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ABSTRACT

Objective: To assess the quality of life of patients with advanced cancer in palliative therapy and in palliative care. Materials 
and Methods: Quantitative, observational, cross-sectional, and analytic study conducted in a teaching hospital in Paraná, Brazil, from 
January to June 2018, with 126 patients: 107 in palliative therapy; 19 in exclusive palliative care. The questionnaires for data col-
lection were: Quality of Life Questionnaire-Core 15-Palliative, Functional Assessment of Chronic Illness Therapy-Palliative Care 14, 
and Edmonton Symptom Assessment System. The Spearman non-parametric coefficient test was used for the analysis. Results: The 
overall quality of life in palliative therapy and in palliative care was, respectively, 71.54/59.65; when correlating the total score of qual-
ity of life of the Quality of Life Questionnaire-Core 15-Palliative with the Functional Assessment of Chronic Illness Therapy-Palliative 
Care 14 (p = 0.001), and the Edmonton Symptom Assessment System (p = 0.001), significant difference of better quality of life was 
observed in the palliative therapy. Conclusion: Patients in palliative therapy have good overall quality of life, while the palliative care 
group reports regular quality of life. The symptoms were milder in the palliative therapy and more intense and with greater significance 
in palliative care; hence, knowing the compromise of quality of life will help professionals in planning interventions with transdisciplinary 
approach for patients and for their families.

KEYWORDS (source: Decs): 

Quality of life; advanced cancer; neoplasm; cancer pain; palliative care; hospice care; oncology nursing.
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Theme: Chronic care

Contribution to the discipline: Advanced cancer results in multidimensional alterations of the quality of life. In this scenario, 
identifying those changes is a global health priority, given that knowing to intervene in the plurality of sufferings experienced by 
patients and their families is one of the principles of the palliative intention. For nursing, promoting the process based on validated 
and feasible instruments, and indicating the common alterations in the therapeutics and in palliative care, will aid in holistic care 
and can favor the quality of life. As for teaching, it contributes to the training of professionals who are aware of the needs of 
patients with advanced cancer, supported by a philosophy of palliative care.
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Calidad de vida de pacientes con cáncer 
avanzado en tratamiento paliativo y 

cuidado paliativo

RESUMEN

Objetivo: evaluar la calidad de vida de pacientes con cáncer avanzado en tratamiento paliativo y cuidado paliativo. Material y 
método: estudio cuantitativo, observacional, transversal y analítico, desarrollado en un hospital de enseñanza en el departamento de 
Paraná, Brasil, de enero a junio de 2018, con 126 pacientes, siendo 107 en tratamiento paliativo y 19 en cuidado paliativo exclusivo. Los 
cuestionarios para recolectar datos fueron: Quality of Life Questionnaire-Core 15-Palliative, Functional Assessment of Chronic Ilness 
Therapy-Palliative Care 14 y Edmonton Symptom Assessment System. La prueba de coeficiente no paramétrico de Spearman se utilizó 
para el análisis. Resultados: la calidad de vida global en el tratamiento paliativo y el cuidado paliativo fue respectivamente 71,54/59,65; 
cuando fueron correlacionados la puntuación total de calidad de vida del Quality of Life Questionnaire-Core 15-Palliative con el Functional 
Assessment of Chronic Illness Therapy-Palliative Care 14 (p = 0,001) y la Edmonton Symptom Assessment System (p = 0,001), se encon-
tró diferencia significativa de mejor calidad de vida en el tratamiento paliativo. Conclusión: los pacientes en tratamiento paliativo poseen 
calidad de vida global buena, mientras que el grupo cuidado paliativo, regular. Los síntomas fueron más suaves en el tratamiento paliativo 
y más intensos y con más significancia en el cuidado paliativo; por lo tanto, conocer el comprometimiento de la calidad de vida auxiliará a 
los profesionales a que planeen intervenciones con enfoque transdisciplinario para el paciente y su familia.

