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The demographics of squamous cell carcinoma of the head and neck (SCCHN) is marked by a growing number of patients aged 65 and over, which is in line with global projections for other cancer types. In developed countries, more than half of new SCCHN cases are diagnosed in older people, and in 15 years from now, the proportion is expected to rise by more than 10%. Still, a high-level evidence-based consensus to guide the clinical decision process is strikingly lacking. The available data from retrospective studies and subset analyses of prospective trials suffer from a considerable underrepresentation of senior participants. The situation is even more challenging in the recurrent and/or metastatic setting, where usually only palliative measures are employed. Nevertheless, it is becoming clear that, if treated irrespective of chronological age, fit elderly patients in a good general condition and with a low burden of comorbidities may derive a similar survival advantage as their younger counterparts. Despite that, undertreatment represents a widespread phenomenon and, together with competing non-cancer mortality, is suggested to be an important cause of the worse treatment outcomes observed in this population. Due to physiological changes in drug metabolism occurring with advancing age, the major concerns relate to chemotherapy administration. In locally advanced SCCHN, concurrent chemoradiotherapy in patients over 70 years remains a point of controversy owing to its possibly higher toxicity and questionable benefit. However, accumulating evidence suggests that it should, indeed, be considered in selected cases when biological age is taken into account. Results from a randomized trial conducted in lung cancer showed that treatment selection based on a comprehensive geriatric assessment (CGA) significantly reduced toxicity. However, a CGA is time-consuming and not necessary for all patients. To overcome this hurdle, geriatric screening tools have been introduced to decide who needs such a full evaluation. Among the various screening instruments, G8 and Flemish version of the Triage Risk Screening Tool were prospectively verified and found to have prognostic value. We, therefore, conclude that also in SCCHN, the application of elderly specific prospective trials and integration of clinical practice-oriented assessment tools and predictive models should be promoted.
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INTRODUCTION

Head and neck cancer refers to a heterogeneous group of malignancies originating from the upper aero-digestive tract, including the oral cavity and lip, the pharynx, the larynx, the salivary glands, the ear, the nasal cavity, and the paranasal sinuses (1, 2). More than 90% of the head and neck cancers are of squamous cell origin and are classified as squamous cell carcinomas of the head and neck (SCCHNs). In 2012, it was estimated that SCCHN of the lip, oral cavity, pharynx, and larynx accounted for a total of 686,300 new cases and 375,700 cancer deaths worldwide, thus representing the seventh most common neoplasm in terms of incidence and mortality (3). Forty percent of patients present with early disease (stages I and II). In this setting, cure rates around 80% have been achieved with single-modality treatments, either surgery or radiotherapy. The remaining 60% of cases are diagnosed with advanced stages encompassing locally advanced (stages III and IVA/B) and metastatic tumors (stage IVC). Despite a multimodality approach, the majority of patients with locally advanced SCCHN develop recurrences or distant metastases, so that 5-year overall survival does not usually exceed 60% (4). The presence of distant metastases or recurrent disease unsuitable for surgery or radiotherapy portends a poor prognosis with an expected survival in the order of 6–10 months (5).

In 1971, Abdel Omran coined the term “epidemiological transition” to explain the changes in population with respect to mortality and disease patterns. According to this theory, all societies experience a shift from infectious (cholera and tuberculosis) to chronic and degenerative diseases (cardiovascular and neoplastic), which is paralleled by increasing life expectancy (6). Analogously, “cancer transition” refers to a shift from infection-related cancers to cases associated with reproductive, dietary, and hormonal factors (7). The first concept reflects the evolving demographic landscape of head and neck cancer, since the global cancer burden, including SCCHN, is rising with the predilection of the elderly population. However, the second point concerning the “cancer transition” should be interpreted with caution. Although the major risk factors for head and neck carcinogenesis pertain to behavioral patterns [i.e., tobacco abuse, alcohol consumption, and human papillomavirus (HPV) infection] and are, therefore, preventable, they still pose a serious challenge for public health policy (8). In this regard, driven by the tobacco epidemics, oral cancer incidence rates declined among men and women in countries with effective prevention strategies during 1983–2002, while they increased elsewhere. In contrast, a growing incidence of oropharyngeal cancer has been observed predominantly in economically developed countries during the same period, owing most probably to the increased exposure to HPV infection (9, 10).

In this review article, we address issues related to the management of elderly patients with SCCHN. Notwithstanding the growing participation of older patients in cancer care, this population has been chronically underrepresented in clinical trials mainly due to disqualifying medical conditions. This remains to be a continuing problem despite the fact that their willingness to participate in clinical trials does not seem to pose a barrier (11). At present, only 3.4% of studies worldwide are ongoing in patients over 65 years (12). The resulting lack of evidence-based data hampers effective implementation of novel drugs and development of clinical practice guidelines in the older patient population. Herein, we specifically focus on various aspects of geriatric assessment in oncology and discuss available treatment modalities for patients with primary non-metastatic SCCHN as well as those with recurrent and/or metastatic (R/M) disease.

AGE, AGING, AND THE AGE OF BOOMERS

As documented in many epidemiological studies, there is a marked association between tumor development and aging. Advanced age is the major risk factor for cancer, which, in turn, represents the second most common cause of death for persons over 65 years in Europe (13, 14). In accordance with demographic projections showing the steadily growing number of the elderly people, the global cancer burden will nearly double in the near future with a preferential increase in the developing world. By 2030, up to 22 million new cases (12 million in those 65 years or older) and 13 million cancer deaths (8.4 million in those 65 years or older) are to be expected worldwide each year, excluding non-melanoma skin cancers, which are frequent and generally well curable (15). Interestingly, cancer incidence and mortality have been reported to decrease or plateau in the oldest population (over 90 years) owing partly to the selection of less vulnerable individuals (16).

Squamous cell carcinoma of the head and neck follows the same epidemiologic trends. According to the 2010 cancer incidence projections for the United States, 54% of malignant head and neck cancer cases occurred in patients older than 65 years of age. By 2030, the proportion is expected to rise to 66% (17). Currently, for oral cavity and pharynx cancers, the median age at diagnosis is 62 years, whereas it is 65 years in case of larynx carcinoma (4). Although the major risk factors for SCCHN in the elderly are still tobacco and alcohol consumption, their prevalence is lower than in an unselected population (40 versus 70%), underscoring age alone as an important risk factor. Compared to younger patients, older age groups have a higher ratio of female cases and are more likely to have primary tumors located in the oral cavity and larynx, but less in the hypopharynx. Metastatic spread to the regional lymph nodes and HPV-associated oropharyngeal cancer also appear to be less frequent in the elderly (18).

But how to define old age? This is one of the key questions; unfortunately, no universally accepted criteria that would facilitate clinical decision-making exist. The elderly are usually classified into young-old (65–75 years), old-old (76–85 years), and oldest-old groups (>85 years) (19). This categorization has been adopted by the National Institute on Aging and the National Institutes of Health, whereas most clinical studies use the age of 70 years (or even 75) as a cut-off defining the elderly (20). However, chronological age is not a reliable predictor of life expectancy, functional reserve, or the risk of treatment side effects. Aging is associated with a progressive loss of functional reserve of multiple organ systems, increased prevalence of chronic diseases, and enhanced susceptibility to stress. These age-related changes occur at different rates in different individuals. Moreover, they are usually accompanied by fluctuations in social support and economic resources. Hence, chronological age provides limited information for individual patient management since it does not always correlate with biological parameters (19, 21).

In 2011, the first wave of the Baby Boom generation, born after the Second World War between 1946 and 1964, reached retirement age. Unlike their parents’ generation, the elderly Boomers are different. They demand more involvement and competence in their health care, pursue social engagement and healthy lifestyle, continue to have physical and intellectual activity, and use the Internet and modern information technologies (22). Thus, it is to expect that in this patient population, the gap between chronological and biological age will continue to grow together with an increasing need for strengthening the geriatric competence of clinicians in routine practice.

HOW TO APPROACH AN ELDERLY PATIENT WITH HEAD AND NECK CANCER

At first glance, results from clinical trials could be interpreted as ambiguous. On the one hand, geriatric SCCHN patients experienced similar outcomes when treated similarly as the younger cohort, but on the other hand, worse survival was noted due to higher comorbidity status and competing causes of mortality (23, 24). To resolve this discrepancy, we have to take into account the heterogeneity of the elderly population represented by functional and not chronologic age. In this respect, several studies have demonstrated that radical surgical interventions and radiotherapy with curative intent can be delivered safely to older adults without significant comorbid conditions. Such patients can employ effective coping strategies and maintain quality of life comparable with their younger counterparts (23, 25, 26). Despite these arguments, many physicians concerned about excessive toxicity still tend to use chronological age a sole discriminator and opt for non-standard or less aggressive therapies in otherwise fit elderly persons (23).

With the aim of assessing the extent of undertreatment, a large retrospective analysis of 14,909 oropharyngeal cancer cases categorized data from Surveillance, Epidemiology, and End Results (SEER) program by treatment (surgery, radiation, combined, or none) and age (45–54, 55–64, 65–74, 75–84, >85 years). The following three conclusions were made. First, after the age of 55, the proportion of those who did not receive any of the treatment modalities significantly increased, whereas the number of patients treated with a combined approach (surgery plus radiation) significantly decreased. Second, Kaplan–Meier curves for disease-specific survival revealed that age groups 65–74 and 75–84 years substantially benefited from surgery, radiotherapy, or a combined modality. Finally, the relative risk reduction of death from oropharyngeal cancer conferred by combined therapy was similar across all age categories from 45 to 84 years (27).

In line with these findings are retrospective data reported by others, indicating that only half of the older patients are managed according to institutional policies (28). The resulting suboptimal treatment has been hypothesized as one of the reasons for shorter survival. In oral cavity and pharynx cancers, the SEER database from 2006 to 2012 revealed 5-year overall survival of 69 and 56% for patients younger and older than 65 years, respectively (4). Other factors that may have contributed to such difference in outcomes include serious age-related comorbidities and individual decisions to avoid receiving full-dose regimens (29). This is in accordance with the results of a long-term prospective observational study of 266 subjects showing that chronological age has no independent prognostic value as opposed to comorbidities and non-standard treatment (30).

