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ABSTRACT
Objective  The Gynecologic Cancer InterGroup (GCIG)-
Symptom Benefit Study was designed to evaluate the 
effects of chemotherapy on symptoms and health-related 
quality of life (HRQL) in women having chemotherapy for 
platinum resistant/refractory recurrent ovarian cancer 
(PRR-ROC) and potentially platinum sensitive with ≥3 lines 
of chemotherapy (PPS-ROC ≥3).
Methods  Participants completed the Measure of 
Ovarian Cancer Symptoms and Treatment (MOST) and 
European Organization for Research and Treatment of 
Cancer (EORTC) Quality of Life Questionnaire QLQ-C30 
questionnaires at baseline and every 3–4 weeks until 
progression. Participants were classified symptomatic 
if they rated ≥4 of 10 in at least one-third of symptoms 
in the MOST index. Improvement in MOST was defined 
as two consecutive scores of ≤3 in at least half of the 
symptomatic items at baseline. Improvement in HRQL 
was defined as two consecutive scores ≥10 points above 
baseline in the QLQ-C30 summary score scale (range 
0–100).
Results  Of 948 participants enrolled, 910 (96%) 
completed baseline questionnaires: 546 with PRR-ROC 
and 364 with PPS-ROC ≥3. The proportions of participants 
symptomatic at baseline as per MOST indexes were: 
abdominal 54%, psychological 53%, and disease- or 
treatment-related 35%. Improvement was reported in 
MOST indexes: abdominal 40%, psychological 35%, 
and disease- or treatment-related 38%. Median time to 
improvement in abdominal symptoms occurred earlier for 
PRR-ROC than for PPS-ROC ≥3 (4 vs 6 weeks, p=0.044); 
median duration of improvement was also similar (9.0 
vs 11.7 weeks, p=0.65). Progression-free survival was 
longer among those with improvement in abdominal 
symptoms than in those without (median 7.2 vs 2.5 
months, p<0.0001). Improvements in HRQL were reported 
by 77/448 (17%) with PRR-ROC and 61/301 (20%) with 

PPS-ROC ≥3 (p=0.29), and 102/481 (21%) of those with 
abdominal symptoms at baseline.
Conclusion  Over 50% of participants reported 
abdominal and psychological symptoms at baseline. 
Of those, 40% reported an improvement within 2 
months of starting chemotherapy. Approximately one 
in six participants reported an improvement in HRQL. 
Symptom monitoring and supportive care is important 
as chemotherapy palliated less than half of symptomatic 
participants.

BACKGROUND

Patients with platinum resistant/refractory recurrent 
ovarian cancer (PRR-ROC) and potentially platinum 
sensitive recurrent ovarian cancer following ≥3 lines 
of prior chemotherapy (PPS-ROC ≥3) often experience 
a multitude of symptoms related to disease progres-
sion and cumulative toxicities from prior chemo-
therapy.1 It can be difficult to distinguish between 
disease- and chemotherapy-related symptoms such 
as fatigue, nausea and constipation, among others. 
Many patients also experience anxiety and depres-
sion.2 The goals of chemotherapy in this setting 
include palliating symptoms, improving health-related 
quality of life (HRQL), and delaying disease progres-
sion. Despite decades of chemotherapy trials in recur-
rent ovarian cancer, there is uncertainty about how 
well ‘palliative’ chemotherapy improves symptoms 
as this is not usually assessed or reported in clinical 
trials.3

Few trials in recurrent ovarian cancer have reported 
the effects of chemotherapy either on symptoms or 
on improvements in HRQL.4–7 Trials of chemotherapy 
in PRR-ROC have reported median progression-free 