PALABRAS CLAVE (fuente: Decs)

Calidad de vida; cáncer avanzado; neoplasias; dolor en cáncer; cuidados paliativos; cuidados paliativos al final de la vida; enfermería 
oncológica.
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Qualidade de vida de pacientes com 
câncer avançado na terapêutica 
paliativa e no cuidado paliativo

RESUMO

Objetivo: avaliar a qualidade de vida de pacientes com câncer avançado em terapêutica paliativa e em cuidado paliativo. Material e 
método: estudo quantitativo, observacional, transversal e analítico, desenvolvido num hospital de ensino no Paraná, Brasil, de janeiro a 
junho de 2018, com 126 pacientes, sendo 107 em terapêutica paliativa e 19 no cuidado paliativo exclusivo. Os questionários para a coleta 
de dados foram: Quality of Life Questionnaire-Core 15-Palliative, Functional Assessment of Chronic Ilness Therapy-Palliative Care 14 e 
Edmonton Symptom Assessment System. O teste de coeficiente não paramétrico de Spearman foi utilizado para a análise. Resultados: a 
qualidade de vida global na terapêutica paliativa e no cuidado paliativo foi respectivamente 71,54/59,65; quando correlacionados o escore 
total de qualidade de vida do Quality of Life Questionnaire-Core 15-Palliative com o Functional Assessment of Chronic Illness Therapy-
Palliative Care 14 (p = 0,001) e a Edmonton Symptom Assessment System (p = 0,001), observou-se diferença significativa de melhor 
qualidade de vida na terapêutica paliativa. Conclusão: os pacientes em terapia paliativa possuem qualidade de vida global boa, enquanto 
o grupo cuidado paliativo, regular. Os sintomas foram mais leves na terapia paliativa e mais intensos e com maior significância no cuidado 
paliativo; portanto, conhecer o comprometimento da qualidade de vida auxiliará os profissionais no planejamento de intervenções com 
enfoque transdisciplinar para o paciente e para sua família.

PALAVRAS-CHAVE (fonte: Decs)

Qualidade de vida; câncer avançado; neoplasias; dor do câncer; cuidados paliativos; cuidados paliativos na terminalidade da vida; 
enfermagem oncológica. 
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Introduction 

Approximately 90 % of deaths of patients with cancer are re-
lated to the advanced stage of the disease, which are due to the late 
diagnosis and treatment. Advanced cancer (AC) becomes progres-
sive and incurable, resulting in diminished functional capacity, in-
creased burden of symptoms, and significantly compromises the 
quality of life (QoL) (1, 2).

For patients with AC, the treatment offered is palliative ther-
apy (PT) and/or palliative care (PC). The PT aims to minimize the 
symptoms, control the side effects, and improve the QoL, but with-
out prolonging the survival. It indicates the use of systemic treat-
ments (chemotherapy, hormone therapy, and immunotherapy), 
radiation, and surgery (3).

The conceptions of PC are founded on a philosophy of care 
that promotes the QoL of patients and their relatives in confront-
ing diseases that threaten the continuity of life, through preven-
tion and relief from suffering (4). It has to do with comprehensive 
care focused on relief from suffering and requires the identifica-
tion of pain, its evaluation, and treatment, besides other prob-
lems of physical, psychosocial, and spiritual nature to provide 
better QoL (5).

The concept of QoL is a central element and one of the objec-
tives of PC: Professionals, patients, their families, and the com-
munity must have some shared comprehension of this philosophy 
of care (5). QoL is understood as “the perception of individuals of 
their position in life, within the context of culture and systems 
of values in which they live and in relation to their objectives, ex-
pectations, standards and concerns” (6). It is a complex construct 
that considers subjective, multidisciplinary, and bipolar aspects 
(7), which, with the aid of valid instruments, it is possible to iden-
tify and measure.

Even when referring to diseases beyond the possibilities of 
cure, patients and professionals must decide for therapeutic mea-
sures aimed at maximizing QoL (7). The differences between PT 
and PC are frequently misunderstood by patients and profession-
als due to faults in communication, acceptance, and in psycho-
cultural aspects related with AC (8).

This research is justified by the need to identify the altered 
domains as an evaluation strategy to guide care practices in 

maintaining the functional capacity and in controlling symptoms 
in the palliative modalities in oncology, as well as contributing to 
the formulation of public health policies focused on the theme. 
In this sense, this study sought to assess the quality of life of 
patients with AC in PT and PC.

Materials and methods 

This was a quantitative, observational, cross-sectional, and 
analytical research. It was conducted with hospitalized patients 
or in outpatient care, cared by multi-professional teams special-
ized in oncology and PC from a public hospital located in the south-
ern region of Brazil.

