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Abstract
Purpose Improving health-related quality of life (HRQL) is
the main goal of palliative care and an important outcome
for oncology trials. This study examines medical and
sociodemographic determinants of HRQL in outpatients
with advanced cancer.
Methods Patients with metastatic gastrointestinal, genito-
urinary, breast, lung or gynecological cancer, ECOG 0-2,
and clinical prognosis of 6 months to 2 years were recruited
from outpatient medical oncology clinics. HRQL was
measured using the FACT-G questionnaire and the

FACIT-Sp meaning and peace (existential) subscale. The
influence of demographic and medical characteristics on
HRQL was determined using t tests and analysis of
variance, with Tukey’s correction for multiple comparisons.
Multivariate linear regression was used to determine
independent predictors.
Results Of 285 patients, 57% were female and the median
age was 61 years; 44% were alive at latest follow-up; and
of those deceased, the mean survival time was 10 months.
The strongest determinants of overall HRQL were in-
creased age (p<0.001), good performance status (PS; p<
0.001) and survival time >6 months (p=0.001). Compared
to patients receiving cancer treatment, those awaiting new
treatment had worse emotional well-being (p<0.001), while
those on surveillance or whose treatment had been stopped
had worse existential well-being (p=0.03). Male gender
predicted better emotional and physical well-being and
lower income predicted worse social well-being.
Conclusions Age, PS, survival time, and treatment status
are important determinants of HRQL in patients with
advanced cancer. Decision aids, open communication, and
involvement of supportive care specialists may improve
emotional and existential distress associated with changing
or stopping cancer treatment.
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Introduction

Maximizing health related quality of life (HRQL) for
patients is a central focus of palliative care [1–3]. HRQL
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is typically measured according to physical, functional,
social, and psychological domains; in addition, the existen-
tial domain is of particular relevance in patients with
advanced cancer [4–6]. HRQL is determined not only by
the disease and its treatment, but also by other medical and
sociodemographic characteristics [7–11]. It is important to
develop an understanding of variables that may influence
HRQL for patients with advanced cancer, so that these can
be accounted for in clinical trials; it is also important to
identify vulnerable groups, so that their HRQL can be
specifically addressed and optimized.

Most studies of determinants of HRQL have been
conducted in general populations [7–10]. Such studies
have reported better HRQL among those who are younger
[7, 9, 10], male [9, 10], married [7, 8], and have higher
education [7, 8]. Studies comparing cancer and non-cancer
populations have shown that a malignant diagnosis is not
associated with reduced global HRQL, although having
cancer reduces physical and role function [11, 12]. There
have been only three studies investigating determinants of
HRQL for patients with advanced cancer [13–15], only
two of which had significant results [13, 14]. Both used
the European Organization for Research and Treatment of
Cancer Quality of Life Questionnaire-Core 30 (EORTC
QLQ-C30) and reported less pain and better emotional
functioning in older patients, more nausea and vomiting in
women, and worse social functioning in married/cohabit-
ing patients [13, 14]. The third study used the Functional
Assessment of Cancer Therapy-General (FACT-G) mea-
sure and found that HRQL in people with advanced cancer
(clinical prognosis 3 months to 2 years) did not vary
significantly in relation to marital status, education level,
ECOG performance status, or clinician-estimated life
expectancy [15]. Although spiritual well-being was
strongly associated with HRQL in this last study [15]
and it has been recommended that spirituality be included
as a domain in HRQL measures [6, 16], no previous study
has included the existential domain as an outcome rather
than a predictor of HRQL. Treatment status was only
assessed in one study, where just 13% of patients were
receiving cancer treatment [13]; no impact on HRQL was
found.

The purpose of our study was to examine factors
associated with HRQL for outpatients with advanced
cancer, including physical, emotional, social, functional,
and existential domains. We hypothesized that better HRQL
would be associated with demographic factors such as
increased age, male gender, and higher income, and with
disease-related factors such as better performance status,
lower comorbidity, and increased survival time. For
treatment status we had no directional hypotheses, as
HRQL could improve with treatment, but could also be
influenced by side effects.