HIGHLIGHTS
	⇒ Most participants reported symptoms related to recurrent ovarian cancer
	⇒ 40% of patients symptomatic at baseline reported an improvement in symptoms within 2 months of starting chemotherapy
	⇒ Improvements in quality of life were reported by approximately one in six participants on chemotherapy
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survival of 3–4 months and objective tumor response rates of 
4–20%.8 Although objective tumor response rates are higher 
in PPS-ROC  ≥3, the likelihood of response and the duration of 
response decrease with each subsequent line of chemotherapy and 
are similar to those reported in PRR-ROC.9 10 Given that chemo-
therapy is meant to palliate symptoms, it is important to document 
the nature and burden of symptoms at baseline, and to evaluate the 
impact of chemotherapy on symptoms and HRQL.4 7

Based on data from the Gynecologic Cancer InterGroup (GCIG)-
Symptom Benefit Study, we have previously reported the predictors 
of stopping chemotherapy early and survival outcome in patients 
with PRR-ROC and PPS-ROC≥3.11 12 We report here on their 
symptom burden at baseline, rates of improvement in symptoms 
with chemotherapy, time to improvement of symptoms, and dura-
tion of improvement. We also report the overall HRQL at baseline, 
rates of improvement with chemotherapy, and the correlation with 
the reported improvement in symptoms. The rationale for the study 
was to inform discussions with patients and their families about the 
possible benefits and harms of palliative chemotherapy in recurrent 
ovarian cancer, and to enable the inclusion of symptom benefit as 
an endpoint in future clinical trials.

METHODS

GCIG-Symptom Benefit Study
The GCIG-Symptom Benefit Study (clinical trial registration number 
ACTRN12607000603415, Online supplemental file 1) was a 
prospective observational cohort study. Stage 1 has been reported.1 
Stage 2 aimed to determine the proportion of women benefiting 
from palliative chemotherapy as defined by a clinically significant 
improvement in HRQL scores and improvement of symptoms. 
Participants had either PRR-ROC or PPS-ROC  ≥3 and had been 
recommended palliative chemotherapy by their treating clinician.13 
The study was in accordance with the NHMRC Statement on Ethical 
Conduct in Research Involving Humans and the Declaration of 
Helsinki, with ethics approval at all participating sites and signed 
written informed consent was obtained from all participants.

Symptoms and aspects of HRQL were assessed with the Measure 
of Ovarian cancer Symptoms and Treatment (MOST-T35),13 14 Euro-
pean Organization for Research and Treatment of Cancer (EORTC) 
Quality of Life Questionnaire QLQ-C30,15 16 QLQ-OV28,17 Functional 
Assessment of Cancer Therapy-Ovarian (FACT-O),18 and Functional 
Assessment of Cancer Therapy-Ovarian Symptom Index (FOSI).19 
Participants completed these questionnaires without assistance on 
paper while waiting to see their physicians at baseline and before 
each cycle of chemotherapy until disease progression. Participants 
were included in the analysis if they completed a questionnaire at 
baseline and at least one subsequent time point.

Symptom Assessment with MOST-T35
Symptoms and well-being were assessed with MOST-T35,14 
which includes 35 items. Three items assess well-being (phys-
ical, emotional, overall) on a numeric rating scale from 0 (worst 
possible) to 10 (best possible). The remainder assess symptoms 
and treatment-related difficulties on a rating scale from 0 (none at 
all) to 10 (worst I can imagine), with additional verbal anchors for 
mild (1–3), moderate (4–6), and severe (7–9). Twenty-four of these 
items were grouped into five indexes: abdominal (MOST-Abdo, 

2 symptoms), disease- or treatment-related (MOST-DorT, 11 
symptoms), chemotherapy-related (MOST-Chemo, 6 symptoms), 
psychological (MOST-Psych, 2 symptoms), and well-being (MOST-
Well-being, 3 items).13 Index scores were calculated as the average 
of the component items, linearly transformed to give a score from 
0 (none at all) to 100 (most severe) for the four symptom indexes 
and 0 (worst possible) to 100 (best possible) for the well-being 
index.13

