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Abstract

Background: Cancer is the second most common cause of deaths worldwide. Like-
wise, in India, it is a major health problem, and disease burden is escalating every
year. Cancer chemotherapy produces unfavorable effects on the well-being of an
individual. Since the past few years, quality of life (QolL) is considered as the main
goal of cancer treatment in the survival of a patient.

Aim: This current study aimed to assess the QoL and factors affecting it in adult can-
cer patients undergoing chemotherapy treatment.

Methods and Results: An analytical, cross-sectional study was conducted to achieve
the objectives, employing the consecutive sampling method. A total of 120 adult
(>19 years) patients were recruited from daycare chemotherapy unit of a tertiary care
hospital. The data were collected using patient record form and Functional Assess-
ment of Cancer Therapy-General (FACT-G), a quality of life (QoL) questionnaire. The
overall mean score of quality of life (QoL) was 61.933 + 5.85502. The domains of
functional well-being and emotional well-being were most negatively affected after
cancer chemotherapy. Education (illiteracy) and occupation (unemployment) were
negatively associated with overall quality of life (QoL) of cancer patients on chemo-
therapy. Adverse drug reactions due to cancer chemotherapy negatively affect the
quality of life (QoL) of cancer patients. Education (illiteracy) affects social well-being
domain of cancer patients. Working in the government/private sector has a positive
impact on functional well-being domain of quality of life (QoL).

Conclusion: The study findings suggest an overall low quality of life (QoL) among adult
cancer patients undergoing chemotherapy at our setup. It has been identified as a stress-
ful therapy, also affecting both psychological and physical well-being. Poor infrastructure,
illiteracy, poverty, and lack of proper treatment facilities at most centres often lead to
poor survival outcomes and hence focus has always been on achieving quantity of life
rather than quality of life (QoL). This is further complicated due to nonavailability of vali-
dated tools in local vernacular, apathy of the treating physicians in the context of QoL
aspects and social and cultural factors that are unique to this society. Psycho-oncology

needs to become an integral entity of comprehensive cancer care.
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1 | INTRODUCTION

Worldwide, deaths due to malignancy are the second common leading
cause of mortality. Globally, about one in six deaths is due to malig-
nancy. Roughly, 70% of fatality from cancers occur in low- and
middle-income countries.® Cancer mortality in India has increased
twofold from 1990 to 2016.2 Cancer in India has approximated 1.15
million new cancer patients in 2018 and is anticipated to almost dou-
ble as a result of demographic changes alone by 2040.3

Classical end points in clinical therapeutic trials in oncology have
been usually defined by total, recurrence-free, or systemic disease-free
survival. Primarily, these allow an adequate description of the biological
course of the disease. In current oncological research, positive develop-
ments in the management of cancer patients as measured by such end
points must actually be presumed to be only of a rather small magnitude.
This signifies, on the one hand, that prospectively only by large-scale mul-
ticentre trials and retrospectively only by meta-analyses of commensurate
trials can adequate numbers of patients be reached to allow a detection
of treatment benefits of a pragmatic size. On the other hand, if treat-
ments do not differ much with respect to survival, it is a reasonable step
forward to stretch out the classical criteria of assessing treatment efficacy.
It is undisputed that the disease and its treatment have a bearing on all
aspects of a cancer patient's life. Although physicians had previously
recorded the occurrence of toxic reactions possibly induced by cancer
treatment, it was not until the 1940s that with their pioneering work,
Karnofsky et al (1948)* made a first attempt to quantify the performance
status of patients with advanced cancer. In the ensuing decades, there
has been increasing recognition of the need to achieve a more compre-
hensive evaluation of treatment efficacy over and above the objective
facets of achieving optimal survival, maximal tumor response, and minimal
toxicity (Maguire & Selby, 1989).% In attempting to reach this target, addi-
tional end points in cancer clinical trials were initiated that embrace the
subjective response of the patients to their illness and its treatment. The
sum of aspects of the patients' subjective well-being is most often called
“quality of life"(QoL) (eg, Tchekmedyian & Cella, 1990).

