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ORIGINAL RESEARCH

Quality of life assessment of patients
with metastatic lung cancer receiving
platinum-based chemotherapy

Beril G. Kivrak-Bernardelli3, Caglar Macit!, S. Beril Kadioglu1, Taflan Salepci2, Philip M. Clark

ABSTRACT

AIM: The aims of the study were to investigate, possible changes in quality of life (QOL) dur-
ing chemotherapy, which factors might affect QOL and the relationship between QOL and
performance status.

MATERIAL AND METHODS: The study was conducted at the oncology clinics of Dr. Lutfi
Kirdar Kartal Training and Research Hospital, Istanbul, Turkey. Patients diagnosed with ad-
vanced small-cell lung cancer or stage IV non-small cell lung cancer were enrolled in the
study. They were given platinum-based chemotherapy. The QOL EORTC core questionnaire
QLQ-C30 (version 3.0) and the lung cancer module QLQ-LC13 were conducted on four sep-
arate occasions. Data related to the patients’ clincal and performance status (Karnofsky
Performance Status Scale (KPS) and ECOG) were recorded throughout the study.

RESULTS: With treatment, significant increases in chemotherapy related side-effects and in
symptom scales related both to adverse drug reactions and disease progression were re-
corded. A strong, significant, negative correlation (r = -0.71, p< 0.05) between ECOG perfor-
mance and all domains of EORTC QLQ-C30 was observed, similar to that between KPS and
EORTC QLQ-C30 (r = -0.74, p< 0.05).

CONCLUSION: This research indicates a lack of benefit in terms of QOL from platinum-
based chemotherapy in patients with metastatic lung cancer. Routine QOL assessment in
this patient population may encourage the development of treatment programs which mini-
mize chemotherapy side-effects, while maximizing patients’ well being.

KEYWORDS: Small-Cell-Lung-Carcinoma, Non-Small-Cell-Lung-Carcinoma, Quality of Life,
Karnofsky Performance Status Scale, Chemotherapy

INTRODUCTION

Epidemiology and mortality

Lung cancer has become one of the leading glob-
al causes of cancer death in both men and wom-
an (1), and is responsible for 12.8% of all cancer
cases and 17.8% of the all cancer deaths (2). The
5-year relative survival rate for lung cancer for
the period of 1996 to 2003 was 16%, reflecting
only a modest improvement from the 1950s (3-6).
In Turkey, lung cancer incidence is increasing by
3% annually (7,8); with a male prepondrance
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(m/f ratiol2:1). The most commonly diagnosed
histological types are epidermoid carcinoma in
males and adenocarcinoma in females (9).

Approximately 85% of patients with lung cancer
are diagnosed at an advanced stage that is not ame-
nable to surgical intervention. For patients with
stage metastatic non small cell lung carcinoma
(NSCLC) or extensive-stage small cell lung carci-
noma (SCLC) the 5 year survival rate may be less
than 1% (10).
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Morbidity related to lung carcinomas

Besides high mortality, lung cancer is associated with high
morbidity (see Appendix 1) including chest pain, cough, hem-
optysis and dyspnea. (11, 12). Cough may be due to airway
obstruction, post obstructive pneumonia, excessive mucus
production, parenchymal metastases, or pleural effusion (13).
Dyspnea occurs in most patients with lung cancer during the
course of their disease due to direct impingement of the air-
way, underlying chronic lung disease, radiation- or chemo-
therapy-induced pneumonitis, infection, pleural effusion, or
pulmonary embolism (14).

The commonest sites of metastases are contra-lateral lung,
brain, liver, bone, adrenal gland, and extra-thoracic lymph
nodes. Symptoms of brain metastases may include headache,
nausea, vomiting, focal weakness, seizures, confusion, ataxia,
and visual disturbances (15). In terms of bone metastasis, the
axial skeleton and proximal long bones are most commonly
involved. Pain due to bone metastases is present in up to 25%
of patients at initial diagnosis (16).

Constitutional symptoms, such as depression, fatigue, anxiety,
insomnia, anorexia, and cachexia, cause significant debility in pa-
tients with lung cancer. Depression and psychological distress are
very common, but are infrequently recognized or treated (17).

Less frequently encountered, paraneoplastic syndromes de-
scribe the effects of cancer that occur systemically or at sites
distant from tumor such as symptoms related to hypercalce-
mia (18), hyponatremia (19), Cushing’s syndrome (20), Lam-
bert-Eaton syndrome, and other neurologic disorders.