Patients were categorized as symptomatic at baseline if they 
scored ≥4 out of 10 (verbal anchors of moderate, severe, and 
worst I can imagine) for at least one-third of the items in a MOST 
symptom index: 1 of 2 items for MOST-Abdo and MOST-Psych, 4 
of 11 items for MOST-DorT, and 2 of 6 items for MOST-Chemo. 
Symptom improvement was defined as ≥2 consecutive scores of 
≤3 in items that were symptomatic at baseline and required at 
least two symptoms for MOST-Chemo and MOST-DorT and at least 
one symptom for MOST-Abdo and MOST-Psych to improve. For the 
MOST-Well-being index, a score of ≤6 in at least one well-being 
item at baseline was considered to represent impaired well-being, 
and improvement was defined as a score of ≥7 in at least one of the 
items that scored ≤6 at baseline.

HRQL Assessment with EORTC QLQ-C30 and QLU-C10D
Aspects of HRQL were measured with the EORTC QLQ-C30 which 
includes 30 items that collectively assess five aspects of func-
tioning (physical, role, cognitive, emotional, and social functioning), 
eight symptoms commonly experienced by cancer patients, finan-
cial difficulties, and a global rating of health and quality of life.15 16

In this analysis we took two approaches to scoring data from 
the QLQ-C30 to provide a comprehensive measure of aspects of 
HRQL. The first was to use the QLQ-C30 summary score, which 
incorporates 27 items (excluding three items: financial difficul-
ties, global quality of life, and health).20 21 A higher score of QLQ-
C30 summary score indicates a better HRQL. An improvement in 
overall HRQL was defined as two or more consecutive summary 
scores that were ≥10 points higher than the summary score at 
baseline.

The second approach was to use the EORTC QLU-C10D utility 
score which incorporates 13 items from the QLQ-C30 covering 
physical, emotional, role, and social functioning, plus symptoms 
often experienced by patients with ovarian cancer (fatigue, pain, 
nausea, sleep problems, bowel problems, and appetite loss).22 
Validated Australian utility weights were used, resulting in a score 
from −0.095 (worst) to 1 (best).23 An improvement in the QLU-C10D 
utility score was defined as ≥2 consecutive scores that were ≥0.10 
higher than the score at baseline.

Statistical Analysis
Continuous variables are reported as mean or median (IQR). Counts 
with percentages are reported for categorical variables. The χ2 test 
was used to compare proportions and the Wilcoxon rank-sum test 
was used for comparisons of non-normally distributed continuous 
variables. We used the Kaplan–Meier method and log rank test 
to analyze progression-free survival. Statistical inferences were 
based on a two-sided significance level of 0.05 without correction 
for multiplicity. Analyses were performed with SAS version 9.4 and 
R version 3.6.3.

https://dx.doi.org/10.1136/ijgc-2021-003142
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RESULTS

We recruited 948 participants to GCIG-Symptom Benefit Study stage 
2, of whom 933 (98%) received at least one cycle of chemotherapy. 
This study was an expansion of stage 1, which reported a high 
symptom burden in 126 participants with PRR-ROC at baseline, of 
which almost 50% of symptomatic participants reported symptom 
improvement.1 Baseline questionnaires were completed by 910 
of 933 (98%) patients: 546 (60%) with PRR-ROC and 364 (40%) 
with PPS-ROC  ≥3. Questionnaire completion rates (number who 
completed questionnaires divided by number continuing chemo-
therapy) were 84% or higher at all time points (Table 1). Patients 
who ended the chemotherapy cycle but continued to complete 
questionnaires are also shown in Table  1. Six or more cycles of 
chemotherapy were administered in 28% (162/570) of those with 
PRR-ROC and 33% (124/379) of those with PPS-ROC ≥3.

Baseline Symptom Burden and Symptom Improvement on 
Chemotherapy According to MOST Indexes
The numbers and proportions of women classified as sympto-
matic at baseline according to the five MOST indexes, the number 
showing an improvement in symptoms and well-being, and the time 
to improvement in symptoms are shown in Table 2 for all partici-
pants and for the sub-groups with PRR-ROC and PPS-ROC ≥3.

