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Abstract
Background Immuno-oncology (IO) drugs are essential for treating various cancer types; however, safety concerns persist in 
older patients. Although the incidence of immune-related adverse events (irAEs) is similar among age groups, higher rates 
of hospitalization or discontinuation of IO therapy have been reported in older patients. Limited research exists on IO drug 
safety and risk factors in older adults. Our investigation aimed to assess the incidence of irAEs and identify the potential 
risk factors associated with their development.
Methods This retrospective analysis reviewed the clinical data extracted from the medical records of patients aged > 80 years 
who underwent IO treatment at our institution. Univariate and multivariate analyses were performed to assess the incidence 
of irAEs.
Results Our study included 181 patients (median age: 82 years, range: 80–94), mostly men (73%), with a performance status 
of 0–1 in 87% of the cases; 64% received IO monotherapy. irAEs occurred in 35% of patients, contributing to IO therapy 
discontinuation in 19%. Our analysis highlighted increased body mass index, eosinophil counts, and albumin levels in patients 
with irAEs. Eosinophil count emerged as a significant risk factor for any grade irAEs, particularly Grade 3 or higher, with a 
cutoff of 118 (/μL). The group with eosinophil counts > 118 had a higher frequency of irAEs, and Grade 3 or higher events 
than the group with counts ≤ 118.
Conclusion IO therapy is a safe treatment option for patients > 80 years old. Furthermore, patients with elevated eosinophil 
counts at treatment initiation should be cautiously managed.
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Introduction

Immuno-oncology (IO) drugs have been employed as 
standalone treatments and established as the standard 
treatment for advanced cancer [1]. There are two primary 
types of immune checkpoint blockade: anti-PD-1/PD-L1 
inhibitors (targeting the programmed cell death protein 1 
and its ligand, PD-L1) and anti-CTLA-4 inhibitors (target-
ing the cytotoxic T-lymphocyte-associated protein 4), as 
well as various other immune checkpoint blockades. Rep-
resentative drugs for anti-PD-1/PD-L1 inhibitors include 
nivolumab, pembrolizumab, atezolizumab, and dur-
valumab, while ipilimumab is a well-known anti-CTLA-4 
inhibitor (1). Moreover, their efficacy has been proved in 
combination therapy with cytotoxic anticancer drugs or 
targeted molecular agents, becoming an integral part of 
the treatment for various cancer types [2–4]. However, IO 
drugs exhibit a distinct adverse event profile compared to 
traditional cytotoxic anticancer drugs [5]. Therefore, man-
aging immune-related adverse events (irAEs) is a crucial 
aspect of IO therapy [6–8].

An increasingly prevalent issue in modern cancer treat-
ment is the high proportion of older patients with can-
cer. Although extensive randomized trials assessing the 
effectiveness and safety of immune checkpoint inhibi-
tors in older adults and patients with functional impair-
ment (performance status, PS) are lacking, a few reports 
have offered insights into this topic [9]. For instance, in 
a previous trial for non-small cell lung cancer (NSCLC), 
nivolumab did not increase the incidence of irAEs in 
patients aged ≥ 70 years or those with PS ≥ 2 or higher 
[9]. Similarly, a pooled analysis of several studies on pem-
brolizumab in NSCLC revealed that pembrolizumab was 
equally effective in older and younger patients, with better 
safety outcomes in older adults than in other chemotherapy 
recipients [10]. Furthermore, some studies have reported 
that the frequency of irAEs did not increase in patients 
who are physically vulnerable [11].

Chemotherapies, including IO drugs, are commonly 
administered to older patients in clinical practice; hence, 
identifying the risk factors for irAEs is crucial for deter-
mining populations that could genuinely benefit from 
effective and safe treatment. Hypoalbuminemia and type I 
hypersensitivity reactions have been reported as potential 
risk factors [12]. Additionally, no difference was observed 
in the incidence of irAEs between groups with and without 
frailty, as categorized by the Geriatric-8 tool; however, 
the report showed that patients who are physically vulner-
able tended to have more hospitalizations and discontinu-
ation of therapy due to AEs [13]. Furthermore, a multi-
center cohort study evaluating IO monotherapy in patients 
aged ≥ 80 years found that the incidence of Grade 3 or 

higher irAEs according to the Common Terminology Cri-
teria for Adverse Events version 5.0 (CTCAE) was 12.2% 
[14]. Although the incidence of irAEs does not increase 
with age, the discontinuation rate due to irAEs increases 
significantly [14]. Furthermore, there are reports indicat-
ing that the efficacy of treatment in elderly patients was 
comparable to that in non-elderly patients, with the inci-
dence of irAEs being either similar to or lower than in 
younger patients [15, 16].