One possible solution of how to address the complexity in delivering patient care at an individual level is a team approach in treatment planning represented by multidisciplinary tumor boards. These meetings should offer a collaborative review of each case with a special attention to disease factors (site, stage, biology, risk factors for locoregional, or distant relapse), patient characteristics (age, sex, performance and nutritional status, comorbid conditions, oral health, lifestyle habits, socio-economic background), treatment options, and patient preferences. A geriatrician is not always available, and practicing oncologists should, therefore, familiarize themselves with some of the assessment tools described below.

GERIATRIC EVALUATION IN ONCOLOGY

The complexity of geriatric care depends on several characteristics, including functional status, comorbidities, cognition, nutritional status, social support, and psychological state (depression) (31). They all have been linked to survival, and their deterioration with advancing age is more or less caused by progressively declining organ functions and associated metabolic changes. In an outpatient oncology clinic setting, the following indispositions and their prevalence were reported in older cancer patients: comorbidity (>90%, severe in 30–40%), functional status dependence measured by instrumental activities of daily living (IADL, see below) (50–60%), nutritional compromise (30–50%), depression (20–40%), cognitive impairment (25–35%), functional status dependence measured by activities of daily living (ADL, see below) (about 20%), and Eastern Cooperative Oncology Group (ECOG) performance status score ≥2 (about 20%) (32).

Estimation of life expectancy is paramount in cancer counseling. It allows us to tailor the decision-making process by assessing a risk–benefit ratio for planned interventions. About half of patients over 70 years of age can be treated with a standard oncologic approach, while the other half will require more extensive care (33). Consequently, geriatric evaluation using different scales and tools has been used in clinical practice to optimize treatment delivery in this patient population.

Functional Status, Comorbidities, and Nutritional Status

Although often used as traditional oncologic measures, performance status scores alone (e.g., Karnofsky or ECOG) do not convey sufficiently accurate information about functional status, comorbidities, and physiological reserves. However, these three characteristics are key components in differentiating between a fit and frail person of the same age. Functional status comprises an assessment of the patient’s ability to complete ADLs, such as the ability to bathe, dress, feed oneself, maintain continence, and transfer from bed or chair without assistance, and IADLs, like doing housework, using transportation, shopping, and taking medications. Functional status assessed by IADL and also ECOG performance status predict postoperative morbidity, toxicity to chemotherapy, and survival (31). In a study of 203 elderly cancer patients, the association of ECOG performance status with ADL/IADL was moderate, but it was low or absent when compared with comorbidity scales. Similarly, the correlation between ADL/IADL and comorbidities was low or absent (34).

Comorbidities are defined as additional concurrent diseases unrelated to cancer. Due to worsening pulmonary functions with reduced vital capacities and gas exchange, weaker cardiac output, decreasing renal blood flow, and changes in hepatic metabolism, the prevalence of comorbid conditions increases with growing age (28). In addition, cumulative exposure to various risk factors and etiological agents is higher in older adults. Excessive use of tobacco and alcohol results in chronic obstructive pulmonary disease, susceptibility to recurrent infections, liver steatosis and cirrhosis, poor oral hygiene and dental condition, malnutrition, weight loss, frailty, low-performance status, Wernicke’s encephalopathy, and other neurological disorders (35). About 60% of SCCHN patients suffer from at least one coexisting illness, and this percentage is estimated to approach 75% in a population over 70 years old (36, 37). Piccirillo et al. reviewed medical records of 19,268 patients with seven different tumor types from a hospital registry. Cox proportional hazard assessment corrected for age, race, sex, and cancer stage revealed that comorbidity measured by the Adult Comorbidity Evaluation 27 (ACE-27) is an independent prognostic factor. This was confirmed among 1,086 subjects with head and neck cancer, where hazard ratios associated with mild, moderate, and severe comorbidities were 1.03 (0.80–1.32), 1.92 (1.50–2.47), and 2.48 (1.77–3.47), respectively (38). In a retrospective analysis of 103 patients with primary or recurrent SCCHN, this independent prognostic value for survival was shown for both the ACE-27 and the Charlson Comorbidity Scale (39). More recently, a Dutch study showed that the inclusion of the comorbidity score measured by the ACE-27 led to a further refinement of the prognostic model (including HPV status, smoking status, and T and N stage) for oropharyngeal squamous cell cancer, as earlier described by Ang et al. (40, 41).

Nutritional deficiency is the third most commonly encountered factor in older cancer patients, where even small amounts of weight loss (less than 5% of body weight) can have clinical significance (31, 32). In SCCHN, the prevalence is probably even higher due to a reduced oral intake resulting from associated pain and difficulties with swallowing. Moreover, it may be further aggravated by local treatment such as surgery and radiotherapy. According to its severity, available interventions include dietetic counseling, oral nutritional supplements, or artificial nutrition usually by means of percutaneous endoscopic gastrostomy (PEG) (35). With respect to the latter, it needs to be mentioned that the role of prophylactic PEG tube placement still remains a point of controversy (42). A related issue relevant to SCCHN patients is the evaluation of the dental and periodontal health status as it is directly linked to good nutritional intake (35).

Comprehensive Geriatric Assessment

Comprehensive geriatric assessment (CGA) has been introduced by geriatricians to estimate overall health status of an individual, detect unknown deficits, predict survival, and anticipate on adverse effects of chemotherapy and postoperative complications. It includes validated tests for evaluation of functional status, comorbid conditions, cognition, nutritional status, social support, psychological state, and polypharmacy (18, 33, 39, 43, 44) (Table 1). A CGA can predict morbidity and mortality not only in the general geriatric population but also in elderly patients with cancer, where it was shown to modify the initially proposed anticancer treatment in up to 49% of patients (31, 45, 46). This multidimensional interdisciplinary diagnostic process is, thus, both a diagnostic and therapeutic tool aiming at improving quality of life, compliance to therapy, and overall survival. For timely detection of deterioration, measurements can be repeated during follow-up. With a notable remark that results from randomized trials are available mostly for non-malignant diseases, a CGA has been recommended by the National Comprehensive Cancer Network (NCCN), the European Organisation for Research and Treatment of Cancer (EORTC), and the International Society of Geriatric Oncology (SIOG) (47–49).

TABLE 1 | Components of a comprehensive geriatric assessment with tools for their measurement, adapted from Ref. (18, 33, 39).
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The first randomized trial in cancer patients to prospectively evaluate CGA-directed treatment selection is the ESOGIA-GFPC-GECP 08-02 study conducted in 494 elderly patients with advanced non-small-cell lung cancer. Participants aged 70 years and above were randomized between chemotherapy allocation based on performance status and treatment choice according to a CGA. In the former arm, the investigators defined a group of patients with performance status ≤1 and age ≤75 years, who received combination chemotherapy, and a group of older patients and/or patients with worse performance status treated with single-agent regimen. The latter arm was stratified into fit, vulnerable, and frail categories that received combination chemotherapy, single-agent regimen, or supportive care only, respectively. There was no difference in the primary or secondary end points (treatment failure free survival, overall survival, progression-free survival, tolerability, quality of life). However, the CGA-guided approach significantly reduced all-grade toxicity and treatment failure as a result of toxicity (50, 51). In SCCHN, the first randomized controlled study using a CGA is the EGeSOR trial that is currently ongoing in France. Both control and experimental groups receive standard-of-care management, while, in the latter group, CGAs are performed by geriatricians at predefined time points. The primary endpoint is a composite of death, ADL, and weight loss ≥ 10%. The investigators expect at least a 10% decrease in the primary endpoint to be achieved by the intervention (29).

However, owing to the fact that a CGA is time-consuming, requires skilled professionals, and is not necessary for all patients, it is rarely performed in oncology practices. Consequently, a two-step approach has been developed furnishing clinicians with geriatric screening tools to decide: (i) what patient needs a full assessment, (ii) who will benefit from a specific examination, and (iii) in which cases no further testing is required.

Geriatric Screening Tools

Several geriatric screening tests have been used in oncology including the G8, the Flemish version of the Triage Risk Screening Tool (fTRST), the Groningen Frailty Indicator, the Vulnerable Elders Survey-13 (VES-13), and an abbreviated CGA. The G8 and the fTRST have been prospectively validated in a non-interventional, multicentre study (Tables 2 and 3). Both instruments demonstrated high sensitivity and moderate negative predictive value to identify patients with a geriatric risk profile. Moreover, they were prognostic for overall survival, especially the G8 (43). In a recent update of SIOG recommendations, a systematic review of 44 studies on the use of 17 different screening tools was reported. The G8 proved to be more or equally sensitive than other tests. The authors concluded that the screening tools should not replace a full assessment. However, a busy practice setting entitles the physicians to use them for triage decisions prior to a CGA (52).

TABLE 2 | G8 screening questionnaire in elderly patients (43).
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TABLE 3 | Flemish version of the Triage Risk Screening Tool (43).
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Stratifying elderly head and neck cancer patients according to the VES-13 test into frail, vulnerable, and fit cohorts, Perri et al. proposed possible approaches for their management. Frail (VES-13 score = 3) and vulnerable (score = 1–2) groups should undergo a CGA, while standard therapy is advised for the rest. Importantly, physicians should respect physiological changes in the elderly concerning drug metabolism as well as limited bone marrow reserve, the latter being reflected in guidelines for growth factor prophylaxis. Where indicated, a CGA tailors planned interventions, so that frail persons receive best supportive care only, whereas patients designated as vulnerable are treated with anticancer modalities. However, in the latter category, doses are often reduced, drugs substituted, and regimens switched in order to prevent excessive toxicity (53).

TREATMENT OF PRIMARY NON-METASTATIC HEAD AND NECK CANCER

At present, all recommendations for management of elderly patients diagnosed with SCCHN are based on retrospective studies or subset analyses of prospective trials. In primary non-metastatic tumors, surgery and radiotherapy have remained the cornerstones of care. This holds especially for early disease stages, where single-modalities are generally employed with relatively low risk of complications. The current section provides an overview of seminal publications on available treatment modalities to show to what extent a standard approach can be adopted in elderly patients. Readers further interested in treatment algorithms for SCCHN are advised to refer to clinical practice guidelines of the NCCN or the European Society for Medical Oncology (ESMO) (54, 55).