The inclusion criteria used were: Patients over 18 years of 
age, with AC, aware of their mode of treatment and who had func-
tional capacity according to the Eastern Cooperative Oncology 
Group (ECOG) scale of 0, 1, 2, 3, or 4 (9). The study also consid-
ered the registry in the medical record of the mode of treatment.

The ECOG is a scale that describes the functioning level of 
patients in terms of their capacity to care for themselves, daily 
activity, physical disability; it has a classification from 0 to 5. 
At 0, the patient is totally active, capable of conducting all pre-
disease performance without restriction; 5 (five) is when the 
patient is dead (9).

The study excluded patients who did not communicate ver-
bally and those who had already participated in the study at an-
other moment during hospitalization or in the outpatient service, 
given that outpatients were referred for hospitalization and sub-
sequently assigned to outpatient follow-up when they presented 
satisfactory evolution.

The sample was non-probabilistic, collected from January to 
June 2018, with a population of 126 patients: 107 in PT, and 19 in 
exclusive PC. This type of sampling was chosen due to the unavail-
ability of a precise number of patients attended in previous years 
because the insertion of the PC staff is relatively new in the institu-
tion, which made it impossible to perform the sample calculation.

The data collection was carried out in the care units, in the 
waiting room and/or in outpatient procedures, or in nursing dur-
ing hospitalization. After confirming the inclusion criteria and the 
authorization to participate in the research, patients answered 
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the questionnaire or it was read by the researcher, without giv-
ing explanations and/or expressions, to avoid interfering in the 
responses and ensure impartiality. Said strategy enabled partici-
pants with limitations of reduced functional capacity imposed by 
the disease and by the treatments to be included in the study.

During the data collection, four distinct instruments were ap-
plied: The Questionnaire of Sociodemographic and Clinical Vari-
ables, the Quality of Life Questionnaire Care 15 Palliative (EORTC 
QLQ-C15-PAL), the Functional Assessment of Chronic Illness 
Therapy-Palliative Care 14 (FACIT-Pal-14), and the Edmonton 
Symptom Assessment System (ESAS).

The EORTC QLQ-C15-PAL instrument, developed by the Eu-
ropean Organization for Research and Treatment of Cancer 
(EORTC), was translated and validated in Brazil. It is composed 
of 15 questions in the Likert scale format, scores range from 0 
to 100 for physical function, emotional, symptoms (higher score 
in the functional scales indicate better QoL, contrary to that ob-
served in the scale of symptoms) and overall QoL (from 1 to 7 
points, the higher the score, the better the QoL) (10).

The FACIT-Pal-14, developed by the American group Function-
al Assessment of Chronic Illness Therapy (FACIT), has 14 items 
in Likert scale format, with statements about the last seven days, 
with respective scores for physical and functional wellbeing (0-16 
points), social/family wellbeing (0-4), emotional wellbeing (0-8), 
and additional concerns (0-20), which results in the total score 
(0-56). The higher score is indicative of better perception of QoL 
(11). To make the comparison feasible, FACIT-Pal-14 scores were 
transported to a 100-point scale.

The ESAS was used to evaluate the symptoms: Pain, tired-
ness, nausea, depression, anxiety, drowsiness, appetite, wellbe-
ing, shortness of breath, and any specific symptom (12). It is a 
visual numerical scale with 11 points (0 to 10) and, the higher the 
score, worse is the intensity of the symptoms; classified as mild 
(1-3), moderate (4-6), or intense (≥ 7) (13).

The use of the EORTC QLQ-C15-PAL, FACIT-Pal-14, and ESAS 
questionnaires is justified by the lack of a psychometric tool that 
evaluates the altered domains in palliative patients (14).

All the data gathered were tabulated in Microsoft Excel® 2016, 
analyzed by descriptive statistics expressed in relative frequency, 
absolute (%), mean, minimum, maximum, and standard deviation. 

The correlations were evaluated by Spearman’s non-parametric 
coefficient, given that the data analyzed do not suggest a normal 
distribution. All effects were considered significant and the re-
lationships associated with values of p < 0.05. The QoL scores 
considered were poor (0-25), regular (26-50), good (51-75), and 
optimal (76-100).

This research was approved by the Institution’s Ethics and 
Research Committee with code # 2.461.307.

