al. Geriatric Nutritional Risk Index as a Prognostic
Factor in Patients With Diffuse Large B Cell Lymphoma. Ann Hematol 2018; 97: 999-1007.

21)  Spina M, Balzarotti M, Uziel L, et al. Modulated chemotherapy according to modified
comprehensive geriatric assessment in 100 consecutive elderly patients with diffuse large B-cell
lymphoma. Oncologist 2012; 17: 838-46.

22)  Olivieri A, Gini G, Bocci C, et al. Tailored therapy in an unselected population of 91 elderly
patients with DLBCL prospectively evaluated using a simplified CGA. Oncologist 2012; 17: 663-72.
23)  Merli F, Luminari S, Rossi G, et al. Cyclophosphamide, doxorubicin, vincristine, prednisone

and rituximab versus epirubicin, cyclophosphamide, vinblastine, prednisone and rituximab for the

15



initial treatment of elderly "fit" patients with diffuse large B-cell lymphoma: results from the
ANZINTER3 trial of the Intergruppo Italiano Linfomi. Leuk Lymphoma 2012; 53: 581-8.

24)  Merli F, Luminari S, Rossi G, et al. Outcome of frail elderly patients with Diffuse Large B-cell
lymphoma prospectively identified by comprehensive geriatric assessment: results from a study of the
Fondazione Italiana Linfomi. Leuk Lymphoma 2014; 55: 38-43.

25)  Soubeyran P, Bellera C, Goyard J, et al. Screening for vulnerability in older cancer patients: the
ONCODAGE Prospective Multicenter Cohort Study. PLoS One 2014; 9: e115060

26) Fama A, Martin P, Allmer C, et al. Vulnerable Elders Survey-13 (VES-13) Predicts 1-Year
Mortality Risk in Newly Diagnosed Non-Hodgkin Lymphoma (NHL). Blood 2019; 134
(Supplement_1): 69.

27)  Liu MA, DuMontier C, Murillo A, et al. Gait Speed, Grip Strength, and Clinical Outcomes in
Older Patients With Hematologic Malignancies. Blood 2019; 134:374-382.

28)  Peyrade F, Jardin F, Thieblemont C et al. Attenuated immunochemotherapy regimen (R-
miniCHOP) in elderly patients older than 80 years with diffuse large B-cell lymphoma: a multicentre,
single-arm, phase 2 trial. Lancet Oncol, 2011; 2:460-8.

29)  Peyrade F, Bologna S, Delwail V, et al. Combination of ofatumumab and reduced-dose CHOP
for diffuse large B-cell lymphomas in patients aged 80 years or older: an open-label, multicentre,

single-arm, phase 2 trial from the LYSA group. Lancet Haematol. 2017;4:e46-e55.

16



Figure 1. Overall survival by sGA in all patients with treatment details available (N=1163).
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Figure 2: Overall survival stratified by EPI in the training (A: 1065 patients) and in the
validation (B: 328 patients) samples.
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Table 1. Criteria for sGA assessment

FIT UNFIT FRAIL
ADL >5* < 5* 6* <6*
IADL >6* <6* 8* <8*
0 score =3-4, 1 score =3-4, 0 score =3-4, 1 score =3-4,
CIRS-G
<8 score =2 > 8 score =2 <5 score =2 25 score =2
Age <80 <80 >80 >80

* number of residual functions

sGA: simplified Geriatric Assessment; ADL: Activity of Daily Living; IADL: Instrumental ADL; CIRS-G: Cumulative

Illness Rating Scale for Geriatrics



Table 2. Baseline characteristics of DLBCL patients included in the Elderly Project (n=1207).

