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Personalized Estimate of Chemotherapy-Induced Nausea
and Vomiting: Development and External Validation of a
Nomogram in Cancer Patients Receiving Highly/Moderately
Emetogenic Chemotherapy
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Abstract: Chemotherapy-induced nausea and vomiting (CINV) is
presented in over 30% of cancer patients receiving highly/moderately
emetogenic chemotherapy (HEC/MEC). The currently recommended
antiemetic therapy is merely based on the emetogenic level of che-
motherapy, regardless of patient’s individual risk factors. It is, therefore,
critical to develop an approach for personalized management of CINV
in the era of precision medicine.

A number of variables were involved in the development of CINV.
In the present study, we pooled the data from 2 multi-institutional
investigations of CINV due to HEC/MEC treatment in Asian countries.
Demographic and clinical variables of 881 patients were prospectively
collected as defined previously, and 862 of them had full documentation
of variables of interest. The data of 548 patients from Chinese institu-
tions were used to identify variables associated with CINV using
multivariate logistic regression model, and then construct a personalized
prediction model of nomogram; while the remaining 314 patients out of
China (Singapore, South Korea, and Taiwan) entered the external
validation set. C-index was used to measure the discrimination ability
of the model.

The predictors in the final model included sex, age, alcohol con-
sumption, history of vomiting pregnancy, history of motion sickness,
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body surface area, emetogenicity of chemotherapy, and antiemetic
regimens. The C-index was 0.67 (95% CIL, 0.62—-0.72) for the training
setand 0.65 (95% CI, 0.58—0.72) for the validation set. The C-index was
higher than that of any single predictor, including the emetogenic level
of chemotherapy according to current antiemetic guidelines. Calibration
curves showed good agreement between prediction and actual occur-
rence of CINV.

This easy-to-use prediction model was based on chemotherapeutic
regimens as well as patient’s individual risk factors. The prediction
accuracy of CINV occurrence in this nomogram was well validated by
an independent data set. It could facilitate the assessment of individual
risk, and thus improve the personalized management of CINV.

(Medicine 95(2):e2476)

Abbreviations: SHT3-RA = S5-hydroxytryptamine; receptor
antagonists, BSA = body surface area, CI = confidence interval,
CINV = chemotherapy-induced nausea and vomiting, ESMO =
European Society for Medical Oncology, HEC = highly emetogenic
chemotherapy, MASCC = Multinational Association for Supportive
Care in Cancer, MEC = moderately emetogenic chemotherapy,
NCCN = National Comprehensive Cancer Network, NK1-RA =
Neurokinin-1 receptor antagonists, PPACTICE = Pan Australasian
Chemo-Therapy InduCed Emesis burden study, PS = performance
status, QOL = quality of life, VP = vomiting pregnancy.

INTRODUCTION

hemotherapy-induced nausea and vomiting (CINV) is an

obvious and distressing adverse event associated with cancer
treatment, which compromised both therapeutic effects and
patient quality of life (QOL).'™® Despite the development of
modern antiemetic therapy,”* including the serotonin antagonists
(SHT3-RA) and neurokinin-1 receptor antagonists (NK1-RA),
more than 30% of cancer patients still experience CINV
after receiving highly/moderately emetogenic chemotherapy
(HEC/MEC).>™® CINV is stubborn to treat after its initial out-
break, as it is poorly responsive to salvage therapy and increases
the probability of subsequent CINV onsets.”'® However, the
current recommendations in antiemetic guidelines are merely
based on the emetogenic levels of chemotherapy,'""!'? regardless
of patient’s individual conditions. Therefore, it is critical to
develop an approach of personalized management of CINV based
on the individual risk prediction, which could guide more effec-
tive antiemetic prophylaxis prior to chemotherapy.

CINV is a complicated condition, whose development
involves a number of variables.! Female, young age, low
alcohol consumption, higher emetogenicity of chemotherapy,
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presence of anxiety and fatigue, and even patient’s expectation
of CINV have been implicated to increase the risk of CINV.'*'*
To date, several mathematical prediction models have been
developed to calculate patients’ risks of CINV, which stratified
patents into high- or low-risk groups based on their risk
scores.> '® However, the complex arithmetic resulted in poor
feasibility, and thus limited their application in clinical practice.
Furthermore, it remains not enough to stratify patients by risk
grouping in the era of precision medicine; healthcare pro-
fessionals need more accurate approach to individually assess
each patient’s risk of CINV development in daily practice.

