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A specific approach for elderly patients with head and

neck cancer

Cécile Ortholan?, Karen Benezeryb, Olivier Dassonville®, Gilles Poissonnet®,

Alexandre Bozec®, Nicole Guiochet® and Yazid Belkacemi

Approximately 10% of head and neck (HN) tumors occur in
patients aged more than or equal to 80 years. In this
population, the main challenge for physicians is to deal
with the benefit/risk ratio of treatments and tumor-related
symptoms. As elderly patients are generally excluded from
clinical trials, there is a lack of evidence-based data with
regard to the most appropriate multidisciplinary
management. The prevalence of frailty and the pattern of
comorbidities in this specific population are still unknown.
The management of these tumors in a geriatric context is
complex due to the high risk of toxicity of locoregional
treatments. Thus, physicians often have to adapt to the
treatment schedule to decrease potential adverse effects
even with a risk of undertreatment. A retrospective series
reported that the treatment delivered to elderly patients
presenting with HN tumor complies with an institution’s
policy in less than 50% of cases, emphasizing the need to
assess the outcome of personalized/adapted treatment in
geriatric patients. The major issue is to determine which
adaptation could be carried out, and then, what could

be the respective individual benefit/risk ratio of each
adaptation. In this review, we will focus on the locoregional

Introduction

Head and neck (HN) cancers represent the sixth most
common malignancy. Approximately 650000 new HN
cancer cases and 350000 cancer-related deaths are
reported worldwide every year [1], and approximately
10% of HN cancers are diagnosed in patients aged more
than 80 vyears (4ttp:/fwww-dep.iarcfr). Thus, physicians
often have to manage the treatment of patients aged
more than or equal to 75 years.

HN cancers represent a heterogeneous group of tumors
requiring multimodality approaches. The management of
these tumors in a geriatric context is complex due to the
high toxicity of locoregional treatments, and physicians
often have to adapt to the treatment schedule to decrease
potential adverse effects in these frail patients. Moreover,
elderly patients are generally excluded from prospective
clinical trials resulting in a lack of evidence-based data
with regard to the most appropriate treatment. Thus,
data on the management and outcome of elderly patients
with HN cancer are limited and mainly based on small
retrospective series that included patients with a median
age of approximately 70-75 years [2-11]. In the litera-
ture, a few series have focused on treatment modalities in
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management of elderly patients, and develop the issue of
adapted local treatment. We will discuss the feasibility of
adapted surgery and radiotherapy and provide current
evidence-based data that may allow physicians involved in
locoregional treatment of elderly patients with HN cancers
to be acquainted with practical guidelines. Then, we will
highlight the importance of nutritional support in this
population in which the prevalence of malnutrition is
high. Anti-Cancer Drugs 22:647-655 © 2011 Wolters
Kluwer Health | Lippincott Williams & Wilkins.
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patients aged more than or equal to 75 years [12-14].
This review aims to provide practical recommendations
for HN treatment in elderly patients, and is based on a
complete review of the literature.

Epidemiology of head and neck cancers

in elderly patients

Patients’ characteristics and risk factors

The clinical presentation of HN cancers in the elderly
has some specific features compared with younger
patients, with a high prevalence of oral cavity cancers.
In a recent single institution study of 316 patients aged
more than or equal to 80 years, from southern France,
Italiano e @/ [14] found 46% of oral cavity, 23% of
laryngeal, 19% of oropharyngeal, and 4% of hypophar-
yngeal cancers. In 8% of the patients, another site was
involved. As a comparison, in the meta-analysis of
chemotherapy in head and neck cancer involving 17 346
patients from 93 randomized trials, the most represented
location was the oropharynx with 36% of cases, followed
by the larynx and oral cavity (21% each) and the hypo-
pharynx (16%) [15]. Between 70 and 75 years of age, data
on the type of tumor sites seem to be similar: Kruse ez a/.
[16] have described in a recent epidemiological study of
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99 patients (aged > 70 years) a significant prevalence of
oral cavity cancer, whereas in another study of 273
patients (aged > 74 years), Sarini ¢z a/. [7] showed that
hypopharyngeal cancer occurred less frequently in this
population.