Treatment of advanced lung cancer

The cornerstone of treatment of patients with extensive stage
SCLC is multiagent chemotherapy. Stage IV non-small cell
lung cancer (NSCLC) is largely incurable using present-day
therapies. For most patients under age 75 years with good per-
formance status, the best first approach is double-agent chem-
otherapy utilizing carboplatin plus a second agent, usually
paclitaxel, gemcitabine, or docetaksel (21) (see Appendix 2).

It has been surmised that patients who have an ECOG perfor-
mance status of 0 or 1 may benefit more than patients with
performance status 2, from the combination of a platinum
agent, either cisplatin or carboplatin, and a second agent (22).

Quality of life assessment in lung cancer

Quality of life (QOL) can be defined as the effect of an illness
and its therapy upon a patient’s physical, psychological, and
social well being as perceived by the patient themselves (23).
QOL assessments should be given due priority whenever it is
expected that the survival differences between the treatment
groups is going to be small, or when the difference in at least
one factor predicting QOL is expected to be large. The effect of
two different therapeutic modalities on QOL and overall sur-
vival helps select the better modality. In fact, a particular treat-
ment may be preferred if it improves the QOL, even if the sur-
vival is not superior (24).

QOL is closely linked to symptom burden and severity in lung
cancer. Loss of physical functioning, psychological events
such as depression, and reduced overall QOL are associated
with uncontrolled symptoms (25, 26). In addition, depression
has been found to be an independent prognostic factor for
lung cancer, irrespective of stage (27).

The European organization for the treatment and research of
cancer quality of life questionnaire, EORTC QLQ-C30, (see
Appendix 3) includes five functional scales (physical, role,
cognitive, emotional, and social), three symptom scales (fa-
tigue, pain, nausea, and vomiting), and one global health and
QOL scale. This instrument has demonstrated a high reliabili-
ty and validity across the continents (28). The EORTC QLQ-LC
13 questionnaire (see Appendix 4) was developed as a lung
cancer specific supplementary to the EORTC QLQ-C30. It as-
sesses lung cancer related symptoms, treatment related
side-effects, pain, and pain medication (29). The Turkish lan-
guage versions of both EORTC QLQ-C30 and QLQ-LC13 have
been validated for use in lung cancer patients. (30, 31)

Performance status (PS)

PS is the patient’s ability to perform certain physical activities, es-
pecially related to mobility, work, and self-care. The most well es-
tablished tools are the Karnofsky Performance Scale (KPS) (see
Appendix 5), and the Eastern Cooperative Oncology Group
(ECOG) (see Appendix 6). KPS is a simple and widely used numer-
ical instrument for rapidly quantifying the PS of an individual
based on patients’ level of independence (38). Studies have demon-
strated a direct relationship between KPS and the perceived QOL
in patients with cancer, including lung cancer (27, 35). Similarly, the
ECOG is a five-grade observer rating of patients” physical ability
(35, 37). Both instruments (KPS and ECOG) have been found to be
valid (37) including the Turkish language versions. (32, 33)

The aims of the study were to determine how QOL is affected
by chemotherapy, which other factors affect QOL apart from
chemotherapy in this patient group and the relationship be-
tween QOL and performance status.

MATERIAL AND METHOD

The study was a prospective-randomised research conducted
in the oncology out-patient clinics of Dr. Lutfi Kirdar Kartal
Training and Research Hospital, a 750-bed ministry of health
facility located in Istanbul, Turkey.

Inclusion criteria required for patients were: diagnosis of met-
astatic [stage IV] lung cancer; inclusion within two weeks of
diagnosis; not having yet received treatment. All participants
were Turkish-speaking, conscious, and fully informed of their
diagnosis. Additionally, mortality before completion of the
third cycle of chemotherapy was accepted as an exclusion cri-
terion.

A total of 17 out of 28 patients diagnosed with advanced SCLC,
or stage IV NSCLC, and who were to receive platinum-based
chemotherapy, fulfilled the criteria above, gave their consent
and participated fully at every stage in this study. Four pa-
tients declined to give their consent; five patients who previ-
ously gave their consent decided not to participate before the
first, second, third, or fourth chemotherapy treatment; and
two patients died during the course of the study.

Setting, sample and analizing
1. After obtaining verbal consent, the patients” demographic
data was collected (age, gender, smoking history).