Although each individual usually has an instinctive comprehension
of what quality of life implies for him or her, no general and unique
definition of QoL is deemed as conceivable or even sensible. Cella and
Tulsky (in Tchekmedyian & Cella, 1990)° honestly confess that “QoL
cannot be validly measured because it means so many different things
to so many different people.” This is particularly valid for the remark-
able life situation of persons who have faced the often life-
threatening detection of cancer.

Instead of trying to garnish an analytical definition, QoL is initiated into
clinical research by means of a so-called operational construct, recognizing
that an individual's life and its matching quality cannot be quantified in an
objective way. Instead, and rather pragmatically, a patient's QoL is quanti-

fied using measurements obtained from a set of sensibly defined,

quantifiable dimensions. The major points of settlement among QoL
researchers on this construct can be epitomized by the statements that
QoL is:

1. Multidimensional: encompassing important elements of a patient's
emotional, social, and physical well-being;

2. Subjective: depending on primarily on the patient's own judg-
ments; and

3. Nonstatic: and subject to transitions over a patient's lifetime.

Point 1 leads to the requirement that QoL has to be dissected into
its major aspects, each of which can be sufficiently concretized for an
evaluation in patients. A suitable measuring instrument should account
for the multidimensionality of QoL by satisfactorily embracing all the
major dimensions. The second point of the QoL construct seems rather
obvious, but it has taken some time to become established that, when-
ever possible, the individual patient is the principal authority to be asked
about his/her QoL. Physician's assessment of the patients' QoL, which
was widely resorted to when QoL methodology was introduced, has
proved to be less trustworthy when used exclusively (Slevin et al, 1988;
Regan et al, 1991).”8 It is irrefutable that a detailed interview is the most
suited approach to inclusively evaluate an individual's well-being. How-
ever, the most workable form of a measuring instrument in the back-
ground of multicenter trials is the self-administered questionnaire. A good
questionnaire is distinguished by having in it certain so-called “psycho-
metric” standards like validity (measuring what is intended to be mea-
sured), reliability (measuring with sufficient precision), and sensitivity
(ability to detect changes). The last is important especially in the light of
point 3 of the QoL construct. A person's QoL is subject to transitions over
time, evincing, for example, the patient's competency to cope with the
disease or the experiences with varied treatment modalities. Therefore, a
requisite evaluation of QoL is imperative at more than two points in time
to be able to evaluate both short- and long-term effects of treatments.
Because of the need to setup and use valid and reliable measuring instru-
ments, the endorsement of any preexisting validated questionnaires
should be selected over the development of new ad hoc questionnaires.
If one feels that important specific aspects are absent in a specific ques-
tionnaire, it is in most cases possible to append ancillary components to
the existing measuring instrument without altering its original structure.’

The term quality of life (QolL) is used to assess the general well-
being of a person and society. According to the World Health Organiza-
tion (WHO), quality of life (QoL) has been defined as an individual per-
ception of life, values, objectives, standards, and interests in the
framework of culture. It is the subjective evaluation of life as a whole or
the patient's appraisal and satisfaction with their current level of func-
tioning compared with what they perceive to be possible or ideal. Qual-
ity of life (QoL) is a multidimensional construct capturing the subjective

well-being (both positive and negative aspects) of patients in physical,
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emotional, functional, and social domains (or dimensions). Several
iliness-related factors exist that can affect QoL. The extent of distress
symptoms experienced by a person has been related to QoL in many
people with cancer. QoL is more and more being utilized as essential
outcome measures in studies to decide the efficacy of treatment.*%*!

