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nine single items (pain, fatigue, financial impact, appetite loss, nausea/vomiting,
diarrhea, constipation, sleep disturbance and quality of life).

The QLQ-C30 pain scale consists of two questions/items (1. Have you had pain?
2. Did pain interfere with your daily activities?) and is graded on a four-point ordinal
scale, whereby a high score for pain represents a high level of symptomatology/
problems. The principle for scoring the QLQ-C30 pain scale is to estimate the
average of the items that contribute to the scale.

METHODS

for colorectal (p<.01), lung (p<.01), prostate (p<0.01) and breast (p=0.03), but not
pancreatic cancer (p=0.49). Clinical parameters did not significantly affect the scoring
differences. These results are displayed below in Table 3.
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CONCLUSION

A new dependent variable was created that reflected the agreement between the

patient and the clinician scores. Additionally, a logistic regression was used to
model whether clinical parameters, i.e. performance status, gender, age or cancer
site, affected scoring differences. The level of significance was set at p=0.05.

Pain response was assessed by the clinician on an ordinal scale using the National
Cancer Insitute Common Toxicity Criteria (NCI-CTC) version 2.0. The adverse
event ‘pain’ is graded from no pain to pain interfering with function and/or daily
activities to being disabled.

Pre-treatment QOL data, using the EORTC QLQ-C30, was obtained from 1,377
patients.The number of patients per cancer group is displayed in Figure 1. Next
to the QOL parameter pain, key socio-demographic and biomedical data across
the different cancer sites were included in the dataset. These characteristics are

presented in Table 1.

Our results provide further evidence that significant differences may exist in pain reporting between clinicians and patients. Such results provide
a rationale to include patient self-reported pain assessment in future cancer RCTs to better assess disease status and survival prognosis. Pain must
be adequately treated, and pain of which the severity is underestimated will not be treated adequately enough. Pain measurement issues are critical
in evaluating and comparing methods of pain treatment in clinical trials. It provides an evidence-based approach to the selection of the most effective
treatment for the individual patient.

The predictive accuracy of both scorings was investigated with the Harrell’s
discrimination c-index (c) after correction for the clinical parameters. The c-index
estimates the percentage of correct predictions, i.e., the percentage of patient pairs
iIn which the predicted (according to the model) and observed outcomes are In
agreement (discrimination). The interpretation of the c-index is similar to the classical

correlation coefficient. 'Reference. C. Cleeland. The Measurement of Pain from Metastatic Bone Disease: Capturing the Patient’s Experience. Clin Cancer Res 2006;12(20 Supplement), 2006