2. Structured interviews, each of which lasted between 30 to 90
minutes, were conducted based on the EORTC core question-
naire for quality of life in cancer patients QLQ-C30 (version 3.0),
and the specific lung cancer module questionnaire EORTC
QLQ-LC13. Interviews were conducted in outpatient clinics or
by telephone, using validated Turkish translations of the above
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questionnaires on four separate occasions, pre-treatment and
before the second, third and fourth cycle of chemotherapy.

3. Data related to the patients’ clincal and performance status (KPS
and ECOG) were also recorded on four occasions during the study.

4. Statistical analysis was carried out using Prism® (version 5
for Mac OS X 2009). QOL differences between the baseline,
first, second and third chemotherapy were analyzed using re-
peated-measures one-way analysis of variance (ANOVA).
Pair-wise, post hoc comparison was performed between the
groups at the baseline, first, second, and third chemotherapy
applying the Tukey test. Correlation coefficients between
global health status and age/smoking habit/ ECOG/KPS were
calculated using Pearson correlation analysis.

RESULTS

Demographics

Table 1 provides demographic details of the patient group in-
cluded in the study.

Quality of life

As seen in both Figure 1 and Table 2, there was a continuous down-
ward trend in General/ Global Health Status, from the baseline to
the third chemotherapy. The decreases between the baseline and
third chemotherapies (p< 0.005) and the second and third chemo-
therapies (p< 0.005) were statistically significant (F=1.520).

Other changes in QOL scores, according to assessment of the
QLQ-C30 instrument, are summarized in Table 2. Regarding
functional scales there were statistically important losses in all
the functional areas: physical functioning decreased signifi-

TABLE 1. Patients’ Demographics and Clinical Characteristics

Variables N= 17 (%)
Age, yr (mean=SD) 59.29 = 1.73
Gender, No
Male 14 (82.35)
Femaie 3(17.64)
Histology
Small cell 3 (17.64)
Non-small cell 14 (82.35)
Adenocarcinoma 11 (64.70)
Others 3(17.64)
Metastatic area
Hemotorax 9 (52.94)
Bone 3(17.64)
Brain 1(5,88)
Liver 1 (5.88)
Other 3 (17.64)
Biopsy area
Bronchoscopy 14 (82.35)
Bronchoscopy+ Transthorasic tru-cut 3(17.64)
biopsy
Treatment
paclitaxel+ carboplatin 6 (35.29)
cisplatin+ etoposide 8 (47.05)
cisplatin+ gemcitabine 2 (11.76)
docetaxel+ cisplatin 1 (5.88)
Smoking
20 pack/ years 10 (58.82)
25 pack/ years 3 (17.64)
50 pack/ years 4 (23.52)
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FIGURE 1. General health status scores at the four assessments

*With respect to GHS, there was a continuous downward trend from the baseline
to the third chemotherapy. The decreases between the baseline and third chemo-
therapies (p< 0.005) and the second and third chemotherapies (p< 0.005) were
significant. (F= 1.520)

cantly between the baseline and third chemotherapies (p<
0.05, F=3.336); role functioning between the baseline and third
chemotherapies (p< 0,05, F= 1.016); emotional function be-
tween the baseline and third chemotherapies (p< 0.05, F=
3.173); cognitive functioning between the baseline and second
chemotherapies, the baseline and third chemotherapies, and
the first and third chemotherapies (p< 0.005, F= 4.152); and so-
cial functioning decreased significantly between the baseline
and third chemotherapies and the first and third chemothera-
pies (p<0.05, F=6.14).

Concerning symptom scales there were significant increases in
the reported incidence of the following clinical signs: nausea
and vomiting increased significantly between the baseline and
second chemotherapies and between the baseline and third
chemotherapies (p< 0.05, F= 1.301); dyspnea symptoms in-
creased from the first chemotherapy to the third (p< 0.023, F=
1.931); insomnia between the baseline and second chemothera-
pies and the baseline and third chemotherapies (p < 0.05, F=
1.523); and appetite loss increased significantly between the
baseline and second chemotherapies, baseline and third chemo-
therapies, and between the first and third chemotherapies (p <
0.003, F=1.668). Non - significant increases in fatigue, pain, con-
stipation, diarrhoea and financial difficulties were observed.