All domains of an individual's QoL can be affected by malignancy.
The deterioration in the QoL kicks off following diagnosis of the
malignancy and lingers due to the vigorous nature of the treatment.
Cancer patients receive chemotherapy to fight against the affliction.
Out of 65% of the cancer population, chemotherapy is being used as
the first line of management in 25% of patients.*? Anticancer drugs
target the rapidly dividing abnormal cells, thereby helping to combat
cancer and promoting the survival of patients. Despite chemotherapy
having a therapeutic effect, it is associated with the development of
severe unfavorable drug reactions which can have inimical effects on
the QoL of an individual. Moreover, anticancer therapy requires an
extended duration of administration to obtain the required effect. Fre-
quent hospitalizations put an undue burden on cancer patients. Thus,
anticancer therapy engenders a colossal personal, mental, and emotional
anguish among cancer individuals, affecting their overall QoL. Findings
of QoL research provide information about the effect of disease and its
treatment on functioning and well-being, recognizing common problems
and designing appropriate approaches to resolve these issues. QoL
research findings help the physicians to appreciate the effect of chemo-
therapy on patients' well-being and predicting the therapy response.?

QoL has been a less explored dimension among cancer patients in
India. Available work on posttreatment QoL has mostly been docu-
mented in Western literature and less in Indian literature.** A study
by Kannan et al (2011) in South India concluded that 80% of cancer
patients have average and below average QoL.!® Sundarem et al
(2016) conducted a study to assess QoL in relation to treatment, and
he concluded that cancer patients undergoing chemotherapy had poor
QoL.* In a study by Elsaie et al (2012), it was found that there was a
significant decrease in functional well-being of colorectal cancer
patients after chemotherapy.’” D'souza et al (2013) conducted a
study on head and neck cancer patients and concluded that physical,
psychological, and functional domains are affected.® In a cross-
sectional study conducted by Jacob et al (2019) in India, lower-income
status had a positive association with decreased physical, social, and
psychological well-being.}® A cross-sectional study on breast cancer
patients in India showed overall QoL to be good except for sexual
function.2® Most of the QoL studies have been conducted only in the
southern and eastern region of India. There are very few notable stud-
ies about QoL research in North India. A study by Sharma et al(2017)
in Delhi concluded that there is association between clinical,
sociodemographic characteristics, and QoL of breast cancer
patients.2* Another study by Barwal et al (2016) in North India con-
cluded that there is a decline in the global QoL and social functioning
in lung cancer patients following treatment.?2

Uttarakhand is now recognized as India's “cancer bowl” with ris-
ing cancer burden leading to additional noncommunicable disease

load. This is one of the states which has high crude cancer incidence
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rates (91.0 per 1,00000) in 2016 according to India State-Level Dis-
ease Burden Initiative.?® There are various cultural, ethnic diversities
existing among different regions of India. Uttarakhand and its associ-
ated hilly areas have a varied diverse heterogeneous population. A
study by Mason et al (2019) showed that 39% of cancer patients had
psychological distress, and prevalence was higher in female patients
and old-age patients.2* Another study by Pruthi et al (2018) showed
that emotional well-being was affected negatively after chemotherapy
in surgically resected gastric cancer patients. QoL is the least explored
dimension in this part of the country which has a high disease bur-
den.?> Hence, this study was conducted to explore the QoL of adult
cancer patients on chemotherapy in the hilly Himalayan region of the
northern part of India.

2 | METHODS

2.1 | Purpose
To determine the overall QoL and factors affecting it in adult cancer

patients undergoing cancer chemotherapy in Uttarakhand region.

2.2 | Research design

This was a cross-sectional, analytical study.

2.3 | Research questions
What was the general level of QoL in physical, social, emotional, and
functional domains in adult cancer patients?

What were the factors that affect QoL in adult cancer patients?

24 | Study setting and participants
Participants were recruited using consecutive sampling strategy
from January 2019 to June 2019. The study was conducted in
the Oncology Daycare Centre attached to the Department of
Radiotherapy & Hemato-Oncology, AIIMS, Rishikesh. Patients
were recruited after explaining to them the purpose, benefits,
and risks of the study. Participants were selected based on
the following inclusion criteria: (a) patients who were 19 years of
age and older, (b) patients who received cancer chemotherapy
(two or more cycles), and (c) patients able to speak and under-
stand Hindi or English language. Patients afflicted with diabetes,
cardiac diseases, and mental illness were excluded from the
study.

We screened 250 patients for the eligibility criteria, and of them,
230 patients were identified as eligible (Figure 1). Out of 230 patients,
110 refused to be part of the study due to a lack of interest. Finally,
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FIGURE 1 Patient recruitment log

120 patients were included, and they completed the interview and
questionnaire.

