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This paper examines the rationale, utility and feasibility of including quality of life as an 
outcome measure in Phase I trials of new applications of chemotherapy drugs. Typically 
Phase I trials in oncology are designed to assess safety and maximal tolerated dose; 
however, it is argued that when subjectively assessed, self perceived quality of life is as 
important as physical toxicity. The outcomes of studies that have applied quality-of-life 
assessment in Phase I trials are reviewed, and recommendations are made for future 
research based on both methodologic and practical considerations.
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This review paper is focused on the issue of
quality-of-life (QOL) assessment in Phase I
clinical trials of new cancer chemotherapy
drugs. First, the scope and methods of the lit-
erature review will be specified, followed by a
discussion of QOL: its definition, measure-
ment issues and common measures of QOL in
oncology. This is followed by a review of
Phase I trials in general, their objectives and
usual outcomes. The issue of why it is impor-
tant to measure QOL in Phase I cancer trials is
addressed, followed by a systematic review of
studies that have assessed QOL as an outcome
in Phase I trials. Methodologic concerns
related to QOL measurement in advanced
cancer patients are then addressed. The review
concludes with a summary, expert commen-
tary including recommendations for clinical
practice, and five-year view.

Scope & methods
The scope of the review has been limited to
two types of studies: 

• Those that discuss the conceptual issues
around QOL assessment in Phase I trials, and
assess QOL and/or attitudes towards QOL
testing in patients before participation in trials 

• Those that assess QOL as an endpoint or
outcome in Phase I trials, and report QOL
measurements for at least two time points

 The latter studies are exhaustively summarized
in TABLE 2, while the former are used through-
out the paper selectively to make points where
appropriate. The following criteria were uti-
lized when selecting papers to include in the
second category: 

• Investigation of a chemotherapy drug regi-
men or combined regimen in a Phase I
human trial with cancer patients as subjects

• Use of a standardized QOL outcome measure

 Therefore, studies that were addressing new
radiation therapy regimens or novel immuno-
therapy drugs were excluded, as were studies
that assessed QOL with performance status
only, or self-created unvalidated QOL measures.

Papers were found using a comprehensive
search of the following databases: EMBASE,
HealthSTAR, MEDLINE, PsycINFO and
PubMed. Select keywords, their abbrevia-
tions and all possible combinations of key-
words were searched. Quality of life was
searched for as a keyword and a subject head-
ing and with the abbreviations QOL and
QL. Phase I clinical trial(s) was searched for
as a keyword and subject heading and using
the numeral I and the number 1. Chemo-
therapy and cancer/neoplasms were both
searched for as keywords and subject head-
ings in the appropriate databases. A snowball
technique of identifying other applicable
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papers from the reference lists of found articles was also used.
Applicable articles were limited to those that were written or
translated into English.

Literature review
Defining & measuring quality of life
QOL is a specific term encompassing a broad spectrum of
issues, including physical, social, cognitive, spiritual, emotional
and role functioning as well as psychologic symptomatology
and pain. A distinction is often made between health-related
QOL (HRQOL), and overall QOL, with the former focusing
primarily on domains of QOL specifically believed to be
directly related to one’s health state. Overall, QOL measures
include a more broad focus on life domains in addition to those
directly related to health status. HRQOL measures are by far
more commonly used in oncology than broad-based QOL
measures. There are a growing number of researchers, policy
makers and regulators advocating that the inclusion of patient-
reported outcomes (PROs) be made mandatory for all clinical
trials [1,2]. This has been referred to as the PROs movement.
PROs include subjective patient experience and satisfaction as
well as formal measures of HRQOL.

Common measures of HRQOL include the European
Organization for Research and Treatment of Cancer (EORTC)
Quality of Life Questionnaire (QLQ)-C30 [3]. This consists of
30 self-administered items measuring six domains: physical
functioning; role functioning; emotional functioning; social
functioning; common physical symptoms of cancer and its
treatments; financial impact; and overall perceived health status
and global QOL. Similarly, the Functional Assessment of Can-
cer Treatment (FACT) general questionnaire uses 27 items to
assess physical, social, emotional and functional wellbeing [4].
Within both of these systems, there are also disease- and treat-
ment-specific modules, for example, for breast and prostate
patients, or for those undergoing bone-marrow transplanta-
tion. Both systems have been translated into many languages,
have good psychometric properties and are readily available for
use at no cost. Additional commonly used measures in oncol-
ogy that are not specifically designed for cancer patients
include the RAND Short Form-36 (from the Medical Out-
comes Study group), the Hospital Anxiety and Depression
Scale (HADS), the Profile of Mood States (POMS), and others.
These are summarized and referenced in TABLE 1.

As can be seen from TABLE 1, different measures may be more
appropriate in certain clinical settings, depending on the con-
structs of interest one would like to assess, and the need for brev-
ity. It is important when choosing a QOL measure to consider
the purpose of the measurement and the specific conceptual con-
struct that a researcher may be attempting to capture. Some
measures focus more on psychologic states such as anxiety and
depression, or overall distress, whereas others focus more on func-
tional ability and activities of daily living. Therefore, these differ-
ent types of QOL measures are not directly comparable with one
another and are more or less appropriate for use depending on
the study objectives. For example, in a Phase I trial, as described

below, one must consider whether the objective is to measure det-
rimental effects of treatments on QOL (what the authors refer to
as QOL toxicity), or to more generally characterize the experience
of patients participating in such trials.

Another concept that is often used in the health economics
arena combines ideas of QOL, with quantity of life, for exam-
ple, assessing the impact of a new treatment in terms of
healthy years of life gained, to which a specific value has been
assigned. This is known as cost–utility analysis. It is the only
health economic outcome that takes into account both the cost
of a procedure, and factors QOL into the outcome as a measure
of benefit. Typically, this metric is standardized in terms of
quality-adjusted life years (QALYs), also known as quality-
adjusted survival (QAS). The quality or value assigned to each
health state is known as the utility of that state, as determined
by an individual or society using a scale with anchors of zero
(death) to one (perfect health). Therefore, to determine the
QALY of a treatment, the total number of life-years gained
from the treatment is weighted by the QOL in the resultant
health state. As an example, a patient living in a health state
assigned a utility value of 0.7 for a period of 10 years, would
live the equivalent of 7.0 QALYs. This type of analysis has been
applied in some clinical chemotherapy trials, but often in later
phases, since Phase I trials do not typically set out to measure
long-term benefit. It is possible, however, to compare the utility
of health states arising from the implementation of different
new drugs or treatment combinations in Phase I trials [5].

An additional trend in QOL measurement is to combine
qualitative analysis of the patient’s self perceived QOL with the
quantitative measurement of these factors. A interview-based
subjective measure of QOL that achieves this is called the
Schedule for the Evaluation of Individual Quality of Life -
Direct Weighting (SEIQOL-DW)[6]. The SEIQOL-DW is
unique in QOL measurement as it elicits from patients their
own self-generated list of the five most important domains of
QOL, rather than asking about preset areas. After patients
identify their most important domains, they rate how well each
domain is currently going for them, and how important each
domain is to them. Therefore, a numeric score that combines
the weightings of the importance of each area with the assess-
ment of current QOL in that area can be obtained and com-
pared between individuals, even though nominated QOL
domains may be quite different. This instrument and its prede-
cessor, the SEIQOL [7], have been used in several published
studies in oncology [8–10]. The SEIQOL-DW has been found to
be acceptable and practical to use in a validation study of
patients on Phase I clinical trials [10]. Patients with advanced
cancer were good judges of their own QOL and were able to
complete the interview with little difficulty [9].

Phase I clinical trials
The routine practice for introducing any new medication, or
in this case, chemotherapy drugs, for use in clinical practice,
is through the clinical trials mechanism. Well-developed pro-
cedures for establishing the efficacy of new drugs have been
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elucidated by many organizations and institutions, including
the US Food and Drug Administration in the Code of Federal
Regulations [101]. The first step in moving from laboratory ani-
mal data and in vitro cell models towards applying therapeutics
in vivo with patients is the Phase I trial. A total of 95% of
patients participating in Phase I trials indicated that QOL was

at least as important to them as length of life [11], yet QOL is
not typically included as an outcome. Instead, the goals of the
Phase I trial are generally to determine the safety and toxicity
profile of a new agent (or new combination or application of
already approved agents), the maximum-tolerated dose and any
possible side effects. Objectives may also include identifying a

Table 1. Quality of life/mood assessment instruments. 

Instrument Number of items/time Psychometric evidence* Comments Ref.

Beck Depression Inventory 21/13
5 min

Good Very commonly used in psychiatry - focus 
only on depressive symptoms, somatic 
and cognitive. Not overly responsive to 
change

 [41]

Brief Symptom Inventory 53/18
3–7 min

Excellent Shortened versions of the Symptom 
Checklist-90 family, measures overall 
psychopathology. Good correlation with 
longer scales. 10 subscales on 53-item 
version - 3 on 18-item version

[42,43]

Centre for Epidemiological 
Studies – Depression

20/10
3 min

Excellent Good population-based assessment of 
diagnostic symptoms for depression

[44]

EORTC QOL Questionnaire C-30 30
5–7 min

Excellent Used as QOL measure in all EORTC trials - 
translated into many languages. 
Functional as well as symptom scales. 
More emphasis on health-related QOL, 
less on psychological outcomes

[3]

Functional Assessment of 
Cancer Treatment - General 
Questionnaire

27
5–7 min

Excellent Assesses physical, social, emotional and 
functional QOL

 [4]

General Hospital Questionnaire 60/30/28/20/12
5–20 min

Excellent Asks the patient to compare how they feel 
now with how they usually feel. Losing 
favour in oncology settings

 [45]

Hospital Anxiety and 
Depression Scale

14
5–7 min

Excellent Easy to complete and lots of psychometric 
data, including sensitivity and specificity. 
Often used as benchmark in validating 
other distress measures

 [46]

Profile of Mood States 65/30/18/11
3–15 min

Good Popular in psycho-oncology, six mood 
subscales, responsive to treatment 
changes

[47]

Rotterdam Symptom Checklist 39
5–10 min

Good Checklist for a range of general QOL 
dimensions symptoms. Popular in Europe

[48]

Short Form-36 36
7–10 min

Excellent Generic measure for use with population 
health surveys - eight subscales, not 
specific to cancer. Very popular in medical 
settings

 [49]

Sickness Impact Profile 136
15 min

Unable to assess 12 subscales: broad range of QOL domains 
assessed. Can be divided into physical and 
psychosocial dimensions. Often used in 
cancer

 [50]

*Psychometric evidence rated on scale: unable to assess, poor, moderate, good or excellent.
Poor: Used without determining reliability or validity.
Moderate: Reliability (internal consistency and test-retest) in one or more samples, limited validity data.
Good: Reliability and validity assessed in more than one population, evidence of concurrent and discriminant validity.
Excellent: Reliability assessed in multiple samples, large n, evidence of criterion and predictive validity.
EORTC: European Organization for Research and Treatment of Cancer; QOL: Quality of life.
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minimum biologically active dose, thus study designs almost
always involve dose escalation. Pharmacokinetics and dynamics
of the drug in the body may also be of interest at this phase. In
cancer drug trials, a small number of patients are treated in Phase
1 trials (usually ranging from 20–80 participants). Treatment
begins with very small doses (e.g., 1/10th the LethalDose10 in
the most sensitive animal species) and increases slowly across
patients until the maximally tolerated dose is established through
measurement of toxicity profiles [10].