In oncology, when comparing the efficacy of different interventions within a controlled trial, classical endpoints include overall or event-free survival. Although regarded as a gold standard to demonstrate a clinically meaningful benefit, their downside is the fact that they combine one or more disease-specific events with death from other causes. In the elderly, the risk of competing mortality is even higher, necessitating the development of accurate prognostic models for stratifying patients according to their probability of dying of cancer- versus non-cancer-related causes. Recently, a novel generalized competing event model showed an improved stratification of older cancer patients compared to standard Cox modeling approaches. The authors calculated risk scores for cancer-specific and all-cause mortalities in 84,319 senior patients (age over 66 years) with non-metastatic prostate, head and neck, and breast cancers identified from the SEER database. In the head and neck cancer subgroup (n = 9,677) diagnosed from 1996 to 2009, the 5-year cumulative incidences of all-cause, cancer-specific, second cancer, and non-cancer mortality were 59, 24, 16, and 19%, respectively. Interestingly, the new model gave more weight to female gender, suggesting a possible benefit of treatment intensification for elderly women with SCCHN. The authors conclude that this improved risk stratification will help detect treatment benefits within subpopulations, leading to more powerful and cost-effective clinical research (56).

Surgery

One of the first reports on the risks of major head and neck surgery dates back to the late 1970s, when McGuirt and coworkers reviewed medical records of 714 cases who underwent radical neck dissection from 1963 to 1973. One hundred sixty-two patients were over 70 years old. Major surgical complications included operative mortality, cutaneous fistula, carotid blowout, or hemorrhage, while minor complications were defined as wound infections, necrosis, seroma, chylous fistula, or flap elevation from hematoma formation. The incidence of both major and minor surgical complications was comparable between the cohorts above and below 70 years of age. However, medical complications, mostly of cardiovascular and pulmonary origin, were higher by 8% in the elderly subgroup. Perioperative mortality rates, defined as death within 30 days of operation, were 7.4 and 1.4% in older and younger subjects, respectively (57). The perioperative mortality was also addressed in a large retrospective study of 810 patients aged over 65 years, where the rate was calculated at 3.5% (58). Smaller series later published by other investigators showed similar findings even in the oldest-old category. As an example, Clayman et al. compared 79 patients younger than 65 years with 43 aged over 80 years. Although median overall survival was significantly lower in the older age group, it was similar to the actuarial survival of the general octogenarian population. Moreover, despite a higher rate of preoperative comorbid conditions in the older age group, the investigators did not observe significant differences in terms of perioperative or postoperative complications between the two study arms (59).

Although preferred, conservative, non-destructive surgical procedures are not always feasible. Therefore, reconstructive surgery with microvascular free tissue transfer has become an integral part of aggressive surgical interventions. It can be used safely and effectively in the elderly population. The reported higher rate of perioperative complications with this approach was most likely more a result of an increased prevalence of comorbid conditions rather than advanced chronological age (18). In SCCHN, comorbidities have indeed been identified as the main predictive factor for postoperative complications. A study by Ferrier et al. linked duration of anesthesia and comorbidity, measured by the ACE-27 or the American Society of Anesthesiologists (ASA) risk classification system, to the incidence of major complications of head and neck surgery (60). These results were confirmed and further extended by Sanabria et al., who retrospectively analyzed 272 patients older than 70 years. The majority of these patients had locally advanced disease. Eighty-eight percent presented with comorbidities, and 57% experienced some type of complication (45% local and 29% systemic). The following factors were associated with an increased rate of postoperative complications: male gender, bilateral neck dissection, two or more comorbidities, reconstructive surgery, and stage IV SCCHN (61).

Taken together, it has become clear that advanced age itself should not be a determinant of eligibility for limited or extensive surgical treatment under the condition of careful preoperative evaluation of comorbidities and appropriate perioperative management.

Radiotherapy

External beam radiotherapy can be delivered either as a definitive treatment with both curative and palliative indications or adjuvantly. Combinations with certain anticancer agents (e.g., cisplatin or cetuximab) might lead to improved outcome when used for the right indication, however, at the cost of increased acute and late toxicity. In early disease, radiotherapy yields outcomes comparable with resection, and it may become the preferred option if a patient is deemed unsuitable for surgery or when there is a high risk of a major functional deficit after invasive intervention.

The key question whether age represents a deciding factor for irradiation was placed in the spotlight of researchers already two decades ago, when Pignon and coworkers published an article aptly entitled “No age limit for radical radiotherapy in head and neck tumours.” This pivotal meta-analysis pooled data from 1,589 patients (26% over 65 years) enrolled in five EORTC trials. Survival and toxicity were examined after splitting the database in seven age categories, three of which belonged to the elderly population (65–69, 70–75, >75). No differences were observed in overall survival, locoregional control, acute objective mucosal reactions, weight loss, and late effects. However, functional mucosal reactions, corresponding to symptoms experienced by the patients, were more common in older adults. Although this age dependency disappeared after adjustment for performance status, it suggested that elderly people might tolerate acute toxicity less well than their younger counterparts (62). Results from other retrospective studies, which were also accessible for the oldest generation (over 85 years), confirmed that chronological age is not a relevant discriminator in this setting (18). However, these findings should not be interpreted as if all patients received full treatment. In a cohort of 331 patients aged over 70 years, consistency with institutional policies was as low as about 50% (63). Moreover, Ortholan et al. reported a planned deviation from standard curative treatment, comprising mostly definitive or adjuvant radiotherapy, in 59% of patients aged 80 years or older (64).

Another matter of importance concerns fractionation schedules. According to a large meta-analysis of 15 trials enrolling 6,515 SCCHN patients, altered radiotherapy improved locoregional control and survival with the greatest benefit conferred by hyperfractionation. However, the beneficial effect of altered fractionation decreased with advancing age and poor performance status, which was attributed partly to an increased proportion of non-cancer-related deaths in the elderly (65). Thus, conventional fractionation (1.8–2 Gy per fraction for 5–7 weeks) remains the standard-of-care for these patients. On the other hand, less intensive schedules can fulfill a role of an effective strategy to relief symptoms, when cure is no longer possible. Palliative regimens provide high rates of locoregional responses with a good compliance and do not prevent delivery of additional fractions of radiotherapy if tolerable (18). Several hypofractionated irradiation schedules were proposed for age-unrestricted populations where median age fell within the elderly group, such as 14 Gy in 4 fractions (range: 52–88, median: 73 years), 30 Gy in 5 fractions (range: 43–87, median: 68 years), 50 Gy in 16 fractions (range: 41–95, median 69 years), 24 Gy in 3 fractions (range: 45–98, median: 77 years), or 48 Gy in 12 fractions (range: 39–92, median 70 years) (66–70). Based on a retrospective study of 65 elderly or otherwise frail patients, split-course, accelerated, hypofractionated radiotherapy (SCAHRT) consisting of 60–72 Gy in 20–24 fractions was recently suggested for properly selected, high-risk patients unable to tolerate continuous-course definitive radiotherapy (71). In addition, stereotactic body radiotherapy may represent a promising alternative to purely palliative regimens in this patient population (72, 73).

Finally, continuous efforts should be made toward sufficient implementation of supportive care measures, not only in the palliative setting but throughout the whole treatment period. Oral mucositis, pain syndrome, and nutritional deficiency are among the most common problems to be timely addressed. In this respect, refinements in radiotherapy techniques, comprising, e.g., intensity-modulated radiation therapy (IMRT), offer an opportunity to reduce acute and late side effects and should be, therefore, promoted (18).

Chemotherapy

In the primary disease setting, chemotherapy has been approved for the management of locoregional SCCHN as part of induction treatment or as an adjunct to radiotherapy. While the former option is not unequivocally accepted among professionals, concurrent chemoradiotherapy represents a well-established modality. A large individual patient-based meta-analysis showed that the magnitude of the survival advantage conveyed by concomitant chemoradiotherapy is smaller in older (above 70 years) than younger adults, probably due to excess of other causes of death in this age group (15% in those under 50 years, 39% in those over 70 years). Alternatively, elderly patients could have an increase in non-cancer-related deaths inflicted by chemotherapy (74). The latter explanation is in line with the results of a subset analysis of three Radiation Therapy Oncology Group (RTOG) trials (RTOG 91-11, 97-03, and 99-14), which found that older age is an independent risk factor for the development of severe late toxicity after concurrent chemoradiotherapy (odds ratio 1.05 per year; p = 0.001) (75).

The effect of age on outcome was also evaluated in a retrospective analysis of three other phase III RTOG trials (RTOG 9003, 0129, and 0522), exploring radiotherapy with or without concurrent chemotherapy in the locally advanced setting. Here, patients at the age of 70 years or above were more likely to be female and to have a poorer performance status, a heavier smoking history, and a negative p16 status (p < 0.001 for each). Importantly, after adjusting for covariates, they had worse outcome [hazard ratio (HR) for death: 1.55; 95% confidence interval (CI), 1.35–1.77; p < 0.001], regardless of smoking history or p16 status, and this was more apparent in the combined modality trials (RTOG 0129 and 0522), which also featured elevated toxicity (see below). Moreover, the adverse effect of older age was suggested to be worse in p16 positive cases (HR 2.07 versus 1.30; interaction p = 0.09). In the RTOG 9003 trial comparing two types of radiotherapy (standard versus altered fractionation radiotherapy), maximum grade stomatitis and other toxicities were similar by age. However, in the two cisplatin-based concurrent chemoradiation studies (RTOG 0129 and 0522), the elderly patients experienced significantly more grade 3–5 thrombocytopenia (p = 0.02), anemia (p = 0.03), nephrotoxicity (p = 0.01), and ototoxicity (borderline significant; p = 0.06) than the younger patients, whereas surprisingly, severe mucositis occurred significantly less frequently in the elderly patients (p = 0.04). With regard to causes of death by age, there was no difference in incident cancers or second primary tumors, signaling that the shorter survival in older adults was due to other causes (34.8 versus 19.5% in younger counterparts) (76).