Results 

The sociodemographic and clinical characterization of the 
sample in Table 1 shows that the mean age of the PT/PC groups 
was 58.3/62.6 years, respectively; female sex was prevalent by 
61.68 % (n = 66) in the PT group and 57.89 % (n = 11) in the PC; 
the marital status of married or in common law was 58.88 % 
(n = 63) in the PT and 52.63 % (n = 10) in the PC. Regarding the 
diagnosis, 28.97 % (n = 31) in the PT group and 15.79 % (n = 3) 
in the PC had breast cancer; the functional capacity was classified 
at 75.7 % (n = 81) (ECOG 1 and 2) for the PT group and 89.47 % 
(n = 17) (ECOG 2 and 3) for the PC.

Regarding the EORTC QLQ-C15-PAL questionnaire, it was 
possible to observe that, in the assessment of overall health 
status, patients in PT had better QoL score (71.54), compared 
with the PC group (59.65), but without significance between 
the groups. When evaluating the physical and emotional func-
tion, PT presents scores of 17.95 and 28.83, and the PC group 
of 53.67 and 43.87, respectively; this represents better QoL in 
these domains for patients in PC, with significance in the physi-
cal function (p = 0.000). In relation to the scale of symptoms, 
unsatisfactory QoL in the PT group with greater suffering for 
nausea/vomit and fatigue, with scores of 73.84 and 63.45; and 
the scores for the respective symptoms in the PC group were 
38.58 and 48.25, which indicates better QoL.

With respect to the FACIT-Pal-14 instrument, the means of 
the total score and of the domains indicated better QoL in the PT 
group, compared with the PC. Except for the item “I am concerned 
that my state will get worse” from the scale of emotional wellbe-
ing, 34.35/55.26 (p = 0.022).

The evaluation of symptoms with the ESAS questionnaire indi-
cated lower suffering in the PT group compared to patients in PC, 
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Variable
Therapy Palliative care

 n (%) n (%)

Age in years (mean) 58,3 62,6

Sex

Female 66 61,68 11 57,89

Male 41 38,32 8 42,11

Marital Status  107 19

Married/common law 63 58,88 10 52,63

Separated/divorced 20 18,69 5 26,32

Single 19 17,76 2 10,53

Widow(er) 5 4,67 2 10,53

Schooling  107 19

Basic education 69 64,49 15 78,95

Middle school 27 25,23 2 10,53

Higher education 11 10,28 2 10,53

Occupation  107 19

Retired 55 51,40 11 57,89

Employed 16 14,95 1 5,26

Independent 18 16,82 1 5,26

Housekeeper 10 9,35 3 15,79

Other 8 7,48 3 15,79

Diagnosis  107  19

Breast 31 28,97 3 15,79

Colorectal 16 14,95 1 5,26

Lung 11 10,28 2 10,53

Prostate 9 8,41 2 10,53

Other 40 37,38 11 57,89

Performance status (ECOG) 107 19

ECOG 0 22 20,56 - -

ECOG 1 59 55,14 2 10,53

ECOG 3 22 20,56 6 31,58

ECOG 4 4 3,74 11 57,9

Table 1. Sociodemographic and clinical characteristics of patients with AC in PT and in PC

Source: Own elaboration.
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both in the total score 27.99/39.3 (p = 0.014) and in the symp-
toms of greater intensity, like drowsiness 3.22/5.68 (p = 0.005), 
appetite 3.61/5.95 (p = 0.004), wellbeing 3.74/5.58 (p = 0.014).

The scores of General Quality of Life (GQoL) evaluated with 
the EORTC QLQ- C15-PAL, described in Table 2, when corre-
lated with the FACIT-Pal-14 domains and the ESAS total score, 
in the PT, showed a significant correlation, except for the addi-
tional concerns, which indicates that this domain was not sig-
nificant in the QoL of this group. In PC, the correlation occurred 
in the functional domains (p = 0.008 and p = 0.046), social/
family (p = 0.001), and emotional for the worsening state (p = 
0.008); the correlation shows the significance of these domains in 
the QoL of patients in the study.

When evaluating the relationship between the FACIT-Pal-14 
scores and the ESAS total score (Table 3), it was observed that 

the physical and emotional function was better in patients with 
decreased multidimensionality of symptoms; similar results in 
both groups of patients.

