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KABSTRACT

Background. Clinicians and patients often overestimate the benefits of
chemotherapy, and overall survival (OS), in platinum resistant/refractory
ovarian cancer (PRROC). This study sought to determine aspects of
health-related quality of life and clinicopathological characteristics
before starting chemotherapy that were associated with stopping
chemotherapy early, shortened survival, and death within 30 days of
chemotherapy.

Materials and Methods. This study enrolled women with PRROC
before starting palliative chemotherapy. Health-related quality
of life was measured with EORTC QLQ-C30/QLQ-0V28. Chemo-
therapy stopped within 8 weeks of starting was defined as stopping
early. Logistic regression was used to assess univariable and multivari-
able associations with stopping chemotherapy early and death within
30 days of chemotherapy; Cox proportional hazards regression was
used to assess associations with progression-free and OS.

Results. Low baseline global health status (GHS), role function (RF),
physical function (PF), and high abdominal/gastrointestinal symptom

(AGIS) were associated with stopping chemotherapy early (all
p <.007); low PF and RF remained significant after adjusting for clinico-
pathological factors (both p<.0401). Most who stopped chemother-
apy early had Eastern Cooperative Oncology Group Performance Score
0-1 at baseline (79%); PF, RF, and GHS remained independently
significant predictors of stopping chemotherapy early in this subgroup.
Death within 30 days of chemotherapy occurred in 14%. Low GHS, RF,
and PF remained significantly associated with death within 30 days of
chemotherapy after adjusting for clinicopathological factors (all
p<.012).

Conclusion. Women with low GHS, RF, or PF before starting chemother-
apy were more likely to stop chemotherapy early, with short OS. Self-
ratings of GHS, RF, and PF could improve patient-clinician communication
regarding prognosis and help decision-making in women considering
chemotherapy for PRROC. The Oncologist 2017;22:1117-1124

Implications for Practice: Measuring aspects of health-related quality of life when considering further chemotherapy in platinum resistant/
refractory ovarian cancer (PRROC) could help identify women with a particularly poor prognosis who are unlikely to benefit from chemotherapy
and could therefore be spared unnecessary treatment and toxicity in their last months of life. Self-ratings of global health status, role function, and
physical function could improve patient-clinician communication regarding prognosis and help decision-making in women considering
chemotherapy for PRROC.
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INTRODUCTION

Ovarian cancer is the leading cause of death in women with
gynecological cancers in the Western world [1]. The 5-year sur-
vival rate for women with ovarian cancer in the U.S. is 45% [2].
Most women with advanced ovarian cancer initially respond to
platinum based chemotherapy, but the majority relapse, with a
median overall survival (OS) time after recurrence of 2 years
[3—6]. Duration of survival and clinical benefit of further treat-
ment are associated with multiple factors, including response
to initial treatment, number of lines of prior chemotherapy,
and time to progression after chemotherapy [7]. Most women
with recurrent ovarian cancer are offered further chemother-
apy aimed at palliating disease-related symptoms, maintaining
or improving quality of life, delaying time to progression, and
prolonging survival. Women who progress within 6 months of
completing chemotherapy are classified as “platinum resistant,”
have a median survival of 12 months, and response rates to sec-
ond line chemotherapy of 10%—30% [8—12]. Women who pro-
gress during chemotherapy, or within 4 weeks of their last dose,
are classified as “platinum refractory,” have a median survival
of 3-5 months, and response rates to chemotherapy of <10%
[13]. Ultimately, most women with advanced ovarian cancer
develop disease that is platinum resistant/refractory. A major
challenge for clinicians is the identification of patients with a
short survival time who are unlikely to benefit from further
chemotherapy, and for whom palliative care without chemo-
therapy would be a better option.

There is significant heterogeneity among women meeting
the definition for platinum resistant/refractory ovarian cancer
(PRROC). This heterogeneity is reflected in highly variable rates
of tumor response, disease control, progression free survival
(PFS) at 6 months, and OS times reported in over 5,000 women
with PRROC treated in phase 2 and 3 clinical trials over the last
15 years [14]. This variability may be partly explained by differ-
ences in both the criteria used to categorize ovarian cancer as
being platinum resistant, refractory, or sensitive, and the eligi-
bility criteria in individual clinical trials, particularly the number
of lines of prior chemotherapy.

