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Background: Little is known about the humanistic burden of small cell lung cancer (SCLC), specifically the impact on health-related quality of life (HRQoL). The aim of this systematic literature review was to explore the impact of SCLC on HRQoL and the patient reported outcomes (PROs) used to capture this impact.

Methods: We conducted a systematic search of Medline®, Embase, and PsycINFO, oncology organization websites and conference proceedings within the past 10 years. Articles reporting HRQoL outcomes of SCLC patients were selected.

Results: Twenty-seven eligible publications were identified. Global or overall impact on HRQoL (n = 21) was reported most often, with considerably fewer reporting individual domains that comprise HRQoL. Results indicated that HRQoL was negatively impacted in SCLC patients in comparison to the normal population in most domains. Overall, the domains measuring physical functioning and activities of daily living were most impacted. However, results on cognitive and emotional functioning were inconclusive. The impact on HRQoL may be least in both limited disease and extensive disease (ED) SCLC patients who have responded to treatment, and greatest in ED patients who were treatment naïve. The most frequently used PROs were the EORTC QLQ-C30 core cancer instruments, the lung cancer specific module the EORTC QLQ-LC13, LCSS, and EQ-5D.

Conclusion: There exists a paucity of reporting on SCLC HRQoL outcomes. This extends to the reporting of domain level scores and by patient sub-group. Greater reporting at a granular level is recommended to allow for more robust conclusions to be made.
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INTRODUCTION

Lung cancer is the second most prevalent form of cancer with more than 1.8 million new cases being diagnosed annually (Siegel et al., 2015). It is the leading cause of cancer mortality, being responsible for 19.4% of all cancer related deaths (World Health Organization, 2012). Approximately 15% of lung cancer cases are small cell lung cancer (SCLC), and cigarette smoking is a dominant risk factor of SCLC, accounting for 95% of SCLC (Zikos et al., 2014). Some key characteristics of SCLC, such as rapid progression and earlier metastasis (World Health Organization, 2012), differentiate it from the other forms of epithelial lung cancers known as non-small cell lung cancer (NSCLC). Combined with the fact that diagnoses often occurs in the later stage due to the non-specific symptoms, SCLC has a poor prognosis (Gorman, 2012). The median survival following diagnosis is 16–24 and 6–12 months for limited-stage and extensive-stage, respectively. Further, the 5 year survival rate is just 5–10%. Thus, SCLC represents considerable disease burden, with significant impact on survival and deterioration of health-related quality of life (HRQoL) (Henry et al., 2008).

In comparison to SCLC, there is a greater body of research measuring the humanistic burden of NSCLC and the impact this has on HRQoL, with findings indicating a considerable burden (Enstone et al., 2015). A consistent trend in the NSCLC HRQoL literature reports deterioration in the emotional, physical, social, cognitive domains as well as activities of daily living (Enstone et al., 2015). A key impact identified was impairment in physical functioning, with NSCLC patients reporting reduced physical functioning as their disease progresses. Given the differentiation in some key characteristics of SCLC vs. the greater majority of lung cancers, the impact on quality of life may differ as well.

The objective of this systematic literature review (SLR) was to complete a robust and comprehensive review of the impact of SCLC on HRQoL. A further objective of this review was to identify the PROs used to measure HRQoL in SCLC. How the impact of SCLC differs within its patient sub-populations, including disease stage (limited [LD] and extensive [ED]), line of therapy, PD1/PD-L1 expression, smoking history and status, and the presence of brain metastases, was also examined.

METHODOLOGY

A literature search was conducted, in line with Cochrane Handbook for Systematic Reviews of Interventions (CHSRI) guidelines (Higgins and Green, 2005), to identify publications reporting on the impact of SCLC on HRQoL. The following computerized bibliographic databases were searched using the OVID search engine for the SLR: PUBMED (Medline), Medline® In-Process, Embase, and PsycINFO. The search was limited to studies published in the past 10 years (1st January 2005–24th February 2016). The search utilized a combination of disease and HRQoL impact subject headings and free text searching to ensure that the most relevant literature was identified (see Table 1 for search strategy).


