
Page 1/14

Quality of life and functional dependence in
oncology patients: a comparative study
Silmara Meneguin  (  s.meneguin@unesp.br )

Paulista State University
Heloiza Thaís Felipe Camargo 

Paulista State University
Heitor Marques Honorio 

University of São Paulo
Cesar de Oliveira 

University College London

Research Article

Keywords: Palliative care, Quality of life, Medical Oncology, Adaptation, Psychological, Nursing,
Humanization of Care

Posted Date: April 20th, 2022

DOI: https://doi.org/10.21203/rs.3.rs-1516785/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.3.rs-1516785/v1
mailto:s.meneguin@unesp.br
https://doi.org/10.21203/rs.3.rs-1516785/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/14

Abstract
Objectives: To compare quality of life and functioning of oncology patients under palliative care to
patients in treatment and those with no evidence of disease.

Methods:A cross-sectional and comparative study was carried out in an outpatient oncology of the public
hospital in the state of São Paulo, Brazil. Participants were divided into three groups: patients under
palliative care, those in treatment for the disease and those in post treatment follow-up with no evidence
of disease. Data collection involved the use of a questionnaire addressing sociodemographic and clinical
characteristics as well as the Palliative Performance Scale and McGill Quality of Life Questionnaire.

Results: The sample was composed of 300 patients, with a predominance of the female sex (51.3%),
individuals with a partner (68%) and catholics (62%). The Palliative Performance Scale revealed a
predominance of stable patients (score: ≥ 70 points) in all three groups. Overall, participants under
palliative care had lower quality of life scores (median: 6.5

points) compared to the other groups (p< 0.01). Age, palliative care, income, the male sex and pain
control independently exerted in�uence on quality-of-life scores (p < 0.05). Age, time since diagnosis,
being under palliative care, belonging to the Spiritism religion and income exerted an in�uence on
palliative performance (p < 0.05).

Conclusion: Quality of life was poorer among the participants under palliative care. Functionally stable
patients predominated in all three groups. An advanced age, being palliative care and low income exerted
a negative in�uence on functioning and the perception of quality of life.

Introduction
Cancer is a genetic disease characterized by uncontrollable cell growth, multiple mutations, and
metastases (1). Its incidence and mortality rates are projected to increase globally. According to the World
Health Organization, cancer continued to be the �rst or second cause of death (2) prior to the age of 70
years in 112 countries in 2019 (3). Estimates from the International Agency for Research on Cancer show
that the world incidence of new cases of cancer was 18.1 million in 2018 (4).  In Brazil, the Instituto
Nacional do Câncer (INCA [National Cancer Institute]) estimates the occurrence of 625 thousand new
cases in the period of 2020 to 2022, particularly cases of prostate and breast cancer (5). Despite the high
rates of morbidity and mortality, a growing number of patients with a diagnosis of cancer survive due to
early diagnoses and advances in treatment modalities (6).

Surgery and radiotherapy are effective local treatments for non-metastatic cancer but are ineffective
when the disease has spread throughout the body. The use of medications in chemotherapy, hormone
therapy and biological therapies is the current choice for the treatment of cancer that has spread, as such
methods reach all organs of the body through the blood stream (7). Nowadays, few oncology patients are
submitted to a single type of treatment due to the susceptibility of tumors to each of the therapeutic
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modalities and the determination of the optimum administration sequence (8). Although novel and
traditional therapeutic modalities are employed in the treatment of cancer, adverse events and toxicity
continue to exert a negative impact, particularly on quality of life (9). 

Despite all available therapeutic options, incurability is a harsh reality faced by one group of patients due
to the ineffectiveness of curative treatment and the inevitable progression of the disease (10). In such
cases, care is offered in a palliative context, differing from curative care in that death is something that
needs to be faced by the patient and family. The evaluation of quality of life (QoL) is fundamental in this
phase, as it is the essential aspect to consider over the prolongation of life (11).

 A diagnosis of cancer imposes signi�cant changes to one’s mode of living as well as physical and
emotional alterations. More than 50% of oncology patients have recurring symptoms, such as fatigue,
weakness, pain, weight loss and anorexia, which can exert a negative impact on the performance of
activities of daily living and affect one’s perception of QoL (12). The limitations imposed by both the
disease and its treatment directly affect functioning, which is a broad concept that encompasses body
functions and structures as well as the capacity to perform and participate in activities of daily living
(13,14). 