Historically, the concepts of, and definitions for, platinum
resistant and refractory were developed to help predict the
likelihood of response to second-line chemotherapy in patients
with recurrent disease [11, 15]. However, over time, these defi-
nitions have been more generally applied to all patients with
recurrent disease, including those who progress after multiple
lines of therapy, not just after first-line chemotherapy. The
methods for diagnosing and defining recurrence are also vari-
able, and include rising serum CA125 alone, symptoms, tumor
progression on conventional imaging, or progression on PET
imaging. Furthermore, clinical trial reports rarely distinguish
women with primary platinum resistance after first-line treat-
ment from those with secondary resistance after two or more
lines of platinum-based chemotherapy. Clinical trial reports
rarely document the proportions of women with recurrences
that are symptomatic or asymptomatic. Given the short PFS
and OS times of many women with PRROC, there is a need to
better identify the subset who are unlikely to benefit from fur-
ther chemotherapy, in keeping with the ASCO Choosing Wisely
recommendations for advanced solid tumors [16]. Chemother-
apy within the last 30 days of life is generally accepted to be
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undesirable, but there is little guidance to help clinicians iden-
tify patients likely to die within 30 days. There is evidence that
many patients want information about their likely disease tra-
jectory and the potential benefits of further chemotherapy
[17]. This can help patients make more informed decisions and
receive care that is better aligned with their goals and
preferences.

Health-related quality of life (HRQL) has long been recog-
nized as an important consideration in cancer treatment and a
key patient-rated outcome (PRO) for cancer clinical trials [18].
Multiple studies and systematic reviews have demonstrated
overwhelming evidence that HRQL is a powerful prognostic fac-
tor in a range of advanced cancers [19-24], yet its application
in clinical decision-making seems limited.

The aim of this study was to determine aspects of HRQL
and clinicopathological characteristics before starting chemo-
therapy for PRROC that were associated with early cessation of
chemotherapy, survival time, and death within 30 days of
chemotherapy.

MATERIALS AND METHODS

The Gynecologic Cancer InterGroup Symptom Benefit Study
(GCIG SBS) is a prospective, observational, cohort study, led by
ANZGOG and the GCIG Symptom Benefit Committee and coor-
dinated by the NHMRC Clinical Trials Centre, that enrolled
women from collaborating GCIG clinical trials groups in 11
countries. The target population was women about to start
chemotherapy for PRROC that had progressed on or within 6
months of platinum-based chemotherapy. Key eligibility criteria
included Eastern Cooperative Oncology Group (ECOG) perform-
ance status (PS) 0-3, ability to complete HRQL questionnaires
independently, and a life expectancy of at least 3 months.

The type, schedule, and duration of chemotherapy, and all
aspects of supportive care, were at the treating physician’s dis-
cretion according to their usual institutional practice.

The trial was registered on the Australian New Zealand Clin-
ical Trials Registry (ANZCTR: 12607000603415). The study was
performed in accordance to the NHMRC Statement on Ethical
Conduct in Research Involving Humans and the Declaration of
Helsinki. Ethical approval was obtained at all participating sites
and all participants provided signed, written, informed consent.

Assessments by Treating Physicians

Treating physicians assessed participants at baseline and before
each cycle of chemotherapy. They recorded baseline character-
istics, including the presence of (a) symptoms (ascites and
cramping abdominal pain or intermittent/incomplete bowel
obstruction); (b) platinum resistant or refractory disease; and
(c) laboratory test values including serum levels of hemoglobin,
LDH, CA125, CA125 velocity (difference between two most
recent CA125 levels before commencement of chemotherapy
divided by number of days between measurements), C-reactive
protein (CRP), albumin, platelets, neutrophils, and lympho-
cytes. Tumor response was assessed every 6-8 weeks using the
same method of assessment throughout the study, at the dis-
cretion of the treating physician, and response was recorded
according to CA125, Response Evaluation Criteria in Solid
Tumors (RECIST), and/or clinical assessment.
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Table 1. Baseline characteristics of patients who had base-
line health-related quality of life questionnaire completion

