cancers

Communication

A North-West London Experience of the Impact of Treatment
Related Toxicity on Clinical Outcomes of Elderly Patients with
Germ Cell Tumors

Anand Sharma 1-*

, Laura Morrison !, Marina Milic 1, Aruni Ghose

1@, Andrew Gogbashian 2

Nikhil Vasdev 34, Samita Agarwal 5, Ben Pullar 3 and Gordon Rustin !

check for
updates

Citation: Sharma, A.; Morrison, L.;
Milic, M.; Ghose, A.; Gogbashian, A.;
Vasdev, N.; Agarwal, S.; Pullar, B.;
Rustin, G. A North-West London
Experience of the Impact of
Treatment Related Toxicity on
Clinical Outcomes of Elderly Patients
with Germ Cell Tumors. Cancers 2022,
14,4977. https://doi.org/10.3390/
cancers14204977

Academic Editors: Giuseppe Di
Lorenzo and Michael J. Spinella

Received: 27 June 2022
Accepted: 9 October 2022
Published: 11 October 2022

Publisher’s Note: MDPI stays neutral
with regard to jurisdictional claims in
published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.
Licensee MDPI, Basel, Switzerland.
This article is an open access article
distributed under the terms and
conditions of the Creative Commons
Attribution (CC BY) license (https://
creativecommons.org/licenses /by /
4.0/).

1 Department of Medical Oncology, Mount Vernon Cancer Centre, London HA6 2RN, UK

Department of Radiology, Mount Vernon Cancer Centre, Paul Strickland Scanner Centre,

London HA6 2RN, UK

Hertfordshire and Bedfordshire Urological Cancer Centre, Department of Urology, Lister Hospital, East and
North Herts NHS Trust, Stevenage SG1 4AB, UK

4 School of Life and Medical Sciences, University of Hertfordshire, Hatfield AL10 9EU, UK

5  Department of Histopathology, Lister Hospital, East and North Herts NHS Trust, Stevenage SG1 4AB, UK
Correspondence: anand.sharma3@nhs.net

Simple Summary: Germ cell testicular cancer is seen in men aged 15-35. Incidence of this cancer
in the elderly aged > 45 is less than 10%. The aim of our retrospective study is to understand the
treatment-related toxicity in the elderly population, the chemotherapy regimens used, and its tolera-
bility in this age group. Incidence of non-seminomatous germ cell cancer was 42% and incidence of
seminoma was 58% in this cohort of patients. We used chemotherapy regimens, similar to those used
in the younger population; platinum-based regimens were the backbone of the treatment algorithm.
Outcomes were similar to the population group aged 15-35, and around 96% of the population
were alive 5 years after and beyond. Toxicity was more common in this age group, and careful
consideration should be made for dose modification and appropriate use of supportive therapies.

Abstract: Background/Aim: The occurrence of germ cell tumour (GCT) in the elderly is rare, with
scarce data available. The aim of this study was to understand the clinical outcomes of patients with
GCT in patients aged > 45 years. Materials and Methods: A retrospective study was conducted in
a large tertiary cancer centre in north-west London. Between 1 January 2003 and 31 March 2022,
108 cases of GCT in men aged > 45 years were identified and treated at the Mount Vernon Cancer
Centre. The median age at diagnosis was 54 years (range = 45-70 years). Results: The 5-year survival
rate of all patients was 96%, and the toxicity profile was similar to the younger age group. Conclusion:
Older patients with GCT are able to tolerate chemotherapy; however, care must be taken to prevent
life-threatening complications using appropriate dose modification.
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1. Introduction

Germ cell tumours (GCTs) are the most common malignancy in patients aged be-
tween 15 and 35. However, cases in older patients remain relatively rare with <10% of
the total number of germ cell tumours being diagnosed in this age group [1]. GCTs can
be classified into two major categories according to their histology: classical seminoma
and non-seminomatous or mixed GCTs (NSGCT). The second category can include embry-
onal carcinoma, yolk sac tumour, choriocarcinoma, teratoma or a mixture of histological
subtypes [2,3]. There is some evidence to suggest that the ratio of seminomatous to non-
seminomatous tumours alter with increasing age, and that seminomatous tumours become
the dominant subtype in men aged over 35 years [4].
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Metastatic GCTs can further be subdivided in terms of their risk of relapse into
favourable, intermediate and poor risk; according to the combination of tumour size,
histology, distribution of disease and the level of the tumour markers; alfa feto-protein
(AFP; human chorionic gonadotrophin hormone (HCG); and lactate dehydrogenase (LDH).
This risk stratification assists in prognostication, decision making in the clinic, and helps to
determine chemotherapy regime options and the schedule for ongoing follow up [5].

