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Most oncology 
patient requests 
are appropriate
n JAMA Oncology

Patient demands or requests for tests or 
treatments occur in less than 10% of out-

patient oncology encounters, with just 0.14% 
of encounters resulting in clinicians comply-
ing with inappropriate demands or requests, a 
recent study has found.

When surveyed, physicians often place 
responsibility for high medical costs on 
‘demanding patients’, contending that the 
threat of malpractice suits forces them to 
practise defensive medicine. Little data, how-
ever, exists about the frequency of demanding 
patients, the clinical appropriateness of their 
demands, and clinician compliance.

In this study, Ezekiel Emanuel and col-
leagues, from the University of Pennsylva-
nia, set out to assess how frequently patients 
demand or request medical tests or treat-
ments, the types of treatment, the clinical 
appropriateness of demands, and how fre-
quently clinicians comply.

Between October 2013 and June 2014, 60 
clinicians (34 oncologists, 11 oncology fellows, 
and 15 nurse practitioners and physician assis-
tants) from three oncology centres in Phila-
delphia were interviewed by trained research 
assistants. The interviews took place either 
immediately after, or at the end of, half-day 
clinic sessions. In interviews clinicians were 
asked, “During today’s visit, did the patient 
request or demand a specific test or treat-
ment?” A ‘no’ response terminated the inter-

view, while a ‘yes’ response prompted a series 
of questions such as “on a scale from 1 to 
10, how would you rate the appropriateness 
of the test or treatment?” Ten was extremely 
appropriate; while 1 was not appropriate.

The study included 5,050 patient–clini-
cian encounters with 3,624 different patients. 
Results showed that 8.7% of the encounters 
(n=440) included a patient demand or request 
for a test, treatment, or other kind of medical 
intervention, such as a consultation. Health-
care professionals complied with 83.0% of 
requests (n=356), judging that 16.8% (n=74) 
were equivocal and only 11.4% (n=50) were 
clinically inappropriate. Clinicians complied 
with seven (out of 50) of these inappropriate 
demands (14%). Overall clinicians complied 
with inappropriate demands in seven out of 
5,050 encounters (0.14%).

“At least in oncology, ‘demanding patients’ 
seem infrequent and may not account for a 
significant proportion of costs,” conclude 
the authors.

Considering why patient requests ‘loom 
large’ in physicians’ minds, the authors write, 
“Even requests for clinically appropriate inter-
ventions can suggest lack of trust in the clini-
cian and threaten the therapeutic relationship.”

In an accompanying commentary, Anthon 
Back, from the University of Washington, 
Seattle, suggests the real point is that clini-
cians need to stop blaming patients for being 
demanding. “The demanding patient myth 
reflects an old paradigm of patient–clinician 
interactions: the paternalistic physician told 
the patient what to do, and the patient who 
did not like it had to resort to a demand to 
cut through the physician’s cloak of authority.”

In the age of the worldwide web, the new 

dynamic is for patients to use consultations to 
verify what they have read, and gain from the 
physician’s clinical experience. “It is possible that 
what the study … documents is a point in the 
evolution of the patient–physician relationship 
where both sides recognize that the complexity 
of cancer care belies a quick fix,” he writes.
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Prior cancer diagnosis 
no reason for exclusion 
from lung cancer trials
n JNCI

Among patients with stage IV lung cancer,  
 a prior history of cancer does not cause 

adverse effects on clinical outcomes regardless 
of prior cancer stage, type or timing. The US 
registry analysis found that a prior cancer diag-
nosis did not adversely impact all-cause mor-
tality or lung-cancer-specific mortality, with 
findings holding for each subgroup analysed.

In many lung cancer trials, a history of 
prior cancer represents a common exclusion 
criterion, reflecting concerns that prior can-
cers may affect trial conduct or outcomes. 
However, studies evaluating the impact of 
prior cancer on lung cancer outcomes have 
yielded conflicting results, with some show-
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ing a history of previous malignancy did not 
have detrimental effects on survival, and oth-
ers suggesting it did.

