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Purpose: Studies assessing quality of life (QOL) in palliative care settings are still scarce. We 
assessed the QOL score and pain severity in advanced breast cancer patients at the National 
Cancer Hospital in Indonesia and associations between QOL domains with QOL and pain scores.
Materials and Methods: A total of 160 patients who met the study inclusion criteria 
(female, >18 years old, diagnosed with stage III or IV breast cancer) answered the European 
Organization for Research and Treatment of Cancer QOL questionnaire (EORTC QLQ-C15- 
PAL) and the visual analogue scale (VAS) tool for pain severity, prior to palliative oncology 
treatment. Additionally, several sociodemographic and clinical characteristics were collected. 
Linear regression models, adjusted for age, the Karnofsky Performance Status (KPS) score, 
and specific QOL domains were used to explore the associations between the global QOL 
and VAS scores with the different QOL domains.
Results: The patients had a mean age of 50 years (range: 29–76). The overall score for QOL 
and score for VAS was (mean ± SD) 78.02 ± 15.34 and 2.1 ± 2.4, respectively. The analysis 
demonstrated that the domains of emotional functioning (effect estimate: 0.25; 95% CI: 0.14 
to 0.37), fatigue (−0.21; −0.33 to −0.09), pain (−0.13; −0.25 to −0.01), insomnia (−0.25; 
−0.37 to −0.13), and appetite loss (−0.13; −0.25 to −0.008) were associated with the QOL 
score. Only the KPS score (−0.28; −0.46 to −0.11) was associated with the VAS score.
Conclusion: Our study showed high QOL and low VAS scores in advanced breast cancer 
patients prior to palliative oncology treatment. Several QOL domains (emotional functioning, 
fatigue, pain, insomnia, and appetite loss) were associated with QOL and the KPS was 
associated with the pain score. Therefore, these specific QOL domains should be given 
priority in improving QOL in this patient group.
Keywords: health-related quality of life, advance breast cancer, pain severity, EORTC QLQ- 
C15-PAL

Introduction
Breast cancer remains a major public health problem around the world. 
Approximately 2.2 million women worldwide develop this disease, and breast 
cancer is the most common cancer entity.1 In Indonesia, it was estimated that in 
2020 65,858 incidents of breast cancer cases and 22,430 annual deaths due to breast 
cancer occurred.2 Advanced breast cancer patients often experience long-term 
chemotherapy or radiotherapy treatment and accumulation of psychological dis-
tress, chronic pain, and fatigue, which leads to impaired quality of life (QOL).3–5

QOL is a multidimensional concept that considers patients’ subjective assess-
ment of their situation at a specific time.6 Despite its subjective aspect, QOL is 
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considered valid, reliable, and responsive to capturing 
important clinical changes.7,8 Moreover, QOL is an impor-
tant patient-reported outcome that provides insight into 
patient’s disease burden,9,10 helpful in patient empower-
ment, and useful in the interpretation of clinical outcomes 
and treatment decision-making.9

Pain is one of the most common reported symptoms in 
cancer patients and occurs as part of the disease process or 
a side effect of cancer treatment. It represents a problem 
for most breast cancer patients and negatively affects the 
QOL.6,7 A systematic review and meta-analysis, which 
assessed pain prevalence of adult cancer patients globally, 
stated that pain is prevalent in 39.3% of cases after cura-
tive treatment, 55.0% during cancer treatment, and 66.4% 
in advanced disease stages.8 It is important to assess pain, 
as untreated chronic pain often worsens other QOL aspects 
(eg fatigue, nausea, constipation, sleep disturbances, and 
depression). Symptom control is an effective way to 
improve QOL of all cancer patients, but it is mostly 
important for advanced cancer patients who no longer 
respond well to curative or life-prolonging treatments.11,12

Despite growing evidence regarding the positive impact 
of QOL assessment and pain severity in advanced cancer, 
most QOL research was conducted in patients from devel-
oped countries, which have different needs and characteris-
tics compared to patients from developing countries.9 

Moreover, studies showed that scores of QOL/QOL domains 
varied between countries14–16 and there is a need for further 
research in patient-reported outcomes, such as QOL and 
pain severity, when planning patients’ individual cancer 
management plans. Therefore, this study aims to assess 
QOL score and pain severity in advanced breast cancer 
patients prior to palliative oncology treatment at the 
National Cancer Hospital in Indonesia and identify which 
QOL domains (eg functional and symptom scales) are asso-
ciated with the QOL score and pain severity.