In the correlation (Table 4) of the total score of symptoms 
of the ESAS scale with the total score with the domains of the 
FACIT-Pal-14, significance was observed among the variables 
for PT in the domains of physical, functional, social/family, emo-
tional wellbeing, and additional concerns. In the PC, some items 
were correlated, like: Functional wellbeing (pleasure in living), 
emotional wellbeing (concern with worsening of their status), 
and additional concerns (burden for the family). There is also a 
significant correlation between the total score of symptoms of 
the ESAS and the QoL of the FACIT-Pal-14 in both groups, which 
indicates the interference of burden and of the intensity of symp-
toms in QoL.

QoL/Scales/Domains Palliative therapy Palliative care Total

Spearman p Spearman p Spearman p 

Physical wellbeing

Energy 0,252 0,009* -0,012 0,961 0,238 0,007*

Nausea 0,225 0,020* 0,058 0,812 0,226 0,011*

Pain 0,333 0,000* 0,001 0,997 0,307 0,000*

Functional wellbeing

Pleasure in living -0,393 0,000* -0,586 0,008* -0,430 0,000*

Sleep pattern 0,273 0,005* 0,463 0,046* 0,315 0,000*

Social/family wellbeing

Family support 0,570 0,000* 0,709 0,001* 0,604 0,000*

Emotional wellbeing

Worsening state 0,393 0,000* 0,586 0,008* 0,430 0,000*

Sadness 0,378 0,000* 0,368 0,121 0,379 0,000*

Additional concerns

Hope (Sp21) 0,097 0,322 0,400 0,090 0,138 0,125

Burden for the family (Pal4) 0,183 0,063 0,409 0,082 0,231 0,010*

Abdominal pressure (Pal5) 0,188 0,054 -0,289 0,230 0,150 0,095

Communication (Pal14) 0,062 0,525 0,283 0,255 0,082 0,366

Shortness of breath (B1) 0,128 0,190 0,270 0,264 0,164 0,068

GQoL (EORTC QLQ-C15-PAL) and FACIT-Pal-14 0,474 0,000* 0,455 0,050 0,480 0,000*

GQoL (EORTC QLQ-C15-PAL) and ESAS -0,309 0,001* -0,270 0,263 -0,309 0,000*

Table 2. Spearman correlation between GQoL (EORTC QLQ-C15-PAL) and domains (FACIT-Pal-14) 
and of ESAS of patients with AC in PT and in PC

Source: Own elaboration.
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Table 3. Ratio of scores of the FACIT-Pal-14 domains with the ESAS total score of patients with AC in PT and in PC

Table 4. Spearman correlation between total score of symptoms of ESAS and domains (FACIT-Pal-14) of patients 
with AC in PT and in PC

FACIT-Pal-14
Scales/Domains

ESAS*
Total Score

Palliative therapy Palliative care Total

Means SD Means SD Means SD

Physical function
< 40 77,81 29,23 58,33 30,77

62,5 36,16
≥ 40 29,63 28,62 21,43 26,73

Emotional function
< 40 81,25 23,36 64,58 24,91

73,61 29,72
≥ 40 60,19 39,38 53,57 33,63

Pleasure in living (GF3)
< 40 62,50 32,07 60,42 29,11

58,73 31,04
≥ 40 51,85 26,79 39,29 31,81

Sleep pattern (GF5)
< 40 64,06 31,28 41,67 38,92

52,78 35,81
≥ 40 29,63 33,99 32,14 34,50

Quality of life (GF7)
< 40 76,25 25,75 68,75 35,56

73,81 28,44
≥ 40 67,59 34,54 78,57 17,25

Hope (Sp21)
< 40 83,13 29,44 72,92 34,47

75 34,79
≥ 40 60,19 39,99 42,86 40,09

Burden for the family (Pal4)
< 40 59,38 32,16 47,92 29,11

57,34 32,57
≥ 40 55,56 36,91 57,14 27,82

Communication (Pal14)
< 40 73,37 10,98 61,46 14,01

67,32 13,85
≥ 40 56,48 10,28 50,00 12,46

Total score
< 40 41,12 6,13 34,42 7,84

37,73 7,73
≥ 40 31,69 5,65 28,00 6,98

*ESAS Total score: < 40, mild symptoms and ≥ 40, moderate and intense symptoms.

Source: Own elaboration.