Table 1. Search strategy.
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All abstracts identified in the search were systematically screened against eligibility criteria for full-publication review by two independent reviewers. Any disagreement was resolved by a third senior researcher. Publications reporting HRQoL data associated with lung cancer populations without specific reference to SCLC, or reporting data on treatment efficacy/interventional data in SCLC that did not assess HRQoL (or specific domains of HRQoL) were excluded. Publications consisting of case studies, letters, editorials, and commentaries were also excluded. Only publications reporting data or findings specifically concerning overall or global HRQoL or domains of HRQoL of patients with SCLC were included in the full-text review.

A search of the gray literature included conference proceedings from the annual European, US, Asia-Pacific, and Latin American congresses of the International Society for Pharmacoeconomics and Outcomes Research (ISPOR), the American Society of Clinical Oncology (ASCO), the European Society for Medical Oncology (ESMO), the annual European Cancer Congress (ECC), and the annual World Conference on Lung Cancer (WCLC).

Figure 1 provides a schematic overview of the included articles for full-text review.
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FIGURE 1. PRISMA flow chart of included and excluded articles.



RESULTS

The 27 publications included in this review reported results from interventional clinical trials assessing HRQoL as an endpoint (n = 18); 11 were randomized but not controlled (Thatcher et al., 2005; Eckardt et al., 2006; Reck et al., 2006, 2012; Hermes et al., 2008; Lee et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011; Wolfson et al., 2011; Satouchi et al., 2014; Sekine et al., 2014) (see Table 2), four were randomized controlled trials (RCTs) (Giaccone et al., 2005; O'Brien et al., 2006; Bottomley et al., 2008; Slotman et al., 2009) (see Table 3) and three were non-randomized interventional studies (Fennell et al., 2007; Araujo et al., 2009; Eckardt et al., 2009) (see Table 4). The remaining publications were real world (n = 7) (Jatoi et al., 2005; Chen et al., 2007, 2008, 2012; Rolke et al., 2008; Kohli et al., 2010; Nakahara et al., 2015) (see Table 5) and mixed-methods studies (n = 2) (Westerman et al., 2007, 2008) (see Table 6).


Table 2. Randomized trials (no control group) included in the SLR.
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Table 3. Randomized controlled trials (RCT) included in the SLR.
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Table 4. Non-randomized interventional studies (single arm trials) included in the SLR.
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Table 5. Real-world studies included in the SLR.
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Table 6. Mixed-methods studies included in the SLR.
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PROs Used to Assess HRQoL

Several PROs were identified in this review for capturing the humanistic burden of SCLC. The most commonly used PROs assessing HRQoL and symptoms were: the European Organization for Research and Treatment in Cancer Quality of Life Core 30 Questionnaire (EORTC QLQ-C30; n = 15), the Lung Cancer specific module (EORTC QLQ-LC13; n = 8), which is designed to be administered alongside the EORTC QLQ-C30, and the Lung Cancer Symptom Scale (LCSS; n = 5). Instruments identified only once include: London Lung Cancer Group (LLCG) Daily Diary Card (DDC), Functional Assessment of Cancer Therapy- General (FACT-G), Functional Assessment of Cancer Therapy- Lung (FACT-L), Questionnaire for patients with cancer treated with anticancer Drugs (QOL-ACD), Rotterdam Symptom Checklist (RSCL) modified to include additional lung cancer specific items, Rotterdam Symptom Checklist (RSCL), Hasegawa Dementia Scale-Revised (HDS-R), Sense of Coherence Questionnaire (SoC), Schedule for the evaluation of individual quality of life-direct weighting (SEIQoL-DW), and Patient Self-Assessment (PSA). See Figure 2 for a list of the most frequently used PROs identified and their frequency of use.
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FIGURE 2. PROs used in identified SCLC literature and frequency of use.



Impact of SCLC on HRQoL

The majority of publications reported global or overall HRQoL (n = 21, 78%), with considerably fewer reporting specific domains of HRQoL: activities of daily living (ADL; n = 16, 59%), emotional functioning (EF; n = 14, 52%), cognitive functioning (CF; n = 13, 48%), physical functioning (PF; n = 13, 48%), and social functioning (SF; n = 11, 41%).