Table 3 summarizes the trends in QOL with progressing treat-
ment according to the lung cancer specific questionnaire (QLQ-
LC13). Regarding treatment-related side effects, significant in-
creases were recorded in all areas as follows: incidence of sore
mouth increased significantly between the baseline and first, sec-
ond, and third chemotherapies (p < 0.05, F= 1.085); dysphagia
between the baseline and second and third chemotherapies (p <
0.05, F= 6.559); peripheral neuropathy between the baseline and
first, second, and third chemotherapies (p < 0.05, F=7.040); and
alopecia increased significantly between baseline and first, sec-
ond, and third chemotherapies, between first and second, and
between first and third chemotherapies (p < 0.05, F=0.9904).
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TABLE 2. QLQ scores according to QLQ-C30 at the four assessments

EORTC QLQ-C30 (n=17) (mean + SD)
Areas Baseline 1st Chemotherapy 2nd Chemotherapy 3rd Chemotherapy
Global Health Status/ QLQ 35.78+ 2,81 3529 + 3,86 27.45 = 2,97 23.04 = 0,87
Functional scales*
Physical functioning (o) 53.73 = 3,83 49.02 + 2,86 4314 = 2,91 38.04 = 2,86
Role functioning (o) 52.94 + 5,94 4118 = 2,95 38.24 = 3,92 35.29 + 2,76
Emotional functioning (o) 62.25 = 5,64 57.35 = 3,76 50.00 = 5,89 40.69 = 5,94
Cognitive functions (o,¢,0) 64.71 = 7,96 61.76 = 6,92 4510 = 3,86 35.29 + 4,84
Social functioning (o,o) 4412 = 498 4314 += 2,84 32.35 = 2,75 23.563 = 3,93
Symptom scales**
Fatigue 56.21 = 3,98 55.56 + 2,78 60.13 = 2,98 66.67 + 2,62
Nausea and vomiting (0,0) 17.65 = 5,94 33.33 = 3,86 43.14 += 5,64 47.06 = 3,95
Pain 54.90 = 5,67 55.88 = 3,72 60.78 = 4,76 68.63 = 3,84
Dyspnea (0) 56.86 = 3,73 4510 + 3,77 54.90 + 2,82 62.75 + 3,68
Insomnia (0,0) 49.02 = 6,82 62.75 + 8,88 78.43 = 2,95 78.43 + 2,81
Appetite loss (0,0,0) 49.02 += 7,91 58.82 + 7,96 76.47 =594 88.24 + 3,86
Constipation 4118 = 591 35.29 = 4,93 39.22 = 2,75 4118 = 3,97
Diarrhea 19.61 + 4,68 21.57 = 3,68 23.53 = 4,81 27.45 = 5,78
Financial difficulties 27.45 = 5,76 31.37 = 5,82 37.25 = 2,94 39.22 + 3,82
* The scores range from 0 to 100, with lower scores representing a loss of function.
** Higher scores represent a greater severity of symptoms and side effects;
filled boxes indicate significant changes from baseline values or between chemotherapy cycles (p< 0.05).
o Indicates a significant difference between baseline and third chemotherapy
o Indicates a significant difference between first and third chemotherapy
¢ Indicates a significant difference between baseline and second chemotherapy
TABLE 3. QLQ scores according to LC13 at the four assessments
QLQ-LC13
: qst 2nd 3rd
Areas Baseline Chemotherapy Chemotherapy Chemotherapy
Symptom scales*
Cough 58.82 = 5 49.02 + 4 58.82 + 4 60.78 = 4
Haemoptysis 37257 2941 =8 50.98 = 5 50.98 = 6
Dyspnea 52.94 = 3 5425 + 3 5817 =2 65.36 = 2
Pain in chest 4118 =8 39.22 + 5 5490 = 6 62.75 £ 5
Pain in arm or shoulder 52.94 + 4 4314 = 4 50.98 = 4 5294 + 4
Pain in other parts 2941 +8 3529 =8 3333 +9 29.41 =8
Sore mouth 11.76 = 4 3725+ 8 49.02 = 6 56.86 = 5
Dysphagia 2941 =7 4314 = 6 56.86 + 4 62.75 + 4
Peripheral neuropathy 4314 = 6 6275 = 4 62.75 = 2 76.47 = 3
Alopecia 0 49.02 £ 5 7843 = 3 86.27 = 4

*The scores range from 0 to 100, with higher scores representing a higher level of symptoms and side effects; filled boxes indicate significant changes from baseline values or

between chemotherapy cycles (p< 0.05).