Scales/Domains
Palliative therapy Palliative care Total

Spearman p Spearman p Spearman p 

Physical wellbeing

  Energy (GP1) -0,55 0,000* -0,41 0,081 -0,558 0,000*

  Nausea (GP2) -0,459 0,000* -0,227 0,349 -0,443 0,000*

  Pain (GP4) -0,383 0,000* 0,3 0,212 -0,314 0,000*

Functional wellbeing

 Pleasure in living  (GF3) 0,533 0,000* 0,616 0,005* 0,566 0,000*

 Sleep pattern (GF5) -0,164 0,091 -0,277 0,251 -0,221 0,013*

 Quality of life (GF7) -0,285 0,003* -0,315 0,19 -0,299 0,001*

Social/family wellbeing

 Emotional support  (GS2) -0,462 0,000* -0,232 0,34 -0,457 0,000*

Emotional wellbeing

 Worsening state (GE6) -0,533 0,000* -0,616 0,005* -0,566 0,000*

 Sadness (GE1) -0,572 0,000* -0,571 0,011 -0,574 0,000*
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Discussion 

Advanced cancer brings to the lives of patients and their rela-
tives changes in multidimensional aspects that affect the QoL. 
Hence, it becomes necessary to consider the interference of so-
ciodemographic characteristics in research and in care practices. 
The perception of QoL can be altered by sex, age, schooling, daily 
life activities, education, and by the number of children; it is up to 
the nurses to know said predictors that impact QoL to propose a 
care plan (15, 16).

The prevalence of the female sex in the research is not corrob-
orated with the 2018 cancer estimate in Brazil (17), nor with the 
study conducted in Taiwan with patients in PT and PC in which the 
male sex was prevalent in both groups, 73.7 % and 61.6 %, respec-
tively (18). A fact possibly related with the geographic distribution, 
population density, risk factors, and with public health policies. For 
marital status, similarity exists with the conducted in São Paulo, 
Brazil, in which 61.5 % had a permanent mate (19). A Korean study 
evidenced that married women with AC had less symptoms, conse-
quently, better QoL than women who were single (20).

An impact factor for the choice of treatment is the QoL score 
is the functional capacity. In this study, patients in PT had bet-
ter ECOG, while those in PC were more clinically debilitated. In 
practice, it is perceived that the greater decline in functional ca-
pacity, greater is the probability of indication of exclusive PC to 
the patient. A retrospective study in São Paulo, Brazil, conducted 
with 301 patients in PT classified with ECOG greater too r equal 
to 2, evidenced the need for caution in the indication of palliative 
chemotherapy, given that they did not have benefits in overall sur-
vival and in GQoL (21).

Scales/Domains
Palliative therapy Palliative care Total

Spearman p Spearman p Spearman p 

Additional concerns

Hope (Sp21) -0,046 0,636 -0,151 0,538 -0,067 0,457

Burden to the family (Pal4) -0,422 0,000* -0,622 0,004* -0,468 0,000*

Abdominal pressure (Pal5) -0,099 0,309 -0,056 0,82 -0,164 0,067

Communication (Pal14) -0,199 0,040* 0,022 0,93 -0,176 0,05

Shortness of breath (B1) -0,449 0,000* -0,364 0,126 -0,438 0,000*

FACIT-PAL-14 and ESAS -0,702 0,000* -0,494 0,031* -0,699 0,000*

Source: Own elaboration.

The GQoL in the present research had a better total score 
in the PT group in relation to the PC group. This data agreed with 
the study carried out in the southeastern region of Brazil, which 
evidenced that patients in PT (median 66,7) had better GQoL than 
those in PC (median 50) (p > 0.01). In the translation of the QLQ-
C15-PAL with patients in PT conducted in China, the mean score 
was 46.63, and significant variations (p = 0.000), based on the 
functional capacity, means of 50.81 (ECOG 0-2) and 37.66 (ECOG 
3-4) (22). These data reinforce that a worse functional perfor-
mance results in diminished GQoL, physical and emotional func-
tion, and increases suffering through the intensity of symptoms.

However, in AC, the benefits of PT in survival and in QoL can be 
modest, compared with the high cost and with the toxicity, which can 
be minimized with the early insertion of PC. Psychometric mea-
surements can identify early the lack of control of symptoms, as 
well as other clinical outcomes that diminish the QoL (23). Thus, 
nurses must act constantly to identify altered multidimensional as-
pects that decrease the QoL and participate actively on the offer 
of PC, especially in patients who endure AC.