The usual male-to-female ratio in the HN squamous cell
carcinoma population varies between 8 and 15. Many
studies reported that women are over-represented in the
elderly HN cancer population, with a sex ratio close to 1
[13-16]. In addition, a history of alcohol or tobacco
intoxication is reported in more than 70% of the patients
[17-19]. However, the elderly patients had a significantly
lower degree of alcohol and tobacco exposure [4,13,16]
compared with the rest of the younger populations that
developed HN cancers. In a French series of 270 patients
aged more than or equal to 80 years and treated for oral
cavity cancer, risk factors were different between men
and women. For example, tobacco or alcohol intoxication
was the main risk factor for more than half of the male
population, whereas an earlier chronic oral traumatic or a
history of lichen planus (or leukoplakia) was found in half
of the women [13]. In this study, as in the other reports
on elderly patients, we did not specifically investigate
the role of human papilloma virus (HPV). However, it
seems that HPV-positive tumors are more likely to occur
in younger than in older patients suggesting that HPV
infection could play a marginal role in HN carcinogenesis
of elderly patients [20].

Tumor stage

Several reports in this population have pointed out the
high incidence of locally advanced tumors (T3, T4) with,
however, less nodal involvement compared with younger
patients [4,11]. In the French series of patients including
only patients aged more than or equal to 80 years, and in
the study reported by Italiano ¢z @/. [13,14] only one-third
of the population have been treated for stage I/II whereas
two-thirds were treated for stage III/IV. Tumor stage is
widely reported as a prognostic factor for survival of several
malignancies. In elderly patients, the delay between first
symptoms and diagnosis could be shortened by patients
and doctors education.

Molecular profile

Some biological markers, such as Ki-67, p53, EGFR
expression, and Bcl2, have been shown to have an impact
on the locoregional control in the general population
[21,22]. Epidemiological data showing that HN cancers
in the elderly have a specific epidemiological profile
compared with younger patients suggest that the mole-
cular profile of these tumors could be specific. To date, no
data assessing the molecular profile of HN cancers in
elderly patients have been reported. Future studies com-
paring the molecular profile of HN tumor in elderly and
young patients could be relevant.

Geriatric evaluation for head and neck
cancers in elderly patients

During the past years, the European Organisation for
Research and Treatment of Cancer used the borderline of
65 years to define the middle and old age. Currently, this
age limit is no longer valid [23]. Comorbidities, disabil-
ities, frailty, and functional reserve issue are considered to
be more relevant criteria than civil age for decision mak-
ing [23]. In addition, elderly patients represent a hetero-
geneous population in which decisions for diagnosis and
treatment are often complex and have to be discussed in
the frame of a multidisciplinary approach including onco-
geriatric evaluation. Thus, numerous geriatric indexes
have been developed during the recent years to assess the
degree of frailty of patients.

The comprehensive geriatric assessment

The comprehensive geriatric assessment (CGA) is a
multidimensional, interdisciplinary diagnostic process
to determine the medical, psychological, and functional
capabilities of elderly patients to develop a coordinated
and integrated treatment schedule and follow-up [24].
The CGA uses standardized instruments to evaluate as-
pects of patient functioning, impairment, and social sup-
port. This assessment aims to identify frail patients that
are with the highest risk of adverse outcome. In cancer
treatment, a recent study shows that CGA influences
treatment decision in approximately 80% of cases [25].
The CGA and multidisciplinary approach is widely re-
commended in HN cancers [26-28]. Unfortunately, to
our knowledge, no specific prospective studies assessed
the value of geriatric scores in elderly patients with HN
cancer, and the prevalence of frailty in this specific
population is unknown.

Vulnerable elders survey-13

As CGA is time consuming, new tools have been
established to screen patient candidates for CGA. The
vulnerable elders survey-13 (VES-13) is a simple function-
based tool for screening community-dwelling populations
to identify older persons at risk of health deteriora-
tion. The VES-13 considers age, self-rated health, limi-
tations in physical function, and functional disabilities.
Its usefulness as preliminary means of assessing older
patients before undertaking CGA is now recognized and
has been adopted by several practitioners involved in
cancer care of elderly patients in general [29]. Relevance
of VES-13 in HN cancers needs to be investigated in
future studies.

