Received: 24 May 2023

Accepted: 26 July 2023

W) Check for updates

DOI: 10.1111/coa.14094

SYSTEMATIC REVIEW

WILEY

Treatment priorities and regret in older adults with head and
neck cancer: A systematic review

Emer Fahy'® |
Mary Gemma Cherry* |
David Winston Hamilton”’

1Speech and Language Therapy, The
Clatterbridge Cancer Centre, Liverpool, UK

2Department of Nutrition & Dietetics, Mersey
Care NHS Foundation Trust, Liverpool, UK

3School of Health Sciences, Institute of
Population Health/Liverpool Head and Neck
Centre, University of Liverpool, Liverpool, UK

“Department of Primary Care and Mental
Health, University of Liverpool, Liverpool, UK

>Department of Maxillofacial, Wirral
University Teaching Hospital NHS Foundation
Trust, Arrowe Park Hospital, Wirral, UK

SLiverpool University Hospitals NHS FT &
Merseycare NHS FT, Liverpool, UK

7Head and Neck Surgery, Freeman Hospital,
Newcastle upon Tyne, UK

Correspondence

Emer Fahy, Speech and Language Therapy,
The Clatterbridge Cancer Centre, 65
Pembroke PI, Liverpool L7 8YA, UK.

Email: efahy@nhs.net

Funding information
Liverpool Clinical Commisioning Group; NHS
Liverpool Clinical Commissioning Group

Linda A. Cantwell? |
Simon Rogers”

Joanne M. Patterson® |
| Asangaedem Akpan® |

Abstract

Background: The majority of head and neck cancer (HNC) diagnoses are seen in
people aged 70 and older; these numbers are set to increase. Greater understanding
of treatment needs of older patients with HNC is essential. These older patients
often have co-existing health conditions, are prone to frailty and may not prioritise
survival when considering treatment options. This systematic review examines the
current research with regard to priorities and factors influencing treatment regret in
older people with HNC.

Methods: Studies were eligible for inclusion if they (i) reported data from patients
with a mean age of 65 years or older who had a confirmed diagnosis of HNC and had
been treated using surgery, chemotherapy and/or radiotherapy with either palliative
or curative intent, (ii) considered patient's priorities or preferences or examined
treatment regret as one of the primary outcomes of the study (iii) were published
in English.

Results: Pilot search identified n = 7222 articles; however, following screening,
only four papers met the inclusion criteria. Narrative synthesis was indicated to
analyse quantitative and qualitative evidence in parallel, as meta-analyses were
not possible.

Discussion: There is a paucity in the literature examining older adults with HNC.
There is an indication that older adults prioritise maintaining independence when
making treatment decisions and treatment regret is seen in those with high levels of
depression with level of frailty also a contributing factor. Clinicians should consider
patient's social circumstances, premorbid status and priorities in maintaining indepen-

dence and managing symptoms when making treatment decisions in this cohort.
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1 | INTRODUCTION

Older adults are significantly under-represented in the head and neck
cancer (HNC) literature and are frequently excluded from clinical
trials; as a result decision-making in this cohort is difficult. Globally,
the population of adults >65 is growing faster than any other age
group! with the World Health Organization defining ‘older people’
as those aged 60 or older.? In the United Kingdom, over 12 000 new
cases of HNC are diagnosed annually, with the highest incidence in
those over 70 years of age®; with an ageing population, these num-
bers are set to increase. As this population profile changes, greater
understanding of treatment decision-making for older people with
HNC is essential.

Treatment with curative intent can be aggressive and protracted
involving a combination of surgery, radiotherapy or chemotherapy.
Patients treated palliatively usually die within 1 year of diagnosis.*
Both the disease and its treatment can lead to substantial, multiple
chronic physical and psychosocial conditions. Most common are diffi-
culties with swallowing and malnutrition, which in turn increase the
risk of developing frailty.” These symptoms can persist long term and
significantly impact the quality of life.® Current guidance for HNC
treatment neglects the many issues commonly affecting older adults,
such as multiple chronic conditions, frailty, maintaining independence
and difficulties with activities of daily living. These factors may
directly impact people's priorities with regard to treatment options
and decision-making.

Research into treatment priorities has focused on younger HNC
patients with curing cancer and prolonging life rated as their top
concerns.” Preliminary research suggests that older adults' priorities
differ with maintaining independent living and pain management
being at the fore.””? Treatment regret may be experienced when it is
suspected that an alternative course of action would have resulted
in a better outcome, that is, where patient's priorities are not
addressed and functional outcome and visual appearance differ from
expectation.*®

We must develop a better understanding of the unique consider-
ations appropriate for the older patient when discussing treatment
objectives and treatment burden. The purpose of this review is to
identify the priorities of older people with HNC and factors that influ-
ence treatment regret to support information and shared decision-

making in this patient cohort.

2 | METHODOLOGY

2.1 | Review conduct and reporting

This review followed the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis guidance.!® The protocol was regis-
tered on Prospero, an international prospective register of system-
atic reviews, hosted by the University of York (reg. number
CRD42022321799) and can be accessed at https://www.crd.york.
ac.uk/PROSPERO.

Key Points

1. The majority of head and neck cancer (HNC) diagnoses
are in people aged 70 years or older and set to increase.

2. There is a paucity in research examining older adults with
HNC.

3. There is an indication that older adults prioritise main-
taining independence when making treatment decisions.

4. Treatment regret is seen in those with high levels of
depression with level of frailty also a contributing factor.

5. Clinicians should consider patient's social circumstances,
premorbid status and priorities when making treatment
decisions.

2.2 | Search strategy

A search strategy was developed in collaboration with the research
team and a systematic review specialist. Search terms were formu-
lated to identify articles specifically relating to priorities and treatment
regret for older patients with HNC. The full search strategy terms are
detailed in Appendix 1.