However, there is a dearth of studies investigating the 
incidence of irAEs and associated risk factors in older 
patients with solid tumors undergoing IO monotherapy or 
combination therapy. Therefore, this study aimed to assess 
the incidence of immune-related adverse events (irAEs) and 
identify potential risk factors associated with their develop-
ment in older patients, potentially contributing to our under-
standing of irAEs in this population.

Methods

Study design and patient characteristics

The clinical data of consecutive patients with solid tumors 
who underwent IO therapy were retrospectively collected 
from our hospital. Eligible patients were aged ≥ 80 years 
and had received at least one cycle of a regimen with IO 
drugs between November 2014 and July 2022. The patient 
data were assessed from the date of registration to Octo-
ber 2023. The patients were administered anti-PD-1, anti-
PD-L1, and anti-CTLA-4 antibodies, such as nivolumab, 
pembrolizumab, atezolizumab, durvalumab, avelumab, and 
ipilimumab until the end of the scheduled course, progres-
sion of tumor, or development of intolerance. Whether con-
comitant therapy included cytotoxic anticancer or molecular-
targeted drugs was not assessed. Exclusion criteria include 
lack of consent, age of less than 80 years, and no patients 
with a solid tumor. The incidence and details of irAEs were 
assessed using data from the electronic medical records and 
laboratory test results. The severity of toxicity was catego-
rized according to the guidelines for CTCAE 5.0. Addition-
ally, data on the frequency of treatment-related hospitali-
zations and treatment discontinuation due to toxicity were 
collected. This study was conducted in accordance with the 
Helsinki Declaration of 1964 and its later versions and with 
the ethical guidelines for clinical studies. This study was 
approved by the institutional review board of our hospital 
(approval no. 2022218).

Definition of nutritional factors

We investigated three factors: body mass index (BMI), 
neutrophil/lymphocyte ratio (NLR), and C-reactive protein 
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(CRP)/albumin (Alb) ratio (CAR) [17]. These factors were 
obtained from the results of the physical examination and 
blood test on the date of the first IO therapy initiation. BMI 
was calculated using the following formula: BMI = (weight 
in kg)/(height in meters). NLR was defined as the absolute 
neutrophil count divided by the absolute lymphocyte count, 
and CAR was measured by dividing the serum CRP value 
by the serum Alb value.

Statistical analysis

Fisher’s exact and Mann–Whitney U tests were used to 
compare patient characteristics. Univariate and multivari-
ate logistic regression analyses were performed to assess the 
incidence of irAEs, and the odds ratios and 95% confidence 
intervals (CIs) were calculated. A receiver operating charac-
teristic (ROC) curve was used to determine the correlation 
between the onset of irAEs and eosinophil counts, and the 
cutoff values were determined. The predictive performance 
was evaluated through the area under the ROC curve (AUC). 
Statistical analyses were performed using SPSS software 
(version 28.0; IBM Corp., Armonk, NY, USA), and statisti-
cal significance was set at p < 0.05.

Results

Patient characteristics

Between November 2014 and July 2022, 181 consecutive 
patients who were 80 years or older were treated with regi-
mens including IOs, with a median observation period of 
9.8 months (range: 0.3–72.8 months). The patients were 
divided into two groups depending on the occurrence of 
irAEs: no-irAE and yes-irAE, with 117 (65%) and 64 (35%) 
patients, respectively (Table 1). The yes-irAEs group had 
significantly fewer cases with Eastern Cooperative Oncology 
Group PS 2 or higher (p = 0.03). The most common primary 
lesions were in the thoracic region (39% and 34% in the 
no-irAE and yes-irAE groups, respectively). Most patients 
underwent IO monotherapy (62% and 67%, respectively), 
and combined immunotherapy was administered to 4% and 
5% of the patients, respectively. No significant disparities 
were observed between the two groups, although comor-
bidity data were gathered exclusively for older participants.

