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Abstract
Introduction  Surgery is one of the primary treatments 
for lung cancer. The postoperative symptom burden 
experienced by patients with lung cancer is substantial, 
seriously delaying their recovery from surgery and 
impairing their quality of life. Patient-reported outcome 
(PRO)-based symptom management is increasingly 
regarded as an optimal model for patient-centred care. 
Currently, clinical trial-based evidence involving early-
phase (immediately after surgery for up to 1 month) 
symptom management of lung cancer is lacking. We 
propose a randomised trial to evaluate the effect of a PRO-
based symptom-monitoring programme with overthreshold 
alerts and responses for postoperative recovery in patients 
with lung cancer.
Methods and analysis  The study will recruit 160 patients 
with lung cancer from six hospitals. The patients will be 
randomly allocated to the intervention group or control 
group in a ratio of 1:1. Patients in the intervention group 
will receive PRO-based symptom management from the 
specialists when their reported target symptom (pain, 
coughing, fatigue, disturbed sleep and shortness of breath) 
scores reach the preset threshold (score ≥4). Patients in 
the control group will not generate alerts and will follow 
the standard procedures for symptom management. All 
patients will receive symptom assessments via the MD 
Anderson Symptom Inventory—lung cancer module on the 
day before surgery, daily after surgery and twice a week 
after discharge until 4 weeks or the start of postoperative 
oncological treatment. The primary outcome—mean 
symptom threshold events—will be compared between 
the intervention and control group via independent sample 
Student’s t-test.
Ethics and dissemination  The study was approved 
by the Ethics Committee of Sichuan Cancer Hospital on 
22 November 2018 (No. SCCHEC-02-2018-045). This 
manuscript is based on V.2.0, 9 May 2019 of the protocol. 
The study results will be disseminated in publications in 
peer-reviewed journals and presentations at academic 
conferences.
Trials registration number  ChiCTR1900020846.

Introduction
Lung cancer is the most common cancer and 
the leading cause of cancer death in China 

and worldwide.1 2 With the application of 
low-dose CT in screening, more and more 
patients with early-stage lung cancer are being 
diagnosed and treated with surgery. However, 
the postoperative symptom burden of lung 
cancer patients is very severe, and this detri-
mentally affects their quality of life (QOL). 
Patients have various symptoms, such as pain, 
coughing, fatigue and shortness of breath in 
the early stages after surgery or even a long 
time after surgery.3–5 Lowery et al followed 
183 lung cancer patients for 1–6 years and 
found that 79.8% of them had a variety of 
symptoms.3 Among these patients, 30.6% had 
one symptom, 27.9% had two symptoms, and 
21.3% had three or more symptoms. The most 
frequent symptoms were pain and shortness 
of breath. If these symptoms are not effec-
tively controlled, the postoperative recovery 
of patients will be severely affected, resulting 
in a poor QOL.3 4 Therefore, effective inter-
ventions are needed to alleviate postsurgery 
symptoms in patients with lung cancer.3 4

Strengths and limitations of this study

►► This is an interventional study, comparing pa-
tient-reported outcome-based postoperative symp-
tom management with standard postoperative 
symptom management in patients with lung cancer.

►► It is a multicentre, randomised controlled trial, con-
ducted in six tertiary hospitals in China.

►► It focuses on the early postoperative period with a 
high frequency of data collection, including baseline 
before surgery, daily in-hospital after surgery and 
twice a week after discharge until 4 weeks or the 
start of postoperative oncological treatment.

►► We use a lung cancer-specific scale and the recall 
period is 24 hours, which is more suitable to mea-
sure rapidly changing symptoms during the early 
recovery phase.

►► The lack of blinding for the participants and special-
ists delivering the intervention may be a limitation.
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Figure 1  Schematic diagram of the SMARS. ePRO, 
electronic patient-reported outcome; REDCap, research 
electronic data capture; SMARS, symptom monitoring, 
alerting and response system.

Symptom management is the foundation of clinical 
care, particularly for patients with cancer. Patient-re-
ported outcome (PRO)-based symptom management is 
increasingly regarded as an optimal model for patient-cen-
tred care.6 7 A PRO is a measurement of a patient's health 
status that comes directly from the patient's subjective 
evaluation, with no interpretation by medical providers 
or anyone else.8 Studies have shown that it may be more 
accurate for patients to evaluate their own health status 
themselves than evaluation by medical providers.9 The 
application of PRO-based symptom monitoring and 
alerting followed by real-time symptom management 
from healthcare professionals can improve the QOL of 
patients, prolong survival, increase patient satisfaction 
and allow evaluation of the treatment method.6 10–15 Basch 
et al reported a randomised controlled trial (RCT) result, 
suggesting that PRO-based proactive symptom moni-
toring could improve symptom management and thus 
bring survival benefits in patients undergoing chemo-
therapy.10 11 When compared with a traditional reactive 
monitoring group, median survival was 5.2 months longer 
among patients in the proactive monitoring group (31.2 
vs 26.0 months, p=0.03).10 However, it is still not clear if 
adequate symptom control and improved QOL in the 
surgical population can ensure a potential better survival.