Balducci classification

Balducci and Extermann [30] proposed classifying
patients presenting with cancer in three groups: group
1 = patients who are totally independent without serious
comorbidities and who should receive full-dose treat-
ment (as long as their average life expectancy is longer
than the life expectancy from cancer); group 2 = patients
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dependent on one or more instrumental activities of daily
living or with some comorbidities that should be sub-
jected to some precaution; group 3 = frail patients that
are mainly candidates for supportive care. Although this
classification is widely used in several types of patients
with cancer, it could not be fully applied to HN cancer
treatment for the following reasons:

(1) First, the prevalence of malnutrition is dramatically
high in patients with HN cancer [31]. Therefore,
the greatest number of elderly patients would be
in ‘group 2’ or ‘group 3’ and only a small subset of
patients would be potential candidates for standard
local treatment. However, in the literature, clinical
data showed that standard local treatment is feasible
in about half of elderly patients with HN cancer
[11,13,14] contradicting the value of the Balducci
classification in this population. Thus, in the
geriatric evaluation, it seems that nutritional status
should be considered separately for these patients.

(2) Second, as HN cancers are highly symptomatic they
induce a rapid functional decline that could be re-
versible with intensive nutritional support and local
treatment of the tumor. Some patients, classified in
‘group 3’, could reintegrate ‘group 2’ after multi-
disciplinary team intervention. Therefore, not all
patients from ‘group 3’ should be systematically
denied for curative local treatment.

(3) HN tumor could be painful, induces dyspnea, discom-
fort, and strongly alters the quality of life in patients
from ‘group 3’. Although these patients are candidates
for palliative treatment, some of them would probably
benefit from local treatment, with adequate adaptations.

Notion of adapted treatment for head

and neck cancers in elderly patients
Management of HN cancer is complex. In general, local
HN treatments are associated with significant acute
iatrogenic morbidities in elderly patients, with a high risk
of functional deterioration even in patients in good
general condition before the treatment. However, a
natural history of nontreated HN cancers could induce
severe symptoms (related to locoregional invasion),
leading to rapid deterioration of functional status. These
facts explain why treatment of geriatric patients with
HN cancer needs to make compromises, and physicians
sometimes propose suboptimal treatment: less toxic than
standard treatment, but less efficient. Thus, the border
between adapted treatment and palliative treatment is
usually very thin. Although ‘standard treatment’ could be
considered as the same treatment that is given to younger
patients, palliative treatment should be defined as any
local treatment that could not ensure local control but
could decrease local symptoms. Conversely, adapted
treatment should be defined as any treatment that could
control the disease, but with a higher risk of either local
recurrence or toxicity [13,14].
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Three studies reported that therapeutic strategy com-
plies with institution’s policies in approximately 50% of
cases in older patients with HN cancer [11,13,14]. This
emphasizes the need to assess the outcome of adapted
treatment in geriatric patients. The major issue is to
determine which adaptations could be carried out, and
then, what could be the respective individual benefit/risk
ratio of each adaptation. Interestingly, ‘adapted treat-
ment’ does not necessarily mean a loss of chance for
survival in elderly patients. In the French series of oral
cavity cancer in patients, the distinction was clearly made
between palliative and adapted treatment, according to
the definition mentioned above. Overall survival and
disease-free survival were similar between ‘standard’ and
‘adapted’ treatments. In contrast, survival of patients
treated with palliative intent was very poor [14].

To propose the best-tailored treatment, physicians have
to determine the primary goal of local treatment: to cure
or to relieve/prevent tumor symptoms. Whatever the goal
of the treatment, it should not have high acute toxicity,
to avoid post-treatment major functional decline. Thus,
the first objective of treatment’s adaptation should be to
decrease acute adverse events to improve compliance
[13,14]. In the next section we will review the respective
adaptation feasible for surgery and radiotherapy.