Patients enrolled in Phase I cancer clinical trials are usually
those with metastatic disease for whom standard therapies have
failed, are contraindicated, or for whom standard therapies do
not yet exist. Patients often perceive potentially higher levels of
personal benefit from their participation in Phase I trials than
do treating physicians [11–13]. Indeed, although the stated goals
of Phase I trials are usually not to evaluate the effect of the ther-
apeutic agent on disease status, tumor response is commonly
considered an endpoint, and patients often focus on this possi-
bility [14–16]. In one study, 85% of patients indicated they
decided to participate in a Phase I trial for reasons of possible
therapeutic benefit [15]. Estimates of therapeutic response for
patients participating in Phase I trials of less than 5% speak
against this likelihood [17–19].

Indeed, a recent review of 213 Phase I trials from 1991–2002
involving 6474 patients found only a 3.8% response rate [18].
Similarly, a study of classic Phase I oncology trials found a
4.4% overall response rate [20]. However, when these authors
expanded the definition to include studies of newer, targeted
agents, such as antiangiogenesis factors, vaccines and gene ther-
apies, as well as new combinations of already approved agents,
the response rate improved to 10.6% [20]. Nonetheless, despite
this higher estimation of benefit, it is still far below that per-
ceived by patients participating in these trials. Despite the
patients’ clear overestimation of their own personal likelihood
of benefit, patients continue to feel that they are fully informed
about participation in Phase I trials [16]. This discrepancy has
led researchers to seriously question the ethics of Phase I trials
in these potentially vulnerable patients [21–23].

Despite the focus of patients in Phase I trials on disease con-
trol, it is traditionally only in Phase II trials that endpoints
include tumor response, where one goal is to determine any
potential therapeutic effects. In larger-scale Phase III trials, the
new indication is compared with standard treatment or current
best practice in a randomized controlled design, with outcomes
routinely including both disease response and QOL. Interesting,
the EORTC has guidelines indicating that QOL assessment
must be included in Phase III trials, but not in Phase I or II [24].
Nonetheless, there is recognized value in assessing QOL prior to
the stage at which a drug is ready for Phase III [25]. Indeed, if the
goal in Phase I is to measure toxicity, it may well be argued this
should include the specific QOL toxicity of a treatment on func-
tion and specific symptoms such as fatigue levels, as well as the
more subjective effect of potentially confounded hopes on the
patient’s overall life. Specific measures and techniques would
need to be applied to attain each of these QOL outcomes.

In summary, there exists a large discrepancy between the
expectations and hopes of patients participating in Phase I trials
and the realistic outcomes of little therapeutic benefits and possi-
ble significant toxicity. It is certainly possible, given this, to imag-
ine a situation in which the outcome of such uninformed partic-
ipation may be detrimental to the overall wel-being and QOL of
these vulnerable patients, once the anticipated therapeutic bene-
fit fails to accrue. Therefore, the argument can be made that the
psychologic wellbeing of these patients should be included in the
trial outcomes, as they are vulnerable and may potentially suffer
detriments to their QOL from such trial participation. Given
this, it is imperative that steps be taken to recognize the need for
QOL assessments in Phase I trials.

Studies measuring quality of life as an outcome in Phase I trials
TABLE 2 summarizes all studies found that satisfied the inclusion cri-
teria for assessment of QOL as an outcome measure in Phase I tri-
als of novel chemotherapy regimens for cancer patients (i.e., meas-
ured at least once prior to and following the intervention, as
detailed in the methods section above). Indicating the novelty of
assessing QOL in Phase I trials, only 12 studies were identified
that met the inclusion criteria. This is among over 460 trials iden-
tified by a recent review of oncology Phase I trials conducted
between 1991 and 2002 [20], and all trials published from that date
until May, 2005. At best, approximately 2% of all Phase I trials
included a QOL component. The number would be higher had
the authors chosen to include trials of therapies other than chemo-
therapy (i.e., radiation therapy, vaccines or immune therapies) but
not significantly so. The studies identified represent a wide range
of applications and target tumor sites, including brain [5,26], pan-
creatic [27], colorectal [28], bladder [29] and mixed groups [25,30–35].
The majority of the studies assessing mixed groups looked at
patients who may have been participating in different trials, but
were grouped together for the purposes of QOL analysis.

Overall, several studies reported either no change in QOL
[25,30,34] or actual improvement over the course of the trial; on
wellbeing, mood, activity level [30] and pain [27], but particularly
on anxiety levels [30,31,35]. This may indicate that high anxiety
and anticipation before a trial is allayed over time as the trial
comes to pass and no extreme adverse effects are realized. In
some studies, HRQOL was lower following the trial [26,27,32,33]

– this is not particularly surprising considering the populations
studied – patients with incurable metastatic disease. One may
expect naturally occurring decreases in functional HRQOL
over time as the normal course of advanced disease progression.
In one case, the treatment regimen was directly associated with
decrements in QOL, as higher doses of the drug were correlated
with lower QOL on the FACT [29]. Nonetheless, given the
expected course of deteriorating QOL in these patients, the
studies showing stable or improved QOL indicate a possible
forestalling of this progression, or may be a factor of missing
data and selective dropouts. Another potential benefit of meas-
uring QOL was to engender a feeling of being cared for and
understood by the healthcare team, which may subsequently
increase treatment compliance and retention rates [29].



 
 

 
 

 
 

 

Author P
ro

of 

Quality of life in Phase I trials

www.future-drugs.com 5

Ta
bl

e 
2.

 S
um

m
ar

y 
of

 P
ha

se
 I 

st
ud

ie
s 

w
it

h 
qu

al
it

y 
of

 li
fe

 a
s 

an
 o

ut
co

m
e.

 

Su
bj

ec
ts

M
et

ho
ds

M
ea

su
re

s
Re

su
lt

s
Co

nc
lu

si
on

s
Re

f.

26
 p

at
ie

nt
s 

w
ith

 m
ul

tip
le

 tu
m

or
 

lo
ca

tio
ns

. 1
8 

(m
ea

n 
ag

e 
= 

55
.5

, 1
1 

m
al

es
) w

er
e 

un
de

rg
oi

ng
 P

ha
se

 I 
pr

ot
oc

ol
s 

an
d 

ei
gh

t (
m

ea
n 

ag
e 

= 
54

.5
, f

ou
r m

al
es

) w
er

e 
un

de
rg

oi
ng

 
st

an
da

rd
 a

nd
 lo

w
 e

ff
ic

ac
y 

cy
to

to
xi

c 
or

 e
nd

oc
rin

e 
re

gi
m

en
s

N
on

ra
nd

om
iz

ed
 p

ro
sp

ec
tiv

e 
tw

o 
ar

m
 p

ilo
t s

tu
dy

. M
ea

su
re

s 
w

er
e 

co
m

pl
et

ed
 re

tr
os

pe
ct

iv
el

y 
to

 th
e 

tim
e 

of
 d

ia
gn

os
is

 a
nd

 
pr

io
r t

o 
en

tr
y 

in
to

 th
e 

st
ud

y, 
du

rin
g 

th
e 

tr
ea

tm
en

t a
nd

 a
ft

er
 

th
e 

en
d 

of
 tr

ea
tm

en
t

KP
S 

w
as

 u
se

d 
to

 m
ea

su
re

 
fu

nc
tio

na
l a

bi
lit

y. 
LA

SA
 sc

al
es

 o
f a

 
nu

m
be

r o
f Q

OL
 d

im
en

si
on

s:
 

pa
in

, n
au

se
a,

 a
pp

et
ite

, m
oo

d 
an

d 
an

xi
et

y 

N
o 

di
ff

er
en

ce
s 

be
tw

ee
n 

th
e 

gr
ou

ps
 a

t 
ba

se
lin

e 
or

 d
ur

in
g 

th
e 

pe
rio

d 
be

fo
re

 
st

ud
y 

en
tr

y. 
N

o 
si

gn
ifi

ca
nt

 d
iff

er
en

ce
s 

be
tw

ee
n 

th
e 

te
st

 a
nd

 c
on

tr
ol

 g
ro

up
s 

on
 

KP
S.

 B
ot

h 
gr

ou
ps

 s
ho

w
ed

 a
n 

ov
er

al
l 

po
si

tiv
e 

in
flu

en
ce

 o
f t

re
at

m
en

t o
n 

th
ei

r 
w

el
lb

ei
ng

, m
oo

d,
 a

ct
iv

ity
 a

nd
 a

nx
ie

ty
 

le
ve

l. 
Pa

in
, n

au
se

a,
 a

pp
et

ite
 a

nd
 s

oc
ia

l 
ac

tiv
ity

 w
er

e 
no

t i
m

pr
ov

ed

N
o 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

s 
be

tw
ee

n 
th

e 
gr

ou
ps

 o
n 

KP
S 

or
 L

AS
A 

at
 a

ny
 o

f 
th

e 
tim

e 
pe

rio
ds

. O
ve

ra
ll,

 b
ot

h 
gr

ou
ps

 im
pr

ov
ed

 th
e 

ps
yc

ho
lo

gi
c 

as
pe

ct
s 

of
 th

e 
LA

SA

[3
0]

55
 p

at
ie

nt
s 

w
ith

 a
dv

an
ce

d 
ca

nc
er

, 
m

os
tly

 s
ol

id
 tu

m
or

s 
(2

2 
m

en
 a

nd
 

33
 w

om
en

, m
ea

n 
ag

e 
58

.8
). 