At baseline, before starting chemotherapy, approximately half 
the participants were classified as symptomatic according to the 
MOST-Abdo index (481/893, 54%) or MOST-Psych index (472/896, 
53%), one-third according to the MOST-DorT index (314/903, 35%), 
and one-quarter according to the MOST-Chemo index (244/898, 
27%). Approximately three-quarters of all participants were clas-
sified as having impaired well-being at baseline (633/883, 72%). 
These proportions were similar among those with PRR-ROC and 
those with PPS-ROC ≥3 (all p>0.16).

Among participants classified as symptomatic at baseline, 
improvements during chemotherapy were observed in approx-
imately 40% according to MOST-Abdo (190/481, 40%) and 
MOST-DorT (118/314, 38%), one-third according to MOST-Psych 
(165/472, 35%), and one-quarter according to MOST-Chemo 

(68/244, 28%) and MOST-Well-being (156/633, 25%). Improve-
ments occurred with similar frequencies among those with PRR-
ROC and PPS-ROC ≥3.

The median time to improvement in symptoms ranged from 4 to 7 
weeks. Improvements in MOST-Abdo occurred earlier for those with 
PRR-ROC than PPS-ROC  ≥3 (median 4 vs 6 weeks, p=0.044). The 
median time to improvement in MOST-Well-being was 5–6 weeks. The 
median duration of improvement in MOST-Abdo symptoms among all 
participants was 10 weeks (IQR 4–20) and was similar among those 
with PRR-ROC and those with PPS-ROC ≥3 (9.0 vs 11.7 weeks, p=0.65).

Progression-free survival was longer among participants with abdom-
inal symptoms at baseline that improved than in those with abdominal 
symptoms that did not improve (median 7.2 vs 2.5 months, p<0.0001; 
Figure 1). Participants without abdominal symptoms at baseline had a 
median progression-free survival of 5.3 months.

HRQL Improvement According to the EORTC QLQ-C30 
Summary Score and QLU-C10D Utility Score
At baseline, before starting chemotherapy, the proportion of partic-
ipants who reported reduced HRQL (EORTC QLQ-C30 summary 
score ≤90 points on a range from 0 to 100) was similar for PRR-ROC 
(448/516, 87%) and PPS-ROC ≥3 (301/349, 86%). Improvements in 
HRQL were recorded with similar frequency among those with PRR-
ROC and those with PPS-ROC ≥3 (77/448 (17%) vs 61/301 (20%), 
p=0.29). The median time to improvement in summary score for 
HRQL was 5 weeks and 9 weeks, respectively (p=0.06).

In general, QLQ-C30 summary scores were higher among 
participants who completed a larger number of assessments, and 
summary scores declined as participants approached their last 
assessments (Figure 2). At baseline, a QLU-C10D score ≤0.9 (on 
a scale from −0.095 to 1.0) was reported by the same proportions 
of participants with PRR-ROC (469/509, 92%) and PPS-ROC  ≥3 
(313/342, 92%). An improvement in HRQL according to the QLU-
C10D was reported by fewer participants with PRR-ROC than 
PPS-ROC  ≥3 (90/469 (19%) vs 82/313 (26%), p=0.02). Time to 
improvement in the QLU-C10D score was somewhat shorter among 

Table 1  Numbers of participants completing patient-reported outcome measures (PROMs) at each time point

Time point Baseline Pre-C2 Pre-C3 Pre-C4 Pre-C5 Pre-C6 Pre-C7

PROM 
completed/
number 
proceeding with 
chemotherapy* 
(%)

910/933 (98%) 765/838 (91%) 611/673 (91%) 452/499 (91%) 361/406 (89%) 250/286 (87%) 126/150 (84%)