Nomogram has been employed to quantify the probability
of a clinical event by combining multiple variables
associated.'?2" Its user-friendly graphical interfaces promote
the popularity of nomogram in clinician’s decision-making. The
present study aimed to develop and externally validate a prag-
matic nomogram that individually predicts the occurrence of
CINV in patients receiving HEC/MEC. The patient data were
obtained from a large-scale randomized, multicenter, phase 111
trial of CINV prevention in China (Aprepitant P169 study)?'
and an observational study of CINV burden in multiple Asian
Pacific countries (PrACTICE study).7

METHODS

Patient Selection

The recruited patients of this analysis were from 2 inde-
pendent studies of CINV prevention in Asian countries. In the
P169 study,”' a total of 412 patients from 16 investigational
centers were evaluable for CINV in the first cycle of chemother-
apy, thus enrolled into this analysis. All the patients were
chemo-naive and randomly assigned to receive NKI-RA
(n=209) or placebo (n=212) combined with SHT3-RA and
corticosteroid for prevention of CINV due to HEC. While in the
PrACTICE study, ’ a total of 684 patients in 6 countries were
documented of CINV prevention after a single-day HEC or
MEC treatment in daily practice. Considering the therapeutic
disparities among different countries as described previously,*
we only recruited the 486 patients from China (n=153),
Singapore (n=57), South Korea (n=151), and Taiwan
(n=125) in this study. All of the patients enrolled were from
East-Asian population.

To construct a nomogram including both HEC and MEC
populations, we pooled all subjects from China as the training
set, including patients in P169 study (HEC population) and
those in PrACTICE study (HEC and MEC populations). The
data of the remaining patients out of China were used for
external validation of the nomogram. Both the studies had been
approved by institutional review boards of each participating
institution, so the present analysis got a waiver of additional
ethical approval.

Factor Collection

To explore the predictors of CINV occurrence, we
examined the following demographic and clinical variables
of interest: sex, age, body surface area (BSA), alcohol con-
sumption, history of vomiting pregnancy (VP), history of
motion sickness, emetogenicity of chemotherapy, performance
status (PS), and antiemetic regimens.

Based on sex and history of VP, the population was cate-
gorized as male, female without VP, and female with VP. Alcohol
consumption was classified as less than or >1 time per week on
average in consuming alcoholic drinks. The emetogenicity of
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chemotherapy was classified as highly/moderately emetogenic
chemotherapy (HEC/MEC) according to MASCC/ESMO 2010
Guidelines.'' The antiemetic regimens were categorized, con-
sistent with the antiemetic options in MASCC/ESMO 2010
Guidelines, as single-agent therapy (SHT3-RA), doublet therapy
(SHT3-RA and corticosteroids), and triplet therapy (NK1-RA,
SHT3-RA, and corticosteroids).

Although some other variables might be implicated in the
occurrence of CINV according to previous reports, such as
anxiety, fatigue, and anticipation of CINV development;'* they
were excluded from our study because these subjective variables
are poorly accessible in clinical practice. Besides, the impact
of these subjective variables on CINV development was very
limited compared with other demographic and clinical
variables.'® Their roles in the nomogram would probably be
compromising the feasibility rather than increasing prediction
accuracy.

Statistical Analysis

Complete response was adopted as an indicator of success-
ful prevention of CINV, which was defined as no vomiting and
no rescue therapy during the overall 120 hours postchemother-
apy. Although mild nausea might present in patients with
complete response, it remains an important goal for antiemetic
prophylaxis to protect patients from negative impacts due to
CINV."" To identity predictors of CINV occurrence, multivari-
ate logistic regression analysis was used to test the association
between complete response and variables of interest listed
above.

The methods used to develop the nomogram were accord-
ing to those previously described.’*® For the training cohort,
we used the bootstrapping method to validate internally. The
generalization of the nomogram was confirmed by external
validation using the validation set. The predictive accuracy
(discrimination) of the nomogram was measured via a con-
cordance index (c-index). Calibration plot was drawn to com-
pare how well the predicted probabilities from the nomogram
matched the actual probabilities. Bootstraps resample methods
with 100 repetitions were used for these activities.