Global HRQoL

Global HRQoL (Giaccone et al., 2005; Jatoi et al., 2005; Thatcher et al., 2005; Eckardt et al., 2006, 2009; O'Brien et al., 2006; Reck et al., 2006, 2012; Fennell et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Westerman et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011; Wolfson et al., 2011; Chen et al., 2012; Sekine et al., 2014) was most frequently measured using two items (overall health and overall QoL) in the EORTC QLQ-C30 (n = 13, 62%). In the LCSS, the second most frequently used PRO to measure the concept (n = 4, 19%, Jatoi et al., 2005; Eckardt et al., 2006, 2009; Chen et al., 2012), global QoL is assessed via a single item.

Most chemotherapy naïve LD and ED SCLC patients had EORTC QLQ-C30 Global health/quality of life mean baseline scores ranged between 44.7 and 55.4 (Reck et al., 2006; Hermes et al., 2008; Rolke et al., 2008; Lee et al., 2009). One study however reported baseline scores that were over 10 points higher, at 66 points. The main difference with this study was that patients provided their responses during an interview, rather than completing the questionnaire in the clinical site (Westerman et al., 2008). SCLC patients (both ED and LD) who had responded to treatment (67, Bottomley et al., 2008; Slotman et al., 2009) reported higher scores than patients who had not been treated. Systemic treatment naïve ED SCLC patients had the lowest scores overall (44.7, Hermes et al., 2008). As expected, all SCLC EORTC QLQ-C30 scores were lower the normative global health status/QoL scores provided by the EORTC of 71.2 (Scott et al., 2008). Real world EORTC QLQ-C30 data could be drawn from one study only, reporting a mean score of 49.6 (Rolke et al., 2008). This score falls within the range of clinical trial EORTC QLQ-C30 baseline scores (Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009), indicating no difference in scores between the population types.

A significant difference in HRQoL was reported between a cohort of LD and ED SCLC patients and matched controls free of lung cancer, using a combined LCSS and Linear Analog Self-Assessment (LASA) score (63.4 vs. 80.9, p < 0.0001) (Chen et al., 2012). Examining smoking behavior, the authors reported that SCLC patients who were “early quitters” and “never smokers” enjoy a better overall HRQoL than those who never quit or quit post-diagnosis. However, smokers who quit post-diagnosis also experienced a positive impact on HRQoL (Chen et al., 2012). This publication was the only SCLC study to examine the impact of smoking status on HRQoL. While three publications (out of all publications included in this review) included PD1/PD-L1 expression in their patient sample, (Giaccone et al., 2005; Bottomley et al., 2008; Eckardt et al., 2009) no publications examined global health status/QoL scores by PD1/PD-L1 expression.

The literature revealed a trend for global/overall HRQoL scores remaining relatively stable over time while patients were on treatment, often irrespective of type of treatment. For instance, an evaluation of amrubicin monotherapy in comparison with carboplatin/etoposide combination therapy as a 1st line treatment in patients aged ≥ 70 years with ED SCLC found that scores for the FACT-L and EQ-5D remained relatively stable over time, with no statistically significant differences either within or between groups (Sekine et al., 2014). However, two trials reported an impact of treatment on global/overall HRQoL. A trend toward a detrimental impact with patients who had undergone prophylactic cranial irradiation (PCI) (vs. observation) (Slotman et al., 2009), and patients taking cisplatin plus etoposide saw a significantly greater increase in HRQoL scores vs. patients taking oral topotecan plus cisplatin (Eckardt et al., 2006).

Activities of Daily Living

Sixteen publications presented findings specific to the impact on ADL (Thatcher et al., 2005; O'Brien et al., 2006; Reck et al., 2006, 2012; Chen et al., 2007, 2008; Fennell et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Westerman et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011). The EORTC QLQ-C30 role functioning (RF) domain which assesses limitations in work, daily, and leisure activities and in hobbies, was most often used to asses ADL (n = 11). From the publications reviewed, most patients reported some degree of impairment to ADL.