Adapted surgery in elderly patients with head
and neck cancers

Indications according to tumor stage

Early stage of head and neck cancers

For early disease (T1, T2, NO), resection of the primary
tumor is often limited, with good functional results
[32,33]. Adaptation of surgical technique for elderly
patients with early HN cancers could consist of omitting
neck dissection. Indeed, in T'1-T2 NO oral cavity cancers,
prophylactic neck dissection is considered a standard of
care in younger patients [34-36], whereas it is often
omitted in the elderly. In the French series, for example,
neck dissections were omitted in 69% of patients [13].
This undertreatment adaptation does not seem to benefit
elderly patients, as the neck node recurrence rate was
significantly increased (40% vs. only 6% in patients who
had node dissection) [13]. These data clearly showed
that adaptation of surgery for elderly patients with early
stage of HN tumors should be carefully evaluated in
routine practice and included in prospective clinical trials
that investigate the balance of the benefit/risk ratio
of each adaptation. Careful geriatric evaluation of life
expectancy, comorbidities, and predictive toxicity of the
surgical procedure should be carried out in a multi-
disciplinary team, and physicians should propose optimal
surgical procedure as far as possible in this population.

Locally advanced head and neck cancers
For locally advanced disease, surgical procedure is
more complex (longer operative time, higher risk of
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post-operative complications, and major functional dete-
rioration of HN). In the postoperative setting, the
prognostic factors for increased risk of complications
after wide HN surgery are: age [37], preoperative
comorbidities evaluated with Charlson index or with
Adult Comorbidity Evaluation-27 index [37-39], and
duration of anesthesia [37-39]. In a retrospective analysis
of 24 patients aged > 70 years who underwent a wide
HN surgery, Zabrodsky ez /. [39] reported a significant
rate of surgical or medical complication (54%). The
investigators recommended reducing the surgical stress in
elderly patients with important preoperative comorbid-
ities. For patient candidates for large surgical resection,
careful preoperative staging and evaluation of associated
comorbidities, as well as skilful perioperative and post-
operative management, are essential for reducing post-
operative morbidity and mortality. Successful outcome
depends on appropriate surgical management, treatment
of concurrent illnesses, and minimization of postoperative
complications.

When patients are unsuitable for the standard surgical
procedure, two approaches could be proposed. The first
one is to adapt the surgical procedure to minimize the
operative time and the risk of postoperative complica-
tions. For example, surgeons could omit reconstruction
(such as hemimandibulectomy without reconstructive
surgery), could deny patients for a conservative surgery
that would require a long postoperative functional re-
habilitation (such as transform a partial laryngectomy in
total laryngectomy), and could tailor the extension of the
resection (such as a selective radical dissection rather
than a radical neck dissection). All these adaptations are
acceptable as long as the procedure ensures both com-
plete removal of the tumor and a satisfactory post-
operative function with minimal comorbidity. However,
clinical data showing the outcome and the functional
results in patients who underwent these adaptations are
lacking.

When standard surgery is not feasible, the second
approach is to propose definitive radiotherapy as an
alternative treatment. In our study including only oral
cavity cancers in patients aged more than or equal to 80
years, we compared the outcome of patients presenting
with resectable stage III/IV tumors who received surgery
versus those who were denied surgery and who received
radiotherapy. The disease-free survival and the overall
survival were significantly better in the surgical group
[13]. In another recent study comparing toxicity of
radiotherapy versus laryngectomy in patients aged
65 years or less or patients > 75 years, radiotherapy
was more toxic than surgery irrespective of the age of the
patients [40]. Altogether, these data suggest that de-
finitive radiotherapy could not always be a better option
than surgery in advanced-stage HN cancer. The balance
of efficacy/toxicity of surgery and radiotherapy should be
discussed in a frame of a multidisciplinary meeting,.