Currently, PROs are mainly used in non-surgical treat-
ment settings,10–13 and they are still in the early stage 
of application in the surgical treatment setting.5 7 14–28 
Studies on postoperative symptom management of lung 
cancer, especially in the early postoperative period, are 
lacking. In addition, most of the published literature has 
a low level of evidence due to its design.5 18–28 The limita-
tions of these studies include: (1) most were observational 
studies; (2) they had small sample sizes ranging from 30 
to 200 subjects with few exceptions; (3) they did not focus 
on the early postoperative period, typically including the 
in-hospital period immediately after surgery and 4 weeks 
after discharge when patients frequently report multiple 
severe symptoms, leading to later negative recovery 
events, that is, higher symptom burden, delayed return to 
intended oncological therapy and poorer QOL; (4) they 
used a variety of survey instruments and some were not 
a lung cancer-specific scale; (5) most of the scales used, 
such as the European Organization for Research and 

Treatment of Cancer Quality of Life Questionnaire–Lung 
Cancer Module, had a recall period of 1 week, which may 
not be able to identify the rapidly changing symptoms 
during early postoperative phase5; (6) only one study 
assessed in-hospital patients immediately after surgery, 
but the MD Anderson Symptom Inventory (MDASI) scale 
used did not include lung cancer-specific symptoms, that 
is, coughing5; (7) the symptom assessments were inade-
quate, mostly at just two or three time points postsurgery; 
(8) most of the surgical approaches were thoracotomies, 
not representing the current mainstream minimally inva-
sive thoracoscopic surgery for lung cancer; (9) there were 
very few studies on the Chinese population.

We have been conducting an observational study of 
perioperative symptom in patients with lung cancer based 
on PRO (registration number NCT03341377). Now, we 
propose an RCT, aiming to evaluate the efficacy of a 
PRO-based symptom monitoring, alerting and response 
system (SMARS) to improve postoperative recovery of 
lung cancer patients. The SMARS (figure 1) includes a 
research electronic data capture (REDCap) platform, an 
electronic PRO system (ePRO Hub) and a most popular 
social software (WeChat)29 in China. This study will 
provide evidence for early postoperative phase symptom 
management for patients with lung cancer. We will use 
the MDASI lung cancer-specific scale (MDASI-LC)30 to 
frequently monitor symptoms and their impact on the 
functioning of patients with lung cancer from preopera-
tion to 4 weeks after discharge or until the beginning of 
postoperative oncological treatment. The recall period of 
MDASI-LC is 24 hours, which is more suitable to measure 
rapidly changing, early postoperative period symptoms 
compared with other QOL scales for 1 week or longer. 
Our research hypothesis is that patients with lung cancer 
undergoing PRO-based symptom management have 
a lower postoperative symptom burden than patients 
undergoing standard symptom management.

Methods and analysis
Study design
The trial is a multicentre, randomised, parallel group 
controlled and superiority design. This protocol will be 
consistent with the Standard Protocol Items: Recommen-
dations for Interventional Trials.31 The results of this trial 
will be reported according to the guidelines of Consoli-
dated Standards of Reporting Trials.32 A flow chart of this 
trial is shown in figure 2.

Setting
Participants will be recruited from six tertiary hospitals 
in different cities in China. The six hospitals are Sichuan 
Cancer Hospital, Zigong First People’s Hospital, Jiangyou 
People’s Hospital, Dazhu County People’s Hospital, The 
Third People’s Hospital of Chengdu and The Seventh 
People’s Hospital of Chengdu. The total number of lung 
cancer operations in six hospitals is approximately 2000 
per year.
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Figure 2  Flow chart of this parallel group randomised trial. PRO, patient-reported outcome.

Participant recruitment
Participant recruitment will be carried out before the 
surgery by participating clinicians. Eligible patients 
should meet all the inclusion criteria and not meet any 
of the exclusion criteria. The inclusion criteria for the 
participants are: (1) aged 18 to 75 years, (2) clinically 
diagnosed as primary lung cancer, (3) clinical stage I-IIIA 
(eighth edition)33 (4) planning to receive surgery and 
(5) able and willing to respond to a repeated electronic 
questionnaire (e-questionnaire) on a smartphone or a 
tablet. The exclusion criteria are: (1) history of neoad-
juvant therapy, (2) having other malignant tumours and 
(3) unable to understand the study requirements.