Characteristic, n = 545 n (%)
Age
<40 10 (2)
40-49 61 (11)
50-59 142 (26)
60-69 183 (34)
>70 149 (27)
Lines of previous chemotherapy
1 179 (33)
2 195 (36)
3 98 (18)
>4 73 (13)
ECOG
0 187 (34)
1 289 (53)
2 66 (12)
3 3(1)
Cancer-related symptoms present (clinician-rated) 397 (73)
Symptomatic ascites (clinician-rated) 144 (26)
Cramping abdominal pain or intermittent/ 230 (42)
incomplete bowel obstruction (clinician-rated)
Response to most recent line
CR 52 (10)
PD 251 (46)
PR 134 (25)
) 89 (16)
Histopathology
Serous 402 (74)
Clear cell 28 (5)
Endometrioid 24 (4)
Mixed 15 (3)
Transitional 2 (0.4)
Undifferentiated 19 (4)
Other 41 (8)
Mucinous 10 (2)
Grade
High (includes 2 and 3) 485 (93)
Low 34 (7)
Elevated CA125 493 (93)

Abbreviations: CR, complete response; ECOG, Eastern Cooperative
Oncology Group; PD, progressive disease; PR, partial response; SD, sta-
ble disease.

Patient-Rated Outcomes

Participants completed HRQL questionnaires at baseline (within
2 weeks before their first cycle of chemotherapy), and then
every 3—4 weeks before each subsequent cycle of chemother-
apy, until disease progression. The questionnaires at baseline
included the European Organization for Research and Treat-
ment of Cancer (EORTC) Core Quality of Life Questionnaire
(QLQ €-30) and Ovarian Module (OV28). The QLQ-C30 includes
multi-item scales for global health status and five functional
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domains (physical, role, cognitive, emotional, and social) all
scored from O (worst) to 100 (best) and six single items for
symptoms scored from O (least) to 100 (worst). The OV28
includes seven multi-item scales for abdominal/gastrointestinal
symptoms (AGIS), peripheral neuropathy, hormonal, body
image, attitude to disease/treatment, chemotherapy side
effects, and sexuality rated from 0 (worst) to 100 (least).

Statistical Analysis
Cut points for dichotomizing the QLQ-C30 subscales were as
recommended by Diouf et al. [25]. Cut-points for the OV28
AGIS were the lower and upper quartiles from a previous study
in platinum resistant ovarian cancer [26]. Sensitivity analyses
included the minimum p value approach to selecting optimal
cut points based on our own data [27]. Associations between
dichotomized HRQL baseline scores (low global health status
[GHS] <50/100, low role function [RF] <67/100, low physical
function [PF] <58/100, high AGIS >44) with stopping chemo-
therapy early, OS, and death within 30 days of chemotherapy
were assessed. Overall survival and progression-free survival
were analyzed using time-to-event methods. A multivariable
Cox model was developed to determine independent predic-
tors of OS. Candidate variables for multivariable analyses were
those with p < .05 in univariable analysis, and were selected
for inclusion in the final model using backward elimination.
Selected clinical variables were used in all adjusted analyses.
Logistic regression was used to assess univariable and mul-
tivariable associations of HRQL with stopping chemotherapy
early and death within 30 days of chemotherapy. Cox propor-
tional hazards regression models were used to assess univari-
able and multivariable associations of HRQL with OS. Kaplan-
Meier curves of survival by HRQL category were constructed.

RESULTS

These analyses are based on the 545 of 570 participants with
PRROC in the GCIG SBS who completed baseline HRQL question-
naires and who were recruited from 100 sites in 11 countries.
Baseline characteristics are summarized in Table 1. The median
age was 63 years (range 23-89) and the median number of previ-
ous lines of chemotherapy was 2 (range 1-8). Almost all partici-
pants had a good performance status (ECOG 0 or 1, 87%). The
median PFS was 3.6 months (95% confidence interval [CI] 3.0—
3.9) and median OS was 11.1 months (95% Cl 9.4-12.0).

