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ABSTRACT

Our aim is to assess the quality-of-life (QoL) of cancer patients and the effect of sociodemographic characteristics, medical history, and
disease management, on QoL. The present study included 318 cancer patients. The most common diagnosis in this study were breast
cancer (30.0%) and gastrointestinal cancer (27.7%). A form exploring sociodemographic variables and the EORTC QLQ-C30 questionnaire
were used to collect patient data. Non-parametric tests were employed to evaluate the association of different factors with patient QoL.
Sociodemographic characteristics such as age; gender; level of education; employment status; and medical history, including any family
history of cancer, date of diagnosis, cancer awareness, stage of the disease, past/current treatments, use of painkillers, and psychiatric
support, significantly affected the QoL of cancer patients. The mean QoL score was moderate (56.05%+26.42). Physical functioning was
the most affected subdomain (63.27+25.69), and cognitive functioning the least affected (78.35+23.47). Our results indicate a relationship
between many clinical and sociodemographic factors and the QoL of cancer patients. Healthcare professionals should be aware of factors
that affect QoL so that patient complaints and needs can be adequately addressed to improve patient QoL.
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OZET
Tiirk Kanser Hastalarinda Sosyodemografik Karakteristiklerin, Tibbi Oykiiniin ve Tedavilerin Yasam Kalitesi Uzerine Etkisi

Bu calismanin amaci kanser hastalarinda yasam kalitesini degerlendirmek ve sosyodemografik karakteristiklerin, tibbi dykiintn ve tedavilerin
yasam kalitesi Uzerine etkilerini arastirmaktir. Calismamiz 318 kanser hastasindan olusmaktadir. En sik gérilen tani meme kanseri (%30.0)
ve gastrointestinal kanserdir (%27.7). Yasam kalitesi verileri icin EORTC QLQ-C30 anketi ve sosyodemografik degiskenleri iceren formlar
kullaniimistir. Hastalarin yasam kalitesine etki eden faktorleri degerlendirmek icin non-parametrik testlerden faydalanimistir. Yas; cinsiyet;
meslek; egitim durumu; tibbi ve aile dyklsU de iceren sosyodemografik veriler, tani tarihi, hastalik evresi, kanser farkindaligi, tedaviler, agn
kesici kullanmi ve psikiyatri desteginin kanser hastalarinin yasam kalitesini anlamli bicimde etkiledigi saptanmistir. Hastalarin ortalama
yasam kalitesi skoru (56.25+26.42) orta derecededir. Fiziksel fonksiyonlar en fazla etkilenen (63.27+25.69), bilissel fonksiyonlar ise en az
etkilenen (78.35+23.47) alt grubu olusturmaktadir. Galismamizda bir¢ok klinik ve sosyodemografik faktoriin kanser hastalarinin yasam ka-
litesine etki ettigi gdzlenmistir. Sagdlik calisanlarinin bu faktdrlerin farkinda olmalari, kanser hastalarinin sikayetlerinin ve ihtiyaclarinin ¢ézim-
lenebilmesi acisindan énem tasimaktadir.

Anahtar Kelimeler: Kanser, Klinik faktorler, Tibbi 6ykU, Yasam kalitesi, Sosyodemografik faktorler
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INTRODUCTION

Clinicians define the quality-of-life (QoL) of a patient
as satisfaction with his or her current level of func-
tioning relative to what is perceived to be possible
or ideal.!? In particular, QoL reflects a patient’s per-
ceptions and thoughts on his or her life, employing
self-defined objectives, expectations, standards, and
preferences. QoL is a multidimensional construct that
includes perceptions of positive and negative aspects
of physical, emotional, social, and cognitive func-
tioning, and also considers somatic discomfort and
other symptoms caused by disease or treatment.?

Significant efforts have been made to improve patient
QoL. In particular, numerous factors associated with
cancer and cancer therapies can affect QoL. The aim
of the present study was to assess the QoL of Turkish
cancer patients and to identify factors affecting QoL.