PROM 
completed but 
chemotherapy 
discontinued

0 29 75 101 65 113 159

PROM completed according to treatment group

 � PRR-ROC, n
1

546 461 390 293 222 189 136

 � PPS-ROC ≥3, 
n

2

364 333 296 260 204 174 149

*Number of participants who completed PROM questionnaires divided by number of participants proceeding with chemotherapy.
C, chemotherapy cycle; PPS-ROC ≥3, potentially platinum sensitive recurrent ovarian cancer after ≥3 lines of chemotherapy; PROM, patient 
reported outcome measure; PRR-ROC, platinum resistant/refractory recurrent ovarian cancer.
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those with PRR-ROC than in those with PPS-ROC ≥3 (median 4 vs 
7 weeks, p=0.02).

Improvements in Abdominal Symptoms and HRQL
The frequencies of abdominal symptoms, improvements in 
abdominal symptoms, and improvements in HRQL are shown as 
an alluvial plot in Figure  3. Approximately half the participants 
were classified as having abdominal symptoms at baseline 
according to MOST-Abdo (481/893, 54%). Of those 481 partici-
pants, 190 (40%) had an improvement in abdominal symptoms 
and 102 (21%) had an improvement in HRQL according to the 
EORTC-QLQ C30 summary score. Among 291 participants 
with abdominal symptoms at baseline that did not improve, an 
improvement in HRQL was observed in 21 (7%) participants. An 
improvement in HRQL was observed in 33 of 412 (8%) partici-
pants without abdominal symptoms.

DISCUSSION

Summary of Main Results
Our findings confirmed that patients with PRR-ROC and PPS-
ROC ≥3 had a high burden of symptoms related to their disease 
and chemotherapy. Symptom burden at baseline was high and 
similar among those with PRR-ROC and PPS-ROC ≥3, with over 
50% reporting moderate to severe abdominal symptoms (MOST-
Abdo) and psychological symptoms (MOST-Psych). Of those symp-
tomatic at baseline, less than 40% reported an improvement in 
symptoms with chemotherapy. Overall, approximately 15% of 
participants reported an improvement in aspects of HRQL with 
chemotherapy. These findings are sobering and demonstrate that 
only a relatively small proportion of patients overall experience 
improvement in their symptoms and quality of life as a result of 
palliative chemotherapy.

Table 2  Burden at baseline and subsequent improvements in symptoms and well-being assessed with MOST index scores

MOST indexes

All participants PRR-ROC PPS-ROC ≥3

P value* n
1
 vs 

n
2

N
0

Symptomatic at 
baseline, n

0
 (%) N

1

Symptomatic at 
baseline, n

1
 (%) N

2

Symptomatic at 
baseline, n

2
 (%)

MOST-Abdo† 893 481 (54) 535 296 (55) 358 185 (52) 0.28

MOST-Psych‡ 896 472 (53) 534 278 (52) 362 194 (54) 0.65

MOST-DorT§ 903 314 (35) 540 192 (36) 363 122 (34) 0.55

MOST-Chemo¶ 898 244 (27) 537 155 (29) 361 89 (25) 0.16

MOST-Well-
being**

883 633 (72) 527 377 (72) 356 256 (72) 0.90

 �  N
0

Symptom 
improvement, n

0
 (%) N

1

Symptom
improvement, n

1
 (%) N

2

Symptom 
improvement, n

2
 (%)