40
%

 
ha

d 
no

t r
ec

ei
ve

d 
an

y 
tr

ea
tm

en
t 

pr
io

r t
o 

of
fe

r o
f t

ria
l

Pa
tie

nt
s 

w
er

e 
gi

ve
n 

qu
es

tio
nn

ai
re

s 
an

d 
in

te
rv

ie
w

ed
 

(s
em

is
tr

uc
tu

re
d)

 w
ith

in
 4

8
h 

of
 

co
ns

en
tin

g 
to

 th
e 

tr
ia

l, 
af

te
r 

tw
o 

cy
cl

es
 o

f t
he

 tr
ea

tm
en

t, 
at

 
th

e 
tim

e 
of

 w
ith

dr
aw

al
 o

r 
tr

ea
tm

en
t c

om
pl

et
io

n 
an

d 
6–

8
w

ee
ks

 a
ft

er
 tr

ia
l c

om
pl

et
io

n

EO
RT

C 
QL

Q 
C-

30
 a

nd
 th

e 
H

AD
S.

 
In

te
rv

ie
w

s 
co

ns
is

te
d 

of
 q

ue
st

io
ns

 
re

ga
rd

in
g 

re
cr

ui
tm

en
t 

ex
pe

rie
nc

es
, i

nf
or

m
at

io
n 

re
ce

iv
ed

, u
nd

er
st

an
di

ng
 o

f t
ria

l, 
re

as
on

s 
fo

r p
ar

tic
ip

at
io

n,
 

ex
pe

rie
nc

e 
of

 tr
ia

l, 
su

pp
or

t 
ne

ed
ed

, i
m

pa
ct

 o
n 

QO
L, 

m
ea

ni
ng

 
of

 p
ar

tic
ip

at
io

n 
an

d 
sa

tis
fa

ct
io

n 
w

ith
 c

ar
e 

re
ce

iv
ed

Of
 in

iti
al

 5
5 

pa
rt

ic
ip

an
ts

, 2
1 

w
er

e 
de

ad
 

at
 fo

llo
w

-u
p.

 N
o 

si
gn

ifi
ca

nt
 fi

nd
in

gs
 o

n 
qu

an
tit

at
iv

e 
m

ea
su

re
s. 

At
 p

re
tr

ia
l, 

54
%

 
of

 p
at

ie
nt

s 
w

er
e 

ho
pe

fu
l a

bo
ut

 th
e 

tr
ia

l, 
58

%
 fe

lt 
un

ce
rt

ai
n 

an
d 

54
%

 fe
lt 

sp
ec

ia
l 

fo
r b

ei
ng

 in
 th

e 
tr

ia
l, 

80
%

 o
f t

he
 

pa
rt

ic
ip

an
ts

 fe
lt 

th
e 

tr
ia

l w
as

 th
e 

be
st

 
th

in
g 

to
 d

o 
be

ca
us

e 
th

e 
do

ct
or

 o
ff

er
ed

 
it.

 O
nl

y 
16

 p
at

ie
nt

s 
co

ul
d 

id
en

tif
y 

th
e 

pu
rp

os
e 

of
 th

e 
tr

ia
l

Fi
ve

 s
ug

ge
st

ed
 w

ay
s 

th
at

 th
is

 
in

fo
rm

at
io

n 
ca

n 
be

 u
se

d 
to

 in
fo

rm
 

cl
in

ic
al

 tr
ia

l m
an

ag
em

en
t. 

Th
es

e 
in

cl
ud

e:
 A

ck
no

w
le

dg
e 

pa
rt

ic
ip

an
ts

 
co

nt
rib

ut
io

ns
; P

re
pa

re
 p

at
ie

nt
 fo

r 
tr

ia
l p

ar
tic

ip
at

io
n;

 E
nh

an
ci

ng
 

co
nt

in
ui

ty
 o

f p
al

lia
tiv

e 
ca

re
; 

Ac
ce

ss
in

g 
th

e 
tr

ia
l p

ar
tic

ip
an

ts
’ 

vi
ew

s;
 In

cr
ea

si
ng

 p
ub

lic
 

un
de

rs
ta

nd
in

g 
of

 c
lin

ic
al

 tr
ia

ls

[2
5]

55
 p

at
ie

nt
s 

(m
ed

ia
n 

ag
e 

= 
60

, 2
2 

m
en

, 3
3 

w
om

en
) w

ith
 s

ol
id

 lu
ng

, 
br

ea
st

 a
nd

 g
as

tr
oi

nt
es

tin
al

 tu
m

or
s

In
te

rv
ie

w
s 

an
d 

qu
es

tio
nn

ai
re

s 
be

fo
re

 p
ar

tic
ip

at
in

g 
bu

t a
ft

er
 

co
ns

en
tin

g 
to

 tr
ia

l, 
6

w
ee

ks
 in

to
 

th
e 

tr
ia

l, 
at

 tr
ia

l c
on

cl
us

io
n 

an
d 

6–
8

w
ee

ks
 a

ft
er

 tr
ia

l c
om

pl
et

io
n

Se
m

is
tr

uc
tu

re
d 

in
te

rv
ie

w
s, 

EO
RT

C 
QL

Q
-3

0,
 H

AD
S

Qu
al

ita
tiv

e 
th

em
es

 w
er

e:
 th

er
ap

eu
tic

 
al

lia
nc

e,
 tr

ia
l b

ur
de

n 
an

d 
se

ar
ch

in
g 

fo
r 

m
ea

ni
ng

. C
og

ni
tiv

e 
an

d 
em

ot
io

na
l 

fu
nc

tio
ni

ng
 w

er
e 

hi
gh

 a
nd

 fi
na

nc
ia

l 
co

nc
er

ns
, d

ia
rr

he
a,

 p
ai

n 
an

d 
sl

ee
p 

pr
ob

le
m

s 
w

er
e 

lo
w

. A
nx

ie
ty

 a
nd

 
de

pr
es

si
on

 w
er

e 
in

 th
e 

no
rm

al
 ra

ng
e 

th
ro

ug
ho

ut
 th

e 
tr

ia
l b

ut
 th

er
e 

w
er

e 
m

or
e 

pa
tie

nt
s 

w
ith

 s
ev

er
e 

an
xi

et
y 

(7
%

) 
at

 p
re

tr
ia

l t
ha

n 
at

 p
os

tt
ria

l (
1%

)

In
te

rv
ie

w
s 

re
ve

al
ed

 th
at

 Q
O

L 
w

as
 

af
fe

ct
ed

 m
or

e 
th

an
 th

e 
qu

es
tio

nn
ai

re
s 

sh
ow

ed
. M

ag
ni

tu
de

 
of

 q
ue

st
io

nn
ai

re
 s

co
re

s 
di

d 
no

t 
m

at
ch

 th
e 

ex
te

nt
 to

 w
hi

ch
 p

at
ie

nt
s 

re
po

rt
ed

 e
ff

ec
t o

n 
Q

O
L.

 F
or

 p
at

ie
nt

s, 
Q

O
L 

w
as

 b
ro

ad
er

 th
an

 a
llo

w
ed

 to
 

ex
pr

es
s 

on
 q

ue
st

io
nn

ai
re

s

[3
1]

26
 p

at
ie

nt
s w

ith
 p

re
vi

ou
s r

ad
ia

tio
n,

 
CP

T-
11

 a
nd

 c
hr

on
om

od
ul

at
ed

 5
-F

U
 

an
d 

FA
. 5

8%
 m

al
e,

 m
ed

ia
n 

ag
e 

61
 

(ra
ng

e 
38

–7
0)

. 8
1%

 c
ol

on
, 1

9%
 

re
ct

al
. 8

5%
 h

ad
 m

et
as

ta
se

s 
to

 th
e 

liv
er

. 8
5%

 h
ad

 a
 W

H
O 

pe
rf

or
m

an
ce

 
st

at
us

 o
f 0

5-
FU

 a
nd

 F
A 

w
er

e 
ad

m
in

is
te

re
d 

by
 a

 p
or

ta
bl

e 
pu

m
p 

fo
r 5

 
co

ns
ec

ut
iv

e 
da

ys
 e

ve
ry

 3
w

ee
ks

 
an

d 
CP

T-
11

 o
n 

da
y 

1 
ev

er
y 

3
w

ee
ks

 u
nt

il 
di

se
as

e 
pr

og
re

ss
io

n,
 in

to
le

ra
bl

e 
to

xi
ci

ty
 

or
 w

ith
dr

aw
al

Re
sp

on
se

 to
 tr

ea
tm

en
t w

as
 

as
se

ss
ed

 b
y 

CT
 s

ca
ns

 e
ve

ry
 th

re
e 

co
ur

se
s. 

Q
O

L 
w

as
 m

ea
su

re
d 

at
 

ba
se

lin
e,

 a
t 9

w
ee

ks
, a

nd
 e

ve
ry

 
9

w
ee

ks
 th

er
ea

ft
er

 u
si

ng
 th

e 
EO

RT
C 

QL
Q-

30

DL
T 

w
as

 o
bs

er
ve

d 
in

 s
ev

en
 p

at
ie

nt
s. 

N
eu

tr
op

en
ia

 w
as

 th
e 

m
os

t c
om

m
on

 
to

xi
ci

ty
 re

po
rt

ed
 in

 3
1%

 o
f p

at
ie

nt
s. 

D
ia

rr
he

a 
w

as
 th

e 
m

os
t s

er
io

us
 to

xi
ci

ty
 in

 
26

%
 o

f p
at

ie
nt

s. 
Tu

m
or

 g
ro

w
th

 c
on

tr
ol

 
in

 6
5%

 o
f p

at
ie

nt
s. 

M
ed

ia
n 

du
ra

tio
n 

of
 

re
sp

on
se

 w
as

 1
99

 d
ay

s 
an

d 
m

ed
ia

n 
ov

er
al

l s
ur

vi
va

l w
as

 3
59

 d
ay

s. 
QO

L 
m

ea
n 

sc
or

es
 re

m
ai

ne
d 

st
ab

le
 a

nd
 w

er
e 

no
t 

af
fe

ct
ed

 b
y 

di
ff

er
in

g 
do

se
s

It 
is

 p
os

si
bl

e 
to

 d
el

iv
er

 C
PT

-1
1 

w
ith

 
FF

 in
 p

re
tr

ea
te

d 
co

lo
re

ct
al

 c
an

ce
r 

pa
tie

nt
s 

w
ith

ou
t p

ro
du

ci
ng

 m
or

e 
si

de
 e

ff
ec

ts
 o

r a
ff

ec
tin

g 
QO

L

[2
8]

23
 m

al
e 

pa
tie

nt
s w

ith
 c

ar
ci

no
m

a 
of

 
th

e 
bl

ad
de

r, 
st

ag
e 

T2
-T

3.
 A

ll 
un

de
rw

en
t t

ra
ns

ur
et

he
ra

l 
re

se
ct

io
n,

 c
he

m
ot

he
ra

py
 a

nd
 

ra
di

at
io

n.
 M

ed
ia

n 
ag

e 
62

RT
 a

dm
in

is
te

re
d 

tw
ic

e 
da

ily
 a

nd
 

ch
em

ot
he

ra
py

 (g
em

ci
ta

bi
ne

) 
tw

ic
e-

w
ee

kl
y. 