PATIENTS and METHODS

Our study included consecutive patients who were
diagnosed and followed-up for at least 2 months, in
medical wards and outpatient clinics of Istanbul Uni-
versity, including the Institute of Oncology, the De-
partment of Medical Oncology, and the Department
of Radiation Oncology (Istanbul, Turkey). Patients
were briefed on study aims and told of questionnaires
to be completed; they were informed that they could
decline to participate at any time by simply refusing
to complete forms or requesting that questionnaires
not be used for analysis. After providing written in-
formed consent, all patients were asked to complete
a sociodemographic questionnaire and the Quality
of Life C30 Questionnaire (QLQ-C30). Some soci-
odemographic questionnaires were completed with
the help of a physician if a patient requested such as-
sistance. All QLQ-C30s were completed by patients
without any help. Patients in the pre-terminal period
and those with serious life-threatening conditions
were excluded. In total, 430 cancer patients were
initially enrolled, but only 318 patients completed
the study. Our study protocol was approved by the Is-
tanbul University Ethical Review Board. All patients
provided written informed consent.

The Patient Information Form was used to collect the
following data: sociodemographic information (age,
gender, level of education, job, place of birth, place
of residence, health insurance status, employment
status, and mode of transportation to the hospital);
medical history (diagnosis, date of diagnosis, disease
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stage at diagnosis, current disease stage, accompany-
ing diseases, past and current treatments, and family
history of cancer); awareness of diagnosis; and use
of sleeping pills, antidepressants, and painkillers.
Quality-of-life was assessed using the EORTC QLQ-
C30 (version 3.0), a 30-item self-rating questionnaire
with subscales that evaluate physical (five items),
emotional (four items), role (two items), cognitive
(two items), and social (two items) functioning, as
well as global health status (two items). Higher sub-
scale scores indicate a higher level of functioning.
The QLQ-30 also includes three symptom subscales
assessing the extent of nausea and vomiting (two
items), fatigue (three items), and pain (two items);
and six single items that assess the financial impact
and various physical symptoms of disease. Higher
symptom scale/single item scores indicate more se-
vere symptomatology.

SPSS version 15.0 was used for data analysis. De-
scriptive statistics were employed, and means, me-
dians, frequencies, and percentages were used to
characterize the distribution of sociodemographic
characteristics, medical management and history,
and QoL. The Mann-Whitney U, Kruskal-Wallis, and
Spearman’s Rho correlation tests were employed to
assess the impact of sociodemographic characteris-
tics, medical management, and history, on QoL. In all
statistical analyses, a two-sided p-value less than 0.05
were considered statistically significant.

RESULTS

The study group consisted of 318 patients, 131 males
(41.2%) and 187 females (58.8%), of mean age 50.39
+ 12.96 years (range: 18-78 years). All patients were
at least 18 years of age. Most patients (66.4%) were
middle-aged (35-59 years of age), 49.1% had 1-9
years of formal education, 74.8% were married, and
78.9% were employed (Table 1).

When asked if they understood their diagnosis, 95.6%
answered in the affirmative, although only 82.4% cit-
ed the diagnosis correctly. The most common diagno-
ses in the study group were breast cancer (30.0%) and
gastrointestinal (GI) cancer (27.7%). Cancer staging
at the time of diagnosis indicated that 31.7% had stage
1-2 disease, 34% stage 3 disease, and 34.3% stage
4 disease. The median time from diagnosis was 13
months (range: 2-144 months). At some point during
treatment, 87.5% of patients received chemotherapy
and 46.1% radiotherapy (Table 2).
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Table 1. Sociodemographic characteristics of enrolled can-
cer patients (n=318)
n %

Age (years)

18-34 32 10.1

35-59 211 66.4

60-89 75 23.6
Gender

Male 131 41.2

Female 187 58.8
Education

llliterate 11 3.5

Primary-middle School 156 491

High-school 76 23.9

University 75 23.6
Marital status

Married 238 74.8

Single 41 12.9

Widowed or divorced 39 12.3
Employment Status

Working 66 21.1

Not working 247 78.9

The mean QoL score was moderate (56.05 + 26.42).
Physical functioning was the most affected subdo-
main (63.27 + 25.69), and cognitive functioning the
least affected (78.35 + 23.47). The most common
complaints were lethargy, economic hardship, and
sleep disturbance. The least reported symptoms were
nausea and vomiting, followed by dyspnea and diar-
rhea (Table 3).