All analyses were carried out using SPSS version 20 (IBM
Corp, Armonk, NY) and R 2.14.1 software with Package Hmisc
version 3.4-2. In all statistical analyses, a P value of <0.05 was
considered significant.

RESULTS

In total, 881 patients were collected in the present study,
with 565 for nomogram development and 316 for validation.
After excluding patients with missing data on BSA (n=7),
alcohol consumption (n=7), CINV evaluation (n=2), and
history of motion sickness (n=1), 548 subjects were enrolled
to the training set (N =548), including 397 patients in P169
study (HEC), and 151 in the PrACTICE study (77 HEC and 74
MEC); their demographic and other baseline characteristics are
listed in Table 1. Excluding 2 patients without information of
alcohol consumption, a total of 141 cases with HEC and 173
cases with MEC in the PrACTICE study were included in the
validation set (N=314), including 56 in Singapore, 142 in
South Korea, and 116 in Taiwan.

CINV event was presented in 37.2% of patients (204/548)
in the training set, with 40.0% in HEC population (180/474) and
32.4% in MEC population (24/74); while in the validation set, it
was 28.4% (40/141) and 23.1% (40/173), in HEC and MEC
populations, respectively.

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.
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TABLE 1. Demographic and Clinical Variables of the Training
Set and External Validation Set

TABLE 2. Selected Variables According to Multivariate Logistic
Regression Model

Training Set External Validation

(N =548) Set (N=314)

Variables n % n %
Sex

Male 334 60.9 138 439

Female 214 39.1 176 56.1
Age, yr

Median (range) 55 (20-77) 57 (22-85)
PS score

0 318 58.0 173 55.1

1-2 230 42.0 141 449
BSA

Median (range) 1.67 (1.18-2.18)
Primary cancer diagnosis

1.71 (1.31-2.19)

Lung 327 59.7 70 223

Breast 50 9.1 84 26.8

HNSCC 34 6.2 8 2.5

Colon 32 5.8 61 19.4

Gynecologic 24 44 18 5.7

Stomach 20 3.6 15 4.8

Others 62 11.3 58 18.5
Alcohol consumption

<1 per week 461 84.1 275 87.6

> =1 per week 87 15.9 39 12.4
History of motion sickness

Yes 23 4.2 53 16.9

No 525 95.8 261 83.1
History of VP in female

Yes 48 224 81 51.6

No 166 77.6 76 48.4
Emetogenicity of chemotherapy

HEC 474 86.5 141 449

MEC 74 13.5 173 55.1
Antiemetic therapy

Single-agent 40 7.3 25 8.0

Doublet 309 56.4 206 65.6

Triplet 199 36.3 83 26.4

BSA =body surface area, Doublet=5HT3-RA+corticosteroid,

HEC =highly emetogenic chemotherapy, HNSCC =head and neck
squamous cell carcinoma, MEC = moderately emetogenic chemother-
apy, PS =performance status; Single-agent = 5-HT3 receptor antagon-
ist (SHT3-RA), Triple=5-HT3RA+-corticosteroid+ neurokinin-1
receptor antagonist (NK-1RA), VP = vomiting pregnancy.

Establishment of CINV Nomogram

First, we assessed the predictive value of each variable
through logistic regression. Table 2 lists the selected variables
with odds ratio and P values: sex (with females stratified by
history of VP) (P <0.001), age (P =0.339), alcohol consump-
tion (P =0.108), history of motion sickness (P =0.847), BSA
(P=0.079), emetogenicity of chemotherapy (P =0.045), and
antiemetic regimens (P =0.012). We finalized a nomogram that
integrated all the predictors (Figure 1), in which the most
significant predictors were: sex by VP, emetogenicity of che-
motherapy, and antiemetic regimens. The C-index for CINV
prediction was 0.67 (95% CI, 0.62—0.72) in this nomogram. The
calibration plot for the probability of CINV showed an optimal

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.