Materials and Methods
Study Population
Patients at the oncology unit of the “Dharmais” cancer 
hospital in Jakarta, Indonesia were invited to participate 
in this cross-sectional study between January and 
February 2020. To enter the study, patients had to meet 
the study inclusion criteria: female; aged > 18 years; 
diagnosed with advanced breast cancer; had no difficulty 
in communicating during the data collection without the 
help of a caregiver; and were scheduled to start palliative 

oncology treatment. Advanced breast cancer was defined 
by the American Joint Committee on Cancer as stage III or 
IV breast cancer10 and where no further curative treatment 
options were planned.17 The primary palliative oncology 
treatments were chemotherapy and hormonal therapy, 
while radiotherapy and surgery were used if required to 
reduce symptoms, but not for curative purposes.11 Patients 
with psychological disorders were excluded from the 
study.

The data collection was conducted following the 
admissions of patients to the oncology unit’s nursing sta-
tion before their consultation appointment with the oncol-
ogist. After the consultation, patients were referred to 
receive further palliative oncology treatment. While we 
did not have direct access to medical records, the hospital 
nurses facilitated the patients’ screening process for poten-
tial study inclusion. We explained the purposes of the 
study to the invited participants before starting the inter-
view. If the individual refused to participate, we documen-
ted the reasons for declining participation. All participants 
provided written informed consent that was in line with 
the Declaration of Helsinki.18 The Ethics Committee of the 
“Dharmais” Cancer Hospital approved the study protocol 
(136/KEPK/VII/2019).

Study Instruments
Outcome variables (QOL score and pain severity) and 
QOL domains (physical and emotional functioning, fati-
gue, nausea and vomiting, pain, dyspnea, insomnia, appe-
tite loss, and constipation) were self-reported by patients.19 

For assessing the global QOL and QOL domains, the 
Indonesian version of the EORTC Quality of Life 
Questionnaire-Core 15-Palliative Care (EORTC QLQ- 
C15-PAL) was used, with the permission from the 
EORTC Quality of Life Group. The EORTC QLQ-C15 
PAL is a 15-item validated and reliable tool for QOL 
assessment.20 It is a short version of the EORTC QLQ- 
C30 core questionnaire,21 of which the Indonesian version 
was validated.22 The EORTC QLQ-C15-PAL consists of 
one global QOL item (question 15), in addition to several 
functional and symptom scales. The functional scales com-
prise questions regarding physical functioning (questions 
1–3) and emotional functioning (questions 13 and 14). The 
symptom questions consist of a fatigue scale (questions 7 
and 11), a pain scale (questions 5 and 12), and single items 
for the nausea and vomiting scale (question 9), dyspnea 
(question 4), insomnia (question 6), appetite loss (ques-
tion 8), and constipation (question 10). For questions 1– 
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14, patients graded their response using a 4-point Likert 
scale: 1) not at all, 2) a little, 3) quite a bit, and 4) very 
much. For question 15, which assessed global QOL, 
a 7-point numerical scale with a score of 1 (very poor 
overall QOL) to 7 (excellent overall QOL) was used. All 
QOL/QOL domain responses were related to how the 
patient was feeling during the past week before the hospi-
tal consultation.

Pain severity was assessed using the visual analogue 
scale (VAS) method on a 0 (no pain) to 10 (worst pain) 
scale. The VAS provides responses that are reliable, valid, 
and mostly preferred by patients.12 The VAS score repre-
sents the current pain severity status of patients during 
data collection.