Six electronic databases, Medline (including PubMed), EMBASE,
CINAHL, EMCARE, PSYCHINFO and Cochrane Library, were systemat-
ically searched for published literature. Both Medical Subject Heading
terms and text word searches were used to increase sensitivity in addi-
tion to Boolean operators ‘OR’ and ‘AND’ to expand or limit search
results. This was completed in consultation with an experienced subject

librarian. For review of full search strategy, see Appendix 2.

2.3 | Eligibility criteria
Studies were eligible for inclusion if they (i) reported data from patients
with a mean age of 65 years or older who had a confirmed diagnosis of
HNC and had been treated using surgery, chemotherapy and/or radio-
therapy with either palliative or curative intent (HNC was defined as any
cancer of the head or neck apart from thyroid cancer. Thyroid cancer was
excluded because of its unique histology and treatment parameters)
(i) considered patient's priorities or preferences or treatment regret or dis-
satisfaction as one of the primary outcomes of the study, validated mea-
sures were not a requirement for inclusion (jii) were published in English.
Commentaries, conference abstracts, dissertations, editorials and
review articles were excluded. There was no time limit on publication and
no restrictions on study design or size to ensure inclusivity of all data

sources.

24 | Screening and selection

All papers identified from the search strategy were downloaded to a ref-

erence software (Mendelay) and were screened by the primary reviewer
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(Emer Fahy) for duplicates. Two reviewers independently screened the
titles (Emer Fahy and Ahmed El Batal). Abstracts were then transferred
to Rayyan, enabling systematic documentation for inclusion/exclusion.
The abstracts were screened by two reviewers (Emer Fahy and Linda
A. Cantwell) with any discrepancies or uncertainties discussed with a
third reviewer (Joanne M. Patterson). The full-text papers of potentially
eligible studies were then reviewed against the eligibility criteria. Dis-
crepancies were discussed with the wider research team (Emer Fahy,
Linda A. Cantwell, Joanne M. Patterson and Simon Rogers) until a nego-

tiated conclusion was reached.

2.5 | Data extraction

A data extraction form was designed for use for the review. For each
study, relevant demographic, methodological and summary data were
extracted and independently checked for accuracy. The following

information was extracted: (i) author, (i) year of publication, (jii) study
design, (iv) clinical and treatment characteristics of the participants
(tumour location, stage and treatment type), (v) measurements used for
the examined outcome and the time points these measurements were
taken (vi) main findings and (vii) frailty measurements. Data were analysed
narratively; heterogeneity in study findings precluded meta-analysis.

The primary outcome was to examine the priorities of older adults
with HNC and what factors influence treatment regret.

A secondary outcome was to examine the inclusion of frailty as a
descriptor or measurement in understanding patient priorities and
whether it is influential in treatment regret.

2.6 | Quality assessment

The Newcastle Ottawa Quality Assessment scale'? was selected as a

quality measurement for cohort studies. Quality assessment was

Records identified from:
Databases (n = 5747)

Records removed before
screening:
Duplicate records removed
(n =4462)

\ 4
L Records excluded as participants
Rei:ords screened via title » did not have confirmed diagnosis
(n=1285) of HNC
(n=814)
4

Abstracts screened (n=471)

Records excluded as primary
outcome examined was not

A

4

eligibility

Full text articles assessed for

Priorities: (n =29 )
Regret: (n=17)

g treatment priorities or treatment
regret. (n=467)
Records excluded as

»| participants did not have a mean

age of 65 or older (n = 42)

Total studies included in review
Priorities (n = 1)
Regret (n= 3)

FIGURE 1 PRISMA diagram.
PRISMA, Preferred Reporting
Items for Systematic Reviews and
Meta-Analysis.
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conducted by the primary reviewer, with second reviewer (Linda

A. Cantwell) for consensus.

3 | RESULTS

3.1 | PRISMA diagram

There were four papers in total which met the inclusion criteria
(Figure 1).

3.2 | Study details, patient cohort and treatment

All four papers were cohort studies from the United States, Canada and
the Netherlands, with 170-300 participants per study (Table 1).

TABLE 2 Treatment characteristics.

All participants had a mean age > 65 with a diagnosis of confirmed HNC.
All treatment intents were represented; surgical + oncological. Two stud-
ies did not define their treatment intent, one with curative intent only
and the other including all treatment intent. The studies were completed

at varying time points pre- and post-treatment (Table 2).

3.3 | Frailty measurement

Two studies used a measurement of frailty.*>** One included a com-
prehensive geriatric examination involving a thorough interview,
physical examination, EEG and Mini-Mental State Examination,
examination of activities of daily living, nutritional assessment and
review of risk of pressure sores. The other was less detailed simply
collecting the Adult Comorbidity Evaluation-27 and Fried Frailty
Index (Table 3).