On the other hand non-significant increases were observed for
lung cancer associated symptoms (cough, haemoptysis, dyspnea),
and site specific pain (chest, arm and shoulder, and other areas).

Other findings related to factors that may affect QOL

The mean age of the patients was 59.23+1.73 (Table 1). No sig-
nificant correlation was found between age and general health
status. (p> 0.05).

All of our patients had a smoking history (Table 1) with a
mean packet year = 27.94+12.75, although none were smoking
after diagnosis. No correlation between the number of packet
years and QOL was found in this patient group.

Performance scales
As can be observed from Table 4, there was a significant differ-
ence in the ECOG performance between the baseline and sec-

ond and third chemotherapies ( p< 0.05, F= 0. 923). In the same
way, there were significant differences between the baseline
and second and third chemotherapies, and between first and
third chemotherapies for KFS values ( p< 0.05, F= 9.507).

Relationship between QOL and Performance status

As can be seen in Figure 2, there was a significant negative cor-
relation between ECOG performance scale and QOL as reflect-
ed by General Health Status (r =-0.71, p< 0.05).

As shown in Figure 3, there was a significant positive correla-
tion between KFS performance scale and GHS (r= 0.74, p< 0.05).

DISCUSSION

Effect of chemotherapy on QOL

It was observed in our study that as treatment progressed, there
were significant increases in chemotherapy related side-effects

123



Kivrak-Bernardelli et al., Marmara Pharm J 17: 120-130, 2013.

3-1
S
o
w

19 a

0 T T

0 20 40 60
General Health Status

FIGURE 2. Correlation between ECOG performance scale and
Global Health Status

and in symptom scales, related both to adverse drug reactions
and disease progression. The association of QOL with chemo-
therapy has been evaluated in several studies. Helsing et al com-
pared platinum based chemotherapy with best supportive care
and demonstrated significant survival benefit in the chemothera-
py group with significant improvement in dyspnea, pain, insom-
nia, and social function (38). This study demonstrated the posi-
tive aspects of chemotherapy in patients with metastatic lung
cancer, as did that of Esbensen et al (39) in which global health
status/QLQ showed no significant difference, while emotional
function increased and nausea and vomiting decreased.

In contrast, Huinink et al (40) determined that clinical and hae-
matologic toxicity (hair loss, nausea/vomiting, and appetite
loss) was more pronounced in patients receiving cisplatin/
etoposide compared to single agent gemcitobine. Bozcuk et al
assessed the quality of life of patients with advanced disease
with an ECOG performance status of < 2. They showed that
the patients receiving non-platinum containing, single- agent
chemotherapy experienced less fatigue (41).

In our study, all the patients (n= 17) were receiving platinum-
based chemotherapy (Tablel). From baseline to third chemother-
apy, there was a significant increase in treatment-related side ef-
fects including sore mouth, dysphagia, peripheral neuropathy,
and alopecia (Table 3). At the same time, there was a significant
decrease in GHS and Functional Scales including physical func-
tioning, role functioning, emotional functioning, cognitive func-
tions, and social functioning (Table 2). There was also an increase
in symptom scales including nausea and vomiting, dyspnea, in-
somnia, and appetite loss (Table 2). Our data is thus in agreement
with previous reports in which patients with metastatic disease
and ECOG PS=2 appear to experience more toxicity and treat-
ment- related side effects than patients with PS=1 (42).

When the results of more recent trials are compared to previ-
ously published data, the percentage of PS-2 patients in the
older trials should be taken into consideration. Comparative
trials in advanced disease generally demonstrate only very
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TABLE 4. ECOG and KFS performance scale at the four assessments

Performance scale

1st ond 3rd
Baseline Chemotherapy Chemotherapy Chemotherapy

ECOG* 2.05 = 0.1 223 0.1 252 = 0.1 258 = 0.1
KARNOFSKY** 60 + 4 55.88 =3 50 =3 4529 = 2
* ECOG, score range from 0 to 4, with a lower score representing a higher level of
performance.
** KFS, score range from 0 to 100, with a higher score representing a higher level of
performance.