Details of the onset of irAEs

The incidence of all grades of irAEs was 35%, with a 13% 
incidence of Grade 3 or higher events (Table 2). The most 
frequently occurring irAE was dermatitis (10%), and the 
most common Grade 3 or higher irAE was pneumonitis 
(3%). The toxicity-related discontinuation rate due to irAEs 

Table 1  Patient characteristics of groups with irAEs (yes-irAEs) and 
without irAEs (no-irAEs)

ECOG PS, Eastern Cooperative Oncology Group performance status; 
IO, immune checkpoint inhibitor; GI, gastrointestinal; HT, hyper-
tension; DM, diabetes mellitus; CKD, chronic kidney disease; CHF, 
chronic heart failure
Items with p-values in bold were less than 0.05

Characteristics N = 181 (%) p-value

All No-irAEs
N = 117

Yes-irAEs
N = 64

Age, years 82 [80–94] 82 [80–94] 82 [80–90] –
Male, Sex 132 (73) 81 (69) 51 (80) 0.16
ECOG PS
  0 58 (32) 30 (25) 28 (44) 0.03
 1 100 (55) 67 (57) 33 (52)
 2 or higher 23 (13) 20 (18) 3 (4)

Primary lesion
 Head and neck 17 (9) 8 (7) 9 (14) 0.16
 GI tract 22 (12) 11 (9) 11 (17)
 Liver 30 (17) 19 (16) 11 (17)
 Lung and pleura 68 (38) 46 (39) 22 (34)
 Genitourinary 34 (18) 27 (23) 7 (12)
 Skin 6 (3) 4 (4) 2 (3)
 The other 4 (2) 2 (2) 2 (3)

Treatment
 IO monotherapy 116 (66) 72 (62) 43 (67) 0.52
 IO + chemotherapy 24 (13) 19 (16) 5 (8) 0.17
 IO + molecular 

target
34 (18) 21 (18) 13 (20) 0.69

 IO + IO 8 (5) 5 (4) 3 (5) 1.00
Comorbidity
 HT 107 (59) 72 (62) 35 (55) 0.43
 DM 38 (21) 24 (21) 14 (22) 0.85
 CKD 34 (18) 24 (21) 10 (16) 0.55
 CHF 29 (16) 17 (14) 12 (19) 0.53

Table 2  Frequency of irAEs and toxicity details

G3 + ; Grade 3 or higher

Variable N = 181 (%)

Any Grade G3 + 

irAE 64 (35) 23 (13)
irAE leading to discontinuation 23 (19)
Specific irAE
 Dermatitis 19 (10) 0
 Hepatitis 15 (8) 4 (2)
 Pneumonitis 12 (7) 6 (3)
 Colitis 9 (5) 4 (2)
 Endocrine disorder 9 (5) 2 (1)
 Nephritis 3 (2) 1 (1)
 Other 13 (7) 4 (2)
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was 19%, and the treatment-related hospitalization rate was 
5%. The irAEs that resulted in toxicity-related discontinua-
tion were primarily pneumonitis (30%), followed by hepati-
tis (22%), colitis (9%), endocrine disorders (9%), nephritis 
(9% each), and dermatitis (4%). There were two cases of 
G5 toxicity and pneumonitis. Endocrine disorders included 
hypothyroidism in seven, type 1 diabetes in one, and hypoad-
renocorticism in one. The median onset time for any irAEs 
was 53 days (range, 3–911 days). The median onset time was 
86 days (range, 6–911 days) for dermatitis, 41 days (range, 
7–275 days) for hepatitis, 85 days (range, 7–520 days) for 
pneumonitis, 74 days (range, 3–777 days) for colitis, 84 days 
(range, 21–361 days) for endocrine disorders, and 63 days 
(range, 55–63 days) for nephritis.

Examination of findings and risk factors associated 
with the incidence of irAEs

Nutritional indices, such as BMI, and hematological lab-
oratory values, such as eosinophil count, were compared 
between the no-irAE and yes-irAE groups, and the results 
are depicted in Fig. 1. Significant differences were observed 
in BMI, eosinophil count, and Alb level, with p-values of 
0.34, 0.004, and 0.03, respectively. Similarly, ORs for the 

incidence of irAEs were analyzed using univariate and 
multivariate analyses. Table 3 shows that eosinophil count 
was a significant risk factor for the occurrence of irAEs 
and Grade 3 or higher events (OR 1.01, 95% CI 1.00–1.01, 
p-value 0.02, and OR 1.01, 95% CI 1.00–1.01, p-value 0.01, 
respectively). In addition, we focused on eosinophil count 
and identified its cutoff value for the incidence of irAEs. 
Using the ROC curve in Fig. 2, we determined the cutoff 
value to be 118 (/μL) (area under the curve [AUC] = 0.63, 
95% CI 0.55–0.72, p-value = 0.004, sensitivity = 0.51, speci-
ficity = 0.75). ROC analysis for the incidence of irAEs and 
Grade 3 or higher events calculated AUC as 0.67 (95% CI 
0.53–0.81, p-value = 0.01).