Treatment naïve and chemotherapy/systemic treatment-naïve ED and LD patients' mean baseline scores ranged between 38.7 and 65.6 (Reck et al., 2006; Hermes et al., 2008; Rolke et al., 2008; Westerman et al., 2008; Lee et al., 2009). Studies reporting scores at the high end of this range (62, Westerman et al., 2008 and 65.6, Reck et al., 2006) included both LD and ED patients in their samples, while the lowest scores overall were in systemic treatment naïve ED patients (38.7) (Hermes et al., 2008). Overall ED and LD patient scores differed in the expected direction. LD patients who had a response to treatment reported a score of 74 (Bottomley et al., 2008), while in comparison, ED patients who had responded to treatment had a lower mean score of 65.5 (Slotman et al., 2009). All patient subgroups scored lower than normative data (84.7) (Scott et al., 2008). Two real world studies reported that over two thirds of patients who had completed first line treatment and then relapsed (74.3%, Chen et al., 2008 and 71.6%) (Chen et al., 2007) experienced some degree of interference with daily activities (Chen et al., 2007, 2008). A comparison of LD and ED patients' ADL scores from clinical trials (Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009) and real world evidence (Rolke et al., 2008) found similar scores in both types of studies. No publications examined ADL scores by PD1/PD-L1 expression.

Similar to global/overall HRQoL, the majority of publications reported that for patients on treatment the impact on ADL remained stable over time (Giaccone et al., 2005; Bottomley et al., 2008; Hermes et al., 2008; Le Pechoux et al., 2011; Nagel et al., 2011). However, one study highlighted a potential therapeutic benefit of triplet therapy consisting of cisplatin and etoposide plus celecoxib (Fennell et al., 2007), while two studies demonstrated a detrimental impact following treatment with PCI treatment on role functioning for LD and ED SCLC patients (Slotman et al., 2009; Le Pechoux et al., 2011). One publication reported that patients on a combination of Ifosfamide, carboplatin, etoposide, and vincristine had significantly worse impact on ADL at 6 months than those on standard control chemotherapy regimens (Thatcher et al., 2005; Rolke et al., 2008).

Emotional Functioning

Thirteen of the publications reviewed presented findings on EF (Thatcher et al., 2005; Reck et al., 2006, 2012; Fennell et al., 2007; Westerman et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011). EF was most commonly assessed (n = 12) using the four items in the EORTC QLQ-C30 (felt tense, worried, irritable, or depressed). Other PROs assessing EF included the Rotterdam Symptom Checklist (RSCL) or a modified RSCL (n = 2) (Thatcher et al., 2005; Fennell et al., 2007) and Hospital Anxiety and Depression Scale (HADS; n = 2) (Thatcher et al., 2005; Rolke et al., 2008).

EORTC QLQ-C30 mean baseline scores for ED and LD SCLC patients that had responded to therapy were comparable (80, Slotman et al., 2009 and 77 points, Bottomley et al., 2008, respectively). Both of which were numerically higher but similar to the EORTC QLQ-C30 normative population mean EF score (76.3, Scott et al., 2008). Furthermore, frequency distributions of baseline scores of LD patients in complete remission following treatment revealed that over half of patients had normal levels of EF (59 and 57%) (Le Pechoux et al., 2011). Scores on EF for treatment naïve LD patient scores were comparable to ED patient scores (59.9–65.7, Reck et al., 2006; Hermes et al., 2008; Lee et al., 2009). However, this range was lower than the range of scores of treated patients. In a study comparing groups of different types of lung cancer patients, newly diagnosed treatment naïve SCLC patients experienced higher levels of depression than NSCLC patients (Rolke et al., 2008). A comparison of LD and ED patients' EF scores from clinical trials (Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009) and real world evidence (Rolke et al., 2008) found similar scores. No publications examined EF scores by PD1/PD-L1 expression.

Four studies identified a treatment that demonstrated therapeutic superiority in terms of EF (Thatcher et al., 2005; Reck et al., 2006; Hermes et al., 2008; Lee et al., 2009), while five studies showed stability in EF over time (Bottomley et al., 2008; Araujo et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011).