We also collected sociodemographic characteristics, 
including age, place of residence, education, marital status, 
ethnic group, religion, and clinical characteristics (body 
mass index (BMI), the Karnofsky Performance Status 
(KPS), metastasis status, and history of cancer treatments 
(surgery, radiation, and chemotherapy)). The KPS assesses 
the functional capacity of patients related to daily activities 
on a scale from 0 to 100, with 0% (describing death) to 
100% (representing normal activity).13

Statistical Analysis
For continuous sociodemographic and clinical data, results 
were expressed as mean and standard deviation (SD) or 
interquartile range (IQR) and median, depending on data 
distribution, while categorical variables were described 
with frequencies and percentages. Normal distribution 
was tested using a histogram plot. The scoring of the 
EORTC QLQ-C15-PAL domains was performed accord-
ing to the EORTC QLQ-C30 Scoring Manual.14 The 
scores for the EORTC QLQ-C15-PAL abbreviated scales 
(physical functioning, emotional functioning, nausea and 
vomiting, and fatigue) were estimated using the addendum 
to the EORTC QLQ-C30 Scoring Manual: Scoring of the 
EORTC QLQ-C15-PAL.15 The EORTC QLQ-C15-PAL 
scoring principle was to calculate the mean values for all 
the items (the raw score), which was then linearly trans-
formed to yield scores from 0 to 100. While a high score 
for the global QOL or the functional scales shows a better 
QOL or level of functioning, a high VAS score describes 
an unfavourable level of experienced pain. All items of the 
EORTC QLQ-C15-PAL and VAS are described as 
means (SDs).

The nonparametric Wilcoxon-Mann–Whitney and 
Kruskal–Wallis tests were used to assess the difference in 

several sociodemographic and clinical variables (eg BMI, 
place of residence, education, marital status, and age 
groups) on QOL/QOL domain scores. The Spearman 
rank correlation assessed the correlation between QOL 
score and specific QOL domains.

Linear regression models were used to investigate 
which QOL domains were associated with the global 
QOL item and the VAS score. First, the linear regres-
sion model was used to assess the association between 
global QOL and separately for each of the specific 
QOL domains (eg physical and emotional functioning, 
fatigue, nausea and vomiting, pain, dyspnea, insomnia, 
appetite loss, and constipation) adjusted for age and 
the KPS score (Model I). Second, the association 
between the global QOL and the different QOL 
domain scores was examined, adjusting for all specific 
QOL domains and additionally for age and the KPS 
score (Model II). We used the same two-step analysis 
approach for the VAS score. We standardized all the 
regression coefficients and tested for multicollinearity 
in the multivariable analysis to explore the degree of 
correlation between independent variables included in 
the models. A recommendation of the variance infla-
tion factors greater than 10 was used for identifying 
potential multicollinearity.25 Data were analysed with 
SAS software, version 9.4 (SAS Institute, Cary, 
NC, USA).

Results
Patient Characteristics
Of 330 eligible advanced breast cancer patients 
approached, 160 patients completed the questionnaire and 
were included in the analysis. Each assessment took 
approximately 12 minutes per patient. The most common 
reasons for declining to participate were refusal to be 
interviewed (n = 31) and being too weak to answer the 
questionnaire (n = 24) (Figure 1).

In this study, the mean age was 50 years (range: 29– 
76), 72.5% of patients lived in urban areas, 71.8% had 
a low educational level, and 81.9% were married 
(Table 1). While the majority reported having received 
previous breast cancer treatments (surgery (96.9%) and/ 
or chemotherapy (63.1%)), only 37.5% of patients had 
experienced radiation therapy. The mean KPS score was 
80.7 ± 6.8, and on average, patients were overweight with 
a BMI of 25.9 ± 4.7 kg/m2 (Table 1).
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Quality of Life Assessment
The EORTC QLQ-C15-PAL mean scores for global QOL 
(78.02 ± 15.34), physical and emotional functioning were 
high, at 75 or above (Table 2). The score of most symptom 
scales in our study were reportedly good (range: 3.33 ± 
11.79 to 8.54 ± 23.93), which describes that breast cancer 
patients had better symptoms experience. However, for 
fatigue, pain, and insomnia, the score was reportedly 
worse (range: 17.50 ± 33.11 to 24.01 ± 27.47 (Table 2). 
There were no differences in the QOL/QOL domain scores 
of advanced breast cancer across most sociodemographic 
and clinical characteristics (eg age groups, BMI with a cut- 

off point 25 kg/m2, place of residence, education, and 
marital status) (Supplement Table 1). As expected, physi-
cal and emotional functioning (functional scales) was posi-
tively correlated with the QOL score and all symptom 
scales were negatively correlated with the QOL score 
(Supplement Table 2).