Paper
author (year)

Thomas (2019)

Van Essen
(2022)

Macias (2021)

Melissant
(2022)

Tumour site no. (% cohort)

Mucosal (oral cavity, oropharynx,
larynx and hypopharynx): 157
(58.3%)

Non-mucosal (cutaneous, thyroid
and salivary gland): 113
(41.7%)

Skin: 25 (14.7)

Oral cavity: 35 (20.6%)
Vestibilum nasi: 7 (4.1%)
Sino nasal: 13 (7.6%)
Salivary glands 8 (4.7%)
Oropharynx: 17 (10%)
Nasopharynx: 1 (0.6%)
Hypopharynx: 20 (11.8%)
Larynx: 39 (22.9%)
Unknown primary: 5 (2.9%)

Oral cavity: 129 (42.9%)

Oropharynx: 50 (16.6%)

Larynx/hypopharynx: 38 (12.6%)

Unknown/other: 14 (4.7%)

Major salivary gland: 20 (6.6%)

Facial cutaneous malignancy: 50
(16.6%)

Oral cavity: 51 (22%)
Oropharynx: 57 (25%)
Hypopharynx: 12 (5%)
Larynx: 64 (28%)

Treatment received

Planned for surgery

Not defined

Surgery: 115 (38.2%)

Surgery and adjuvant
radiation: 98 (32.6%)

Surgery and adjuvant
chemoradiation: 88
(29.2%)

Single treatment: 111
(48%)

Surgery: 62 (56%)

Among which CO,, laser:
33 (53%)

Radiotherapy: 49 (44%)

Combination treatment:
122 (52%)
Chemoradiotherapy:
51 (42%)

Surgery and (chemo)
radiotherapy: 70 (57%)

Other: 1 (0.8%)

Treatment intent

Not defined

Curative (83.5) and
palliative intent
(16.5%)

Not defined

Curative intent

Length of time post-
treatment study
completed

Measurements taken
preoperatively, 3-month
post-surgery, 6-month
post-surgery and
12-month post-surgery

Measures taken pre-
treatment

0-6 months: 119 (39.5)
6-12 months: 49 (16.3)
12-24 months: 52 (17.3)
>24 months: 81 (26.9)

Between 6-week and
5-year post-treatment
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TABLE 3  Priorities results.

Study and outcome
examined Outcome measurement

114 Outcome Prioritisation

Tool (OPT)*®

European Organization
for Research and
Treatment of Cancer
Quality of Life
Questionnaire-Core 30
(EORTC QLQ-C30)*¢

Van Essen et a
Priorities

Thomas et al.?®

Treatment Regret

Vulnerable Elders Survey
(VES-13)*

Bradburn Scale of
Psychological Well-
Being (BSPW-B)*®

IADLY?

European Organisation of
Research and
Treatment of Cancer
Quality of Life
Questionnaire (EORTC
QLQ-C30)*

Geriatric Depression
Scale (GDS)?°

Decision Regret Scale
(DRS)?*

Macias et al.??
Treatment Regret

IMAGE-HN (Inventory to
Measure and Assess
imaGe disturbance-
Head & Neck)

Results

OPT First Priority: 53%
maintaining independence

34.1% life extension

8.2% reducing pain

4.1% reducing other symptoms

OPT Second Priority: 34.1%
Staying alive and maintaining
independence

19.5% reducing pain

12.2% reducing other symptoms

Influences: Housing situation
related significantly to first
priority (p = .029)

Living alone prioritised reducing
pain or other symptoms

Living with family increasingly
prioritised life extension and
maintaining independence

MSK issues prioritised reducing
pain and other symptoms.

Mean DRS score 18.2 indicating
overall mild decision regret.

Univariable baseline factors
associated with moderate to
severe decision regret
6 months after surgery
included a higher Fried Frailty
Index score (OR, 1.38 [95% Cl,
1.01-1.90]), higher depression
scores (OR, 1.17 [95% ClI,
1.06-1.28]), lower Lawton-
Brody IADL Questionnaire
scores (i.e., increased
dependence) (OR, 0.85 [95%
Cl, 0.75-0.97]) and lower
score on the BSPW-B (OR,
0.78 [95% ClI, 0.68-0.91]).
Both the preoperative and
6-month postoperative
EORTC QLQ-C30 summary
score was associated with
moderate to severe decision
regret at 6 months. In MVA
models, only a higher
preoperative depression score
was associated with moderate
to severe decision regret

(OR,1.17[95% Cl, 1.06-1.28]).

Higher educational attainment
was associated with lower
social avoidance and isolation
subdomain scores. Graduation
from college (8 = —9.6; 95%

Frailty measurement

Comprehensive Geriatric
Assessment: (i) A
thorough interview
containing patient's
medical and psychiatric
history, use of
medication,
sociodemographic
status and general
complaints; (i) physical
examination (general,
psychiatric,
neurological); (iii)
additional
measurements such as
laboratory
measurements,
electrocardiogram, and
the Mini-Mental State
Examination (MMSE);
and (iv) completion of
various forms
examining activities of
daily living, the OPT,
nutrition and pressure
sores screening tools

Adult Comorbidity
Evaluation-27 (ACE27)
Fried Frailty Index (FFI)

Not measured

Newcastle Ottawa
Scale Quality
assessment

Poor Quality (3/9 stars)

Average Quality (4/9
stars)

Poor Quality (1/9 stars)
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TABLE 3 (Continued)

Study and outcome

examined Outcome measurement

Self-reported
sociodemographic and
oncological
questionnaire?®

Melissant et al.?* 7

Treatment Regret

Body Image Scale (BIS,
EORTC QLQ-C30%*
EORTC QLQ-HN43¢
Female Sexual Function
Index (FSFI) 6 item for
women?’
International Index of
Erectile Function
(IIEF-5) 5 item for
men?®
Self-Compassion Scale-
Short Form (SCS-SF)??
Hospital Anxiety and
Depression Scale
(HADS) and subscale
for anxiety and
depression (HADS-A,
HADS-D)*°

Results

Cl, —17.5 to —1.7) or graduate
school (8 = —12.6; 95% ClI,
—21.2 to —3.8) was associated
with 9.6-point and 12.6-point
lower IMAGE-HN social
avoidance and isolation
subdomain scores compared
with non-high school
graduates.