Morbidity after surgery in elderly patients with head and
neck cancers

Surgery is less often used for elderly patients compared
with younger patients [7]. However, some studies suggest
that age alone should not be a contraindication to ade-
quate oncologic surgery and, thus, recommend aggressive
surgical approach for this population [12,41,42]. This is
supported by some reports. A series of 43 patients sug-
gested that older patients undergoing HN cancer surgical
procedures have the same rate of postoperative complica-
tions as younger patients [12]. Another series of 810
patients with HN cancer aged > 65 years, reported
a postoperative mortality rate of 3.5%, similar to what is
reported in younger patients [43]. In the French series,
61% of the patients who were amenable to be cured by
surgery underwent surgical resection. In that study, the
postoperative 30-day death rate was 3% [14]. In elderly
patients (> 80), surgery was performed in 82% of patients
treated with a curative intent. This has clearly indicated
that HN surgery is feasible even in older patients.

In collaboration with a geriatric oncologist, careful
selection of patients suitable for surgery is recommended.
Indeed, there is a wide range of surgical techniques for
HN cancer (from limited excision under local anesthesia
to extensive resection requiring reconstruction) with
specific complications and functional impairments. For
elderly patients, the decision of appropriate surgical pro-
cedure should take into account the duration of operative
time, the need of reconstruction with bone or soft tissue
transfer, the need of postoperative functional rehabilita-
tion, and the need of postoperative irradiation that could
compromise functional results. Furthermore, CGA is use-
ful to help the oncologist to tailor the surgical procedure
in elderly patients. A prospective study including 460
elderly patients with cancer showed that instrumental
activities of daily living and an abnormal performance
status were independent predictors of post-surgical
complication for moderate/severe fatigue [44].

Adapted radiotherapy in elderly patients
with head and neck cancers

Radiotherapy is delivered as a definitive treatment for
patients with inoperable locally advanced cancers or
for patients presenting with early cancers not suitable for
surgery. Adjuvant radiotherapy is indicated in case of poor
prognostic factors. The most widely used fractionation in
patients with HN is conventional fractionation of 2.0 Gy/
fraction, 5 days a week for more than 7 weeks up to a total
dose of 66-70 Gy for macroscopic disease and 50-60 Gy
for prophylactic treatment.

Adapted schedule of radiotherapy or combined
radiochemotherapy

Adaptation of fractionation

Accelerated fractionated radiotherapy, which aims to
shorten the total duration of treatment, could be
attractive for elderly patients. However, protocols of
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accelerated radiotherapy associated with hyperfractiona-
tion (more fraction during a short time, reduction of
overall treatment time) are proven to induce more acute
mucositis than standard treatment and should not be
proposed to elderly patients [45]. Some other accelerated
protocols called ‘split course’ propose a planned radiation
break, which have the potential benefit of improving
radiation tolerance and increasing the quality of life by
reducing mucositis and its consequences. On the oppo-
site to achieve unplanned interruption in the standard
treatment, data from the Danish Head and Neck group
randomized trial showed that the combination of ac-
celerated radiotherapy with a break does not affect local
control of the tumor [46].

Hypofractionated treatments (increased dose per fraction
and decrease total number of fraction) seem to have many
advantages in the geriatric field. To limit acute toxicity,
these protocols are delivered in a split-course manner:
typically, protocols propose to deliver two series of 30 Gy
in 10 fractions for more than 2 weeks with a planned
interruption of 2 or 3 weeks between the series or three
series of 20 Gy in five fractions with the same planned
interruption [11,13,14]. In addition, split course helps
in wound healing of mucositis and could limit pain,
malnutrition, and functional deterioration. Such adapted
irradiation regimens may represent a good compromise
between a biologically effective dose and an acceptable
tolerance in elderly patients. In the French series, 56%
of patients received split-course hypofractionated radio-
therapy, the compliance was acceptable with a 81% rate
of treatment completion, indicating that definitive
radiotherapy is feasible with adaptation for selected
patients [14]. However, a word of caution should be
given on late toxicity when patients are treated using
a hypofractionated schedule, because large doses per
fraction may increase late toxicity [47]. Late toxicity of
HN radiotherapy, which is a major concern in younger
patients, should also be considered in patients with early-
stage tumors, as the overall probability of survival is high
in this population (median overall survival of patients
aged > 80 years with stage I/II tumors is approximately
42 months) [14]. Any adaptation of the treatment that
could induce late adverse effects in patients with HN
stage I/Il tumors should be decided in the frame of a
multidisciplinary approach, taking into account the life
expectancy of the patient. Conversely, in patients with
advanced tumors, late complications are unlikely to occur,
as median survival is less than 1 year [13,14]. Therefore,
in this population, any adaptation of the treatment that
could improve compliance but increases late toxicity
should be considered.