Q
ue

st
io

nn
ai

re
 

co
m

pl
et

ed
 b

ef
or

e 
du

rin
g 

an
d 

af
te

r t
he

ra
py

FA
CT

-G
 a

nd
 a

 b
la

dd
er

 s
pe

ci
fic

 
ve

rs
io

n 
of

 th
e 

FA
CT

, (
FA

CT
-B

L)
 

N
o 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

s o
n 

th
e 

FA
CT

-G
 

or
 th

e 
FA

CT
-B

L 
be

tw
ee

n 
pa

tie
nt

s 
w

ho
 

re
ce

iv
ed

 g
re

at
er

 o
r l

es
s 

th
an

 2
0 

m
g/

m
2  

w
er

e 
fo

un
d 

at
 th

e 
th

re
e 

te
st

in
g 

pe
rio

ds
, 

al
th

ou
gh

 th
os

e 
w

ho
 h

ad
 h

ig
he

r d
os

es
 

re
po

rt
ed

 lo
w

er
 Q

OL
. T

ho
se

 w
ho

 
ex

pe
rie

nc
ed

 D
LT

 s
co

re
d 

lo
w

er
 in

 Q
OL

 
ge

ne
ra

lly
 a

nd
 s

pe
ci

fic
al

ly
 in

 p
hy

si
ca

l 
w

el
lb

ei
ng

Su
rg

er
y 

fo
llo

w
ed

 b
y 

ch
em

or
ad

ia
tio

n 
ha

s 
a 

si
gn

ifi
ca

nt
 e

ff
ec

t o
n 

QO
L.

 Q
OL

 
m

ea
su

re
s 

sh
ou

ld
 b

e 
in

cl
ud

ed
 in

 
or

de
r t

o 
be

tt
er

 u
nd

er
st

an
d 

pa
tie

nt
 

ex
pe

rie
nc

e.
 M

ea
su

rin
g 

QO
L 

m
ay

 
in

cr
ea

se
 c

om
pl

ia
nc

e 
w

ith
 tr

ea
tm

en
t

[2
9]



 
 

 
 

 
 

 

Author P
ro

of 

Carlson & Garland

6 Expert Rev. Pharmacoeconomics Outcomes Res. 5(5), (2005)

15
7 

pa
tie

nt
s 

(6
9 

in
 th

e 
U

SA
, 8

8 
in

 
th

e 
Eu

ro
pe

an
/A

us
tr

al
ia

n 
tr

ia
l).

 
Pa

tie
nt

s 
ha

d 
on

e 
of

 fi
ve

 tu
m

or
s 

(N
SC

LC
, h

ea
d 

an
d 

ne
ck

, c
ol

or
ec

ta
l, 

pr
os

ta
te

 o
r o

va
ria

n)

Pa
tie

nt
s 

w
er

e 
re

cr
ui

te
d 

fr
om

 
tw

o 
op

en
-l

ab
el

 P
ha

se
 I 

tr
ia

ls
. 

Q
ue

st
io

nn
ai

re
s 

w
er

e 
co

m
pl

et
ed

 
at

 b
as

el
in

e,
 d

ay
s 

14
 a

nd
 2

8 
of

 
th

e 
fir

st
 tr

ea
tm

en
t p

er
io

d,
 o

n 
th

e 
la

st
 d

ay
 o

f e
ac

h 
su

bs
eq

ue
nt

 
cy

cl
e,

 b
ef

or
e 

cl
in

ic
al

 
as

se
ss

m
en

t, 
be

fo
re

 p
at

ie
nt

s 
w

er
e 

in
fo

rm
ed

 o
f t

he
ir 

di
se

as
e 

st
at

us
 a

nd
 a

t t
ria

l w
ith

dr
aw

al

FA
CT

-G
 w

as
 u

se
d 

al
on

g 
w

ith
 th

e 
sp

ec
ifi

c 
su

bs
ca

le
s 

fo
r h

ea
d 

an
d 

ne
ck

, c
ol

or
ec

ta
l, 

pr
os

ta
te

 a
nd

 
ov

ar
ia

n.
 T

he
 F

AC
T-

L 
w

as
 u

se
d 

al
on

g 
w

ith
 it

s 
LC

S.
 T

OI
 

co
m

po
ne

nt
 o

f t
he

 F
AC

T 
w

as
 u

se
d 

to
 a

ss
es

s 
th

e 
m

or
e 

ph
ys

ic
al

 a
nd

 
fu

nc
tio

na
l a

sp
ec

ts
 o

f p
at

ie
nt

s 
QO

L

In
 th

e 
E/

A 
tr

ia
l: 

QO
L 

de
cr

ea
se

d 
fo

r t
ho

se
 

pa
tie

nt
s 

w
ith

 p
ro

st
at

e 
an

d 
ov

ar
ia

n 
ca

nc
er

, i
m

pr
ov

ed
 in

 th
os

e 
w

ith
 N

SC
LC

 
an

d 
re

m
ai

ne
d 

th
e 

sa
m

e 
in

 p
at

ie
nt

s 
w

ith
 

he
ad

 a
nd

 n
ec

k 
an

d 
co

lo
re

ct
al

 c
an

ce
r. 

In
 

th
e 

U
SA

 tr
ia

l, 
pa

tie
nt

s 
w

ith
 h

ea
d 

an
d 

ne
ck

 a
nd

 N
SC

LC
 s

ho
w

ed
 a

n 
im

pr
ov

em
en

t i
n 

QO
L 

w
he

re
as

 th
os

e 
w

ith
 

co
lo

re
ct

al
, o

va
ria

n 
an

d 
pr

os
ta

te
 c

an
ce

r 
de

m
on

st
ra

te
d 

a 
w

or
se

ni
ng

 in
 th

ei
r Q

O
L

Th
e 

FA
CT

 to
ol

s 
sh

ow
ed

 p
ro

m
is

in
g 

re
su

lts
 fo

r m
ea

su
rin

g 
Q

O
L 

an
d 

w
er

e 
se

ns
iti

ve
 to

 c
lin

ic
al

 c
ha

ng
e.

 P
at

ie
nt

s 
th

at
 w

er
e 

on
 v

ar
yi

ng
 d

os
ag

es
 

de
m

on
st

ra
te

d 
pa

tt
er

ns
 in

 th
ei

r Q
O

L 
re

sp
on

se
s. 

Sy
m

pt
om

at
ic

 
im

pr
ov

em
en

ts
 w

er
e 

ob
se

rv
ed

, 
re

su
lti

ng
 in

 b
et

te
r Q

OL
, e

sp
ec

ia
lly

 in
 

th
os

e 
w

ith
 N

SC
LC

 [3
2]

N
on

ra
nd

om
iz

ed
 p

ro
sp

ec
tiv

e 
tr

ia
l o

f 
92

 p
ar

tic
ip

an
ts

 (6
4 

in
 P

ha
se

 I 
gr

ou
p 

an
d 

28
 in

 th
e 

su
pp

or
tiv

e 
ca

re
 

gr
ou

p)
. O

f t
ho

se
, 7

0 
an

d 
36

%
 w

er
e 

ev
al

ua
bl

e 
re

sp
ec

tiv
el

y 
si

nc
e 

tw
o 

or
 

m
or

e 
Q

O
L 

ev
al

ua
tio

ns
 w

er
e 

co
m

pl
et

ed
. T

he
 m

aj
or

ity
 w

as
 m

al
e 

in
 b

ot
h 

gr
ou

ps
 a

nd
 th

e 
m

ed
ia

n 
ag

es
 w

er
e 

60
 a

nd
 6

2,
 re

sp
ec

tiv
el

y

Q
ue

st
io

nn
ai

re
s 

w
er

e 
co

m
pl

et
ed

 
be

fo
re

 tr
ea

tm
en

t b
eg

an
 a

nd
 

pr
io

r t
o 

ea
ch

 s
ub

se
qu

en
t 

co
ur

se
. T

he
 ti

m
e 

va
rie

d 
de

pe
nd

in
g 

on
 th

e 
ag

en
t b

ei
ng

 
us

ed
. F

or
 th

os
e 

re
ce

iv
in

g 
su

pp
or

tiv
e 

ca
re

, q
ue

st
io

nn
ai

re
s 

w
er

e 
ad

m
in

is
te

re
d 

at
 th

e 
tim

e 
th

ey
 w

er
e 

co
ns

id
er

ed
 in

el
ig

ib
le

 
fo

r t
he

 P
ha

se
 I 

tr
ia

l a
nd

 
th

en
w

ee
kl

y 
th

er
ea

ft
er

QO
L 

w
as

 m
ea

su
re

d 
us

in
g 

th
e 

LA
SA

 S
ca

le
. P

S 
w

as
 m

ea
su

re
d 

us
in

g 
th

e 
So

ut
hw

es
t O

nc
ol

og
y 

G
ro

up
 c

rit
er

ia
 a

nd
 w

as
 

de
te

rm
in

ed
 b

y 
th

e 
ph

ys
ic

ia
n

O
ve

ra
ll 

Q
O

L 
di

d 
no

t c
ha

ng
e 

fo
r t

he
 

Ph
as

e 
I g

ro
up

 b
ut

 d
ec

re
as

ed
 fo

r t
he

 
su

pp
or

tiv
e 

gr
ou

p 
in

 a
pp

et
ite

 a
nd

 
su

pp
or

t b
y 

do
ct

or
s 

an
d 

nu
rs

es
. T

he
 

pe
op

le
 w

ith
 m

or
e 

th
an

 tw
o 

ev
al

ua
tio

ns
 

in
 b

ot
h 

gr
ou

ps
 re

po
rt

ed
 a

 s
ig

ni
fic

an
t 

de
cr

ea
se

 in
 Q

OL
 a

s 
di

se
as

e 
pr

og
re

ss
ed

 
an

d 
tim

e 
pa

ss
ed

. P
S 

w
as

 s
ig

ni
fic

an
tly

 
co

rr
el

at
ed

 w
ith

 Q
O

L. 
Ph

as
e 

I g
ro

up
 h

ad
 

lit
tle

 c
ha

ng
e 

in
 P

S 
fr

om
 ti

m
e 

on
e 

to
 tw

o 
bu

t t
he

 s
up

po
rt

iv
e 

gr
ou

p 
re

po
rt

ed
 a

 
co

ns
id

er
ab

le
 d

ec
re

as
e.