Metastatic GCTs have high cure rates of up to 90% with first line chemotherapy.
Platinum-based chemotherapy is the backbone of most regimens in current practice. Var-
ious regimens are used to treat GCTs such as BEP (bleomycin, etoposide, and cisplatin),
POMB/ACE (cisplatin, vincristine, methotrexate, bleomycin/actinomycin-D, cyclophos-
phamide, and etoposide), GEM/TIP (gemcitabine, paclitaxel, ifosfamide, and cisplatin),
GAMEC (actinomycin-D, methotrexate, cisplatin and etoposide), TE/ TP (paclitaxel, etopo-
side/paclitaxel, and cisplatin) [6]. At our centre, seminomas are treated with carboplatin
(AUC10), which is a well-tolerated regimen [7,8]. Because of the relatively low number of
patients over the age of 45 with GCT, there is little information about the tolerability and
toxicity profiles in this cohort of patients [9]. While generally well tolerated in the younger
population [10], there is anecdotal evidence that toxicity may be increased in an older
patient cohort, particularly in relation to cisplatin [11,12]. The combination of drugs in
GCTs can result in significant toxicity which may lead to permanent changes in hearing [13],
renal function, lung function, and neurology as a result of peripheral neuropathy [14].

Increasing toxicities may result in the completion of fewer cycles of chemotherapy, or
the need for dose reductions, which could in turn affect cure rates and overall survival. A
retrospective analysis performed with a similar cohort at MSKCC identified 50 patients aged
over 50 years receiving chemotherapy for GCTs. They found high rates of discontinuation
(60% of patients) across regimens and in those receiving BEP chemotherapy, 72% required
a change to an alternative regime. EP and VIP seemed to be better tolerated, with greater
than 95% completing treatment as planned. This high complication rate differs from
published data and phase three studies which are predominantly carried out in younger
men. While some of this reduced tolerance may be related to co-morbidities and already
reduced functional ability, age can have an adverse effect on organ function, impairing the
metabolism [15] and clearance of chemotherapy agents [16].

2. Patients and Methods

An internal database was used to identify all patients diagnosed with testicular germ
cell tumours between 1 January 2003 and 31 March 2022, aged over 45 years at the time
of diagnosis and referred to Mount Vernon Cancer Centre (MVCC), London, for systemic
chemotherapy. Appropriate approval was sought from the hospital ethics committee.
Patients over 45 comprised 20% of the total number of patients being referred within
the given time period, giving a total number of 108 patients aged over 45 at the time of
diagnosis and initiation of chemotherapy (104 metastatic and 4 adjuvant).

Data were collected retrospectively from the notes and electronic records and recorded
in a database.

For each patient we assessed the stage at diagnosis using the seventh edition of the
TNM classification. This uses a combination of computed tomographic (CT) imaging of the
chest, abdomen and pelvis, as well as serum tumour markers AFP, 3-HCG, and LDH. We
used both CT and tumour markers where available.

The histology was recorded from the pathology reports of orchidectomy or biopsy
samples and correlated with the World Health Organisation (WHO) classification of GCTs.
We also recorded the international germ cell consensus risk classification (IGCC) for all
patients where available. The number of full chemotherapy cycles completed was identified
using the patient’s notes and chemocare records and was recorded alongside the need for
a dose reduction or the discontinuation of treatment. If discontinuation of treatment was
required, the reasons for this were also documented. Dose reductions were considered
for haematological toxicity and on the basis of clinical assessment prior to chemotherapy
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administration. Patients were able to receive blood products as required during treatment,
as per local protocols.

All patients underwent blood laboratory tests including full blood count, urea and
electrolytes, liver function and serum tumour markers prior to each cycle of treatment. They
were assessed clinically and routinely asked about breathlessness and cough as possible
symptoms of bleomycin-induced pulmonary toxicity.

Toxicities were assessed using a locally designed questionnaire based on the Com-
mon Terminology Criteria for Adverse Events (CTCAE) Version 4.1 and recorded during
clinical assessments while the patients were receiving chemotherapy and in follow up
clinic appointments.