Strategies for achieving adequate participant enrol-
ment to reach a target sample size include inviting more 
doctors in each centre to participate in the study and 
adding more research centres. Plans to promote partic-
ipant retention and complete follow-up include educa-
tion, refill reminders and commitments to provide all the 
patients with free long-term medical consultations after 
the trial via WeChat. In China, the first follow-up clinic 
visit of surgical lung cancer patient is approximately 4 
weeks after discharge. There is no usual follow-up within 
these 4 weeks. In addition, usual care does not include 
free medical consultations after discharge. Patients usually 
have to pay for follow-up care. Free long-term medical 

consultation is an incentive for patients who participate 
in the study, which may improve compliance. This incen-
tive will do more good than harm to the patients, so it 
is approved and recommended by the Ethics Committee 
of Sichuan Cancer Hospital. The anticipated dates of the 
study are from 1 December 2018 to 31 December 2020. 
We haven't started recruiting patients yet.

Sample size calculation
The primary end point of this study is the mean symptom 
threshold events, defined as the average number of target 
symptom threshold events per patient, at each time point. 
To meet the minimal clinically important difference 
(0.5 SD)34 for the mean symptom threshold events, the 
required sample size is 64 for each group, when rejecting 
the null hypothesis (the difference between the two groups 
<0.5 SD). A total of 128 cases with valid data are needed. 
Considering a 20% attrition rate, we will need 80 patients 
for each group (64/0.8). The 20% attrition rate is based 
on our ongoing observational research (NCT03341377). 
The current withdrawal rate is about 17% in the observa-
tional research. The rate of loss to follow-up in this trial 
is estimated to be less than 3%, because this trial is an 
interventional study and the follow-up time is very short 
(less than 4 weeks). In this trial, the 20% attrition include 
both withdrawal and loss to follow-up. The sample size 



4 Dai W, et al. BMJ Open 2019;9:e030041. doi:10.1136/bmjopen-2019-030041

Open access�

calculation is based on the independent sample Student’s 
t-test, using a two-tailed alpha level of 0.05 and a beta 
error probability of 0.02 (80% power).

Randomisation and allocation concealment
The process of randomisation will be carried out online 
using the central randomisation module on the REDCap 
platform (http://125.71.214.100:888/redcap) after a 
participant has been recruited to the study and has signed 
an informed consent form. The data manager will upload 
the randomisation allocation table to the REDCap plat-
form and then save the randomisation allocation table 
independently. The investigator will conduct rando-
misation by clicking on a randomisation button on the 
REDCap platform. It will then be allocated to the inter-
vention group or control group with a 1:1 ratio. Each 
group will have 80 cases.

Blinding
The blinding of participants and specialists delivering 
the intervention is impossible due to the nature of the 
interventions. But the data collectors who help admin-
ister PRO collection will be blinded to group allocation 
to minimise measurement bias. The statisticians analysing 
the results will also be blinded to group allocation.

Intervention
After enrolment, all the patients will use their WeChat 
app to connect with the participating specialists’ WeChat 
app via a mini programme (ePRO Cell). Then, they will 
be taught how to use the programme. The ePRO ques-
tionnaires will be set to send to the patients’ WeChat app 
automatically after randomisation. Patients are required 
to complete the ePRO questionnaires on their smart-
phones or tablets before surgery (baseline, typically 1–3 
days before the operation), daily after surgery (in-hos-
pital, typically 1 to 7 days after the operation) and twice a 
week after discharge until 4 weeks or the start of postoper-
ative oncological treatment (typically collecting PRO data 
six to eight times after discharge). In a hospital setting, if 
the patients do not complete the ePRO questionnaires 
within the scheduled time, an electronic reminder (e-re-
minder) and up to two bedside reminders will be deliv-
ered at the same day. After discharge, if the patients fail to 
complete the ePRO questionnaires within the scheduled 
time, an e-reminder and up to two phone reminders will 
be delivered with 24 hours.

Comparison
Intervention group
Patients will not be informed about the threshold 
levels. When there are one or more target symptoms 
(pain, coughing, fatigue, disturbed sleep and short-
ness of breath) and scores reach the preset interven-
tion threshold (score ≥4), the participating specialist 
(thoracic surgeon) will simultaneously receive an alert 
message on his or her WeChat. The specialist will manage 
the patients’ symptoms based on the scores of the PRO. 
After discharge, the specialist will mainly use the WeChat 

or sometimes a telephone to contact the patient within 
24 hours to implement symptom relief measures, for 
example, consultation, education, medication guidance 
and clinic or hospital visit suggestions. The symptom 
relief measures of the intervention group patients will 
comply with the latest guidelines and be standardised 
across all centres, in the form of a standard operating 
procedure (SOP) handbook. Patients’ adherence to the 
interventions will be asked at each time point. Those who 
do not follow the specialist’s advice will be monitored, 
and the number of violations will be recorded. Those who 
refuse to follow the specialist’s advice more than three 
times will be considered as seriously violating the study 
protocol and will be withdrawn. Patients will be educated 
and allowed to seek medical help through usual channels 
for severe symptoms.