Cognitive Functioning

Thirteen publications reported findings for the impact of SCLC on CF (Reck et al., 2006; Fennell et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Kohli et al., 2010; Le Pechoux et al., 2011; Nagel et al., 2011; Wolfson et al., 2011; Nakahara et al., 2015). The only PRO identified in this review assessing CF was the EORTC QLQ-C30, which assesses CF using two items, one of which asks about memory and the other about concentration.

Compared to EORTC QLQ-C30 normative scores of 86.1 (Scott et al., 2008), reported scores and frequency distributions indicate that CF is not necessarily impacted. This was true in treated and untreated LD and ED patients. Comparable or above normative scores were reported for LD (85, Bottomley et al., 2008) and ED (89, Slotman et al., 2009) SCLC patients who had responded to therapy and a sample of treatment naïve LD and ED patients (87, Reck et al., 2006). With the exception of one study (Reck et al., 2006), treatment naïve ED and LD patients' scores were generally lower than the scores of patients who had responded to treatment (ED: 75.3, Hermes et al., 2008 and LD: 76, Lee et al., 2009). Most untreated patients scores were also lower than mean EORTC QLQ-C30 normative scores of 86.1 (Scott et al., 2008). Frequency distributions of baseline scores showed that only 24% of LD SCLC patients in complete remission had below normal CF at baseline (Le Pechoux et al., 2011). The results from real world studies indicates that CF in LD and ED SCLC patients may be impaired with an EORTC QLQ-C30 score of 74.4 (Rolke et al., 2010). This is compared to the range of scores for LD and ED patients' clinical trial mean scores from 75.3 to 89 points (Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009). No publications examined CF scores by PD1/PD-L1 expression.

The impact of brain metastases on HRQoL was reported in a single study that investigated the effect of PCI in patients with and without brain metastases. Interestingly, this study reported that neurological deterioration was greater in those patients without brain metastases, compared to patients with brain metastases (Wolfson et al., 2011). The occurrence or development of brain metastases associated with SCLC was reported in seven publications; however no publications reported any effect on CF or any other domains of HRQoL (Eckardt et al., 2009; Le Pechoux et al., 2011; Wolfson et al., 2011; Reck et al., 2012; Satouchi et al., 2014; Sekine et al., 2014; Nakahara et al., 2015).

Physical Functioning

Thirteen publications presented findings for the impact on PF (Reck et al., 2006, 2012; Fennell et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Westerman et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011; Satouchi et al., 2014). The EORTC QLQ-C30 was most commonly used PRO (n = 12) to assesses PF, which has five items that ask about the ability to undertake strenuous activities, personal care, and the ability to get around. Additional PROs used to assess PF were the FACT-G (n = 1), RSCL (n = 1), and QOL-ACD (n = 1).

All publications measuring PF in SCLC patients using the EORTC QLQ-C30 reported lower than normative scores (89.8) (Scott et al., 2008). Patients with LD SCLC who had responded to treatment (78) (Bottomley et al., 2008), and a combined sample of treatment naïve LD and ED SCLC patients (77.4) (Reck et al., 2006) reported the highest overall baseline PF scores. Patients with ED SCLC who responded to chemotherapy at trial enrolment had a slightly lower mean score of 66 points (Slotman et al., 2009). Treatment naïve LD and ED patients had EORTC QLQ-C30 comparably lower mean scores (54.7–62) (Hermes et al., 2008; Rolke et al., 2008; Westerman et al., 2008; Lee et al., 2009), with exception to one clinical trial of treatment naïve LD and ED patients (Reck et al., 2006). Treatment naïve ED SCLC patients reported the lowest score overall (54.7) (Hermes et al., 2008). Comparison of real world and clinical trial evidence show that ED and LD real world mean scores are at the low end of the range of LD and ED patients' clinical trial mean scores (56.1, Rolke et al., 2008 vs. 55–78) (Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009). No publications examined PF scores by PD1/PD-L1 expression.