2.5 | Ethical considerations

This study was conducted after obtaining due approval from Institu-
tional Ethics Committee (IEC)(AIIMS/IEC/18/161 dated 4.1.2018).

No. of patients who completed interview

R No. of patients found to be ineligible
(n=20)
No. of patients who refused to
1> participate
(n=110)
2.6 | Measures
2.6.1 | Data collection tools

Data were collected from the study participants using a specially
designed Patient Record Form prepared by the investigators. This
customized form included questions about sociodemographic fea-

tures, clinical characteristics and treatment details of the patients,
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and Functional Assessment of Cancer Therapy-General (FACT-G),
quality of life (QoL) questionnaire, which characterized cancer

patients' QoL.

2.6.2 | Functional assessment of cancer therapy-
general (FACT-G)

This questionnaire was developed by an organization, Functional
Assessment of Chronic lliness Therapy (FACIT) measurement system
to assess the QoL of all types of cancer patients.2® This questionnaire
consists of 27 questions measured on a five-point Likert Scale. The
questionnaire consists of four QoL domains (dimensions): physical,
social/family, emotional, and functional well-being. The higher the
score, the better the QoL.

The reliability and validity of FACIT QoL tool were ascertained in
gall bladder patients in India. The Cronbach's « for the total scale was
found to be 0.85 indicating high internal consistency, and for the sub-
scales, it ranged from 0.566 to 0.782.%7

The original FACT-G tool is in English, and a translated version in
Hindi is also available. The Hindi translation of the questionnaire has
been validated in Indian cancer patients by Singh.2® Prior permission
was obtained from FACIT organization, and the validated Hindi trans-
lated tool was administered to the cancer patients.

2.7 | Data analysis

All data were analyzed with the help of Statistical Package for the
Social Sciences (SPSS) version 20.0. To compare the FACT-G scores
with those from US-based studies and Indian cancer patients, we cal-
culated Cohen's D effect sizes to compare the means from the two
samples, and effect size 0.8 and over were considered to be large.?’
Descriptive statistics, frequencies, percentages, and means were used
to represent the data in connection with the sociodemographic pro-
file, clinical characteristics of patients, and FACT-G QoL scores. One-
way analysis of variance (comparison of means of three or more
groups) was used to compare the mean QoL scores for several demo-
graphic and cancer treatment-related variables. P < .05 was consid-

ered to be statistically significant.

3 | RESULTS

3.1 | Demographic and disease characteristics

A total of 120 patients participated in the study and completed the
questionnaire. Of the 120 patients, 65 (54.2%) were females and
55 (45.8%) were males. The mean age of the study subjects was
49.68 years. Sixty (50%) patients had a per capita income lower than
Rs. 20000. Gastrointestinal cancers were most common among the
patients accounting for 31.7% followed by breast cancer (15.8%).
Sixty two (51.7%) patients had two adverse drug reactions (ADRs) and
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45 (37.5%) had one ADR. Forty seven (39.2%) patients presented with
stage 2 cancer, while 43 (35.8%) patients had stage 3 cancer (Table 1).

3.2 | Findings on QoL outcomes

The total FACT-G QoL mean score was 61.933 + 5.85502. An evalua-
tion of subscale mean scores shows that physical well-being (min:
0-max: 28) was 17.39 + 2.692, social well-being (min: 0-max: 28) was
15.95 + 3.493, emotional well-being (min:0-max: 24) was 14.50
+2.158, and functional well-being (min:0 - max:28) was 13.95
+ 3.295; the subscale which was most negatively affected was func-
tional well-being followed by emotional well-being (Table 2).

Compared to US patients, the reported general well-being scores
were lower in all subscales, especially for social well-being (effect size
[ES] = 1.2; CI: 1.3-1) and emotional well-being (ES = 1; ClI: 1.1-0.8),
indicating worse QoL than the US sample (Table 3).

