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Patient-Reported Outcomes and
Quality of Life Assessment: New
Targets for New Targeted
Therapy?

We read with great interest the article by Wood et al,’
which demonstrated that patient-reported physical com-
ponent impairment reported before hematopoietic cell
transplantation (HCT) independently predicted poor
overall survival after allogeneic HCT. Prompted by their
article, we would like to provide some interesting
observations.

First, the physical component scale of the Medical
Outcomes Study Short Form-36 Health Survey (SF-36)
questionnaire enumerates 4 components: physical func-
tioning, role functioning, bodily pain, and general health.
The patient-perceived component impairment could be
related to coexisting illness (hematological disease burden,
therapy-related complications, or comorbid illness), as
stated by the authors. It also could be considered as a causal
factor for complications, with a subsequent effect on mor-
bidity and overall survival.> In our opinion, among the 4
components, physical functioning retains a major role in
the prognosticate patient trajectory during all the phases of
disease and treatment, from initial treatment to transplant,
and from diagnosis to advanced-phase disease.>*

Second, the article by Wood et al' strengthens our
opinion in favor of both the baseline and prospective use
of quality of life assessment with the aim of producing a
“dashboard” with indicators and alarms’ that may both
ameliorate the capacity of prognosticate HCT risk prior
to the procedure and help to monitor the development of
complications after HCT. However, several points should
be discussed concerning this issue, such as which symp-
toms should be evaluated (predefined symptoms, patient-
tailored symptoms) and how often (daily, weekly,
monthly), but suggestions could be drafted.®

Finally, patient-reported outcomes assessment could
be interlaced with prearranged patient-reported outcomes-
driven procedures of supportive care, such as prehabilita-
tion/rehabilitation or pain control.” It is our firm opinion
that those targeted interventions should be initiated
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promptly to prevent and treat physical component impair-
ment, not only at the time of transplantation but immedi-
ately after disease diagnosis and during induction therapy.
Effects on both the patients” quality of life and caregivers’
workload are strongly expected, whereas a positive impact
on morbidity and mortality could only be hypothesized
and addressed with dedicated clinical trials.
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Percentage of Colorectal Cancer
Diagnosed in Adults Aged
Younger Than 50 Years

We read with interest the article by Abdelsattar et al on
colorectal cancer (CRC) treatment patterns and outcomes
in adults aged <50 years." CRC is a major concern in this
age group because incidence rates are increasing, in con-
trast to rapid declines noted in those aged >50 years
largely due to the rapid uptake of colonoscopy over the
past decade.” In addition, younger patients are more often
diagnosed at a late stage of disease due to a lack of timely
follow-up of symptoms and because they have not reached
the recommended age at which to begin screening. One
factor that contributes to the age at which screening
should begin is disease age distribution. Abdelsattar et al
concluded that 15% of CRC diagnoses occur in patients
aged <50 years based on incident cases in Surveillance,
Epidemiology, and End Results registries from 1998
through 2011 among individuals aged 20 to 79 years.
However, there are 2 biases in their calculation. The most
egregious is the unexplained exclusion of patients aged
>80 years at the time of diagnosis, who represented 24%
of CRC cases in this cohort.”> Second, patients that had
any previous or subsequent cancer diagnosis, representing
approximately 10% of cases aged 50 to 79 years, also were
excluded.® The actual percentage of microscopically con-
firmed CRC cases diagnosed among individuals aged 20
to 49 years in the 13 Surveillance, Epidemiology, and End
Results registries that collected data continuously between
1998 and 2011 was 9.7% (23,970/247,865). Perhaps
more interesting is that this percentage increased over
time, from 8.3% in 1998 to 11.6% in 2011, despite the
fact that the percentage this age group represented in the
adult population decreased from 65.3% to 57.7%.

The American Cancer Society recommends that
CRC screening begin at age 50 years for those at average
risk. However, individuals who have a first-degree relative
(mother, father, sibling, or child) with a history of CRC
or adenomatous polyps should begin screening at age 40
years or 10 years before the youngest case was diagnosed,
whichever is sooner.” Patients with chronic inflammatory
bowel disease or genetic syndromes that predispose to
colorectal cancer, such as Lynch syndrome, also should
begin screening before age 50 years. It is incumbent on
the public health community to do a better job of inform-
ing Americans about when early screening is appropriate.
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