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Does Treatment Differ for Older
Patients?
BY HEATHER L. VAN EPPS, PHD AND NICOLE LEBRASSEUR, PHD

Of all  adult  patients diagnosed with non-Hodgkin lymphoma, half  are over the age
of 60. Plus, statistics show that as life expectancy increases, the incidence of NHL
in the older population is rising. These patients present an especially difficult
challenge to oncologists ,  who must take into account age and associated
complications.

Those complications may include one or more other diseases that  elderly
patients often have in addit ion to lymphoma. Older patients also tend to have
reduced kidney and liver functions, possibly restricting a drug’s effectiveness and
the patient’s abili ty to pro­cess and excrete the drug. As a result ,  side
effects—especially infections and low blood counts—may be more severe.

Rituxan (rituximab) plus the chemotherapy regimen known as CHOP is generally
well tolerated, says Owen O’Connor, MD. “But we know that people who are older
don’t  have as easy a t ime with these drugs,  and we often have to reduce the
doses,” he says.  Side effects can be lessened by co-treatment with a compound
called granulocyte colony-stimulating factor,  which is naturally found in the body
and st imulates the growth of blood cells .

Increased toxicity is  one reason stem cell  transplantations are often not
recommended for  older  pat ients ,  as  the high doses of  radiat ion or  chemotherapy
that  precede the transplant  are often poorly tolerated.  But recent  studies have
shown that  lower doses of  radiat ion can reduce transplant-related toxici ty and
still  be effective. (Read about the latest advances in stem cell transplantation in 
CURE’s “Where Are We Now?” special issue from 2008.)

In one study of patients with leukemia,  although the rate of relapse was higher in
patients  who received low-dose radiat ion than those who received higher doses
(41 percent compared with 24 percent),  overall  survival was comparable.  Other
studies suggest  older patients  r ival  their  younger counterparts  when i t  comes to
quality of l ife after a transplant.

One way physicians manage older patients is to suggest safer,  less toxic options.
Treanda (bendamustine),  for example,  appears to be better tolerated than CHOP
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Treanda (bendamustine),  for example,  appears to be better tolerated than CHOP
with comparable efficacy. Or chemotherapy might be foregone altogether in favor
of biological therapies such as Revlimid (lenalidomide), a multiple myeloma drug
being investigated for treating NHL, or Zolinza (vorinostat), an epigenetic agent
approved for  T-cel l  lymphoma.

Unfortunately, reduced toxicity often comes at the cost of effectiveness in
traditional dosing and scheduling. “Quality of life is obviously the issue,” says
Bart Kamen, MD, PhD. “An additional six to eight months of high-quality time can
be a lot.” To provide tumor control with less toxicity, Kamen says physicians are
now experimenting with lower doses at  a  more frequent schedule,  known as
metronomic therapy.

Muddying the waters further is  that  most clinical  tr ials are done in patients
younger than 60,  whereas most NHL patients are between 65 and 75.

“What works on a 60-year-old may not work on a patient  who is  70,” says
Kamen. Some recent tr ials  examined the success of different treatment strategies
for aggressive lymphomas specifically in older patient  populations and found that
R-CHOP improved survival rates compared with CHOP alone in patients between
ages 60 and 80.

The results  from several  studies suggest  standard CHOP regimens used in
younger pat ients  with aggressive lymphoma should also be recommended for  the
treatment  of  older  pat ients  unless  the pat ient  has  heart  problems that  preclude
the use of CHOP.

Of course,  every patient is  different;  the important thing to remember,  says
Kamen, is, “We don’t treat the disease; we treat people.” 