So, does this mean that elderly patients should not be treated with concurrent chemoradiotherapy, which may even decrease survival and elicit significantly more acute and late toxicity? Adding further to the controversy, two large studies of population-based cross-sectional registries provided an alternative view on this matter. Retrospective data obtained from the University of North Carolina Cancer Registry indicate that elderly SCCHN patients (≥ 70 years), fit enough to receive multimodality therapy (either surgery plus radiation or chemotherapy plus radiotherapy with or without surgery) for stage III–IV disease, have 5-year survival rates comparable to similarly treated younger counterparts (33 versus 44%, p = 0.0522), but do significantly worse if treated with single-modality treatment (HR for progression-free survival, 1.5; 95% CI, 1.19–1.89). More specifically, no negative impact of advanced age on overall survival (HR, 1.08; 95% CI, 0.83–1.40) or progression-free survival (HR, 1.05; 95% CI, 0.82–1.34) was seen for chemotherapy combined with radiotherapy on multivariate analysis, although information about chemotherapy scheduling was lacking. In addition, early-stage patients from both age groups relapsed at the same rate, suggesting that the observed survival differences between them were mainly due to non-cancer-competing mortality (24). A recent review of 4,042 patients older than 70 years from the National Cancer Data Base confirmed an overall survival benefit of adding chemotherapy concurrently to irradiation. This was demonstrated in multivariate analysis (HR, 0.63; 95% CI, 0.58–0.68; p < 0.001) and propensity score matching (HR, 0.73; 95% CI, 0.66–0.80; p < 0.001). According to recursive partitioning analysis, the survival gain was limited to patients not older than 81 years, with low comorbidity scores, and either T1-2/N2-3 or T3-4/N0-3 disease (77).

However, using the SEER-Medline linked database, VanderWalde et al. came to different conclusions. For the entire cohort of 10,599 non-metastatic SCCHN patients with a median age of 74 years, the unadjusted multivariate Cox regression model demonstrated no survival benefit for chemoradiotherapy over radiotherapy alone (HR, 1.134; 95% CI, 1.017–1.203; p < 0.001). Furthermore, the multivariate analysis identified the following characteristics to be significantly associated with overall survival: comorbidities, Medicare eligibility, stage, lymph node status, IMRT receipt, marital status, cancer site, grade, diagnostic era, and age. Of note, the authors did not categorize induction and concurrent chemotherapy schedules separately (78).

Altogether, these results illustrate how difficult it is to make firm recommendations based on retrospective findings and subgroup analyses which typically suffer from underrepresentation of the elderly population (Table 4). For a correct interpretation, it is necessary to distinguish between studies comparing concurrent chemoradiation in older patients with concurrent chemoradiation in their younger counterparts and studies comparing concurrent chemoradiation with radiation only in the elderly population. Moreover, we have to take into account that the inclusion period of some studies started more than 20 years ago and older people nowadays (Boomers) are different from their parents’ generation (see above). Another important factor deserving consideration is the differentiation between findings coming from a meta-analysis of controlled clinical trials on one side and a population-based registry on the other. Both approaches have specific limitations concerning an often questionable generalizability of results in the former category and the purely observational nature of acquired data in the latter category. Although the well-known and often cited meta-analysis by Pignon et al. may discourage us from opting for concurrent chemoradiotherapy in older persons, other investigators are more tolerant proposing this modality to a specific group of the elderly defined primarily by low comorbidity scores. Indeed, the impact of comorbidities and non-adherence to treatment protocols on worse outcomes warrants further investigation, preferably within a framework of a well-designed prospective trial.

TABLE 4 | Is concurrenta chemoradiation a viable option for elderly patients?
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In any case, attentive supportive care is imperative in these patients (79, 80). As a result of age-related changes in pharmacokinetics and pharmacodynamics, chemotherapy administration carries safety concerns in the elderly. The physiological decline in glomerular filtration rate, caused by reduced renal blood flow, necessitates dose adjustments or even omission of some chemotherapeutics (e.g., cisplatin, carboplatin, methotrexate). In this respect, cisplatin may be replaced with carboplatin, which can be dosed more easily based on the glomerular filtration rate (81). Importantly, serum creatinine level is not a sensitive indicator of renal function in the elderly. Effects on the gastrointestinal tract involve a decrease in splanchnic blood blow, production of hydrochloric acid, and gastric enzymes, interfering with the rate of absorption of many oral drugs, but also reduced liver mass and activity of the cytochrome P450 enzymes, which should be kept in mind when prescribing medication with exclusive liver metabolism (e.g., opioids). Another consideration relates to the higher incidence of preexisting neuropathy and the resulting drug restrictions (cisplatin, vinca alkaloids, taxanes). In addition, older adults are more susceptible to dehydration, and this can be precipitated by 5-fluorouracil and other fluoropyrimidines as these agents are associated with an increased risk of diarrhea and mucositis. The potential danger of 5-fluorouracil is further accentuated by the fact that the elderly have a physiologic decline in intracellular levels of dihydropyrimidine dehydrogenase, the rate-limiting enzyme in the catabolism of fluoropyrimidines. Apart from that, age over 65 years is an important predisposition for chemotherapy-induced myelosuppression and febrile neutropenia. In this setting, hematopoietic growth factor support has proved beneficial (53). Finally, polypharmacy and the resulting drug–drug interactions may become a serious issue. Around 40% of elderly patients take more than four different drugs, which increases the risk of interactions at least fourfold compared with taking less medication. Consequently, 75% of patients over 70 years treated with chemotherapy are in danger of drug interactions (12).

Addressing the need for a better prediction of chemotherapy toxicity in this population, Hurria et al. developed a practice-oriented risk stratification schema for grade 3–5 toxicity incorporating patient, tumor, and treatment characteristics, laboratory test values, and geriatric assessment variables (Table 5) (82). Recently, this prediction tool was externally validated in an independent cohort of 250 elderly patients (≥65 years) with breast (24%), lung (26%), gastrointestinal (27%), gynecological (7%), genitourinary (12%), and other cancers (4%). Risk of chemotherapy-induced toxicity was shown to significantly correlate with increasing risk score (37% for a low, 62% medium, and 70% high score; p < 0.001), but not with Karnofsky performance status (83).

TABLE 5 | Predictive model for chemotherapy toxicity (83).
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Targeted Therapy

Cetuximab (epidermal growth factor receptor [EGFR] inhibitor) is the only targeted agent to significantly improve the median overall survival of patients with locoregionally advanced and recurrent or metastatic SCCHN (84, 85). In the former category, the activity of cetuximab has been supported by a controlled phase III trial which randomly assigned 424 patients to receive either cetuximab plus radiotherapy or radiotherapy alone. However, following its introduction in clinical practice 10 years ago, real-world experience has been controversial. Not only did some authors report a higher-than-expected toxicity but more recent data have raised questions whether its efficacy in combination with radiotherapy equals that of cisplatin-based concurrent chemoradiotherapy (86–91). In the original 2006 trial, the elderly population represented 26% of the total number of enrolled patients (110/424). Unfortunately, based on a subset analysis, the overall survival benefit observed with the addition of cetuximab was limited to patients younger than 65 years. Nevertheless, the compliance with cetuximab plus radiation is clearly superior to that observed with cisplatin-based concurrent chemoradiotherapy. Moreover, the addition of cetuximab to radiotherapy did not have a negative effect on quality of life (92). Therefore, in case there are absolute or relative contraindications for the use of cisplatin, cetuximab remains a viable option, regardless of advanced age (93).

Immune Modulation

Modern immunotherapeutic approaches using immune checkpoint inhibitors have emerged as a ground-breaking discovery in oncology. The principle behind their action is restoration of the natural anticancer potential of the immune system. SCCHN is an immunosuppressive disease employing several mechanisms to evade immune surveillance. It manipulates its own immunogenicity, produces immunosuppressive mediators, and promotes immunomodulatory cell types (94). The process of aging is accompanied by a gradual decline in immune functions. However, the role of this phenomenon, referred to as immunosenescence, in cancer development remains a matter of debate. On the one hand, immunosurveillance, recognizing and eliminating malignant cells, becomes compromised with advancing age; on the other hand, the immune system displays tumor-promoting properties, which may decrease in the elderly as well. Thus, the possible reason for increased cancer incidence with respect to the immune system could be the chronic inflammatory responses observed in aging tissues (13).

Another crucial observation concerns the fact that both chemotherapy (e.g., oxaliplatin, cyclophosphamide) and radiation can initiate effective antitumor immunity by inducing immunogenic cell death, leading to dendritic cell activation (95–97). Intriguingly, radiotherapy has been put in context with the so-called abscopal effect also known as radiation-induced bystander effect, a situation when localized treatment of a tumor mass results in a shrinking of distant lesions. Although the underlying mechanisms have not yet been fully understood, various combinations of immune checkpoint inhibitors with other anticancer treatment modalities have gained attention among the medical community, being supported by favorable preclinical experience (98). Three major classes of checkpoint inhibitors are available for clinical testing. They encompass monoclonal antibodies against anti-cytotoxic T-lymphocyte antigen-4 (CTLA-4), programmed death-1 (PD-1) receptor, and programmed death ligand-1 (PD-L1). Trials ongoing in previously untreated, locally advanced SCCHN investigate a combination of ipilimumab (anti-CTLA-4) with cetuximab-based bioradiotherapy (NCT01860430), nivolumab (anti-PD-1) with cetuximab- or cisplatin-based bio- or chemoradiotherapy (RTOG3504), and pembrolizumab (anti-PD-1) with cisplatin-based concurrent chemoradiotherapy (NCT02819752) (94). Currently, it is unclear whether old age has any impact on the outcome of such combination regimens. However, recent data from immunotherapy trials conducted in R/M-SCCHN indicate that senior patients might be able to tolerate checkpoint inhibitors well (see below).