Patients and methods

Study participants

Patients were recruited from December 2006 to December
2008, as part of a cluster randomized controlled trial of
early intervention by a specialized palliative care team
versus routine oncology care in patients with advanced
cancer. Recruitment took place at 24 oncology clinics at
Princess Margaret Hospital, a comprehensive cancer center
in Toronto, Canada.

Eligibility criteria included a diagnosis of stage IV
gastrointestinal, genitourinary, breast or gynecological
cancer, or stage III/IV lung cancer, ECOG ≤2, and a
clinical prognosis of 6 months to 2 years (the latter two
criteria were determined by the patient’s primary oncolo-
gist). Patients with locally advanced pancreatic or esopha-
geal cancer were also included. Those with insufficient
English to complete the questionnaires or who did not pass
the cognitive screening test (Short Orientation-Memory-
Concentration Test score <20 or >10 errors) [17] were
excluded.

All patients provided written informed consent; those
who did not wish to proceed with the trial were asked for
written consent to complete baseline measures only.
Because this was a cluster-randomized study, randomiza-
tion of clinics occurred before patient consent. To decrease
bias, patients recruited for the control group were not told
about the existence of a trial and were invited to participate
in a study assessing quality of life and satisfaction with
care. This consent process has been used previously in
cluster-randomized trials of palliative care [18] and other
interventions [19, 20]. The protocol was approved by the
Research Ethics Board of the University Health Network.

Measures

Consenting patients completed measures of HRQL at
baseline and at monthly intervals for 4 months. For this
study, baseline measures were used for all analyses.

The FACT-G is a 27-item internationally validated
questionnaire. The core of the FACIT scales, it is divided
into four primary HRQL domains: physical well-being,
social/family well-being, emotional well-being and func-
tional well-being [21, 22]. The total FACT-G score is
calculated by summing the four subscale scores. A two-
point difference on the FACT-G subscale scores and a five-
point difference on the FACT-G are associated with
clinically and subjectively meaningful differences [22–24].

The 12-item Functional Assessment of Chronic Illness
Therapy-Spiritual Well-being (FACIT-Sp) is a validated
measure of spiritual well-being [16, 25], which consists of
two subscales complementary to the FACT-G. One subscale
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measures existential well-being (meaning and peace; eight
items) and includes statements such as “I have a reason for
living”. The other assesses religious well-being (faith; four
items), and includes items such as “I find comfort in my
faith or spiritual beliefs”. HRQL is reported to depend
much more on the meaning and peace than on the faith
subscale [6, 15], which may even have a negative impact
[26]. We used the eight-item meaning and peace subscale to
measure existential well-being.

The primary outcome was HRQL including physical,
social, emotional, functional, and existential well-being, as
measured by the combined score of the four FACT-G
subscales and the meaning and peace subscale; secondary
outcomes were the individual subscales. As suggested in
the FACT-G and FACIT-Sp scoring guidelines [22], when
there were missing items, subscale scores were prorated by
multiplying the sum of the subscale by the number of items
in that subscale, then dividing by the number of questions
answered. This is considered acceptable as long as more
than 50% of the items are answered for that subscale
[22].

The Charlson Comorbidity Index (CCI) generates a
weighted score based on the presence of various medical
illnesses [27]; it has good reliability and validity, and is the
most commonly used measure of comorbidity for patients
with cancer [28].

Patients completed a demographic questionnaire at the
time of enrolment. This included age, gender, ethnic origin
[29], level of education, marital status, living arrangement,
employment status, household income, cancer treatment,
and comorbid diagnoses. In addition, research staff
reviewed medical records to document and verify demo-
graphic data, cancer diagnosis, stage, and cancer treatment
status. The latter was abstracted in duplicate (DB, CZ)
using a standardized abstraction sheet. Discrepancies were
resolved by jointly referring to the medical records.

