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Abstract: Predictors of changes in health-related quality of life (HRQOL) 

during chemotherapy in an advanced non-small cell lung cancer (NSCLC) 

patient population 

Objective: To identify predictors of changes in physical and mental HRQOL after 

two chemotherapy cycles in patients with NSCLC 

Methods: Forty-seven subjects with advanced NSCLC were evaluated before and 

after receiving two cycles of first-line chemotherapy. Predictors were pre­

chemotherapy 6-Minute Walk Test distance (6MWT), grip strength, 1-minute 

chair rise repetitions, Schwartz Cancer Fatigue Scale scores (SCFS), Lung Cancer 

Subscale scores (LCS) and Patient-Generated Subjective Global Assessment 

scores (PG-SGA). Outcomes were change in physical and mental component 

summaries (PCS and MCS) of the 36-item Short-Form Health Survey (SF-36). 

Multiple linear regression analyses were performed. 

Results: Adjusted for age, gender and chemotherapy combination, the SCFS 

scores and 6MWT distances explained 33% of the variance in MCS change 

(p<0.01). The PG-SGA scores explained 14% of the variance in PCS change 

(p=0.12). 

Conclusion: Clinical management of fatigue symptoms and physical performance 

may be useful for HRQOL optimization in NSCLC patients undergoing 

chemotherapy. 
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Abstrait: Facteurs predisposant aux changements en qualite de vie (QV) 

pendant la chimiotherapie aux patients atteint de cancer du poumon de stade 

avance (CPSA) 

But: Identifier les facteurs predisposant aux changements en QV pendant la 

chirniotherapie aux patients atteints de CPSA 

Methodologie: Quarante-sept sujets avec le CPSA etaient evalues avant et apres 

deux cycles de chirniotherapie. Les variables etaient le test de marche de 6-

rninutes (TM6), la force de prehension, les !eves de la chaise, les scores Schwartz 

Cancer Fatigue Scale (SCFS), les scores Lung Cancer Subscale et les scores 

Patient-Generated Subjective Global Assessment (PG-SGA) avant chirniotherapie 

et les changements en scores resumes psychiques (MCS) et physiques (PCS) du 

SF-36 apres chimiotherapie. Des analyses de regression lineaire multiple etaient 

executees. 

Resultats: Ajustes pour I' age, le sexe et la combinaison de chirniotherapie, les 

SCFS et TM6 ont explique 33% de la variance en changement de score MCS 

(p<O.Ol). Le PG-SGA a explique 14% du changement de score PCS (p=0.12). 

Conclusion: La gestion clinique de la fatigue et la performance physique serait 

utile pour ces patients. 
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Predictors of changes in health-related quality of life during chemotherapy 

in an advanced non-small cell lung cancer patient population 

1. Introduction 

Chemotherapy can prolong survival for patients with advanced non-small cell 

lung cancer (NSCLC) and may also improve health-related quality of life 

(HRQOL). Many of the factors influencing HRQOL may potentially be better 

managed with non-invasive interventions. However, little is known about which 

factors contribute the most to changes in HRQOL during chemotherapy. This 

study will enable a better understanding of the primary factors influencing 

HRQOL in NSCLC patients undergoing chemotherapy and will allow for 

optimally targeted management. The goal of this study is to identify predictors of 

changes in physical and mental HRQOL during chemotherapy in individuals with 

advanced NSCLC, where predictors include baseline functional walking capacity, 

grip strength, chair rise performance, fatigue symptoms, lung cancer symptoms 

and nutritional status. 

2. Health-related quality of life 

2.1 Definition: The World Health Organization Quality of Life Group (1994) has 

defined quality of life as "the individual's perception of their position in the 

context of the culture in which they live and in relation to their goals, 

expectations, standards and experiences. It is a broad ranging concept affected in a 

complex way by the persons' physical health, psychological state, level of 

independence, social relationships and their relationship to salient features of their 

environment." 1 The concept of HRQOL refers to specific aspects of quality of li fe 

that are related to the health of the individuai.2
·
3 

2.2 The model of patient outcomes by Wilson and Cleary: Wilson and Cleary 

( 1995) developed a model that describes five levels of patient outcomes (Figure 

I ).4•
5 The first level of the model addresses basic markers of health status: 

biological and physiological variables. The second level, symptom status, 
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includes physical, cognitive, and emotional symptoms. The third level is 

functional status and considers physical, psychological, social, and role 

functioning. The fourth level, general health perceptions, integrates all the 

previous levels to impact overall quality of life, the fifth level of the model. The 

model also considers characteristics related to the individual and the environment 

and their influence on the various levels related to quality of life. The framework 

for this study fits well under this model by studying various factors in NSCLC 

patients, including individual and disease characteristics (biological and 

physiological variables), nutritional, fatigue and other lung cancer symptoms 

(symptom status), as well as functional walking capacity, chair rise performance 

and grip strength (functional status), and their ability to predict changes in 

HRQOL. 

Psychological 
SUpp<YL~ 

Social and 
f!COOOIT1 ic 
'iupports 

psychologiall 
/ supports 

Figure I. Wilson and Cleary model of health-related quality of life4 

3. Background 

3.1 Lung cancer: Statistics from the Canadian Cancer Society reveal that the 

estimated number of new cases for lung cancer in Canada is 23 400 for the year 

2009.6 Lung cancer is the leading cause of cancer death in both men and women 
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in Canada.6•
7 The average time of survival after diagnosis of lung cancer is one 

year and only about 15% of lung cancer patients survive five years after 

diagnosis.6•
7 Individuals with advanced stage lung cancer (stages illa, Illb and IV) 

have a five-year survival rate of less than five percent.7 During this time, people 

with lung cancer face multiple functional limitations and challenges due to the 

pathophysiological progression of the disease, the side effects of various medical 

treatments, and the physical and psychosocial consequences of having the disease. 

3.2 Lung cancer treatment: Medical interventions for lung cancer include 

radiotherapy, chemotherapy and supportive care, whereas the only potentially 

curative treatment for lung cancer is surgical resection. While these surgical 

procedures may produce functional limitations, lung resection remains the most 

optimal treatment method for lung cancer. However, lung resection is often 

performed on individuals with earlier stages of cancer where the disease is 

localized, due to better prognosis and survival rates with such treatment.8 Non­

surgical medical interventions, including radiotherapy, supportive care and 

chemotherapy, consist of the standard treatment options for those with advanced 

lung cancer. According to the Non-Small Cell Lung Cancer Collaborative Group 

(2000), radiotherapy is usually used when the tumour has spread within the chest, 

while supportive care is provided to relieve symptoms when the disease has 

spread beyond the chest.9 Chemotherapy can be given as adjuvant treatment (after 

surgical resection or with radiotherapy) or as first-line treatment (for advanced 

cancer stages) in NSCLC with the aim of providing modest survival benefits and 

additional symptom relief.9
-

12 However, the role of chemotherapy after surgical 

resection remains a subject of ongoing discussion. 13 

3.2.1 Chemotherapy treutment: Commonly used in the medical treatment of 

patients with lung tumours, chemotherapy works by systemically killing 

malignant cells that are in process of proliferation and can help prolong survival 

in these individuals.9 A number of randomized controlled trials have shown that 
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various types of chemotherapy, including docetaxel, carboplatin with etoposide, 

and other combination chemotherapies can provide survival benefits to patients 

with localized or advanced NSCLC. 14
-
16 Most research on chemotherapy in lung 

cancer has concentrated on identifying factors related to the treatment regimen, 

such as chemotherapy drug, dosage and duration, as well as patient 

characteristics, such as age, cancer type and stage, which predict the most 

beneficial effects on both survival and, more recently, HRQOL 

3.3 Health-related quality of life in lung cancer: Traditionally, lung cancer 

research has focused on determining the most effective treatments to increase 

survival rates. However, limited advances have been made in the treatment of 

lung cancer over the past few years. Due to the poor prognosis associated with 

lung cancer and the multiple side effects associated with its medical treatment, 

recent research has emphasized the importance of evaluating HRQOL in addition 

to survival for this patient population. 17 Lung cancer patients have generally been 

found to have poor HRQOL 18 

3.3.1 Effect of chemotherapy on HRQOL: A descriptive study by Silvestri et al. 

( 1998) revealed that many patients with advanced NSCLC would refuse 

chemotherapy for survival benefits of three months, but would accept it for 

improvement in HRQOL 19 Several studies in the past have demonstrated that 

chemotherapy, when compared to standard treatment, improves HRQOL in 

advanced lung cancer patients, primarily through the palliation of lung cancer 

symptoms.15
•
16

•
20

-
23 However, chemotherapy may lead to multiple acute and long­

term side effects, such as fatigue, nausea and peripheral neuropathy, all of which 

may impact function and quality of life.24
·
25 Other trials have shown that 

chemotherapy has no addeJ benefit on HRQOL. 1 1 
·
26 Some of these 

inconsistencies may be attributed to methodological differences. However, studies 

have demonstrated that factors, such as performance status and chemotherapy 

regimen, may affect the survival benefits obtained with chemotherapy in 
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advanced NSCLC patients?3
•
27

•
28 Similarly, other factors may also play a role in 

how chemotherapy impacts HRQOL in such patients. 

3.3.2 Factors related to changes in HRQOL during chemotherapy 

3.3.2 a) Patient and disease characteristics: A number of individual 

characteristics, such as gender, age and cancer type, have been identified in the 

literature as potential factors influencing how lung cancer patients respond to 

chemotherapy, in terms of HRQOL. Billingham et al. (2001) and Agra et al. 

(2003) found similar effects of chemotherapy on survival and HRQOL in various 

subgroups of lung cancer patients?9
•
30 Specific subgroups were created by age, 

sex, tumour stage, and histological cell type. However, survival differences 

according to performance status were found.29 Cullen et al. (1999) conducted two 

randomized trials and showed that chemotherapy improves survival without 

negatively changing HRQOL in both young, ambulatory patients with localized 

lung cancer and patients with advanced stage lung cancer.26 

3.3.2 b) Chemotherapy treatment properties: Various properties of chemotherapy 

treatment, including drug type, dosage, duration, frequency and the associated 

side effects, can potentially affect HRQOL. Ongoing research is being conducted 

to determine the most effective chemotherapy regimen to improve HRQOL, while 

maintaining survival benefits. Several studies and a recent systematic review on 

the topic have shown that different chemotherapy types and combinations provide 

similar benefits in HRQOL. 17
•
31

•
32 However, a randomized controlled trial by 

Belani et al. (2006) demonstrated that docetaxel-platinum regimens are superior to 

vinorelbine-cisplatin in improving HRQOL in advanced NSCLC patients?3 

Nonetheless, more studies are required in this fairly recent area of research to 

Jetermine the role of treatment properties on HRQOL changes with 

chemotherapy. 
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3.3.2 c) Other patient-related factors: Additional patient-related factors which 

may predict the effect of chemotherapy on HRQOL include measures of physical 

performance, such as functional walking capacity, grip strength and chair rise 

performance, as well as patient-reported outcomes of symptom status, such as 

fatigue and lung cancer symptoms, and nutritional status. Their role in predicting 

HRQOL changes with chemotherapy has been much less researched in the 

advanced NSCLC population. 

Physical performance: Physical performance refers to the execution of 

functional tasks and activities, such as walking, chair rise and grip strength.34 

These activities require several skills and functions, some of which may be 

impacted in the lung cancer population. For example, lower extremity strength is 

one of the various functions necessary for the ability to rise from a chair. 35
•
36 

Cachexia, muscle wasting which occurs as a result of tumour-induced increases in 

protein catabolism, may produce skeletal muscle weakness in cancer? 7 

Neurological changes due to chemotherapy-induced toxicity involve alterations to 

the sarcolemma, sarcoplasmic reticulum and mitochondrial membranes of muscle 

cells and can also result in reduced muscle force generation.38 Chemotherapy­

induced peripheral neuropathy can damage nerve fibers, axons and Schwann cells 

of motor neurons, causing muscle weakness, atrophy and hypotonia.39 

Additionally, several studies have documented a detrimental effect of lung cancer 

and treatment on pulmonary function and lung diffusing capacity.40
.
45 Individuals 

with cancer, including cancer survivors, may also present with various symptoms, 

such as fatigue and pain, as well as depression.46 Such findings can contribute to 

the reduced physical function that has been reported in individuals with advanced 

lung cancer.47
.48 

A number of cross-sectional studies have revealed that patients with 

advanced lung cancer have a lower measured walking performance, along with 

other physical activities, compared to healthy controls.47
.4

8 Self reports of lung 

cancer patients have also indicated that the greatest disruptions in physical activity 
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are in the performance of walking.49 Various cross-sectional studies have revealed 

that the performance of several physical activities, including chair rise, chair 

transfers and dressing tasks, is significantly worse in advanced lung cancer 

patients than in healthy controls.47
.48

•
50

•
51 

Impaired physical performance due to the effects of lung cancer and its 

treatment has shown to bring about functional limitations in individuals with 

advanced lung cancer, which can contribute to changes in HRQOL. Self-reported 

physical function and role function have been found to be highly correlated in 

lung cancer patients prior to and after chemotherapy. 52 A recent cross-sectional 

study has demonstrated that functional walking capacity is positively correlated 

with global HRQOL in advanced NSCLC patients.18 In lung cancer patients 

undergoing resection, better baseline functional walking capacity is shown to be 

associated with improved physical function and HRQOL post-operatively. 53 

Kasymjanova et al. (2009) have demonstrated that baseline functional walking 

capacity may also be predictive of survival in advanced NSCLC patients 

undergoing chemotherapy. 54 

Fatigue symptoms: Fatigue refers to the subjective feeling of reduced energy and 

has both physical and psychological components to it. The biological mechanisms 

behind cancer-related fatigue are not clear and several hypothetical explanations 

related to the cancer diagnosis and cancer treatment have been identified by 

Morrow et al. (2002). These include: a) the exacerbation of anemia with certain 

cancer treatments (such as cisplalin); b) the abnormal generation or use of 

adenosine triphosphate (ATP), potentially related to reduced food intake, 

synthesis of depleted cellular ATP and altered muscle metabolism; c) the presence 

of vagal afferent activation as a response to pathogenic invasion and the release of 

pro-inflammatory mediators; and d) serotonin dysregulation due to the "cytokine 

cascade" due to elevated levels of tumour necrosis factor. 55 Other potential 

reasons for fatigue include the physical and emotional demands of cancer 

treatment, as well as psychological distress. 
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Okuyama et al. (2001) demonstrated that more than 80% of advanced lung 

cancer patients experience some degree of fatigue. 56 Data reported by Pater et al. 

( 1997) from ten clinical trials with 2390 patients revealed that individuals with 

lung and ovarian cancer experience more fatigue than other types of cancer. 57 

Forlenza et al. (2005) also found a high prevalence of fatigue in lung cancer 

patients, when compared to other cancers, in the Swedish Twin Registry.58 

Fatigue has been found to be the most common side effect of chemotherapy and 

radiotherapy in oncology patients and a high incidence of fatigue has been 

demonstrated in cancer patients undergoing chemotherapy as well as in those after 

treatment. 51 
'
59

-6
1 

Highly prevalent in advanced NSCLC, fatigue also has a major impact on 

daily function in this patient population.50
'
51 A survey by Tanaka et al. (2002) on 

171 ambulatory patients with advanced lung cancer revealed that fatigue 

significantly interferes with daily life activities, especially physical activities.62 

This symptom has been identified as the principal contributor to HRQOL in a 

study on lung and breast cancer patients prior to commencing radiotherapy.63 

Fatigue has been identified as an independent predictor of HRQOL in cancer 
• 64 patients. 