In oncology, functioning is directly related to the prognosis, as poorer estimated functioning is associated
with a greater likelihood of toxicity from treatment and a lower survival rate (15). However, the
association between QoL and functioning has been explored little in oncology patients in different stages
of the disease. Most studies address QoL with regards to �nitude (11) or during treatment for this disease
(11,16).

The hypothesis is that oncology patients in palliative care have a poorer perception of QoL and
functioning compared to those in treatment and/or those with no evident signs of the disease. 

Therefore, the aim of the present study was to compare the quality of life and functioning of oncology
patients under palliative care to patients in treatment and those in post-treatment follow-up with no
evidence of disease. 

Methods
A cross-sectional study was conducted at the Oncology, Hematology and Palliative Care Clinic of the
public hospital a�liated to the Botucatu School of Medicine in the state of São Paulo, Brazil, between
March 2018 and September 2019.

The inclusion criteria were: Male and female oncology patients in outpatient care, aged 18 years or older,
who agreed to participate in the study The participants were divided into three groups: Group A –
oncological patients under palliative care; Group B – oncological patients in post-treatment follow-up
with no clinical evidence of the disease documented on the patient charts; and Group C – patients
undergoing disease-modifying treatment. Individuals who reported not having the emotional capacity to
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participate in the study or continue the interview were excluded. The strati�cation of the sample into three
groups of oncology patients was necessary for the evaluation of changes occurring throughout the
different stages of the disease to which patients are subjected. 

Data collection was performed with three instruments. A questionnaire was used to collect data on
sociodemographic and clinical characteristics. The Portuguese version of the McGill Quality of Life
Questionnaire (MQoLQ) was used for the assessment of QoL. The MQoLQ is one of the few speci�c
questionnaires for assessing QoL in patients under palliative care and has the largest number of
validations in other languages as well as the best measurement property scores. This questionnaire is
composed of 16 items distributed among �ve subscales: physical wellbeing, psychological wellbeing,
existential wellbeing, support and physical symptoms. There is an additional item (Part 1) that measures
overall quality of life but is not considered in the calculation of the total MQoLQ score. The total score
corresponds to the average of the �ve subscales, with scores closer to 0 denoting worse QoL and scores
closer to 10 denoting better QoL (17). No generic QoL assessment tool was used, as none would be
capable of assessing the impact of the disease on the group of patients under palliative care.  

The third instrument was the Palliative Performance Scale (PPS), which is widely used in cases of
palliative care, as it enables establishing the prognosis and functioning of the patient (18). The PPS has
�ve domains: ambulation, activity level/evidence of disease, self-care capacity, spontaneous food intake
and level of consciousness. The patient is classi�ed in terms of functioning and prognosis as stable
(100%-70%), transitional (40%-60%) and end of life (30%-10%). The score ranges from 0 and 100% in ten-
point intervals (no intermediate values are considered). Scores closer to 100% denote better functioning
and prognosis (19).

Prior to the data collection process, screening was performed of the charts of patients scheduled for
appointments at the clinic, followed by the veri�cation of inclusion and exclusion criteria and invitation to
participate in the study. Consecutively treated patients at the clinic were included in the three groups:
Group A – after �rst appointment; Group B – those that had concluded treatment six months to four
years earlier; Group C – patients in disease-modifying treatment for more than one month.

The patients in the three groups were interviewed individually prior to their medical appointment without
the presence of the person accompanying them and in a private setting. The average duration of the
interviews was 40 minutes. One patient in Group A and two in Group B declined to participate due to pain
complaints at the time of the interview or not having time available for the interview. 

Given the intention of estimating the percentage of individuals with PPS and MQoLQ scores above the
average, with a 10% margin of error, 95% con�dence level and maximum amplitude, a minimum of 100
patients was needed for each group. This calculation was performed using the formula 1/M2, in which M
is the �xed margin of error. 

Statistical analysis 
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All variables were �rst analyzed descriptively. In the comparison of proportions among the groups, the
chi-square test was used for nominal variables, the Kruskal-Wallis test was used for ordinal variables and
ANOVA and Kruskal-Wallis with Dunn’s post hoc test were used for continuous data. The comparison of
functioning and QoL scores among the groups was performed using the Kruskal-Wallis test with Dunn’s
post hoc test or the Kruskal-Wallis test. Generalized linear models were used to determine differences in
functioning and QoL scores according to clinical and demographic variables. All analyses were
performed using the IBM SPSS program, version 22, with the signi�cance level set at 5% (p < 0.05). 