The GQoL of patients in exclusive PC, who participated in this 
research, was classified as regular. Better results (68.45) were 
found in the study with 29 hospitalized patients in the central-
eastern region of Brazil (24). But, in the psychometric validation of 
the EORTC QLQ-C15-PAL, conducted in Turkey, with 150 hospital-
ized patients and with limitation of the functional capacity (ECOG 
≥ 3), the score was 30 in GQoL, associated to worse physical and 
emotional function (p = 0.026) (25).

Such divergence is probably related with AC, a factor that 
impacts upon the QoL of individuals, given the progression of 
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the disease or the treatment recommended (26). The evolution 
of modifying clinical conditions is directly associated with de-
creased functional capacity and QoL, which require early identifi-
cation and intervention.

A study conducted in the southeast region of Brazil, with the 
objective of evaluating the QoL of nine patients inserted in the ex-
clusive PC and hospitalized in an oncology unit, evidenced a total 
score of 84/184, which demonstrates regular QoL. The authors 
related the score to the lack of a service and to the incipient quan-
titative of human resources with palliative training in the research 
institution (27).

When comparing the study by Figueiredo, Souza, Coelho and 
Souza (27) with patients in PC from the present research, a similar 
total QoL score is verified; in addition, it is observed that the ac-
tion time of the palliative team (physicians and nurses specialized 
in the action area) in the institution is relatively new and gradually 
evolves in the integration with the oncology staff.

In line with CP principles, integrated and interdisciplinary ac-
tions that promote QoL can positively impact the course of the 
disease, without seeking to anticipate or postpone the process 
of dying (4). When confronted with the data of the present study, 
management of patients in palliative intent is evident in unsatis-
factory QoL conditions; a continuing need is highlighted to expand 
the range of institutional services and professional actions in line 
with this philosophy of care, anchored in better QoL.

Regarding the physical and emotional domains with the EORTC 
QLQ-C15-PAL, the PT group had worse scores when compared 
with the group of patients in PC, given that these are the func-
tions with greatest impact on the treatment (28). In PT, variations 
of the physical function are related with the functional capacity 
(29), while in PC, the scores were better and diverged from expec-
tations because they had greater limitations and predominantly 
because they were hospitalized (25).

In the assessment of physical and functional wellbeing mea-
sured with the FACIT- Pal-14, better scores were identified in 
patients in PT compared with the PC group. Early insertion of PC 
results in better QoL, (30); the altered scores need to be identified 
and controlled with interventions by Nursing aimed at the capaci-
ties and limitations of patients and their relatives (27). Encour-
aging positive coping, minimal development of labor/distractive 

activities, and awareness of limitations can contribute to improv-
ing QoL (31).

The EORTC QLQ-C15-PAL instrument pointed to an unsatisfac-
tory QoL in both groups for the emotional function. The decrease 
in the domain that results in worse QoL is associated to functional 
capacity (25, 29). This domain presents a complex construct by in-
volving feelings and affections, related to adequate psychosocial 
support provided by family and staff. It is relevant to consider the 
interference and adequate management of other symptoms that 
affect the patient’s communication, dyspnea, for example (24).

In the evaluation with the FACIT-Pal-14 instrument, emotional 
wellbeing presented significance in the PC group in relation with 
PT; the decrease in this domain can also be associated to the pro-
gression of health conditions and uncontrolled symptoms (fatigue, 
insomnia, feeding difficulties, gastrointestinal disorders, appear-
ance, and pain) (27).

With respect to the emotional dimension, professionals can 
launch some strategies to improve QoL; encouraging patients to 
visualize the positive aspects in confronting the disease, encourag-
ing the fight against negative emotions and stimulating the presence 
of loved ones. Improved emotional wellbeing is related with social 
wellbeing; professionals can promote these strategies with sup-
port from other people (31).

In relation to social/family wellbeing, QoL in both groups 
showed satisfactory similarities in the PT and PC groups; said 
information reinforces the importance of support perceived in 
social interactions (relatives, friends, and health staff). Social 
wellbeing comprises the perception of support, associated to 
emotional, informational, and care support, as well as to being 
accompanied; said measures result in improved QoL and physical 
and psychological benefits (32). Professionals caring for this pub-
lic need to refine communication and perception skills to identify 
said changes, seeking better support for patients.