TREATMENT OF RECURRENT AND/OR METASTATIC HEAD AND NECK CANCER

R/M-SCCHN is a devastating disease qualifying most of the patients for palliative measures with an expected survival usually not exceeding 1 year. Owing to the higher risk of competing causes of death in the older adults and their often compromised health status, the prognosis is even worse in this population, which partly explains the profound lack of high-level evidence to guide clinical management. Generally, eligibility for and tolerance to a locoregional approach (surgery and radiation) is better than in the case of systemic therapy. However, just a minority of locoregional recurrences can be successfully salvaged by complete resection or (re)irradiation (99). Similarly, only carefully selected cases with metachronous pulmonary metastases may be considered for surgical intervention (100). After reviewing medical records of 75 consecutive SCCHN patients who underwent reirradiation, Buglione et al. identified the following unfavorable prognostic factors for overall survival on univariate analysis: age above 70, Karnofsky performance status below 90, and more than three comorbidities (101).

In the remainder, irrespective of age, treatment goals focus primarily on symptom control and improvement of quality of life. A single-drug regimen or best supportive care is offered to fragile patients with poor performance status and comorbidities. Fit individuals may benefit from multi-drug chemotherapy with or without cetuximab (99). The landmark EXTREME (Erbitux in first-line treatment of recurrent or metastatic head and neck cancer) trial found significant overall survival improvement with platinum (cisplatin or carboplatin)/5-fluorouracil/cetuximab combination over the chemotherapy doublet alone and, therefore, is the only approved standard first-line systemic treatment today (85).

In a combined analysis of two phase III trials conducted by ECOG (1393 and 1395), Argiris et al. compared toxicity, response rates, and survival of elderly R/M-SCCHN patients (70 years or older) with their younger counterparts. The ECOG 1393 trial randomized patients to receive a cisplatin/paclitaxel doublet at two dose levels, while treatment arms in the ECOG 1395 trial comprised cisplatin plus either 5-fluorouracil or paclitaxel. Altogether, 53 older patients were compared to 346 younger ones. No statistically significant differences were observed in terms of objective response rate (28 versus 33%), median time to progression (5.25 versus 4.8 months), median overall survival (5.3 versus 8 months), or 1-year survival (26 versus 33%) between these two subgroups, respectively. However, the authors noted a significantly higher incidence of severe nephrotoxicity, diarrhea, and thrombocytopenia in the elderly population, which was accompanied by a trend toward a higher toxic death rate (13 versus 8%). In conclusion, cisplatin-based doublets yielded comparable survival outcomes among fit elderly and younger patients, yet at the cost of increased side effects in the former group (20).

Population aged 65 years or more made up 17% of the total number of patients (77/442) enrolled in the EXTREME trial and was equally distributed between both treatment arms. Subgroup analysis of this cohort revealed that the survival advantage conferred by adding cetuximab to platinum/5-fluorouracil chemotherapy fell short of statistical significance, in contrast to younger adults and the whole intention-to-treat population. Median progression-free survival was 4.2 and 3.2 months (HR, 0.65; 95% CI, 0.38–1.12) and median overall survival 9.1 and 7.8 months (HR, 1.07; 95% CI, 0.65–1.77), in the cetuximab and control arms of the elderly subpopulation, respectively (85). Analogous data are available in the second-line setting. The LUX-Head and Neck 1 trial evaluated the clinical efficacy of afatinib, an irreversible human epidermal growth factor family receptor (ERBB) blocker, matched up to methotrexate in a 2:1 ratio among 483 eligible subjects [128 (27%) aged 65 years or more]. Although the study was sufficiently powered, no improvement in overall survival was achieved by the ERBB antagonist. However, afatinib induced a marginal but significant improvement in median progression-free survival versus methotrexate in the overall population (2.6 versus 1.7 months; HR, 0.80; 95% CI, 0.65–0.98, p = 0.030) (102). Moreover, similar progression-free survival benefit with afatinib versus methotrexate was observed in patients aged 65 years or older (2.8 versus 2.3 months; HR, 0.68; 95% CI, 0.45–1.03, p = 0.061) and younger patients (2.6 versus 1.6 months; HR, 0.79; 95% CI, 0.62–1.01, p = 0.052). Also objective response rates with afatinib versus methotrexate were 11 versus 7% and 10 versus 5% and disease control rates were 53 versus 38% and 48 versus 39% in older and younger patients, respectively, without an indication of excessive toxicity in the older population (103). Taken together, these results suggest that benefit of systemic treatment also exists in the elderly, but newer forms of systemic therapy need to be studied prospectively and separately in the elderly population with R/M-SCCHN.

One of the novel systemic strategies involves immunotherapy, particularly immune checkpoint inhibitors. These agents have the potential to induce durable responses even in patients with refractory disease and cause relatively low incidence of serious adverse events. In SCCHN, available data from clinical trials have not been published in peer-reviewed journals so far. In the recently reported interim analysis of the phase III CHECKMATE-141 trial, nivolumab, as the first drug ever, improved median overall survival in platinum-refractory R/M-SCCHN, compared with single-agent chemotherapy or cetuximab. Of the 361 enrolled patients, 113 (31%) were 65 years or older. Unfortunately, the survival benefit of nivolumab observed in patients aged 65–74 years did not reach statistical significance (HR, 0.93; 95% CI, 0.56–1.54), which was thus limited to their younger counterparts (104). Additional promising results were presented from early clinical trials exploring pembrolizumab and durvalumab (anti-PD-L1) (105, 106). In both studies, elderly patients were included in the study population, and treatment even at very old age seems possible. Illustrative for that was the case of a 96-year-old female patient with an HPV-negative and PD-L1-positive tumor who progressed on a previous regimen with cetuximab. The patient was then started on durvalumab yielding a partial response already 4 weeks after treatment initiation. At 16 weeks of durvalumab administration, tumor shrinkage was confirmed. Surprisingly, the authors mentioned that no treatment-related adverse events occurred (106).

Broadly addressing the issue of SCCHN unsuitable for surgery, the ELAN-ONCOVAL study was designed to establish a standard treatment for individuals aged 70 years or over. It is currently recruiting patients who undergo a geriatric evaluation upon enrollment and then enter one of the following three distinct trials. In the curative setting, unfit patients are offered radiotherapy (standard versus hypofractionated split course schedule) within the randomized non-inferiority ELAN-RT phase III trial (NCT01864850). In the recurrent and/or metastatic setting, unfit patients are proposed to be enrolled in the ELAN-UNFIT phase III trial (NCT01884623) comparing single-agent cetuximab versus methotrexate monotherapy, whereas the fit ones may participate in the ELAN-FIT phase II trial (NCT01864772) evaluating the carboplatin/5-fluororuracil/cetuximab (EXTREME) regimen. The ELAN-ONCOVAL is planned to enroll 448 patients with an estimated completion date between 2017 and 2018 (107).

CONCLUSION

Progress in oncology research and innovative approaches to trial design have been paralleled by a process of extending allocation of health resources. Oncological care has become more intensive and sophisticated, equipped with detailed guidelines covering nearly all age groups, stages, and histotypes. Long gone is the time when older adults were eligible only for palliative management. Senior patients have repeatedly shown enough benefit to outweigh the possible complications related to physiological changes occurring with advancing age. To achieve cure, accumulating evidence suggests that fit elderly people should be treated according to protocols used for their younger counterparts but need to undergo a more scientifically based selection procedure and in addition need the most optimal support to be able to tolerate these standard treatments. The time has come to make a change and stop ending up each time with insufficient numbers of elderly patients in trials with unrestricted age distribution. Taking into account the changing demographics in head and neck cancer, better options seem recommendable.

Therefore, to better understand the behavior of head and neck cancer in elderly patients and to come to a better management of such patients, we support the idea to develop and implement elderly specific prospective trials instead of settling for stratification based on age. Moreover, integration of formal geriatric assessment with comorbidity scores in treatment plans should take into account a direct applicability to the daily clinical practice. In trial design, the SIOG advocates an appropriate use of de-escalation protocols and endpoints relating to functional status, cognition, and independent living (12). Finally, as suggested by Kish et al., the institution of predictive models for chemotherapy toxicity and outcome, examination of tumor genetics, and comparative molecular genomic analysis of elderly patients versus their younger counterparts may further assist us in defining new standard-of-care treatment for this elderly population (76).

AUTHOR CONTRIBUTIONS

PS and JBV prepared and approved the manuscript.

FUNDING

This Research Project was supported by ESMO with the aid of a grant from Amgen. Any views, opinions, findings, conclusions, or recommendations expressed in this material are those solely of the authors and do not necessarily reflect those of ESMO or Amgen.

REFERENCES

1. Vokes EE, Weichselbaum RR, Lippman SM, Hong WK. Head and neck cancer. N Engl J Med (1993) 328:184–94. doi:10.1056/NEJM199301213280306

2. National Cancer Institute. Head and Neck Cancers. (2013). Available from: http://www.cancer.gov/types/head-and-neck/head-neck-fact-sheet

3. Torre LA, Bray F, Siegel RL, Ferlay J, Lortet-Tieulent J, Jemal A. Global cancer statistics, 2012. CA Cancer J Clin (2015) 65:87–108. doi:10.3322/caac.21262

4. Howlader N, Noone AM, Krapcho M, Miller D, Bishop K, Altekruse SF, et al. SEER Cancer Statistics Review, 1975-2013. Bethesda, MD: National Cancer Institute (2016). Available from: http://seer.cancer.gov/csr/1975_2013/, based on November 2015 SEER data submission, posted to the SEER web site

5. Vermorken JB, Specenier P. Optimal treatment for recurrent/metastatic head and neck cancer. Ann Oncol (2010) 21(Suppl 7):vii252–61. doi:10.1093/annonc/mdq453

6. Omran AR. The epidemiologic transition. A theory of the epidemiology of population change. Milbank Mem Fund Q (1971) 49:509–38. doi:10.2307/3349375

7. Bray F, Jemal A, Grey N, Ferlay J, Forman D. Global cancer transitions according to the Human Development Index (2008-2030): a population-based study. Lancet Oncol (2012) 13:790–801. doi:10.1016/S1470-2045(12)70211-5

8. Sivasithamparam J, Visk CA, Cohen EE, King AC. Modifiable risk behaviors in patients with head and neck cancer. Cancer (2013) 119:2419–26. doi:10.1002/cncr.27993

9. Chaturvedi AK, Anderson WF, Lortet-Tieulent J, Curado MP, Ferlay J, Franceschi S, et al. Worldwide trends in incidence rates for oral cavity and oropharyngeal cancers. J Clin Oncol (2013) 31:4550–9. doi:10.1200/JCO.2013.50.3870

10. Simard EP, Torre LA, Jemal A. International trends in head and neck cancer incidence rates: differences by country, sex and anatomic site. Oral Oncol (2014) 50:387–403. doi:10.1016/j.oraloncology.2014.01.016

11. Kemeny MM, Peterson BL, Kornblith AB, Muss HB, Wheeler J, Levine E, et al. Barriers to clinical trial participation by older women with breast cancer. J Clin Oncol (2003) 21:2268–75. doi:10.1200/JCO.2003.09.124

12. Decoster L. Geriatric oncology and supportive care: a global approach to advance the science. Belg J Med Oncol (2016) 10:108–9.