Compared to Hyderabad patients, the reported overall well-being
scores was slightly lesser. The emotional well-being (effect size
[ES] = 1.7; Cl: 1.9-14) and functional well-being (effect size [ES] = 1.3;
Cl: 1.0-1.5) scores were much lesser in Uttarakhand patients com-
pared to Hyderabad patients (Table 4).

3.3 | Factors affecting the quality of life

A comparison of FACT-G overall QoL score and its subscale mean
scores for some variables about demographic features and cancer
treatment was done. The overall FACT-G mean QoL score for illiterate
patients was significantly low (P = .009) and also for those who were
engaged in agriculture/business (P = .04). No significant differences
were found when FACT-G overall mean QoL scores were compared
in terms of age, income status, type of cancer, number of ADRs, and
stage of the disease (Table 5).

The physical well-being score of patients who have more number
of ADRs was found to be significantly low (P = .018) (Table 5). The
social well-being mean scores of patients who never went to school
(illiterate) were found to be significantly low (P = .033) (Table 5). The
emotional well-being mean scores of the patients who have more
ADRs were significantly low (P = .000) (Table 5). The functional well-
being subscale mean scores for patients who were engaged in agricul-
ture/business were significantly low (P = .04) (Table 5).

4 | DISCUSSION

The present study reveals a mean score of QoL as 61.93 which repre-
sents low QoL among adult patients undergoing cancer chemotherapy.
Upon comparison with US patient sample, patients in our sample
reported lower functional, physical, emotional, and social well-being. This
disparity in wellness scores may be explained by the availability of well-
resourced allied health facilities in high-income countries and the relative

lack of these facilities in our study setting and Indian public health



RAMASUBBU ET AL.

6011 | \A/| LEy_ICancer Reports @!

TABLE 1 Distribution of

Variable Grouping Frequency(n) Percentage(%) o
demographic, disease, and treatment
Age 19-40 30 25 variables (n = 120)
40-50 29 24.2
50-60 25 20.8
>60 36 30
Sex Female 65 54.2
Male 55 45.8
Income status Rs. <20 000 60 50
Rs. 20 001-50 000 58 48.3
Rs. >50 000 2 1.7
Education llliterate 28 233
Primary/secondary 61 50.8
Collegiate 31 25.8
Occupation Business/agriculture 29 24.2
House wife 37 30.8
Government/private employees 52 43.33
Unemployed 2 1.67
Cancer type Haematological 18 15
Breast 19 15.8
Gastrointestinal 38 31.7
Lung 14 11.7
Lymphoma 14 11.7
Cervix 6 5
Others 11 9.2
Type of treatment Chemotherapy 81 67.5
Chemo radiotherapy 39 325
No. of ADRs 1 45 37.5
2 62 51.7
3 12 10
4 1 0.8
Stage of the disease 1 17 14.2
2 47 39.2
3 43 35.8
4 13 10.8
Domains n Minimum Maximum Mean SD TABLE 2 Quality-of-!ife scoresin the
four domains of the Functional Assessment
Physical well-being 120 9 25 17.39 2.692 of Cancer Therapy-General tool
Social/family well-being 120 S 26 15.95 3.493
Emotional well-being 120 8 22 14.50 2.158
Functional well-being 120 4 21 13.95 3.295
Total QOL 120 46 81 61.933 5.85502

context in India. The mean QoL score on our study is lesser when com-
pared to other studies conducted in India.X?® The low QoL is attributed
to the patient population who presented to the hospital with advanced
stage of the disease.3! Forty seven patients were diagnosed with stage

2 of the disease and 56 patients with stage 3 and 4 of the disease. Eighty

two percentage of population in Uttarakhand belongs to Hindu religion,
and they have spiritual concerns which are linked to poor psychosocial
health and poorer QoL.®2 The accessability to healthcare system in
Uttarkhand is also a reason for low QoL because of the shortage of phy-

sicians in remote and farflung hilly areas.>®
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TABLE 3 Comparison of QoL outcomes with US cancer sample