Within this context, one of the priority goals of PC is the relief 
from emotional suffering and improved wellbeing for patients and 
caretakers (4). Given the importance of adequate evaluation to 
keep emotional suffering from being underestimated, when it is 
identified, it needs specific therapeutic interventions with quali-
fied professionals (33).
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The scale of symptoms, assessed with the EORTC QLQ-C15-
PAL instrument, shows that higher score indicates worse QoL. In 
the PT group, nausea/vomit and fatigue, the later was the most 
intense symptom in the evaluation with said instrument and with 
the ESAS, possibly associated to the active systemic treatment. 
In PC, symptoms differ, by pointing to pain and nausea/vomit as 
responsible for the decline in QoL, and worse intensity for loss 
of appetite in the ESAS evaluation. Among the unpleasant symp-
toms, the perception of nausea/vomit may result in physiological 
complications, and fatigue is frequently present with management 
difficulties; consequently, both deteriorate QoL (2, 34).

In the assessment of symptoms with the ESAS, results from 
the national (35) and international (36, 37) literature differ re-
garding the symptoms and the intensity in the PT and PC groups 
in this research; such divergences are related to type of cancer, 
presence of metastases, treatment used, adequate management 
of symptoms, among others. Evaluating the symptomatic burden 
and identifying the decrease in functional capacity are indirect 
ways of measuring QoL.

Controlling the unpleasant symptoms is at the heart of the 
philosophical framework of PC; such need is a priority in patients 
and extended to the family members (4). This strategy is corrobo-
rated by specialists in AC, who indicate that the assessment and 
management of symptoms must be conducted periodically and 
guided by valid instruments, as well as the reference to special-
ized services when uncontrolled (38). However, this research 
shows that, even in specialized services, patients have not fully 
controlled symptoms, a fact that points out discrepancies be-
tween clinical practice and PC principles.

Regarding the subjective and multidimensional dimension of 
the individual perception of QoL, a diversity of factors interferes in 
its measurement and, among those previously cited, the function-
al capacity, uncontrolled symptoms, and treatments proposed can 
interfere positively or negatively in the evaluation. Such evidence 
permits reflecting on the periodic need for evaluation, given that 
patients in PT undergo some active treatment and, in PC, the goal 
is the control of symptoms; however, the premise of both is to 
maximize QoL.

Given the importance of the theme, the measurement of 
symptomatic load and QoL are essential to guide care needs, as-
sess the effectiveness of the implementations, and indicate the 
best evidences to be proposed to patients with AC. However, in 

Brazil, the scarcity of comprehensive research and data on QoL in 
palliative patients hinders confrontation with the cultural context 
and with health systems (26).

Conclusion 

In the evaluation with the EORTC QLQ-C15-PAL instrument, 
the overall QoL was indicated as good in the PT group and regu-
lar in the PC. In relation to physical and emotional function and 
to the scale of symptoms, the scores indicate better QoL in the 
PC group. The FACIT-Pal-14 instrument shows better QoL in the PT 
group, with higher means in total score, diverse items from the 
scale of physical, functional, social/family, and palliative wellbeing.

In the correlation of the GQoL score of the EORTC QLQ-C15-
PAL with the FACIT-Pal-14 domains and with the ESAS total score, 
the PT group only had significance in the domains of physical, 
functional, and social/family wellbeing. The relation between the 
FACIT-Pal-14 scores with the total ESAS score corroborates that 
the physical and emotional function is better in the PT group for 
patients with mild symptoms.

With respect to the ESAS evaluation, the PT group presents 
mild symptoms; while the PC group shows higher intensity and 
significance (somnolence, appetite, wellbeing, and total score), 
possibly related with decreased functional capacity and late ac-
companiment from palliative professionals, which need to be peri-
odically evaluated and controlled to improve the QoL, the principal 
objective of said philosophy of care. In the correlation of the ESAS 
with the FACIT-Pal-14, the domains are significant in the PT group.

Among the contributions of the study, we can highlight the 
existence of differences in the burden of symptoms and in the QoL 
of patients with AC included in PT and PC, which need to be evalu-
ated for the implementation in the process of care by health pro-
fessionals and, consequently, adopt interventions in the clinical 
practice to provide improved QoL, based on the principles of PC.

Among the limitations of the study, we can point to the small 
size of the sample of patients in the PC group and to the fact of 
having been conducted in a single center. Future studies must be 
carried out to elucidate the plurality of assessments and palliative 
interventions, principally with the use of FACIT-Pal- 14, given the 
scarcity of research with this instrument.
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