Clinicopathological characteristics independently associated
with OS in a multivariable analysis are shown in Table 2. The
presence of ascites, log. serum CA125 concentration, and a
neutrophil:lymphocyte ratio of 5 or more were strongly associ-
ated with OS; platelet count, the presence of abdominal symp-
toms according to the clinician, and hemoglobin concentration
had weaker associations with OS.

Univariable analyses of baseline HRQL (n = 545) showed
that PF, RF, GHS, and AGIS were significantly associated with OS
(all p < .001; Table 3).

Physical function, RF, GHS, and AGIS remained independ-
ently significant predictors of OS in a multivariable model that
also accounted for the clinicopathological factors (Table 3).

Both PF and GHS negatively correlated with ECOG PS but
the association was moderate (Spearman’s rank-correlation
coefficient, —0.37, p<.001; —0.32, p<.001, respectively;
Fig. 2). Baseline PF, RF and AGIS remained significant
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Table 2. Clinicopathological characteristics at baseline associated with overall survival in multivariable analysis (n = 502)°

Characteristic HR (95% Cl) p value
Hemoglobin concentration (g/L) 0.94 (0.89-0.99) .021
Symptomatic ascites present 1.58 (1.26-1.98) <.0001
Clinician-rated abdominal/GI symptoms present 1.25 (1.02-1.53) .035
Platelets (X 10° per 100-unit increase) 1.10 (1.01-1.20) .028
Log. serum CA125 1.19 (1.11-1.27) <.0001
Neutrophil/lymphocyte ratio of 5 or more 1.80 (1.41-2.28) <.0001

“Due to missing data, the final model was fit using 502 participants.

Abbreviations: Cl, confidence interval; Gl, gastrointestinal; HR, hazard ratio.

Table 3. Univariable and multivariable analysis of baseline health-related quality of life domains as predictors of overall

survival (n = 545)

Univariable analyses

Multivariable analyses®

QOL domain HR (95% CI) p value HR (95% Cl) p value
Physical function 1.60 (1.30-1.97) <.001 1.43 (1.14-1.80) .002
(<58.33 vs. >58.33)

Role function 1.54 (1.26-1.89) <.001 1.38 (1.10-1.72) .005
(<66.67 vs. >66.67)

Global health status 1.55 (1.25-1.92) <.001 1.34 (1.06-1.69) .016
(<50 vs. >50)

Self-rated abdominal/Gl symptoms

>44 vs. <13 2.37 (1.77-3.17) <.001 1.49 (1.06-2.09) .020
13-44 vs. <13 1.75 (1.33-2.29) <.001 1.45 (1.09-1.92) .011

“Multivariable models also included hemoglobin, ascites, neutrophil to lymphocyte ratio, platelet count, log serum CA125, and clinician-rated

abdominal/GI symptoms.

Abbreviations: Cl, confidence interval; Gl, gastrointestinal; HR, hazard ratio; QOL, quality of life.

independent predictors of OS in a multivariable analysis
adjusted for clinicopathological factors in the 87% of partici-
pants with good PS (ECOG 0-1), that is, after excluding partici-
pants with poor PS (ECOG 2-3).

One hundred and ten out of five hundred seventy (19%)
women stopped chemotherapy early (within 8 weeks of start-
ing). The reported reasons for stopping chemotherapy (percent-
age of all stopping) were (a) disease progression (46%), (b)
patient preference (12%), (c) adverse events (7%), (d) clinician
preference (6%), (e) other (11%), and (f) death (18%). Median
PFS in women stopping chemotherapy early was 1.2 months
(95% Cl 1.0-1.4) and median OS was 2.9 months (95% CI
2.5-4.2). Low GHS, RF, PF, and high AGIS were all significantly
associated with stopping chemotherapy early (all p <.007;
Table 4). After adjusting for clinicopathological factors, PF and
RF remained significant predictors of stopping chemotherapy
early (both p < .0401; Table 4).