This study received ethical approval from the institutional review board of the Botucatu School of
Medicine (protocol number: 2.598.647). 

Results
Three hundred and three patients met the inclusion criteria, three of whom declined to participate in the
study, resulting in a sample with 300 participants. Table 1 displays the sociodemographic characteristics
of the participants. The sample was predominantly composed of female patients (n = 154; 51.3%),
individuals with a partner (n = 204; 68%), Catholics (n = 186; 62%), individuals with a primary school
education or illiterate individuals (n = 183; 61%) and individuals with family income equal to or less than
three times of minimum monthly wage (n = 193; 64.7%). The participants in Group A were older (p < 0.01),
had a lower level of schooling (p < 0.01). The most prevalent forms of cancer were gastrointestinal and
breast in Groups A and B and hematological in Group C.

Table 2 displays the median and interquartile range (25th to 75th percentile) of the PPS scores as well as
the QoL scores and respective domains in the three groups. Most patients were stable in the overall
sample (n = 249; 83%), but a lower proportion was found in Group A (n = 53) (p < 0.001). The participants
in Group A also had a lower overall QoL score (median: 6.5 points) in comparison to the other groups (p <
0.01) as well as lower scores on the psychological wellbeing (p < 0.01) and physical symptoms (p < 0.01)
domains. 

Table 3 displays the multivariate analyses performed using generalized linear models for quality of life
and functioning. Age (p = 0.034), group (p = 0.015), male sex (p = 0.042) and income (p = 0.014; p =
0.005; p = 0.049) were signi�cantly associated with the QoL, whereas age (p < 0 .001), time since
diagnosis (p = 0.020), group (p < 0.001; p = 0.003), religion (p = 0.009), income (p = 0.001; p = 0.002; p =
0.006) and pain control (p = 0.001) were signi�cantly associated with functioning. 

Table 4 displays factors that affected the perception of QoL in the previous two days. Being with family
and being happy exerted the most in�uence in the three groups. Hope for a cure stood out in Group B.

Discussion
Measuring quality of life (QoL) is critical in oncology, as both cancer and its treatment can exert a
negative impact of the perception of this construct. A diagnosis of cancer is accompanied by substantial
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changes in one’s way of living as well as physical and emotional changes. Cancer is also accompanied
by stigmas and a feeling of �nitude in the face of a disease that many still consider to be uncurable (20).

In the present investigation, overall QoL was considered relatively good among the participants, but those
under palliative care had a poorer perception of the construct. In this group, substantial impacts were
found on the physical wellbeing, psychological wellbeing and symptoms domains compared to the other
groups.

The progression of the disease and symptoms contribute to a poorer QoL, as described in a randomized
study involving 733 patients with advanced or metastatic lung cancer submitted to different medicinal
treatments (21). More than half of all oncology patients have �ve common symptoms that can affect
one’s perception of QoL, namely, fatigue, weakness, pain, weight loss and anorexia, demonstrating the
close relationship between health and quality of life (12). Indeed, a study found that QoL was lower
among patients with lung cancer compared to that of the general population, as this construct is affected
by disease severity and the number of symptoms; moreover, fatigue and respiratory problems exerted a
negative impact on the psychological dimension of QoL (22). Another study involving 158 patients with
advanced cancer found that high levels of hopelessness, a compromised body image and emotional
suffering were the main factors associated with psychological stress (23).

Total functioning scores were good in the present study, but the median was signi�cantly lower in the
group of patients under palliative care, demonstrating that this group had worse functioning and a poorer
prognosis. This group also had a lower proportion of patients in the stable stage.

A study conducted in the northeast of Brazil with 100 patients under palliative care found that 62% of the
patients had PPS scores between 80 and 90 (24), differing from the �ndings of the present investigation.
A study conducted in Canada with 7882 oncology patients found that PPS scores dropped in the last six
months of life, with an initial mean score of 68.4 diminishing to 54.7 and 41.3 in the month and week
prior to death, respectively, indicating compromised functioning, autonomy and performance on activities
of daily living in the �nal weeks of life (24). A multicentric study involving 1739 patients with advanced
cancer undergoing palliative care at 30 healthcare centers in 12 countries found a signi�cant reduction in
quality of life and functioning prior to death in comparison to the preceding three to �ve months (25).