 M
ed

ia
n 

su
rv

iv
al

 
tim

e 
fo

r t
he

 P
ha

se
 I 

gr
ou

p 
w

as
 4

m
on

th
s 

co
m

pa
re

d 
w

ith
 1

m
on

th
 fo

r t
he

 
su

pp
or

tiv
e 

gr
ou

p

QO
L 

an
d 

PS
 a

re
 n

ot
 a

ff
ec

te
d 

by
 o

ne
 

co
ur

se
 o

f P
ha

se
 I 

tr
ia

l. 
Th

e 
su

pp
or

tiv
e 

ca
re

 g
ro

up
’s 

re
du

ct
io

n 
in

 
su

pp
or

t f
ro

m
 d

oc
to

rs
 a

nd
 n

ur
se

s 
in

cr
ea

se
s 

th
e 

aw
ar

en
es

s 
th

at
 th

is
 

gr
ou

p 
m

ay
 n

ee
d 

co
nt

in
ue

d 
su

pp
or

t. 
Q

O
L 

an
d 

PS
 in

fo
rm

at
io

n 
is

 u
se

fu
l f

or
 

pa
tie

nt
s 

de
ci

di
ng

 o
n 

Ph
as

e 
I 

tr
ea

tm
en

t a
nd

 fo
r t

ho
se

 h
ea

lth
ca

re
 

pr
of

es
si

on
al

s 
re

co
m

m
en

di
ng

 it

[3
3]

25
 p

at
ie

nt
s 

w
ith

 m
et

as
ta

tic
 

pa
nc

re
at

ic
 c

an
ce

r r
ec

ei
ve

d 
ch

em
ot

he
ra

py
. 1

2 
pa

tie
nt

s 
w

er
e 

fe
m

al
e.

 M
ea

n 
ag

e 
w

as
 6

2.
7

ye
ar

s. 
M

aj
or

ity
 o

f m
et

as
ta

se
s 

w
er

e 
to

 th
e 

liv
er

Pa
tie

nt
s 

w
er

e 
tr

ea
te

d 
w

ith
 a

 
co

m
bi

na
tio

n 
of

 g
em

ci
ta

bi
ne

 
an

d 
do

ce
ta

xe
lw

ee
kl

y 
fo

r s
ev

en
 

di
ff

er
en

t d
os

ag
es

 o
f b

ot
h 

dr
ug

s

Si
de

 e
ff

ec
ts

 w
er

e 
as

se
ss

ed
 

ac
co

rd
in

g 
to

 W
H

O 
st

an
da

rd
s. 

EO
RT

C 
QL

Q-
30

 p
rio

r t
o 

be
gi

nn
in

g 
ea

ch
 c

he
m

ot
he

ra
py

 s
es

si
on

 a
nd

 
af

te
r c

om
pl

et
io

n

To
xi

c 
ef

fe
ct

s 
in

 fi
ve

 p
at

ie
nt

s 
pr

om
pt

ed
 

ce
ss

at
io

n 
of

 th
er

ap
y. 

Th
e 

m
ed

ia
n 

su
rv

iv
al

 ti
m

e 
w

as
 1

2.
2

m
on

th
s. 

Im
pr

ov
em

en
t i

n 
pa

in
 w

as
 o

bs
er

ve
d 

in
 

12
%

 o
f p

at
ie

nt
s, 

qu
al

ity
 o

f l
ife

 in
 2

0%
 

an
d 

ge
ne

ra
l h

ea
lth

ca
re

 c
on

di
tio

n 
in

 8
%

. 
11

 p
at

ie
nt

s 
as

se
ss

ed
 th

ei
r Q

O
L 

as
 w

or
se

 
th

an
 p

rio
r t

o 
th

er
ap

y

Th
e 

us
e 

of
 th

is
 re

gi
m

en
 is

 to
le

ra
bl

e,
 

bu
t w

hi
le

 Q
O

L 
im

pr
ov

ed
 in

 4
0%

 o
f 

pa
tie

nt
s, 

it 
de

cr
ea

se
d 

in
 a

lm
os

t h
al

f

[2
7]

56
 p

at
ie

nt
s 

w
ith

 re
cu

rr
en

t 
gl

io
bl

as
to

m
a 

(6
5%

) o
r a

na
pl

as
tic

 
as

tr
oc

yt
om

a 
(3

5%
). 

Al
l h

ad
 h

ad
 

pr
io

r s
ur

ge
ry

, r
ad

ia
tio

n 
an

d 
ch

em
ot

he
ra

py
. M

ed
ia

n 
ag

e 
w

as
 

49
.5

 w
ith

 a
 ra

ng
e 

of
 2

5–
67

. 6
5%

 
m

al
e

Pa
tie

nt
s 

w
er

e 
as

se
ss

ed
 a

t 
ba

se
lin

e 
an

d 
a 

fo
llo

w
-u

p 
pr

io
r 

to
 th

ei
r n

ex
t c

ou
rs

e 
of

 th
er

ap
y, 

us
ua

lly
m

on
th

ly
 u

nt
il 

no
 lo

ng
er

 
in

 th
e 

st
ud

y 
du

e 
to

 p
ro

gr
es

si
ng

 
di

se
as

e.
 M

RI
 a

nd
 n

eu
ro

co
gn

iti
ve

 
te

st
s 

w
er

e 
al

w
ay

s 
pe

rf
or

m
ed

Co
gn

iti
ve

 fu
nc

tio
ns

 w
er

e 
as

se
ss

ed
 b

y 
th

e 
D

ig
it 

Sp
an

, D
ig

it 
Sy

m
bo

l, 
H

op
ki

ns
 V

er
ba

l L
ea

rn
in

g 
Te

st
, C

on
tr

ol
le

d 
Or

al
 W

or
d 

As
so

ci
at

io
n,

 T
ria

l M
ak

in
g 

Te
st

, 
Pa

rt
 A

 a
nd

 B
, a

nd
 th

e 
G

ro
ov

ed
 

Pe
gb

oa
rd

. Q
OL

 w
as

 a
ss

es
se

d 
by

 
th

e 
FA

CT
-B

r a
nd

 a
bi

lit
y 

to
 

pe
rf

or
m

 d
ai

ly
 a

ct
iv

iti
es

 b
y 

th
e 

AD
L 

an
d 

FI
M

Pa
tie

nt
s 

w
er

e 
pe

rf
or

m
in

g 
w

el
l b

el
ow

 
no

rm
al

 o
n 

th
e 

co
gn

iti
ve

 ta
sk

s a
t b

as
el

in
e 

an
d 

w
er

e 
no

t f
ul

ly
 in

de
pe

nd
en

t i
n 

th
ei

r 
AD

L. 
Q

O
L 

w
as

 c
om

pa
ra

bl
e 

w
ith

 n
or

m
s o

f 
br

ai
n 

tu
m

or
 p

at
ie

nt
s. 

Co
gn

iti
ve

 
de

te
rio

ra
tio

n 
oc

cu
rr

ed
 in

 a
 m

ed
ia

n 
tim

e 
of

 7
.4

w
ee

ks
 a

nd
 w

as
 e

vi
de

nt
 5

0%
 

ea
rli

er
 th

an
 M

RI
 d

em
on

st
ra

te
d 

di
se

as
e 

pr
og

re
ss

io
n.

 Q
OL

 a
nd

 A
DL

 d
ec

re
as

es
 

w
er

e 
ob

se
rv

ed
 w

el
l a

ft
er

 M
RI

 
de

m
on

st
ra

te
d 

pr
og

re
ss

io
n.

 C
og

ni
tiv

e 
de

cl
in

e 
oc

cu
rr

ed
 a

pp
ro

xi
m

at
el

y 
6

w
ee

ks
 

be
fo

re
 ra

di
og

ra
ph

ic
 e

vi
de

nc
e.

 M
em

or
y 

an
d 

fin
e 

m
ot

or
 d

ec
lin

ed
 th

e 
m

os
t o

ve
ra

ll

QO
L 

m
ea

su
re

m
en

t i
s 

ha
rd

 b
ec

au
se

 
pa

tie
nt

s 
ha

d 
tr

ou
bl

e 
un

de
rs

ta
nd

in
g 

th
e 

qu
es

tio
ns

 a
nd

 h
ow

 to
 re

sp
on

d 
to

 
th

em
. C

og
ni

tiv
e 

as
se

ss
m

en
t w

as
 

ea
si

er
 in

 c
om

pa
ris

on
. C

og
ni

tiv
e 

fu
nc

tio
n 

ca
n 

pr
ed

ic
t t

um
or

 
re

cu
rr

en
ce

 in
 a

dv
an

ce
 o

f M
RI

. Q
OL

 
an

d 
AD

L 
de

cr
ea

se
s 

w
er

e 
se

en
 a

ft
er

 
tu

m
or

 p
ro

gr
es

si
on

[2
6]

Ta
bl

e 
2.

 S
um

m
ar

y 
of

 P
ha

se
 I 

st
ud

ie
s 

w
it

h 
qu

al
it

y 
of

 li
fe

 a
s 

an
 o

ut
co

m
e.

 

Su
bj

ec
ts

M
et

ho
ds

M
ea

su
re

s
Re

su
lt

s
Co

nc
lu

si
on

s
Re

f.



 
 

 
 

 
 

 

Author P
ro

of 

Quality of life in Phase I trials

www.future-drugs.com 7

74
7 

pa
tie

nt
s 

w
ith

 m
al

ig
na

nt
 

gl
io

m
a 

in
 a

 ra
nd

om
iz

ed
 d

os
e 

es
ca

la
tio

n 
Ph

as
e 

I/I
I t

ria
l o

f t
w

ic
e-

da
ily

 R
T 

w
ith

 c
ar

m
us

in
e.

 A
ge

 ra
ng

e 
w

as
 1

9–
70

, m
os

t p
at

ie
nt

s 
w

er
e 

m
al

e 
an

d 
ha

d 
a 

pr
io

r p
ar

tia
l 

re
se

ct
io

n.

Pa
tie

nt
s 

w
er

e 
ra

nd
om

iz
ed

 to
 

fo
ur

 a
rm

s o
f h

yp
er

fr
ac

tio
ne

d 
RT

 
or

 to
 tw

o 
ac

ce
le

ra
te

d 
hy

pe
rf

ra
ct

io
ne

d 
ar

m
s. 