Most of the participants who stopped chemotherapy early
had good PS at baseline (ECOG 0 or 1 in 87/110, 79%). Physical
function, RF, and GHS, but not AGIS, remained significantly asso-
ciated with stopping chemotherapy early in analyses confined to
women with good PS (ECOG 0 or 1, 87% of participants), that is,
excluding those with poor PS (ECOG 2 or 3, 13% of participants).

Eighty-two (14%) participants died within 30 days of chem-
otherapy. Low GHS, PF, RF, and AGIS at baseline were all signifi-
cantly associated with dying within 30 days of chemotherapy
(all p<.0001; Table 5). After adjusting for clinicopathological
factors, low GHS, PF, and RF, but not AGIS, remained significant
predictors of death within 30 days of chemotherapy (all
p < .012; Table 5).

© AlphaMed Press 2017

Sixty-five percent of participants (357/549) did not receive
the predicted number of cycles of chemotherapy as recorded
by the clinician before starting chemotherapy. The median
number of cycles expected by clinicians was 6, which would
equate to 18-24 weeks of treatment depending on a 3-4
weekly cycle. The median treatment duration was 13.9 weeks.

Clinicians’ assessments of ascites and abdominal/GI symp-
toms were highly correlated with the patients’ ratings of AGIS.
There was strong evidence that mean patient-rated AGIS was
higher in patients in which the clinician reported AGIS. Mean
score was 42 in 227 patients in which the clinician did report
the symptoms and 27 in 309 patients in which the clinician did
not report the symptoms (difference in means 15, 95% Cl
11-19, p <.001). Patient-rated AGIS at baseline remained a
statistically significant predictor of OS in sensitivity analyses
accounting for physicians’ ratings of symptomatic ascites, but
not physicians’ ratings of abdominal/Gl symptoms (AGIS >44,
hazard ratio (HR) 1.59, 95% Cl 1.15-2.21, p = .005; and AGIS
13-44, HR 1.49, 95% Cl 1.12-1.97, p = .006).

Sensitivity analyses using the minimum p value approach
[27] for defining optimal cut-points resulted in similar cut-
points to those recommended by Diouf et al. [25] with similar
results and conclusions, supporting the validity of these cut-
points in this population.

DISCUSSION

Almost 20% of patients with PRROC stopped chemotherapy
within 8 weeks and had a median OS of 2.9 (2.5-4.2) months.
The majority of patients who stopped chemotherapy early
were reported to have good ECOG PS (ECOG 0 or 1) before
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Figure 1. Kaplan-Meier curves for overall survival by quality of life domain.

starting chemotherapy, and 53% of them were expected to
receive six or more cycles of chemotherapy. Low GHS, RF, PF,
and high AGIS were all significantly associated with stopping
chemotherapy early in univariable analysis (all p < .008); low
RF and PF remained independently significant predictors of
stopping chemotherapy early after accounting for clinicopatho-
logical factors. Low GHS, RF, PF, and high AGIS were also signifi-
cant predictors of shorter OS time in both univariable and
multivariable analyses. Low GHS, RF, and PF were also signifi-
cant predictors of death within 30 days of chemotherapy.
Almost two thirds of participants with PRROC did not have the
expected duration of treatment predicted by their treating
clinicians before starting chemotherapy.