13. de Magalhães JP. How ageing processes influence cancer. Nat Rev Cancer (2013) 13:357–65. doi:10.1038/nrc3497

14. Buchow H, Cayotte E, Agafitei L. Circulatory Diseases – Main Causes of Death for Persons Aged 65 and More in Europe, 2009. Statistics in Focus: Population and Social Conditions, 7/2012. Luxembourg: Eurostat (2012). 12 p.

15. Ferlay J, Soerjomataram I, Ervik M, Dikshit R, Eser S, Mathers C, et al. GLOBOCAN 2012 v1.0, Cancer Incidence and Mortality Worldwide: IARC CancerBase No. 11. International Agency for Research on Cancer. (2013). Available from: http://globocan.iarc.fr

16. Harding C, Pompei F, Wilson R. Peak and decline in cancer incidence, mortality, and prevalence at old ages. Cancer (2012) 118:1371–86. doi:10.1002/cncr.26376

17. Smith BD, Smith GL, Hurria A, Hortobagyi GN, Buchholz TA. Future of cancer incidence in the United States: burdens upon an aging, changing nation. J Clin Oncol (2009) 27:2758–65. doi:10.1200/JCO.2008.20.8983

18. Gugić J, Strojan P. Squamous cell carcinoma of the head and neck in the elderly. Rep Pract Oncol Radiother (2012) 18:16–25. doi:10.1016/j.rpor.2012.07.014

19. Balducci L. Management of cancer in the elderly. Oncology (Williston Park) (2006) 20:135–43.

20. Argiris A, Li Y, Murphy BA, Langer CJ, Forastiere AA. Outcome of elderly patients with recurrent or metastatic head and neck cancer treated with cisplatin-based chemotherapy. J Clin Oncol (2004) 22:262–8. doi:10.1200/JCO.2004.08.039

21. Hervás Morón A. Cancer in the elderly. Clin Transl Oncol (2007) 9:611–3. doi:10.1007/s12094-007-0112-6

22. Kahana E, Kahana B. Baby boomers’ expectations of health and medicine. Virtual Mentor (2014) 16:380–4. doi:10.1001/virtualmentor.2014.16.05.msoc2-1405

23. Grénman R, Chevalier D, Gregoire V, Myers E, Rogers S. Treatment of head and neck cancer in the elderly: European consensus (panel 6) at the EUFOS congress in Vienna 2007. Eur Arch Otorhinolaryngol (2010) 267:1619–21. doi:10.1007/s00405-010-1263-6

24. Moye VA, Chandramouleeswaran S, Zhao N, Muss HB, Weissler MC, Hayes DN, et al. Elderly patients with squamous cell carcinoma of the head and neck and the benefit of multimodality therapy. Oncologist (2015) 20:159–65. doi:10.1634/theoncologist.2013-0325

25. Derks W, de Leeuw RJ, Hordijk GJ, Winnubst JA. Quality of life in elderly patients with head and neck cancer one year after diagnosis. Head Neck (2004) 26:1045–52. doi:10.1002/hed.20113

26. Derks W, Leeuw JR, Hordijk GJ, Winnubst JA. Differences in coping style and locus of control between older and younger patients with head and neck cancer. Clin Otolaryngol (2005) 30:186–92. doi:10.1111/j.1365-2273.2004.00938.x

27. Camilon PR, Stokes WA, Nguyen SA, Lentsch EJ. Are the elderly with oropharyngeal carcinoma undertreated? Laryngoscope (2014) 124:2057–63. doi:10.1002/lary.24660

28. Sarris EG, Harrington KJ, Saif MW, Syrigos KN. Multimodal treatment strategies for elderly patients with head and neck cancer. Cancer Treat Rev (2014) 40:465–75. doi:10.1016/j.ctrv.2013.10.007

29. Brugel L, Laurent M, Caillet P, Radenne A, Durand-Zaleski I, Martin M, et al. Impact of comprehensive geriatric assessment on survival, function, and nutritional status in elderly patients with head and neck cancer: protocol for a multicentre randomised controlled trial (EGeSOR). BMC Cancer (2014) 14:427. doi:10.1186/1471-2407-14-427

30. van der Schroeff MP, Derks W, Hordijk GJ, de Leeuw RJ. The effect of age on survival and quality of life in elderly head and neck cancer patients: a long-term prospective study. Eur Arch Otorhinolaryngol (2007) 264:415–22. doi:10.1007/s00405-006-0203-y

31. Extermann M, Hurria A. Comprehensive geriatric assessment for older patients with cancer. J Clin Oncol (2007) 25:1824–31. doi:10.1200/JCO.2007.10.6559

32. Extermann M. Evaluation of the senior cancer patient: comprehensive geriatric assessment and screening tools for the elderly. In: Schrijvers D, Aapro M, Zakotnik B, Audisio R, van Halteren H, Hurria A, editors. ESMO handbook of cancer in the senior patient. London: Informa Healthcare (2010). p. 13–21.

33. Mohile SG, Magnuson A. Comprehensive geriatric assessment in oncology. Interdiscip Top Gerontol (2013) 38:85–103. doi:10.1159/000343608

34. Extermann M, Overcash J, Lyman GH, Parr J, Balducci L. Comorbidity and functional status are independent in older cancer patients. J Clin Oncol (1998) 16:1582–7.

35. Horiot JC, Aapro MS. Treatment of the elderly head and neck cancer patient. In: Bernier J, editor. Head and Neck Cancer: Multimodality Management. New York: Springer (2011). p. 581–8.

36. Sanabria A, Carvalho AL, Vartanian JG, Magrin J, Ikeda MK, Kowalski LP. Comorbidity is a prognostic factor in elderly patients with head and neck cancer. Ann Surg Oncol (2007) 14:1449–57. doi:10.1245/s10434-006-9296-1

37. Paleri V, Wight RG, Silver CE, Haigentz M Jr, Takes RP, Bradley PJ, et al. Comorbidity in head and neck cancer: a critical appraisal and recommendations for practice. Oral Oncol (2010) 46:712–9. doi:10.1016/j.oraloncology.2010.07.008

38. Piccirillo JF, Tierney RM, Costas I, Grove L, Spitznagel EL Jr. Prognostic importance of comorbidity in a hospital-based cancer registry. JAMA (2004) 291:2441–7. doi:10.1001/jama.291.20.2441

39. Tanvetyanon T, Padhya T, McCaffrey J, Zhu W, Boulware D, Deconti R, et al. Prognostic factors for survival after salvage reirradiation of head and neck cancer. J Clin Oncol (2009) 27:1983–91. doi:10.1200/JCO.2008.20.0691

40. Ang KK, Harris J, Wheeler R, Weber R, Rosenthal DI, Nguyen-Tân PF, et al. Human papillomavirus and survival of patients with oropharyngeal cancer. N Engl J Med (2010) 363:24–35. doi:10.1056/NEJMoa0912217

41. Rietbergen MM, Brakenhoff RH, Bloemena E, Witte BI, Snijders PJ, Heideman DA, et al. Human papillomavirus detection and comorbidity: critical issues in selection of patients with oropharyngeal cancer for treatment De-escalation trials. Ann Oncol (2013) 24:2740–5. doi:10.1093/annonc/mdt319

42. Locher JL, Bonner JA, Carroll WR, Caudell JJ, Keith JN, Kilgore ML, et al. Prophylactic percutaneous endoscopic gastrostomy tube placement in treatment of head and neck cancer: a comprehensive review and call for evidence-based medicine. JPEN J Parenter Enteral Nutr (2011) 35:365–74. doi:10.1177/0148607110377097

43. Kenis C, Decoster L, Van Puyvelde K, De Grève J, Conings G, Milisen K, et al. Performance of two geriatric screening tools in older patients with cancer. J Clin Oncol (2014) 32:19–26. doi:10.1200/JCO.2013.51.1345

44. PACE participants, Audisio RA, Pope D, Ramesh HS, Gennari R, van Leeuwen BL, et al. Shall we operate? Preoperative assessment in elderly cancer patients (PACE) can help. A SIOG surgical task force prospective study. Crit Rev Oncol Hematol (2008) 65:156–63. doi:10.1016/j.critrevonc.2007.11.001

45. Girre V, Falcou MC, Gisselbrecht M, Gridel G, Mosseri V, Bouleuc C, et al. Does a geriatric oncology consultation modify the cancer treatment plan for elderly patients? J Gerontol A Biol Sci Med Sci (2008) 63:724–30. doi:10.1093/gerona/63.7.724

46. Chaïbi P, Magné N, Breton S, Chebib A, Watson S, Duron JJ, et al. Influence of geriatric consultation with comprehensive geriatric assessment on final therapeutic decision in elderly cancer patients. Crit Rev Oncol Hematol (2011) 79:302–7. doi:10.1016/j.critrevonc.2010.08.004