Control group
The control group patients will be informed that the 
ePRO data collected are only for scientific research. They 
will not generate any alerts or get responses relating to 
their symptoms. The patients’ symptom management 
will follow the current standard postoperative manage-
ment model. During hospitalisation, the doctors manage 
the control group patients’ symptoms based on their 
own judgement rather than the scores of the PRO. 
After discharge, the patients will go home and the first 
clinic visit is approximately 4 weeks later. Patients will be 
encouraged to seek medical help if severe symptoms are 
reported.

Withdrawal criteria
Participants will be withdrawn from the study, and no 
further data will be collected if they meet the following 
criteria: (1) unexpected cancellation of surgery, (2) severe 
postoperative complications (≥grade Шb according to 
the Clavien–Dindo classification of surgical complica-
tions) affecting symptom data collection, (3) postop-
erative length of stay >14 days (because patient with a 
postoperative hospital stay >14 days usually has a severe 
complication, and the patient compliance will gradually 
decrease, affecting the accuracy of PRO data), (4) post-
operative pathology shows non-primary lung cancer, (5) 
non-R0 resection, (6) pathological stage IV, (7) partici-
pant seriously violates the study protocol (continually 
not complying with the specialist’s advice, intentionally 
letting a proxy to complete the PRO surveys and delib-
erately providing false PROs) or (8) participant asks to 
withdraw from the study.

Outcomes and measurement
Primary outcome
The primary end point of this study is the mean symptom 
threshold events. According to our pilot study, the five 
most common postoperative symptoms of patients with 
lung cancer are: pain, coughing, fatigue, disturbed sleep 
and shortness of breath. In this study, these five symptoms 
assessed by the MDASI-LC are defined as target symptoms. 

http://125.71.214.100:888/redcap
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According to the recommendation of National Compre-
hensive Cancer Network and published literature, when a 
patient’s symptom score is ≥4, it is identified as moderate 
severity.35 36 In this study, a score of 4 is set as the threshold 
value for intervention, and a target symptom score of ≥4 
is reported as a threshold event.

The primary PRO tool used in this study is the 
MDASI-LC.30 It is a measure that contains 16 items of 
lung cancer-related and treatment-related symptoms and 
six items of interference to normal daily life caused by 
symptoms. All items are rated on 0–10 numerical scales, 
with 0 representing ‘symptom not present’ or ‘symptom 
not interfered with life’ and 10 representing ‘symptom as 
bad as one can imagine’ or ‘symptom completely inter-
fered with life’. The recall period of the MDASI-LC is 
24 hours, and it can usually be conducted in 5 min. It has 
been translated and validated for application in a Chinese 
context.

Secondary outcomes
The secondary end points of this study include trajec-
tories of PROs (symptom severity, daily functioning and 
QOL) and revisit rate after discharge. Trajectories of 
PROs are defined as the longitudinal changing pattern of 
the mean score of the five target symptoms for symptom 
severity, the mean score of the six MDASI-LC interfer-
ence items for daily functioning and the mean score of 
the single-item QOL scale (UNISCALE) for QOL37 from 
the baseline to 4 weeks after discharge or until the start 
of postoperative oncological treatment. UNISCALE has 
only one question using a 0–10 scale, with 0 representing 
‘worst QOL’ and 10 representing ‘best QOL’. The revisit 
rate after discharge is defined as the ratio of the number 
of patients who see the doctor again after discharge 
including outpatient visits, emergency visits and hospital-
isation divided by the total number of patients.

Other data
The clinician workload, clinician system acceptability and 
patient satisfaction of the interventions will be assessed 
through surveys and interviews. Demographics, clinico-
pathological characteristics, follow-up information and 
adverse events of the interventions will also be collected. 
All the adverse events will be assessed and managed by a 
thoracic surgeon.