Statistical analyses

The mean total and subscale scores for the HRQL scales
were compared among subgroups according to patient
medical and sociodemographic characteristics using Stu-
dent’s t test and one-way analysis of variance, with Tukey’s
correction for multiple comparisons. Demographic varia-
bles included those listed above; medical variables included
performance status, primary cancer site, survival time after
completion of the measures, and cancer treatment status.
Treatment status was categorized as follows: “receiving
cancer treatment” (receiving chemotherapy, hormonal ther-
apy and/or radiation); “awaiting new treatment” (those
awaiting a further line of treatment), or “no cancer
treatment” (those on surveillance or where treatment had
been stopped).

The influence of medical and demographic character-
istics on HRQL was examined using multivariate linear
regression. The initial model included all of the above
covariates except marital status, cancer site, and employ-
ment status. Marital status was excluded due to collinearity
with living situation, and employment status due to
collinearity with age. Cancer site was excluded because
certain sites are gender-specific (e.g., breast and gyneco-
logical). Age, comorbidity, and performance status were
included as continuous variables. The following variables
were dichotomized: income (≥$60,000 vs. <$60,000),
education (≥high school vs. >high school), living situation
(alone vs. with others), and ethnic origin (non-European vs.
European).

For survival following completion of the questionnaires,
multiple dichotomous (‘dummy’) variables were first
entered into the model: ≤6 months, >6-12 months, >12-
18 months, >18-24 months, and >24-30 months, with alive
as the reference variable. However, only survival ≤6 months
was significantly associated with any HRQL outcomes, and
so this variable was subsequently dichotomized (≤6 vs.
>6 months). Multiple dichotomous variables were also
created for treatment status, with receiving cancer treatment
as the referent. In total, there were ten independent
variables; thus, the recommended sample size for adequate
power is at least 200 subjects (20 subjects per independent
variable) [30].

A backwards stepwise selection process was used to build
the regression models. A two-sided p<0.05 was considered
statistically significant. Analyses were performed with SPSS,
version 16.0 (SPSS Inc, Chicago, IL, USA).

Results

Patient characteristics

Of 582 eligible patients approached, 285 completed
baseline measures; an additional 96 initially consented to
participate but did not ultimately complete baseline meas-
ures. The most common reasons for declining to participate
were lack of interest (n=84) and time required (n=45).

Table 1 shows the demographic and Table 2 the medical
characteristics of the study sample (n=285). The median
age was 61 years, 57% were female, 72% were married/
common law, and 18% lived alone. Forty-four percent were
alive at the time of analysis; and of those who were
deceased, the mean interval from completion of measures to
death was 10 months. Comorbidity was low with a median
CCI score of 0 (range, 0-6). The most prevalent coexisting
medical diagnoses were hypertension (n=81), high choles-
terol (n=39), diabetes (n=37), ischemic heart disease (n=
24), and arthritis (n=24), psychiatric diagnoses included
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depression (n=13), and anxiety disorder (n=5). The mean
and median FACT-G and FACIT-Sp subscale and total
scores are shown on Table 3.

Univariate analyses

HRQL scores according to demographic and medical
characteristics are shown on Table 4. Older patients and
men had better physical and emotional well-being than
younger patients and women. Patients of European back-
ground reported better physical well-being than those of
non-European origin. Patients with lower income had worse
social well-being on the FACT-G scale. Those who were
employed or retired had better well-being for the physical,
functional, and emotional subscales than those who were
unemployed or on disability.

Patients with poor performance status had worse
physical, emotional, functional, and existential well-being.
Patients with lung cancer had the worst physical and
functional HRQL while emotional well-being was lowest
for those with breast and gynecological cancers. There were
no significant differences for treatment status (Table 4) nor
for living situation, marital status, or education (data not
shown). Patients who survived less than 6 months had the
worst HRQL subscores for all domains except social well-
being.