Four studies reported that physical functioning either remained stable or increased over time while on treatment, irrespective of type of treatment (Giaccone et al., 2005; Bottomley et al., 2008; Hermes et al., 2008; Satouchi et al., 2014). Two studies reported a potential therapeutic benefit in terms of physical functioning (Reck et al., 2006; Nagel et al., 2011).

Social Functioning

Eleven of the publications reviewed presented findings specific to the impact of SCLC on SF (Reck et al., 2006, 2012; Fennell et al., 2007; Bottomley et al., 2008; Hermes et al., 2008; Rolke et al., 2008; Araujo et al., 2009; Lee et al., 2009; Slotman et al., 2009; Le Pechoux et al., 2011; Nagel et al., 2011). Most studies (n = 9) used the EORTC QLQ-C30, which assesses SF using a single item that examines interference with family life and with social activities. One study used the Functional Assessment Cancer-Therapy General (FACT-G) to assess social well-being (SWB) (Reck et al., 2006).

In comparison to normative scores (87.5, Scott et al., 2008), LD and ED treated and treatment naïve patients are impacted by SCLC. Treated ED patients and LD patients who have undergone at least first line treatment and responded to therapy (74.5, Slotman et al., 2009 and 74, Bottomley et al., 2008, respectively) were least impacted of all groups. Similar baseline scores were reported between ED SCLC and LD SCLC patients who were already treated. Scores in SCLC ED and LD patients who were treatment/chemotherapy naïve ranged from 58.5 (Hermes et al., 2008) to 72.5 (Reck et al., 2006). While the scores ranged considerably, no difference in scores was found between combined samples of treatment naïve LD and ED patients (Reck et al., 2006; Rolke et al., 2008; Lee et al., 2009) and treatment naïve ED patients (Hermes et al., 2008). A study reported that 58% of LD SCLC patients who were in complete remission following treatment have below normal SF scores (Le Pechoux et al., 2011). Similar to PF, the SF mean score of LD and ED patients taking part in a real world study was at the low end of the range of LD and ED patients' clinical trial scores (58.5, Rolke et al., 2008 vs. 58.3–74.5 Reck et al., 2006; Bottomley et al., 2008; Hermes et al., 2008; Lee et al., 2009; Slotman et al., 2009). No publications examined SF scores by PD1/PD-L1 expression.

SF was usually shown to be consistent over time. However, some impact was demonstrated with treatment, with one author reporting statistically significant improvements in both LD and ED SCLC patients following combination treatment of chemotherapy and Darbepoetin alfa (Nagel et al., 2011). Two publications reported on the effect of PCI in SCLC patients, with one study identifying an improvement in the social functioning of LD SCLC patients over time while on treatment (p = 0.009) (Le Pechoux et al., 2011) and the other study reported a decline in social function of ED SCLC patients (p < 0.05) (Slotman et al., 2009).

DISCUSSION

This review identified that the negative impact of SCLC extends beyond overall HRQoL to most of the domains included within HRQoL. Further, there was evidence to suggest that the impact was greatest in treatment naive ED patients. This is similar with previous findings in NSCLC that the impact on HRQoL is greater in later stage cancer (Enstone et al., 2015). The impact was generally least in both LD and ED patients that had responded to treatment. The only LD SCLC-exclusive patient samples included in the review had been treated and responded to therapy, while conversely ED patients were generally treatment/chemotherapy naïve. No scores were available pertaining to treatment naïve LD patients. Scores from this population of SCLC patients would provide a more comprehensive understanding of the impact of disease stage on HRQoL.

While global or overall HRQoL scores were most commonly reported, there was some evidence to indicate that the impact of SCLC may be greatest in the domains of ADL and PF, and the least impact on EF and CF domains. However, this review identified that there was a lack of reporting of domain level scores to allow for a more granular level of understanding from which to draw robust conclusions. Therefore, future research should report all domain level results as well as overall or global HRQoL.