Association between eosinophil count and the irAEs

Using the previous cutoff value for eosinophil count, we 
divided the patients into two groups: low-Eo and high-Eo 
(n = 115 and n = 60, respectively). Details of the irAEs are 
presented in Table 3C. The incidence of irAEs and Grade 
3 or higher events was higher in the high-Eo group than in 
the low-Eo group (53% vs. 27%, p < 0.01, and 23% vs. 7%, 
p < 0.01, respectively). The onsets of hepatitis, pneumonitis, 
and colitis were more frequent in the high-Eo group than 

Fig. 1  A–F Comparison of the nutritional status and laboratory val-
ues of the blood between groups with and without irAEs (white box: 
without irAEs; red box: with irAEs). Boxplot showing the distribu-
tion of A body mass index (BMI), B neutrophil/lymphocyte ratio 
(NLR), C eosinophil count (Eo), D hemoglobin (Hb), E C-reactive 

protein/albumin ratio (CAR), and F albumin (Alb). The horizontal 
midline of each box represents the median. The bottom and top of 
each box are indicated. The 25th and 75th percentiles are represented 
by the ends of the whiskers, indicating the minimum and maximum 
values of all data, respectively
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in the low-Eo group. Moreover, more patients experienced 
multiple irAEs in the high-Eo group than in the low-Eo 
group (15% vs. 4%, p-value = 0.02).

Discussion

We investigated the safety profile of irAEs in patients who 
were ≥ 80 years and clarified the elevation of eosinophil 
counts as the risk factor for irAEs. In our study, the inci-
dence of all grades of irAEs was 35%, with a 13% inci-
dence of Grade 3 or higher events. The toxicity-related 

discontinuation rate due to irAEs was 19%, and the treat-
ment-related hospitalization rate was 5%. Additionally, we 
found that eosinophil count was a risk factor for the inci-
dence of irAEs. Based on the current cutoffs, the incidence 
of irAEs in the high-risk population was 53%, and the 
incidence of Grade 3 or higher events was 27%. Although 
adverse events should be carefully monitored, IO drugs were 
safe for the older patients in our study.

A previous study reported a similar incidence of irAEs 
with IO monotherapy in younger patients, with increased 
rates of hospitalization and toxicity-related discontinuation 
[18]. In our retrospective cohort study, irAE details, such as 

Table 3  A, B, C. Risk factors for (A) irAEs and (B) Grade 3 or higher events in univariate and multivariate logistic regression analyses, and (C) 
details of irAEs in two groups divided by eosinophil count values

HR; Hazard Ratio, CI; confidence interval, BMI; body mass index, NLR; neutrophil/lymphocyte ratio, Hb; hemoglobin, CAR; C-reactive pro-
tein/ albumin ratio, Alb; albumin, Eo; eosinophil count
Items with p-values in bold were less than 0.05

Variables Univariate analysis Multivariate analysis

HR 95% CI p-value HR 95% CI p-value

(A)
 BMI 1.09 1.00–1.20 0.05 1.09 1.00–1.19 0.04
 NLR 1.08 0.96–1.21 0.20
 Eosinophil 1.00 1.00–1.01 0.03 1.01 1.00–1.01 0.02
 Hb 0.99 0.83–1.18 0.87
 CAR 0.87 0.16–4.59 0.87
 Alb 2.23 0.91–5.48 0.08

(B)
 BMI 0.92 0.82–1.03 0.15
 NLR 0.82 0.71–0.95 0.01 1.20 1.06–1.34 0.01
 Eosinophil 1.00 0.99–1.00 0.02 1.01 1.00–1.01 0.01
 Hb 0.95 0.73–1.24 0.71
 CAR 1.03 0.16–6.75 0.98
 Alb 0.68 0.18–2.61 0.57

Variable N = 175 (%) p-value

Low-Eo
N = 115

High-Eo
N = 60

(C)
irAE, any 31 (27) 32 (53)  < 0.01
irAE, Grade 3–4 8 (7) 14 (23)  < 0.01
irAE leading to discontinuation 11 (14) 12 (29) 0.05
Specific irAE
 Dermatitis 11 (10) 9 (15) 0.32
 Hepatitis 6 (5) 9 (15) 0.04
 Pneumonitis 6 (5) 9 (15) 0.04
 Colitis 2 (2) 6 (10) 0.02
 Endocrine disorder 6 (5) 3 (5) 1.00
 Nephritis 2 (2) 1 (1) 1.00
 Other 5 (4) 6 (10) 0.19