We also assessed the association between sociodemo-
graphic characteristics, and medical history and man-
agement, on QoL. Patient age, gender, level of educa-
tion, and employment status were all associated with
QoL. In addition, medical history and management,
a family history of cancer, date of diagnosis, cancer
awareness, disease stage, past and current treatments,
use of painkillers, and psychiatric support were also
associated with QoL.

Patient age was associated with the severity of leth-
argy, dyspnea, and diarrhea, and a decreased level of
physical functioning (Table 4). Cognitive functioning
was more adversely affected in female patients (p=
0.001) and financial status was more adversely af-
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Table 2. Disease characteristics of cancer patients (n= 318)
n %
Diagnosis
Breast Cancer 93 30.0
GIS Cancers 86 27.7
Hematological Cancers 20 6.5
Gynecological Cancers 68 10.6
Lung Cancer 23 7.4
Brain Cancer 6 1.9
Prostate Cancer 4 1.3
Musculoskeletal Cancers 12 3.9
Malign Melanoma 6 1.9
Testicular Cancer 11 3.5
Other 16 5.2
Stage at diagnosis
Stage 1-2 84 31.7
Stage 3 90 34.0
Stage 4 91 34.3
Family history of cancer
Yes 128 45.6
No 153 54.4
Disease awareness
Yes 304 95.6
No 14 4.4
Patient knowledge of correct diagnosis
Yes 262 82.4
No 56 17.6
Chemotherapy
Previously 85 27.2
Within the last 3 months 188 60.3
No 39 12.5
Radiotherapy
Previously 96 28
Within the last 3 months 41 13.8
No 160 53.9

fected in males (p= 0.02). Those with high-school or
higher levels of education were more likely to exhibit
better physical, role, and emotional functioning than
were those who were only primary school graduates
(p=0.01). In addition, primary school graduates were
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Table 3. Patient quality of life (QOL) scores (n= 318).

Median Mean Standard Minimum  Maximum

Deviation

Global QoL* 58.33 56.05 26.42 .00 100.00
Functional Scales
Physical Functioning* 66.67 63.27 25.69 .00 100.00
Role Functioning* 83.33 70.07 34.11 .00 100.00
Emotional Functioning* 75.00 69.16 26.09 .00 100.00
Cognitive Functioning* 83.33 78.35 23.47 .00 100.00
Social Functioning® 66.67 68.08 31.56 .00 100.00
Symptom and Side-Effect Scale Scores, and ltem Scores
Lethargy*™* 44.44 49.65 28.66 .00 100.00
Nausea and Vomiting™* 16.67 23.48 27.81 .00 100.00
Pain* 33.33 35.80 31.05 .00 100.00
Dyspnea** 00.00 2212 32.70 .00 100.00
Sleep Disturbance™ 33.33 35.85 34.63 .00 100.00
Appetite Loss*™ 00.00 27.57 33.98 .00 100.00
Constipation** 33.33 31.97 32.99 .00 100.00
Diarrhea™ 00.00 18.45 28.43 .00 100.00
Financial Distress** 33.33 36.90 33.72 .00 100.00
* Higher scores indicate a higher QoL (the scores range from 1 to 100).
** Higher scores indicate more symptoms (the scores range from 1 to 100).

more likely to have experienced financial hardship
(p= 0.01). Patients who were not working experi-
enced lower global QoL (p= 0.008), poorer physical
functioning (p= 0.001), more lethargy (p= 0.0049),
and more constipation (p=0.04).

Patients with family histories of cancer suffered from
more sleep disturbance (p= 0.004). Moreover, as the
post-diagnosis period increased, the adverse effect on
physical functioning was more severe (Table 4). All
QoL subdomains in stage 4 cancer patients (physical
functioning [p= 0.003], role functioning [p= 0.001],
emotional functioning [p= 0.02], cognitive function-
ing [p= 0.009], and social functioning [p= 0.0001]),
as well as lethargy (p= 0.02), constipation (p= 0.01),
nausea and vomiting (p= 0.007), dyspnea (p= 0.01),
sleeping disorders (p= 0.003), and financial hardship
(p=0.01), became more strongly affected.