Adaptation of volume

Delineation of the irradiation volume is a complex task
in HN radiotherapy. The definition and selection of
microscopic extensions of the tumor, known as clinical
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target volume (CTV), are ruled by guidelines [48]. In
elderly patients, an open question is whether the re-
duction of the volume of the CTV (to minimize adverse
events) is safe. We have reported that the omission of
node treatment for T1-T2 NO oral cavity cancer in
patients aged > 80 years induces a high risk of node
recurrence [13]. These data suggest that physicians
should be very careful when reducing the volume of the
CTV. More clinical data on the outcome of radiotherapy
with adapted volume are required in elderly patients.

Use of concurrent chemotherapy with radiotherapy

To date, in locally advanced HN cancer, the standard
treatment is concurrent radiochemotherapy. Some series
reported that concurrent radiochemotherapy is feasible
in patients aged > 70 years [49]. However, a worldwide
meta-analysis showed that concurrent radiochemotherapy
did not provide any benefit after 71 years [15]. Pro-
spective data are needed to assess the real benefit of
radiochemotherapy in elderly patients.

Palliative radiotherapy

Many hypofractionated palliative schedules for HN can-
cers have been reported in the literature: 20 Gy in five
fractions [50], 30 Gy in five fractions [51], 14 Gy in four
fractions [52], and 50 Gy in 16 fractions [53]. All these
series have reported a good compliance, and resulted in
high response rate and symptom relief. Palliative radio-
therapy should be proposed for patients unsuitable for
standard treatment. The border between palliative and
curative radiotherapy is thin. Indeed, when patients
experience a significant clinical improvement after
palliative radiotherapy, a treatment option could be to
complete the radiotherapy course with additional series
(such as split-course regimen), to achieve local control.

Morbidity of standard radiotherapy in the elderly

When considering all primary tumor sites (prostate,
breast, lung), a retrospective study on 183 patients
aged >80 vyears has shown that 80% of patients
completed their treatment. Treatment breaks were noted
in 36% of patients [54]. All those data showing a
good tolerance of radiotherapy in the elderly popu-
lation are not always transposable to HN radiotherapy, in
which unplanned treatment breaks are frequent irrespec-
tive of the age of the patients [55,56]. These treatment
breaks are particularly of concern in HN tumors, as they
could compromise the local control of the disease [57].

The major issue of HN radiotherapy in the elderly is
acute toxicity. HN radiotherapy could induce severe
mucositis, dermatitis, dysphagia, weight loss, pain, mal-
nutrition, and functional deterioration. Oral confluent
mucositis is the most debilitating side effect reported by
patients [56]. In standard HN treatment, the confluent
mucositis starts 2 weeks after the beginning of the treat-
ment and lasts for 10 weeks, with a maximum intensity of
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symptoms at 6 weeks [58]. The first factor associated
with the risk of oral mucositis is the percentage of oral
and oropharyngeal mucosa included in the radiation
fields. For example, irradiation of T'1 tumor of the larynx
is performed by small fields of radiotherapy encompassing
only the larynx, and induces little toxicity [59]. Con-
versely, irradiation of the oral cavity requires treating
the whole oral mucosa, which rapidly induces severe oral
mucositis, pain, dysphagia, denutrition, hospitalization,
and deterioration of quality of life [56]. Other factors
associated with the incidence of oral mucositis are altered
fractionation schedules (hyperfractionation and/or accel-
erated fractionation), use of concurrent chemotherapy
[55], and age. Pignon ¢z @/. [60] reported the tolerance of
radiotherapy in 1589 patients included in the European
Organisation for Research and Treatment of Cancer trials
between 1980 and 1995. In this series, 20% of patients
were aged more than or equal to 65 years and 2% aged
more than or equal to 75 years. Acute functional mucosal
reaction increased with age of the patients, with 8% of
grade 4 in patients aged less than 50 years and 31% in
patients aged more than 70 years. Therefore, in frail
patients, tolerance of HN could be a major problem, as
all these adverse events could induce rapid functional
deterioration and dependence.