Disability was associated with an
increased IMAGE-HN global
(B =5.1;95% Cl, 0.1-10.0)
score compared with part-
time or full-time paid work.
Unemployment had a positive
association with IMAGE-HN
global (8 = 8.0; 95% ClI,
0.6-15.4) scores as well as
other-oriented appearance
concerns (f = 10.7; 95% Cl,
2.0-19.3) and personal
dissatisfaction with
appearance (8 = 12.5; 95% Cl,
1.2-23.7) subdomain scores
when compared with paid
employment.

The prevalence of body image
distress was 13% (cut-off >10)
to 20% (cut-off >8)

(median = 2, IQR = 0-6).
Univariate logistic regression
analyses showed that age,
gender, education level,
treatment modality, surgery
extent, EORTC QLQ-C30
summary score, all QLQ-HN43
subscales, self-compassion
and psychological distress
were significantly associated
with body image distress.

The multiple logistic regression
model showed that five factors
were significantly and
independently associated with
body image distress: symptoms
of depression, younger age,
problems with social contact,
problems with wound healing
and larger extent of surgery.

Frailty measurement

Not measured

Newcastle Ottawa
Scale Quality
assessment

Average Quality (4/9
stars)

Abbreviations: Cl, confidence interval; IQR, interquartile range; MSK, musculoskeletal; MVA model, multivariate analysis; OR, odds ratio.

3.4 | Quality assessment

There were two studies of poor methodological quality**?? and

The methodological quality of the studies was assessed using the
Newcastle-Ottawa scale,*® which allocates a maximum of nine stars each
to case selection, comparability of cohorts and outcomes assessment. A

study awarded six or more stars were considered as a high-quality study.

two of average quality.x®>?* Full breakdown of star allocation is in
Appendix 2. The key strengths were that three of four studies had
cohorts that were relatively or truly representative of the average
patient group and three of four used secure health records for expo-

sure data. The predominant issues in quality for our studies lay in the
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quality of the outcomes; this included lack of varying outcome mea-

surements and time points measurements.

3.5 | Outcomes

3.5.1 | Priorities

The results illustrated that people prioritised maintaining their indepen-
dence most highly as their top priority (53%), followed by life extension
(34.1%), reducing pain (8.2%) and reducing symptoms (4.1%). A similar
pattern was seen for second priority with the majority of people (34.1%)
choosing to stay alive and maintain independence, followed by reducing
pain (19.5%) and reducing other symptoms (12.2%).

The priorities chosen were influenced by a person's living circum-
stances. Those living alone prioritised reducing pain or other symp-
toms, whereas those living with family were more likely to prioritise
life extension and maintaining independence.

3.5.2 | Treatment regret

1.*3 showed an overall mean Decision Regret Score (DRS)

Thomas et a
score of 18.2, indicating overall mild decision regret. Baseline factors
associated with moderate-severe decision regret included a higher
Fried Frailty Index, higher depression scores, lower Lawton Brody
Instrumental Activities of Daily Living score (indicative of increased
dependence) and lower Bradburn scale (indicative of less happiness),
although in MVA analysis only high preoperative depression scores
were associated with DRS.

.22 and Mellisant et al.2* focused on the factors asso-

Macias et a
ciated with body image distress (BID). One study detailed the preva-
lence of 13%-20% BID in its participants,?* whereas the other
presented nil details of prevalence of BID.?? Macias et al.?? found that
higher educational attainment was associated with lower social avoid-
ance and isolation subdomain scores. Disability was also associated
with an increase in IMAGE-HN global score compared with part-time
or full-time work. Unemployment had a positive association with
other orientated appearance concerns, and personal dissatisfaction
with appearance compared to paid employment.

Melissant et al.?* also found that symptoms of depression were
associated with BID. In addition to depression, they saw that younger
age, problems with social contact, that is, social isolation, problems
with wound healing following surgery and larger extent of surgery

were associated with BID.

4 | DISCUSSION

The intention of this review was to identify the priorities of older peo-
ple in addition to identifying factors that influence treatment regret.
There is a paucity of research in this area with just a small number of

studies meeting the inclusion criteria with large variability in the study

characteristics. However, the available evidence indicates that older
adults with HNC may have a higher preference for maintaining their
independence when making decisions about their treatment and deci-
sion regret is impacted by high levels of depression with frailty also a
contributing factor.

Acknowledging their limitations given the small number of included
papers, our findings are generally in line with the literature focusing on
the priorities of people with HNC, which show that older adults have a
unique set of priorities compared to younger adults. Bonomo et al.”
noted only 84% and 43% of subjects older than 65 years placed ‘being
cured of my cancer’ and ‘living as long as possible’ in their top three
rankings compared with 98% and 73% of those younger than 55 years,
respectively. Other similar studies demonstrate that older patients are
less likely to rank ‘cure’ or longevity” higher than ‘having no pain’ in their
top three priorities compared to younger patients.®° Pain is reported in
approximately one third of people with HNC and can be a symptom of
the disease as well as a treatment side effect.3! These studies indicate
the need for careful consideration of treatment decisions for older peo-
ple, given the myriad of side effects these treatments bring in conjunc-
tion with people's priorities and expectations for treatment.

This review identified that a patient's living circumstance substan-
tially influenced priorities with those co-habiting being more likely to
prioritise life extension and maintaining independence.’* This is a little
examined factor in the treatment of older adults—the effects of treatment
choices on independence and activities of daily living in addition to the
carer burden that is borne by their families. There is a significant increase
in dependency observed in people aged >/=70 years old, compared with
pre-treatment status with a greater need for assistance with activities of
daily living.3*3® Carer burden is high for those supporting people with
HNC.3* For older adults, a loss in independence will increase the need for
care, placing additional burden on family and healthcare services.