Data collection, management and quality control
REDCap,38 39 a worldwide popular research data collection 
and management platform established in Sichuan Cancer 
Hospital, will be used for data collection and management 
in this study. PRO data will be collected using e-question-
naires and recorded in REDCap. Participants should fill 
out the e-questionnaires by themselves. If participants 
have difficulties in completing the e-questionnaires, data 
collectors or their family members will help them by just 
reading each item aloud and recording the participant’s 
responses. The control group patients’ PRO data will not 
be accessed by the specialists. Specialists can only access 

the PRO data of the intervention group patients. Other 
data including demographics, clinicopathological char-
acteristics and follow-up information will also be entered 
into the REDCap database.

Data will be checked regularly by the quality controller. 
Participant privacy information will not be recorded in 
REDCap. A study number will be allocated to each partic-
ipant and will be used on all study documentation, which 
will only be available to the investigators. Before patients’ 
enrolment, investigators from each research centre will 
receive SOP training. Each centre will receive on-site 
monitoring visits, telephone monitoring and online guid-
ance during the course of the trial.

Data analysis
Per-protocol analyses will be conducted. To be included 
in the analysis, a participant must provide MDASI-LC data 
from the baseline and at least two additional time points. 
If a participant meets the withdrawal criteria, no data will 
be included in the analysis. Two-sided p values of <0.05 
are considered to be statistically significant. Continuous 
variables will be presented as mean±SD or median and 
IQR. Comparisons between groups will be conducted 
using the Student’s t-test or the Wilcoxon rank sum test. 
Categorical variables will be presented as frequencies or 
proportions and compared between groups using the χ2 
test. Trajectories of PROs will be compared between the 
intervention group and control group using generalised 
mixed effects models. Missing data will be processed by 
the multiple imputation method. Results obtained from 
data without missed observations will be compared with 
that from imputed data for sensitive analysis.

Data monitoring and interim analysis
A data monitoring committee (DSM) consisting of one 
clinician, one statistician and the secretary of the Ethics 
Committee of Sichuan Cancer Hospital will be set up. 
Study monitoring will be carried out regularly by DSM 
members, and the process will be independent from 
investigators. Due to the low risk of the study content and 
short-term study duration, interim analysis will not be 
performed.

Patient and public involvement statement
Patients and the public will not be involved in the design, 
recruitment to or conduct of this study. We will inform 
the applicants of the results. There are no plans to 
disseminate the results to study participants, because it 
is not a routine practice to feed back research results to 
participants in China. Participants will be informed that 
they can obtain the final results of this study through our 
future published articles.

Ethics and dissemination
All recruited patients will be required to give written 
informed consent. Any subsequent amendments to 
the protocol will be submitted for further review and 
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approval. Subcentres will gain approval from their hospi-
tal-specific ethics committees. The results of this study will 
be disseminated through peer-reviewed publications and 
academic conferences.

Discussion
This trial focuses on the early-phase postoperative 
symptom management after lung cancer surgery. The 
potential implications of the findings include: (1) identi-
fying if PRO-based symptom management is better than 
usual symptom management, (2) identifying if proac-
tive symptom management can reduce symptom burden 
and improve QOL in the surgical population, (3) laying 
a foundation for future research on whether postopera-
tive symptom management improves survival, (4) inves-
tigating whether SMARS is feasible and acceptable in 
real-world clinical practice in China and (5) identifying 
barriers which will be used to facilitate further revisions 
of the SMARS and help extend its implementation in 
non-surgical settings.

There are many limitations in this trial. First, the trial 
will be carried out in well-resourced tertiary hospitals in 
China. This will limit the generalisability to non-tertiary 
hospitals. Second, the inclusion criteria and exclusion 
criteria are strict. For example, the programme is unsuit-
able for patients without internet access or with poor 
literacy. This will greatly limit the population for which 
this study is applicable. Third, the withdrawal criteria 
will create selection bias and limit the external validity, 
although the strict criteria will ensure the compliance 
of this study. In the future, we will conduct pragmatic 
clinical trials (PCT) to evaluate the effectiveness of the 
monitoring system in a more heterogeneous popula-
tion to improve the generalisability. Fourth, the lack of 
blinding for the participants and specialists delivering 
the intervention will also be a limitation, because it may 
increase the measurement bias. Fifth, it may affect the 
establishment of feasibility if patients are not involved 
in the design and development of this trial, although 
previous studies and our ongoing observational study 
have provided pilot data for the design and development 
of this trial in terms of feasibility and acceptability. This 
RCT is designed to test the efficacy of the PRO moni-
toring system. We will evaluate the effectiveness in a 
future PCT, with patients’ involvement in study design, 
conduct and interpretation. Sixth, the follow-up period 
is very short. The results need confirmation in a study 
with a longer follow-up period.

In summary, as a RCT, this study will test the efficacy 
of SMARS in postoperative care and provide data of 
feasibility for further unblinded pragmatic study when 
implementing the SMARS in the real world, with the 
involvement of community hospitals and patients with 
poor socioeconomic status, while a wider internet access 
is available for the whole Chinese population.