Multiple irAEs 5 (4) 9 (15) 0.02
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types and incidence rates, were similar to those previously 
reported in younger participants; the differences were not 
statistically significant. However, the rate of toxicity-related 
discontinuation was higher in this study than in a previous 
study focused on younger patients. The timing of irAE onset 
was similar to the findings of previous studies [18, 19]. Simi-
lar to younger patients, older patients require careful treat-
ment because of the significant variability in the timing of 
symptom onset. Considering the hospitalization rate, close 
follow-up is necessary. Medical applications that can detect 
adverse events remotely are increasingly being developed 
[20]. However, older patients might encounter challenges in 
mastering modern applications and media interfaces; there-
fore, simplifying the system or devising alternative methods 
becomes necessary [21]. Therefore, a follow-up system that 
uses human resources such as telephone interviews and visit-
ing nurses may be required.

Based on this study, we propose that Eo is a risk fac-
tor for the development of irAEs; however, we examined 
various other risk factors. When comparing the two groups 
according to the presence or absence of irAEs, the group 
without irAEs had significantly more cases of poor PS than 
the group with irAEs. No decrease in the incidence of toxic-
ity was observed in the poor-PS group. In the PS ≥ 2 group, 
most patients had shorter survival times, suggesting that 
an extremely short observation period might have had an 
effect. Similar to the present study, the relationship between 
nutritional status and the efficacy and toxicity of IOs has 
been explored in several studies [17, 22–24]. However, in 
this study, peripheral blood eosinophil counts showed a 
stronger correlation with the development of irAEs than 
with nutritional factors. Previous studies have identified a 
correlation between peripheral blood eosinophil counts and 
irAEs, indicating that eosinophil count could be a risk factor 
for the onset of irAEs independent of patient age [22, 25]. 
Our research indicates that eosinophil count should be a key 

laboratory parameter for monitoring when concerns about 
toxicity arise, particularly in older patients. Although the 
detailed mechanism of the association between irAEs and 
eosinophils is unclear, an elevated eosinophil count in older 
adults may reflect relative adrenocortical dysfunction associ-
ated with aging [26–29]. Age-related relative adrenocorti-
cal dysfunction may result in decreased cortisol production, 
altered immune status, and elevated eosinophil count [28, 
29]. Since eosinophil counts reflect decreased adrenocorti-
cal function, relative corticosteroid deficiency may increase 
the incidence of irAEs [27]. Cortisol levels were not clearly 
measured in many cases in this study, and it was impossible 
to correlate cortisol levels with apparent production levels. 
In our study, eosinophil counts did not correlate well with 
any irAE, suggesting that eosinophil counts were associ-
ated with a limited number of irAEs, such as pneumonitis. 
Although the number of cases was limited, an association 
between multiple irAEs occurring in multiple organs has 
been suggested. Eosinophil counts can be easily determined 
using blood tests and should be closely monitored.

Our study has several limitations. This was a retrospec-
tive cohort study, and only a few patients were included. The 
incidence and information about irAEs were collected from 
medical records and might have been missed if the treating 
physician's medical records were unavailable.

In conclusion, our study suggests that IO therapy is a 
safe treatment option for older patients aged > 80 years. 
Furthermore, caution is required when managing patients 
with elevated eosinophil counts at the commencement of 
treatment. Early detection of irAEs and therapeutic interven-
tion is crucial, and future advancements should focus on the 
development of an appropriate follow-up system, medical 
devices, and applications that enable the early detection of 
irAEs in older adults.

Fig. 2  A, B Receiver operating 
characteristic curve analysis of 
the eosinophil counts for the 
incidence of A irAEs and B 
Grade 3 or higher events



Cancer Immunology, Immunotherapy          (2024) 73:126  Page 7 of 8   126 

Acknowledgements The authors would like to thank the study partici-
pants and their families. Additionally, we would like to thank Editage 
for their language editing support.

Author contributions TI was involved in conceptualization, method-
ology, formal analysis, investigation, data curation, writing—original 
draft, writing—review and editing, and visualization. TM took part in 
methodology, investigation, writing—review and editing, and visuali-
zation. TK contributed to conceptualization, writing—original draft, 
writing—review and editing, visualization, supervision, and project 
administration. SB, YM, HK, HK, MK, KI, MS, TF, HI, MN, HT, 
YH, and HO were responsible for investigation, writing—review and 
editing, and visualization.

Funding This research did not receive any specific grants from funding 
agencies in the public, commercial, or not-for-profit sectors.

Data availability The datasets generated or analyzed during the current 
study are not publicly available; however, they are available from the 
corresponding author upon reasonable request.