Lung cancer symptoms: Lung cancer symptoms comprise primarily of 

dyspnoea, coughing and chest pain and can lead to functional limitations. The 

presence of respiratory symptoms, including dyspnoea, cough, wheezing and 

haemoptysis, has been shown to be frequent and bothersome in lung cancer 

patients.65
·
66 Dyspnoea in lung cancer is related to the presence of lung disease 

itself, but may also be related to systemic effects of chemotherapy on ventilatory 

muscle endurance.67 Studies have also revealed a high occurrence of pain in lung 

cancer, with 69% of newly diagnosed lung cancer patients reporting some type of 

pain within 56 days of receiving chemotherapy.68 However, evidence of symptom 

palliation with chemotherapy treatment has been found in advanced NSCLC 

patients. 16.22.69,70 
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The symptoms associated with lung cancer can affect the performance of 

functional activities, leading to impaired HRQOL. Symptoms of dyspnoea and 

pain have also shown to negatively interfere with daily activities of ambulatory 

lung cancer patients.62 Respiratory symptoms, especially dyspnoea, have been 

shown to contribute significantly to diminished HRQOL in lung cancer patients, 

including long-term survivors of lung cancer.66
•
71 

Nutritional status: Cachexia, loss of weight (particularly skeletal muscle and 

adipose tissue), can occur in cancer patients as a result of tumour-related 

abnormalities in protein and fat metabolism.72 Cancer-related anorexia, loss of 

appetite, is related to reduced taste and smell of food, early satiety, hypothalarnic 

dysfunction, increased brain tryptophan and cytokine release.72 A study on 104 

newly diagnosed cancer patients found that many cancer patients do not have 

adequate food intake to maintain a healthy weight.73 With chemotherapy 

treatment, malabsorption of nutrients, various mouth and throat problems, 

including sores, red areas and white patches, as well as symptoms of nausea and 

vomiting, are common and can also lead to changes in appetite and weight. 74 

Not unique to the lung cancer patient population, changes in nutritional 

status can produce reduced energy levels, changes in appearance and the presence 

of undesirable symptoms, all of which negatively affect HRQOL. Weight loss has 

been shown to be related to poorer HRQOL in a variety of cancer patients, 

including lung, ovarian and breast.73 Symptoms of nausea and vomiting have been 

considered the most concerning side effect of chemotherapy and have also been 

shown to contribute to reduced HRQOL in oncology patients undergoing 

treatment. 75 

3.4 Rationale: These fi ndings suggest that while chemotherapy may positively 

impact HRQOL through modest survival benefits and lung cancer symptom 

palliation, it may also negatively impact HRQOL through side effects related to 

its tox icities. HRQOL has been shown to be related to certain factors, including 
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physical performance, symptom status and nutritional status. Many of these 

factors may potentially be modified or better managed with various health 

interventions, including physical activity, nursing programs, cognitive­

behavioural therapy, nutritional counselling and pharmacological treatment.76 

However, some of these forms of therapy are not traditionally part of the 

treatment regimen for this patient population. Little is known on which factors 

contribute the most to positive and negative changes in HRQOL during cancer 

treatment. Improving our knowledge on these factors can help us better prepare 

lung cancer patients prior to and during chemotherapy with the use of specific and 

focused non-invasive interventions. Essentially, this may promote a better 

response to chemotherapy amongst a larger proportion of advanced NSCLC 

patients, in terms of HRQOL and survival. To our knowledge, no study to date 

has identified the predictors of changes in HRQOL during chemotherapy 

treatment in patients with advanced NSCLC. 

4. Objectives and hypotheses 

4.1 Objectives: The primary objective of this study is to identify predictors of 

changes in physical and mental HRQOL after two cycles of chemotherapy in 

individuals with advanced NSCLC, where predictors include baseline functional 

walking capacity, grip strength, chair rise performance, fatigue symptoms, lung 

cancer symptoms and nutritional status. A secondary objective is to characterize 

physical performance, symptom status, nutritional status and HRQOL in NSCLC 

patients and estimate the extent to which they change after chemotherapy 

treatment. The third objective is to identify relationships between the variables 

under study and to analyze the strength of these relationships over time. 

4.2 Hypotheses 

4.2.1 Baseline physical performance and symptom status will predict changes in 

physical and mental HRQOL, respectively, after two cycles of chemotherapy in 

patients with advanced NSCLC. 
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4.2.2 Lung cancer symptoms will improve while physical performance, fatigue 

and nutritional status will remain unchanged after two cycles of chemotherapy. 

4.2.3 Physical and mental HRQOL will improve after two cycles of 

chemotherapy. 

4.2.4 Physical performance, lung cancer symptoms, fatigue symptoms and 

nutritional status will be moderately correlated with HRQOL both before and after 

chemotherapy treatment. 

5. Methods 

5.1 Study design: The data for this study was obtained from the Pulmonary 

Oncology Database created from 2004 to 2007 by the Pulmonary Division of the 

Sir Mortimer B. Davis (S.M.B.D.) Jewish General Hospital, a McGill University 

affiliated hospital. A longitudinal observational study design was used to collect 

various clinical data on sixty-four individuals with advanced NSCLC who 

underwent first-line chemotherapy at the Oncology Department of the S.M.B.D. 

Jewish General Hospital. Approvals were obtained from the Research Ethics 

Committee at the S.M.B.D. Jewish General Hospital for the primary study and 

this secondary analysis. 

5.2 Study population 

5.2.1 Inclusion criteria: The study population was chosen according to the 

following inclusion criteria: a) presence of advanced stage Ilia, Illb or IV NSCLC 

with a pathologically confirmed diagnosis (histological or cytological); b) about 

to undergo chemotherapy as first-line treatment; c) Eastern Cooperative Oncology 

Group (ECOG) performance status of 0 to 2; d) expected life expectancy of 

greater than three months; e) aged 18 years or older; f) approved for participation 

by primary pulmonary oncolugi~t; g) informed consent given. 

5.2.2 Exclusion criteria: The following exclusion criteria were applied: a) 

contraindication to exercise; b) uncontrolled cardiac or musculoskeletal disease; 

15 



Shallwani, 2009 

c) receiving treatment with steroids for metastases of the central nervous system; 

d) any erythropoietin or darbopoetin therapy prior to study entry; e) current or 

recent (in the last two months) participation in any exercise program or less; f) 

pregnant or breast-feeding mothers; g) prior chemotherapy treatment for NSCLC; 

h) prior chemotherapy treatment for other malignancy within six months of study 

entry; i) previous entry into this study. 

5.3 Subject recruitment: The subjects were recruited from the Pulmonary 

Division of the S.M.B.D. Jewish General Hospital between 2004 and 2007. 

Potential subjects were referred by their pulmonary oncologist to the researchers 

involved in the study according to the specified eligibility criteria. A signed 

consent form was required prior to entry into the study. 

5.4 Data collection: This study is a secondary analysis of the data from a study 

on functional capacity in advanced NSCLC patients undergoing chemotherapy. 

Each subject enrolled in the primary study was eligible to receive at least two 

chemotherapy cycles. Subjects were evaluated at three points in time; two 

evaluations were performed during the week prior to chemotherapy treatment and 

the third after two cycles of chemotherapy (42 to 56 days after administration of 

the first chemotherapy dose). Chemotherapy regimens were prescribed at the 

discretion of the treating physician and cycles mostly lasted 2 1 to 28 days each, 

depending on the agent. Data on patient characteristics that were collected include 

age, gender, ethnicity, height, weight, body mass index and smoking status. 

Disease and treatment characteristics assessed include diagnosis, disease stage, 

presence of metastases, concomitant medications, chemotherapy drug, dose and 

intensity, as well as TNM score. The TNM classification, provided by the 

International System for Staging Lung Cancer is a staging system where T refers 

to extent of primary tumour, N refers to spread to lymph nodes, and M refers to 

spread to distant metastases. 77 The evaluations also included the laboratory 

measurement of inflammatory markers (C-reactive protein), hemoglobin and 
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blood cell counts (white blood cell and neutrophil), the professional-rated 

assessment of functional walking capacity (6-Minute Walk Test), chair rise 

performance (chair rise repetitions in one minute) and grip strength (hand grip 

dynamometry), and the self-reported evaluation of HRQOL (36-item Short Form 

Health survey), functional capacity (Functional Assessment of Cancer Therapy­

Lung and Functional Assessment of Cancer Therapy-Anemia), fatigue (Schwartz 

Cancer Fatigue Scale) and nutritional status (Patient-Generated Subjective Global 

Assessment). The evaluations were conducted by trained assessors, with 

standardized instructions, testing environments and rating guidelines for all types 

of measures. 

6. Measurement of variables 

6.1 Primary outcome variables 

6.1.1 Change in physical and mental HRQOL: The 36-item Short-Form (SF-36) 

Health Survey is a generic questionnaire measuring the construct of HRQOL. The 

SF-36 has demonstrated adequate reliability, validity and responsiveness in a 

number of populations, including the general community, elderly individuals, 

patients with rheumatoid arthritis, coronary artery disease and traumatic brain 

injury, long-term survivors of childhood cancers, laryngeal cancer patients, as 

well as other various patient groups.78
-
85 The questionnaire items are scored to 

produce eight subscale scores and two summary measures. The eight subscale 

scores, Physical Functioning (PF), Role-Physical (RP), Bodily Pain (BP), General 

Health (GH), Vitality (VT), Social Functioning (SF), Role-Emotional (RE) and 

Mental Health (MH), have values ranging from 0 to 100, where higher scores 

represent better HRQOL. Factor analysis, using norm-based scoring algorithms, is 

used to calculate the two composite summary measures, the Physical Component 

Summary (PCS) and the Mental Component Summary (MCS). Two studies have 

demonstrated that the factor structure for the SF-36 summary measures has been 

supported in adult survivors of childhood cancer as well as in a mixed cancer and 

HIV I AIDS patient population. 84
'
86 Norms for the SF-36 Health Survey in the 
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Canadian population were published in 2000 by Hopman et al. and were used to 

calculate the summary scores in this study.87 The subjects completed the SF-36 

Health Survey questionnaires before and after two cycles of chemotherapy. 

Absolute changes in the PCS and MCS scores were treated as continuous outcome 

variables for this study. A change of five units on the SF-36 Health Survey 

. . h b .d d 1· . all . ful 88 89 questiOnnaire as een const ere c mtc y meanmg . · 

6.1.2 Measurement of HRQOL in lung cancer: generic vs. disease-specific 

There has been some concern regarding the use of generic HRQOL 

questionnaires, such as the SF-36 Health Survey, in cancer as they do not consider 

the impact of certain cancer-related issues and, therefore, may not be adequate to 

assess the impact of cancer on HRQOL or be sensitive to change in this patient 

population.90 When comparing to population norms, some studies have found 

similar SF-36 scores between healthy populations and prostate cancer patients, 

women with endometrial cancer as well as long-term survivors of head and neck 

cancer and early stage ovarian cancer.9 1
-
94 However, another study has shown that 

the SF-36 questionnaire can capture lower HRQOL levels in cancer patients when 

compared to individuals with no cancer.95 

Despite potential similarities to population norms, the use of the SF-36 

questionnaire to measure change in HRQOL in lung cancer patients can be 

justified. The purpose of this research study was to analyze changes in HRQOL 

with chemotherapy and predictors of these changes. The SF-36 has demonstrated 

good responsiveness to change in cancer. It has detected HRQOL changes in head 

and neck cancer patients and lung cancer patients undergoing treatment as well as 

HRQOL differences between prostate cancer patients undergoing radiation and 

surgery, between breast cancer patients undergoing different surgical procedures, 

:md between lung cancer patients undergoing surgery and receiving chemotherapy 

or radiation.':l6·99 In addition, the SF-36 has also been found to be a valid measure 

of HRQOL in some cancer populations, including patients with laryngeal cancer 

and adult survivors of childhood cancers, as well as in patients with chronic 
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obstructive pulmonary disease (COPD), who experience similar symptoms and 

functional limitations to lung cancer patients.84
•
85

•
100

•
101 Finally, the SF-36 has 

demonstrated validity and responsiveness to change in NSCLC patients 

undergoing thoracic surgery.102 

Disease-specific HRQOL questionnaires have also been found to be useful 

in cancer patients as they may be more sensitive to change. In this research study, 

both the SF-36 and the Functional Assessment of Cancer Therapy-Lung (FACT­

L) questionnaires were completed by the subjects before and after two cycles of 

chemotherapy. The FACT-L, which is considered to be a lung cancer-specific 

HRQOL questionnaire, has demonstrated internal consistency, content validity 

and responsiveness to change in patients with lung cancer.103
•
104 However, the 

Lung Cancer Subscale (LCS) of the FACT-L has been considered a good stand­

alone indicator of clinical status, specifically lung cancer symptoms. 105 The LCS 

has demonstrated adequate reliability, criterion validity and responsiveness to 

change in the lung cancer patient population. Symptom status has consistently 

been found to be related to HRQOL and may be one of the strongest predictors of 

HRQOL. Using the LCS and the FACT-L to measure different variables (lung 

cancer symptoms and HRQOL, respectively) in the study would produce high 

correlations between these variables. Due to the strong measurement properties of 

the SF-36 and the usefulness of the LCS to measure lung cancer symptoms, the 

SF-36 was chosen to measure HRQOL and the LCS of the FACT-L to measure 

lung cancer symptoms in this study. 

6.2 Independent variables 

6.2.1 Functional walking capacity: The 6-Minute Walk Test (6MWT) has been 

used in many patient populations to assess functional walking capacity and 

measures the distance walked by the subject in six minutes. In cancer patients, it 

has been found to have excellent inter-tester reliability and good test-retest 

reliability. Also, it has good known groups validity using age and good 

convergent validity when comparing to healthy controls.48 To minimize 
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measurement bias, assessors were trained to use standardized initial instructions 

and feedback throughout the test. The environment was kept consistent for each 

testing. The 6MWT provides measures of distance in metres and pre­

chemotherapy 6MWT scores were treated as continuous variables for analysis. 

Norm 6MWT reference values for the elderly population have been generated. 106 

Various studies have reported different values considered to be a clinically 

meaningful change on the 6MWT. Salzman (2009) recently reviewed the 

literature and reported changes ranging from 35 meters to 107 meters. 107 Perera et 

al. (2006) reported 50 meters as an estimate of substantial change on the 6MWT 

in a sample with community-dwelling older people and subacute stroke survivors 

and this was the value we chose for this study. 108 

6.2.2 Chair rise performance: The one-minute chair rise test is a measure of chair 

rise performance. The role of knee extensor strength in the chair rise movement 

has been recognized, especially in the functionally impaired elderly population.35 

Peak muscle power of the ankle dorsiflexors has also shown to correlate with time 

for ten chair rise repetitions. 109 The chair rise test measures the number of chair 

rise repetitions performed in one minute. This test has demonstrated excellent 

test-retest reliability and strong validity when compared with laboratory measures 

of one repetition maximum leg press.110 To minimize measurement bias, 

standardized instructions and testing environments were used. The one-minute 

chair rise test provides a number of chair rise repetitions and test resulls were 

treated as continuous variables for analysis. 