Pa
tie

nt
s 

w
er

e 
as

se
ss

ed
 a

t t
im

e 
of

 
ra

nd
om

iz
at

io
n 

an
d 

at
 e

ac
h 

fo
llo

w
-u

p 
ap

po
in

tm
en

t m
ad

e 
by

 th
e 

ph
ys

ic
ia

n.
 N

um
be

r o
f 

fo
llo

w
-u

ps
 ra

ng
ed

 fr
om

 o
ne

 
to

 3
6

Da
ta

 w
er

e 
co

lle
ct

ed
 o

n 
15

 N
SS

 a
s 

w
el

l a
s 

an
y 

gr
ad

e 
1–

4 
to

xi
ci

tie
s. 

Q
O

L 
as

se
ss

ed
 b

y 
ev

al
ua

tin
g 

ch
an

ge
 fr

om
 b

as
el

in
e 

on
 th

e 
15

 
N

SS
, t

ak
in

g 
in

to
 c

on
si

de
ra

tio
n 

th
e 

se
ve

rit
y 

of
 e

ac
h 

sy
m

pt
om

 a
nd

 
th

e 
du

ra
tio

n 
sp

en
t i

n 
th

at
 

co
nd

iti
on

. Q
TI

M
E 

w
as

 c
al

cu
la

te
d 

to
 re

pr
es

en
t t

he
 m

ax
im

um
 

po
ss

ib
le

 ti
m

e 
(d

ay
s)

 fo
r e

ac
h 

pa
tie

nt
 w

ith
ou

t a
pp

re
ci

ab
le

 
ne

ur
ol

og
ic

 s
ym

pt
om

s. 
Q

AS
 

co
ns

id
er

s 
bo

th
 tr

ea
tm

en
t t

ox
ic

ity
 

an
d 

re
tr

ea
tm

en
t

Th
e 

av
er

ag
e 

Q
AS

 fo
r a

ll 
74

7 
pa

tie
nt

s w
as

 
18

.5
m

on
th

s. 
Th

e 
hy

pe
rf

ra
ct

io
ne

d 
ar

m
 

of
 7

2.
0 

G
y 

ha
d 

si
gn

ifi
ca

nt
ly

 lo
ng

er
 Q

AS
 

w
ith

 2
0.

8
m

on
th

s. 
Yo

un
ge

r p
at

ie
nt

s 
di

d 
si

gn
ifi

ca
nt

ly
 b

et
te

r t
ha

n 
ol

de
r p

at
ie

nt
s. 

Pa
tie

nt
s 

w
ith

 a
 lo

w
 K

PS
 d

id
 s

ig
ni

fic
an

tly
 

w
or

se
 th

an
 th

os
e 

w
ith

 a
 h

ig
he

r K
PS

. 
Pa

tie
nt

s 
w

ith
 a

 le
ss

er
 g

ra
de

 o
f t

um
or

 
ha

d 
an

 a
ve

ra
ge

 Q
AS

 o
f 4

6.
7

m
on

th
s 

vs
. 

9.
3

m
on

th
s. 

M
al

e 
pa

tie
nt

s 
ha

d 
a 

sl
ig

ht
ly

 
lo

ng
er

 Q
AS

 (1
7.

9
m

on
th

s)
 c

om
pa

re
d 

w
ith

 fe
m

al
es

 (1
3.

8)

QO
L 

is
 e

sp
ec

ia
lly

 im
po

rt
an

t i
n 

th
os

e 
pa

tie
nt

s 
w

ith
 h

ig
h 

gr
ad

e 
tu

m
or

s 
w

ho
 h

av
e 

a 
sh

or
t e

xp
ec

te
d 

su
rv

iv
al

 
tim

e.
 A

ge
 a

t d
ia

gn
os

is,
 g

ra
de

 o
f 

tu
m

or
 a

nd
 K

PS
 a

re
 a

ll 
im

po
rt

an
t 

de
te

rm
in

an
ts

 o
f o

ut
co

m
e.

 A
n 

ad
va

nt
ag

e 
w

as
 id

en
tif

ie
d 

fo
r t

he
 

in
te

rm
ed

ia
te

 d
os

e 
le

ve
l o

f 7
2.

0 
G

y 
fo

r a
ll 

pa
tie

nt
s. 

Ad
di

ng
 a

n 
ob

je
ct

iv
e 

m
ea

su
re

 o
f Q

OL
 m

ay
 h

el
p 

de
fin

e 
a 

co
st

-e
ff

ec
tiv

e 
tr

ea
tm

en
t

[5
]

40
 p

at
ie

nt
s 

w
ith

 C
U

PS
 o

r 
oe

so
ph

ag
ag

as
tr

ic
/p

an
cr

ea
tic

 
ad

en
oc

ar
ci

no
m

a.
 M

ea
n 

ag
e 

w
as

 5
9 

an
d 

57
.5

%
 w

er
e 

m
al

e.
 3

0 
pa

tie
nt

s 
ha

d 
CU

PS
, n

in
e 

ha
d 

oe
so

ph
ag

ag
as

tr
ic

 c
an

ce
r a

nd
 o

ne
 

ha
d 

pa
nc

re
at

ic
 c

an
ce

r

Ch
em

ot
he

ra
py

 re
gi

m
en

 o
f b

ol
us

 
in

tr
av

en
ou

s 
5-

FU
 le

uc
ov

or
in

 o
n 

da
ys

 1
–5

 a
nd

 c
ar

bo
pl

at
in

 o
n 

da
y 

3.
 T

he
 c

he
m

ot
he

ra
py

 
re

gi
m

en
 w

as
 re

pe
at

ed
 e

ve
ry

 
4

w
ee

ks
. T

re
at

m
en

t w
as

 st
op

pe
d 

af
te

r t
he

 s
ix

th
 c

ou
rs

e 
un

le
ss

 
re

sp
on

se
 w

as
 s

ho
w

n

To
xi

ci
ty

 w
as

 a
ss

es
se

d 
us

in
g 

W
H

O
 

gu
id

el
in

es
. B

ef
or

e 
ea

ch
 

ch
em

ot
he

ra
py

 tr
ea

tm
en

t, 
pa

tie
nt

s 
w

er
e 

in
te

rv
ie

w
ed

 
re

ga
rd

in
g 

th
ei

r t
ox

ic
ity

 a
nd

 
sy

m
pt

om
at

ic
 im

pr
ov

em
en

ts
. T

he
 

EO
RT

C 
QL

Q-
30

 w
as

 c
om

pl
et

ed
 

be
fo

re
 c

he
m

ot
he

ra
py

, a
ft

er
 

co
ur

se
s 

th
re

e,
 s

ix
, a

nd
 e

ig
ht

 a
s 

ap
pl

ic
ab

le

68
.7

%
 e

xp
er

ie
nc

ed
 a

 g
ra

de
 3

 o
r 4

 
to

xi
ci

ty
 a

nd
 1

9 
pa

tie
nt

s 
re

qu
ire

d 
do

se
 

re
du

ct
io

ns
. O

ne
 to

xi
c 

de
at

h 
oc

cu
rr

ed
. 

Sy
m

pt
om

at
ic

 re
sp

on
se

 w
as

 
de

m
on

st
ra

te
d 

by
 a

n 
im

pr
ov

em
en

t i
n 

50
%

 o
f p

at
ie

nt
s 

w
ith

 d
ys

ph
ag

ia
, 

79
%

 o
f p

at
ie

nt
s 

w
ith

 re
flu

x,
 7

1%
 o

f 
pa

tie
nt

s 
w

ith
 p

ai
n 

an
d 

80
%

 o
f p

at
ie

nt
s 

w
ith

 n
au

se
a.

 8
6%

 o
f t

he
 p

at
ie

nt
s 

ga
in

ed
 w

ei
gh

t. 
N

o 
si

gn
ifi

ca
nt

 
im

pr
ov

em
en

t o
r d

et
er

io
ra

tio
n 

in
 

Q
O

L 
co

ul
d 

be
 s

ho
w

n

Th
is

 c
he

m
ot

he
ra

py
 re

gi
m

en
 s

ho
w

ed
 

co
m

pa
ra

bl
e 

re
su

lts
 to

 o
th

er
 

pl
at

in
um

 b
as

ed
 re

gi
m

en
s 

in
 p

at
ie

nt
s 

w
ith

 C
U

PS
, g

oo
d 

sy
m

pt
om

at
ic

 
im

pr
ov

em
en

t a
nd

 n
o 

de
te

rio
ra

tio
n 

in
 Q

O
L 

[3
4]

10
 p

at
ie

nt
s (

si
x 

w
om

en
) i

nv
ol

ve
d 

in
 

Ph
as

e 
I t

ria
ls

. e
ig

ht
 w

er
e 

on
 a

 
co

m
bi

na
tio

n 
of

 fl
uo

ro
ur

ac
il,

 fo
lin

ic
 

ac
id

 a
nd

 in
te

rf
er

on
 a

nd
 th

e 
ot

he
r 

tw
o 

w
er

e 
ta

ki
ng

 p
ro

pr
ie

ta
ry

 
ex

pe
rim

en
ta

l d
ru

gs
. A

ge
 ra

ng
ed

 
fr

om
 4

5–
71

 a
nd

 a
 v

ar
ie

ty
 o

f 
ca

nc
er

s 
w

er
e 

re
pr

es
en

te
d.

Da
ily

 d
ia

ry
 k

ep
t a

nd
 th

e 
M

AC
, 

H
AD

S 
an

d 
RC

SL
 c

om
pl

et
ed

 
be

fo
re

 th
e 

tr
ia

l. 
Af

te
r t

he
 tr

ia
l, 

th
e 

H
AD

S 
an

d 
RS

CL
 w

er
e 

re
pe

at
ed

. P
at

ie
nt

s 
w

er
e 

in
te

rv
ie

w
ed

 o
ve

r t
he

 n
ex

t 
4

w
ee

ks
 to

 a
ss

es
s 

th
ei

r 
ex

pe
rie

nc
e 

an
d 

m
ot

iv
at

io
ns

 fo
r 

pa
rt

ic
ip

at
io

n

Ad
ju

st
m

en
t w

as
 m

ea
su

re
d 

w
ith

 
th

e 
M

AC
 sc

al
e.