Determinants of HRQL according to multivariate analyses

The strongest and most consistent determinants of overall
HRQL were increased age, good performance status, and a

Table 1 Sociodemographic characteristics of participants (n=285)

Characteristic N %

Gender

Female 163 57.2

Male 122 42.8

Age (years)

Median (min-max) 61.0 28-88

Living situation

Alone 51 17.9

With others 234 82.1

Marital status

Married/common law 204 71.6

Single 33 11.6

Separated/divorced 28 9.8

Widowed 20 7.0

Education

<High school 18 6.4

High school 66 23.2

College/university 200 70.4

Employment status

Unemployed 37 13.0

On disability 55 19.3

Employed 69 24.2

Retired 124 43.5

Household income

<$14,999 6 2.1

$15,000–29,999 24 8.4

$30,000-59,999 50 17.5

>$60,000 102 35.8

Not answered 103 36.2

Ethnicity

European 237 83.2

Non-European 48 16.8

Table 2 Medical characteristics of participants (n=285)

Characteristic N %

Primary tumour site

Gastrointestinal 79 28

Genitourinary 61 21

Gynecology 51 18

Lung 48 17

Breast 46 16

Performance status (ECOG)

0 96 34

1 173 61

2 16 6

Cancer treatment status

Receiving treatment

Chemotherapy 197 70

Chemotherapy and radiation 4 1

Hormonal agents 15 5

Chemotherapy stopped 4 1

On surveillance 26 9

Awaiting new treatment 39 14

Charlson Comorbidity Index

0 202 71

1 53 19

≥2 30 11

Survival after completion of measures

Alive 125 44

>24-30 months 6 2

>18-24 months 17 6

>12-18 months 34 12

>6-12 months 42 15

0-6 months 61 21

Number of months deceased

Mean (SD) 10.2 6.8

Median (range) 8 1-28
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Table 4 Comparisons of FACT-G and FACIT-Sp domains by demographic and medical characteristics of participants (means and standard
deviations are indicated)

Variable PWB SWB EWB FWB ExWB

Sex Male 20.2 (5.2)a, ** 22.1 (4.5) 18.3 (4.3)a, *** 17.2 (5.9) 24.5 (5.2)

Female 17.2 (5.9) 22.4 (4.6) 16.3 (4.8) 16.6 (5.8) 23.9 (5.6)

Age <60 years 17.9 (6.0)a, *** 22.2 (4.3) 16.3 (4.7)** 16.3 (5.8) 23.8 (4.8)

≥60 years 20.1 (5.2) 22.4 (4.8) 17.9 (4.5) 17.4 (5.8) 24.4 (5.9)

Ethnicity Non-European 16.9 (7.0)a, * 22.7 (4.8) 17.8 (4.8) 16.0 (6.3) 24.6 (4.7)

European 19.5 (5.3) 22.2 (4.5) 17.0 (4.6) 17.1 (5.7) 24.1 (5.5)

Employment Status Employed 20.2 (4.8)a, *** 22.6 (4.0) 17.4 (4.7)* 18.6 (5.4)a, *** 24.6 (4.9)

Unemployed 16.9 (7.1) 22.8 (4.7) 16.2 (5.0) 15.6 (7.4) 24.1 (5.7)

On disability 16.3 (5.9) 21.4 (4.2) 15.7 (4.8) 14.7 (4.9) 23.1 (5.0)

Retired 20.3 (5.0) 22.4 (4.9) 17.9 (4.3) 17.3 (5.5) 24.4 (5.7)

Income ≥$60,000 19.3 (5.8) 23.3 (3.8)** 16.7 (4.8) 17.3 (5.5) 24.0 (5.5)

$30,000-$59,999 18.7 (5.2) 22.2 (4.2) 18.2 (4.7) 17.2 (6.2) 25.0 (5.0)

$15,000-$29,999 18.3 (4.8) 19.5 (6.5) 16.7 (4.8) 16.0 (6.3) 22.4 (6.5)

<$14,999 19.3 (6.0) 22.6 (4.1) 19.3 (3.3) 19.5 (5.0) 26.3 (6.3)