6.2.3 Grip strength: Hand grip strength was measured using dynamometry. 

Measurement of maximum grip strength has shown high inter-rater reliability and 

test-retest reliability when averages are used. 111 In this study, grip strength was 

tested using a Jamar dynamometer. The test was repeated three times each on both 

the dominant and non-dominant hands in a consistent testing environment and 

position and the mean average of the six scores was calculated to obtain a 

20 



Shallwani, 2009 

measure of force in kilograms. Hand grip strength was treated as a continuous 

variable. Normative data for grip strength in adults have been established.112 

6.2.4 Fatigue symptoms: The Schwartz Cancer Fatigue Scale (SCFS) is a self­

reported measure of fatigue severity. It has demonstrated high reliability, content 

validity and construct validity. 113
•
114 The questionnaire has six items, each rated 

on a five-point scale, to generate a total score on 30, where higher scores 

represent worse fatigue symptoms. The SCFS scores were treated as continuous 

data during analysis. A five-unit change on SCFS has been considered clinically 

meaningful. 115 

6.2.5 Lung cancer symptoms: The Lung Cancer Subscale (LCS) of the Functional 

Assessment of Cancer Therapy-Lung (FACT-L) is a self-reported assessment of 

disease-related symptoms, such as dyspnoea, cough and chest tightness. The 

FACT-L has demonstrated good internal consistency and responsiveness to 

change.103 The LCS includes seven items, with each item being rated on a five­

point scale. A score on 28 is generated, with lower scores representing increased 

symptoms. The LCS has demonstrated adequate reliability and validity as an 

independent indicator of symptom status.105 For the purpose of this study, LCS 

scores were treated as continuous data. Cella et al. (2002) estimated a two- to 

three-point difference on the LCS of the FACT -L to be clinically important in a 

randomized controlled trial comparing three chemotherapy regimens in advanced 

NSCLC patients. 104 More recent research has demonstrated that increasing the 

criterion for symptom improvement from a two-point change in LCS score to a 

three-point change barely affects calculated rates of symptom improvement. 11 6 

6.2.6 Nutritional status: Nutritional status refers to weight, food intake and 

nutrition-related symptoms (including nausea and vomiting). The Patient­

Generated Subjective Global Assessment (PG-SGA) is a measure of nutritional 

status, with components of food intake, weight change, nutrition-related 
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symptoms and performance status. The PG-SGA has demonstrated moderate 

reliability, moderate concurrent validity and high sensitivity and specificity levels 

c h f · · · · · h 117118 Th . c . 10r t e assessment o nutnt10n m patients wit cancer. · e mtormation 

obtained from the PG-SGA can be calculated to produce a continuous PG-SGA 

numerical score or classified into three Subjective Global Assessment SGA 

categories of nutritional status: well nourished (SGA-A), moderately 

malnourished (SGA-B), and severely malnourished (SGA-C). While the PG-SGA 

questionnaire includes a patient-reported component as well as a component 

completed by a health professional, only the first part was used for this study. 

Therefore, our modified PG-SGA numerical scores and SGA classifications are 

based on patient report only. 

6.3 Confounding variables 

Potential confounding variables which were measured included descriptive 

characteristics of age and gender. An additional component related to the 

chemotherapy treatment was also analyzed and this was type of chemotherapy 

drug. Chemotherapy drug combinations were divided into four categories: 

platinum/taxane-based ( carboplatin-taxol or carboplatin-taxotere ), 

platinum/gemcitabine ( carboplatin-gemcitabine ), gemcitabine/gemcitabine, and 

other. These variables were treated as categorical variables, with the exception of 

age, which was treated as continuous. 

7. Statistical analysis 

7.1 Descriptive analysis: The SAS statistical package (version 9.1) was used for 

all statistical analyses. Patient characteristics were analyzed with descriptive 

statistics through the calculation of means and standard deviations for quantitative 

data and relative frequencies fo r categorical data. Physical performance, symptom 

status, nutritional status and HRQOL of the subjects at baseline were also 

compared to age-related population norms or to other lung cancer patient samples. 

Descriptive variables were compared between subjects that remained in the study 
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and subjects that dropped out using independent t-tests (for means) and chi-square 

tests (for proportions). Descriptive statistics, through the calculation of means and 

standard deviations, were used to characterize changes in functional walking 

capacity, grip strength, chair rise performance, fatigue, lung cancer symptoms, 

nutritional status and HRQOL over time. Data imputation for missing item 

responses on self-reported questionnaires was performed using mean subscale 

scores (of non-missing item responses), when more than half of the subscale items 

were completed by the subject. 

7.2 Bivariate analysis: Statistical comparison of mean baseline and post­

chemotherapy scores for each of the variables were performed using paired t-tests. 

Relationships between the variables prior to and after chemotherapy, between 

changes in the variables under study, as well as between the variables at baseline 

and changes in the variables, were all analyzed using Pearson's correlations and 

correlation matrices. Minimum clinically important differences for HRQOL (SF-

36), fatigue symptoms (SCFS), lung cancer symptoms (LCS) and functional 

walking capacity (6MWT) were used to identify percentages of subjects that 

improved or worsened after chemotherapy. 

7.3 Multivariate analysis: Multiple linear regression analysis was used to 

identify predictors of changes in physical and mental HRQOL over 

chemotherapy. The primary outcome variables, change in physical HRQOL (SF-

36 PCS score) and change in mental HRQOL (SF-36 MCS score), were treated as 

continuous variables. Separate regression analyses were performed for each 

outcome. Subjects with missing SF-36 scores pre- or post-chemotherapy were 

excluded from the analyses. Six independent variables, which were also treated as 

continuous, were initially chosen as potential predictors. Baseline (pre­

chemotherapy) levels of the following variables were chosen: functional walking 

capacity (6MWT distance), chair rise performance (repetitions in one minute), 

hand grip strength , fatigue (SCFS score), lung cancer symptoms (LCS score) and 

23 



Shallwani, 2009 

nutritional status (PG-SGA score). Subjects with missing scores for these 

variables at baseline were excluded from the analyses. The models were adjusted 

for age, gender and chemotherapy drug. Age was treated as a continuous variable 

while gender and chemotherapy drug were categorized with the use of dummy 

variables. The predictors were tested for collinearity to remove redundant 

independent variables from the models. Different methods of model selection, 

including forward, backward, stepwise and maximum adjusted R squared, were 

carried out to determine the most appropriate and consistent regression model. P­

values and 95% confidence intervals of the regression coefficients for the final 

regression models were both analyzed for statistical significance and clinical 

relevance. The assumptions of multiple linear regression were verified for each 

chosen model. The assumptions of multiple linear regression are the following: 

normal distribution of dependent variable and residuals, linearity of relationships 

between each independent variable and dependent variable, homoscedasticity, and 

independence of observations and errors. 

8. Results 

8.1 Descriptive analysis 

8.1.1 Demographic and clinical characteristics: Sixty-four subjects fulfilled the 

inclusion criteria and consented to participate in the study. Baseline demographic 

and clinical characteristics are presented in table I . The subjects' mean age (and 

standard deviation) along with frequency data for gender, smoking status and 

cancer stage are included. Forty-seven subjects received two cycles of 

chemotherapy treatment and completed the study. Table 2 describes the type of 

chemotherapy given to the subjects who completed the study. Seventeen subjects 

were considered dropouts and were excluded from the analysis for reasons that 

included death before study completion, withdrawal from study and 

administrative reasons. 
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Table 1. Baseline demographic and clinical characteristics of study sample 

Descriptive variable 

Age (years) 

Gender(%) 

Smoking status (% )* 

Stage of cancer(%) 

Female 

Male 

Current smoker 

Ex-smoker 

Never smoked 

4 

63.8 ± 11.9 

53.1 (n=34) 

46.9 (n=30) 

36.7 (n=22) 

50 (n=30) 

13.3 (n=8) 

60.9 (n=39) 

3B+ 17.2(n=ll) 

3B 17.2 (n=ll) 

3A 4.7 (n=3) 

Data presented as means± standard deviations (continuous data) or relative frequencies 

(categorical data); 

* Smoking status data missing for 4 subjects (n=60) 

Table 2. Type of chemotherapy received by subjects who completed the study 

Chemotherapy type n (%) 

Carboplatin-gemcitabine 12 (25 .5%) 

Carboplatin-taxol 14 (29.8%) 

Carboplatin-taxotere 10 (21.3%) 

Gemcitabine-gemcitabine 5 (10.6%) 

Cisplatin-etoposide 3 (6.4%) 

Carboplatin-xyotax 1 (2.1 %) 

Carboplatin-CT* I (2.1%) 

CT-CT* 1 (2. 1%) 

Total 47 (lOO%) 

* CT: Investigational chemotherapy drug received by two patients, as part of another trial 
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8.1.2 Baseline symptom and nutritional status: Lung cancer symptoms, fatigue 

symptoms and nutritional status were analyzed in the 64 subjects prior to 

chemotherapy treatment. Means and standard deviations for the LCS scores, 

SCFS scores and PG-SGA scores are presented in table 3. Classification into PG­

SGA categories is also presented. Analysis of specific lung cancer symptoms 

revealed that the symptoms reported most frequently by the subjects were 

shortness of breath (86% ), difficulty breathing (83% ), poor appetite (80%) and 

cough (75%). The most frequently reported severe symptoms were poor appetite 

(30% ), cough (25%) and difficulty breathing (20% ). Symptoms were considered 

severe if the patients rated the LCS item as 0 or 1 (after score reversal of four 

items). These findings are demonstrated in table 4. On the PG-SGA questionnaire, 

recent weight loss was reported by 25% of the subjects, while reduced nutritional 

intake was reported by 43%. In terms of activities and function, 51% rated their 

activity on the PG-SGA as "not my normal self, but able to be up and about with 

fairly normal activities", 16% as "not feeling up to most things, but in bed or chair 

less than half the day" and 11% as "able to do little activity and spend most of the 

day in bed or chair."117 Frequency data for various nutritional symptoms are also 

demonstrated in table 5. 
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Table 3. Baseline symptom status and nutritional status 

Measure 

LCS score (0-28) 

SCFS score* (0-30) 

PG-SGA score t * 

SGA categoriest (%) 

well nourished (A) 

moderately malnourished (B) 

severely malnourished (C) 

18.9 ± 3.8 

12.8 ±4.9 

5.4 ± 5.4 

16.4 (n=lO) 

55.7 (n=34) 

27.9 (n=17) 

Data presented as means± standard deviations (continuous data) or relative frequencies 

(categorical data); 

Lung Cancer Subscale (LCS) score, higher scores represent less severe lung cancer 

symptoms; Schwartz Cancer Fatigue Scale (SCFS) score, higher scores represent more 

severe fatigue symptoms; Patient-Generated Subjective Global Assessment (PG-SGA) 

score, higher scores represent worse nutritional status, and Subjective Global 

Assessment (SGA) categories: well nourished (SGA-A), moderately malnourished (SGA­

B) and severely malnourished (SGA-C); 

tModified PG-SGA scores and SGA categories based on patient report only; 

*SCFS data missing for 2 subjects (n=62); PG-SGA data missing for 3 subjects (n=61) 
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Table 4. Frequency of subjects reporting lung cancer symptoms at baseline 

LCS item Symptomatic (%) Severely symptomatic (%) 

Shortness of breath* 86 14 

Losing weight* 56 9 

Unclear thinking 59 8 

Coughing* 75 25 

Poor appetite 80 30 

Chest tightness* 45 6 

Difficulty breathing 83 20 

Lung Cancer Subscale (LCS) items rated on 5-point Likert scale: O=not at all; l=a little bit; 

2=somewhat; 3=quite a bit; and 4=very much; (n=64); 

*LCS items reversed for scoring, so that higher scores represent better symptoms 

Table 5. Frequency of subjects reporting nutritional symptoms at baseline 

PG-SGA item 

No appetite 

Nausea 

Constipation 

Things taste funny/have no taste 

Vomiting 

Diarrhea 

Dry mouth 

Smells bother me 

Full quickly 

Pain 

Symptomatic (%) 

39 

13 

11 

11 

7 

5 

16 

13 

10 

7 

Patient-Generated Subjective Global Assessment (PG-SGA) items checked off as 

" problems that have kept me from eati ng enough during the past two weeks"; ( n=6 l ) 
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8.1.3 Baseline physical performance: Functional walking capacity, hand grip 

strength and chair rise performance were analyzed in the subjects prior to 

undergoing chemotherapy. Means and standard deviations for the 6MWT 

distances, grip strength measures and chair rise repetitions in one minute are 

presented in table 6. 

Table 6. Baseline physical performance 

Measure 

6MWT distance* (m) 

Grip strength* (kg) 

Chair rise repetitions* (in 1 min) 

Data presented as means ± standard deviations; 

441.9 ± 103.8 

26.9±11.1 

20.8 ±7.8 

6-Minute Walk Test (6MWT) distance in metres, longer distances represent increased 

walking capacity; Grip strength in kilograms, higher measures of force represent increased 

hand grip strength (average of three trials per hand); Chair rise repetitions performed in one 

minute, higher numbers represent better chair rise performance; 

*6MWT data missing for 1 subject (n=63); Grip strength and chair rise data missing for 2 

subjects (n=62) 

8.1.4 Baseline HRQOL: Sixty-three subjects filled out the SF-36 questionnaire 

prior to commencing chemotherapy. One subject did not complete the Role­

Emotional subscale, providing baseline PCS and MCS scores for 62 subjects only. 