Treatment decision regret provides an insight into reasons for
perceived ‘wrong treatment decision’ and may indicate where treat-
ment priorities are not met. Although three papers met our inclusion
criteria, none of these focused solely on an older population, although
their mean population happened to be >65. Mild decision regret
appears relatively common (up to 46%) across all age groups of HNC
patients.®>3¢ Factors which influence decision regret are less widely
reported; it was seen in the older group that depression increased
decision regret. Regret can also manifest itself in body image dissatis-
faction following treatment, as seen in a study by Gibson et al.,%’
where some patients demonstrated regret secondary to the level of
disfigurement seen following treatment. Our review identifies that
psychological distress and depression influence both body image dis-
satisfaction and treatment regret further evidencing the need to

review all facets of patient's lives to facilitate holistic decision-making.

4.1 | Treatment decision-making

Optimal treatment pathways for older adults with HNC are not clearly
defined, and are often complicated by difficulties defining an ‘older’
adult within the context of HNC. The World Health Organization
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defines an older adult as someone over the age of 60. However,
chronological age may not correlate to biological ageing due to multiple
chronic conditions and/or functional reserve capacity.>® There is a
move to consider the concept of frailty and its measurement and influ-
ence on outcomes in treatment decision-making. Only two studies in
this review used frailty as part of their assessment.*>'* Both used dif-
ferent tools, which is not unusual in the literature, making comparisons
difficult. It is evident this needs further consideration and review.

Standard treatment for HNC comprises surgery and/or radiotherapy
and/or chemotherapy. It has been shown that age should not be an
influencing factor in decision-making for radiotherapy.>® The use of che-
motherapy is less clear, with older people considered to be at high risk
for toxicity.**** Conversely, a recent review of 4042 people older than
70 years from the National Cancer Data Base confirmed an overall sur-
vival benefit of adding chemotherapy concurrently to irradiation,
although the overall survival gain was limited to those not older than
81 years, with low comorbidity scores, and whether T1-2/N2-3 or T3-4/
NO-3.*? Improvements in treatments and management enable clinicians
to offer curative intent to older people. However, these are difficult deci-
sions for those with frailty, due to uncertainty about treatment and
symptom-burden, expectations, values and preferences.

There is a need to develop treatment decision aids, especially
for older people, to help them and their carers balance the burden
of treatment, independence, quality of life and quality of time in
survivorship.

4.2 | Strengths and limitations

This systematic review uniquely focused on treatment priorities and
treatment regret in adults >65 with a diagnosis of HNC and identified
a small number of papers fitting these inclusion criteria. Although
studies have reported treatment priorities and regret, few focus on
older adults with HNC. The included papers were highly variable in
location, treatment type, treatment intent, outcome measurement and
time points of measurement; therefore, differences in treatment pro-
tocols and expectations should be considered across varied geograph-
ical health economies.

We encountered some methodological challenges in trying to
extract meaningful and relevant data. Although studies were eligible
for inclusion if the mean population studied was >65 years of age, fol-
lowing the initial search, it was noted some studies did separate their
cohort into younger and older groups but did not meet our inclusion
criteria as their mean age was <65. This further adds to the difficulties
in studying this unique population due to the lack of dedicated

research in older adult cohorts.

4.3 | Future research
Future research should focus on reviewing the treatment priorities
and preferences of those aged 65 and older. It would be beneficial to

understand further how these priorities and preferences influence

treatment decision-making to further inform treatment pathways in

this unique cohort.

5 | CONCLUSION

This review illustrates the priorities of older people in addition to
identifying factors influencing treatment regret. There is a paucity of
research in this area, but the available evidence indicates that older
adults have a higher preference for maintaining their independence
when making decisions about treatment and decision regret is
impacted by resultant frailty and depression. Research within this field
is problematic as ageing is an individualised and highly variable pro-
cess with no standardised method recording chronological age versus
physiological age and the implications of this for treatment decisions.
Clinicians should consider patient's social circumstances, premorbid
status and priorities in maintaining independence and managing symp-
toms when making treatment decisions for this age group.

AUTHOR CONTRIBUTIONS

All authors contributed to the study conception and design. Material
preparation, data collection and analysis were performed by Emer
Fahy. The first draft of the manuscript was written by Emer Fahy
and all authors commented on previous versions of the manuscript.
All authors read and approved the final manuscript.

ACKNOWLEDGEMENTS
This study is funded by NHS Liverpool Clinical Commissioning
Group—Research Capability Funding.

CONFLICT OF INTEREST STATEMENT

The authors declare no conflicts of interest.

PEER REVIEW
The peer review history for this article is available at https://www.

webofscience.com/api/gateway/wos/peer-review/10.1111/coa.14094.

DATA AVAILABILITY STATEMENT
Data sharing is not applicable to this article as no data sets were

generated or analysed during the current study.

ORCID
Emer Fahy "2 https://orcid.org/0000-0002-6153-6736
REFERENCES

1. GBD 2019 Diseases and Injuries Collaborators. Global burden
of 369 diseases and injuries in 204 countries and territories, 1990-2019:
a systematic analysis for the Global Burden of Disease Study 2019.
Lancet. 2020;396(10258):1204-22.

2. World Health Organization. Ageing. 2021. Available from: https://
www.who.int/health-topics/ageing

3. Cancer Research UK. Available from: https://www.cancerresearchuk.
org/health-professional/cancer-statistics/statistics-by-cancer-type/
head-and-neck-cancers/incidence. Accessed March 2023.