Declarations 

Competing interests TK received grants from MSD, Astra Zeneca, 
Amgen, Boehringer Ingelheim, Daiichi Sankyo pharmaceutical, 
Takeda pharmaceutical, and Bristol Meyers Squibb, and honoraria for 
lecture from Astra Zeneca, Ono pharmaceutical, MSD, Nippon Kay-
aku, Takeda pharmaceutical, Eli Lilly, Bristol Meyers Squibb, Chugai 
pharmaceutical, and Pizer.

Consent to participate/publish The requirement for informed consent 
was waived due to the retrospective nature of the study.

Ethics approval This study was conducted in accordance with the 
Helsinki Declaration of 1964 and later versions and with the Ethi-
cal Guidelines for Clinical Studies. This study was approved by the 
institutional review board of Kansai Medical University (approval no. 
2022218).

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Ma W, Xue R, Zhu Z, Farrukh H, Song W, Li T et al (2023) 
Increasing cure rates of solid tumors by immune checkpoint 
inhibitors. Exp Hematol Oncol 12:10. https:// doi. org/ 10. 1186/ 
s40164- 023- 00372-8

 2. Gandhi L, Rodríguez-Abreu D, Gadgeel S, Esteban E, Felip E, De 
Angelis F et al (2018) Pembrolizumab plus chemotherapy in meta-
static non-small-cell lung cancer. N Engl J Med 378:2078–2092. 
https:// doi. org/ 10. 1056/ NEJMo a1801 005

 3. Hellmann MD, Paz-Ares L, Bernabe Caro R, Zurawski B, Kim 
SW, Carcereny Costa E et  al (2019) Nivolumab plus Ipili-
mumab in advanced non-small-cell lung cancer. N Engl J Med 
381:2020–2031. https:// doi. org/ 10. 1056/ NEJMo a1910 231

 4. Makker V, Colombo N, Casado Herráez A, Santin AD, Colomba 
E, Miller DS et al (2022) Lenvatinib plus pembrolizumab for 
advanced endometrial cancer. N Engl J Med 386:437–448. 
https:// doi. org/ 10. 1056/ NEJMo a2108 330

 5. Xing P, Zhang F, Wang G, Xu Y, Li C, Wang S et al (2019) 
Incidence rates of immune-related adverse events and their 
correlation with response in advanced solid tumours treated 
with NIVO or NIVO+IPI: a systematic review and meta-
analysis. J Immunother Cancer 7:341. https:// doi. org/ 10. 1186/ 
s40425- 019- 0779-6

 6. Martins F, Sofiya L, Sykiotis GP, Lamine F, Maillard M, Fraga 
M et al (2019) Adverse effects of immune-checkpoint inhibi-
tors: epidemiology, management and surveillance. Nat Rev Clin 
Oncol 16:563–580. https:// doi. org/ 10. 1038/ s41571- 019- 0218-0

 7. Ramos-Casals M, Brahmer JR, Callahan MK, Flores-Chávez 
A, Keegan N, Khamashta MA et al (2020) Immune-related 
adverse events of checkpoint inhibitors. Nat Rev Dis Primers 
6:38. https:// doi. org/ 10. 1038/ s41572- 020- 0160-6

 8. Puzanov I, Diab A, Abdallah K, Bingham CO 3rd, Brogdon 
C, Dadu R et al (2017) Managing toxicities associated with 
immune checkpoint inhibitors: consensus recommendations 
from the Society for Immunotherapy of Cancer (SITC) Toxic-
ity Management Working Group. J Immunother Cancer 5:95. 
https:// doi. org/ 10. 1186/ s40425- 017- 0300-z

 9. Spigel DR, McCleod M, Jotte RM, Einhorn L, Horn L, Water-
house DM et al (2019) Safety, efficacy, and patient-reported 
health-related quality of life and symptom burden with 
nivolumab in patients with advanced non-small cell lung cancer, 
including patients aged 70 years or older or with poor perfor-
mance status (checkmate 153). J Thorac Oncol 14:1628–1639. 
https:// doi. org/ 10. 1016/j. jtho. 2019. 05. 010

 10. Nosaki K, Saka H, Hosomi Y, Baas P, de Castro G, Jr., Reck M, 
et al (2019) Safety and efficacy of pembrolizumab monotherapy 
in elderly patients with PD-L1-positive advanced non-small-
cell lung cancer: Pooled analysis from the KEYNOTE-010, 
KEYNOTE-024, and KEYNOTE-042 studies. Lung Cancer 
135:188–195. https:// doi. org/ 10. 1016/j. lungc an. 2019. 07. 004