In a linear regression Model I, most of the EORTC 
QLQ-C15-PAL domains, except dyspnea, were associated 
with the global QOL score after adjustment for age and the 
KPS score (Table 3). However, in Model II, only some of 
the EORTC QLQ-C15-PAL domains remained associated 
with the global QOL score. A positive association was 

Eligible patients analyzed (n=160)

Patients approached for study 
participation (n=330)

Reasons for refusal to participate in 
study (n=170):

· Have participated in similar 
studies (n=19)

· Were too weak to answer the 
questionnaire (n=24)

· Refused to be interviewed 
(n=31)

· No reason provided (n=96)

Figure 1 Flowchart of the study participants.
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found for emotional functioning (effect estimate: 0.25; 
95% CI: 0.14 to 0.37) and a negative association was 
found for fatigue (−0.21; −0.33 to −0.09), pain (−0.13; 
−0.25 to −0.01), insomnia (−0.25; −0.37 to −0.13), and 
appetite loss (−0.13; −0.25 to −0.008) (Table 3).

Pain Severity (VAS)
The mean score for VAS was low (2.1 ± 2.4), which indicated 
reasonable control of pain (Table 1). In Model I, most of the 
domains, except nausea and dyspnea, were associated with 
the VAS score. However, only the KPS score remained 
negatively associated with the VAS score in Model II (effect 
estimate: −0.28; 95% CI: −0.46 to −0.11) (Table 4).

Discussion
This study assessed the QOL score and pain severity in 
Indonesian advanced breast cancer patients prior to palliative 
oncology treatment. Several QOL domains (emotional func-
tioning, fatigue, pain, insomnia, and appetite loss) were 
associated with the global QOL score. Only the KPS score 

Table 1 Sociodemographic Characteristics of 160 Advanced 
Breast Cancer Patients

Characteristics N (%) or Mean ± SD

Age (years)a; range 50.2±8.3; 29–76

Body Mass Index, kg/m2 a 25.9±4.7

Systolic Blood Pressure, mmHga 128.8±16.6

Diastolic Blood Pressure, mmHga 80.6±9.9

Pain severity (VAS)a 2.1±2.4

Place of residence

Rural 44 (27.5)

Urban 116 (72.5)

Educational level

Low (never/primary/junior/senior high school) 115 (71.8)

High (vocational/under-/postgraduate degree) 45 (28.2)

Marital status

Single/separated/widow/widower 29 (18.1)

Married 131 (81.9)

Ethnic group

Javanese 58 (36.3)

Sundanese 47 (29.4)

Batak 5 (3.1)

Betawi 25 (15.6)

Minangkabau 6 (3.7)

Bantenese 1 (0.6)

Malay 7 (4.4)

Others 11 (6.9)

Religion

Islam 138 (86.2)

Protestant 14 (8.8)

Catholic 7 (4.4)

Buddhist 1 (0.6)

Karnofsky Performance Status, %a 80.68±6.8

History of surgery

Yes 155 (96.9)

No 5 (3.1)

Did not know 0 (0.0)

History of radiation

Yes 60 (37.5)

No 97 (60.6)

Did not know 3 (1.9)

History of chemotherapy

Yes 101 (63.1)

No 55 (34.4)

Did not know 4 (2.5)

Metastasis status

Yes 33 (20.6)

No/did not know 127 (79.4)

(Continued)

Table 1 (Continued). 

Characteristics N (%) or Mean ± SD

Pain therapy

Yes 9 (5.6)

No/did not know 151 (94.4)

Note: aMean ± standard deviation. 
Abbreviation: VAS, visual analogue scale.