Uttarakhand US cancer

patients sample

(N = 120) (N =2236)* Cohen's D
Instrument Mean (SD) Mean (SD) Mean (95% Cl)
FACT-G total score 61.9(5.8) 80.9(17.0) -1.1(-1.3,-0.9)
FACT-G PWB subscale 17.4(2.7) 21.3(6.0) —-0.7(-0.8, -0.5)
FACT-G SWB subscale 16.0(3.5) 22.1(5.3) -1.2(-1.3, -1)
FACT-G EWB subscale 14.5(2.1) 18.7(4.5) -1(-1.1, -0.8)
FACT-G FWB subscale 13.9(3.2) 18.9(6.8) -0.7(-0.9, —-0.6)

Abbreviations: EWB, emotional well-being; FWB, functional well-being;
PWB, physical well-being; SWB, social well-being.

2FACT-G is referenced from Brucker PS, Yost K, Cashy J, Webster K, Cella
D. General population and cancer patient norms for the Functional Assess-
ment of Cancer Therapy-General (FACT-G). Evaluation and the health pro-
fessions. 2005 June; 28 (2):192-211.

TABLE 4 Comparison of QoL outcomes with Hyderabad cancer

sample

Uttarakhand Hyderabad

patients patients

(N=120)  (N=210)" Cohen'sD
Instrument Mean (SD) Mean (SD) Mean(95% Cl)
FACT-G total score 61.9(5.8) 62.4(10) —0.05(-0.2, 0.6)
FACT-G PWB subscale 17.4(2.7) 17.0(4.5) 0.1(-0.1,0.3)
FACT-G SWB subscale 16.0(3.5) 16.2(3.3) -0.02(-0.2,0.1)
FACT-G EWB subscale 14.5(2.1) 20.0(3.7) -1.7(-1.9,-1.4)
FACT-G FWB subscale 13.9(3.2) 9.2(3.8) 1.3(1.0, 1.5)

Abbreviations: EWB, emotional well-being; FWB, functional well-being;
PWB, physical well-being; SWB, social well-being.

Though females had lesser mean QoL scores than males, the gen-
der did not affect the overall QoL of patients in our study (P > .05).
Two other QoL studies in cancer patients have reported similar
results.3>*3> On the other hand, in two other studies, female patients
had lower physical, social, psychological life qualities.2¢%”

Within all the domains, functional well-being was most com-
monly affected in our study subjects, the score being 13.95. The
functional well-being scale involves those items which reflect the
capability to work and function independently. Out of the four
domains, the respondents opined that the functional domain had a
great impact on their QoL. These findings are congruent with a pre-
vious study which expressed autonomy as one of the crucial indica-
tors of QoL among people with long-standing osteoarthritis,
rheumatoid arthritis, and diabetes.3® Chemotherapy can reduce the
functional capacity of cancer patients and also increase the level of
fatigue in cancer survivors.%’

The second most affected QoL domain in our study was emo-
tional well-being with a mean score of 14.50. Our findings are consis-
tent with a study conducted on Indian cancer patients.'’ Fear of

cancer recurrence and related depressive symptoms plays a crucial
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role in dealing with the disease and the recovery process. Our findings
are in contrast to the popular belief that Indian patients are well-
protected with a tight family network. The identification of cancer,
chemotherapy cycles, and cancer relapses may all be grounds for con-
siderable stress and upheavals necessitating psychosocial adaptations,
both for family and patients.

Cancer diagnosis alters the family functioning and imposes a
financial strain on the family which might make the patient perceive a
loss of family. Family members experience psychological stress which
in turn causes problems in their job, including absence, a decrease in
their productivity, threat of dismissal, and financial issues.*®

Economic distress negatively affects the emotional well-being of
cancer patients. Likewise, fear and stigma associated with cancer also
affect the emotional well-being of the patient. The stigma of having
cancer and the fear of discrimination and the denial of fundamental
welfare rights lead to social exclusion.** Malignancy-related myths
and stigma have effects on diagnosis and treatment. Posttreatment
effects such as loss of hair and physical deformities results in undesir-
ability, unacceptability, and proclivity to stigma. Fright of death in can-
cer makes the patient vulnerable toward social separation.

