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« Patients in the comparator arm received standard care
e Qutcomes evaluated included measurements of QoL and survival.
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Figure 1: Flow diagram of prospection of studies comparing the H HFILYHQHW of EPC versusstandard care
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Outcome assessment

Quality of life was measured using the Functional Assessment of
Chronic Illness HHUDS\ (FACIT) tool [25-27]. HLV tool have a score
range of 0 to 184 and measures the physical, emotional, social, and
functional well-being of people with life-threatening illnesses. Higher
scores indicate better QoL. Symptoms intensity was measured by
Edmonton Symptom Assessment Scale (ESAS) and Symptom Distress
Scale (SDS) [28,29]. Scoring ranges from 0 to 900 and 13 to 65,
respectively. Both tools assess the intensity of the most common
symptoms in cancer, such as pain, activity, nausea, depression, anxiety,
drowsiness, appetite, feeling of well-being, and shortness of breath.
Higher scores indicate a greater intensity of symptoms. HH mood was
measured by the instruments, Patient Health Questionnaire-9
(PHQ-9), Center for Epidemiological Studies Depression Scale (CES-
D), and Hospital Anxiety and Depression Scale (HADS) [30-32]. HHW
scores range from 0 to 27, 0 to 60, and 0 to 21, respectively. In both
instruments, higher scores indicate a greater level of depressed mood.
HH survival rate was assessed through a log-rank test to compare
Kaplan-Meier survival curves between the two groups. Mean and SD
values were requested when provided only the mean observed change
from baseline [20]. HH studies varied in relation to follow-up and
assessment time: 3, 6, and 12 months.

Risk of bias

According to Cochrane risk of bias tool, the methods used for
allocation concealment and measurement of the outcomes were not
clearly stated and show some concerns. Conversely, the methods for
deviations from intended interventions, missing outcomes data, and
selection of the reported results were appropriately described in all
studies. Overall, the risk of bias in the studies showed some concerns
(S3 Table).

Considering that the study by Tattersall et al. showed a failure in
randomization and high risk of bias due the patients assigned to the
EPC group had an initial diagnosis of cancer of more than 3 months
and with a worse survival estimate, this study was not considered in
the meta-analysis [19].

Synthesis of results

We LGHQIL HG heterogeneity in relation to the type of intervention
provided to patients in the EPC group, we observed also GL HUHQFHV in
follow-up time, time of enrollment in the study DiHU the initial
diagnosis, and in estimates of survival (prognosis) (S4 Table). In this
case, a sensitivity analysis was performed, separating the studies
according to the follow-up time to evaluate the H HFI of the
intervention over time.

Quality of Life — QoL

Pooled data showed that patients enrolled in EPC presented a
VLIQL FDQWON\ higher QoL than those attributed to standard care (SMD
0.17, 95% CI 0.05, 0.29 at 3 months and, SMD 0.42, 95% CI 0.21, 0.63



Using approach GRADE, we downgrade the quality of the evidence
to moderate because the studies presented some concerns regarding
the bias arising from the randomization process and the outcome
assessor was aware of the intervention received [18,20-22] (S5 Table).
Additionally, McCorkle assessed in the intervention group, older
patients with more chronic conditions, and diagnosed with later-stage
cancers [22].

Symptom intensity

Data pooled showed that the symptom intensity was VLJQL FDQI0\
lower in EPC group DiHU 3, 6, and 12 months follow-up (SMD -0.13,
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Discussion

Main results

Considering a decrease in health over time, we combined the
evidence on the H HFILYHQHW of EPC in patients with advanced cancer
in subgroups according to the time of follow-up. On average, the
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