Table 2 Mean Quality of Life, Functional Scale, and Symptom 
Scale Scores

EORTC QLQ-C15-PAL Mean ± SD

Global quality of life (15) 78.02±15.34

Functional scales
Physical functioning (1–3) 89.88±12.32

Emotional functioning (13, 14) 81.29±20.67

Symptom scales
Fatigue (7, 11) 22.76±28.41
Nausea and vomiting (9) 4.27±15.21

Pain (5, 12) 24.01±27.47

Dyspnea (4) 3.33±11.79
Insomnia (6) 17.50±33.11

Appetite loss (8) 8.54±23.93

Constipation (10) 4.16±17.13

Abbreviations: EORTC QLQ-C15-PAL, the European Organization Research and 
Treatment for Cancer Quality of Life Questionnaire Core 15 items for palliative 
care; SD, standard deviation; VAS, visual analogue scale.
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was associated with the VAS score among the assessed vari-
ables. Interestingly, our findings showed that the QOL was 
higher and VAS score was lower in this study than in pre-
vious studies in a similar context.

Quality of Life Among Cancer Patients
In general, QOL and QOL domain scores in advanced 
breast cancer individuals are expectedly poor.26 Our 

study supported this finding, but our results showed 
a higher score of global QOL and QOL domains as com-
pared to previous studies in breast cancer patients.16,17 

There are several possible explanations for our findings. 
The first key component is the methodological aspect. In 
this study, some participants who were too weak to answer 
the questionnaire refused to participate, resulting in miss-
ing information from those who were in special need of 

Table 3 Linear Regression Analyses of Associations for Quality of Life Score

EORTC QLQ-C15-PAL Model 1 Model 2

Effect Estimate (95% CI) p-value Effect Estimate (95% CI) p-value

Functional scales
Physical functioning 0.30 (0.15 to 0.46) 0.0001 0.09 (−0.03 to 0.22) 0.15
Emotional functioning 0.40 (0.27 to 0.53) <0.0001 0.25 (0.14 to 0.37) <0.0001

Symptom scales
Fatigue −0.43 (−0.56 to −0.30) <0.0001 −0.21 (−0.33 to −0.09) 0.0006
Nausea and vomiting −0.26 (−0.40 to −0.12) 0.0003 −0.08 (−0.21 to 0.04) 0.20

Pain −0.33 (−0.46 to −0.19) <0.0001 −0.13 (−0.25 to −0.01) 0.02
Dyspnea −0.05 (−0.19 to 0.08) 0.42 – –

Insomnia −0.47 (−0.61 to −0.34) <0.0001 −0.25 (−0.37 to −0.13) <0.0001
Appetite loss −0.34 (−0.49 to −0.20) <0.0001 −0.13 (−0.25 to −0.008) 0.03
Constipation −0.16 (−0.31 to −0.01) 0.02 −0.01 (−0.13 to 0.10) 0.81

Notes: Model 1 is age and Karnofsky Performance Status score adjusted; Model 2 is adjusted for variables from Model 1, in addition to the other domains from the EORTC 
QLQ-C15-PAL questionnaire; All reported effect estimates have been standardized. Statistical significance of bold values when p<0.05. 
Abbreviation: EORTC QLQ-C15-PAL, the European Organization Research and Treatment for Cancer Quality of Life Questionnaire Core 15 items for palliative care.

Table 4 Linear Regression Analyses of Associations for Pain Severity (VAS)