47. National Comprehensive Cancer Network. Older Adult Oncology (Version 1.2016). (2016). Available from: https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf

48. Wildiers H, Brain E, Penninckx B, Ring A, Repetto L, Soubeyran P, et al. The EORTC cancer in the elderly task force, a protostar for EORTC’s future. Eur J Cancer Suppl (2012) 10:34–8. doi:10.1016/S1359-6349(12)70008-3

49. Extermann M, Aapro M, Bernabei R, Cohen HJ, Droz JP, Lichtman S, 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) 55:241–52. doi:10.1016/j.critrevonc.2005.06.003

50. Corre R, Greillier L, Le Caër H, Audigier-Valette C, Baize N, Bérard H, et al. Use of a comprehensive geriatric assessment for the management of elderly patients with advanced non-small-cell lung cancer: the phase III randomized ESOGIA-GFPC-GECP 08-02 study. J Clin Oncol (2016) 34:1476–83. doi:10.1200/JCO.2015.63.5839

51. Presley CJ, Gross CP, Lilenbaum RC. Optimizing treatment risk and benefit for elderly patients with advanced non-small-cell lung cancer: the right treatment for the right patient. J Clin Oncol (2016) 34:1438–42. doi:10.1200/JCO.2015.65.9599

52. Decoster L, Van Puyvelde K, Mohile S, Wedding U, Basso U, Colloca G, et al. Screening tools for multidimensional health problems warranting a geriatric assessment in older cancer patients: an update on SIOG recommendations†. Ann Oncol (2015) 26:288–300. doi:10.1093/annonc/mdu210

53. Perri F, Ionna F, Pavone E, Longo F, Caponigro F. Treatment approaches in elderly patients with head and neck cancer. Anticancer Agents Med Chem (2013) 13:1383–90. doi:10.2174/18715206113136660355

54. National Comprehensive Cancer Network. Head and Neck Cancers (Version 1.2016). (2016). Available from: https://www.nccn.org/professionals/physician_gls/pdf/head-and-neck.pdf

55. Grégoire V, Lefebvre JL, Licitra L, Felip E. EHNS-ESMO-ESTRO guidelines working group. Squamous cell carcinoma of the head and neck: EHNS-ESMO-ESTRO clinical practice guidelines for diagnosis, treatment and follow-up. Ann Oncol (2010) 21(Suppl 5):v184–6. doi:10.1093/annonc/mdq185

56. Carmona R, Zakeri K, Green G, Hwang L, Gulaya S, Xu B, et al. Improved method to stratify elderly patients with cancer at risk for competing events. J Clin Oncol (2016) 34:1270–7. doi:10.1200/JCO.2015.65.0739

57. McGuirt WF, Loevy S, McCabe BF, Krause CJ. The risks of major head and neck surgery in the aged population. Laryngoscope (1977) 87:1378–82. doi:10.1288/00005537-197708000-00017

58. Morgan RF, Hirata RM, Jaques DA, Hoopes JE. Head and neck surgery in the aged. Am J Surg (1982) 144:449–51. doi:10.1016/0002-9610(82)90420-2

59. Clayman GL, Eicher SA, Sicard MW, Razmpa E, Goepfert H. Surgical outcomes in head and neck cancer patients 80 years of age and older. Head Neck (1998) 20:216–23. doi:10.1002/(SICI)1097-0347(199805)20:3<216::AID-HED6>3.0.CO;2-3

60. Ferrier MB, Spuesens EB, Le Cessie S, Baatenburg de Jong RJ. Comorbidity as a major risk factor for mortality and complications in head and neck surgery. Arch Otolaryngol Head Neck Surg (2005) 131:27–32. doi:10.1001/archotol.131.1.27

61. Sanabria A, Carvalho AL, Melo RL, Magrin J, Ikeda MK, Vartanian JG, et al. Predictive factors for complications in elderly patients who underwent head and neck oncologic surgery. Head Neck (2008) 30:170–7. doi:10.1002/hed.20671

62. Pignon T, Horiot JC, Van den Bogaert W, Van Glabbeke M, Scalliet P. No age limit for radical radiotherapy in head and neck tumours. Eur J Cancer (1996) 32A:2075–81. doi:10.1016/S0959-8049(96)00265-1

63. Lusinchi A, Bourhis J, Wibault P, Le Ridant AM, Eschwege F. Radiation therapy for head and neck cancers in the elderly. Int J Radiat Oncol Biol Phys (1990) 18:819–23. doi:10.1016/0360-3016(90)90403-7

64. Ortholan C, Lusinchi A, Italiano A, Bensadoun RJ, Auperin A, Poissonnet G, et al. Oral cavity squamous cell carcinoma in 260 patients aged 80years or more. Radiother Oncol (2009) 93:516–23. doi:10.1016/j.radonc.2009.07.015

65. Bourhis J, Overgaard J, Audry H, Ang KK, Saunders M, Bernier J, et al. Hyperfractionated or accelerated radiotherapy in head and neck cancer: a meta-analysis. Lancet (2006) 368:843–54. doi:10.1016/S0140-6736(06)69121-6

66. Corry J, Peters LJ, Costa ID, Milner AD, Fawns H, Rischin D, et al. The ‘QUAD SHOT’ – a phase II study of palliative radiotherapy for incurable head and neck cancer. Radiother Oncol (2005) 77:137–42. doi:10.1016/j.radonc.2005.10.008

67. Porceddu SV, Rosser B, Burmeister BH, Jones M, Hickey B, Baumann K, et al. Hypofractionated radiotherapy for the palliation of advanced head and neck cancer in patients unsuitable for curative treatment – “Hypo Trial”. Radiother Oncol (2007) 85:456–62. doi:10.1016/j.radonc.2007.10.020

68. Al-mamgani A, Tans L, Van rooij PH, Noever I, Baatenburg de jong RJ, Levendag PC. Hypofractionated radiotherapy denoted as the “Christie scheme”: an effective means of palliating patients with head and neck cancers not suitable for curative treatment. Acta Oncol (2009) 48:562–70. doi:10.1080/02841860902740899

69. Nguyen NT, Doerwald-Munoz L, Zhang H, Kim DH, Sagar S, Wright JR, et al. 0-7-21 Hypofractionated palliative radiotherapy: an effective treatment for advanced head and neck cancers. Br J Radiol (2015) 88:20140646. doi:10.1259/bjr.20140646

70. van Beek KM, Kaanders JH, Janssens GO, Takes RP, Span PN, Verhoef CG. Effectiveness and toxicity of hypofractionated high-dose intensity-modulated radiotherapy versus 2- and 3-dimensional radiotherapy in incurable head and neck cancer. Head Neck (2016) 38(Suppl 1):E1264–70. doi:10.1002/hed.24203

71. Bledsoe TJ, Noble AR, Reddy CA, Burkey BB, Greskovich JF, Nwizu T, et al. Split-course accelerated hypofractionated radiotherapy (SCAHRT): a safe and effective option for head and neck cancer in the elderly or infirm. Anticancer Res (2016) 36:933–9.

72. Amini A, McDermott JD, Gan G, Bhatia S, Sumner W, Fisher CM, et al. Stereotactic body radiotherapy as primary therapy for head and neck cancer in the elderly or patients with poor performance. Front Oncol (2014) 4:274. doi:10.3389/fonc.2014.00274

73. Vargo JA, Ferris RL, Clump DA, Heron DE. Stereotactic body radiotherapy as primary treatment for elderly patients with medically inoperable head and neck cancer. Front Oncol (2014) 4:214. doi:10.3389/fonc.2014.00214

74. Pignon JP, le Maître A, Maillard E, Bourhis J; MACH-NC Collaborative Group. Meta-analysis of chemotherapy in head and neck cancer (MACH-NC): an update on 93 randomised trials and 17,346 patients. Radiother Oncol (2009) 92:4–14. doi:10.1016/j.radonc.2009.04.014

75. Machtay M, Moughan J, Trotti A, Garden AS, Weber RS, Cooper JS, et al. Factors associated with severe late toxicity after concurrent chemoradiation for locally advanced head and neck cancer: an RTOG analysis. J Clin Oncol (2008) 26:3582–9. doi:10.1200/JCO.2007.14.8841

76. Kish JA, Zhang Q, Langer CJ, Nguyen-Tan F, Rosenthal DI, Weber RS, et al. The effect of age on outcome in prospective, phase III NRG oncology/RTOG trials of radiotherapy (XRT) +/− chemotherapy in locally advanced (LA) head and neck cancer (HNC). J Clin Oncol (2015) 33(Suppl; abstr 6003).

77. Amini A, Jones BL, McDermott JD, Serracino HS, Jimeno A, Raben D, et al. Survival outcomes with concurrent chemoradiation for elderly patients with locally advanced head and neck cancer according to the National Cancer Data Base. Cancer (2016) 122:1533–43. doi:10.1002/cncr.29956

78. VanderWalde NA, Meyer AM, Deal AM, Layton JB, Liu H, Carpenter WR, et al. Effectiveness of chemoradiation for head and neck cancer in an older patient population. Int J Radiat Oncol Biol Phys (2014) 89:30–7. doi:10.1016/j.ijrobp.2014.01.053

79. Naeim A, Aapro M, Subbarao R, Balducci L. Supportive care considerations for older adults with cancer. J Clin Oncol (2014) 32:2627–34. doi:10.1200/JCO.2014.55.3065

80. Chang PH, Yeh KY, Huang JS, Chen EY, Yang SW, Wang CH. Chemoradiotherapy in elderly patients with advanced head and neck cancer under intensive nutritional support. Asia Pac J Clin Oncol (2015) 11:228–35. doi:10.1111/ajco.12323

81. Calvert AH, Newell DR, Gumbrell LA, O’Reilly S, Burnell M, Boxall FE, et al. Carboplatin dosage: prospective evaluation of a simple formula based on renal function. J Clin Oncol (1989) 7:1748–56.