Patients who received chemotherapy within the last
3 months were more likely to report adverse effects
on role (p=0.002) and social functioning (p=0.001),
and to have more frequently experienced lethargy
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(p= 0.004), nausea and vomiting (p= 0.03), and loss
of appetite (p= 0.01). Patients who did not receive
radiotherapy tended to have a higher level of physi-
cal functioning (p= 0.01). Patients who had received
radiotherapy within the last 3 months had a lower
global QoL (p= 0.01), role perception (p= 0.0001),
and cognitive functioning (p=0.03), and experienced
lethargy more frequently (p= 0.02).

Patients who used painkillers had a lower global
QoL (p=0.0001); and a lower level of physical (p=
0.0001), role (p = 0.0001), emotional (p= 0.0001),
and cognitive functioning (p= 0.002); and more fre-
quently experienced lethargy (p=0.0001), nausea and
vomiting (p= 0,02), pain (p= 0.0001), dyspnea (p=
0.0001), loss of appetite (p=0.0001), constipation (p=
0.0001), and sleeping disorders (p=0.0001). Patients
who sought psychiatric treatment had a lower level
of emotional functioning (p= 0.001), were more ad-
versely affected in terms of cognitive functioning (p=
0.003), and had more sleeping disorders (p=0.01).
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Table 4. Relationship between quality of life (QoL), and patient age and post-diagnostic interval (n= 318)
Age (years) Post-diagnostic interval (months)
rs R rs 2
Global QoL -0.08 0.15 0.01 0.81
Functional Scales
Physical Functioning —0.15 0.005 -0.19 0.001
Role Functioning -0.02 0.69 0.04 0.40
Emotional Functioning 0.05 0.31 -0.04 0.49
Cognitive Functioning 0.02 0.71 -0.07 0.18
Social Functioning 0.12 0.03 0.01 0.78
Symptom and Side-Effect Scale Scores, and Iltem Scores
Lethargy 0.15 0.006 0.03 0.53
Nausea and Vomiting -0.12 0.03 -0.01 0.81
Pain -0.02 0.62 -0.03 0.50
Dyspnea 0.18 0.001 0.11 0.05
Sleep Disturbance 0.11 0.05 -0.05 0.37
Appetite Loss 0.04 0.45 -0.01 0.74
Constipation 0.01 0.76 0.04 0.40
Diarrhea 0.15 0.005 0.05 0.32
Financial Distress -0.10 0.05 -0.01 0.79

DISCUSSION

Medical studies evaluating the effectiveness of treat-
ment increasingly use QoL as a primary outcome
measure,>> and the EORTC QLQ-C30 is the most
widely used instrument measuring the QoL of cancer
patients. The present study evaluated the impact of
sociodemographic, medical, and psychosocial vari-
ables on the QoL of cancer patients who were being
followed-up at Istanbul University. Females were
more likely to report adverse effects on cognitive
functioning, and males more likely to report financial
hardship. However, in agreement with the findings of
previous reports,® no other significant gender-specific
difference in QoL was apparent. Older patients were
more likely to report poorer physical functioning and
the presence of lethargy, dyspnea, and diarrhea.

In the present study, patients who were not working
had a lower global QoL and poorer physical function-
ing, and were more likely to report lethargy and con-
stipation. This may be because severely ill patients
were less likely to work because of the severity of
disease or the presence of disease-related psychologi-
cal problems. More patients with positive family his-
tories of cancer experienced sleeping disorders, pos-
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sibly because of pessimism associated with having
a serious disease previously experienced by another
family member.

Interestingly, we found a higher level of physical,
role, and emotional functioning in patients who were
high-school and college graduates than in those who
were less educated. Symptoms such as nausea and
vomiting, pain, loss of appetite, diarrhea, dyspnea,
lethargy, and financial hardship, were more common
in primary and secondary school graduates, possibly
because such patients are less able to manage person-
al symptoms and functions and cannot easily adapt as
cancer progresses. It seems likely that better-educated
patients were more aware of and had had better ac-
cess to social support systems.