Response to treatment was assessed using serum tumour markers and CT imaging
according to Response Evaluation Criteria in Solid Tumours (RECIST) 1.1. Relapse was
also documented according to biochemical and CT evidence of disease recurrence.

Following completion of their chemotherapy, patients were routinely followed for
10 years. This comprised three monthly reviews in the first year, four monthly in the
second year, six monthly from year 3 to 5, and annually thereafter. Serum tumour markers
were measured at each clinic appointment. CT imaging was performed at the end of
treatment and only repeated if in a clinical trial, the end of treatment scan was abnormal,
or if clinically indicated.

CT imaging and blood results were used to evaluate progression free survival, relapse
rates, 5-year survival, and overall survival in this cohort.

Efficacy was assessed in all patients who received at least 50% of the planned chemother-
apy. OS and PFS were estimated using the Kaplan—-Meier method. Safety was assessed in
all patients; summary statistics were provided for baseline demographics, disease char-
acteristics, and AEs. Results are based on interim analysis of data, with a cut-off date of
31 March 2022; patients continue to be observed for long-term outcomes. The primary end
point was OS, defined as the number of patients alive at the cut-off date of 31 March 2022.

3. Results

One hundred and eight patients aged over 45 years at the time of diagnosis and initia-
tion of systemic chemotherapy were identified and included in this study following their
systemic chemotherapy. The mean age was 54 (range 45-70). Thirty one percent (1 = 33)
of all patients were aged between 50 and 54 years, 27% were aged between 4549 years
(n = 30) and 20% aged between 55-59 years (1 = 21). The remaining 22% were aged over
60 years (n = 24) (Table 1).

Table 1. Year of diagnosis and demographics.

Year of Number of A Diagnosis

. . . verage Age
Diagnosis Patients (108) Seminoma (63) Non-Seminoma (45)
2003-2006 16 52 9 7
2007-2010 20 53 15 5
2011-2014 21 53 10 11
2015-2018 26 54 16 10
2019-2022 25 55 13 12

Classical seminoma was seen in 58% of the cohort, with 42% having a non-seminomatous
or mixed germ cell picture. Of those with NSGCT, thirty-two had a mixed GCT; eight had a
teratoma, two had a choriocarcinoma, two an embryonal, and one a yolk sac tumour.

The most frequently prescribed first-line regimen was BEP, with 43% (n = 47) receiving
this regime, followed by Carboplatin AUC 10 (17%), POMB/ACE (10%), Etoposide and
cisplatin (EP) (10%), and Carboplatin AUC 7 (4%) (Table 2). In the second line, four patients
received Gem/TIP and Paclitaxel + Etoposide/Paclitaxel + Cisplatin (TE/TP) (Table 2).
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Table 2. Chemotherapy regimens used in testicular germ cell patients.

Chemotherapy Regimen Number of Patients (%)

BEP 47 (43)

Carboplatin AUC10 18 (17)

POMB/ACE 11 (10)

Etoposide/Cisplatin (5 days) 11 (10)
Carboplatin AUC7 4(4)
Escalated Etoposide/Cisplatin (500/60) 9 (8)
Paclitaxel/Etoposide and Paclitaxel /Cisplatin (TE/TP) 4(4)
Gem/TIP 4(4)

BEP—Bleomycin/Etoposide/Cisplatin; POMB/ACE—Cisplatin, Vincristine, Methotrexate, Bleomycin/Actinomycin-
D, Cyclophosphamide, Etoposide; Gem/TIP—Gemcitabine, Paclitaxel, Ifosfamide, Paclitaxel.

The majority of patients (77%) were stage I or greater at the time of diagnosis. Thirteen
patients (22%) had stage I disease, thirty-one (53%) stage II, seven (12%) stage III, and seven
(12%) stage IV disease at diagnosis. Of the 13 patients who had stage I disease, 11 relapsed
on surveillance and 2 were seminomas (who had Carboplatin AUC7 previously).