Variables Odds Ratio 95% CI P Value
Sex and VP

Male Ref

Female without VP 1.87 1.18-2.97 <0.01

Female with VP 3.96 1.93-8.10 <0.01
Age, yr 0.99 0.97-1.01 0.34
BSA, m? 0.32 0.09-1.14 0.08
Alcohol consumption

No Ref

Yes 0.61 0.34-1.11 0.11
Motion sickness

No Ref

Yes 0.91 0.36-2.33 0.85
Emetogenic level

MEC Ref

HEC 1.86 1.02-3.40 0.04
Antiemetic therapy

Single-agent Ref

Doublet 0.89 0.43-1.86 0.76

Triplet 0.49 0.22-1.08 0.08

BSA =body surface area, CI = confidence interval, Doublet = SHT3-
RA plus corticosteroid, MEC/HEC = moderately/highly emetogenic
chemotherapy, Ref = reference, Single-agent =5HT3 receptor antagon-
ist (SHT3-RA), Triplet=5HT3-RA, corticosteroid, and neurokin-1
receptor antagonist (NK1-RA), VP = vomiting pregnancy.

agreement between the prediction by nomogram and actual
observation (Figure 2A).

As several prediction variables were not statistically sig-
nificant in the training set, we performed another developing of
nomogram including only those significantly associated with
CINV (sex by VP, emetogenicity of chemotherapy, and antie-
metic regimens). The C-index for CINV prediction was 0.58
(95% CI, 0.53-0.63), which was less than the nomogram
including all predictors (P =0.02).

External Validation of the CINV Nomogram

As previously reported, clinical data from other countries
were the most stringent test population for model validation.>*
Using the subjects from Singapore, South Korean, and Taiwan
in the PrACTICE study, external validation was performed
subsequently. Figure 2B shows the calibration plot of the
nomogram.

The X-axis is the predicted CINV occurrence probability
estimated by the nomogram, and the Y-axis is the actual rates of
patients with CINV development. The solid line represents the
ideal reference line where predicted CINV corresponds to the
actual outcome, and the dash lines represent a 10% margin of
error. The actual CINV corresponded closely to the predicted
development and was always within the 10% margin of error.
The calibration plot for the probability of CINV showed a good
agreement between the prediction by nomogram and actual
observation (Figure 2B). The C-index for CINV prediction was
0.65 (95% CI, 0.58-0.72). Furthermore, we compared the
discrimination of the present nomogram with that of the
MASCC/ESMO 2010 Guidelines classification (HEC/MEC).
The discrimination of our nomogram was superior to that of
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FIGURE 1. Prediction nomogram of CINV in cancer patients receiving HEC/MEC treatment. BSA=body surface area; CINV=
chemotherapy-induced nausea and vomiting; HEC/MEC = highly/moderately emetogenic chemotherapy; VP =vomiting pregnancy.

the current chemotherapy emetogenicity classification

(C-index = 0.54; 95% ClI, 0.46—0.61).

DISCUSSION

We have developed and externally validated a practical
nomogram that is able to predict the individual risk of CINV
occurrence in cancer patients receiving HEC/MEC treatment.
This tool is easy to use thanks to the friendly interface and visual
graphics, instead of complex mathematical calculation. Person-
alized estimation of patient’s risk of CINV development could
help healthcare professionals prevent this common adverse event,
such as prescribing appropriate antiemetic agents or selecting
chemotherapeutic regimens. On the other hand, identification of
patients with low risk might avoid overtreatment in the CINV
prophylaxis according to the current antiemetic guidelines.

CINV is a persistent issue in the management of cancer
patients receiving chemotherapy, especially the HEC and
MEC.>*® The problem has been highlighted by the complicated

mechanisms of CINV development,”® the following refractory
situation after its initial onset,'? as well as the underestimation
from clinicians.”?” Therefore, an approach that individually
predicts patient’s risk is critical to guide the precision medicine
in the management of CINV. In the present study, we enrolled
patients from 2 high-quality clinical studies on CINV preven-
tion in multiple countries. Using a practical tool of nomogram,
we built a prediction model for personalized estimate of CINV
development, which demonstrated an accuracy of 0.67 in over-
all patients revealed by the C-index. Importantly, this nomo-
gram was validated by independent data from an observational
study of CINV prevention, which reflected the real world of
clinician’s daily practice and patients CINV burden. Further-
more, the wide distribution of investigational sites (14 sites in
3 countries) in the validation set ensured this nomogram a large
extent of applicability, which was deemed the most stringent
validation of prediction models.**

Previous studies have revealed that earlier CINV onset
would increase the probability of CINV in subsequent cycles of

2 o)
= =
zS z 37
5 =
Ra £ 5
& £ <
9 . i«
= g o]
@ | L]
o - Apparent = // // - Apparent
— Bias-corrected // // — Bias-corrected
o g9 ~ -
s P
7
/
T T T T T T T T 3 T T u T r
A 02 03 04 05 06 0.7 08 B 0.2 03 04 05 0.6 07 08