P value* n
1
 vs 

n
2

MOST-Abdo 481 190 (40) 296 107 (36) 185 83 (45) 0.06

MOST-Psych 472 165 (35) 278 93 (33) 194 72 (37) 0.41

MOST-DorT 314 118 (38) 192 66 (34) 122 52 (43) 0.14

MOST-Chemo 244 68 (28) 155 50 (32) 89 18 (20) 0.04

MOST-Well-being 633 156 (25) 377 85 (23) 256 71 (28) 0.14

 �  N
0

Time to improvement, 
median (IQR) weeks N

1

Time to improvement, 
median (IQR) weeks N

2

Time to 
improvement, 
median (IQR) weeks P value††

MOST-Abdo 190 5 (4–9) 107 4 (4–9) 83 6 (4–12) 0.04

MOST-Psych 165 4 (4–8) 93 4 (4–6) 72 5 (4–14) 0.26

MOST-DorT 118 5 (4–9) 66 5 (4–8) 52 5 (4–10) 0.57

MOST-Chemo 68 5 (4–13) 50 5 (4–13) 18 7 (4–13) 0.54

MOST-Well-being 156 6 (4–12) 85 5 (4–11) 71 6 (4–16) 0.15

*χ2 test.
†MOST-Abdo, 2 symptoms: abdominal pain, discomfort and/or cramps; abdominal swelling, bloating and/or fullness.
‡MOST-Psych, 2 symptoms: anxiety (feeling worried); depression (feeling sad).
§MOST-DorT, 11 symptoms: fatigue (tiredness); trouble eating; indigestion; nausea; vomiting; diarrhea; constipation; shortness of 
breath; difficulty swallowing; trouble sleeping; bladder problems.
¶MOST-Chemo, 6 symptoms: altered sense of taste; sore mouth or throat; hair loss; skin rash; numbness or pins and needles; sore 
hands and feet.
**MOST-Well-being, 3 items: physical well-being, emotional well-being, overall well-being.
††Wilcoxon rank-sum test.
IQR, interquartile range; MOST, Measure of Ovarian Cancer Symptoms and Treatment; n, number; N, denominator; PPS-ROC ≥3, 
potentially platinum sensitive recurrent ovarian cancer after ≥3 lines of chemotherapy; PRR-ROC, platinum resistant/refractory recurrent 
ovarian cancer.
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Results in the Context of Published Literature
Our findings underscore the importance of assessing symptoms 
at baseline and during chemotherapy. Similar to PRR-ROC, partici-
pants with PPS-ROC ≥3 were found to have a high symptom burden 
at baseline and marginally higher numerical improvement in symp-
toms with chemotherapy. Importantly, relative to patients with one 
or two lines of treatment, our findings showed that the benefit of 
chemotherapy was low in those who had ≥3 lines of chemotherapy 

despite being considered to be potentially platinum sensitive, which 
is in keeping with the clinical observation in routine practice as well 
as a study reported by Hanker et al.10 Our findings also highlight 
the need to temper patient expectations about the likelihood that 
symptoms and quality of life will improve with chemotherapy.

The goals of treatment in PRR-ROC and PPS-ROC  ≥3 include 
palliation of symptoms and delaying cancer progression; our 
results indicate the limited capacity for chemotherapy to achieve 

Figure 1  Progression-free survival for sub-groups with symptoms at baseline that improved, symptoms at baseline that did 
not improve, and no symptoms at baseline.

Figure 2  European Organization for Research and Treatment of Cancer (EORTC) Quality of Life Questionnaire QLQ-C30 
summary scores for overall quality of life by the number of assessment time points at which questionnaires were completed.
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these goals and therefore the importance of supportive care to 
manage symptoms. We recommend a more comprehensive holistic 
approach to management and supportive care, including early and 
routine integration of palliative care, psycho-oncology, and allied 
health services to address physical, psychological, social, and exis-
tential concerns. Moreover, patients’ preferences should be included 
in the treatment decision-making process.24 Greater attention is 
also warranted to address side effects of chemotherapy.25 26

Improvements in symptoms and/or HRQL were generally 
evident within 4–6 weeks (2–3 cycles of chemotherapy). Those 
with abdominal symptoms at baseline that improved during 
chemotherapy had a median duration of symptom improvement 
of 10 weeks and median progression-free survival was 7 months, 
which is likely a reflection of chemotherapy effect. For the 25% of 
participants who reported an improvement in MOST-Well-being, 
the median time to improvement was 6 weeks. Translating these 
findings into clinical practice, improvements in symptoms and/or 
HRQL are likely to be observed within 2 months of starting chemo-
therapy. Persistence of symptoms after 2 months of chemotherapy 
for PRR-ROC and PPS-ROC  ≥3 should trigger reassessment of 
disease status and careful consideration of whether to continue 
chemotherapy, increase palliative care involvement, and discuss 
advanced care planning.