Forty-one patients completed their chemotherapy as originally planned at the outset of
treatment, with three further patients requiring a delay in treatment due to haematological
toxicity, ten patients required a modification to their regime such as dose reduction or omis-
sion of a dose of chemotherapy, and five of the patients receiving BEP had the bleomycin
omitted for part of the treatment. Three of the patients on BEP developed lung toxicity
apparent on clinical assessment and CT imaging. Fifteen patients had a documented neu-
tropenia during treatment, with six of these developing fevers and requiring neutropenic
sepsis treatment according to local procedures at the admitting hospital. Thirteen patients
developed sensory neuropathy mainly affecting the feet and lower legs. Five patients
developed tinnitus, although none of these cases were worse than grade 1 (Table 3).

Table 3. Complications and adverse events during chemotherapy.

Complication During Chemotherapy Number of Patients (%) G1-2 G3 or Above

Neutropenic fever 10 (11) 4 6

Neutropenia 15 (16) 4 11

DVT/PE 9 (10) 0 9

Haemorrhage 1(1) 1 0
Pulmonary Fibrosis 3(3) 3

Sensory Neuropathy 18 (19) 11 7

Secondary Malignancy 1(1) N/A N/A

Tinnitus 8 (8) 5 3

Heart Failure 1(1) 0 1

Skin Toxicity 3(3) 3 0

AKI 3(3) 3 0

AKI—Acute kidney injury; DVT—Deep venous thrombosis; PE—Pulmonary embolism.

Four patients did not complete the chemotherapy as planned: one due to death from a
pulmonary embolism, and the remaining three due to toxicities.

Five patients died during our study follow up. Only one patient died while on
chemotherapy from a pulmonary embolism after he had a sustained a gastrointestinal
bleed secondary to the anti-coagulation for the embolism. A second patient died of an
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unrelated cause on a background of significant underlying ischaemic heart disease, NYHA
class 3, previous SCC of the anus, and COPD (22 months after chemotherapy). A third
patient died from ischaemic heart disease after completion of follow up (10 years post
diagnosis). The fourth patient died of Alzheimer’s related complications, which was
diagnosed 7 years after completion of chemotherapy. There are no available records for the
cause of death for the fifth patient.

Sixty-nine percent (41/59) of patients experienced one or more complications from
chemotherapy, of which 15 were CTCAE grade 3 or above (Table 3). The toxicities are
shown in Table 3. The commonest treatment related toxicities were neutropenia (19%),
neuropathy (19%), neutropenic fever (10%), thromboembolism (10%) and tinnitus (10%).

Five-year survival was 96%, with one hundred and three patients surviving for five
years. Overall survival across the cohort at the time of data cut-off was 92% (Figure 1). Only
one patient died during chemotherapy as a direct result of complications from his disease.

Overall survival (OS)

100-_.‘—‘“-‘.-_-—-_-.1‘_._._

501-—————————————————————-

Percent survival

G | | | | 1
0 30 60 90 120

Overall survival (months)

Figure 1. Kaplan Meir curve for overall survival.

4. Discussion

There is limited data for patients aged over 45 years regarding chemotherapy toxicity.
Anecdotal evidence suggests patients over 50 years may struggle with toxicities related to
chemotherapy regimens used to treat germ cell cancer [17]. While this study included a
relatively small number of patients, it is clear that those aged 45 years or more can tolerate
significant doses of chemotherapy in combination regimens identical to those used in a
younger cohort. The small number of patients identified over a fifteen-year period reflects
the greater prevalence of germ cell tumours in a younger population, and its rarity in those
over the age of 45.

Survival rates in this population remain good, with the majority (96%) surviving at
least 5 years.

Toxicity rates were similar to those observed in the younger population [10], although
pulmonary toxicity [18,19] remains a concern in the older population [20,21], especially
among those with a history of smoking [22]. In our cohort, 14% of patients receiving
BEP required an omission of bleomycin due to pulmonary toxicity. The commonest side
effect across all regimens documented was neutropenia, with 10% of patients going on
to develop a febrile neutropenia [23]. Sensory neuropathy, a well-known side effect of
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platinum chemotherapy, was also noted in a significant number of the patients; this may
exacerbate underlying mobility issues in older patients [24].

While age may not in itself be a prognostic factor in terms of survival [20], it is clear
that underlying comorbidities alongside age can leave older patients more susceptible to
toxicities associated with chemotherapy [14,25], and treating oncologists will need to be
aware of the potential need for dose reductions and treatment delays. Given that previous
studies have shown a higher incidence of cancer-specific mortality in older patients with
GCTs [26,27], it is important to be able to offer them dose-intense chemotherapy regimens
to attempt to improve their overall survival. It is beyond the scope of this audit to assess
the impact of dose reductions or delays on overall survival and relapse rates.