Variables/ EORTC QLQ- 
C15-PAL

Model 1 Model 2

Effect Estimate (95% CI) p-value Effect Estimate (95% CI) p-value

Age 0.04 (−0.10 to 0.20) 0.53 – –

KPS score −0.39 (−0.54 to −0.25) < 0.0001 −0.28 (−0.46 to −0.11) 0.001

Emotional functioning −0.29 (−0.44 to −0.14) 0.0002 0.15 (−0.31 to 0.01) 0.06

Physical functioning −0.25 (−0.40 to −0.09) 0.001 −0.003 (−0.17 to 0.17) 0.97

Constipation 0.14 (−0.006 to 0.30) 0.06 – –

Appetite 0.07 (−0.08 to 0.23) 0.35 – –

Insomnia 0.28 (0.13 to 0.43) 0.0002 0.06 (−0.11 to 0.24) 0.47

Nausea 0.03 (−0.11 to 0.19) 0.61 – –

Dyspnea 0.06 (−0.09 to 0.21) 0.43 – –

Fatigue 0.21 (0.06 to 0.36) 0.006 0.007 (−0.16 to 0.18) 0.93

Quality of life −0.34 (−0.49 to −0.19) < 0.0001 −0.08 (−0.30 to 0.13) 0.43

Notes: Model 1 designates the effect estimates from univariable analyses of the single domain variable, age and KPS; Model 2 was adjusted for all significant variables from 
Model 1; All reported effect estimates have been standardized. Statistical significance of bold values when p<0.05. 
Abbreviations: CI, confidence interval; EORTC QLQ-C15-PAL, the European Organization Research and Treatment for Cancer Quality of Life Questionnaire Core 15 
items for palliative care; KPS, Karnofsky Performance Status; VAS, visual analogue scale.
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particular treatments and contributing to non-response 
bias.18 The second explanation for the high score of 
QOL is possible unawareness of the disease’s prognosis 
as per discussion with oncologists in the hospital (personal 
communication). As our study subjects were patients who 
were referred to the palliative oncology department, the 
planned treatment could be assumed for a curative pur-
pose, instead of palliative, resulting in better scores for 
QOL/QOL domains.13 The palliative situation was possi-
bly not directly communicated or not clearly explained to 
patients due to fears of caregivers and relatives that 
patients may lose hope.19 The inadequate ratio between 
doctors and patients in most developing countries often 
leads to insufficient consultation time13 and poor patient- 
doctor communication,20 resulting in unclear information 
on the accurate prognosis of the patient.21 However, com-
municating and confirming the accurate prognosis is 
important for advanced cancer patients as it relates to 
cancer treatment plans, matching with their individual/ 
cultural preferences and values.13 Consequently, this com-
munication process is highly appreciated and valued by 
patients, since including their perspective in the cancer 
treatment plan provides them with a sense of dignity and 
confidence.

Last, cultural aspects play a key role in the QOL of 
advanced cancer patients. For example, caring for a family 
member is part of Indonesian and Asian culture. When 
a household member is diagnosed with cancer, other 
family members will provide support, take care of the 
patient, and act as caregivers.22,23 Caring for a family 
member with cancer is considered an obligation and 
responsibility in Asian culture.24 Consequently, strong 
family bonds and good communication between patients 
and caregivers develop during the disease process and its 
treatment.23,25 This social and psychological support posi-
tively influences patients’ QOL/QOL domains.23,26 In con-
trast, patients who were unsupported by family members 
were reported to have a high score of anxiety/depression 
and poor QOL.27 Also, spirituality and religiosity are key 
components of Indonesian culture and influence the moti-
vation to care for cancer patients.27 For instance, studies 
reported that spiritual and religious practices in Indonesia 
and most developing countries acted as a positive factor 
for providing comfort and support for a sick family 
member26,28 and positively affected cancer patients’ ability 
to cope.29 Since most of our patients were religious indi-
viduals (around 90%), this aspect adds to the explanation 
of our findings. As various individual and cultural factors 

influence the QOL/QOL domains of advanced cancer 
patients, it is necessary to acknowledge the perspectives 
of patients and caregivers during cancer treatment 
management.