Another issue is the number of daily transportations
required for HN radiotherapy, which is a major problem.
In standard fractionation, the schedule necessitates
approximately 35 daily transportations for more than
7 weeks, inducing fatigue [61]. Thus, standard fractiona-
tion could be difficult to deliver and treatment interrup-
tion due to fatigue is frequent in elderly patients [54].

Primary surgery of HN tumor could also compromise the
compliance to adjuvant radiotherapy. In the adjuvant sett-
ing, the French series of oral cavity cancer in patients aged
> 80 years showed that only 50% of the eligible patients
according to standard guidelines were submitted to adjuvant
irradiation, and the treatment could only be completed in
75% of the cases [13]. This means that radiotherapy may be
difficult to be carried out, as the risk of toxicity remains high
in elderly patients.

Thus, all these specific constraints of radiotherapy in HN
tumors of elderly patients should encourage physicians to
propose relevant adaptations to decrease acute toxicity
and to reduce daily transportation and overall treatment
duration. The final goal of adaptation should ensure good
compliance to treatment and minimize the risk on
functional decline after radiotherapy.

Importance of nutritional support

Prevalence of protein/calorie malnutrition is high in
elderly patients. A retrospective study conducted on
2076 older patients (mean age of the population study =
80 years) showed that 33% of patients were classified as

malnourished and 51% were at nutritional risk, according
to the mini-nutritional assessment score [62]. Malnutri-
tion in the aged population has multiple causes, including
decreased taste, decreased gastric secretion, depression,
forgetfulness, limited mobility, decreased ability to feed
oneself, and poverty. In the presence of cancer, the
prevalence and risk of malnutrition are higher, especially
in HN cancer [31]. Malnutrition is associated with a
number of complications, including enhanced toxicity of
surgery [63] and of radiotherapy [64-66].

With timely intervention, malnutrition may be prevented
or reversed in older patients with cancer. Many prospec-
tive studies assessed the benefit of early nutrition inter-
vention in patients who receive HN radiotherapy on quality
of life, treatment break, and risk of unplanned admissions
to hospital [64-66]. Options for the re-nutrition of elderly
patients are placement of feeding [67] and/or oral re-
nutrition supplementation [68]. Careful evaluation of
nutritional support when needed should be fully inte-
grated in the management of elderly patients with HN
cancer.

Conclusion and clinical recommendation

In the elderly population, surgery and radiotherapy of HN
cancer may induce high acute and chronic toxicities.
Therapeutic strategies with potentially high adverse
effects should be adapted. We propose in Fig. 1 a flow
chart for HN treatment approach in elderly patients.

We also emphasize the need for more clinical data in
elderly patients with HN cancer. Standard and adapted
schedules should be evaluated in collaboration with
geriatric oncologists in prospective studies. For this issue,
we propose the following guidelines for HN cancer
treatment in elderly patients:

(1) CGA could be very useful, but the predictive toxicity
of the local treatment should be integrated in the
geriatric evaluation (Fig. 1).

(2) Multiple interventions should be proposed to im-
prove treatment tolerance and compliance. Intensive
nutritional support should be fully integrated in the
treatment.

(3) Three types of treatment could be proposed:
‘standard’, ‘adapted’, or ‘palliative’. Patients should
not be denied ‘standard treatment’ without geriatric
evaluation. The proposed treatment of the patients
could be reappraised after intensive nutrition and
multidisciplinary care.

(4) Elderly patients with early-stage tumors have the
same prognostic value as younger patients. There-
fore, optimal ‘standard treatment’ should be pro-
posed to patients with long life expectancy.

(5) Patients with advanced tumor have a poor prognostic
value. If standard treatment is considered as highly
toxic and could induce functional decline in these
patients, ‘adapted treatment’ should be proposed.
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Fig. 1
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Flow chart for treatment approach in elderly patients with head and neck cancers. CGA, comprehensive geriatric assessment.
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