In the present study, multiple linear regression analysis of the QoL scores, PPS scores and explanatory
variables revealed statistically signi�cant positive associations between QoL and age, being under
palliative care, male sex, income and pain control. These results are in agreement with data reported in a
previous study conducted in Brazil involving 96 patients under palliative care, in which male participants
had a better perception of QoL. In a study developed in Sweden based on the analysis of records from the
last week of life of 26,976 adults who died of cancer in 2011–2012, an advanced age was a risk indicator
for poor end-of-life care quality (26).

Another �nding of the present investigation was the fact that patients without pain control had a better
quality of life. This �nding is likely due to the fact that these participants did not have the symptom.
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In the present study, income was associated with QoL. A previous study conducted with 327 survivors of
cervical and breast cancer also found that income was a determinant factor of QoL.

Diminished functioning was associated with age, the palliative care group, income and pain control.
These factors also exerted an in�uence on QoL, demonstrating that the degree of functioning alters one’s
perception of quality of life.

However, this investigation also showed that QoL is unique to each individual, as it is linked to personal
values and often changes with the progression of the disease. Moreover, the perceptions of individuals
regarding their QoL can evolve and change over time (27).

Limitations
The present study has limitations that should be considered. The interviews were held at a single moment
in time, which may not be su�cient to detect the magnitude of changes experienced by the individuals in
the different groups. Moreover, the study was conducted at a single center with local particularities and a
heterogeneous group of participants in terms of the type of cancer and clinical condition.

Conclusion
The results of the present study indicate that the patients under palliative care had a poorer quality of life
compared to the other groups and that the psychological wellbeing domain was the most compromised.
In the multivariate analysis of sociodemographic and clinical variables, an advanced age, being in
palliative care and a low income exerted a negative in�uence on the perception of quality of life.

In terms of functioning, most participants were in a stable stage, but a lower proportion of stable patients
was found in the group under palliative care, demonstrated worse functioning and a poorer prognosis in
these patients. Participants with an advanced age, those in palliative care, those pertaining to the
Spiritism religion and those with a low income had worse functioning.
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Variable Groups

        A                         B                          C                         p

Age (years)        

 Median 62.0 56.0 56.0    

 (p25-p75) (52.2-69.0) (41.2-67.0) (45.0-64.0)     <0.011  

Time since diagnosis          

 Median (months)   23.0 16.5 4    

 (p25-p75) 11-42.3 9-28.3 3-10     p<0.013  

Sex          

 Female 50 (50.0) 54 (54.0) 50 (50.0)    

 Male 50 (50.0) 46 (46.0) 50 (50.0)  0.812  

Marital status          

 Without partner 36 (36.0) 31 (31.0) 29 (29.0)    

 With partner 64 (64.0) 69 (69.0) 71 (71.0) 0.582  

Religion          

 Catholic 66 (66.0) 59 (59.0) 61 (61.0)    

 Non-Catholic 33 (33.0) 38 (38.0) 35 (35.0) 0.582  

 None 1 (1.0) 3 (3.0) 4 (4.0)    

Schooling          

 Illiterate 4 (4.0) 0 (0.0) 1 (1.0)    

 Primary school 74 (74) 50 (50.0) 54 (54.0)   <0.013  

 High school 18 (18) 34 (34.0) 28 (28.0)    

 University 4 (4) 16 (16.0) 17 (17.0)    

Family income*           

 Less than monthly minimum wage 2 (2.0) 3 (3.0) 4 (4.0)    

 1 to 3 x monthly minimum wage 74 (74.0) 56 (56.0) 55 (55.0) 0.054  

 4 to 10 x monthly minimum wage 20 (20.0) 34 (34.0) 40 (40.0)    

 > 10 x monthly minimum wage 4 (4.0) 7 (7.0) 1 (1.0)    

Primary diagnosis           
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 Hematological 10 (10.0) 23 (23.0) 27 (27.0)    

 Gastrointestinal 19 (19.0) 26 (26.0) 21 (21.0)    

 Breast 16 (16.0) 24 (24.0) 33 (33.0) <0.0012  

 Prostate 12 (12.0) 2 (2.0) 3 (3.0)    

 Genitourinary 13 (13.0) 7 (7.0) 14 (14.0)    

 Respiratory 15 (15.0) 5 (5.0) 1 (1.0)    

 Other 15 (15.0) 13 (13.0) 1 (1.0)    

1ANOVA post-hoc Tukey      2chi-squre       3Kruskal-Wallis + post-hoc Dunn     4Kruskal-Wallis

* Monthly minimum wage = R$1,100.00 (U$ 196.00)

Table 2 – Distribution of median (25th to 75th percentile) functioning scores (Palliative Performance
Scale) and quality of life scores (McGill Quality of Life Questionnaire and domains) (n = 300). Botucatu,
SP, Brazil, 2021.