In our study, illiterate patients had significant negative QoL when
compared to their educated counterparts. Several studies (including
one from India) have reported an association between educational
level and QoL.#2*% Education is one of the important factors that help
in promoting QoL. More trained patients need less time and energy
from doctors than illiterate patients in terms of diagnosis and follow-
up care.** Higher education provides knowledge, better understand-
ing, and awareness creation, which ultimately improve the overall
QoL.** Moreover, importance should be given to health literacy which
increases the health awareness of the patients. Health literacy is
linked to literacy and entails people's knowledge, motivation, and
competences to access, understand, appraise, and apply health infor-
mation in order to make judgments and take decisions in everyday life
concerning healthcare, disease prevention, and health promotion to
maintain or improve quality of life during the life course.*® Patients
should have the ability to apply reading and numeracy skills in a
healthcare setting. The level of health awareness is low in Indian pop-
ulation due to lower educational status, poor functional literacy, and
less priority for health.*”

From this study, it is evident that the number of ADRs impacts
the physical well-being and emotional well-being of cancer patients.
Most of the patients experienced nausea, pain, and lack of energy due
to chemotherapy which might be the reason for negative physical
well-being of the patients. These findings are also in line with previous
studies.*®*? On account of the ADRs, most of the patients feel sad,
with a sense of hopelessness in fighting against cancer, which ulti-
mately affects the emotional well-being of a patient.

A significant positive association was seen between the group of
government/private employees and overall QoL. Similar findings have
been reported in studies conducted by Safaee et al.>° Studies also
show a contradictory association between employment status and
QoL.>* Employment may provide financial means to control the dis-

ease, but it can worsen the QoL owing to frequent hospital visits and
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TABLE 5 Comparison of means (with relevant F values) pertaining to overall and subscale scores QoL FACT-G scores

FACT-G Quality of Life scale

Variable Physical Social Emotional Functional

Age(years) Group well-being well-being well-being well-being Total

19-40 1 17.20 17.10 14.90 14.33 63.53

40-50 2 17.17 15.93 14.83 13.79 61.72

50-60 3 17.88 16.32 13.92 14.12 62.24

>60 4 17.39 15.22 14.31 13.64 60.55

- F=0.383 F=1.86 F=1.275 F=0.281 F=1.463

- p=0.766 p=0.139 p=0.286 p=0.839 p=0.228

Sex

Male 1 17.68 16.03 14.40 13.51 61.62

Female 2 17.05 16.16 14.62 14.47 62.30
p=0.208 p=0.827 p=0.583 p=0.110 p=0.520

Education

Illiterate 1 16.64 15.00 14.71 13.04 59.39

Primary/ 2 17.54 16.02 14.26 14.23 62.04

Secondary

Collegiate 3 17.77 17.23 14.77 14.23 64.00

= F=1.502 F=3.516 F=0.755 F=1.416 F=4.87

- p=0.227 p=0.033 (D =1 p=0.472 p=0.247 p=0.009" (D=1

from 3) from 2,3)

Income status

Rs. <20000 1 17.33 15.73 14.43 13.65 61.15
Rs. 20001 - 2 17.45 16.33 14.64 14.26 62.67
50000
Rs. >50000 3 17.50 20.00 12.50 14.00 64.00
- F=0.028 F=1.931 F=1.006 F=0.499 F=1.126
- p=0.972 p=0.15 p= 0.369 p= 0.608 p= 0.328
Occupation
Business/ 1 17.93 15.48 14.31 12.34 60.06
agriculture
Housewife 2 16.97 15.92 14.49 14.38 61.75
Government/ 3 17.44 16.73 14.48 14.67 63.32
private
employees
Unemployed 4 16.00 11.50 18.00 10.50 56.00
= F=0.868 F=2.380 F=1.871 F= 4.420 F=2.77
- p= 0.460 p=0.07 p=0.138 p=0.006" (D =1 p=0.04" (D=1
from 2,3) from 3)
Cancer type
Haematological 1 17.39 16.83 15.00 13.78 63.00
Breast 2 16.68 16.37 14.89 14.16 62.10
Gastrointestinal 3 17.68 15.42 14.68 13.89 61.68
Lung 4 17.00 15.29 13.50 14.21 60.00
Lymphoma 5 17.79 18.07 14.14 13.71 60.72
Cervix 6 17.67 15.67 14.67 14.33 63.71
Others 7 17.45 15.45 14.00 13.82 62.33
- F=0.392 F=1.537 F=0.982 F=0.063 F=0.65