Predicted Probability

Predicted Probability

FIGURE 2. Calibration plots for the probability of CINV in nomogram and actual observation in the training set (A) and in external
validation set (B). The X-axis represents the predicted CINV probabilities estimated by the nomogram, and the Y-axis is the actual rates of
CINV development. The solid straight line means the ideal reference line where predicted CINV corresponds to the actual outcome, and

the dashed straight lines represent a 10% margin of error.
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chemotherapy,”'®?® suggesting that the best “treatment” of

CINV is optimal prophylaxis prior to the first dosing of che-
motherapy. In our study, the development and prediction of
CINV was based on patient’s first cycle of HEC or MEC
treatment, which was supported by the importance of initial
CINV prevention. Although the antiemetic guideline consist-
ency is important for CINV prevention,”® however, once eval-
uated his or her CINV risk by this nomogram, a patient could
receive modified antiemetic regimens beyond the stereotyped
medications according to current guidelines. Besides the SHT3-
RA, NK1-RA, and corticosteroid, some more antiemetic agents
have been demonstrated effective in the CINV prevention, such
as dopamine antagonists, %in er, histamine blockers, proton
pump inhibitors, and so on.” > Of these, olanzapine has been
studied in a wide range of population, which showed additional
CINV prevention when combined with standard triplet antie-
metic therapy.?® For those with high risk of CINV, clinicians
should consider a modified antiemetic regimen with additional
use of these unconventional antiemetic agents. Besides, some
other actions could be taken to prevent CINV, such as psycho-
logical intervention, lifestyle adjustment, or symptoms control
on fatigue or anxiety, as described in NCCN guidelines.'*>* The
nomogram is also helpful for those who have low risk of CINV
but presented contradiction toward recommended agents, such
as corticosteroid.*

As to predictors in the nomogram, we did not include all
the variables potentially associated with CINV in the present
study. Some subjective variables may impair the feasibility of
prediction model in clinical practice due to poor repeatability as
well as limited impacts on CINV, such as anxiety and fatigue.'*
Besides, several variables in the final nomogram were not
statistically significantly associated with CINV in our training
set; however, these risk factors have been substantially studied
and confirmed previously. The inclusion of these predictors was
suggested by a superior prediction accuracy revealed by the C-
index (0.67 vs. 0.62). The lack of correlations might result from
limited sample size and positive cases with VP and motion
sickness history in the training set. Interestingly, the BSA
played an important role in the development of CINV in our
study, although the mechanisms underlying were not well
defined.

Despite many advantages of this prediction nomogram,
further work remains needed to make it more applicative in
future clinical practice. First, this nomogram only predicts the
CINV due to the first cycle of HEC/MEC treatment. Dynamic
prediction is necessary for effective CINV management, as the
probability of its occurrence would increase with the continu-
ation of chemotherapy.®* Second, predictors and their contri-
bution to CINV may be different in acute phase (<24 hours) and
delayed phase (24—120 hours) after chemotherapy. The mech-
anisms of CINV development during these phases are distinct
according to recent research;*®3? so it is necessary to figure out
such differences in CINV prediction in future studies, which
may increase the accuracy of CINV prediction. Furthermore, all
the patients in our study were from Asian countries, so its
applicability should be further investigated in other ethnic
populations. Nevertheless, this well-validated nomogram was
quite convincing and could help the personalized management
of CINV in clinical practice.

To conclude, the development and validation of a predic-
tion approach is critical in the personalized management of
CINV. The nomogram we presented here is an ease-to-use tool,
which could help healthcare professionals to estimate individual
risk of CINV development and then make proper clinical

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.

decisions for cancer patients receiving HEC/MEC treatment.
Further studies are warranted to improve our understanding of
CINV development as well as personalized prophylaxis
of CINV.

ACKNOWLEDGMENT

We thank all the investigators for their efforts in the
conduction of the P169 trial and the PrACTICE investigation
involved in this study. Special thanks to Thomas A Burke for his
coordination in the data collection and assembly. We also thank
Ying Guo for her statistical consultation during the performance
of data analysis.