35U SUOWILOD BAITERID 3|qedldde 3y A pausenob are sajpie YO ‘8sn Jo sajnJ 10} Aleiq 1 auljuQ A3|1AA UO (SUOIPUOD-PU-SWLIB} WO A8 1M AJe.q 18Ul |UO//Sdny) SUORIPUOD pue SWS 1 8U) 88S *[£202/60/90] U0 Afiqi auliuo A[IA ‘891 Ad #6011 €0d/TTTT OT/I0p/L0d A3 | 1M AReiq U UO//SANY WO} POPEOIUMOQ ‘0 ‘0816, T


https://www.webofscience.com/api/gateway/wos/peer-review/10.1111/coa.14094
https://www.webofscience.com/api/gateway/wos/peer-review/10.1111/coa.14094
https://orcid.org/0000-0002-6153-6736
https://orcid.org/0000-0002-6153-6736
https://www.who.int/health-topics/ageing
https://www.who.int/health-topics/ageing
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/head-and-neck-cancers/incidence
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/head-and-neck-cancers/incidence
https://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/head-and-neck-cancers/incidence

© | WILEY

4.

10.

11.
12.

13.

14.
15.

16.

17.

18.

19.

FAHY ET AL

Begbie FD, Douglas CM, Finlay F, Montgomery J. Palliative intent
treatment for head and neck cancer: an analysis of practice and
outcomes. J Laryngol Otol. 2019;133(4):313-7. https://doi.org/10.
1017/50022215119000574

Langendijk JA, Doornaert P, Verdonck-de Leeuw IM, Leemans CR,
Aaronson NK, Slotman BJ. Impact of late treatment-related toxicity
on quality of life among patients with head and neck cancer treated
with radiotherapy. J Clin Oncol. 2008;26(22):3770-6. https://doi.
org/10.1200/JC0.2007.14.6647

Semple CJ, McKenna G, Parahoo R, Rogers SN, Tiblom EY. Factors
that affect quality of life for older people with head and neck cancer:
a systematic review. Eur J Oncol Nurs. 2023;63:102280. https://doi.
org/10.1016/j.€jon.2023.102280

Bonomo P, Maruelli A, Saieva C, Taylor K, Singer S, Patelli Z, et al.
Assessing preferences in patients with head and neck squamous cell
carcinoma: phase | and Il of questionnaire development. Cancers.
2020;12(12):3577. https://doi.org/10.3390/cancers12123577

List MA, Stracks J, Colangelo L, Butler P, Ganzenko N, Lundy D, et al.
How do head and neck cancer patients prioritize treatment outcomes
before initiating treatment? J Clin Oncol. 2000;18(4):877-84. https://
doi.org/10.1200/JC0.2000.18.4.877

Windon MJ, D'Souza G, Faraji F, Troy T, Koch WM, Gourin CG, et al.
Priorities, concerns, and regret among patients with head and neck
cancer. Cancer. 2019;125(8):1281-9. https://doi.org/10.1002/cncr.
31920

Gill SS, Frew J, Fry A, Adam J, Paleri V, Dobrowsky W, et al. Priorities
for the head and neck cancer patient, their companion and members
of the multidisciplinary team and decision regret. Clin Oncol (R Coll
Radiol). 2011;23(8):518-24. https://doi.org/10.1016/j.clon.2011.
03.014

Moher D, Liberati A, Tetzlaff J, Altman DG, PRISMA Group. Preferred
reporting items for systematic reviews and meta-analyses: the
PRISMA statement. PLoS Med. 2009;6(7):e1000097. https://doi.org/
10.1371/journal.pmed.1000097

Wells G, Shea B, O'Connell D, Peterson J. The Newcastle-Ottawa
scale (NOS) for assessing the quality of nonrandomised studies in
meta-analyses. Ottawa, ON: Ottawa Hospital Research Institute;
2000.

Thomas CM, Sklar MC, Su J, Xu W, de Almeida JR, Gullane P, et al.
Evaluation of older age and frailty as factors associated with depres-
sion and postoperative decision regret in patients undergoing major
head and neck surgery. JAMA Otolaryngol Head Neck Surg. 2019;
145(12):1170-8. https://doi.org/10.1001/jamaoto.2019.3020

van Essen GA, Bakas A, Sewnaik A, Mattace-Raso FUS, Baatenburg
de Jong RJ, Polinder-Bos HA. Health outcome priorities in older
patients with head and neck cancer. J Geriatr Oncol. 2022;13(5):698-
705. https://doi.org/10.1016/j.jgo0.2022.02.001

Fried TR, Tinetti M, Agostini J, lannone L, Towle V. Health outcome
prioritization to elicit preferences of older persons with multiple
health conditions. Patient Educ Couns. 2011;83(2):278-82. https://
doi.org/10.1016/j.pec.2010.04.032

Singer S, Amdal CD, Hammerlid E, Tomaszewska IM, Castro Silva J,
Mehanna H, et al. International validation of the revised European
Organisation for research and treatment of cancer head and neck
cancer module, the EORTC QLQ-HN43: phase IV. Head Neck. 2019;
41(6):1725-37. https://doi.org/10.1002/hed.25609

Saliba D, Elliott M, Rubenstein LZ, Solomon DH, Young RT,
Kamberg CJ, et al. The Vulnerable Elders Survey: a tool for identifying
vulnerable older people in the community. J Am Geriatr Soc. 2001;49
(12):1691-9. https://doi.org/10.1046/j.1532-5415.2001.49281.x
Bradburn NM, Noll CE. The structure of psychological well-being.
Chicago, IL: Aldine; 1969.

Lawton MP, Brody EM. Assessment of older people: self-maintaining
and instrumental activities of daily living. Gerontologist. 1969;9(3):
179-86.

