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I nt rOd U Ct i O N Table I. Overview of Demographic, Cancer and HIV-related Patient Characteristics ReS U Its

. . Median
The advent and widespread use of highly active anti- Author (year) M":'q?‘:fix)" ®  patients(n) % Male  Age (years) Mat';g:::cy E‘;ﬂ::)s::fe t:ﬁ:;‘:f: e HPV+(n)  (n)onART  follow up A total of 95 articles were identified. Fifteen articles that
retroviral therapy (HAART) since 1996 has led to an i included key search terms and were relevant to our
increased life expectancy of people living with Human Kao (1999)5 10 (moderate) 8 N/A 42 (33-53) KS — 4 2 (50%) 2 (50%) OC=2 N/A 8 (100%) 36.5 mo study aims were read completely in full-text form. Seven
Immunodeficiency Virus (HIV)! along with increased ;ﬁi—i OP -2 (25-48) studies included adequate survival or toxicity data in
incidence of non-acquired immunodeficiency syndrome 259 patients with HIV and HNC and were analyzed in
(AIDS)-defining cancers.? Klein (2011)¢ 7 (low) 12 N/A N/A sCcC-12 4 (33%) 8 (67%) LX(/):P_XG . N/A 9 (75%) 33 r;sf; (9- this review (Figure 1). Of these patients, 84% were male
UNK — 1 and relatively young with median age at diagnosis
Multiple studies have reported patients with HIV/AIDS e ranging from 39 to 53 years old. The majority of patients
have a two to four-fold increased risk of head and neck Mourad 11 (moderate) 71 69% 51 (32-72) SCC - 70 13 (18%) 58 (82%) oCc-9 15 out of 50 (70%) 48 mo (12- presented with advanced stage (Stage Ill or IV) HNC
7 — -
cancer (HNC) at all subsites, with some reports suggesting el Pt ij):pxz_sw >0 = (80%), and the oropharynx was the most common
increased rates of HPV-related head and neck UNK — 3 subsite involved in the 255 cases of HNC (44%), followed
malignancies, such as oropharyngeal squamous cell s by the larynx/hypopharynx (24%), and oral cavity (23%).
carcinoma (SCC).3 HPV status was frequently unavailable. See Table | for
Grew (2014)8 10 (moderate) 24 83% 53 (32-67) SCC - 23 3 (12%) 21 (88%) OC-2 2 out of 3 19 (86%) 21 mo :
SpCC— 1 - (N/A) further details.
Radiation and chemoradiation are standard non-surgical UL/:::’_‘_-ZG
treatment modalities used in management of head and NP — 1 There was significant diversity in the reporting of
neck malignancies, but their efficacy and tolerability have Gl toxicity rates and overall survival data amongst the
not been well-studied in the HIV-positive population. D’Souza 9 (moderate) 94 90% 50 (46-57) SCC - 94 16 (21%) 60 (79%) OC - 38 14 out of 55 (77%) 23 mo (10- various studies. Studies inconsistently reported each
There have been studies analyzing toxicity and survival eoag), I 46 1) toxicity and grade experienced by patients and instead
after radiotherapy in patients with HIV and other cancers Multi - 3 reported the percentages of patients that developed
with reported increased toxicity rates to chemoradiation.? grade 2, grade 3, or higher toxicities. Pooled weighted
Multiple studies have illustrated that patients with De Felice™ 10 (moderate) 13 92% 39 (30-56) DLBCL - 13 5 (38%) 8 (62%) oC-7 N/A N/A 152 mo average grade 3 mucositis and dermatitis rates from
HIV/AIDS and Kaposi sarcoma of the oropharynx or oral \2017) AR (N/A) the five studies that adequately reported toxicity data
cavity experience exaggerated and severe mucositis in PS—4 were calculated at 19.3% and 22.5% which compare
response to even small amounts of radiation. There are Brickman! 15 (moderate) 37 92% 52 (N/A) SCC- 37 4 (12%) 30 (88%) OP —37 14/23 14 (58%) 30 mo favoral?ly to historical ra(.ilatlon toxicity rates re.ported
relatively scarce data evaluating treatment response and (2019) (N/A) in the literature for HNC in the general population.1%13
toxicity in patients with HIV receiving radiotherapy for TSCC Squamens cell cardinoma; KS: KaposTs sarcema; DAL Difuse Fistiocytic lymphoma; SDC —Salvary ductal carcinome; SpCe: Spimdle cell carcinome; DLBCL: Diffuse Torge B el ymphomar oc~ | ~c¢ F18- 2-3 for mucositis and dermatitis rates by study.
non-AlDS-definin g HNC. Oral cavity; OP: Oropharynx; LX/HPX: Larynx/hypopharynx; UNK: Unknown primary; NP: Nasopharynx, nasal cavity; SAL: Parotid or submandibular gland; PS: Paranasal sinus
Survival was reported inconsistently across studies.
The aim of the current study was to review current Pooled estimated overall survival was 73%. Estimated
literature in order to describe demographic trends of overall survival at 36 months ranged from 62% to 83%
patients with HIV and HNC, to clarify their tolerance of Grade 3 Mucositis Grade 3 Dermatitis across six studies. See Fig. 4 for survival curves.
radiation and/or chemoradiation, and more specifically, to
dgtall rz?dlatlon tOXI?Ity events and survival outcomes in De Felice (2017) s ; Py , . ) .
this patient population. Grew (2014) D|SCUSS|On/COnC|US|OnS
Grew (2014) ; ® i : : : : :
| ® | This review sought to evaluate if patients with HIV and
Mourad (2013) —® i Mourad (2013) HNC who are treated with radiation or chemoradiation
M et h Od S have poorer toxicity and survival outcomes than HNC
Kao (1999) ? | : @ | patients without HIV. Our review suggests patients with
Peer-reviewed scientific databases were searched using key ; ’ ; B HIV and HNC tolerate radiotherapy, including
terms “head and neck cancer” AND "HIV™ AND “radiation™ for Klein (2011) chemoradiation, relatively well without significant
studl.es pubhsheo! f.rom JanuarY 1,I 1996, until Ja:nuary 1,2022, . . . . . need for de-intensification of radiation doses or
thatc included .toxml’.cy and s.urV|va outcomes related tf) 0.0 0.2 0.4 0.6 0.8 1.0 0 0.2 0.4 0.6 0.8 1 significant treatment breaks.
radiotherapy in patients with HIV and HNC. Only studies . . N
involving more than one human patient were included. PRISMA Proportion with G3 Mucositis Proportion with G3 Dermatitis Acute and late radiation toxicity rates in HIV natient
guidelines were followed for proper study inclusion and data Figure 2. Percentage of patients with Grade 3 mucositis amongst included studies Fi 3.P t f patients with Grade 3 d titi t included studi e ant 9 e !on ooyt parien®>
extraction. The primary outcomes assessed were radiation S . seoTP s e were further suggestive of acceptable tolerance and
toxicity and overall survival. comparable to rates historically reported in the HIV-