In the current study David Gerber and col-
leagues, from the University of Texas South-
western Medical Center, Dallas, set out to 
determine the prevalence and prognostic 
impact of prior cancers among patients with 
advanced lung cancer, using the Surveillance, 
Epidemiology, and End Results (SEER) Medi-
care patient registry, linked to 1991–2010 
Medicare claims files.

Overall, 102,929 patients with stage IV lung 
cancer aged over 65 years were identified, of 
whom 15,170 (14.7%) had documented prior 
cancers. These were prostate cancer in 27.9% 
of patients, gastrointestinal in  15.1%, genito-
urinary in 14.4%, breast in 14.2%, head+neck 
in 7.8% , haematological in 7.7%, gynaeco-
logic in 6.1% , and other cancers in 6.8%. Most 
of the cases had occurred within five years of 
lung cancer diagnosis.

Results showed that, in comparison to 
stage IV lung cancer patients without a prior 
history of cancer, those with a prior history 
had better overall survival (HR 0.93, P<0.0001) 
and lung-cancer-specific survival (HR 0.91, 
P<0.0001). Furthermore, in subset analyses 
according to stage, type, and timing of prior 
cancer, no group of patients with prior cancers 
had inferior survival outcomes compared with 
patients without prior cancers.

“Together, these findings suggest that 
broader inclusion in clinical trials of advanced 
lung cancer patients with prior cancer could 
be considered without impacting study out-
comes,” write the authors. “Such policy mod-
ifications could lead to faster accrual, higher 
trial completion rates, and more generalizable 
results, ultimately providing better treatments 
to more patients sooner.”

There are many potential explanations, 
add the authors, including a healthy survivor 
effect, the fact that patients who have experi-
enced cancer already are likely to engage more 
frequently with healthcare systems and the 
lead time bias. Although all cases were stage 
IV, those occurring after prior cancers may 

have been diagnosed earlier.
Concerns that exposure to prior cancer 

treatment renders patients less likely to tolerate 
experimental therapies, add the authors, can be 
addressed by using trial entry criteria (such as 
organ function, blood counts, and functional 
status) to screen for treatment intolerance.

n A Laccetti, S Pruitt, L Xuan et al. Effect of prior 

cancer on outcomes in advanced lung cancer: 

implications for clinical trial eligibility and accrual.  

JNCI 5 April 2015, 107:doi:10.1093/jnci/djv002

Physical activity 
improves health-
related quality of life
n Journal of Cancer Survivorship

Patients with colorectal cancer who met 
physical activity guidelines report statisti-

cally higher levels of health-related quality of 
life (HRQoL) compared to patients who never 
or sometimes met guidelines. This Dutch study, 
which is the first longitudinal population-
based study among  survivors of colorectal 
cancer taking place more than two years since 
diagnosis, demonstrated the positive associa-
tion to be consistent over time.

The number of survivors of colorectal  can-
cer is rapidly increasing, with estimates sug-
gesting 53% of patients diagnosed with 
colorectal cancer now survive more than ten 
years after diagnosis. Many, however, face 
continuing physical and psychosocial prob-
lems due to cancer and its treatment, which 
can have a negative impact on HRQoL. Stud-
ies have suggested that survivors meeting the 
public health exercise guidelines of 150 min-
utes or more of moderate to vigorous activity 
per week had better HRQoL scores than those 
who did not.

In the current study Olga Husson and col-
leagues, from the Comprehensive Cancer 
Centre, Eindhoven, set out to examine long
itudinal relations between physical activity 

and HRQoL among survivors of colorectal 
cancer more than two years after diagnosis.

For the study, individuals diagnosed with 
CRC between January 2000 and June 2009, 
registered with the Eindhoven Cancer Registry, 
received a first questionnaire in December 2010 
(T1), a second questionnaire in 2011 (T2) and 
third in 2012 (T3). HRQoL was measured by a 
30-item questionnaire consisting of five func-
tional scales, a global health status item, three 
symptom scales and five single symptom items. 
In addition, the survey included questions on 
the average number of hours per week par-
ticipants spent walking, bicycling, gardening, 
housekeeping, and undertaking sports. Meta-
bolic equivalent scores were assigned to each 
activity as estimates of intensity.