There were some inconsistencies in the magnitude of impact. Due to the heterogeneity of results it is unclear if there was an impact in the CF and EF domains. The inconsistency in the CF domain mirrors that found in NSCLC patients (Enstone et al., 2015). The difference in magnitude may be explained by several factors. Studies involving treatment naïve and ED patients generally reported lower HRQoL domain scores, however the majority of studies did not elaborate between these subgroups and other groups, therefore the impact is diluted. There were instances, where a combined sample of treatment naïve LD and ED patients reported comparable scores to treated patients, which were generally higher than treatment naïve patient scores (Reck et al., 2006). It was clear from this review that very few publications presented data by subpopulations of SCLC patients. Many presented the results of combined LD and ED samples and one study only demonstrated that smoking negatively impacted HRQoL for SCLC patients (Chen et al., 2012). Furthermore, despite the fact that about 40–50% of those with SCLC develop brain metastases (Quan et al., 2004), only one paper presented HRQoL data for this specific subpopulation (Wolfson et al., 2011). Therefore, there is no conclusive empirical evidence to inform whether the presence or absence of brain metastases impairs cognitive function, or the other domains of HRQoL. Additionally, while only three of all publications reviewed reported including PD1/PD-L1 expression in their sample population, no subgroup analyses were reported in relation to HRQoL. From the remainder of the articles included in this review, no mention was made of PD1/PD-L1 expression. In comparison to NSCLC, PD-L1 is currently of less importance to SCLC, as PD-L1 expression has yet to predict treatment benefit in SCLC (Antonia et al., 2016).

A key objective of our study was to identify the PROs being used to measure HRQoL for SCLC patients. The most frequently used PRO to assess HRQoL was the EORTC QLQ-C30 core cancer instruments, the lung cancer specific module the EORTC QLQ-LC13, LCSS, and EQ-5D. The EORTC instruments, while considered by some authors as the standard for HRQoL measurement in lung cancer (Koller et al., 2015), were developed prior regulatory PRO guidance. The LCSS appears to be face and content valid for this patient population (Hollen et al., 1993). Although the EORTC instruments have been included in European summary of product characteristics (SmPC), an FDA labeling claim has yet to be obtained. The lack of opportunity for obtain a labeling claim by using these instruments may play a part in why HRQoL and specific domains of HRQoL are not receiving significant focus in the literature, despite their frequent use as a secondary endpoint in clinical trials. These instruments are currently being updated; however it is unclear if this is in consideration of FDA guidance (Koller et al., 2015).

This study was limited due to the availability of published HRQoL scores and findings. This extends to a lack of sub-population analysis and reporting of domain level scores and findings. Optimally a meta-analysis of scores would have been conducted. However, despite the wide use of the EORTC QLQ-C30 indicating some standardization of data collection, there was an uneven reporting of actual scores and domain-level data as well as heterogeneity in the study design and study populations. Thus, a meta-analysis of HRQoL data would have yielded unreliable and invalid results.

While the inclusion of HRQoL outcomes as endpoints in clinical trials and real world studies of SCLC is becoming more common, this review found limitations in the way these HRQoL data have been reported, specifically the domain-level data. A review of literature summarizing the use of the EORTC QLQ-LC13 in clinical trials supports this finding, reporting that of the 109 trials found to have included the instrument, 83 reported results and only 69 publications (63%) provided numerical values (Koller et al., 2015). The lack of published HRQoL data may be due to a publication bias, with researchers not publishing findings in cases where the data does not present favorable outcomes (decline in HRQoL) in relation to the treatment being investigated. Initiatives such as COMET have attempted to ensure that key endpoints, including those of importance to patients such as HRQoL, are always reported (Initiative, 2016) however, this is not yet commonplace.

It is clear from this review that there are important gaps in the knowledge base which need to be addressed in order to make meaningful conclusions about HRQoL in SCLC that can be applied to treatment decisions. Payers and decision makers are increasingly using HRQoL data to make reimbursement and prescribing decisions. As healthcare systems are increasingly pushed to their financial limits and require evidence of value for reimbursement decisions, the importance of collection and publication of patient-centered outcomes such as HRQoL increases. In future research it is important that all HRQoL data, including domain-level and subpopulation analyses to enable the most informed decisions to be made regarding treatment for SCLC patients.
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