REFERENCES

1. Hesketh PJ. Chemotherapy-induced nausea and vomiting. N Engl
J Med. 2008;358:2482-2494.

2. Fernandez-Ortega P, Caloto MT, Chirveches E, et al. Chemotherapy-
induced nausea and vomiting in clinical practice: impact on patients’
quality of life. Support Care Cancer. 2012;20:3141-3148.

3. Cohen L, de Moor CA, Eisenberg P, et al. Chemotherapy-induced
nausea and vomiting: incidence and impact on patient quality of life
at community oncology settings. Support Care Cancer.
2007;15:497-503.

4. Jordan K, Jahn F, Aapro M. Recent developments in the prevention
of chemotherapy-induced nausea and vomiting (CINV): a compre-
hensive review. Ann Oncol. 2015;26:1081-1090.

5. Grunberg SM, Deuson RR, Mavros P, et al. Incidence of chemother-
apy-induced nausea and emesis after modern antiemetics. Cancer.
2004;100:2261-2268.

6. Aapro M, Molassiotis A, Dicato M, et al. The effect of guideline-
consistent antiemetic therapy on chemotherapy-induced nausea and
vomiting (CINV): the Pan European Emesis Registry (PEER). Ann
Oncol. 2012;23:1986—1992.

7. Hsieh RK, Chan A, Kim HK, et al. Baseline patient characteristics,
incidence of CINV, and physician perception of CINV incidence
following moderately and highly emetogenic chemotherapy in Asia
Pacific countries. Support Care Cancer. 2015;23:263-272.

8. Gilmore JW, Peacock NW, Gu A, et al. Antiemetic guideline
consistency and incidence of chemotherapy-induced nausea and
vomiting in US community oncology practice: INSPIRE Study.

J Oncol Pract. 2014;10:68-74.

9. Kim HK, Hsieh R, Chan A, et al. Impact of CINV in earlier cycles
on CINV and chemotherapy regimen modification in subsequent
cycles in Asia Pacific clinical practice. Support Care Cancer.
2015;23:293-300.

10. Hata A, Katakami N, Fuyjita S, et al. Medroxyprogesterone acetate
for refractory emesis in cisplatin-treated patients. J Palliat Med.
2012;15:1158-1160.

11. Roila F, Herrstedt J, Aapro M, et al. Guideline update for MASCC
and ESMO in the prevention of chemotherapy- and radiotherapy-
induced nausea and vomiting: results of the Perugia consensus
conference. Ann Oncol. 2010;21:232-243.

12. Basch E, Prestrud AA, Hesketh PJ, et al. Antiemetics: American
Society of Clinical Oncology clinical practice guideline update.

J Clin Oncol. 2011;29:4189-4198.

13. Hesketh PJ, Aapro M, Street JC, Carides AD. Evaluation of risk
factors predictive of nausea and vomiting with current standard-of-
care antiemetic treatment: analysis of two phase III trials of
aprepitant in patients receiving cisplatin-based chemotherapy.
Support Care Cancer. 2010;18:1171-1177.

14. Molassiotis A, Aapro M, Dicato M, et al. Evaluation of risk factors
predicting chemotherapy-related nausea and vomiting: results from a

www.md-journal.com | 5



Hu et al

Medicine * Volume 95, Number 2, January 2016

15.

16.

17.

18.

20.

21.

22.

23.

24.

European prospective observational study. J Pain Symptom Manage.
2014;47:839-848.

Yap KY, Low XH, Chui WK, Chan A. Computational prediction of
state anxiety in Asian patients with cancer susceptible to chemother-
apy-induced nausea and vomiting. J Clin Psychopharmacol.
2012;32:207-217.

Dranitsaris G, Bouganim N, Milano C, et al. Prospective validation of
a prediction tool for identifying patients at high risk for chemotherapy-
induced nausea and vomiting. J Suppor Oncol. 2013;11:14-21.

Molassiotis A, Stamataki Z, Kontopantelis E. Development and
preliminary validation of a risk prediction model for chemotherapy-

related nausea and vomiting. Support Care Cancer. 2013;21:2759-2767.
Bouganim N, Dranitsaris G, Hopkins S, et al. Prospective validation

of risk prediction indexes for acute and delayed chemotherapy-
induced nausea and vomiting. Curr Oncol. 2012;19:e414—e421.

. Liang W, Zhang L, Jiang G, et al. Development and validation of a

nomogram for predicting survival in patients with resected non-
small-cell lung cancer. J Clin Oncol. 2015;33:861-869.