Response rates were 73% for the first survey 
(n=2,625), 83% for the second survey (n=1,643) 
and 82% for the third survey (n=1,458).

Altogether 82% of respondents met the 
Dutch physical activity guidelines of at least 
150 minutes of moderate to vigorous physi-
cal activity per week at all assessment periods. 
Multivariate analyses showed that patients who 
met the physical activity guidelines scored, on 
average, 13.7 points higher on the global qual-
ity of life, 26.0 on physical, 24.2 on role, 9.0 on 
cognitive, 10.4 on emotion, and 14.8 on social 
functioning over time in comparison to patients 
not meeting the guidelines (P<0.01 for all).

“Our results underline the importance to 
focus upon training in survivorship care and 
strategies to get inactive cancer survivors 
physically active,” write the authors, adding 
that inclusion of training programmes is still 
not standard in current Dutch oncology reha-
bilitation programmes.

“An additional barrier for supporting long-
term physical activity is that most PA [physi-
cal activity] interventions are focused on 
short-term outcomes, while most patients will 
relapse into their ‘old’ less active behavior in 
the long run,” write the authors.

Future physical activity interventions, they 
suggest, should include successful behav-
ioural components, to increase the likelihood 
of long-lasting behavioural changes.
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Study of surgical 
complications helps 
benchmark performance
n British Journal of Cancer

Aprospective multicentre UK study involv-
ing nearly 3,000 women undergoing 

surgery for gynaecological cancers reveals 
intra-operative complications occur in nearly 
1 in 20 patients and postoperative complica-
tions occur in more than one in four.

Limited data have been available on sur-
gical outcomes in gynaecological oncology, 
due to data collection not being stand-
ardised or structured across hospitals. To 
address this lack of high-quality data, Usha 
Menon and colleagues, from University Col-
lege, London, undertook the United Kingdom 
Gynaecological Oncology Surgical Outcomes 
and Complications (UKGOSOC) study, to 
‘contemporaneously’ capture relevant data 
from 10 participating UK gynaecological 
oncology centres.

In the study, all major surgical procedures 
performed in a gynaecological oncology thea-
tre list were included, with a web-based cus-
tom-built database developed to capture data 
at various stages of the surgical pathway.

A surgical complication was defined as ‘an 
undesirable and unintended result of an oper-
ation’ affecting the patient that occurs as a 
direct result of the operation. Complications 
were graded I–V using the Clavien and Dindo 
system, based on the severity and intervention 
required. In addition, patients were sent fol-
low-up letters to ensure completeness of cap-
turing postoperative complications.

Between April 2010 and February 2012, pro-

spective data were recorded on 2,948 major 
operations involving 2,910 women. In addi-
tion, patient-reported complications were 
available for 1,462  surgeries (68%).

Overall, 33.5% of surgeries were for ovar-
ian, 27.8% for uterine, 7% for cervical, and 
6% for vulvular cancer, with 25.6% for 
benign pathologies. In total, 139 of 2,948 
surgeries had an intra-operative complica-
tion, giving an overall intra-operative compli-
cation rate of 4.7%. Haemorrhage accounted 
for 28.7% of intra-operative complications, 
bladder complications for 15.4%, and small 
bowel complications for 15.4%.

On a univariable analysis for intra-oper-
ative complications, risk was increased by 
previous abdominal surgery (OR 1.74), dia-
betes (OR 2.01) and surgical complexity (OR 
8.27 for level V).

For postoperative complications there 
were 200 hospital-reported and 252 
patient-reported grade II–V complications 
in 379 surgeries, resulting in an overall 
postoperative complication rate of 25.9%. 
On a univariable analysis for postopera-
tive complications, risk was increased by 
diabetes (OR 1.91), previous abdominal 
surgery (OR 1.46), obesity (OR 1.35), dura-
tion of surgery (OR 1.50), cervical final 
diagnosis (OR 1.62) and vulvular final 
diagnosis (OR 2.02).