82. Hurria A, Togawa K, Mohile SG, Owusu C, Klepin HD, Gross CP, et al. Predicting chemotherapy toxicity in older adults with cancer: a prospective multicenter study. J Clin Oncol (2011) 29:3457–65. doi:10.1200/JCO.2011.34.7625

83. Hurria A, Mohile S, Gajra A, Klepin H, Muss H, Chapman A, et al. Validation of a prediction tool for chemotherapy toxicity in older adults with cancer. J Clin Oncol (2016) 34:2366–71. doi:10.1200/JCO.2015.65.4327

84. Bonner JA, Harari PM, Giralt J, Azarnia N, Shin DM, Cohen RB, et al. Radiotherapy plus cetuximab for squamous-cell carcinoma of the head and neck. N Engl J Med (2006) 354:567–78. doi:10.1056/NEJMoa053422

85. Vermorken JB, Mesia R, Rivera F, Remenar E, Kawecki A, Rottey S, et al. Platinum-based chemotherapy plus cetuximab in head and neck cancer. N Engl J Med (2008) 359:1116–27. doi:10.1056/NEJMoa0802656

86. Giro C, Berger B, Bölke E, Ciernik IF, Duprez F, Locati L, et al. High rate of severe radiation dermatitis during radiation therapy with concurrent cetuximab in head and neck cancer: results of a survey in EORTC institutes. Radiother Oncol (2009) 90:166–71. doi:10.1016/j.radonc.2008.09.007

87. Pryor DI, Porceddu SV, Burmeister BH, Guminski A, Thomson DB, Shepherdson K, et al. Enhanced toxicity with concurrent cetuximab and radiotherapy in head and neck cancer. Radiother Oncol (2009) 90:172–6. doi:10.1016/j.radonc.2008.09.018

88. Petrelli F, Coinu A, Riboldi V, Borgonovo K, Ghilardi M, Cabiddu M, et al. Concomitant platinum-based chemotherapy or cetuximab with radiotherapy for locally advanced head and neck cancer: a systematic review and meta-analysis of published studies. Oral Oncol (2014) 50:1041–8. doi:10.1016/j.oraloncology.2014.08.005

89. Magrini SM, Buglione M, Corvò R, Pirtoli L, Paiar F, Ponticelli P, et al. Cetuximab and radiotherapy versus cisplatin and radiotherapy for locally advanced head and neck cancer: a randomized phase II trial. J Clin Oncol (2016) 34:427–35. doi:10.1200/JCO.2015.63.1671

90. Husain ZA, Burtness BA, Decker RH. Cisplatin versus cetuximab with radiotherapy in locally advanced squamous cell carcinoma of the head and neck. J Clin Oncol (2016) 34:396–8. doi:10.1200/JCO.2015.64.7586

91. Specenier P, Vermorken JB. Locoregionally advanced squamous cell carcinoma of the head and neck: chemoradiation or bioradiation. Transl Cancer Res (2016) 5:223–8. doi:10.21037/tcr.2016.06.29

92. Curran D, Giralt J, Harari PM, Ang KK, Cohen RB, Kies MS, et al. Quality of life in head and neck cancer patients after treatment with high-dose radiotherapy alone or in combination with cetuximab. J Clin Oncol (2007) 25:2191–7. doi:10.1200/JCO.2006.08.8005

93. Ahn MJ, D’Cruz A, Vermorken JB, Chen JP, Chitapanarux I, Dang HQ, et al. Clinical recommendations for defining platinum unsuitable head and neck cancer patient populations on chemoradiotherapy: a literature review. Oral Oncol (2016) 53:10–6. doi:10.1016/j.oraloncology.2015.11.019

94. Ferris RL. Immunology and immunotherapy of head and neck cancer. J Clin Oncol (2015) 33:3293–304. doi:10.1200/JCO.2015.61.1509

95. Casares N, Pequignot MO, Tesniere A, Ghiringhelli F, Roux S, Chaput N, et al. Caspase-dependent immunogenicity of doxorubicin-induced tumor cell death. J Exp Med (2005) 202:1691–701. doi:10.1084/jem.20050915

96. Kepp O, Senovilla L, Vitale I, Vacchelli E, Adjemian S, Agostinis P, et al. Consensus guidelines for the detection of immunogenic cell death. Oncoimmunology (2014) 3:e955691. doi:10.4161/21624011.2014.955691

97. Derer A, Frey B, Fietkau R, Gaipl US. Immune-modulating properties of ionizing radiation: rationale for the treatment of cancer by combination radiotherapy and immune checkpoint inhibitors. Cancer Immunol Immunother (2016) 65:779–86. doi:10.1007/s00262-015-1771-8

98. Teng F, Kong L, Meng X, Yang J, Yu J. Radiotherapy combined with immune checkpoint blockade immunotherapy: achievements and challenges. Cancer Lett (2015) 365:23–9. doi:10.1016/j.canlet.2015.05.012

99. Vermorken JB. Systemic treatment of recurrent/metastatic squamous cell carcinoma of the head and neck. In: Bernier J, editor. Head and Neck Cancer: Multimodality Management. New York: Springer (2011). p. 651–64.

100. Young ER, Diakos E, Khalid-Raja M, Mehanna H. Resection of subsequent pulmonary metastases from treated head and neck squamous cell carcinoma: systematic review and meta-analysis. Clin Otolaryngol (2015) 40:208–18. doi:10.1111/coa.12348

101. Buglione M, Maddalo M, Mazzeo E, Bonomo P, Spiazzi L, Bruni A, et al. Reirradiation in head and neck recurrent or second primary tumor: efficacy, safety, and prognostic factors. Tumori (2015) 101:585–92. doi:10.5301/tj.5000368

102. Machiels JP, Haddad RI, Fayette J, Licitra LF, Tahara M, Vermorken JB, et al. Afatinib versus methotrexate as second-line treatment in patients with recurrent or metastatic squamous-cell carcinoma of the head and neck progressing on or after platinum-based therapy (LUX-head & neck 1): an open-label, randomised phase 3 trial. Lancet Oncol (2015) 16:583–94. doi:10.1016/S1470-2045(15)70124-5

103. Clement PM, Gauler T, Machiels JH, Haddad RI, Fayette J, Licitra LF, et al. Afatinib versus methotrexate in older patients with second-line recurrent and/or metastatic head and neck squamous cell carcinoma: subgroup analysis of the LUX-head & neck 1 trial. Ann Oncol (2016) 27:1585–93. doi:10.1093/annonc/mdw151

104. Gillison ML, Blumenschein G Jr, Fayette J, Guigay J, Colevas AD, Licitra L, et al. Nivolumab Versus Investigator’s Choice (IC) for Recurrent or Metastatic (R/M) Head and Neck Squamous Cell Carcinoma (SCCHN): CheckMate-141. New Orleans, LA: American Association for Cancer Research (2016).

105. Seiwert TY, Burtness B, Weiss J, Gluck I, Eder JP, Pai SI, et al. A phase Ib study of MK-3475 in patients with human papillomavirus (HPV)-associated and non-HPV-associated head and neck (H/N) cancer. J Clin Oncol (2014) 32(Suppl; abstr 6011).

106. Fury M, Ou SI, Balmanoukian A, Hansen A, Massarelli E, Blake-Haskins A, et al. Clinical activity and safety of MEDI4736, an anti-PD-L1 antibody, in patients with head and neck cancer. Ann Oncol (2014) 25(Suppl 4):iv341.

107. Guigay J, Le Caer H, Mertens C, Ortholan C, Blot E, Tao Y, et al. Elderly head and neck cancer (ELAN) study: personalized treatment according to geriatric assessment in patients age 70 or older: first prospective trials in patients with squamous cell cancer of the head and neck (SCCHN) unsuitable for surgery. J Clin Oncol (2014) 32(Suppl; abstr TPS6099).

Conflict of Interest Statement: PS received a speaker honorarium from Janssen-Cilag. JBV has an advisory function or participated in advisory boards of Merck-Serono, Debiopharma, PCI-biotech, Synthon Biopharmaceuticals, Vaccinogen, and Innate Pharma and received lecturer fee from Merck-Serono and Vaccinogen.

Copyright © 2016 Szturz and Vermorken. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fonc-06-00199-t005.jpg
Items.

Score

1. Age of patient
2. Cancer type
3. Planned chemotherapy dose

4. Planned number of chemotherapy
drugs
5. Hemoglobin

6. Creatinine clearance (Jelife, ideal
weight)

7. How is your hearing (with a hearing
aid, if needed)?

8. Number of falls in the past 6 months
9. Gan you take your own medicine?

Does your health limit you in walking
one block?

. During the past 4 weeks, how much
of the time has your physical health
or emotional problems interfered
with your social activties (ike visiting
with friends, relatives, etc.)?

Total score

2 years or older
less than 72 years

2 = gastrointestinal or genitourinary

male: <11 g/dlL, female: <10 g/dlL
male: 211 g/dlL, female: >10 g/dL
less than 34 mU/min

0= 34 mL/min or more

2 = fair, poor, or totally deaf
0= excellent or good

3=
0=none

1 = with some help/unable

0= without help

2 = somewhat limitec/imited a lot
0 = not limited at all

or more

imited at least some of the time.
0= limited a lttle of the time or not at all

0-5 points: low risk of toxicity

6-9 points: intermediate risk of
toxicity

10-19 points: high risk of toxicity

Reprinted with permission. © 2016 American Society of Clinical Oncology. Al rights

aasrved.





OPS/images/fonc-06-00199-t003.jpg
Items Score

Yes  No

1. Presence of cognitive impairment (disorientation, 2 ]
diagnosis of dementia, or deliium)

2. Lives alone or no caregiver available, wiling, or able 1 0

3. Difficulty with walking or transfers or falls) in the past 1 0
6 months

4. Hospitalized in the last 3 months 1 0

5. Polypharmacy: >5 medications 1 0

Total score 06

abnormal if >2 within the geriatric population and >1 within the oncologic
population

Reprinted with permission. © 2014 American Society of Clnical Oncology. Allrights
SRl





OPS/images/fonc-06-00199-t004.jpg
Reference Data source Inclusion period  Definition of  Proportion of Is chemoRT recommended?

elderly (years)  elderly patients
Answer  Explanation
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