Filled boxes indicate significant changes from baseline values or between chemotherapy
cycles (p< 0.05).

small superiority of platinum vs non-platinum based therapy
ie 4% or 5% gain in survival at two years. This small benefit
may be either overestimated or underestimated if populations
are not comparable (i.e., same percentage of PS-2 patients).
The American Society for Clinical Oncology (ASCO) clinical
practice guidelines recommend the use of chemotherapy in se-
lected patients with advanced NSCLC (i.e. PS-0 or -1, and pos-
sibly -2). Our data is in agreement with previous reports in
which patients with metastatic disease and ECOG PS=2 ap-
pear to experience more toxicity and have a shorter duration of
survival than patients with PS=1 (43). It could be argued,
therefore, that PS-2 patients are generally candidates for sys-
temic treatment in addition to best supportive care, but should
be treated with singe agents which have less side effects rather
than combination therapy (39). In this regard, single agent
regimens such as vinorelbine was found to be active and well
tolerated in Stage IV NSCLC patients (44).

Two situations present unique difficulties; firstly if the treat-
ment improves QOL but worsens survival due to drug related
toxicity, and secondly, if QOL deteriorates but survival im-
proves. In these cases, the choice of how to manage the disease
is usually made jointly with the oncology team and the patient
(24). The evidence presented above, suggests that the benefit of
chemotherapy over best supportive care is still questionable.
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Other factors that might affect QOL in this patient group
Matsumoto et al (45) analyzed factors that affect quality of life,
and noted an increase of the QOL in patients over 65 years.
Mohan et al (46) however, demonstrated that QOL did not cor-
relate with age, a finding consistent with our study. Further
research including a large sample in each age group may be
needed to confirm the findings from these studies.

Montazeri at al (29) also evaluated the impact of gender on qual-
ity of life in 129 lung cancer patients and there was not a signifi-
cant difference. Tanrikol et al (47) assessed the factors that affect
QOL in Turkish lung cancer patients, and showed that men have
significantly higher quality of life scores than women. These re-
sults have been confirmed in a study conducted in the United
States. (48). We did not evaluate the effect of gender on quality of
life because there were only 3 women in the study group.

Analyses using statistical modeling techniques show a tight
association between national mortality rates and smoking (49).
The risk of lung cancer among cigarette smokers increases
with the duration of smoking and the number of cigarettes
smoked per/year. In some studies, it was found that patients
who continue smoking after diagnosis have a poor QOL score
(50, 51). In our study, no relation was observed between dura-
tion of smoking in terms of packet years, and QOL scores.
This result is similar to the findings of an earlier study con-
ducted by Sarna et al (49).

Relationship between QOL and performance status

Schaafsma and Osoba (52) reported that QOL was a much
broader concept than that reflected by KPS, and they observed
only a weak correlation between the two in lung cancer patients.

However, in our study, there was a strong significant negative
correlation between ECOG performance and all domains of the
EORTC QLQ-C30, and a strong significant positive correlation
between KPS and all domains of the EORTC QLQ-C30 (see Fig
2 and 3), which is consistent with the findings of Mohan et al
(46). Compromised performance status leads to decreased per-
formance of activities of daily living, and infringes on the inde-
pendent functioning of the patient. Thus, although performance
status is not a true measure for QOL, it should be seen as an
important predictor of QOL of the patient and should be rou-
tinely assessed by the oncological team.

CONCLUSION

Our research indicates that patients with advanced disease do
not benefit from platinum-based chemotherapy in terms of
QOL. Routine QOL assessment may encourage the develop-
ment of treatment programs which minimize chemotherapy
side-effects, while maximizing patients” well being.

Our research did not show any significant relationship be-
tween age or smoking history and QOL. However, larger mul-
ti-center studies may help in providing a more comprehensive
evaluation of the effect of various demographic and clinical
variables on QOL in this setting.

Although performance status is not a true measure for QOL,
it should be seen as an important prognostic factor and pre-
dictor of QOL, and should therefore be routinely assessed
by physicians. (27). Our study confirms the prognostic val-
ue of performance status in patients with advanced lung
cancer.

Platin iceren kemoterapi alan metastatik akciger kanserli hastalarin yasam kalitesinin degerlendiriimesi

OzZET

AMAGC: Bu calismanin amaci, kemoterapi sirasinda yasam kalitesinde olmasi muhtemel degisiklikler, yagsam kalitesini
etkileyen faktérler ve performans durumuyla yasam kalitesi arasindaki iligkiyi incelemektir.