Many patients will persevere through disease-related symptoms 
and treatment-related side effects in the hope of a tumor response 
or delayed progression and longer survival. In reality, response rates 
reported for single agent chemotherapy in PRR-ROC range from 4% 
to 15% and the impact on overall survival is unclear.8 This study 
showed that regular assessment of symptoms with MOST could 
help reveal trends in symptoms and well-being that could comple-
ment tumor markers and imaging as indicators of treatment benefit. 
In addition, using MOST would provide a patient-rated measure of 
chemotherapy toxicities to counter the well-documented under-
reporting of toxicities inherent in clinicians’ assessments.1 27 28

Strengths and Weaknesses of Study
This study describes the impact of palliative chemotherapy on 
symptoms and HRQL in a large international real-world patient 
sample using a dataset of patient-rated outcome measures with 
excellent (≥84%) completion rates. Our study demonstrates the 
importance of regular assessment of symptoms during chemo-
therapy and underscores the critical importance of supportive 
care and symptom management beyond the administration of 
chemotherapy alone. One limitation of our study was that our 
patient-reported outcome data were collected for research and 
not relayed to the treating clinicians in real time.

Implications for Practice and Future Research
Future research should involve systematic collection of patient-
reported outcome measures and real-time reporting to their 
clinicians, as this can improve patient–clinician communication, 
responsiveness of clinicians to patients’ individual care needs, 
and patients’ understanding and awareness of symptoms.29 30 A 
systematic review of 22 randomized trials found that proactive 
use of patient-reported outcome measures in clinical care can 
be beneficial, particularly when the results were provided to 
treating clinicians in real time,29 31 32 but these are not bene-
ficial in all contexts. One of the most influential trials reported 
improvements in HRQL and overall survival using self-ratings of 
12 symptoms commonly experienced during chemotherapy,31 33 
including nine of the symptoms assessed by MOST. Timely and 
tailored symptom management of patients receiving chemo-
therapy for ovarian cancer could improve patients’ tolerance of 
chemotherapy.

MOST is an instrument tailored to symptoms and concerns 
pertinent to ovarian cancer and its treatment. Accordingly, we 
propose MOST as a suitable candidate for integration into the 
care of women having treatment for recurrent ovarian cancer, 
with results reviewed by clinicians in real time. This could 
improve patients’ understanding and encourage them to report 

Figure 3  Improvements in abdominal symptoms and overall health-related quality of life (European Organization for Research 
and Treatment of Cancer (EORTC) Quality of Life Questionnaire QLQ-C30 summary score) according to treatment group and 
the presence of abdominal symptoms at baseline.
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key symptoms that occur between clinic visits. Future research 
in this area is needed, and in line with a position statement by 
the GCIG-Symptom Benefit Committee urging the incorporation 
of patient-centered benefits as end points for trials in ovarian 
cancer.34

CONCLUSION

Improvement in symptoms was seen in approximately 40% of those 
with moderate or severe symptoms at baseline, with a median time 
to improvement of <2 months. However, many participants did not 
experience a meaningful improvement in symptoms during chemo-
therapy. Our findings indicate the need to reassess disease status 
and decide whether to continue treatment, particularly if symptoms 
persist beyond 2 months on chemotherapy. In addition, there is 
a role for using patient-reported outcome measures routinely in 
clinic to assess symptom benefit during chemotherapy for recur-
rent ovarian cancer, and the importance of supportive care in this 
setting.
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