We acknowledge the limitations of this study, which are mainly integral to its retro-
spective design and age selection. Previous reports have included patients aged 50 and
above in a similar analysis. However, due to the nature of this disease, and tolerability of
high dose chemotherapy in men aged 40 and above, we consider 45 to be a good marker
for assessing the effect of age on tolerability in elderly germ cell cancer patients. Another
limitation is the use of different chemotherapy regimens and lack of standardization in
comparing the data in different subgroups.

5. Conclusions

Intensive chemotherapy regimens are tolerable in patients over the age of 45 years,
however care must be taken to identify potential toxicities and adjust doses and regimens
accordingly. Older patients should be offered dose-intense chemotherapy with curative
intent. The spectrum of outcomes and adverse events is similar in the elderly patients.

Author Contributions: Conceptualization, A.S. and L.M.; methodology, A.S. and M.M.; software,
M.M,; validation, N.V,, B.P. and S.A.; formal analysis, A.G. (Andrew Gogbashian); investigation,
A.G. (Aruni Ghose); writing—original draft preparation, A.S., G.R., N.V. and A.G. (Aruni Ghose);
writing—review and editing, A.S. and A.G. (Andrew Gogbashian); visualization, A.S.; supervision,
G.R;; project administration, M.M. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was done as a retrospective audit, and approved
by the hospital ethics committee—approval number 17188.

Informed Consent Statement: Individual consent was not requires, as all data was anonymised and
appropriate hospital ethics approval was obtained. Patients had consented as part of data collection
for chemotherapy consent process.

Data Availability Statement: Data is saved onto the hospital electronic notes system.

Conflicts of Interest: The authors declare no conflict of interest.

1.  Mostofi, EK. Proceedings: Testicular tumors. Epidemiologic, etiologic, and pathologic features. Cancer 1973, 32, 1186-1201.

[CrossRef]

2. Albers, P.; Albrecht, W.; Algaba, F.; Bokemeyer, C.; Cohn-Cedermark, G.; Fizazi, K.; Horwich, A.; Laguna, M.P.; Nicolai, N.;
Oldenburg, J. Guidelines on Testicular Cancer: 2015 Update. Eur Urol. 2015, 68, 1054-1068. [CrossRef] [PubMed]

i

Chung, P.; Warde, P. Testicular cancer: Germ cell tumours. BM] Clin. Evid. 2016, 2016, 1807. [PubMed]

4. Ruf, C.G;; Isbarn, H.; Wagner, W.; Fisch, M.; Matthies, C.; Dieckmann, K.P. Changes in epidemiologic features of testicular germ
cell cancer: Age at diagnosis and relative frequency of seminoma are constantly and significantly increasing. Urol. Oncol. Semin.
Orig. Investig. 2014, 32, 33.e1-33.e6. [CrossRef] [PubMed]

5. International Germ Cell Cancer Collaborative Group. International Germ Cell Consensus Classification: A prognostic factor-based
staging system for metastatic germ cell cancers. J. Clin. Oncol. 1997, 15, 594-603. [CrossRef] [PubMed]

6. Motzer, R.J.; Agarwal, N.; Beard, C.; Bhayani, S.; Bolger, G.B.; Buyyounouski, M.K.; Carducci, M.A.; Chang, S.S.; Choueiri, TK,;
Gupta, S.; et al. Testicular cancer. J. Natl. Compr. Cancer Netw. 2012, 10, 502-535. [CrossRef]


http://doi.org/10.1002/1097-0142(197311)32:5&lt;1186::AID-CNCR2820320527&gt;3.0.CO;2-8
http://doi.org/10.1016/j.eururo.2015.07.044
http://www.ncbi.nlm.nih.gov/pubmed/26297604
http://www.ncbi.nlm.nih.gov/pubmed/26741128
http://doi.org/10.1016/j.urolonc.2012.12.002
http://www.ncbi.nlm.nih.gov/pubmed/23395239
http://doi.org/10.1200/JCO.1997.15.2.594
http://www.ncbi.nlm.nih.gov/pubmed/9053482
http://doi.org/10.6004/jnccn.2012.0050

Cancers 2022, 14, 4977 70f7

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.
21.