Tables 7 and 8 present the eight SF-36 subscale and two summary scores of the 

subjects prior to commencing chemotherapy, as means and standard deviations. 
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Table 7. Baseline health-related quality of life (SF -36 subscale scores) 

SF -36 subscale 

Physical Function 

Role-Physical 

Bodily Pain 

General Health 

Vitality 

Social Function 

Role-Emotional* 

Mental Health 

Data presented as means ± standard deviations; 

Score (0-100) 

59.5 ± 26.9 

31.3±41.6 

66.6 ± 29.8 

55.2 ± 17.5 

52.6 ± 23.7 

61.7 ± 26.8 

50.0 ± 46.7 

58.9 ± 22.2 

36-item Short-Form Health Survey (SF-36) subscale scores, higher scores represent better 

health-related quality of life; SF-36 data available for 63 subjects at baseline; 

*SF-36 Role-Emotional subscale data missing for 2 subjects (n=62) 

Table 8. Baseline health-related quality of life (SF -36 summary scores) 

SF -36 summary 

Physical Component Summary 

Mental Component Summary 

Data presented as means ± standard deviations 

Score 

39.6 ± 11.6 

39.8 ± 14.4 

36-item Short-Form Health Survey (SF-36) summary scores standardized using norm-based 

scoring (Canadian population norms used87
), higher scores represent better HRQOL; SF-36 

data avai lable for 62 subjects at baseline 
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8.1.5 Comparison of dropouts to completers at baseline: When comparing 

dropouts to subjects that completed the study using independent t-tests for means 

and chi-square tests for proportions, no significant differences were found 

between the two groups in age, gender, cancer stage, symptom status, nutritional 

status, physical performance or HRQOL at baseline (p > 0.01). However, the 

dropout group tended to have a higher proportion of females, as well as have 

worse lung cancer symptoms and nutritional status than those that remained in the 

study (p < 0.05). These findings are presented in table 9. 
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Table 9. Comparison of dropouts to completers at baseline 

Dropouts Completers Between-group p-

Measure (n=17*) (n=47*) difference value 

Age (years) 65.2 ± 11.3 63.3 ± 12.2 1.9 ± 12.0 0.57 

Gender (female, 64.7 48.9 NIA 0.02 

%) 

Stage (4, %) 58.8 61.7 NIA 0.69 

LCS (0-28) 17.0± 3.8 19.5 ± 3.7 2.5 ± 3.7 0.02 

SCFS (0-30) 14.3 ± 6.1 12.3 ± 4.4 2.0±4.9 0.17 

PG-SGAt 7.9 ±6.6 4.6 ±4.8 3.2 ±5.3 0.04 

6MWT (m) 405.1 ± 100.9 454.5 ± 102.9 49.4 ± 102.4 0.10 

Grip strength 25.4 ± 11.4 27.4 ± 11.1 1.9 ± 11.2 0.56 

(kg) 

Chair rise reps 18.9 ± 9.6 21.4 ± 7.2 2.5 ±7.8 0.28 

(in 1 min) 

SF-36 PCS 36.0 ± 13.6 40.8 ± 10.7 4.8 ± 11.5 0.15 

SF-36MCS 35.8 ± 12.1 41.2 ± 15.0 5.4 ± 14.3 0.20 

Data presented as means± standard deviations (continuous data) or relative frequencies 

(categorical data); independent t-tests performed for comparison of means and chi-square 

tests for comparison of proportions; 

Lung Cancer Subscale (LCS), higher scores represent less severe lung cancer symptoms; 

Schwartz Cancer Fatigue Scale (SCFS), higher scores represent more severe fatigue 

symptoms; Patient-Generated Subjective Global Assessment (PG-SGA), higher scores 

represent worse nutritional status; 6-Minute Walk Test (6MWT), longer distances represent 

increased walking capacity; Grip strength, higher measures of force represent increased grip 

strength; Chair rise repetitions performed in one minute, higher numbers represent better chair 

rise performance; 36-item Short-Form Health Survey (SF-36) Physical Component Summary 

(PCS) and Mental Component Summary (MCS). higher scores represent better health-related 

LJUality of life; 

Modified PG-SGA scores based on patient report only; 

*Missing data (n ~ 2) for some measures in dropouts and completers 
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8.2 Bivariate analysis 

8.2.1. Relationships between variables prior to and after chemotherapy: 

Correlations between the variables under study were analyzed prior to and after 

chemotherapy. Pearson correlation coefficients are presented in table 10. Lung 

cancer symptoms, fatigue symptoms and nutritional status were all moderately 

correlated with each other in the subjects both pre- and post- chemotherapy (r = 

-0.62 to 0.38, range). Similarly, functional walking capacity, grip strength and 

chair rise performance were moderately correlated with each other prior to and 

after chemotherapy (r ~ 0.4). Fatigue symptoms and lung cancer symptoms were 

correlated with chair rise performance post-chemotherapy (r = -0.40 and r = 0.33, 

respectively). Nutritional status and functional walking capacity were correlated 

with physical HRQOL before chemotherapy, while lung cancer symptoms, fatigue 

symptoms and chair rise performance were moderately correlated with physical 

HRQOL both before and after chemotherapy. Fatigue and lung cancer symptoms 

correlated with mental HRQOL moderately to strongly both before and after 

chemotherapy (before: r = -0.63 and 0.31 for fatigue and lung cancer symptoms, 

respectively; after: r = -0.60 and 0.42). Nutritional status was moderately 

correlated with mental HRQOL only after chemotherapy. 
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Table 10. Correlations between variables prior to and after chemotherapy 

LCS 

SCFS 

PG­

SGAt 

6MW 

T 

GS 

CRR 

PCS 

MCS 

LCS 

0.31* 

D Pre-chemotherapy 

Correlation coefficients 

PG- 6MW 

SCFS T GS CRR PCS MCS 

-0.63** -0.28* 0.01 0.05 -0.09 

Post -chemotherapy ** p < 0.0001 * p < 0.05 

Lung Cancer Subscale (LCS), higher scores represent less severe lung cancer symptoms; 

Schwartz Cancer Fatigue Scale (SCFS), higher scores represent more severe fatigue 

symptoms; Patient-Generated Subjective Global Assessment (PG-SGA), higher scores 

represent worse nutritional status; 6-Minute Walk Test (6MWT), longer distances represent 

increased walking capacity; Grip strength (GS), higher measures of force represent increased 

grip strength; Chair rise repetitions (CRR) performed in one minute, higher numbers represent 

better chair rise performance; 36-item Short-Form Health Survey (SF-36) Physical 

Component Summary (PCS) and Mental C:nmponent Summary (MCS), higher scores 

represent better health-re lated quality of li fe; 
7
Modified PG-SGA scores based on patient report only 
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8.2.2 Comparison of scores pre- and post-chemotherapy: Subjects that completed 

the study were compared prior to and after two cycles of chemotherapy using 

paired t-tests. Lung cancer symptoms, fatigue symptoms, nutritional status, 

functional walking capacity, grip strength, chair rise performance and various 

domains of HRQOL were analyzed and the mean change scores with standard 

deviations are presented in table 11. Functional walking capacity, as measured by 

the 6MWT, decreased significantly after chemotherapy treatment (p < 0.01). On 

the SF-36 questionnaire, the Mental Health subscale improved significantly (p < 

0.01). No other significant differences were found. However, trends towards a 

decline in grip strength, general health and physical HRQOL were shown, with 

lower grip strength measures, SF-36 General Health subscale scores and SF-36 

PCS scores, respectively, after chemotherapy (p < 0.05). 
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Table 11. Comparison of scores pre- and post-chemotherapy 

Mean within-group 

Measure difference (post- pre) n p-value 

LCS (0-28) 0.8 ± 3.4 46 0.13 

SCFS (0-30) 0.02 ± 5.1 47 0.98 

PG-SGAt 0.5 ± 6.3 45 0.57 

6MWT(m) -45.4 ± 106.6 44 0.0065** 

Grip strength (kg) -1.3 ± 3.9 46 0.03* 

Chair rise reps (in 1 min) -0.9 ± 5.4 46 0.25 

SF-36 PCS -2.8 ± 8.2 46 0.02* 

SF-36 MCS 2.4 ± 12.8 46 0.2 

SF-36 PF (0-1 00) -4.7 ± 23.2 47 0.17 

SF-36 RP (0-100) -3.7 ± 38.3 47 0.51 

SF-36 BP (0-100) 7.0 ± 25.2 47 0.06 

SF-36 GH (0-100) -6.5 ± 16.7 47 0.01 * 

SF-36 VT (0-100) -2.3 ± 20.2 47 0.43 

SF-36 SF (0-100) -5.3 ± 24.7 47 0. 15 

SF-36 RE (0-100) -0.7 ± 5 1.8 46 0.92 

SF-36 MH (0-1 00) 9.0 ± 18.9 47 0.002** 

** p <O.Ol * p < 0.05 
Lung Cancer Subscale (LCS), higher scores represent less severe lung cancer symptoms; 

Schwartz Cancer Fatigue Scale (SCFS), higher scores represent more severe fatigue; Patient-

Gt:nerated Subjective Global Assessment (PG-SGA), higher scores represent worse 

nutritional status; 6-Minute W alk Test (6MWT), longer distances represent increased walking 

capacity; Grip strength , higher measures represent increased gri p strength; Chair rise 

repeti tions performed in I minute, higher numbers represent better chair rise performance; 36-

item Short-Form Health Survey (SF-36) Physical Function (PF), Role-Phys ical (RP), Bodi ly 

Pa in (BP), General Health (GH). Vita lity !VT). Socia l Function (SF), Role-Emotional (RE) 

and Mental Health (MH) subscalcs, Phys ical Component Summary (PCS) and Mental 

Component Summary (MCS), higher scores represent better status; 

Modified PG-SGA scores based on patient report only 
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8.2.3 Clinically meaningful changes over time: A change of five units was 

considered a clinically meaningful change in the SF-36 Physical Component and 

Mental Component Summaries. For the 46 subjects that completed the SF-36 at 

baseline and follow-up, 20% improved their physical HRQOL clinically 

meaningfully and 33% deteriorated after two cycles of chemotherapy. Similarly, 

37% clinically improved in mental HRQOL while 26% deteriorated. For the LCS 

questionnaire, a change of three units was considered clinically meaningful. In 

this study, 33% of 46 subjects who provided LCS scores improved their lung 

cancer symptoms after chemotherapy while 17% worsened. On the SCFS, 15% of 

the 47 subjects worsened their fatigue, increasing their SCFS score by at least five 

units, while 15% improved after chemotherapy. On the 6MWT, a change of 50 

meters in distance walked was considered clinically important. Of the 44 subjects 

that completed the 6MWT both before and after chemotherapy, 9% clinically 

improved their walking distance and 36% worsened. 

8.2.4 Relationships between variables at baseline and change in variables: 

Correlations between baseline levels and changes in each variable after two cycles 

of chemotherapy were analyzed. Baseline levels of most of the variables were 

moderately correlated with change in those particular variables, except for 

measures of physical performance (chair rise, grip strength and 6MWT). Each 

baseline variable was negatively correlated with its change variable. In addition, 

baseline LCS scores were positively correlated with change in grip strength, while 

baseline chair rise repetitions were negatively correlated with change in 6MWT. 

Also, baseline physical HRQOL was correlated with change in fatigue symptoms 

(r = -0.31 ). These fi ndings are presented in table 12. Correlations between 

changes in each of the variables studied were analyzed as well. The only moderate 

correlations found were between change in 6MWT distance and change in chair 

rise performance (r = 0.51) as well as between change in SCFS score and change 

in SF-36 MCS score (r = -0.41 ). 
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Table 12. Correlations between baseline variables and change variables 

Correlation coefficients 

Baseline Change variables (pre- to post-chemotherapy) 

variables PG- 6MW 

LCS SCFS SGAt T GS CRR PCS MCS 

LCS -0.37* -0.09 0.04 0.16 0.35* 0.28 -0.13 -0.17 

SCFS -0.02 -0.46* -0.04 -0.04 -0.09 -0.17 0.02 0.41* 

PG-

SGAt 0.06 -0.21 -0.54* -0.16 -0.09 -0.21 0.22 0.20 

6MWT 0.04 -0.13 0.02 -0.25 -0.11 0.29 -0.10 0.29 

GS 0.10 -0.18 0.09 -0.01 -0.21 0.14 0.09 0.20 

CRR 0.03 -0.19 -0.08 -0.30* 0.01 -0.05 0.11 0.27 

PCS 0.09 -0.31* -0.05 -0.09 0.27 0.09 -0.36* 0.25 

MCS -0.02 0.28 -0.03 0. 12 0. 13 0.08 -0.10 -0.59** 

** p < 0 .0001 *p < 0 .05 

Lung Cancer Subscale (LCS), higher scores represent less severe lung cancer symptoms; 

Schwanz Cancer Fatigue Scaie (SCFS), higher scores represent more severe fatigue 

symptoms; Patient-Generated Subjective Global Assessment (PG-SGA), higher scores 

represent worse nutri tional status; 6-Minute Walk Test (6MWT), longer distances represent 

increased walking capacity; Grip strength (GS), higher measures of force represent increased 

grip strength ; Chair rise repetitions (CRR) performed in one minute, higher numbers represent 

better chair rise performance; 36- ite m Short-Form Health Smvey (SF-36) Physical 

Component Summary (PCS) and Mental Component Summary (MCS), higher scores 

represent better health-related qua lity of lile; 

• Modified PG-SGA scores based on patient report only 
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8.3 Multivariate analysis 

Of the forty-seven subjects that completed the study, one subject did not respond 

to the items of one SF-36 subscale and one subject did not complete the PGSGA 

questionnaire prior to receiving chemotherapy, resulting in final regression 

analyses on 45 subjects. 

8.3.1 Model selection: The initial selection of the independent variables for the 

regression models was based on research findings that demonstrate relationships 

between the chosen predictors and the outcomes, change in physical and mental 

HRQOL. None of the six independent variables were found to be collinear 

(Appendix 1). 

8.3.2 Predictors of change in physical HRQOL: The final regression model for 

PCS change included only nutritional status, adjusted for age, gender and 

chemotherapy drug combination. Baseline nutritional status, measured by the PG­

SGA, explained 6% of the variance in the outcome, change in physical HRQOL 

after chemotherapy. The regression coefficient of 0.47 (95% Cl: -0.14, 1.08) 

indicates that with a one-unit increase in the PG-SGA score prior to starting 

chemotherapy, the change in SF-36 PCS score with chemotherapy would differ by 

0.47 units, keeping all other variables constant (p = 0.12). However, the high p­

value and the inclusion of the value 0 in the 95% confidence interval of the 

regression coefficient for nutritional status indicate statistical and clinical 

insignificance. These findings are presented in table 13. 

8.3.2 Predictors of change in mental HRQOL: The final regression model for 

MCS change included fatigue symptoms and functional walking capacity, 

adjusted for age, gender and chemotherapy drug combination. Baseline fatigue 

symptoms, measured by the SCFS, and functional walking capacity, measured by 

the 6MWT, both significantly predicted change in mental HRQOL with 

chemotherapy (p = 0.0079 and p = 0.0496, respectively). A regression coefficient 
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of 1.17 (95% Cl: 0.32, 2.02) indicates that with a five-unit change on the SCFS 

questionnaire prior to starting chemotherapy, the change in SF-36 MCS score 

over chemotherapy would differ by about five to six points. Similarly, a 

regression coefficient of 0.02 (95% Cl: -0.00, 0.08) indicates that an increase in 

the 6MWT distance walked before chemotherapy of 100 meters would increase 

the pre-post difference in MCS score by four points. The 95% confidence interval 

of the regression coefficient for fatigue symptoms does not contain the value 0, 

indicating both statistical significance and clinical relevance. For functional 

walking capacity, the 95% confidence interval indicates borderline clinical 

significance. Baseline fatigue symptoms explained 10% of the variance in the 

outcome, while baseline functional walking capacity explained an additional 8%. 

Table 13 demonstrates these findings. When chair rise performance was added to 

the model, chair rise performance and functional walking capacity both did not 

predict MCS change. When functional walking capacity was replaced with chair 

rise performance, chair rise repetitions in one minute at baseline also explained 

7% of the variance in change in mental HRQOL. The regression coefficient for 

chair rise performance was 0.49 (95% Cl: -0.01, 0.99) , indicating that an ability 

to perform ten additional chair rise repetitions in one minute at baseline would 

result in a five-point increase in MCS change score with chemotherapy (p = 
0.056). The p-value and 95% confidence interval indicate borderline statistical 

and clinical significance for the role of chair rise performance in predicting MCS 

change. 
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Table 13. Multiple linear regression models for predictors of changes in 

physical and mental HRQOL 

Parameter 95% Cl p- Total 

Outcome Predictors estimate (p) (p) value R2 

Physical Nutritional status 

HRQOL {). (PG-SGAt) 0.47 -0.14, 1.08 0.12 0.14 

(SF-36 PCS) 

Mental Fatigue (SCFS) 1.17 0.32, 2.02 <0.01 

HRQOL {). Walking capacity 0.33 

(SF-36 MCS) (6MWT) 0.04 -0.00, 0.08 <0.05 

Data presented as parameter estimates and 95% confidence intervals (Cl) for regression 

coefficients(~) and total coefficients of determination (R2
) for regression models; 

Regression models adjusted for age, gender and chemotherapy drug combination (R2 = 0.08 

and 0.15 for PCS change and MCS change, respectively); 

Schwartz Cancer Fatigue Scale (SCFS), higher scores represent more severe fatigue 

symptoms; Patient-Generated Subjective Global Assessment (PG-SGA), higher scores 

represent worse nutritional status; 6-Minute Walk Test (6MWT), longer distances represent 

increased walking capacity; 36-item Short-Form Health Survey (SF-36) Physical Component 

Summary (PCS) and Mental Component Summary (MCS), higher scores represent better 

health-related quality of life; 

tModified PG-SGA scores based on patient report only 

8.3.3 Assumptions of multiple linear regression: Histograms were constructed and 

Kolmogorov-Smirnov goodness-of-fit tests were performed to verify the 

normality of the distribution for the dependent variables, change in physical 

HRQOL and change in mental HRQOL (Appendix 2). Scatter plots were 

constructed to verify the linearity of the relationships between each independent 

and dependent vari ahle (Appendix 3). Graphs and the Shapiro-Wilk tests were 

used to verify normality of the residuals of the two final regression models 

(Appendix 4). Homoscedasticity was verified using graphs of residuals plotted 

against predicted values and the White tests of specification (Appendix 5). As 
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demonstrated, the two final regression models used in this study satisfied the 

assumptions of multiple linear regression. 