Patients with any stage of cancer can experience poor
QoL.%" In our present study, patients with stage 4 dis-
ease experienced lower physical, role, and emotional
functioning; were more adversely affected in terms
of cognitive and social functioning; and had more
symptoms (lethargy, nausea, vomiting, dyspnea, con-
stipation, and sleeping disorders) than did stage 2-3
patients. In other words, patients with more advanced
cancer had a worse QoL, as might be expected.
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Patients who received chemotherapy within the last
3 months were more likely to experience adverse ef-
fects in terms of role and social functioning, and were
more likely to report lethargy, nausea and vomiting,
and loss of appetite, than were patients who did not
receive such chemotherapy. This is likely attributable
to the toxic effects of chemotherapy. Patients who re-
ceived radiotherapy in the last 3 months had a lower
global QoL and role functioning scores, and were
more likely to report lethargy and constipation than
were patients who did not receive such radiotherapy,
or who had undergone such therapy formerly. Again,
this is likely attributable to the toxic effects of radio-
therapy. In agreement with our findings, a previous
study reported that patients diagnosed with cancer
who were treated with chemotherapy or radiotherapy
reported a worse QoL, and experienced more severe
disruption of physical, emotional, social, and finan-
cial functions.?

Cancer patients often fear pain®'; this is associated
with disruption of cognitive, motivational, affective,
psychological, and physical factors.! In addition, un-
controlled pain may adversely affect survival. In our
present study, patients taking painkillers had lower
global QoL, cognitive, physical, role, and emotional
functioning scores, and were more likely to report
lethargy, nausea and vomiting, pain, dyspnea, loss of
appetite, constipation, and sleeping disorders. This in-
dicates that use of painkillers affects a wide spectrum
of factors relevant to QoL.12 However, limitations in
the control of cancer pain are evident; these are linked
to the roles played by healthcare workers, the health-
care system, and patients per se.”*'* In terms of pain
management, inappropriate approaches can be mini-
mized via education and QoL can be increased.!>"’

In daily practice, cancer patients with emotional or
cognitive function problems are more likely to com-
plain of nausea and vomiting, pain, dyspnea, sleeping
disorders, and constipation; and to seek psychiatric
treatment. We observed lower global QoL, poorer
emotional functioning, adverse effects on cognitive
functioning, and a higher frequency of symptoms
(pain, sleeping disorders, and constipation) in pa-
tients who used antidepressants. This may be because
the drugs are ineffective or the symptoms may be at-
tributable to drug side-effects.

Previous work showed that the prevalence of elevated
psychosocial distress in patients with cancer at di-
agnosis and recurrence was about 30%,18 and that
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clinical depression was evident in about 25% of such
patients.19 In the present study, 14.8% of our cancer
patients used antidepressants. Depression is associ-
ated with functional limitation of cancer survivors,*
and anxiety and depression can independently worsen
functional and overall health.”'** Effective manage-
ment of depression and anxiety in cancer patients
may positively affect other outcomes,* such as global
health, cognitive functioning, and lethargy.**

Our present study had some limitations. We included
only a relatively small number of patients with pros-
tate cancer, because most such patients are followed-
up by the Urology Department of our hospital. The
same was true for lung cancer patients (treated by the
Respiratory Diseases Department), and head-and-
neck cancer patients (treated by the Ear, Nose, and
Throat; or Radiation Oncology Departments). Sec-
ond, some interviews were conducted in the absence
of complete privacy, and this may have affected some
answers given. Third, the survey was not anonymous,
and some patients declined to participate because of
privacy concerns.

In conclusion, cancer can have a strong negative im-
pact on QoL. We have highlighted the consistency
and strengths of relationships between clinical and
sociodemographic factors and QoL in cancer patients
followed-up at the University of Istanbul. We sug-
gest that physicians consider factors that affect QoL
of cancer patients so that adequate resources can be
devoted to improve the patient QoL.
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