Survival time Survived >6 months/alive 19.6 (5.5)a, *** 22.2 (4.5) 17.4 (4.4) 17.6 (5.5)a, *** 24.6 (4.9)*

Survived ≤6 months 17.0 (5.9) 22.5 (4.8) 16.2 (5.4) 14.5 (6.4) 22.7 (6.8)

ECOG 0 21.1 (4.8)a, *** 22.8 (4.3) 18.2 (4.0)a, ** 19.2 (5.5)a, *** 25.6 (4.5)a, ***

1 18.5 (5.5) 22.2 (4.4) 16.7 (4.8) 16.0 (5.5) 23.6 (5.4)

2 12.8 (7.0) 20.6 (6.8) 14.9 (5.4) 12.3 (6.7) 20.5 (7.2)

Primary tumour Breast 18.7 (6.7)a, * 22.1 (4.7) 15.8 (5.1)a, ** 17.5 (7.0) 24.3 (5.5)

GI 19.9 (4.6) 22.5 (4.2) 18.4 (4.2) 17.2 (5.5) 24.2 (5.2)

GU 20.2 (5.5) 22.3 (4.3) 17.7 (4.4) 17.8 (5.4) 24.8 (4.7)

GYNE 18.0 (5.5) 22.1 (4.7) 16.0 (5.1) 16.9 (5.5) 24.2 (5.7)

Lung 17.4 (6.3) 22.5 (5.2) 16.9 (4.3) 14.8 (5.5) 23.1 (6.1)

Cancer treatment status Receiving treatment 19.0 (5.8) 22.4 (4.4) 17.2 (4.6) 17.1 (5.6) 24.3 (4.9)

No cancer treatment 18.5 (5.3) 22.5 (4.4) 17.8 (4.0) 15.8 (6.6) 22.2 (7.3)

Awaiting new treatment 19.4 (5.6) 21.6 (5.7) 16.1 (5.3) 16.9 (6.0) 24.8 (6.0)

PWB physical well-being, SWB social well-being, EWB emotional well-being, FWB functional well-being, ExWB existential well-being
a Clinically significant
* p≤0.05 for overall comparison
** p≤0.01 for overall comparison
*** p≤0.001 for overall comparison

N Mean (SD) Median Min-max

FACT-G

Physical well-being (PWB) 285 19.0 (5.7) 20 0-28

Social well-being (SWB) 282 22.3 (4.6) 23 3-28

Emotional well-being (EWB) 283 17.1 (4.7) 18 4-24

Functional well-being (FWB) 283 16.9 (5.8) 17 1-28

Total 283 75.2 (15.6) 77 25.3-106

FACIT-Sp

Meaning and peace (ExWB) 280 24.2 (5.4) 25 3-32

FACT-G + ExWB 277 99.8 (19.1) 102 32-138

Table 3 FACT-G and FACIT-
Sp subscale and total scores

Higher scores represent better
HRQL. Maximum score on
PWB, SWB, or FWB subscales,
28; EWB, 24; total FACT-G,
108. Maximum possible mean-
ing and peace subscale score,
32; FACT-G + FACIT meaning
and peace, 140.
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survival time of greater than 6 months (Table 5). Older age
was a particularly strong predictor of physical and
emotional well-being and better performance status and
longer survival were especially associated with physical
and functional well-being. Compared to patients receiving
cancer treatment, those awaiting a new treatment line had
worse emotional well-being, while those who were not
receiving treatment had worse existential well-being. Male
gender predicted better emotional and physical well-being
and lower income predicted worse social well-being.

Discussion

This study examined sociodemographic and medical deter-
minants of HRQL for outpatients with advanced cancer
using validated measures including the existential domain.

The strongest determinants of overall HRQL were older
age, good performance status, and subsequent survival of
more than 6 months. Treatment status had a strong impact
on emotional well-being and also affected existential well-
being. Other predictors such as male gender and higher
income had a smaller impact on particular subscales.