“Gynaecological oncology surgery is asso-
ciated with considerable morbidity and our 
study provides much needed estimates of 
complication risk associated with procedures 
for specific cancers to counsel patients and 
benchmark surgical performance,” write the 
authors. There are significant patient and 
surgical factors influencing risk, they add, 
raising the need for risk-adjusted rates for 
outcome comparisons.

n R Iyer, A Gentry-Maharaj, A Nordin et al. Pre-

dictors of complications in gynaecological onco-
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(UKGOSOC-UK Gynaecological Oncology Surgi-

cal Outcomes and Complications). Br J Cancer 3 
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Elderly patients with 
multiple myeloma 
need baseline 
geriatric assessments
n Blood

Frailty scores predict mortality, toxicity and 
treatment discontinuation in elderly multi-

ple myeloma patients, a study from the Inter-
national Myeloma Working Group reports.

“This analysis showed that a frailty score… 
is useful to determine the feasibility of a 
treatment regimen,” write the authors.

Multiple myeloma predominantly affects 
elderly patients. More than 60% of multi-
ple myeloma diagnoses and more than 70% 
of deaths occur in those aged over 65 years. 
Although it is well recognised that, among 
adults of the same age, physical and cogni-
tive functions are highly variable, the choice 
of multiple myeloma treatment is currently 
primarily based on chronological age and 
performance status. In haematology, com-
prehensive geriatric assessments are not rou-
tinely performed for older patients, as they 
are considered complex and time consuming.

In the current study, Antonio Palumbo, 
from Azienda Ospedaliera, in Torino, Italy, 
and international colleagues, set out to 
assess the predictive role of a baseline geri-
atric assessment in 869 newly diagnosed 
elderly patients with multiple myeloma. The 
patients were taken from three prospective 
international trials involving a variety of dif-
ferent drug regimens that recruited patients 
from 72 European institutions. The trials 
were selected for their less strict inclusion/
exclusion criteria, which allowed 30% of frail 
patients to be treated. Patients in the EMN01 
trial were randomised to lenalidomide with 
either dexamethasone or cyclophospha-
mide-prednisone or melphalan-prednisone. 
Patients in the 26866138MMY2069 trial 
received bortezomib with either prednisone 
or cyclophosphamide-prednisone or with 
melphalan-prednisone. Patients in the IST-
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CAR-506 trial received carfilzomib with 
cyclophosphamide-dexamethasone.

At diagnosis, a geriatric assessment had 
been performed to assess comorbidities, and 
cognitive and physical status. For the cur-
rent study, an additional retrospective scor-
ing system was undertaken, based on age, 
co-morbidities, and cognitive and physi-
cal conditions, to identify three groups: fit 
(score=0); intermediate fitness (score=1) 
and frail (score >2). Median age for those 
included in the study was 74  years, with 
46% older than 75.

Results show that, at three years, over-
all survival was 84% for fit patients; 76% 
for intermediate-fitness patients (HR 1.61; 
P=0.042) and 57% for frail patients (HR 
3.57;  P<0.001). At 12 months, the cumu-
lative incidence of grade 3 or above non-
haematologic adverse events was 22.2% for 
fit patients, 26.4% for intermediate-fitness 
patients (HR 1.23; P=0.217) and 34% for 
frail patients (HR 1.74; P<0.001).

At 12 months the cumulative incidence 
of treatment discontinuation was 16.5% in 
fit patients, 20.8% for intermediate fitness 
patients (HR 1.41; P=0.052) and 31.2% for 
frail patients (HR 2.21; P<0.001).

“Unexpectedly, the performance status 
did not affect OS [overall survival], whereas 
the frailty status increased the risk of death 
by approximately 3 fold, thus confirming 
the need for more sophisticated evaluation 
of elderly patients before starting therapy,” 
write the authors. A cut-off age of 80 years 
instead of 75 years, they add, should be used 
for the definition of frail conditions. 