22.

23.

24.

25.

26.

27.

Matakidou, A.; Mutsvangwa, K.; Ansell, W.; Lim, L.; Powles, T.B.; Oliver, R.T.; Shamash, J. Single-agent carboplatin AUC10 for
metastatic seminoma with IGCCCG good prognosis disease; a feasibility study of the Orchid Clinical Trials Group. Ann. Oncol.
2010, 21, 1730-1731. [CrossRef] [PubMed]

Milic, M.; Hall, M.; Hawkins, A.; Gogbashian, A.; Rustin, G.; Sharma, A. A Qualitative Analysis of the Impact of Carboplatin
AUC 10 on Physical, Work Functioning and Bone Marrow Toxicity Among Seminoma Patients—A Single-centre Experience. Vivo
2019, 33, 233-237. [CrossRef] [PubMed]

Ghazarian, A.A.; Rusner, C.; Trabert, B.; Braunlin, M.; McGlynn, K.A.; Stang, A. Testicular cancer among US men aged 50 years
and older. Cancer Epidemiol. 2018, 55, 68-72. [CrossRef] [PubMed]

Gil, T.; Sideris, S.; Aoun, E; van Velthoven, R.; Sirtaine, N.; Paesmans, M.; Ameye, L.; Awada, A.; Devriendt, D.; Peltier, A.
Testicular germ cell tumor: Short and long-term side effects of treatment among survivors. Mol. Clin. Oncol. 2016, 5, 258-264.
[CrossRef] [PubMed]

Lichtman, S.M.; Buchholtz, M.; Marino, J.; Schulman, P.; Allen, S.L.; Weiselberg, L.; Budman, D.; Demarco, L.; Schuster, M.;
Lovecchio, J.; et al. Use of cisplatin for elderly patients. Age Aging 1992, 21, 202-204. [CrossRef] [PubMed]

Duan, Z.; Cai, G.; Li, J; Chen, X. Cisplatin-induced renal toxicity in elderly people. Ther. Adv. Med. Oncol. 2020,
12, 1758835920923430. [CrossRef] [PubMed]

Bokemeyer, C.; Berger, C.C.; Kuczyk, M.A.; Schmoll, H.]J. Evaluation of long-term toxicity after chemotherapy for testicular cancer.
J. Clin. Oncol. 1996, 14, 2923-2932. [CrossRef]

von Schlippe, M.; Fowler, C.J.; Harland, S.J. Cisplatin neurotoxicity in the treatment of metastatic germ cell tumour: Time course
and prognosis. Br. ]. Cancer 2001, 85, 823-826. [CrossRef] [PubMed]

Klotz, U. Pharmacokinetics and drug metabolism in the elderly. Drug Metab. Rev. 2009, 41, 67-76. [CrossRef] [PubMed]

Butler, ].M.; Begg, E.J. Free drug metabolic clearance in elderly people. Clin. Pharmacokinet. 2008, 47, 297-321. [CrossRef]
[PubMed]

Wheater, M.].; Manners, J.; Nolan, L.; Simmonds, P.D.; Hayes, M.C.; Mead, G.M. The clinical features and management of
testicular germ cell tumours in patients aged 60 years and older. BJU Int. 2011, 108, 1794-1799. [CrossRef] [PubMed]
O’Sullivan, J.M.; Huddart, R.A.; Norman, A.R.; Nicholls, J.; Dearnaley, D.P.; Horwich, A. Predicting the risk of bleomycin lung
toxicity in patients with germ-cell tumours. Ann. Oncol. 2003, 14, 91-96. [CrossRef] [PubMed]

Tacovino, J.R.; Leitner, J.; Abbas, A.K.; Lokich, J.J.; Snider, G.L. Fatal pulmonary reaction from low doses of bleomycin. An
idiosyncratic tissue response. JAMA 1976, 235, 1253-1255. [CrossRef] [PubMed]

Sekine, I.; Fukuda, H.; Kunitoh, H.; Saijo, N. Cancer chemotherapy in the elderly. Jpn. J. Clin. Oncol. 1998, 28, 463—-473. [CrossRef]
Haas, C.D.; Coltman, C.A.; Gottlieb, J.A., Jr.; Haut, A.; Luce, ] K.; Talley, R.W.; Samal, B.; Wilson, H.E.; Hoogstraten, B. Phase II
evaluation of bleomycin. A Southwest oncology Group study. Cancer 1976, 38, 8-12. [CrossRef]

Sanfilippo, K.M.; Carson, K.R. Advancing age and the risk of bleomycin pulmonary toxicity in a largely older cohort of patients
with newly diagnosed Hodgkin Lymphoma. J. Geriatr. Oncol. 2020, 11, 69-74.