MATERYAL ve Metotlar: Bu calisma Dr. Liitfii Kirdar Kartal Egitim ve Artastirma Hastanesi onkoloji kliniklerinde yiiru-
tilmistiir. ileri diizeyde kiigiik hiicreli akciger kanseri ve faz IV(metastatik) kiigiik hiicreli olmayan akciger kanseri
teshisi alan hastalar calisma kapsamina alinmigtir. Hastalara platin iceren kemoterapi uygulanmistir. Hastalarin ya-
sam kalitesini 6lcen QOL (Quality of Life) EORTC QLQ-C30 (European Organization for Research and Treatment of
Cancer Quality of Life Questionnaire/Avrupa Kanser Arastirmalari ve Tedavi Organizasyonu Yasam Kalitesi Anketi)
(versiyon 3.0) ve akciger kanseri modiilii QLQ-LC13 (Quality of Life Questionanaire Lung Cancer) dort kez yiritil-
mustiir. Hastalarin klinik ve performans durum {Karnofsky Performance Status Scale (KPS) ve Eastern Cooperative
Oncology Group/Dogu Kooperatif Onkoloji Grubu (ECOG)} verileri calisma siiresince kaydedilmistir.

BULGULAR: Tedaviyle birlikte, kemoterapiye bagh yan etkiler ile advers ila¢ reaksiyonlan ve hastaligin ilerlemesiyle ilgili
semptomlarda anlaml artiglar kaydedilmistir. Hem ECOG performans ile EORTC QLQ-C30 tiim alanlarinda (r=-0.74, p<0.05),
hem de KPS ve EORTC QLQ-C30 arasindaki (r= -0.71, p<0.05), glgclii, anlaml ve nagatif korelasyon gézlenmistir.

SONUCLAR: Bu calisma metastatik akciger kanserinde platin iceren kemoterapi alan hastalarda yasam kalitesi aci-
sindan fayda géremedikleri gézlenmistir. Bu hasta poplilasyonunda yasam kalitesi rutin olarak degerlendirildigi tak-
dirde, kemoterapi yan etkilerini en aza indirilmis tedavi programlarinin gelistiriimesi ve hastalarin iyi halinin maksi-

mum diizeye ¢ikariimasi konusunda tesvik edilebilir.

ANAHTAR KELIiMELER: Kiuguk hticreli akciger kanseri, Kiiclk hiicreli olmayan akciger kanseri, Yagsam kalitesi, Kar-

kofsky Performans Durum élgeéi, Kemoterapi
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:"’PE_“D"_‘ 1. '1-:“9 cancer symptoms according to APPENDIX 2: Stage IV nsclc common treatment (21)
umor invasion
or invasion (15) Regimen Dose Common Side Effects
Primary tumor Intrathoracic spread Extrathoracic spread — —
- - - Docetaxel 75mg/m2 nausea and vomiting, nephrotoxicity,
Cough Chest wall invasion Bone pain Cisplatin 75 mg / m2 ototoxicity, peripheral neuropathy
Dyspnea Esophageal symptoms Confusion, personality
change Cisplatin 100 mg/ m2 iv nausea and vomiting, nephrotoxicity,
Chest Horner syndrome Elevated alkaline Gemcitabine 1,000 mg/ m? iv ototoxicity, peripheral neuropathy,
. hydration
discomfort phosphate level ) . : )
Hemoptysis Pleural effusion Focal neurological defects Paclitaxel 225 mg m?iv neutropgp a, myelopsuppresion,
‘ Carboplatin AUC 6 iv hyperensitivity, sensory neuropathy,
Laryngeal nerve paralysis Headache nausea and vomiting
Superior vena cava Nausea, vomiting Cisplatin 60-100 mg /m?2 iv cytotoxicity, nausea and vomiting,
syndrome Etopozide 0-120 mg/ m? iv peripheral neuropathy

APPENDIX 3: EORTC QLQ C-30 questionnaire (English)

S

EORTC QLQ-C30 (rersion 3

We are interested in some things about you and your health. Please answer all of the questions vourself by
circling the umber that best applies to you. There are no "right” or "wrong" answers. The information that you

PORTEC-3 Quality of life questionnarre PORTEC-3 trial mamber: |__|_J_J

provide will remain strictly confidential

Please fill m your first ininal- -

Your birth date (Day, Month, Year): LRIl R L LD
Today's date (Day, Month, Year): (.