“Although evidence-based GA-[geriatric 
assessment]-tailored treatments are still 
lacking, fit patients could receive full-
dose, triplet therapies or even more 
intensive approach including stem cell 
transplant. Intermediate-fitness patients 
may benefit from doublet treatments or 
less intense triplets. Frail patients could 
benefit from a gentler, reduced-dose dou-
blet treatment or less intense triplets,” 
suggest the authors.

n A Palumbo, S Bringhen, M Mateos et al. Geri-

atric assessment predicts survival and toxicities in 

elderly myeloma: an International Myeloma Work-

ing Group report. Blood published online 27 Janu-

ary 2015, doi:10.1182/blood-2014-12-615187

Multidisciplinary care 
improves outcomes 
in oesophageal cancer
n Clinical and Translational Oncology

The use of a multidisciplinary approach 
to clinical decision making for patients 

with oesophageal cancer (OC) and oesoph-
agogastric junction cancers (OGJC) resulted 
in significant improvements in one- and 
three-year survival in patients treated with 
curative intent, and reductions in 30-day 
postoperative mortality.

Modern management of OC and OGJC 
requires a multidisciplinary approach involving 
surgeons, medical and radiation oncologists, 
gastroenterologists, nutritionists, radiologists, 
nuclear medicine specialists, pathologists and 
specialist nurses. It has been suggested that 
there may be three to four different cancer 
entities arising from the oesophagus, includ-
ing squamous cell carcinomas (which occur in 
the upper- and middle-third of the oesopha-
gus), adenocarcinoma (which occurs in the 
lower third), non-cardia gastric cancer (related 
to Helicobacter pylori infection), and OGJCs. In 
an effort to prolong survival and reduce recur-
rence rates in patients with OC, preoperative 
treatment has become the focus of interest.

In the retrospective cohort study, Maica 
Galán and colleagues undertook to assess the 
impact on outcome of different organisational 
approaches to clinical decision making through 
a review of 586 patients treated for OC and 
OGJC cancers at the Bellvitge University Teach-
ing Hospital and the Catalonian Institute of 
Oncology, both in Barcelona. The multidiscipli-
nary approach to clinical decision-making was 
implemented at the end of 2004, with all spe-

cialists holding weekly meetings to discuss and 
formally agree upon the therapeutic course to 
be followed. Patients were therefore consid-
ered over two time periods: those diagnosed 
in 2000–2004 (when clinical decision-making 
was sequentially organised by each clinical 
specialist); and those diagnosed in 2005–2008 
(when a multidisciplinary tumour board had 
been set up). In total 327 patients were treated 
for the period of diagnosis 2000–2004; and 
259 for the period 2005–2008.

Results show 30-day surgical mortality was 
11.8% (n=9) for patients receiving sequen-
tial care in the first time period versus 2% 
(n=1) for patients receiving multidisciplinary 
care in the second time period (P=0.049). In 
patients undergoing surgery with curative 
intent (surgery plus adjuvant treatment), one-
year survival was 68.4% for patients receiv-
ing sequential care versus 89.8% for patients 
receiving multidisciplinary care (P=0.006). The 
same group of patients had a three-year sur-
vival of 38.2% for those receiving sequential 
care versus 57.1% for those receiving multidis-
ciplinary care (P=0.011). A multivariate analy-
sis showed variables associated with improved 
survival were age, tumour stage, radical intent 
of treatment (surgery and radical combined 
chemo-radiotherapy); and therapeutic strategy.

“All things considered, these changes sup-
port an MD [multidisciplinary] approach in 
clinical decision-making for OC and OGJC, 
since it allows for better co-ordination and 
planning of the treatment of such patients, 
thanks to the fact that all relevant profes-
sionals take part in discussions focused on the 
specific clinical situation of the patient con-
cerned, at a centre having the necessary facili-
ties to offer the most appropriate treatment, 
whether with radical or palliative intent, in 
these complex cases,” write the authors.

n M Galán, L Farran, L Aliste et al. (2015) Mul-
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