 M
en

ta
l h

ea
lth

 w
as

 
as

se
ss

ed
 u

si
ng

 th
e 

H
AD

S 
an

d 
Q

O
L 

w
ith

 th
e 

RS
CL

. T
he

 d
ai

ly
 d

ia
ry

 w
as

 
co

m
pr

is
ed

 o
f t

hr
ee

 p
ar

ts
: 1

3-
ite

m
 

ch
em

ot
he

ra
py

 a
nd

 d
is

ea
se

 
re

la
te

d 
sy

m
pt

om
 c

he
ck

lis
t; 

A 
m

oo
d 

as
se

ss
m

en
t i

nc
lu

di
ng

 tw
o 

qu
es

tio
ns

 fr
om

 e
ac

h 
of

 th
e 

PO
M

S 
su

bs
ca

le
s;

 a
nd

 p
sy

ch
ol

og
ic

 
co

pi
ng

 w
as

 b
as

ed
 o

n 
ei

gh
t i

te
m

s 
fr

om
 th

e 
CO

PE
 s

ca
le

Se
ek

in
g 

so
ci

al
 s

up
po

rt
 fo

r i
ns

tr
um

en
ta

l 
an

d 
em

ot
io

na
l r

ea
so

ns
 fl

uc
tu

at
ed

 o
ve

r 
th

e 
co

ur
se

 o
f t

he
 tr

ia
l, 

be
in

g 
m

or
e 

co
m

m
on

 d
ur

in
g 

tim
es

 o
f h

os
pi

ta
liz

at
io

n 
Ps

yc
ho

lo
gi

c 
w

el
lb

ei
ng

 d
id

 n
ot

 
si

gn
ifi

ca
nt

ly
 fl

uc
tu

at
e 

ov
er

 th
e 

co
ur

se
 o

f 
th

e 
tr

ia
l. 

Th
e 

m
ea

n 
sc

or
e 

of
 th

e 
H

AD
S 

an
xi

et
y 

su
bs

ca
le

 im
pr

ov
ed

 b
ut

 n
ot

 th
e 

de
pr

es
si

on
 s

ca
le

. T
he

re
 w

er
e 

no
 

si
gn

ifi
ca

nt
 re

su
lts

 o
n 

th
e 

ph
ys

ic
al

 
sy

m
pt

om
 s

ub
sc

al
es

Co
pi

ng
 re

sp
on

se
s 

ch
an

ge
 o

ve
r t

im
e 

w
hi

le
 in

 a
 P

ha
se

 I 
tr

ia
l, 

pa
rt

ic
ul

ar
ly

 
af

te
r b

ei
ng

 h
os

pi
ta

liz
ed

. T
he

re
 w

er
e 

si
gn

ifi
ca

nt
 d

iff
er

en
ce

s 
in

 in
di

vi
du

al
 

co
pi

ng
 s

ty
le

s. 
Th

is
 s

am
pl

e 
w

as
 n

ot
 

hi
gh

ly
 d

is
tr

es
se

d 
an

d 
w

as
 

co
m

pa
ra

bl
e 

to
 o

th
er

 p
ub

lis
he

d 
re

po
rt

s. 
Q

O
L 

m
ay

 b
e 

im
pr

ov
ed

 b
y 

th
e 

in
te

ns
e 

co
nt

ac
t w

ith
 s

ta
ff

 
du

rin
g 

th
e 

tr
ia

l a
nd

 th
es

e 
re

su
lts

 
su

pp
or

t t
he

 n
ot

io
n 

th
at

 th
er

e 
m

ay
 b

e 
ps

yc
ho

lo
gi

c 
be

ne
fit

s 
to

 p
ar

tic
ip

at
io

n

[3
5]

AD
L:

 A
ct

iv
iti

es
 o

f d
ai

ly
 li

vi
ng

; C
PT

: 1
1-

Iri
no

te
ca

n;
 C

T:
 C

om
pu

te
d 

to
m

og
ra

ph
y;

 C
U

PS
: C

ar
ci

no
m

a 
of

 u
nk

no
w

n 
pr

im
ar

y;
 D

LT
: D

os
e 

lim
iti

ng
 to

xi
ci

ty
; E

OR
TC

 Q
LQ

-C
30

: E
ur

op
ea

n 
O

rg
an

iz
at

io
n 

fo
r R

es
ea

rc
h 

an
d 

Tr
ea

tm
en

t o
f C

an
ce

r Q
ua

lit
y 

of
 L

ife
 Q

ue
st

io
nn

ai
re

; 5
-F

U
: 5

-f
lu

or
ou

ra
ci

l; 
FA

: F
ol

in
ic

 a
ci

d,
 F

AC
T-

Fu
nc

tio
na

l A
ss

es
sm

en
t o

f C
an

ce
r T

re
at

m
en

t; 
FI

M
: F

un
ct

io
na

l I
nd

ep
en

de
nc

e 
M

ea
su

re
; H

AD
S:

 H
os

pi
ta

l A
nx

ie
ty

 a
nd

 D
ep

re
ss

io
n 

Sc
al

e;
 K

PS
: K

ar
no

fs
ky

 P
er

fo
rm

an
ce

 
Sc

al
e;

 L
AS

A:
 L

in
ea

r a
na

lo
g 

se
lf-

as
se

ss
m

en
t; 

LC
S:

 L
un

g 
Ca

nc
er

 S
ub

sc
al

e;
 M

AC
: M

en
ta

l a
dj

us
tm

en
t t

o 
ca

nc
er

; M
RI

: M
ag

ne
tic

 re
so

na
nc

e 
im

ag
in

g;
 N

SC
LC

: N
on

sm
al

l c
el

l l
un

g 
ca

nc
er

; N
SS

: N
eu

ro
lo

gi
c 

si
gn

s 
an

d 
sy

m
pt

om
s;

 
PO

M
S:

 P
ro

fil
e 

of
 M

oo
d 

St
at

es
; P

S:
 P

er
fo

rm
an

ce
 s

ta
tu

s;
 Q

AS
: Q

ua
lit

y-
ad

ju
st

ed
 s

ur
vi

va
l; 

QO
L:

 Q
ua

lit
y 

of
 li

fe
; Q

TI
M

E:
 Q

ua
lit

y 
su

rv
iv

al
 ti

m
e;

 R
CS

L:
 R

ot
te

rd
am

 S
ym

pt
om

 C
he

ck
lis

t, 
RT

: R
ad

ia
tio

n 
Th

er
ap

y;
 S

EI
QO

L-
DW

: S
ch

ed
ul

e 
fo

r t
he

 
ev

al
ua

tio
n 

of
 in

di
vi

du
al

 q
ua

lit
y 

of
 li

fe
-d

ire
ct

 w
ei

gh
tin

g;
 T

O
I: 

Tr
ia

l o
ut

co
m

es
 in

de
x;

 W
H

O:
 W

or
ld

 H
ea

lth
 O

rg
an

iz
at

io
n.

Ta
bl

e 
2.

 S
um

m
ar

y 
of

 P
ha

se
 I 

st
ud

ie
s 

w
it

h 
qu

al
it

y 
of

 li
fe

 a
s 

an
 o

ut
co

m
e.

 

Su
bj

ec
ts

M
et

ho
ds

M
ea

su
re

s
Re

su
lt

s
Co

nc
lu

si
on

s
Re

f.



 
 

 
 

 
 

 

Author P
ro

of 

Carlson & Garland

8 Expert Rev. Pharmacoeconomics Outcomes Res. 5(5), (2005)

Interestingly, in one study, trial participation resulted in
increased QOL on the FACT in patients with lung cancer, but
decreased QOL in patients with prostate and ovarian cancer,
whereas in patients with head and neck and colorectal cancer
there was no change [32]. This may point to the importance of
considering baseline QOL prior to trial participation in differ-
ent groups. Typically, QOL for patients with lung cancer is
amongst the lowest, so trial participation may lead to QOL
improvements as new drugs may forestall some of the disease
progression causing symptomatology, whereas for patients with
prostate and ovarian cancer who may not be as symptomatic at
the outset, introducing more toxicity may lead to decreased
QOL levels.

Other research has highlighted the importance of qualitative
data in fully understanding QOL issues in trial participants.
Although standard questionnaires revealed either no changes or
small decreases in anxiety, clinical interviews showed more
QOL effects than questionnaires reported; the magnitude of
the questionnaire scores did not match what the patients said
about effects on QOL. For the patients, QOL was determined
more broadly than what the questionnaires (the EORTC and
HADS) measured [31]. This is a common criticism of HRQOL
measures: they focus primarily on domains of QOL that are
directly related to physical health, such as functional status, but
often disregard other aspects of import in people’s lives, such as
spirituality, family relationships and positive growth.

Indeed other studies have found that patients nominate
health and family as equally important using the SEIQOL
[9,10]. However, a recent study found the most commonly spon-
taneously nominated areas of QOL for patients in a Phase I
trial were family relationships, activities and friends, with sur-
prisingly few mentions of health status [14]. This type of study
highlights the importance of not overlooking the subjective and
individualized evaluation of patients themselves, where areas
that determine QOL may not always correspond to those meas-
ured by most HRQOL measures summarized in TABLE 1.

Other researchers have used QAS as an outcome – one of the
measures that combines both length of survival with QOL dur-
ing that time. Using this technique, researchers were able to
demonstrate that a particular treatment regimen provided
longer QAS than others [5]. This type of analysis is important as
it takes into account not just increased duration of survival due
to a particular treatment, but also how a patient feels during that
time. For patients who often value QOL as highly as quantity
this may be a much more meaningful way to report primary
outcomes of these types of trials [11].

Issues regarding quality-of- life measurement in Phase I trials
Despite obvious advantages to both patients and practitioners,
the measurement of QOL in patients with advanced cancer is
vulnerable to some serious methodologic concerns. Of utmost
relevance is the prevalence of missing data. Given the fact that
patients enrolled in these trials have advanced cancers, the per-
centage of data lost due to death and deteriorating health is a
valid concern. For example, in a Phase II/III study that examined

QOL, the percentage of data lost for this reason was 46% [36].
This makes it difficult to determine the longitudinal effect of
the trial on the QOL of the sample due to reductions in sample
size. A further problem with this area of research is the bias that
results from using only the QOL data from patients who are
well enough to complete the questionnaires and survive long
enough to complete all assessments [36]. This may be one expla-
nation for the absence of QOL change reported in some of the
studies this authors reviewed. A study by the Meta-analysis
Group in Cancer [37] found that the patients who remained in
the trial had relatively stable QOL compared with the QOL of
those who withdrew due to deterioration or death. Addition-
ally, the relatively small sample sizes involved in Phase I trials
and the lack of comparison groups makes the interpretation of
QOL results difficult [24]. Although this limitation may affect
the ability to make definitive conclusions, the results obtained
can provide an idea of the QOL areas potentially affected, and
Phase II/III studies can be designed with these in mind [38].
Sophisticated statistic techniques for determining if data are
missing at random or systematically, and imputing missing
data, are available in these situations [2].