Baseline hemoglobin concentration, ascites, neutrophil:-
lymphocyte ratio of 5 or more, platelet count, serum CA125,
and the clinician-rated presence of abdominal/Gl symptoms
were independent predictors of OS, as were participants’ self-
ratings of PF, RF, GHS, and AGIS. These variables remained sig-
nificant predictors of OS in analyses restricted to participants
with good performance status (ECOG O or 1). Health-related
quality of life and ECOG PS do not necessarily reflect similar
aspects of a patient’s level of functioning, as measures of HRQL
address different functional aspects in patients compared with
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ECOG PS and has been reported to be more predictive of prog-
nosis than ECOG PS [28]. In this study, higher ECOG PS only
moderately correlated with poorer PF and GHS. This study
showed that specific measures of HRQL (PF, RF, GHS) were
independent predictors of poor prognosis even in patients
reported by clinicians to have an ECOG PS of 0-1. This does not
negate the potential value of ECOG PS in the clinic, but rather
strengthens the case for incorporating a measure of HRQL as
well to help predict prognosis and make treatment recommen-
dations. Low PF, GHS, RF, and high AGIS were more closely
associated with poorer survival than ECOG PS in patients with
PRROC in this study.

The American Society of Clinical Oncology (ASCO)
“Choosing Wisely” campaign was developed to improve the
quality and value of oncology care, and included a recommen-
dation to “avoid cancer-directed therapy in patients with low
performance status (3 or 4), no benefit from prior evidence-
based interventions, not eligible for a clinical trial, and no
strong evidence supporting the clinical value of further anti-
cancer treatment.” [16]. It is generally accepted that chemo-
therapy is best avoided in the last month of life, and in many
centers this is considered an indicator of quality of care. How-
ever, a recent analysis of 28,000 people with advanced cancer
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Figure 2. Distribution of health-related quality of life by ECOG per-
formance status.

Abbreviations: ECOG, Eastern Cooperative Oncology Group;
QOL, quality of life.

found that 75% received aggressive management in the last 30
days of life, with approximately 28% receiving chemotherapy in
the last 30 days of life, and approximately one-third died in hos-
pital [29]. We found that 14% of participants with PRROC had
chemotherapy in their last month of life, and surmise that this
proportion might be higher outside of the clinical research set-
ting. Low baseline HRQL also predicted for dying within 30 days
of chemotherapy; this information could be helpful in clinical
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practice. Furthermore, almost one in five participants with
PRROC stopped chemotherapy within 8 weeks, mainly because
of rapid progression, despite most of them rated by clinicians
as having good PS before starting chemotherapy.

Baseline self-ratings of key aspects of HRQL (GHS, RF, PF,
and AGIS) were more closely associated with stopping chemo-
therapy early, and with OS time, than was performance status
rated by clinicians. These aspects of HRQL can be easily meas-
ured before considering palliative chemotherapy with the
EORTC QLQ C30 and 0V28, which is freely available, well vali-
dated, and can be implemented in clinical practice [30]. The
findings of this study could help clinicians, patients, and families
making decisions by supporting important discussions about
the likelihood of benefit from further chemotherapy. We are
not arguing against offering further chemotherapy to all
patients with PRROC, or that patients cannot opt for additional
treatment even if likelihood of benefit is very low. However,
provision of this important information might temper expecta-
tions and allow patients to make more informed decisions.

PRROC comprises heterogeneous subgroups of patients
with substantial variability in likelihood of response to chemo-
therapy, progression free time, and OS time. The definitions of
platinum-resistant and platinum-refractory disease are crude
and applied inconsistently, both in routine practice and in clinical
trials. Studies rarely report on how recurrence was diagnosed,
for example, according to CA125, RECIST, or symptomatic pro-
gression, limiting the interpretation of trials and application of
their results in clinical practice.

A subset of women with PRROC derive significant clinical
benefit from chemotherapy, and have favorable outcomes.
However, there is also a subset of women with PRROC for
whom further chemotherapy is futile. Identifying these
women, who are likely to progress rapidly and have a very short
survival time, is a major challenge. Previous attempts to
develop prognostic indices [31, 32] have not resulted in wide-
spread clinical application. Clinicopathological factors that have
been used to predict response to chemotherapy, and progno-
sis, in recurrent ovarian cancer include PS, response to prior
therapy, number of lines of prior chemotherapy, breast cancer
susceptiblity gene (BRCA) mutation status, platinum-refractory
versus platinum-resistant disease, tumor volume, number of
metastatic sites, histological subtype, and grade [33-35]. In
addition, markers of inflammation and inflammatory response
such as C-reactive protein, hemoglobin, white cell count, plate-
let count, lactate dehydrogenase, and alkaline phosphatase
have also been associated with prognosis [36—40]. The findings
of this study support the incorporation of patients’ ratings of
HRQL, together with independently significant clinicopathologic
factors, in a prognostic index. The development and validation
of a prognostic index that is suitable for clinical application, and
able to stratify patients in clinical trials, is clearly desirable given
the large numbers of women with recurrent ovarian cancer
who are treated with chemotherapy.