Author affiliations
1Department of Thoracic Surgery, Sichuan Cancer Hospital & Institute, Sichuan 
Cancer Center, School of Medicine, University of Electronic Science and Technology 
of China, Chengdu, China
2Department of Cardiothoracic Surgery, Zigong First People's Hospital, Zigong, 
China
3Department of Thoracic and Cardiovascular Surgery, Jiangyou People's Hospital, 
Jiangyou, China
4Department of Cardiothoracic Surgical Oncology, Dazhu County People's Hospital, 
Dazhu County, China
5Department of Thoracic Surgery, The Third People's Hospital of Chengdu, Chengdu, 
China
6Department of Thoracic Surgery, The Seventh People's Hospital of Chengdu, 
Chengdu, China
7Graduate School, Chengdu Medical College, Chengdu, China
8Department of Symptom Research, The University of Texas MD Anderson Cancer 
Center, Houston, Texas, USA

Acknowledgements  The authors thank all the patients and patient advisers who 
are involved in this study.

Contributors  WD and QS conceived and designed the study. WD and QS obtained 
the funding. WD is the chief investigator of this study. YZ, WF, XL, YM and RZ are 
subcentre principal investigators who contributed to the trial feasibility stage. 
WD, YZ, WF, XL, YM, RZ, XW, CW and SX drafted the protocol. QS participated in 
the statistical plan. QL and QS revised the manuscript. All authors have read and 
approved the manuscript. All authors have met the ICMJE criteria for authorship.

Funding  This work was supported by Bethune charitable foundation, Sichuan 
Science and Technology Program (grant number: 18PJ436 and 2019YFH0070) and 
National Natural Science Foundation of China (grant number: 81872506).

Competing interests  None declared.

Patient consent for publication  Not required.

Ethics approval  This study was approved by the Ethics Committee of Sichuan 
Cancer Hospital on 22 November 2018 (No. SCCHEC-02-2018-045).

Provenance and peer review  Not commissioned; externally peer reviewed.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://​creativecommons.​org/​licenses/​by-​nc/​4.​0/.

References
	 1.	 Chen W, Zheng R, Baade PD, et al. Cancer statistics in China, 2015. 

CA Cancer J Clin 2016;66:115–32.
	 2.	 Bray F, Ferlay J, Soerjomataram I, et al. Global cancer statistics 

2018: GLOBOCAN estimates of incidence and mortality worldwide 
for 36 cancers in 185 countries. CA Cancer J Clin 2018;68:394–424.

	 3.	 Lowery AE, Krebs P, Coups EJ, et al. Impact of symptom burden 
in post-surgical non-small cell lung cancer survivors. Support Care 
Cancer 2014;22:173–80.

	 4.	 Yang P, Cheville AL, Wampfler JA, et al. Quality of life and symptom 
burden among long-term lung cancer survivors. J Thorac Oncol 
2012;7:64–70.

	 5.	 Fagundes CP, Shi Q, Vaporciyan AA, et al. Symptom recovery 
after thoracic surgery: measuring patient-reported outcomes with 
the MD Anderson symptom inventory. J Thorac Cardiovasc Surg 
2015;150:613–9.

	 6.	 Basch E. Patient-Reported Outcomes — Harnessing Patients’ Voices 
to Improve Clinical Care. N Engl J Med 2017;376:105–8.

	 7.	 Khullar OV, Fernandez FG. Patient-Reported outcomes in thoracic 
surgery. Thorac Surg Clin 2017;27:279–90.

	 8.	 U.S. Department of Health and Human Services FDA Center for 
Drug Evaluation and Research, U.S. Department of Health and 
Human Services FDA Center for Biologics Evaluation and Research, 
U.S. Department of Health and Human Services FDA Center for 
Devices and Radiological Health. Guidance for industry: patient-
reported outcome measures: use in medical product development to 
support labeling claims: draft guidance. Health Qual Life Outcomes 
2006;4:79.

http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.3322/caac.21338
http://dx.doi.org/10.3322/caac.21492
http://dx.doi.org/10.1007/s00520-013-1968-3
http://dx.doi.org/10.1007/s00520-013-1968-3
http://dx.doi.org/10.1097/JTO.0b013e3182397b3e
http://dx.doi.org/10.1016/j.jtcvs.2015.05.057
http://dx.doi.org/10.1056/NEJMp1611252
http://dx.doi.org/10.1016/j.thorsurg.2017.03.007
http://dx.doi.org/10.1186/1477-7525-4-79


7Dai W, et al. BMJ Open 2019;9:e030041. doi:10.1136/bmjopen-2019-030041

Open access

	 9.	 Basch E. The missing voice of patients in drug-safety reporting. N 
Engl J Med 2010;362:865–9.

	10.	 Basch E, Deal AM, Dueck AC, et al. Overall survival results of a trial 
assessing patient-reported outcomes for symptom monitoring during 
routine cancer treatment. JAMA 2017;318:197–8.