Notat A Quite Very
Al Little aBit Much
1. Do you have any trouble doing strenuous activities,

like caryving a heavy shopping bag or a suitcase? 1 2 3 -
2. Do you have any touble taking a Jongz walk? 1 2 3 -
3. Do you have any wouble taking a short walk outside of the house? 1 2 3 -
4. Do you need to stay in bed or a chair during the day? 1 2 3 B
5 Domnudhebmwdmmg.wnhmg
vourself or using the toilet? 1 2 3 B
During the past week: Notat A  Quite Very
Al Little aBit Much
6. Were vou limited in doing either your work or other daily activites? 1 2 3 -
7. Weze you limited in pursuing your bobbies or other
letsure tme acuvities? 1 2 3 -
8. Were you short of breath? 1 2 3 -
9. Have you had pan? 1 b | 3 -
10. Did you need to rest” 1 2 3 -
11. Have you had gouble sleeping? 1 2 3 -
12. Eave you felt weak? 1 2 3 -
13. Have you lacked appetite? 1 2 3 -
14. Have you felt nauseated? 1 1 3 -
15. Have you vomited? 1 2 3 -
Please zo on to the next pare
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APPENDIX 3: EORTC QLQ C-30 questionnaire (English)

PORTEC-3 (raadivy of life questonnatre PORTEC-3 trial mumber |_|_|_|

During the past week: Notat A  Quite Very
Al  Little aBit Much
16. Have you been constipated? 1 1 3 4
17. Have you had diarrhea? 1 r | 3 4
18. Were you tired? 1 2 3 4
19. Did pain interfere with your daily activities? 1 2 3 4
20. Have you had difficulty m concentrating on things,
like reading a newspaper of watchmg television? 1 2 3 4
21. Did you feel tense? 1 1 3 4
12, Did you woay? 1 1 3 4
13, Did you feel aritable? 1 1 3 4
24. Did you feel depressed” 1 1 3 4
15. Have you had difficulty remembering things? 1 2 3 4
26. Has your physical condition or medical treatment
interfered with your family life? 1 2 3 4

27. Has your physical condition or medical treatment
interfered with your social activities? 1 2 3 4

28. Has your physical condition or medical weatment
caused you financial difficulties? 1 2 3 4

For the following questions please circle the number between 1 and 7 that best
applies to you:
29. How would you rate your overall health during the past week?

1 2 3 B 5 6 7

Very poor Excellent

30. How would you rate your overall guality of life during the past week?
1 1 3 4 5 6 7
Very poor Excellent

© Copyright 1995 FORTC Quality of Life Croup. All rights reserved Versian 30
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APPENDIX 4: EORTC QLQ LC-13 questionnaire (English)

ENGLISH

SO

EORTC QLQ -LC13

Patients sometimes report that they have the following symptoms or problems. Please indicate the
extent to which you have experienced these symptoms or problems during the past week. Please
answer by circling the number that best applies to you.

During the past week : Not at A Quite  Very

All Little  aBit Much
31. How much did you cough? 1 2 3 4
32. Did you cough up blood? 1 2 3 4
33. Were you short of breath when you rested? 1 2 3 4
34.  Were you short of breath when you walked? 1 2 3 4
35. Were you short of breath when you climbed stairs? 1 2 3 4
36. Have you had a sore mouth or tongue? 1 2 3 4
37. Have you had trouble swallowing? 1 2 3 4
38. Have you had tingling hands or feet? 1 2 3 4
39. Have you had hair loss? 1 2 3 4
40. Have you had pain in your chest? 1 2 3 4
41. Have you had pain in your arm or shoulder? 1 2 3 4
42. Have you had pain in other parts of your body? 1 2 3 4

If yes, where

43. Did you take any medicine for pain?
1 No 2 Yes

If yes, how much did it help? 1 2 3 4

® QLQ-C30-LC13 Copyright 1994 EORTC Study Group on Quality of life. All rights reserved
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APPENDIX 5. Karnofsky performance scale

Grade Description
100%  No symptoms.
90%  Able to carry on normal activity; minor signs or symptoms of disease.

80%  Able to carry on normal activity with effort; some signs or
symptoms of disease.

70% Cares for self, unable to carry on normal activity or do active work.

60% Requires occasional assistance but is able to care for most of
own needs.

50%  Requires considerable assistance and frequent medical care.
40% Disabled; requires special care and assistance.

30% Severely disabled; hospitalization indicated, although death not
imminent.

20%  Very ill; hospitalization necessary; active supportive treatment required.
10% Moribund, fatal processes progressing rapidly.
0% Patient expired.
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