 11. Sakakida T, Ishikawa T, Uchino J, Tabuchi Y, Komori S, Asai 
J et al (2020) Safety and tolerability of PD-1/PD-L1 inhibitors 
in elderly and frail patients with advanced malignancies. Oncol 
Lett 20:14. https:// doi. org/ 10. 3892/ ol. 2020. 11875

 12. Shimozaki K, Sukawa Y, Sato Y, Horie S, Chida A, Tsugaru K 
et al (2021) Analysis of risk factors for immune-related adverse 
events in various solid tumors using real-world data. Future 
Oncol 17:2593–2603. https:// doi. org/ 10. 2217/ fon- 2020- 0861

 13. Bruijnen CP, Koldenhof JJ, Verheijden RJ, van den Bos F, 
Emmelot-Vonk MH, Witteveen PO et  al (2022) Frailty and 
checkpoint inhibitor toxicity in older patients with melanoma. 
Cancer 128:2746–2752. https:// doi. org/ 10. 1002/ cncr. 34230

 14. Nebhan CA, Cortellini A, Ma W, Ganta T, Song H, Ye F et al 
(2021) Clinical outcomes and toxic effects of single-agent 
immune checkpoint inhibitors among patients aged 80 years 
or older with cancer: a multicenter international cohort study. 
JAMA Oncol 7:1856–1861. https:// doi. org/ 10. 1001/ jamao ncol. 
2021. 4960

 15. Luciani A, Ghidini A, Dottorini L, Petrelli F (2021) Safety 
and effectiveness of immune checkpoint inhibitors in older 
patients with cancer: a systematic review of 48 real-world 
studies. Drugs Aging 38:1055–1065. https:// doi. org/ 10. 1007/ 
s40266- 021- 00899-7

 16. Paderi A, Fancelli S, Caliman E, Pillozzi S, Gambale E, Mela MM 
et al (2021) Safety of immune checkpoint inhibitors in elderly 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s40164-023-00372-8
https://doi.org/10.1186/s40164-023-00372-8
https://doi.org/10.1056/NEJMoa1801005
https://doi.org/10.1056/NEJMoa1910231
https://doi.org/10.1056/NEJMoa2108330
https://doi.org/10.1186/s40425-019-0779-6
https://doi.org/10.1186/s40425-019-0779-6
https://doi.org/10.1038/s41571-019-0218-0
https://doi.org/10.1038/s41572-020-0160-6
https://doi.org/10.1186/s40425-017-0300-z
https://doi.org/10.1016/j.jtho.2019.05.010
https://doi.org/10.1016/j.lungcan.2019.07.004
https://doi.org/10.3892/ol.2020.11875
https://doi.org/10.2217/fon-2020-0861
https://doi.org/10.1002/cncr.34230
https://doi.org/10.1001/jamaoncol.2021.4960
https://doi.org/10.1001/jamaoncol.2021.4960
https://doi.org/10.1007/s40266-021-00899-7
https://doi.org/10.1007/s40266-021-00899-7


 Cancer Immunology, Immunotherapy          (2024) 73:126   126  Page 8 of 8

patients: an observational study. Curr Oncol 28:3259–3267. 
https:// doi. org/ 10. 3390/ curro ncol2 80502 83

 17. Ikoma T, Shimokawa M, Matsumoto T, Boku S, Yasuda T, Shi-
bata N et al (2023) Inflammatory prognostic factors in advanced 
or recurrent esophageal squamous cell carcinoma treated with 
nivolumab. Cancer Immunol Immunother 72:427–435. https:// doi. 
org/ 10. 1007/ s00262- 022- 03265-7

 18. Gomes F, Lorigan P, Woolley S, Foden P, Burns K, Yorke J et al 
(2021) A prospective cohort study on the safety of checkpoint 
inhibitors in older cancer patients - the ELDERS study. ESMO 
Open 6:100042. https:// doi. org/ 10. 1016/j. esmoop. 2020. 100042

 19. Eigentler TK, Hassel JC, Berking C, Aberle J, Bachmann O, 
Grünwald V et al (2016) Diagnosis, monitoring and management 
of immune-related adverse drug reactions of anti-PD-1 antibody 
therapy. Cancer Treat Rev 45:7–18. https:// doi. org/ 10. 1016/j. ctrv. 
2016. 02. 003

 20. Parracha ER, Advinha AM, Lopes MJ, Oliveira-Martins S (2023) 
Mobile apps for quick adverse drug reaction report: A scoping 
review. Pharmacoepidemiol Drug Saf 32:19–27. https:// doi. org/ 
10. 1002/ pds. 5542