9. Discussion 

Our findings show that pre-chemotherapy fatigue symptoms and 6MWT 

distances predict changes in mental HRQOL during chemotherapy in patients 

with advanced NSCLC. Due to the poor prognosis associated with the disease, 

one of the main focuses of lung cancer research has become the improvement of 

function and HRQOL. This study highlights the need for improved medical and 

non-medical management of physical performance and symptom status in order to 

promote optimal effects of chemotherapy on HRQOL in advanced NSCLC. 

Clinical profile 

At baseline, the patients who participated in our study were mostly elderly 

ex-smokers with advanced stage NSCLC. Analysis of the SF-36 scores revealed 

high variability in the HRQOL status of our study sample. The subjects scored 

worst on the Role-Physical subscale, and best on the Bodily Pain and Social 

Function subscales. With the SF-36 composite summaries, it was found that the 

subjects in our study scored more than one standard deviation lower than the 

Canadian population for both physical and mental HRQOL, indicating poorer 

levels of HRQOL than the normal population. This is consistent with the study by 

Mohan et al. (2007), which demonstrated similar findings in this patient 

population despite using a different HRQOL questionnaire, the European 

Organisation for Research and Treatment of Cancer QLQ-C30. 18 

Analysis of symptom status demonstrated that the subjects in our study 

sample were mostly symptomatic and had mild to moderate levels of fatigue and 

other lung cancer symptoms. Not many previous sluuies have used the SCFS to 

measure fatigue symptoms in lung cancer. Recently though, Sarna et al. (2008) 

analyzed symptom severity in lung cancer patients immediately post-thoracotomy 

and found mean SCFS scores similar to ours. 119 A number of studies using other 
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fatigue questionnaires have also identified fatigue as a common problem in lung 

. 56 57 120 In d h b. h d d . cancer patients. · · our stu y, t e su ~ects a not un ergone any previOus 

treatment at the time of the initial evaluation, indicating that their fatigue was 

disease-related and not treatment-related. The phenomenon of fatigue has been 

identified as complex in the cancer population. Okuyama et al. (2001) found that 

fatigue in lung cancer was strongly related to depression, performance status as 

well as other symptoms, suggesting that fatigue can be attributed to both physical 

and psychological factors. 56 

For other lung cancer symptoms, our findings were similar to those found 

in previous studies of symptom status that used the LCS measure.69
•
12 1

•
122 Mean 

LCS scores for our study's subjects were also similar to LCS normative data for 

the lung cancer patient population. 123 As expected, lung cancer symptoms 

reported most frequently by the subjects were respiratory in nature, including 

shortness of breath, difficulty breathing and cough. Interestingly, poor appetite 

was also a common issue and thirty percent of the subjects reported no or very 

little appetite prior to chemotherapy. In addition, more than half of the subjects 

were categorized as moderately malnourished on the SGA, while more than a 

quarter were classified as severely malnourished, indicating poor nutritional status 

in our study sample. Issues with appetite and nutritional status in this population 

are related to cancer cachexia, a complex syndrome associated with an imbalance 

of energy due to reduced nutritional intake and increased energy expenditure, as 

well as with metabolic abnormalities caused by tumour-catabolic factors. 124 Our 

PG-SGA proportions were similar to those reported by Bauer et al. (2002), who 

evaluated 71 hospitalized patients with mixed cancer types, but higher than those 

reported by Segura et al. (2005), who evaluated nutritional status in 78 1 subjects 

with advanced stage cancer of mixed types (23% lung cancer). 117
•
118 Similar to 

both studies, the subjects in our study also reported !oss of appetite most 

frequently and diarrhoea less freq uently fo r nutritional symptoms. However, the 

patients in our sample reported lower levels of nutrition-related pain than the 

other two studies. 
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In terms of physical performance, the subjects in our study had similar 

baseline functional walking capacity and hand grip strength to healthy controls. 

The subjects walked a mean 6MWT distance and scored a mean grip strength that 

was 83% and 92%, respectively, of age- and gender-matched population norm 

values. 106
•
112 The average 6MWT distance walked by the subjects in our study was 

higher than that reported in a study by Bruera et al. (2003) on 33 cancer patients 

(31 with lung). 125 However, one of the inclusion criteria for their study was an 

intensity score of 3 or more for dyspnoea at rest or with mild effort (on a scale of 

0 to 1 0), which suggests lower walking capacity due to the presence of dyspnoea 

with exertion. In our study, not all of the subjects reported shortness of breath or 

difficulty breathing, which may explain the higher 6MWT distances. Compared to 

the patients in our study, lung cancer patients prior to undergoing resectional 

surgery have demonstrated similar 6MWT distances.97
•
126 Grip strength measures 

of our study sample were higher than those found in a study on 12 patients with 

advanced cancer patients and lower than those found in 127 patients with 

untreated oral and maxillofacial cancer. 127
'
128 However, gender differences in grip 

strength have been demonstrated and the first study had a high proportion of 

female subjects, which may explain their findings of lower grip strength. 129 In 

addition, the second study used different measurement methods than our study 

(maximum vs. average). 

Overall, the sample in our study demonstrated results similar to other 

studies on patients with advanced lung cancer or other cancer types. Based on 

these findings of clinical status, it can be presumed that our study sample is 

representative of the advanced NSCLC population and, therefore, our study's 

findings are generalizable to this population. 

Changes in patient-reported outcomes with chemotherapy 

No significant changes were found in patient-reported outcomes, including 

physical and mental HRQOL, lung cancer symptoms, fatigue symptoms or 

nutritional status, after two cycles of chemotherapy. Our findings suggest that 
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chemotherapy does not improve HRQOL. This corresponds with some previous 

studies which demonstrated no effect of chemotherapy on HRQOL1
1.

26 but differs 

from others which reported significant improvement.15
•
16

•
20 However, in our study, 

we observed trends towards declined physical HRQOL and general health on the 

SF-36 after chemotherapy. Interestingly, upon further analysis of the SF-36 

subscale scores, a significant increase in the Mental Health subscale was found 

after chemotherapy, suggesting improved mental health status despite worsened 

physical health in the subjects. 

Unlike what we expected, our findings also suggest that chemotherapy 

does not provide major symptom palliation, in terms of lung cancer symptoms. 

This study also adds to the ongoing debate regarding the effect of chemotherapy 

on tumour-related symptoms. 130 However, symptom palliation with chemotherapy 

has been demonstrated in many studies, including a number of randomized 

controlled trials. 16
'
22

'
69

'
70 

Finally, our study also suggests that chemotherapy does not worsen fatigue 

and nutritional symptoms of nausea and vomiting, unlike previously found in a 

longitudinal study by Wang et al. (2006) using chemo-radiation therapy in 

advanced NSCLC patients. 120 Other studies have also reported symptoms of 

fatigue, constipation, nausea and vomiting after chemotherapy treatment in 

advanced NSCLC lung cancer patients. 131
'
132 Chemotherapy-related toxicity, 

including symptoms of nausea and vomiting, has been reported with platinum­

based chemotherapy.133 This may indicate enhanced clinical management of side 

effects related to chemotherapy in advanced NSCLC patients. 

Reasons for the lack of significant change found in HRQOL, symptom 

status and nutritional status may be related to a number of methodological 

differences. It is important to note that the dropouts from our study tended to have 

worse lung cancer symptoms and nutritional status at baseline and loss of their 

data at fo llow-up may have contributed to the lack of change found after 

chemotherapy. Also, most previous studies compared the effect of chemotherapy 

in two randomized groups, with one receiving chemotherapy, while ours analyzed 
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the extent of change in outcomes from baseline (randomized controlled trial vs. 

longitudinal study). However, the secondary objective of our study was to 

estimate the change that occurred from baseline in patients that completed two 

cycles of chemotherapy and, therefore, this study design can be considered 

appropriate. 

The use of other questionnaires, treatment regimens and measurement 

end-points are other potential reasons for the lack of change found in patient­

reported outcomes in our study. Regarding questionnaires, the LCS and the SCFS 

have both demonstrated responsiveness to change even in the short term, 

justifying their use in our study. 116
•
134 In addition, our study was one of the few in 

lung cancer that used the SF-36 questionnaire, which provides two measures of 

HRQOL, mental and physical, as well as multiple subscale scores. The ability to 

capture a trend towards worsened physical HRQOL after chemotherapy, despite 

improved mental health status demonstrates the value of using the SF-36 in the 

cancer population. This also reveals some of the potential issues with using 

patient-reported outcomes, such as response shift. A concept introduced by 

Sprangers and Schwartz ( 1999), response shift refers to "a change in the meaning 

of one's self-evaluation of a target construct" due to changes in internal standards 

of measurement, changes in values regarding the importance of various domains 

of the construct or redefinition of the construct through reconceptualization.135 

Response shift may be responsible for masking the effect of treatment on HRQOL 

and o ther patient-reported outcomes. Evidence o f response shift has been found in 

individuals with advanced cancer and this concept has been used to explain lack 

of change or improvement in patient-reported health status in this patient 

population, despite deteriorating physical health. 136
·
137 

The administration of different treatment protocols may also explain the 

fi ndings in our study. For example, the cancer treatment used in the study by 

Wang et al. (2006) was chemo-radiation therapy and fatigue has been identified as 

one of the most common side effects of radiation therapy.120
•
138 Other studies on 

symptom status and HRQOL in advanced lung cancer patients have used different 
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types of chemotherapy, such as gefitinib, vinorelbine, topotecan and other 

combination chemotherapy regimens. 16
•
116

•
131

•
132 

Reasons for the lack of change found in patient-reported outcomes may 

also be related to the time of the measurement end-points. Our study measured 

symptoms after two cycles of chemotherapy, which may not have been adequate 

to produce substantial symptom changes. Some of the subjects in our study were 

recommended to continue with additional cycles of chemotherapy. Studies in 

advanced lung cancer have found that most symptom palliation occurs within the 

first three cycles of chemotherapy. 139
•
140 However, Cella et al. (2005) found in a 

clinical trial that improvement of lung cancer symptoms generally occurred within 

the first two weeks of treatment when gefitinib chemotherapy was given.116 Also, 

a small study on the side effects of carboplatin chemotherapy in patients with 

ovarian cancer reported high incidences of fatigue and nausea after just one 

chemotherapy cycle. 141 

Finally, this study did not measure the long-term effects of chemotherapy 

treatment, which may also have demonstrated different effects, in terms of 

HRQOL, symptom status and nutritional status. However, considering the poor 

prognosis associated with lung cancer, symptom relief in the short term should 

also be considered clinically important in this patient population. Our study shows 

that while HRQOL and lung cancer symptoms do not improve immediately after 

two chemotherapy cycles, common side effects of chemotherapy, including 

fatigue and nutritional symptoms, do not worsen either, possihly due to improved 

clinical management. These findings can only be applied to the short term effect 

of two cycles of first-line chemotherapy for advanced NSCLC patients. 

Changes in professional-measured outcomes with chemotherapy 

Professional-rated measures of physical performance tended to worsen 

after chemotherapy, with declines demonstrated in functional walking capacity, as 

measured by the 6MWT, and hand grip strength. Platinum-based chemotherapy, 

received by the majority of our sample subjects during the first cycle, has been 
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associated with greater toxicity, especially nausea and vomiting, nephrotoxicity 

and hematologic toxicity, when compared to non-platinum-based 

chemotherapy. 133 Many of the subjects in our study also received taxane 

compounds (taxol and taxotere) which, unlike other chemotherapy compounds, 

have been found to have an acute effect on the excitability of human peripheral 

motor nerves, resulting in muscle weakness.142 One study reveals that the only 

discouraging and worrisome concern for lung cancer patients pre-operatively is 

the potential for physical debility after resection surgery, demonstrating the 

importance of maintaining physical capacity after cancer treatment for patients. 143 

In our study, both physical performance and physical HRQOL tended to worsen 

after chemotherapy, despite their change scores not being strongly correlated. 

Again, these findings can only be applied to the short term effect of two cycles of 

chemotherapy. However, the ability to capture declines in physical performance 

after chemotherapy despite the lack of change in patient-reported health status 

demonstrates the value of using both patient-reported and professional-measured 

outcomes in cancer research. In particular, regular administration of the 6MWT, 

which is already done in many other patient populations, would also be helpful in 

lung cancer patients to characterize physical status and predict response to 

treatment. 54 

Relationships between variables 

As expected, the patient-reported measures of fatigue symptoms, lung 

cancer symptoms and nutritional status were correlated with each other prior to 

and after chemotherapy, while the professional-rated measures of physical 

performance, including functional walking capacity, grip strength, and chair rise 

performance, generally followed this pattern as well. This demonstrates 

consistency m the dataset, where measures of related constructs and with similar 

administration modes yie ld correlated scores. 

Symptom status, including fatigue and lung cancer symptoms, tended to 

be moderately corre lated with both physical and mental HRQOL prior to and after 
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chemotherapy treatment. This demonstrates the importance of symptom status, 

which has been highlighted in previous studies investigating fatigue and dyspnoea 

in the lung cancer patient population.63
•
66 In particular, we found moderate to 

strong correlations between fatigue symptoms and mental HRQOL both before 

and after chemotherapy. The high prevalence of fatigue and its relationship with 

both physical function and psychological distress has been previously highlighted 

in a study on ambulatory patients with advanced lung cancer by Okuyama et al. 

(2002). 56 The relationship between fatigue symptoms and psychological distress 

has also been demonstrated before in a number of studies on cancer 

patients. 56,144,145 

Measures of physical performance, including chair rise performance and 

6MWT, tended to be correlated with physical HRQOL. The relationship between 

walking capacity and HRQOL has been demonstrated before by Mohan et al. 

(2007). 18 Surprisingly, physical performance was not strongly related to symptom 

status prior to chemotherapy, indicating adequate physical performance in this 

patient population despite being symptomatic, in terms of fatigue and other lung 

cancer symptoms. However, after chemotherapy, physical performance tended to 

be more correlated with symptom status, suggesting that following the detrimental 

effects of chemotherapy on physical performance, symptom status contributes to 

reduced physical capacity. This further demonstrates the importance of better 

symptom management throughout chemotherapy, including after treatment, to 

improve physical performance and ultimately, HRQOL. 