Hyman DM, Eaton AA, Gounder MM, et al. Nomogram to predict
cycle-one serious drug-related toxicity in phase I oncology trials.
J Clin Oncol. 2014;32:519-526.

Hu Z, Cheng Y, Zhang H, et al. Aprepitant triple therapy for the
prevention of chemotherapy-induced nausea and vomiting following
high-dose cisplatin in Chinese patients: a randomized, double-blind,
placebo-controlled phase III trial. Support Care Cancer. 2014;22:
979-987.

Yu S, Burke TA, Chan A, et al. Antiemetic therapy in Asia Pacific
countries for patients receiving moderately and highly emetogenic
chemotherapy: a descriptive analysis of practice patterns, antiemetic
quality of care, and use of antiemetic guidelines. Support Care
Cancer. 2015;23:273-282.

Kim SK, Lee JH, Woo JW, et al. Prediction table and nomogram as
tools for diagnosis of papillary thyroid carcinoma: combined analysis
of ultrasonography, fine-needle aspiration biopsy, and BRAF V600E
mutation. Medicine. 2015;94:¢760.

Harrell FE Jr. Regression Modeling Strategies With Application to
Linear Models, Logistic Regression, and Survival Analysis. New
York, NY: Springer-Verlag; 2001.

6 | www.md-journal.com

27.

28.

29.

30.

31.

32.

33.

34.

35.

. Warr D. Management of highly emetogenic chemotherapy. Curr
Opin Oncol. 2012;24:371-375.

. Rojas C, Raje M, Tsukamoto T, Slusher BS. Molecular mechanisms
of 5-HT(3) and NK(1) receptor antagonists in prevention of emesis.
Eur J Pharmacol. 2014;722:26-37.

Van Laar ES, Desai JM, Jatoi A. Professional educational needs for
chemotherapy-induced nausea and vomiting (CINV): multinational
survey results from 2388 health care providers. Support Care

Cancer. 2015;23:151-157.

Schwartzberg L, Szabo S, Gilmore J, et al. Likelihood of a
subsequent chemotherapy-induced nausea and vomiting (CINV)
event in patients receiving low, moderately or highly emetogenic
chemotherapy (LEC/MEC/HEC). Curr Med Res Opin.
2011;27:837-845.

Abe M, Hirashima Y, Kasamatsu Y, et al. Efficacy and safety of
olanzapine combined with aprepitant, palonosetron, and dexametha-
sone for preventing nausea and vomiting induced by cisplatin-based
chemotherapy in gynecological cancer: KCOG-G1301 phase II trial.
Support Care Cancer. 2016;24:675-681.

Lee J, Oh H. Ginger as an antiemetic modality for chemotherapy-
induced nausea and vomiting: a systematic review and meta-analysis.
Oncol Nurs Forum. 2013;40:163-170.

Cruz FM, de Iracema Gomes Cubero D, Taranto P, et al. Gabapentin
for the prevention of chemotherapy-induced nausea and vomiting: a
pilot study. Support Care Cancer. 2012;20:601-606.

Roscoe JA, Morrow GR, Hickok JT, et al. Biobehavioral factors in
chemotherapy-induced nausea and vomiting. J Natl Compr Canc
Netw. 2004;2:501-508.

Barbour SY. Corticosteroids in the treatment of chemotherapy-
induced nausea and vomiting. J Natl Compr Canc Netw.
2012;10:493-499.

Herrstedt J, Muss HB, Warr DG, et al. Efficacy and tolerability of
aprepitant for the prevention of chemotherapy-induced nausea and
emesis over multiple cycles of moderately emetogenic chemother-
apy. Cancer. 2005;104:1548-1555.

Sekine I, Segawa Y, Kubota K, Saeki T. Risk factors of chemother-
apy-induced nausea and vomiting: index for personalized antiemetic
prophylaxis. Cancer Sci. 2013;104:711-717.

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.



	Personalized Estimate of Chemotherapy-Induced Nausea and Vomiting: Development and External Validation of a Nomogram in Cancer Patients Receiving Highly/Moderately Emetogenic™Chemotherapy
	INTRODUCTION
	METHODS
	Patient Selection
	Factor Collection
	Statistical Analysis

	RESULTS
	Establishment of CINV Nomogram
	External Validation of the CINV Nomogram

	DISCUSSION
	Acknowledgment