 21. Vaportzis E, Clausen MG, Gow AJ (2017) Older adults percep-
tions of technology and barriers to interacting with tablet comput-
ers: a focus group study. Front Psychol 8:1687. https:// doi. org/ 10. 
3389/ fpsyg. 2017. 01687

 22. Chu X, Zhao J, Zhou J, Zhou F, Jiang T, Jiang S et al (2020) 
Association of baseline peripheral-blood eosinophil count with 
immune checkpoint inhibitor-related pneumonitis and clinical 
outcomes in patients with non-small cell lung cancer receiving 
immune checkpoint inhibitors. Lung Cancer 150:76–82. https:// 
doi. org/ 10. 1016/j. lungc an. 2020. 08. 015

 23. Johns AC, Yang M, Wei L, Grogan M, Spakowicz D, Patel 
SH et al (2023) Risk factors for immune checkpoint inhibitor 

immunotherapy toxicity among older adults with cancer. Oncolo-
gist 28:e625–e632. https:// doi. org/ 10. 1093/ oncolo/ oyad0 97

 24. McQuade JL, Hammers H, Furberg H, Engert A, Andre T, Blu-
menschein G Jr et al (2023) Association of body mass index 
with the safety profile of nivolumab with or without ipilimumab. 
JAMA Oncol 9:102–111. https:// doi. org/ 10. 1001/ jamao ncol. 2022. 
5409

 25. Tasaki Y, Sugiyama Y, Hamamoto S, Naiki T, Uemura T, Yokota 
K et al (2023) Eosinophil may be a predictor of immune-related 
adverse events induced by different immune checkpoint inhibitor 
types: a retrospective multidisciplinary study. Cancer Med. https:// 
doi. org/ 10. 1002/ cam4. 6724

 26. Ikeda H, Togashi Y (2022) Aging, cancer, and antitumor immu-
nity. Int J Clin Oncol 27:316–322. https:// doi. org/ 10. 1007/ 
s10147- 021- 01913-z

 27. Warde KM, Smith LJ, Basham KJ (2023) Age-related Changes 
in the Adrenal Cortex: Insights and Implications. J Endocr Soc 
7:bvad97. https:// doi. org/ 10. 1210/ jendso/ bvad0 97

 28. Yiallouris A, Tsioutis C, Agapidaki E, Zafeiri M, Agouridis AP, 
Ntourakis D et al (2019) Adrenal aging and its implications on 
stress responsiveness in humans. Front Endocrinol (Lausanne) 
10:54. https:// doi. org/ 10. 3389/ fendo. 2019. 00054

 29. Diny NL, Rose NR, Cihakova D (2017) Eosinophils in autoim-
mune diseases. Front Immunol 8:484. https:// doi. org/ 10. 3389/ 
fimmu. 2017. 00484

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.3390/curroncol28050283
https://doi.org/10.1007/s00262-022-03265-7
https://doi.org/10.1007/s00262-022-03265-7
https://doi.org/10.1016/j.esmoop.2020.100042
https://doi.org/10.1016/j.ctrv.2016.02.003
https://doi.org/10.1016/j.ctrv.2016.02.003
https://doi.org/10.1002/pds.5542
https://doi.org/10.1002/pds.5542
https://doi.org/10.3389/fpsyg.2017.01687
https://doi.org/10.3389/fpsyg.2017.01687
https://doi.org/10.1016/j.lungcan.2020.08.015
https://doi.org/10.1016/j.lungcan.2020.08.015
https://doi.org/10.1093/oncolo/oyad097
https://doi.org/10.1001/jamaoncol.2022.5409
https://doi.org/10.1001/jamaoncol.2022.5409
https://doi.org/10.1002/cam4.6724
https://doi.org/10.1002/cam4.6724
https://doi.org/10.1007/s10147-021-01913-z
https://doi.org/10.1007/s10147-021-01913-z
https://doi.org/10.1210/jendso/bvad097
https://doi.org/10.3389/fendo.2019.00054
https://doi.org/10.3389/fimmu.2017.00484
https://doi.org/10.3389/fimmu.2017.00484

	Safety of immune checkpoint inhibitors in patients aged over 80 years: a retrospective cohort study
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design and patient characteristics
	Definition of nutritional factors
	Statistical analysis

	Results
	Patient characteristics
	Details of the onset of irAEs
	Examination of findings and risk factors associated with the incidence of irAEs
	Association between eosinophil count and the irAEs

	Discussion
	Acknowledgements 
	References