Predictors of changes in HRQOL 

Pre-chemotherapy fatigue symptoms strongly predicted change in mental 

HRQOL with chemotherapy, when adjusted for confounding variables and 

6MWT. Specifically, worse fatigue symptoms (SCFS score) at baseline predicted 

larger improvements in mental HRQOL (SF-36 MCS score) after two cycles of 

chemotherapy, while better fatigue predicted greater deteriorations. One reason 

for this may have been that subjects with worse fatigue symptoms tended to also 
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have worse mental HRQOL at baseline and, therefore, had more room for 

improvement (i.e. ceiling effects). Change in fatigue symptoms was also 

moderately correlated with change in mental HRQOL, indicating that those 

patients who had worse fatigue at baseline and improved their fatigue after 

chemotherapy tended to improve their mental HRQOL as well, while those 

patients who had better fatigue at baseline and had detrimental effects on fatigue 

with chemotherapy tended to worsen their mental HRQOL. While fatigue 

symptoms and mental HRQOL both did not change significantly with 

chemotherapy, these findings suggest that the management of fatigue symptoms 

during chemotherapy would result in improved mental HRQOL post­

chemotherapy. An important relationship has been discovered between fatigue 

and mental HRQOL in this patient population. These findings demonstrate that 

clinical attention, in both practice and research, needs to be paid to symptom 

status, especially for fatigue symptoms, in advanced NSCLC patients during 

chemotherapy treatment. 

Interestingly, functional walking capacity (6MWT distance) before 

chemotherapy also predicted change in mental HRQOL (SF-36 MCS score) with 

chemotherapy, when adjusted for confounders and fatigue. When walking 

capacity was replaced with chair rise performance in the regression model, chair 

rise repetitions in one minute predicted change in mental HRQOL. This 

demonstrates that patients with better physical performance at baseline would 

improve their mental HRQOL more after chemolherapy, while those with worse 

physical performance would deteriorate. In a study by Wall (2000), lung cancer 

patients participating in an exercise program before resection surgery 

demonstrated increased intensity of power immediately prior to and after 

surgery. 146 Power, defined as "the capacity to knowingly participate in change", is 

related to the awareness of options, choice and intention. The findings of Wall 's 

study and our study may indicate the promotion of optimal changes in knowledge, 

empowerment and psychological well-being with increased physical capacity 

prior to treatment. Kasymjanova et al.'s (2009) recent work on the same dataset as 
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our study suggested that the 6MWT at baseline is also an independent predictor of 

response to chemotherapy, in terms of disease progression. 54 Eton et al. (2003) 

found that patient-reported physical well-being at baseline also predicted better 

response to treatment and survival after chemotherapy in advanced NSCLC 

patients. 147 Clinically, this shows the importance of improving and maintaining 

physical performance, prior to and during cancer treatment, respectively. Future 

research should study the role of exercise and physical therapy for lung cancer 

patients undergoing chemotherapy. 

When adjusted for confounding variables, nutritional status (PG-SGA 

score) prior to chemotherapy accounted for a small amount of the variance in 

change in physical HRQOL (SF-36 PCS score) with chemotherapy. Similarly, 

subjects with better nutritional status at baseline also tended to have better 

physical HRQOL and may have had greater room for deterioration (i.e. floor 

effects). However, the predictive role of nutritional status in physical HRQOL 

change was insignificant both statistically and clinically. 

Clinical relevance 

While the potential for positive changes in HRQOL during cancer therapy 

may be enhanced by healthcare interventions, little was previously known about 

which areas needed to be emphasized on in the clinical setting. Improving our 

understanding of modifiable factors related to HRQOL during cancer treatment is 

essential to help guide health professionals providing rehabilitative interventions 

for the lung cancer patient population.76 In this study, we found a close 

relationship between symptom status and HRQOL, particularly between fatigue 

symptoms and mental HRQOL, throughout the chemotherapy process in 

advanced NSCLC patients. Clinically, this demonstrates the potential value of 

better symptom management, especially for fatigue symptoms, during 

chemotherapy to optimize treatment effects on mental HRQOL. Various 

healthcare interventions, including aerobic exercise, behavioural therapy and 

pharmacological treatments, such as antiemetic therapy, can contribute to 
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minimizing fatigue, respiratory symptoms and chemotherapy-induced symptoms 

of nausea and vomiting in cancer patients undergoing chemotherapy.59
•
65

•
75

•
148

-
152 

Secondly, we discovered the importance of baseline physical performance, 

in particular 6MWT distance, in predicting changes in mental HRQOL with 

chemotherapy in advanced NSCLC patients. Recent findings have also 

demonstrated the role of baseline 6MWT in predicting response to chemotherapy 

treatment and survival for this patient population.54 In addition, we found that 

physical performance and physical HRQOL tended to worsen after chemotherapy. 

This demonstrates the clinical need to improve and maintain physical 

performance in lung cancer patients prior to and during chemotherapy treatment, 

respectively, in order to promote positive effects on HRQOL. Exercise training 

has shown to improve functional walking capacity, physical fitness and muscle 

strength in cancer patients after chemotherapy treatment. 149
•
151

•
153

-
155 Similar 

functional benefits have been found in allogenic stem-cell transplant patients with 

both supervised and self-directed exercise programs, suggesting that exercise 

guidance and education may be adequate to promote increased physical 

activity. 156 

Finally, an important finding of our study was the presence of issues with 

appetite in advanced NSCLC patients prior to cancer treatment. Increased clinical 

attention needs to be paid to this frequent and bothersome issue for this patient 

population. Physical exercise, dietary counselling and nutritional supplements 

have shown to improve symptoms of nausea, food intake and nutritional status in 

cancer patients, including NSCLC patients undergoing chemotherapy. 155
•
157 

Study limitations 

The presence of missing data due to the use of a dataset was one of the 

limitations of this study. Other limitations related to pe1forming a secondary 

analysis of an existing dataset included the pre-selection of outcomes. This 

limited the collection of additional valuable information, such as other factors 

which may have predicted how HRQOL changes with chemotherapy. Some 
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examples included pulmonary function and mood state. The elimination of 

pulmonary function as a predictor does not seem to be a major issue, as 

pulmonary function has not been found to correlate well with HRQOL in studies 

on lung cancer survivors and COPD.71
•
100 The role of mood state would have been 

useful to analyze due its close relationship with HRQOL in cancer.64 In our 

regression analyses, we also did not control for the effects of other factors, 

including co-morbidities, such as COPD, or other medications, which may have 

impacted the role of chemotherapy on HRQOL. However, considering our small 

sample size, the set of predictors which were analyzed in our study was quite 

extensive and provided a valuable answer to the research question identified. 

More importantly, the predictors analyzed are factors potentially modifiable by 

healthcare interventions, demonstrating direct relevance to clinical practice. 

Another study limitation was related to the pre-selection of tests and 

questionnaires to measure the independent and outcome variables, as some of the 

measures used were not necessarily the best to measure those particular 

constructs. For example, the use of only the patient-reported component of the 

PG-SGA questionnaire limited the measurement of nutritional status in this study. 

The PG-SGA questionnaire for nutritional status aims to minimize issues with 

patient report by including both patient- and clinician-reported components. The 

clinician-reported component would have added information on disease, 

metabolic demand and findings of a physical examination related to fat stores, 

muscle status and fluid status. 117 Also, not much research exists on the chair rise 

test (repetitions in one minute) and a number of different versions of the test are 

used in the literature to measure chair rise performance (e.g. time for five or ten 

chair rises, chair repetitions in 30 seconds), making it difficult to compare study 

findings. This demonstrates the need to improve and standardize the measurement 

of functional status and physical performance, especial ly in the cancer patient 

population. Another limitation related to the study design was the time of the 

measurement end-points. In our study, outcomes were only measured after two 

cycles of chemotherapy despite the fact that advanced lung cancer patients often 
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undergo additional cycles. Also, no long term effects of chemotherapy were 

measured. Therefore, the findings of this study are only generalizable to the 

immediate effects of two cycles of first-line chemotherapy in advanced NSCLC 

cancer patients. A final limitation of this study is the small sample size. Future 

studies in this patient population should use larger sample sizes to measure the 

effects of non-pharmacological healthcare interventions, such as exercise therapy, 

on HRQOL during chemotherapy treatment. 

10. Conclusion 

Fatigue symptoms and 6MWT distances are predictors of change in 

mental HRQOL during chemotherapy in advanced NSCLC patients. Clinical 

management of fatigue symptoms and physical performance may be useful for 

HRQOL optimization in NSCLC patients undergoing chemotherapy. 

11. Acknowledgements 

This thesis would not have been possible without the continuous guidance 

and support of my thesis supervisors, Dr. Maureen J. Simmonds and Dr. Jadranka 

Spahija, from the School of Physical and Occupational Therapy at McGill 

University. I would also like to express my deep gratitude to Dr. Goulnar 

Kasymjanova, Director of Pulmonary Research, and other members of the 

Pulmonary Oncology Team at the S.M.B.D. Jewish General Hospital for their 

valuable assistance with data access and management. I am extremely thankful 

towards Dr. Nancy Mayo, Susan Scott and Dr. Sharon Wood-Dauphinee for their 

advice and help with statistical and measurement methods. I would also like to 

express my gratitude to l' Ordre professionnel de la physiotherapie du Quebec for 

their fin ancial assistance during my graduate studies. Finally, I would like to 

thank my parents, my siblings, Chantal B. , Nishanth K., Angela Y., Aliya S. and 

Naazish A. for their continuous encouragement and constant suppo11. 

54 



Shallwani, 2009 

12. References 

1. The WHOQOL Group: Development of the WHOQOL: Rationale and 
current status. International Journal Of Mental Health 23:24-56, 1994 
2. Cella DF: Quality of life: Concepts and definition. Journal of Pain and 
Symptom Management 9:186-192, 1994 
3. Sloan JA, Cella D, Frost MH, et al: Assessing Clinical Significance in 
Measuring Oncology Patient Quality of Life: Introduction to the Symposium, 
Content Overview, and Definition of Terms, in Research MFfMEa (ed): Mayo 
Clinic Proceedings, 2002 
4. Wilson IB, Cleary PD: Linking clinical variables with health-related 
quality of life. A conceptual model of patient outcomes. JAMA 273:59-65, 1995 
5. Guyatt GH, Ferrans CE, Halyard MY, et al: Exploration of the Value of 
Health-Related Quality-of-Life Information From Clinical Research and Into 
Clinical Practice. Mayo Clinic Proceedings 82: 1229-1239, 2007 
6. Canadian Cancer Society: Canadian Cancer Statistics 2009.1-127,2009 
7. Canadian Cancer Society: Canadian Cancer Statistics 2007, pp 1-4, 2007 
8. Manser R, Wright G, Hart D, et al: Surgery for early stage non-small cell 
lung cancer. Cochrane Database of Systematic Reviews, 2005 
9. Non-Small Cell Lung Cancer Collaborative Group: Chemotherapy for 
non-small cell lung cancer. Cochrane Database of Systematic Reviews, 2000 
10. Alberti W, Anderson G, Bartolucci A, et al: Chemotherapy in non-small 
cell lung cancer: A meta-analysis using updated data on individual patients from 
52 randomised clinical trials. Lung Cancer 14: 167-168, 1996 
11. Spiro SG, Rudd RM, Souhami RL, et al: Chemotherapy versus supportive 
care in advanced non-small cell lung cancer: improved survival without detriment 
to quality of life. Thorax 59:828-836, 2004 
12. Lester J, Macbeth F, Toy E, et al: Palliative radiotherapy regimens for 
non-small cell lung cancer. Cochrane Database of Systematic Reviews, 2006 
13. Le Chevalier T, Arriagada R, Pignon JP, et al: Should adjuvant 
chemotherapy become standard treatment in all patients with resected non-small­
cell lung cancer? The Lancet Oncology 6: 182-184, 2005 
14. Roszkowski K, Pluzanska A, Krzakowski M, et al: A multicenter, 
randomized, phase Ill study of docetaxel plus best supportive care versus best 
supportive care in chemotherapy-naive patients with metastatic or non-resectable 
localized non-small cell lung cancer (NSCLC). Lung Cancer 27: 145-157, 2000 
15. Helsing M, Bergman B, Thaning L, et al: Quality of life and survival in 
patients with advanced non-small cell lung cancer receiving supportive care plus 
chemotherapy with carbop1atin and etoposide or supportive care oniy. A 
multicentre randomised phase Ill trial. European Journal of Cancer 34: 1036-1044, 
1998 
16. Thongprasert S, Sanguanmitra P, Juthapan W, et al: Relationship between 
quality of life and clinical outcomes in advanced non-small cell lung cancer: best 

ss 



Shallwani, 2009 

supportive care (BSC) versus BSC plus chemotherapy. Lung Cancer 24:17-24, 
1999 
17. Gridelli C, Perrone F, Gallo C, et al: Chemotherapy for elderly patients 
with advanced non-small-cell lung cancer: the Multicenter Italian Lung Cancer in 
the Elderly Study (MILES) phase m randornized trial. Journal of the National 
Cancer Institute 95:362-372, 2003 
18. Mohan A, Singh P, Singh S, et al: Quality of life in lung cancer patients: 
impact of baseline clinical profile and respiratory status. European Journal of 
Cancer Care 16:268-276, 2007 
19. Silvestri G, Pritchard R, Welch HG: Preferences for chemotherapy in 
patients with advanced non-small cell lung cancer: descriptive study based on 
scripted interviews. BMJ 317:771-775, 1998 
20. Anderson H, Hopwood P, Stephens R, et al: Gemcitabine plus best 
supportive care (BSC) vs BSC in inoperable non-small cell lung cancer D a 
randornized trial with quality of life as the primary outcome. British Journal of 
Cancer 83:447-453, 2000 
21. Klastersky J, Paesmans M: Response to chemotherapy, quality of life 
benefits and survival in advanced non-small cell lung cancer: review of literature 
results. Lung Cancer 34:95-101, 2001 
22. Socinski MA, Morris DE, Masters GA, et al: Chemotherapeutic 
Management of Stage IV Non-small Cell Lung Cancer*. Chest 123:226S-243S, 
2003 
23. Bunn P, Jr, Kelly K: New chemotherapeutic agents prolong survival and 
improve quality of life in non-small cell lung cancer: a review 6f the literature and 
future directions. Cl in Cancer Res 4: 1087-1100, 1998 
24. Held-Warrnkessel J, Sweeney CW: Understanding Peripheral Neuropathy 
in Patients With Cancer: Background and Patient Assessment. Clinical Journal of 
Oncology Nursing 6: 163-166, 2002 
25. Griffin AM, Butow PN, Coates AS, et al: On the receiving end V: Patient 
perceptions of the side effects of cancer chemotherapy in 1993. Annals of 
Oncology7:189-195, 1996 
26. Cullen MH, Billingham LJ, Woodroffe CM, et al: Mitomycin, Ifosfamide, 
and Cisplatin in Unresectable Non-Small-Cell Lung Cancer: Effects on Survival 
and Quality of Life. Journal of Clinical Oncology 17:3188-3194, 1999 
27. Schiller JH, Harrington D, Belani CP, et al: Comparison of Four 
Chemotherapy Regimens for Advanced Non-Small-Cell Lung Cancer. N Engl J 
Med 346:92-98, 2002 
28. Lilenbaum RC, Herndon JE, 11, List MA, et al: Single-Agent Versus 
Combination Chemotherapy in Advanced Non-Small-Cell Lung Cancer: The 
Cancer and Leukemia Group B (study 9730). 1 Clin Oncol 23: 190-196, 2005 
29. Billingham LJ, Cullen MH: The benefits of chemotherapy in patient 
subgroups with unresectable non-small-cell lung cancer. Annals of Oncology 
12:1671 - 1675, 2001 