Younger age was associated with worse HRQL, partic-
ularly in the physical and emotional domains. These
findings are similar to those of two studies using the
EORTC QLQ-C30 to measure HRQL in patients with
advanced cancer, which found associations between youn-
ger age, and worse emotional functioning and pain control
[13, 14]. In contrast, studies in general populations have
consistently reported a decline in HRQL with older age [7,
9–11, 31]. This contrasting influence of age in general
populations compared to patients with advanced cancer
may be explained by the fact that comorbidity contributes

Table 5 Multivariate determinants of health-related quality of life

Outcome Variable (model R2) Factors contributing to the model Non-standardized
coefficients

Standardized coefficients P value

β SE β

FACT-G/FACIT domain

Physical well-being (0.22) Sex −1.6 0.8 −0.1 0.04

Age 0.1 0.03 0.3 <0.001

ECOG −3.0 0.7 −0.3 <0.001

Survived ≤6 months −2.7 0.9 −0.2 0.003

Social well-being (0.08) Age 0.06 0.03 0.2 0.05

Income ≥$60 K 2.1 0.7 0.2 0.002

CCI score −0.8 0.4 −0.1 0.05

Emotional well-being (0.22) Sex −1.7 0.7 −0.2 0.01

Age 0.12 0.03 0.3 <0.001

ECOG −1.6 0.6 −0.2 0.007

Awaiting new treatment −3.2 0.9 −0.2 <0.001

Survived ≤6 months −1.9 0.8 −0.2 0.02

Functional well-being (0.16) Age 0.09 0.04 0.2 0.01

ECOG −2.8 0.7 −0.3 <0.001

Survived ≤6 months −3.1 1.0 −0.2 0.002

Existential well-being (ExWB) (0.13) Age 0.07 0.03 0.2 0.04

ECOG −2.1 0.7 −0.2 0.003

No cancer treatment −2.9 1.3 −0.2 0.03

Survived ≤6 months −2.8 1.0 −0.2 0.004

FACT-G Total (0.24) Age 0.4 0.1 0.3 <0.001

ECOG −8.6 1.9 −0.3 <0.001

Awaiting new treatment −6.9 2.9 −0.2 0.02

Survived ≤6 months −7.8 2.5 −0.2 0.002

FACT-G and ExWB (0.22) Age 0.5 0.1 0.3 <0.001

ECOG −10.9 2.4 −0.3 <0.001

Awaiting new treatment −7.5 3.7 −0.1 0.05

Survived ≤6 months −10.5 3.2 −0.2 0.001
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to worsening HRQL with age [11], but may not be of the
same relative importance for patients with advanced cancer.
A diagnosis of advanced cancer may also be more
traumatizing for younger patients, because they are less
likely to expect a diagnosis of terminal illness [32], and are
more likely to have concurrent roles and responsibilities
such as being the main family wage earner or the parent of
young children [33, 34]. There remains a dearth of literature
on the specific needs of younger patients with cancer and
their families and further research is needed in this area.

Both performance status and survival time were inde-
pendent determinants of physical, functional, emotional,
and existential well-being. These findings confirm those of
a study using the EORTC QLQ-C30 measure [13] and
demonstrate that although performance status is a predictor
of prognosis [35], it cannot be used reliably as a proxy for
survival time. Rather, survival time should also be included
as a covariate in trials of advanced cancer patients with
HRQL as an outcome. This can be done by waiting at least
6 months after completion of the study before conducting
analyses and dichotomizing by survival <6 versus
≥6 months. Another study measuring existential well-
being found that this was associated with self-rated
performance status; however, it was unclear whether
patients found more meaning and peace because they were
less affected by their illness, or whether their existential
well-being protected them from feeling the effects of their
illness [6]. Our finding that survival time and clinician-
rated performance status are associated with existential
well-being indicates that spiritual well-being decreases with
advancing disease and decline in function. Lack of
existential well-being has in turn been associated with
depression [36] and may be amenable to change with
psychotherapeutic and palliative interventions [37, 38].