Variable Groups                                                  

A B C p

  Median (p25-p75) Median (p25-p75) Median (p25-p75)  

Functioning       <0.011

Total PPS score  70 (50-70) 80 (80-100) 90 (70-90)

Quality of life        

Physical wellbeing  7.0 (4.0-8.0) 8.0 (7.0-9.0) 8.0 (7.0-9.0) <0.012

Psychological wellbeing 3.8 (1.3-7.6) 7.0 (5.3-8.5) 7 .0 (3.9-8.8) <0.012

Existential wellbeing 8.3 (7.0-9.0) 8.8 (8.2-9.2) 8.8 (8.3-9.3) <0.012

Support 9.0 (7.0-10.0) 8.5 (7.0-10.0) 9.0 (8.0-10.0) 0.372

Physical symptoms 5.0 (3.6-6.7) 8.5 (6.7-10.0) 7.7 (6.7-9.5) <0.012

Total  6.5 (4.9-7.8) 7.9 (7.2-8.6) 8.0 (7.3-8.7) <0.012

1Kruskal-Wallis + post hoc Dunn        2Kruskal-Wallis

Table 3 - β coe�cients of generalized linear models for quality of life (McGill Questionnaire) and
functioning (Palliative Performance Scale) (n = 300). Botucatu, SP, Brazil, 2021.
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  Quality of life Functioning

  β
coe�cient 

p β
coe�cient

p

Age -0.0148 0.034 -0.2490 <0 .001

Time since diagnosis (months) 0.6994 0.922 0.0516 0.020

Residents in home -0.0515 0.424 -0.3110 0.541

Groups        

A vs. B -0.8226 0.015 -15.7741 < .001

C vs. B 0.1242 0.572 -5.2569 0.003

Sex        

(ref.: male) 0.3643 0.042 -0.5357 0.704

Marital status        

(ref.: without partner)  0.1984 0.300 0.7356 0.627

Religion        

Spiritism vs. Catholic -0.0369 0.935 -9.4354 0.009

Schooling        

High school vs. Primary school -0.4536 0.505 -2.1302 0.692

Family income (ref.: > 10 x monthly minimum
wage)

       

< monthly minimum wage  -1.6488 0.014 -17.3986 0.001

1 to 3 x monthly minimum wage -1.3129 0.005 -11.2318 0.002

4 to 10 x monthly minimum wage  -0.9025 0.049 -9.9077 0.006

Pain control        

None vs. pharmacological 0.6618 0.039 8.2904 0.001

Table 4 - Answers on Part D of McGill Quality of Life Questionnaire: factors that contributed to improved
perception of quality of life in previous two days. Botucatu, SP, Brazil, 2021. 
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Factors A

n (%)

B

n (%)

C

n (%)

Being with family and grandchildren 52
(52.0)

44
(44.0)

40
(40.0)

Being happy and being well  10
(10.0)

14
(14.0)

11
(11.0)

Receiving visitors/going out with friends 7
(7.0)

2 (2.0) 10
(10.0)

Having treatment proposal/medications 7
(7.0)

4 (4.0) 9
(9.0)

Not having pain  6
(6.0)

1 (1.0) 2
(2.0)

Practicing hobbies (physical activities, �shing, sewing, watching TV) 6
(6.0)

5 (5.0) 6
(6.0)

Religiousness  2
(21.0)

2 (2.0) 2
(2.0)

Having autonomy  3
(3.0)

9 (9.0) 8
(8.0)

Not depending on permanent or temporary devices and surgical
interventions (stoma, catheters)

0
(0.0)

5 (5.0) 0
(0.0)

Having hope for a cure 3
(3.0)

17(17.0) 0
(0.0)

Being with pets 2
(2.0)

0 (0.00) 0
(0.0)

Being able to feed yourself  2
(2.0)

3 (3.0) 0
(0.0)

Other  10
(10.0)

15
(15.0)

12
(12.0)