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

Sheikh J, Yesavage J. Geriatric Depression Scale (GDS): recent evi-
dence and development of a shorter version. Clin Gerontol. 1986;5:
165-73. https://doi.org/10.1300/J018v05n01_09

Brehaut JC, O'Connor AM, Wood TJ, Hack TF, Siminoff L, Gordon E,
et al. Validation of a decision regret scale. Med Decis Making. 2003;
23(4):281-92. https://doi.org/10.1177/0272989X03256005

Macias D, Hand BN, Maurer S, Balliet W, Ellis MA, Pipkorn P, et al.
Factors associated with risk of body image-related distress in patients
with head and neck cancer. JAMA Otolaryngol Head Neck Surg.
2021;147(12):1019-26. https://doi.org/10.1001/jamaoto.2021.1378
Graboyes EM, Hand BN, Ellis MA, Huang AT, Nilsen ML, Pipkorn P,
et al. Validation of a novel, multidomain head and neck cancer
appearance- and function-distress patient-reported outcome mea-
sure. Otolaryngol Head Neck Surg. 2020;163:979-85. https://doi.
org/10.1177/0194599820927364

Melissant HC, Jansen F, Eerenstein SE, Cuijpers P, Laan E,
Lissenberg-Witte BI, et al. Body image distress in head and neck can-
cer patients: what are we looking at? Support Care Cancer. 2021;29
(4):2161-9. https://doi.org/10.1007/s00520-020-05725-1
Hopwood P, Fletcher I, Lee A, Al Ghazal S. A body image scale for use
with cancer patients. Eur J Cancer. 2001;37(2):189-97. https://doi.
org/10.1016/50959-8049(00)00353-1

Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A, Duez NJ,
et al. The European Organization for Research and Treatment of Can-
cer QLQ-C30: a quality-of-life instrument for use in international clin-
ical trials in oncology. J Natl Cancer Inst. 1993;85(5):365-76. https://
doi.org/10.1093/jnci/85.5.365

Isidori AM, Pozza C, Esposito K, Giugliano D, Morano S, Vignozzi L,
et al. Development and validation of a 6-item version of the female
sexual function index (FSFI) as a diagnostic tool for female sexual dys-
function. J Sex Med. 2010;7(3):1139-46. https://doi.org/10.1111/j.
1743-6109.2009.01635.x

Rosen RC, Cappelleri JC, Smith MD, Lipsky J, Pefia BM. Development
and evaluation of an abridged, 5-item version of the International
Index of Erectile Function (IIEF-5) as a diagnostic tool for erectile dys-
function. Int J Impot Res. 1999;11(6):319-26. https://doi.org/10.
1038/sj.ijir.3900472

Raes F, Pommier E, Neff KD, Van Gucht D. Construction and factorial
validation of a short form of the Self-Compassion Scale. Clin Psychol
Psychother. 2011;18(3):250-5. https://doi.org/10.1002/cpp.702
Zigmond AS, Snaith RP. The hospital anxiety and depression scale.
Acta Psychiatr Scand. 1983;67(6):361-70. https://doi.org/10.1111/j.
1600-0447.1983.tb09716.x

Macfarlane TV, Wirth T, Ranasinghe S, Ah-See KW, Renny N,
Hurman D. Head and neck cancer pain: systematic review of preva-
lence and associated factors. J Oral Maxillofac Res. 2012;3(1):el.
https://doi.org/10.5037/jomr.2012.3101

Bruijnen CP, de Groot LGR, Vondeling AM, de Bree R, van den Bos F,
Witteveen PO, et al. Functional decline after surgery in older patients
with head and neck cancer. Oral Oncol. 2021;123:105584. https://
doi.org/10.1016/j.oraloncology.2021.105584

Silver HJ, de Campos Graf Guimaraes C, Pedruzzi P, Badia M,
Spuldaro de Carvalho A, Oliveira BV, et al. Predictors of functional
decline in locally advanced head and neck cancer patients from South
Brazil. Head Neck. 2010;32(9):1217-25. https://doi.org/10.1002/
hed.21322

Van Hof KS, Hoesseini A, Dorr MC, Verdonck-de Leeuw IM,
Jansen F, Leemans CR, et al. Caregiver burden, psychological distress
and quality of life among informal caregivers of patients with head
and neck cancer: a longitudinal study. Int J Environ Res Public Health.
2022;19(23):16304. https://doi.org/10.3390/ijerph192316304
Goepfert RP, Fuller CD, Gunn GB, Hanna EY, Lewin JS, Zaveri JS,
et al. Symptom burden as a driver of decisional regret in long-term
oropharyngeal carcinoma survivors. Head Neck. 2017;39(11):2151-8.
https://doi.org/10.1002/hed.24879

35U SUOWILOD BAITERID 3|qedldde 3y A pausenob are sajpie YO ‘8sn Jo sajnJ 10} Aleiq 1 auljuQ A3|1AA UO (SUOIPUOD-PU-SWLIB} WO A8 1M AJe.q 18Ul |UO//Sdny) SUORIPUOD pue SWS 1 8U) 88S *[£202/60/90] U0 Afiqi auliuo A[IA ‘891 Ad #6011 €0d/TTTT OT/I0p/L0d A3 | 1M AReiq U UO//SANY WO} POPEOIUMOQ ‘0 ‘0816, T