56 



Shallwani, 2009 

30. Agra Y, Pelayo M, Sacristan M, et al: Chemotherapy versus best 
supportive care for extensive small cell lung cancer. . Cochrane Database of 
Systematic Reviews, 2003 
31. Bonorni P, Kim K, Fairclough D, et al: Comparison of Survival and 
Quality of Life in Advanced Non-Small-Cell Lung Cancer Patients Treated With 
Two Dose Levels of Paclitaxel Combined With Cisplatin Versus Etoposide With 
Cisplatin: Results of an Eastern Cooperative Oncology Group Trial. Journal of 
Clinical Oncology 18:623-, 2000 
32. Tanvetyanon T, Soares HP, Djulbegovic B, et al: A systematic review of 
quality of life associated with standard chemotherapy regimens for advanced non­
small cell lung cancer. Journal of Thoracic Oncology 2: 1091-1097, 2007 
33. Belani CP, Pereira JR, von Pawel J, et al: Effect of chemotherapy for 
advanced non-small cell lung cancer on patients' quality of life: A randornized 
controlled trial. Lung Cancer 53:231-239, 2006 
34. Curb JD, Ceria-Ulep CD, Rodriguez BL, et al: Performance-Based 
Measures of Physical Function for High-Function Populations. Journal of the 
American Geriatrics Society 54:737-742,2006 
35. Hughes MA, Myers BS, Schenkman ML: The role of strength in rising 
from a chair in the functionally impaired elderly. Journal of Biomechanics 
29:1509-1513, 1996 
36. McCarthy EK, Horvat MA, Holtsberg PA, et al: Repeated Chair Stands as 
a Measure of Lower Limb Strength in Sexagenarian Women. J Gerontal A Bioi 
Sci Med Sci 59: 1207-1212, 2004 
37. Tisdale MJ: Loss of skeletal muscle in cancer: biomechanical 
mechanisms. Frontiers in Bioscience 6:d164-174, 2001 
38. Visovsky C, Dvorak C: Exercise and cancer recovery. Online Journal of 
Issues in Nursing 10:7, 2005 
39. Visovsky C: Chemotherapy-Induced Peripheral Neuropathy. Cancer 
Investigation 2 1:439, 2003 
40. De Jaeger K, Seppenwoolde Y, Boersma LJ, et al: Pulmonary function 
following high-dose radiotherapy of non-small-celllung cancer. International 
Journal of Radiation Oncology*Biology*Physics 55: 133 1-1340, 2003 
41. Maas KW, van der Lee I, Boli K, et ai: Lung function changes and 
pulmonary complications in patients with stage Ill non-small cell lung cancer 
treated with gemcitabine/cisplatin as part of combined modali ty treatment. Lung 
Cancer 41:345-351, 2003 
42. Miller KL, Zhou S-M, Barrier RC, et al: Long-term changes in pulmonary 
function tests after definitive radiotherapy for lung cancer. International Journal of 
Radiation Oncology*Biology*Physics 56:611-615, 2003 
43. Leo F, Solli P, Spaggiari L, et al: Respiratory function changes after 
chemotherapy: an additional risk for postoperative respiratory complications? 
Annals of Thoracic Surgery 77:260-265, 2004 

57 



Shallwani, 2009 

44. Takeda S, Funakoshi Y, Kadota Y, et al: Fall in diffusing capacity 
associated with induction therapy for lung cancer: a predictor of postoperative 
complication? Annals of Thoracic Surgery 82:232-236, 2006 
45. Castro M, Veeder MH, Mailliard JA, et al: A prospective study of 
pulmonary function in patients receiving mitomycin. Chest 109:939-944, 1996 
46. Bennett J, Winters-Stone K, Nail L: Conceptualizing and measuring 
physical functioning in cancer survivorship studies. Oncology Nursing Forum 
33:41-49, 2007 
47. Montoya M, Fossella F, Palmer JL, et al: Objective evaluation of physical 
function in patients with advanced lung cancer: a preliminary report. Journal of 
Palliative Medicine 9:309-316,2006 
48. Simmonds MJ: Physical function in patients with cancer- psychometric 
characteristics and clinical usefulness of a physical performance test battery. 
Journal of Pain and Symptom Management 24:404-414, 2002 
49. Sama L: Fluctuations in physical function: adults with non-small cell lung 
cancer. Journal of Advanced Nursing 18:714-724, 1993 
50. Brown DJF, McMillan DC, Milroy R: The correlation between fatigue, 
physical function, the systemic inflammatory response, and psychological distress 
in patients with advanced lung cancer. Cancer 103:377-382, 2005 
51. Swanson T, Dalzell MA, Small D, et al: Physiological correlates of 
cancer-related fatigue in advanced non-small cell lung cancer (NSCLC) patients, 
2006 ASCO Annual Meeting Journal of Clinical Oncology, 2006 
52. Osoba D, Zee B, Pater J, et al: Psychometric Properties and 
Responsiveness of the EORTC Quality of Life Questionnaire (QLQ-C30) in 
Patients with Breast, Ovarian and Lung Cancer. Quality of Life Research 3:353-
364, 1994 
53. Saad lAB, Botega NJ, Toro IFC: Evaluation of quality of life of patients 
submitted to pulmonary resection due to neoplasia. Jornal Brasileiro de 
Pneumologia 32:10-15,2006 
54. Kasymjanova G, Correa JA, Kreisman H, et al: Prognostic Value of the 
Six-Minute Walk in Advanced Non-small Cell Lung Cancer. Journal of Thoracic 
Oncology 4:602-607 10.1097 /JTO.ObO 13e318 19e77e8, 2009 
)). Morrow G, Andrews P, Hickok J , et al: Fatigue associated with cancer and 
its treatment. Supportive Care in Cancer 10:389-398, 2002 
56. Okuyama T, Tanaka K, Akechi T, et al: Fatigue in ambulatory patients 
with advanced lung cancer: prevalence, correlated factors, and screening. Journal 
of Pain and Symptom Management 22:554-564, 200 I 
57. Pater JL, Zee B, Palmer M, et al: Fatigue in patients with cancer: results 
with National Cancer Institute of Canada Clinical Trials Group studies employing 
the EORTC QLQ-C30. Supportive Care in Cancer 5:410-4 13, i997 
58. Forlenza MJ, Hall P, Lichtenstein P, et al: Epidemiology of cancer-related 
fatigue in the Swedish twin registry. Cancer 104:2022-203 1, 2005 

58 



Shallwani, 2009 

59. lop A, Manfredi AM, Bonura S: Fatigue in cancer patients receiving 
chemotherapy: an analysis of published studies. Annals of Oncology 15:712-720, 
2004 
60. Spazzapan S, Bearz A, Tirelli U: Fatigue in cancer patients receiving 
chemotherapy: an analysis of published studies. Annals of Oncology 15:1576-
1576,2004 
61. Schwartz AL: Daily fatigue patterns and effect of exercise in women with 
breast cancer. Cancer Practice 8:16-24, 2000 
62. Tanaka K, Akechi T, Okuyama T, et al: Impact of dyspnea, pain, and 
fatigue on daily life activities in ambulatory patients with advanced lung cancer. 
Journal of Pain and Symptom Management 23:417-423,2002 
63. Dagnelie PC, Pijls-Johannesma MCG, Lambin P, et al: Impact of fatigue 
on overall quality of life in lung and breast cancer patients selected for high-dose 
radiotherapy. Annals of Oncology 18:940-944, 2007 
64. Visser MRM, Smets EMA: Fatigue, depression and quality of life in 
cancer patients: how are they related? Supportive Care in Cancer 6:101-108, 1998 
65. Yoder LH: An overview of lung cancer symptoms, pathophysiology, and 
treatment. MEDSURG Nursing 15:231-234,2006 
66. Smith EL, Hann DM, Ahles TA, et al: Dyspnea, anxiety, body 
consciousness, and quality of life in patients with lung cancer. Journal of Pain and 
Symptom Management 21:323-329,2001 
67. Travers J, Dudgeon DJ, Amjadi K, et al: Mechanisms of exertional 
dyspnea in patients with cancer. Journal of Applied Physiology 104:57-66, 2008 
68. Hoffman A, Given B, von Eye A, et al: Relationships among pain, fatigue, 
insomnia, and gender in persons with lung cancer. Oncology Nursing Forum 
34:785-792, 2007 
69. Thatcher N, Chang A, Parikh P, et al: Gefitinib plus best supportive care 
in previously treated patients with refractory advanced non-small-cell lung cancer: 
results from a randomised, placebo-controlled, multicentre study (Iressa Survival 
Evaluation in Lung Cancer). The Lancet 366:1527-1537, 2005 
70. Ellis P, Smith I, Hardy J, et al: Symptom relief with MVP (mitomycin C, 
vinblastine and cisplatin) chemotherapy in advanced non-small-cell lung cancer. 
Lung Cancer 12:303-303, 1995 
7 1. Sarna L, Evangelista L, Tashkin D, et al: Impact of respiratory symptoms 
and pulmonary function on quality of life of long-term survivors of non-small cell 
lung cancer. Chest 125:439-445, 2004 
72. Tisdale MJ: Cancer anorexia and cachexia. Nutrition 17:438-442, 2001 
73. Ovesen L, Hannibal J , Mortensen EL: The interrelationship of weight loss, 
dietary intake, and quality of life in ambulatory patients with cancer of the lung, 
breast, and ovary .. Nutrition and Cancer 19: 159- 167, 1993 
74. Mercadante S: Nutrition in cancer patients. Supportive Care in Cancer 
4: 10-20, 1996 

59 



Shallwani, 2009 

75. Ballatori E, Roila F: Impact of nausea and vomiting on quality of life in 
cancer patients during chemotherapy. Health and Quality of Life Outcomes 1:46, 
2003 
76. Sola I, Thompson E, Subirana M, et al: Non-invasive interventions for 
improving well-being and quality of life in patients with lung cancer. Cochrane 
Database of Systematic Reviews, 2004 
77. Mountain CF: A New International Staging System for Lung Cancer. 
Chest 89:225S-233S, 1986 
78. Jenkinson C, Wright L, Coulter A: Criterion Validity and Reliability of the 
SF-36 in a Population Sample. Quality of Life Research 3:7-12, 1994 
79. Lyons RA, Perry IM, Littlepage BNC: Evidence for the Validity of the 
Short-form 36 Questionnaire (SF-36) in an Elderly Population. Age Ageing 
23:182-184, 1994 
80. Ruta DA, Hurst NP, Kind P, et al: Measuring health status in British 
patients with rheumatoid arthritis: reliability, validity and responsiveness of the 
short form 36-item health survey (SF-36). Rheumatology 37:425-436, 1998 
81. Failde I, Ramos I: Validity and reliability of the SF-36 Health Survey 
Questionnaire in patients with coronary artery disease. Journal of Clinical 
Epidemiology 53:359-365, 2000 
82. Findler M, Cantor J, Haddad L, et al: The reliability and validity of the SF-
36 health survey questionnaire for use with individuals with traumatic brain 
injury. Brain Injury 15:715-723,2001 
83. McHorney CA, War JE, Jr., Lu JFR, et al: The MOS 36-ltem Short-Form 
Health Survey (SF-36): Ill. Tests of Data Quality, Scaling Assumptions, and 
Reliability across Diverse Patient Groups. Medical Care 32:40-66, 1994 
84. Reulen RC, Zeegers MP, Jenkinson C, et al: The use of the SF-36 
questionnaire in adult survivors of childhood 
cancer: evaluation of data quality, score reliability, and scaling 
assumptions. Health and Quality of Life Outcomes 4:8, 2006 
85. Mosconi P, Cifani S, Crispino S, et al: The performance of SF-36 health 
survey in patients with laryngeal cancer. Head & Neck 22: 175-182, 2000 
86. Chang C-H, Wright BD, Cella D, et al: The SF-36 physical and mental 
heaith factors were confirmed in cancer and HIV I AIDS patients. Journal of 
Clinical Epidemiology 60:68-72, 2007 
87. Hopman WM, Towheed T, Anastassiades T, et al: Canadian normative 
data for the SF-36 health survey. CMAJ 163:265-271 , 2000 
88. Ware JE, Snow KK, Kosinski M, et a! : SF-36 Health Survey: Manual and 
Interpretation Guide. Boston, The Health Institute, 1993 
89. Samsa G, Edelman D, Rothman ML, et a!: Determining Clinically 
Important Differences in Health Status Measures: A General Approach with 
fllustration to the Health Utilities Index Mark Il. PharmacoEconomics 15:141 -
155, 1999 

60 



Shallwani, 2009 

90. Lipscomb J, Gotay CC, Snyder CF: Patient-reported outcomes in cancer: a 
review of recent research and policy initiatives. A Cancer Journal for Clinicians 
57:24,2007 
91. Schlenk EA, Erlen JA, Dunbar-Jacob J, et al: Health-Related Quality of 
Life in Chronic Disorders: A Comparison across Studies Using the MOS SF-36. 
Quality of Life Research 7:57-65, 1998 
92. · Kennedy AW, Austin JM, Look KY, et al: The Society of Gynecologic 
· Oncologists Outcomes Task Force, : Study of Endometrial Cancer: Initial 
Experiences. Gynecologic Oncology 79:379-398, 2000 
93. Wenzel LB, Donnelly JP, Fowler JM, et al: Resilience, reflection, and 
residual stress in ovarian cancer survivorship: A gynecologic oncology group 
study. Psycho-Oncology 11:142-153,2002 
94. Hammerlid E, Taft C, Sullivan M: Health-Related Quality of Life in Long-
Term Head and Neck Cancer Survivors: A Comparison with General Population 
Norms. Quality of Life Research 9:262, 2000 
95. Baker F, Haffer SC, Denniston M: Health-related quality of life of cancer 
and noncancer patients in Medicare managed care. Cancer 97:674-681, 2003 
96. Funk GF, Karnell LH, Dawson CJ, et a1: Baseline and post-treatment 
assessment of the general health status of head and neck cancer patients compared 
with United States population norms. Head & Neck 19:675-683, 1997 
97. Handy JR, Asaph JW, Skokan L, et al: What Happens to Patients 
Undergoing Lung Cancer Surgery?*. Chest 122:21-30, 2002 
98. Eton DT, Lepore SJ, Helgeson VS: Early quality of life in patients with 
localized prostate carcinoma. Cancer 92:1451-1459, 2001 
99. Given B, Given C, Azzouz F, et al: Physical functioning of elderly cancer 
patients prior to diagnosis and following initial treatment. Nursing Research 
50:222-232, 2001 
100. Mahler DA, Mackowiak JI: Evaluation of the Short-Form 36-Item 
questionnaire to measure health-related quality of life in patients with COPD. 
Chest 107:7, 1995 
101. Benzo R, Flume PA, Turner D, et al: Effect of Pulmonary Rehabilitation 
on Quality of Life in Patients With COPD: The Use of SF-36 Summary Scores as 
Outcomes !v1easures. Journal of Cardiopulmonary Rehabilitation and Prevention 
20:23 1-234, 2000 
102. Mangione CM, Gold man L, Orav EJ, et al: Health-related quality of life 
after elective surgery measurement of longitudinal changes. Journal of General 
Internal Medicine 12:686-697, 1997 
103. Cella OF, Bonomi AE, Lloyd SR, et a!: Reliability and validity of the 
functional assessment of cancer therapy--lung (FACT-L) quality of life 
instrument. Lung Cancer 12: 199-220, 1995 
104. Cella D, Eton DT, Fairclough DL, et a!: What is a clinically meaningful 
change on the Functional Assessment of Cancer Therapya€"Lung (FACT-L) 
Questionnaire?: Results from Eastern Cooperative Oncology Group (ECOG) 
Study 5592. Journal of Clinical Epidemiology 55:285-295, 2002 