	11.	 Basch E, Deal AM, Kris MG, et al. Symptom monitoring with patient-
reported outcomes during routine cancer treatment: a randomized 
controlled trial. JCO 2016;34:557–65.

	12.	 Novello S, Kaiser R, Mellemgaard A, et al. Analysis of patient-
reported outcomes from the LUME-Lung 1 trial: a randomised, 
double-blind, placebo-controlled, phase III study of second-line 
nintedanib in patients with advanced non-small cell lung cancer. Eur 
J Cancer 2015;51:317–26.

	13.	 Popat S. Patient reported outcomes from LUX-Lung 3: first-line 
afatinib is superior to chemotherapy-would patients agree? Ann 
Palliat Med 2014;3:19–21.

	14.	 Ng S, Pusic A, Parker E, et al. Patient-Reported outcome measures 
for breast implant surgery: a pilot study. Aesthet Surg J 2019;sjz023.

	15.	 Coronini-Cronberg S, Appleby J, Thompson J. Application of 
patient-reported outcome measures (PROMs) data to estimate 
cost-effectiveness of hernia surgery in England. J R Soc Med 
2013;106:278–87.

	16.	 Poghosyan H, Sheldon LK, Leveille SG, et al. Health-Related quality 
of life after surgical treatment in patients with non-small cell lung 
cancer: a systematic review. Lung Cancer 2013;81:11–26.

	17.	 Cleeland CS, Wang XS, Shi Q, et al. Automated symptom alerts 
reduce postoperative symptom severity after cancer surgery: a 
randomized controlled clinical trial. JCO 2011;29:994–1000.

	18.	 Khullar OV, Rajaei MH, Force SD, et al. Pilot study to integrate 
patient reported outcomes after lung cancer operations into 
the Society of thoracic surgeons database. Ann Thorac Surg 
2017;104:245–53.

	19.	 Shi Q, Wang XS, Vaporciyan AA, et al. Patient-Reported symptom 
interference as a measure of postsurgery functional recovery in lung 
cancer. J Pain Symptom Manage 2016;52:822–31.

	20.	 Li WW, Lee TW, Lam SS, et al. Quality of life following lung cancer 
resection: video-assisted thoracic surgery vs thoracotomy. Chest 
2002;122:584–9.

	21.	 Kenny PM, King MT, Viney RC, et al. Quality of life and survival 
in the 2 years after surgery for Non–Small-Cell lung cancer. JCO 
2008;26:233–41.

	22.	 Balduyck B, Hendriks J, Lauwers P, et al. Quality of life after lung 
cancer surgery: a prospective pilot study comparing bronchial sleeve 
lobectomy with pneumonectomy. J Thorac Oncol 2008;3:604–8.

	23.	 Ferguson MK, Parma CM, Celauro AD, et al. Quality of life and 
mood in older patients after major lung resection. Ann Thorac Surg 
2009;87:1007–13. discussion 12-3.

	24.	 Sartipy U. Prospective population-based study comparing quality of 
life after pneumonectomy and lobectomy☆. Eur J Cardiothorac Surg 
2009;36:1069–74.

	25.	 Ostroff JS, Krebs P, Coups EJ, et al. Health-Related quality of life 
among early-stage, non-small cell, lung cancer survivors. Lung 
Cancer 2011;71:103–8.

	26.	 Moller A, Sartipy U. Long-Term health-related quality of life following 
surgery for lung cancer. Eur J Cardiothorac Surg 2012;41:362–7.

	27.	 Zhao J, Zhao Y, Qiu T, et al. Quality of life and survival after II stage 
nonsmall cell carcinoma surgery: video-assisted thoracic surgery 
versus thoracotomy lobectomy. Indian J Cancer 2015;52(Suppl 
2):e130–3.

	28.	 Yun YH, Kim YA, Sim JA, et al. Prognostic value of quality of life 
score in disease-free survivors of surgically-treated lung cancer. 
BMC Cancer 2016;16:505.

	29.	 Montag C, Becker B, Gan C. The multipurpose application WeChat: 
a review on recent research. Front Psychol 2018;9:2247.

	30.	 Mendoza TR, Wang XS, Lu C, et al. Measuring the symptom burden 
of lung cancer: the validity and utility of the lung cancer module of 
the M. D. Anderson symptom inventory. Oncologist 2011;16:217–27.