Trends in recent years have been moving towards evidenced-
based medicine and clinical practice guidelines, guided by the
outcomes movement of the early 1990s. More recently, empha-
sis has been placed on the use of PROs in determining the evi-
dence upon which clinical decisions are based, and guidelines
developed for choosing appropriate PRO measures [1,39]. The
authors’ argument that QOL outcomes should be factored into
determining the toxicity of treatments is consistent with this
patient-focused trend. The choice of appropriate QOL meas-
ures should be guided by the conceptual question a researcher
wishes to address. For measuring what we have called toxicity,
measures that focus on functional and practical abilities likely
to be directly affected by the treatment might be most relevant.
Norms and cutoff scores for what would be considered grades
of toxicity on QOL measures of this nature have yet to be
delineated. However, for measures of distress, reliable cutoffs
have been determined. It could be stated in a trial protocol that
any escalation of distress beyond clinical cutoffs be considered
toxic to patients. The Brief Symptom Inventory, Beck Depres-
sion Inventory, Center for Epidemiological Studies-Depression
Scale and HADS all have well-established clinical cutoff criteria
that could be utilized in this manner. Whether escalation in
distress would be directly due to toxicity of the drugs given, or
the effect of the stress of participating in a trial itself, could be
clarified using qualitative methods.

If the question is one of considering the trade-off of QOL
for quantity of life, composite measures such as QAS take
into account not only how long a person survives following a
treatment, but what the quality of that time is likely to be.
The advantage of this approach tends to be on a societal
level, when making policy decisions regarding standard
treatments and clinical guidelines. The disadvantage of
QAS-type measures, however, is that a universally deter-
mined QOL value is usually applied to all people having
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undergone the procedure in question. While this may be
accurate on an aggregate level, it does not necessarily apply
to each individual. Indeed, individuals vary considerably in
their own self-rated QOL following identical treatments.

With the limitations and methodologic concerns of quantita-
tive measures of QOL in mind, some researchers have moved
towards using qualitative measures or a combination of research
methods to understand the experience of patients participating
in Phase I clinical trials. This may be advantageous if the inten-
tion of the study is to understand the whole experience of the
patient, considering that some quantitative measures focus
more on physical and functional QOL and less on psychologic
QOL [38]. Qualitative methods might also help to distinguish
between the direct effects of an investigational agent on QOL,
and the positive or negative effects of simply participating in a
Phase I trial. It would seem important to attempt to disentangle
the effects of participation itself on hopes and expectations
from the toxic or beneficial effects of the treatments directly on
QOL. Some combination of standardized HRQOL measures
and subjective reports of patient experience may help with this
process of disentangling.

Summary & conclusions
Phase I clinical trials serve as the initial introduction of a novel
therapeutic in human beings and play an important role in the
development of effective treatments for cancer and many other
serious illnesses. Although patients identify QOL to be as
important as quantity of life, QOL is not routinely assessed in
these trials. Adding QOL assessments in Phase I trials results in
several benefits to patients and researchers, despite difficulties
such as collecting full longitudinal data and choosing appropri-
ate measures. Patients may feel more cared for as a whole per-
son when their wellbeing is monitored, and this type of assess-
ment may enhance retention rates in Phase I trials, as suggested
by Herman [29].

Researchers benefit from QOL assessments as a method to
translate clinical changes into patient-centered outcomes [1].
This is particularly significant in Phase I trials where disease
response is not an endpoint and the preservation of QOL may
be of utmost importance to the patient. In addition, patients
may be able to influence the delivery of clinical trials by trans-
lating their experience into meaningful recommendations for
the future. This is demonstrated in the results reported by Cox
where an analysis of interviews revealed five suggestions to
inform and improve clinical trial management [25]. Lastly,
patients may be more capable to choose whether to participate
in clinical trials if they are made aware of the effect that the trial
may have on their QOL. The informed patient can make the
choice between the impact of adverse events or toxicity versus
potentially small gains in survival.

Unfortunately, our knowledge about QOL effects on Phase I
trials is very limited due to the paucity of studies including
such measures; however, those that have monitored QOL
revealed interesting findings. Results were quite mixed, with
studies showing improved QOL, particularly decreased anxiety

levels, while others documented decreases in HRQOL or no
changes. Part of these discrepancies may be due to the base-
line QOL of patients entering the trial, the toxicity profiles of
the specific agents being tested and the QOL outcome meas-
ures used. The usual HRQOL measures may be lacking a
broad enough assessment of patients’ concerns and factors
that affect their QOL. Therefore, qualitative methods (e.g.,
interviews and focus groups) or the use of questionnaires such
as the SEIQOL-DW, which measures the patients own nomi-
nated list of important life domains, may better reflect the
important areas of QOL for individual patients.

Expert commentary
Phase I trials in oncology are primarily used to determine
toxicity and dosing. Researchers have an ethical obligation to
assure that these trials do not harm participants, including
harm to QOL. Therefore, within the bounds of methodo-
logic limitations, QOL assessments may currently be an
important endpoint to consider and especially so in the
future. Given the importance of QOL to patients in deci-
sion-making about undergoing new treatments, and the
potential and observed impact of Phase I trial participation
on QOL, it seems important that QOL should be considered
when evaluating any novel intervention and be integrated
into the concept of measuring the toxicity of the treatment.
For this purpose, specific criteria defining QOL toxicity need
to be developed. In addition to investigating the direct
impact of the treatment on QOL, the psychologic effects of
being part of such a trial need to be further explored in this
vulnerable group of patients. Researchers may also want to
consider measuring QOL in novel ways in these smaller tri-
als, where qualitative methods such as interviews would be
more manageable.

Methodologic and conceptual issues around QOL assess-
ment such as choice of measurements, missing data and inter-
pretation need to be taken into account when designing trials,
but do not negate the usefulness of the data gathered, as indi-
cated by review of the few studies that have thus far included
QOL assessment. Interesting results regarding effects of treat-
ment on HRQOL in different groups of patients, and the
trade-off between QOL and quantity of life associated with
different treatments were found that will be useful for clinical
decision-making. The data provided from papers that assessed
patients attitudes, beliefs and misconceptions about trial par-
ticipation documented the large gulf between what really hap-
pens in Phase I trials (i.e., very little direct benefit to trial par-
ticipants), and what patients believe to be the potential
outcomes (a good chance of personal benefit). This highlights
the possible ethical conflicts in conducting this type of
research, and the vulnerability of these patients. Therefore,
using QOL assessment to verify that trial participation is not
directly harmful to patients is an ethically sound considera-
tion. It may be argued that researchers, in fact, have a moral
obligation to assure that patients are not psychologically or
spiritually harmed by such participation.
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Five-year view
Phase I research has moved increasingly into the evaluation of
different types of treatments beyond chemotherapy drugs and
radiation, and will continue this trajectory over the next 5 years.
Immune therapy, targeted gene therapy, anti-angiogenic factors
and combinations of modalities of treatments are becoming the
norm. In fact, a review of studies from 1991–2002 found that
more than two-thirds (71%) were using multiagent and multi-
modal treatments [18]. Therefore, the model of assessing toxicity
as the primary outcome may require some modification, as tradi-
tional markers of toxicity caused by chemotherapy drugs may
not be appropriate measures. For example, there may be no limit
to the dose of a targeted vaccine or gene therapy that an individ-
ual can tolerate, therefore, other endpoints are being developed
with these considerations in mind. In that context, QOL may
become an important marker of a treatment’s tolerability, as the
extreme markers of traditional toxicity may be absent. Norms
and cutoffs for QOL toxicity will need to be developed in order
to apply these considerations consistently.

In addition to these considerations, outcomes combining
economic analysis with measures of QAS will become increas-
ingly common in settings focused on the bottom line. There-
fore, further sophistication and training in methods of eco-
nomic analysis of costs and benefits of new interventions,
including integration of the crucial QOL component, will
become increasingly important.

Finally, conceptual and measurement issues around what con-
stitutes QOL, and how best to assess it, will continue to evolve.
Combining both qualitative (e.g., interviews, focus groups, obser-
vation or personally-selected QOL domains) and quantitative

(i.e., standard validated questionnaires) methods will become
increasingly popular [40]. The definition of what constitutes QOL
will also continue to evolve, perhaps incorporating not only the
standard HRQOL model of focusing on health-related items, but
also including broader assessment of the totality of the human
experience of cancer, which affects not only daily functioning and
symptoms, but also ones life priorities, values, beliefs and sense of
spirituality, interconnection with others and personal growth.
Whether these are appropriate domains to consider in the context
of testing new treatments for advanced cancer is in itself a valid
research question.

Hence, the field of advancing our knowledge of what it is
like for patients with incurable cancer to participate in the
development of novel therapeutics is still in its infancy. Ques-
tions remain about patient motivations, the nature of altruism
versus expectation of personal gain, informed consent and the
ethics of this type of research, in addition to toxicity questions
of specific agents. For the field to continue moving forward,
researchers may need to seriously consider these important
issues, and adopt QOL testing as a central part of the model
of Phase I development.
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Key issues

• Quality of life (QOL) is a specific term encompassing a broad spectrum of issues, including physical, social, cognitive, spiritual, 
emotional and role functioning as well as psychologic symptomatology and pain.

• Many measures and techniques exist for assessing QOL with considerable variation in what they measure, hence they are often 
not directly comparable with one another – researchers need to consider their own specific objectives when choosing measures 
(i.e., what would be most useful to know and for what reason?).

• Phase I cancer chemotherapy trials are designed as the first test of new drug compounds, typically in advanced stage patients with 
no other treatment options.

• Only approximately 5% of patients on Phase I trials will experience a tumor response from the treatment, but as many as 85% 
participate with hopes of personal benefit.

• Patients participating in Phase I trials feel that QOL is just as important as length of life.

• Due to the high expectations and vulnerability of patients going into Phase I trials, and the importance they place on QOL outcomes, 
these should be routinely measured in Phase I studies.

• Some studies that have measured QOL in Phase I trials have found few detrimental outcomes of the novel therapeutics, and some 
potential improvements, particularly on anxiety levels.

• Other studies found decreases in QOL over the course of Phase I trials.

• Problems with QOL measurement in Phase I trials such as missing data, drop-out of more ill patients, noncomparability of measures 
and choosing appropriate measures need to be considered in study designs.

• Despite these difficulties, future studies should include QOL measurement in Phase I trials as both an ethical and clinical imperative, 
respecting the importance of patient reported outcomes.
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