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The population continues to age, and with that aging

will come increasing numbers of cancer cases diagnosed at

older ages, including cutaneous melanoma. The number of

people in the United States aged 65 and above is expected

to increase from 35 million in 2000 to 86.7 million by

2050.1 Age-adjusted mortality rates for all cancers in the

United States are higher for patients age 65 and above than

for patients younger than 65. For melanoma, both the

incidence and mortality rates are higher among older

patients.2 The explanation for the difference in melanoma

outcomes in older patients is likely to be multifactorial; it

could be related to differences in biology of cancer itself in

older patients; differences in patient physiology, with older

patients more likely to have immune system dysfunction or

multiple comorbidities; or differences in access to and

application of health care resources.3 Care of the older

melanoma patient presents many challenges, related both

to different biology of cancer in older persons and to the

different biology of older persons themselves.

The risk of being diagnosed with melanoma increases

with age.2 In the United States, men between the ages of 40

and 59 years have a 1 in 157 probability of being diag-

nosed with melanoma, compared to a probability of 1 in 54

at age 70 and older. For women, the probability of being

diagnosed with melanoma is 1 in 181 between 40 and

59 years, and increases to 1 in 123 at 70 years and older.4

Moreover, older melanoma patients on average possess

poorer prognostic factors at diagnosis. Older patients are

more likely to have primary melanomas that are thicker,

nodular, ulcerated, and located on the head and neck. More

new melanoma cases are now diagnosed in people over age

60 and with the aging of the population, this trend is

expected to continue, with even greater numbers of mela-

noma cases being diagnosed in older persons in the coming

decades. Improvement in the evaluation and treatment of

melanoma in the older person will assume increasing

importance.

Older patients are not only more likely to be diagnosed

with melanoma, but are also more likely to die from this

malignancy. In a multivariable analysis of over 17,600

patients, age was an independent poor prognostic factor in

patients with stage I–III melanoma.5 Age is a persistently

significant poor prognostic factor among node-positive

melanoma patients. In a recent multivariable analysis of

2313 node-positive melanoma patients from the American

Joint Commission on Cancer (AJCC) database, patients age

C70 years had significantly poorer survival than did

younger patients.6 The reason for poorer outcomes in older

patients remains obscure. It has been suggested that

decreased host immunologic function may play a role,

although the mechanism of this possibility is not well

understood. Other possible explanations for poorer survival

among older melanoma patients include more aggressive

tumor biology (including increased incidence of acral

lentiginous and desmoplastic melanomas), different

mechanisms or ease of metastatic spread (including lym-

phatic dysfunction), limited physiologic reserve, poorer

access to care, and under treatment by physicians.7,8

Frailty in the elderly is associated with several adverse

outcomes including increased risk of hospitalization, falls,

impaired mobility, and disability. Frailty develops slowly

and has many components including weight loss, weak-

ness, poor endurance, slowness, and low physical activity.

Muscle mass peaks in approximately the third decade and

declines notably after the sixth decade; thus, sarcopenia is

closely associated with increasing age. Sarcopenia can

occur as a component of the physiologic changes of aging
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and can be distinct from wasting (from inadequate caloric

intake) and from cachexia (loss of lean body mass from

illness).9 Sarcopenia is sometimes quantified from the

appearance of muscle on cross-sectional imaging. In this

issue of the Annals of Surgical Oncology, Sabel et al. report

on sarcopenia as a prognostic factor in patients with node-

positive melanoma.10 In this retrospective study sarcopenia

was measured from the psoas muscle size and density on

staging computed tomographic scans. This study found that

in multivariable analyses, sarcopenia was a better prog-

nostic factor than age; in fact, when sarcopenia was added

to the model, age was no longer a statistically significant

prognostic factor.

Sarcopenia has been reported previously to be associ-

ated with increased risk of cancer recurrence and death, so

the reported association of sarcopenia and poorer mela-

noma prognosis is interesting.11 The finding may reflect

one of the complex and multiple underlying mechanisms

responsible for poorer outcomes in older melanoma

patients. Sarcopenia could well be a measurable factor

associated with outcomes, but a mechanistic explanation

for the association is unknown. Could sarcopenia as a

measure of frailty be a useful prognostic factor for mela-

noma patients? At this point it is unclear, but the issue

warrants further investigation, especially in view of the

cost of obtaining the information by computed tomo-

graphic scans. Sarcopenia as one measure of frailty could

be viewed as having value in risk stratification and could

offer useful information in clinical decision making,

especially in older patients who are being considered for

major melanoma surgery or other therapies. Perhaps a more

intriguing question is whether sarcopenia could be viewed

as a modifiable prognostic factor rather than a mere mea-

sure of an underlying physiologic change that results in

poorer cancer survival. Further studies to elucidate the

mechanisms responsible for poor outcomes in older mela-

noma patients and to better understand the interactions of

the tumor and the host remain important for increasing

numbers of older melanoma patients.
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