The main strengths of this study are its prospective design,
international participation, and large sample size providing suf-
ficient power to simultaneously assess multiple potential prog-
nostic variables. Completion of HRQL questionnaires and data
collection at baseline were high (96%). A limitation of this study
is that it was not population-based and so it is unknown how
closely the results would reflect those that would be seen in
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Table 4. Univariable and multivariable analysis of health-related quality of life as predictors of early stopping of chemo-

therapy within 8 weeks (n = 545)

Univariable analyses

Multivariable analyses®

QOL domain OR (95% Cl) p value OR (95% Cl) p value
Physical function 2.45 (1.57-3.83) <.001 1.84 (1.09-3.10) .022
(<58.33 vs. >58.33)

Role function 2.71 (1.59-4.64) <.001 1.86 (1.03-3.36) .040
(<66.67 vs. >66.67)

Global health status 2.38 (1.51-3.74) <.001 1.60 (0.94-2.73) .082
(<50 vs. >50)

Self-rated abdominal/Gl symptoms >44 vs. <13 2.31 (1.21-4.43) .007 0.77 (0.34-1.74) 410

13-44 vs. <13

1.17 (0.62-2.21)

0.63 (0.30-1.29)

“Multivariable models also included hemoglobin, ascites, neutrophil/lymphocyte ratio, platelet count, log serum CA125, and clinician-rated abdom-

inal/Gl symptoms.

Abbreviations: Cl, confidence interval; Gl, gastrointestinal; OR, odds ratio; QOL, quality of life.

Table 5. Univariable and multivariable analysis of health-related quality of life as predictors of death within 30 days of

chemotherapy (n = 545)

Univariable analyses

Multivariable analyses®

QOL domain

QOL domain OR (95% Cl) p value OR (95% CI)® p value
Physical function (<58.33 vs. >58.33) 3.69 (2.26-6.01) <.001 3.13 (1.76-5.58) <.001
Role function (<66.67 vs. >66.67) 4.05 (2.09-7.87) <.001 2.77 (1.32-5.79) .007
Global health status (<50 vs. >50) 3.09 (1.89-5.04) <.001 2.10 (1.18-3.77) .012
Self-rated abdominal/Gl symptoms <.001 .236

>44 vs. <13
13-44 vs. <13

6.94 (2.64-18.3)
3.14 (1.20-8.24)

2.29 (0.77-6.74)
1.51 (0.54-4.19)

“Multivariable models also included hemoglobin, ascites, neutrophil: lymphocyte ratio, platelet count, log serum CA125, and clinician-rated

abdominal/Gl symptoms.

Abbreviations: Cl, confidence interval; Gl, gastrointestinal; OR, odds ratio; QOL, quality of life.

the general community. However, the broad and inclusive eligi-
bility criteria and use of “real-world” clinical settings should
enhance the applicability of the results to routine clinical prac-
tice in centers similar to those included in this study. This
study’s results require corroboration in independent cohorts of
women with PRROC.

CONCLUSION

Self-ratings of low GHS, RF, PF, and high AGIS were significantly
associated with stopping chemotherapy early, and with shorter
0S, in patients with PRROC after accounting for conventional
clinicopathological factors, including PS. Low GHS, RF, and PF
were also independent predictors of death within 30 days of
chemotherapy. Measuring aspects of HRQL when considering
further chemotherapy in PRROC could help identify women
with a particularly poor prognosis who are unlikely to benefit
from chemotherapy and could therefore be spared unneces-
sary treatment and toxicity in their last months of life.
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