Pain Severity
Pain is prevalent among advanced cancer patients, but our 
study sample surprisingly had lower VAS scores or better 
pain experiences as compared to previous studies.30–32 

Hospital physicians confirmed that pain was rarely 
reported in the setting (personal communication, 
Supplement Table 3). Possible explanations could be sev-
eral non-pharmacological reasons, such as psychological, 
sociocultural, behavioral, and affective aspects.32 Evidence 
indicates that the role of psychological factors and beha-
vior (eg coping and emotional distress) should be consid-
ered in both non-cancer- and cancer-related pain.33 

Consequently, the importance of psychological and beha-
vioral treatments was emphasized as non-pharmacologic 
options that are recommended, together with pharmacolo-
gic interventions, to achieve effective pain management. 
For example, an intervention targeting the development of 
adaptive coping strategies may enhance a patient’s feeling 
of confidence in managing his or her pain, which in turn 
may be associated with a reduction in pain intensity or 
severity and with a reduction in emotional distress and 
consequent increase in QOL.34 Therefore, it is important 
to recognize the complex and multidimensional nature of 
patients’ experiences with cancer-related pain and also 
their response to this pain.

Our findings did not show an influence of sociodemo-
graphic and clinical characteristics on QOL and pain 
severity. This was possibly due to a homogeneous 
patient group, in addition to missing those patients in 
poor condition, and the convenience sampling method 
used. However, previous evidence has indicated that 
QOL is influenced by various individual aspects (eg 
age, sex, educational level, marital status, number of 
children, living situation, and diagnoses).16,17,32 

Moreover, several cultural aspects (eg spirituality/religi-
osity) play an important role in personal motivation, 
symptom amplification, and value preferences.35 

Consequently, patients’ symptoms and functional status, 
general health perception, and global QOL can presum-
ably be influenced by all these factors.6 As shown by our 
models, several symptom scales of QOL domains affect 
advanced breast cancer patients’ QOL. Similarly, 
a Bahraini study showed that the most distressing 
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symptoms on the symptom scales were fatigue, sleep 
disturbance, and pain which were negatively associated 
with QOL score.17 Therefore, we believe if physicians 
give more attention to cancer related symptoms such as 
fatigue, pain, and insomnia during patients’ counseling 
in this setting, QOL improvement can be achieved in this 
patients’ group.

The QOL of advanced cancer patients is a complex situa-
tion, incorporating dynamic multidimensional circumstances 
and requires appropriate strategies, such as comprehensive 
oncology services or palliative care, which will maintain/ 
increase QOL and facilitate efficient allocation of medical 
resources. It is evident that providing PC to patients regardless 
of their cancer stage is highly recommended.36 A systematic 
review indicated that advanced cancer patients who received 
PC had better QOL and symptoms than those in conventional 
cancer treatment.30 However, our study assessed QOL and 
pain severity in advanced breast cancer patients prior to pallia-
tive oncology treatment; therefore, an analysis of follow-up 
data is needed to explore this hypothesis.

Strengths and Limitations
Our study contributes to a better understanding of QOL 
assessment and pain severity in Indonesia prior to pallia-
tive oncology treatment at the National Cancer Hospital 
where standardized palliative oncology had been imple-
mented and practiced. The questionnaire was standardized 
and thus comparable to a large number of studies con-
ducted elsewhere in the world.

There are also several limitations. The self-reported 
approach has constraints, such as the information about 
the metastatic disease might have introduced a reporting 
bias since patients sometimes neglect unwanted informa-
tion. The convenience sampling might result in an under-
powered analysis, which explains the absence of 
differences in sub-group analyses (eg urban/rural or mar-
ried/single). We were unable to obtain detailed medical 
records. However, since hospital nurses facilitated the 
screening process for patients’ eligibility criteria, we did 
assume considerable reliability of the medical information. 
Another limitation is the low participation of patients in 
a poor condition, leading to under-representation of lower 
QOL and higher VAS scores. This is a common problem in 
QOL and pain studies. In spite of that, our study was 
proficient enough to describe QOL assessment and pain 
severity within the population composition as described.

Conclusion
Our study, which assessed the QOL and pain severity of 
advanced breast cancer patients` cohort before palliative 
oncology treatment, showed better QOL and VAS scores 
in Indonesia compared to previous studies. Also, our find-
ings indicated that QOL score were associated with several 
QOL domains (emotional functioning, fatigue, pain, 
insomnia, and appetite loss) of the EORTC QLQ-C15- 
PAL, while the VAS score was associated with KPS. 
Therefore, these specific QOL domains should be given 
proper attention by treating oncologists before palliative 
oncology treatment in this patient group.
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