To our knowledge, the current study is the first to report
the impact of treatment status on HRQL in patients with
advanced cancer; in another study where only 13% of
patients were receiving chemotherapy, treatment status was
examined but not found to be significant [13]. Allowing for
age, performance status, and survival time, patients in our
study who were awaiting a new line of chemotherapy had
the worst emotional well-being, while those who were
neither receiving nor anticipating treatment had the worst
existential well-being. There was no association between
treatment status and functional or physical well-being.
Because patients awaiting new treatment have recently
received news that their cancer is getting worse, their
distress may reflect this news, combined with the uncer-
tainty of whether or not the next treatment will be effective.
Conversely, receiving active treatment in the setting of
advanced disease may convey a false sense of security and
prevent end-of-life planning or the engagement in mean-
ingful life review [39]. Decision aids; open, honest

communication of expectations; and the involvement of
palliative care and psychosocial oncology specialists may
help to guide patients and clinicians through the difficult
decisions associated with cancer treatment at the end of life.

Emotional as well as physical well-being was also
impacted by gender. Our findings of worse physical and
emotional well-being in women are similar to those of a
general population study using the FACT-G [7], although
the scores in our sample were worse, and the gender
differences more pronounced. Population studies using the
EORTC QLQ-C30 have also found better emotional
functioning in men than in women [9–11], and investiga-
tions in oncology regarding specific symptoms have noted
increased severity in women of depression [40–44], anxiety
[43–45], fatigue [13, 46–49], and nausea [50]. It is not clear
whether these findings indicate a gender disparity in
symptom perception [51], reporting [52], or treatment, and
further studies are indicated to explain these differences.

Social well-being was rated consistently high and had
few significant determinants other than level of income.
Indeed, compared with general population data from the
USA [12], Austria [7], and Australia [8], social/family well-
being was rated slightly better in our sample (22 vs. 19-20),
although our sample scored worse on the FACT-G total
score (75 vs. 80-87). Our sample also scored worse on all
domains of HRQL than those in previous studies of HRQL
of heterogeneous cancer populations (mean FACT-G total
score 80.4 [53] and 80.9 [12], respectively), but the social
well-being subscore in these studies was similar to that
found for our sample (22.1 and 22.3, respectively). These
findings of higher perceived social well-being for patients
with cancer, whether in the early or advanced stage, may
reflect a greater need for support from family and friends
during serious illness. The questionnaire contains items
such as “I get emotional support from my family” and “I
get support from my friends”. This support may be more
apparent in a situation where it is explicitly required.

Limitations of our study include the generally high
income, high level of education, and predominantly
European ethnic origin of our sample, which has also been
the case for other studies [54]. We also limited the study to
those with relatively good performance status to ensure
appropriate trial follow-up, which may restrict generaliz-
ability. This was also the case for two previous studies
assessing determinants of HRQL in patients with advanced
cancer [13, 15]; studies recruiting patients specifically to
assess HRQL determinants are needed. There was a high
proportion of missing data for income, which may have
influenced the results. Data for this study are cross-
sectional and further longitudinal studies are necessary to
investigate the relationship of HRQL to treatment status
and survival time. Finally, we used measures designed for
cancer but not specifically for palliative care. However,
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although the latter measures usually include existential
well-being, they may measure inadequately physical and
functional aspects of HRQL [55]. We therefore comple-
mented the well-validated FACT-G with a measure of
existential well-being.

Our results show that for outpatients with advanced
cancer, the most important sociodemographic and medical
determinants of HRQL are age, performance status,
survival time, and treatment status. Although the former
two are generally accounted for in trials of palliative care
interventions, the latter are often omitted. The impact of
treatment status on emotional and existential well-being
underscores the importance of attending to communication
of treatment decisions and providing adequate psycholog-
ical and spiritual support. Further epidemiologic studies in
ethnically diverse populations and with patients of mixed
sociodemographic and educational backgrounds are neces-
sary. Further research is also needed regarding the
effectiveness of targeted interventions for specific patient
subgroups.
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