negative population with HNC.1%13
Figure 1. PRISMA Flow Diagram

. Survival proportions: Survival of Klein, Mourad, Grew Late toxicity was less stringently reported and was often
:g dal?:gg;:ssi;iae;tri\fiisg (tlgzobuh%cr;d, Recordz Crreen;,c;i\;'eg? before ungra.ded in the stusﬂi.es included in thIS review. Wh.en
2 Scopus, Emt(a:s:eéSC)ochrane) ' Duplicate(r:gom removed oy , mentioned, late toxicity generally consisted of varying
2 « 100 Klein degrees of dysphagia with a low rate of permanent
: i % _LL‘_ —— Mourad feeding tube dependence. It is possible that late toxicity
S occurs more frequently but was underreported due to
s e B D (I i s n ' —— Grew relatively short median follow-up times ranging from 2-4
(n=71) (n = 56) rel - vears.
I 2 50
- RURieaialt e asasssodfor g:&g@saﬁg:ggfig; 5 T'Eu : Comparison of overall survival in HIV versus non-HIV
§ (n = 15) NotEpesiic snolIaty S = patients with HNC was rare due to most studies in this
3 v E review consisting of case series without comparative
Reports assessed for data D.qﬁg:tseeﬁ,:;g;data 0 groups. Two included studies did include comparative
(n = 10) (n=2) groups and found that although patients with HIV and
e e e 0 20 40 60 80 HNC were more frequently diagnosed at an advanced
- Time stage compared to the non-HIV HNC patients (60% vs.
iy v Figure 4. Survival curves for included studies, time in months 20%), survival was not significantly difterent between
3 Studies included i review the two groups, but HIV-positive patients were
3 (n=7) significantly more likely to experience disease
iz recurrence.>!
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