61 



Shallwani, 2009 

105. Butt Z, Webster K, Eisenstein AR, et al: Quality of Life in Lung Cancer: 
The Validity and Cross-Cultural Applicability of the Functional Assessment of 
Cancer Therapy-Lung Scale. Hematology/Oncology Clinics of North America 
19:389-420, 2005 
106. Bohannon RW: Six-Minute Walk Test: A Meta-Analysis of Data From 
Apparently Healthy Elders. Topics in Geriatric Rehabilitation 23:155-160,2007 
107. Salzman SH: The 6-Min Walk Test. Chest 135:1345-1352,2009 
108. Perera S, Mody SH, Woodman RC, et al: Meaningful Change and 
Responsiveness in Common Physical Performance Measures in Older Adults. 
Journal of the American Geriatrics Society 54:743-749, 2006 
109. Suzuki T, Bean JF, Fielding RA: Muscle Power of the Ankle Flexors 
Predicts Functional Performance in Community-Dwelling Older Women. Journal 
of the Americ<Jll Geriatrics Society 49: 1161-1167, 2001 
110. Ritchie C, Trost SG, Brown W, et al: Reliability and valictity of physical 
fitness field tests for adults aged 55 to 70 years. Journal of Science and Medicine 
in Sport 8:61-70, 2005 
111. Mathiowetz V, Weber K, Volland G, et al: Reliability and validity of grip 
and pinch strength evaluations. Journal of Hand Surgery 9:222-226, 1984 
112. Mathiowetz V, Kashman N, Volland G, et al: Grip and pinch strength: 
normative data for adults. Archives of Physical Medicine and Rehabilitation 
66:69-72, 1985 
113. Schwartz AL: The Schwartz Cancer Fatigue Scale: testing reliability and 
validity. Oncology Nursing Forum 25:711-717, 1998 
114. Schwartz AL, Meek P: Additional construct validity of the Schwartz 
Cancer Fatigue Scale. Journal of Nursing Measurement 7:35-45, 1999 
115. Schwartz AL, Meek PM, Nail LM, et al: Measurement of fatigue: 
determining minimally important clinical differences. Journal of Clinical 
Epidemiology 55:239-244, 2002 
116. Cella D, Herbst RS, Lynch TJ, et al: Clinically Meaningful Improvement 
in Symptoms and Quality of Life for Patients With Non-Small-Cell Lung Cancer 
Receiving Gefitinib in a Randomized Controlled Trial. Journal of Clinical 
Oncology 23:2946-2954, 2005 
l l7. tlauer J, Capra S, Ferguson M: Use of the scored patient generated 
subjective global assessment as a nutrition assessment tool in subjects with 
cancer. European Journal of Clinical Nutrition 56:779-785, 2002 
I 18. Segura A, Pardo J, Jara C, et a!: An epidemiological evaluation of the 
prevalence of malnutrition in Spanish patients with locally advanced or metastatic 
cancer. Clinical Nutrition 24:80 l -8 14, 2005 
119. Sarna L, Cooley ME, Brown JK, et al: Symptom Severity I to 4 Months 
After Thoracotomy for Lung Cancer. Am J Crit Care 17:455-467, 2008 
120. Wang XS, Fairclough DL, Liao Z, et al: Longitudinal Study of the 
Relationship Between Chemoradiation Therapy for Non-Small-Cell Lung Cancer 
and Patient Symptoms. J Clin Oncol 24:4485-449 1, 2006 

62 



Shallwani, 2009 

121. Sekine I, lchinose Y, Nishiwaki Y, et al: Quality of life and disease-related 
symptoms in previously treated Japanese patients with non-small-cell lung cancer: 
results of a randomized phase ill study (V -15-32) of gefitinib versus docetaxel. 
Ann Oncol:mdp031, 2009 
122. Fukuoka M, Yano S, Giaccone G, et al: Multi-Institutional Randornized 
Phase 11 Trial of Gefitinib for Previously Treated Patients With Advanced Non­
Small-Cell Lung Cancer. J Clin Oncol21:2237-2246, 2003 
123. Brucker PS, Yost K, Cashy J, et al: Normative reference values for the 
FACT-G, in Cella D (ed): Functional Assessment of Chronic Illness Therapy 
(version 4). Evanston, IL, Evanston Northwestern Healthcare, 2004 
124. Esper DH, Harb WA: The Cancer Cachexia Syndrome: A Review of 
Metabolic and Clinical Manifestations. Nutr Clin Pract 20:369-376, 2005 
125. Bruera E, Sweeney C, Willey J, et al: A randornized controlled trial of 
supplemental oxygen versus air in cancer patients with dyspnea. Palliative 
Medicine 17:659-663, 2003 
126. Nomori H, Ohtsuka T, Horio H, et al: Difference in the Impairment of 
Vital Capacity and 6-Minute Walking After a Lobectomy Performed by 
Thoracoscopic Surgery, an Anterior Limited Thoracotomy, an Anteroaxillary 
Thoracotomy, and a Posterolateral Thoracotomy. Surgery Today 33:7-12, 2003 
127. Gramignano G, Lusso MR, Madeddu C, et al: Efficacy of !-carnitine 
administration on fatigue, nutritional status, oxidative stress, and related quality of 
life in 12 advanced cancer patients undergoing anticancer therapy. Nutrition 
22:136-145, 2006 
128. Guo C-B, Zhang W, Ma D-Q, et al: Hand grip strength: an indicator of 
nutritional state and the mix of postoperative complications in patients with oral 
and maxillofacial cancers. British Journal of Oral and Maxillofacial Surgery 
34:325-327, 1996 
129. Leyk D, Gorges W, Ridder D, et al: Hand-grip strength of young men, 
women and highly trained female athletes 
European journal of applied physiology 
99:415-421,2007 
130. Stinnett S, Williams L, Johnson DH: Role of Chemotherapy for Palliation 
in the Lung Cancer Patient Supportive Oncology 5: 19-24, 2007 
131. Gridelli C: The EL VIS Trial: A Phase Ill Study of Single-Agent 
Vinorelbine as First-Line Treatment in Elderly Patients with Advanced Non­
Small Cell Lung Cancer. Oncologist 6:4-7, 200 l 
l 32. Perez-Soler R, Fossella F, Glisson B, et a! : Phase II study of topotecan in 
patients with advanced non-small-cell lung cancer previously untreated with 
chemotherapy. J Clin Oncol 14:503-513, 1996 
133. D'Addario G, Pintilie M, Leighl NB, et al: Plat inum-Based Versus Non­
Platinum-Based Chemotherapy in Advanced Non-Small-Cell Lung Cancer: A 
Meta-Analysis of the Published Literature. J Clin Oncol 23:2926-2936, 2005 

63 



Shallwani, 2009 

134. Shun S-C, Beck SL, Pett MA, et al: Assessing Responsiveness of Cancer­
Related Fatigue Instruments: Distribution-Based and Individual Anchor-Based 
Methods. Oncologist 12:495-504, 2007 
135. Sprangers MAG, Schwartz CE: Integrating response shift into health­
related quality of life research: a theoretical model. Social Science & Medicine 
48:1507-1515, 1999 
136. Sharpe L, Butow P, Smith C, et al: Changes in quality of life in patients 
with advanced cancer: Evidence of response shift and response restriction. Journal 
of Psychosomatic Research 58:497-504, 2005 
137. Cella D, Hahn EA, Dineen K: Meaningful change in cancer-specific 
quality of life scores: Differences between improvement and worsening. Quality 
of Life Research 11 :207-221, 2002 
138. Hickok JT, Morrow GR, McDonald S, et al: Frequency and correlates of 
fatigue in lung cancer patients receiving radiation therapy: Implications for 
management. Journal of Pain and Symptom Management 11:370-377, 1996 
139. Vansteenkiste J, Vandebroek J, Nackaerts K, et al: Influence of cisplatin­
use, age, performance status and duration of chemotherapy on symptom control in 
advanced non-small cell lung cancer: detailed symptom analysis of a randomised 
study comparing cisplatin-vindesine to gemcitabine. Lung cancer (Amsterdam, 
Netherlands) 40: 191-199, 2003 
140. Smith lE, O'Brien MER, Talbot DC, et al: Duration of Chemotherapy in 
Advanced Non-Small-Cell Lung Cancer: A Randomized Trial of Three Versus 
Six Courses of Mitomycin, Vinblastine, and Cisplatin. J Clin Oncol 19: 1336-
1343,2001 
141. Buckingham R, Fitt J, Sitziaz J: Patients' experiences of chemotherapy: 
side-effects of carboplatin in the treatment of carcinoma of the ovary. European 
Journal of Cancer Care 6:59-71, 1997 
142. Quasthoff S, Hartung HP: Chemotherapy-induced peripheral neuropathy. 
Journal of Neurology 249:9-17, 2002 
143. Cykert S, Kissling G, Hansen CJ: Patient Preferences Regarding Possible 
Outcomes of Lung Resection*. Chest 117:1551-1559, 2000 
144. Ahlberg K, Ekman T, Wallgren A, et al: Fatigue, psychological distress, 
coping and quality of life in patients with uterine cancer. Journal of Advanced 
Nursing 45:205-213, 2004 
145. Bruera E, Brenneis C, Michaud M, et al: Association between asthenia and 
nutritional status, lean body mass, anemia, psychological status, and tumor mass 
in patients with advanced breast cancer. Journal of Pain and Symptom 
Management 4:59-63, 1989 
146. Wall LM: Changes in Hope and Power in Lung Cancer Patients who 
Exercise. Nurs Sci Q 13:234-242, 2000 
147. Eton DT, Fairclough DL, Cella D, et al: Early Change in Patient-Reported 
I lealth During Lung Cancer Chemotherapy Predicts Clinical Outcomes Beyond 
Those Predicted by Baseline Report: Results From Eastern Cooperative Oncology 
Group Study 5592. J Clin Oncol 2 1:1536- 1543, 2003 

64 



Shallwani, 2009 

148. Conn V, Hafdahl A, Porock D, et al: A meta-analysis of exercise 
interventions among people treated for cancer. Supportive Care in Cancer 
15:1441-1442, 2007 
149. Schneider CM, Hsieh CC, Sprod LK, et al: Effects of supervised exercise 
training on cardiopulmonary function and fatigue in breast cancer survivors 
during and after treatment. Cancer 110:918 - 925, 2007 
150. Mustian K, Griggs J, Morrow G, et al: Exercise and side effects among 
749 patients during and after treatment for cancer: a University of Rochester 
Cancer Center Community Clinical Oncology Program Study. Supportive Care in 
Cancer 14:732-741, 2006 
151. Adamsen L, Quist M, Midtgaard J, et al: The effect of a multidimensional 
exercise intervention on physical capacity, well-being and quality of life in cancer 
patients undergoing chemotherapy. Supportive Care in Cancer 14:116-127,2006 
152. Andersen C, Adamsen L, Moeller T, et al: The effect of a 
multidimensional exercise programme on symptoms and side-effects in cancer 
patients undergoing chemotherapy--The use of semi-structured diaries. European 
Journal of Oncology Nursing 10:247-262, 2006 
153. Dimeo F, Fetscher S, Lange W, et al: Effects of aerobic exercise on the 
physical performance and incidence of treatment-related complications after high­
dose chemotherapy. Blood 90:3390-3394, 1997 
154. Spruit MA, Janssen PP, Willemsen SCP, et al: Exercise capacity before 
and after an 8-week multidisciplinary inpatient rehabilitation program in lung 
cancer patients: A pilot study. Lung Cancer 52:257-260, 2006 
155. Coumeya K, Friedenreich C: Physical exercise and quality of life 
following cancer diagnosis: A literature review. Annals of Behavioral Medicine 
21:171-179, 1999 
156. Shelton ML, Lee JQ, Morris GS, et al: A randomized control trial of a 
supervised versus a self-directed exercise program for allogeneic stem cell 
transplant patients. Psycho-Oncology 18:353-359, 2009 
157. Bauer JD, Capra S: Nutrition intervention improves outcomes in patients 
with cancer cachexia receiving chemotherapy-a pilot study. Supportive Care in 
Cancer 13:270-274, 2005 

65 



Shallwani, 2009 

13. List of appendices 

Appendix 1: Collinearity testing between independent variables 
Appendix 2a: Distribution of dependent variable (PCS change) 
Appendix 2b: Distribution of dependent variable (MCS change) 
Appendix 3a: Linearity of relationships between independent variables and 
dependent variable 

(PCS change) 
Appendix 3b: Linearity of relationships between independent variables and 
dependent variable 

(MCS change) 
Appendix 4a: Normality of residuals (PCS change) 
Appendix 4b: Normality of residuals (MCS change) 
Appendix Sa: Homoscedasticity (PCS change) 
Appendix Sb: Homoscedasticity (MCS change) 

66 



Shallwani, 2009 

Appendix 1: Collinearity testing between independent variables (r>0.8) 
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Appendix 2a: Distribution of dependent variable (SF-36 PCS change) 

Goodness-of-Fit Tests 

Test 

Kolmogorov-Smirnov 

Cramer-von Mises 

Anderson-Darling 

p20 . 
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n 
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for Normal Distribution (PCS change) 

---statistic- - -- -----p Value-----

D 0.11919670 Pr > D 0.098 

W-Sq 0.11365826 Pr > W-Sq 0.075 

A-Sq 0.67747789 Pr > A-Sq 0.076 
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Appendix 2b: Distribution of dependent variable (SF-36 MCS change) 

Goodness-of-Fit Tests for Normal Distribution (MCS change) 

Test ---Statistic---- -----p Value-----

Kolmogorov-Smirnov D 0.10162098 Pr > D >0.150 

Cramer-von Mises W-Sq 0.07046340 Pr > W-Sq >0.250 

Anderson-Darling A-Sq 0.44919170 Pr > A-Sq >0.250 
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Appendix 3a: Linearity of relationships between independent variables and 
dependent variable (SF -36 PCS change) 
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Appendix 3b: Linearity of relationships between independent variables and 
dependent variable (SF-36 MCS change) 
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Appendix 4a: Normality of residuals (model for predictors of SF -36 PCS 

change) 

Tests for Normality 
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Shapiro-Wilk 
Kolmogorov-Smirnov 
Cramer-von Mises 
Anderson-Darling 
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--Statistic---
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10 

-----p Value------
Pr < W 0.1632 
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Pr > A-Sq 0.1302 
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Appendix 4b: Normality of residuals (model for predictors of SF -36 MCS 
change) 

Tests for Normality 
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Appendix Sa: Homoscedasticity (model for predictors of SF-36 PCS change) 

Test of First and Second Moment Specification 
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Appendix Sb: Homoscedasticity (model for predictors of SF-36 MCS change) 

Test of First and Second Moment Specification 
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