sGA, n (%) Total P value

Variable FIT UNFIT FRAIL n (%)
n =652 n =334 n =221 n = 1207

Age, median (range)  years 72 (65 to 79) 80 (65 to 94) 84 (80to 94) 76 (6510 94) <0.001
Age >80 - 168 (50) 221 (100) 389 (32) <0.001
Sex Male 343 (53) 172 (51) 94 (43) 609 (50) 0.032
Stage 1I-1v 427 (66) 236 (71) 148 (68) 811 (67) 0.217
Mv 3 3 3 9
Extranodal sites >1 187 (29) 91 (28) 58 (27) 336 (29) 0.795
MV 17 13 7 37
ECOG-PS >1 71 (11) 84 (25) 85 (39) 240 (20) <0.001
MV 1 2 1 4
LDH >ULN 330 (53) 184 (59) 109 (56) 632 (55) 0.180
MV 27 23 25 75
IPI 3-5 312 (51) 180 (60) 120 (62) 612 (56) 0.004
Mv 42 34 29 105
Symptoms B 159 (24) 96 (29) 60 (27) 315 (26) 0.303
MV - - 2 2
Z%:ejdm gL (6.21tj ; 75 (5 81556. 5 (6.2 iol 716. 5) (5.8%57. 5 <0.001
Hemoglobin <12 g/dL 234 (37) 146 (45) 115 (56) 495 (42) <0.001
MV 16 11 14 41
Albumin <3.5 g/dL 131 (30) 64 (32) 62 (50) 257 (34) <0.001
MV 217 137 98 452

Percentages referred on cases. Excluding those with missing values

p-value: chi2 test of Fisher’s exact test.
NOTE. Because of rounding, percentages may not total 100

sGA: simplified Geriatric Assessment; MV: missing values; LDH: lactate dehydrogenase; ULN: upper limit of normal; IPI:
International Prognostic Index; Hb: hemoglobin; ECOG-PS: Performance Status.
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Table 3. Multivariable Cox PH regression with internal validation parameters (A) and EPI
model definition (B) (n=1065).

(A)

Factors HR (95% CI) Z-score Ratio* Weight P value
FIT 1.00 - - -
UNFIT 1.93 (1.49 to 2.50) 4.97 2.59 3 <0.001
FRAIL 2.74 (2.07 to0 3.62) 7.09 3.69 4 <0.001
IPI 1 1.00 -
IPI 2 1.55 (0.99 to 2.44) 1.92 1.00 1 0.055
IPI 3-5 2.90 (1.93 to 4.35) 5.14 2.68 3 <0.001
Hb <12 g/dL 1.28 (1.02 to 1.60) 2.13 1.11 1 0.033
(B)

EPI model N (%) (39-5y*;, (c)i) HR (95%CI) P value
Risk groups (Score) 1065 66 (62 to 69) - -
Low (0-1) 250 (23) 87 (81 to 91) 1.00 -
Intermediate (2-5) 510 (48) 69 (63 to73) 2.57 (1.72 to 3.84) <0001
High (6-8) 305 (29) 42 (36 t0 49) 6.21 (4.17 t0 9.25) <0.001
High vs Intermediate - 2.41 (1.91 to 3.05) <0.001

* Ratio: ratio between the z-score for any factor divided by minimum z-score observed (IPI 2, considered as reference).
The weights were obtained rounding the ratio. Score: sum of weights.
Internal validation performed after 250 bootstrap resamples

HR: Hazard ratio; CI: Confidence interval; EPI: Elderly Prognostic Index; OS: Overall survival



Table 4. Baseline characteristics of patients in the training and in the validation samples, and

external validation of the EPI.

Variable Training V]Z;(it(ggz:l P value
n= 1065 n=328
Age, years Median (range) 75 (65 to 94) 75 (65 to 99) 0.971
Age, years >80 325 (31) 88 (27) 0.214
Hemoglobin, g/dL Median (range) 12.3 (5.8to 17.5) 12.2(5.8to 17.1) 0.890
Hemoglobin, g/dL <12 g/dL 450 (42) 129 (39) 0.370
sGA 0.003
FIT 596 (56) 148 (465)
UNFIT 291 (27) 112 (34)
FRAIL 178 (17) 68 (21)
IPI 0.011
0-1 194 (18) 85 (26)
2 287 (27) 83 (25)
3-5 584 (55) 160 (49)
3-year OS % (95% CI) 66 (62 to 69) 61 (55 to 67) 0.084
(El;:(fgrl;:slifflri?i:ﬁson) N (%) 3-yr 0S% (95% CI) HR (95% CI)
Low (0-1) 73 (22) 85 (71 to 93) 1.00
Intermediate (2-5) 150 (46) 65 (55 to 73) 2.14 (1.08 to 4.24)
P 0.029
High (6-8) 105 (32) 44 (34 to 54) 4.68 (2.39 t0 9.14)
P <0.001
I}rllltilgz tiate . . 2.18 (1.49 to 3.21)

P <0.001

NOTE. Because of rounding, percentages may not total 100

sGA: simplified Geriatric Assessment; IPI: International Prognostic Index; OS: Overall Survival; HR: Hazard ratio
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