- p=0.883 p=0.172 p= 0.441 p=0.999 p=0.68
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TABLE 5 (Continued)
FACT-G Quality of Life scale
Variable Physical Social Emotional Functional
Age(years) Group well-being well-being well-being well-being Total
No.of.ADRs
1 1 17.51 16.16 14.38 13.47 61.51
2 2 17.44 16.39 14.35 14.45 62.62
3 3 17.42 14.58 16.25 12.67 60.91
4 4 9.00 13.00 8.00 20.00 50.00
= F=3.47 F=1.307 F= 6.620 F=2.637 F=191
- p=0018" (D=4 p=0.275 p=0.000"" (D=4  p=0.053 p=0.130
from 1,2,3) from 1,2,3)
Stage of the disease
| 1 17.76 17.41 13.53 14.41 63.11
Il 2 17.34 16.17 14.85 13.74 62.10
1 3 16.69 16.07 14.49 14.09 62.16
v 4 17.39 14.15 14.54 13.62 59.00
- F=0.429 F=2.49 F=1.586 F=0.239 F=1.368
- p=0.733 p=0.06 p=0.196 p=0.869 p=0.256
;P<o.o5,
p<0.01,

""p<0.001, ‘D’ indicates the group(s) that significantly differ.

workload. While unemployed patients may face financial difficulties,
they may attend hospital visits in a more comfortable way than those
who are employed. Besides, friends and colleagues on the worksite
can also play a crucial role in improving the QoL.

The long-lasting ADRs of cancer chemotherapy and the treatment
of cancer-related symptoms are important areas for physicians and
cancer patients to ponder upon when attempting to recognize and
enhance the QoL effects.’?

Educational programs for doctors and other healthcare workers
who are dealing with cancer patients can foster better interaction
between patients and healthcare workers. Hence, they can willingly
tap active cooperation; patients and their families can better deal with
treatment-associated ADRs thereby enhancing better social and func-
tional well-being.

Most of the cancer patients avail spiritual help as their crucial
coping mechanism. Some studies have documented that the greater
use of positive religious coping improves the overall QoL of cancer
patients.”®

In North India, very few studies have been undertaken to focus on
QoL concerns of cancer subjects. Poor infrastructure, illiteracy, poverty,
and lack of proper treatment facilities at most centres often lead to
poor survival outcomes, and hence focus has always been on achieving
quantity of life rather than quality of life (QoL). This is further compli-
cated due to nonavailability of validated tools in local vernacular, apa-
thy of the treating physicians in the context of QoL aspects and social
and cultural factors that are unique to this society. Psycho-oncology

needs to become an integral entity of comprehensive cancer care.’*°°

Therefore, the results of our study are intended to inform and motivate
healthcare workers and investigators for undertaking further analysis

and outlining effective patient care plans to enhance QoL.

5 | LIMITATIONS

The modest sample size is a limitation of this study. The modest sam-
ple size might have caused some uncertainty during subgroup analysis.
Longitudinal studies are underway to provide a clearer picture of QoL
in patients undergoing anticancer therapy in North India.

6 | CONCLUSIONS

The findings of the present study indicate low QoL among cancer
patients on anticancer therapy. Functional well-being was most
affected in cancer patients followed by emotional well-being among
cancer patients on anticancer therapy. From our study, it was found
that the overall QoL of patients was influenced by education and
occupational status of the patient. Unemployed and illiterate patients
have worser QoL than employed and educated patients.
Chemotherapy-induced ADRs affect the physical well-being as well as
the emotional well-being of patients. It is imperative to initiate assua-
sive programs for patients on cancer chemotherapy in order to mollify
their physical and emotional sufferings and consequently improving

the QoL.
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