Shayne, M.; Culakova, E.; Poniewierski, M.S.; Wolff, D.; Dale, D.C.; Crawford, J.; Lyman, G.H. Dose intensity and hematologic
toxicity in older cancer patients receiving systemic chemotherapy. Cancer 2007, 110, 1611-1620. [CrossRef] [PubMed]

Hile, E.S; Fitzgerald, G.K.; Studenski, S.A. Persistent mobility disability after neurotoxic chemotherapy. Phys. Ther. 2010, 90,
1649-1657. [CrossRef] [PubMed]

Feldman, D.R.; Voss, M.H.; Jacobsen, E.P; Jia, X.; Suarez, J.A.; Turkula, S.; Sheinfeld, J.; Bosl, G.; Motzer, R.; Patil, S. Clinical
features, presentation, and tolerance of platinum-based chemotherapy in germ cell tumor patients 50 years of age and older.
Cancer 2013, 119, 2574-2581. [CrossRef]

Miller, R.E.; Markt, S.C.; O’'Donnell, E.; Bernard, B.; Albiges, L.K.; Beard, C.; Sweeney, C.]. Age > 40 Years Is Associated with
Adverse Outcome in Metastatic Germ Cell Cancer Despite Appropriate Intended Chemotherapy. Eur. Urol. Focus 2017, 3, 621-628.
[CrossRef]

Kawai, T.; Tanaka, Y. Clinical characteristics of testicular germ cell tumors in patients aged 50 years and older: A large-scale study
from the Cancer Registration Committee of the Japanese Urological Association. Int. J. Urol. 2017, 24, 124-128. [CrossRef]


http://doi.org/10.1093/annonc/mdq300
http://www.ncbi.nlm.nih.gov/pubmed/20530199
http://doi.org/10.21873/invivo.11465
http://www.ncbi.nlm.nih.gov/pubmed/30587629
http://doi.org/10.1016/j.canep.2018.05.007
http://www.ncbi.nlm.nih.gov/pubmed/29807233
http://doi.org/10.3892/mco.2016.960
http://www.ncbi.nlm.nih.gov/pubmed/27588190
http://doi.org/10.1093/ageing/21.3.202
http://www.ncbi.nlm.nih.gov/pubmed/1615783
http://doi.org/10.1177/1758835920923430
http://www.ncbi.nlm.nih.gov/pubmed/32489432
http://doi.org/10.1200/JCO.1996.14.11.2923
http://doi.org/10.1054/bjoc.2001.2006
http://www.ncbi.nlm.nih.gov/pubmed/11556831
http://doi.org/10.1080/03602530902722679
http://www.ncbi.nlm.nih.gov/pubmed/19514965
http://doi.org/10.2165/00003088-200847050-00002
http://www.ncbi.nlm.nih.gov/pubmed/18399712
http://doi.org/10.1111/j.1464-410X.2011.10252.x
http://www.ncbi.nlm.nih.gov/pubmed/21627751
http://doi.org/10.1093/annonc/mdg020
http://www.ncbi.nlm.nih.gov/pubmed/12488299
http://doi.org/10.1001/jama.235.12.1253
http://www.ncbi.nlm.nih.gov/pubmed/55505
http://doi.org/10.1093/jjco/28.8.463
http://doi.org/10.1002/1097-0142(197607)38:1&lt;8::AID-CNCR2820380103&gt;3.0.CO;2-4
http://doi.org/10.1002/cncr.22939
http://www.ncbi.nlm.nih.gov/pubmed/17705197
http://doi.org/10.2522/ptj.20090405
http://www.ncbi.nlm.nih.gov/pubmed/20813818
http://doi.org/10.1002/cncr.28025
http://doi.org/10.1016/j.euf.2016.10.005
http://doi.org/10.1111/iju.13268

	Introduction 
	Patients and Methods 
	Results 
	Discussion 
	Conclusions 
	References