	31.	 Chan AW, Tetzlaff JM, Altman DG, et al. SPIRIT 2013 statement: 
defining standard protocol items for clinical trials. Ann Intern Med 
2013;158:200–7.

	32.	 Schulz KF, Altman DG. Consort 2010 statement: updated guidelines 
for reporting parallel group randomized trials. Ann Intern Med 
2010;2010:726–32.

	33.	 Goldstraw P, Chansky K, Crowley J, et al. The IASLC Lung Cancer 
Staging Project: Proposals for Revision of the TNM Stage Groupings 
in the Forthcoming (Eighth) Edition of the TNM Classification for Lung 
Cancer. J Thorac Oncol 2016;11:39–51.

	34.	 Revicki DA, Cella D, Hays RD, et al. Responsiveness and minimal 
important differences for patient reported outcomes. Health Qual Life 
Outcomes 2006;4:70.

	35.	 National Comprehensive Cancer Network. NCCN clinical practice 
guidelines in oncology: adult cancer pain. version 1, 2019. Available: 
https://www.​nccn.​org/​professionals/​physician_​gls/​pdf/​pain.​pdf

	36.	 Wang XS, Zhao F, Fisch MJ, et al. Prevalence and characteristics of 
moderate to severe fatigue: a multicenter study in cancer patients 
and survivors. Cancer 2014;120:425–32.

	37.	 Sloan JA, Loprinzi CL, Kuross SA, et al. Randomized comparison of 
four tools measuring overall quality of life in patients with advanced 
cancer. JCO 1998;16:3662–73.

	38.	 Tomko RL, Gray KM, Oppenheimer SR, et al. Using REDCap for 
ambulatory assessment: implementation in a clinical trial for smoking 
cessation to augment in-person data collection. Am J Drug Alcohol 
Abuse 2018:1–16.

	39.	 Harvey LA. REDCap: web-based software for all types of data 
storage and collection. Spinal Cord 2018;56:625.

http://dx.doi.org/10.1056/NEJMp0911494
http://dx.doi.org/10.1056/NEJMp0911494
http://dx.doi.org/10.1001/jama.2017.7156
http://dx.doi.org/10.1200/JCO.2015.63.0830
http://dx.doi.org/10.1016/j.ejca.2014.11.015
http://dx.doi.org/10.1016/j.ejca.2014.11.015
http://dx.doi.org/10.1177/0141076813489679
http://dx.doi.org/10.1016/j.lungcan.2013.03.013
http://dx.doi.org/10.1200/JCO.2010.29.8315
http://dx.doi.org/10.1016/j.athoracsur.2017.01.110
http://dx.doi.org/10.1016/j.jpainsymman.2016.07.005
http://dx.doi.org/10.1378/chest.122.2.584
http://dx.doi.org/10.1200/JCO.2006.07.7230
http://dx.doi.org/10.1097/JTO.0b013e318170fca4
http://dx.doi.org/10.1016/j.athoracsur.2008.12.084
http://dx.doi.org/10.1016/j.ejcts.2009.05.011
http://dx.doi.org/10.1016/j.lungcan.2010.04.011
http://dx.doi.org/10.1016/j.lungcan.2010.04.011
http://dx.doi.org/10.1016/j.ejcts.2011.05.055
http://dx.doi.org/10.1186/s12885-016-2504-x
http://dx.doi.org/10.3389/fpsyg.2018.02247
http://dx.doi.org/10.1634/theoncologist.2010-0193
http://dx.doi.org/10.7326/0003-4819-158-3-201302050-00583
http://dx.doi.org/10.1016/j.jtho.2015.09.009
http://dx.doi.org/10.1186/1477-7525-4-70
http://dx.doi.org/10.1186/1477-7525-4-70
https://www.nccn.org/professionals/physician_gls/pdf/pain.pdf
http://dx.doi.org/10.1002/cncr.28434
http://dx.doi.org/10.1200/JCO.1998.16.11.3662
http://dx.doi.org/10.1038/s41393-018-0169-9

	Using patient-reported outcomes to manage postoperative symptoms in patients with lung cancer: protocol for a multicentre, randomised controlled trial
	Abstract
	Introduction﻿﻿
	Methods and analysis
	Study design
	Setting
	Participant recruitment
	Sample size calculation
	Randomisation and allocation concealment
	Blinding
	Intervention
	Comparison
	Intervention group
	Control group

	Withdrawal criteria
	Outcomes and measurement
	Primary outcome
	Secondary outcomes
	Other data

	Data collection, management and quality control
	Data analysis
	Data monitoring and interim analysis
	Patient and public involvement statement

	Ethics and dissemination
	Discussion
	References