https://doi.org/10.1017/S0022215119000574
https://doi.org/10.1017/S0022215119000574
https://doi.org/10.1200/JCO.2007.14.6647
https://doi.org/10.1200/JCO.2007.14.6647
https://doi.org/10.1016/j.ejon.2023.102280
https://doi.org/10.1016/j.ejon.2023.102280
https://doi.org/10.3390/cancers12123577
https://doi.org/10.1200/JCO.2000.18.4.877
https://doi.org/10.1200/JCO.2000.18.4.877
https://doi.org/10.1002/cncr.31920
https://doi.org/10.1002/cncr.31920
https://doi.org/10.1016/j.clon.2011.03.014
https://doi.org/10.1016/j.clon.2011.03.014
https://doi.org/10.1371/journal.pmed.1000097
https://doi.org/10.1371/journal.pmed.1000097
https://doi.org/10.1001/jamaoto.2019.3020
https://doi.org/10.1016/j.jgo.2022.02.001
https://doi.org/10.1016/j.pec.2010.04.032
https://doi.org/10.1016/j.pec.2010.04.032
https://doi.org/10.1002/hed.25609
https://doi.org/10.1046/j.1532-5415.2001.49281.x
https://doi.org/10.1300/J018v05n01_09
https://doi.org/10.1177/0272989X03256005
https://doi.org/10.1001/jamaoto.2021.1378
https://doi.org/10.1177/0194599820927364
https://doi.org/10.1177/0194599820927364
https://doi.org/10.1007/s00520-020-05725-1
https://doi.org/10.1016/S0959-8049(00)00353-1
https://doi.org/10.1016/S0959-8049(00)00353-1
https://doi.org/10.1093/jnci/85.5.365
https://doi.org/10.1093/jnci/85.5.365
https://doi.org/10.1111/j.1743-6109.2009.01635.x
https://doi.org/10.1111/j.1743-6109.2009.01635.x
https://doi.org/10.1038/sj.ijir.3900472
https://doi.org/10.1038/sj.ijir.3900472
https://doi.org/10.1002/cpp.702
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x
https://doi.org/10.5037/jomr.2012.3101
https://doi.org/10.1016/j.oraloncology.2021.105584
https://doi.org/10.1016/j.oraloncology.2021.105584
https://doi.org/10.1002/hed.21322
https://doi.org/10.1002/hed.21322
https://doi.org/10.3390/ijerph192316304
https://doi.org/10.1002/hed.24879

FAHY ET AL

WILEY_L

36.

37.

38.

39.

40.

41.

Koksal M, Saur L, Scafa D, R Sarria G, Leitzen C, Schmeel C, et al. Late
toxicity-related symptoms and fraction dose affect decision regret
among patients receiving adjuvant radiotherapy for head and neck
cancer. Head Neck. 2022;44(8):1885-95. https://doi.org/10.1002/
hed.27103

Gibson C, O'Connor M, White R, Jackson M, Baxi S, Halkett GKB.
‘I didn't even recognise myself’: survivors' experiences of altered
appearance and body image distress during and after treatment for
head and neck cancer. Cancers (Basel). 2021;13(15):3893. https://
doi.org/10.3390/cancers13153893

Szturz P, Vermorken JB. Treatment of elderly patients with squamous
cell carcinoma of the head and neck. Front Oncol. 2016;6:199.
https://doi.org/10.3389/fonc.2016.00199

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(12):2075-81. https://doi.org/10.1016/s0959-
8049(96)00265-1

Balducci L. Management of cancer in the elderly. Oncology. 2006;20
(2):135-43. discussion 44, 46, 51-2.

Pignon JP, le Maitre 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.

42.

Radiother Oncol. 2009;92(1):4-14. https://doi.org/10.1016/j.radonc.
2009.04.014

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(10):1533-43. https://
doi.org/10.1002/cncr.29956

SUPPORTING INFORMATION

Additional supporting information can be found online in the Support-

ing Information section at the end of this article.

How to cite this article: Fahy E, Cantwell LA, Patterson JM,
Cherry MG, Rogers S, Akpan A, et al. Treatment priorities and
regret in older adults with head and neck cancer: A systematic
review. Clinical Otolaryngology. 2023. https://doi.org/10.
1111/coa.14094

35U SUOWILOD BAITERID 3|qedldde 3y A pausenob are sajpie YO ‘8sn Jo sajnJ 10} Aleiq 1 auljuQ A3|1AA UO (SUOIPUOD-PU-SWLIB} WO A8 1M AJe.q 18Ul |UO//Sdny) SUORIPUOD pue SWS 1 8U) 88S *[£202/60/90] U0 Afiqi auliuo A[IA ‘891 Ad #6011 €0d/TTTT OT/I0p/L0d A3 | 1M AReiq U UO//SANY WO} POPEOIUMOQ ‘0 ‘0816, T


https://doi.org/10.1002/hed.27103
https://doi.org/10.1002/hed.27103
https://doi.org/10.3390/cancers13153893
https://doi.org/10.3390/cancers13153893
https://doi.org/10.3389/fonc.2016.00199
https://doi.org/10.1016/s0959-8049(96)00265-1
https://doi.org/10.1016/s0959-8049(96)00265-1
https://doi.org/10.1016/j.radonc.2009.04.014
https://doi.org/10.1016/j.radonc.2009.04.014
https://doi.org/10.1002/cncr.29956
https://doi.org/10.1002/cncr.29956
https://doi.org/10.1111/coa.14094
https://doi.org/10.1111/coa.14094

	Treatment priorities and regret in older adults with head and neck cancer: A systematic review
	1  INTRODUCTION
	2  METHODOLOGY
	2.1  Review conduct and reporting
	2.2  Search strategy
	2.3  Eligibility criteria
	2.4  Screening and selection
	2.5  Data extraction
	2.6  Quality assessment

	3  RESULTS
	3.1  PRISMA diagram
	3.2  Study details, patient cohort and treatment
	3.3  Frailty measurement
	3.4  Quality assessment
	3.5  Outcomes
	3.5.1  Priorities
	3.5.2  Treatment regret


	4  DISCUSSION
	4.1  Treatment decision-making
	4.2  Strengths and limitations
	4.3  Future research

	5  CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	CONFLICT OF INTEREST STATEMENT
	PEER REVIEW
	DATA AVAILABILITY STATEMENT

	REFERENCES


