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Abstract

Background: Many women diagnosed with cancer in low and middle income in Eastern countries present with
advance stage with disease. While cure is not a realistic outcome, palliative care can achieve meaningful outcomes
and improved quality of life.

Objective: This study illustrates understanding the effects of cancer among patients and increase in quality of life
by optimal management and care. Explore intra correlation among the techniques of palliative care along with,
association between sociodemographic factors and rate of participation in palliative care clinic.

Methods: We randomly selected 73 female patients who received early PC. Four techniques were used,
including ice breaking, personal history, gain knowledge regarding disease, psychological support. Each session had
taken 40-45 minutes. Quality of life was measured by using Warwick-Edinburgh Mental Well-being Scale
(WEMWBS) at baseline and after giving all techniques at 2 months of post-treatment.

Results: A total of 73 cancer patients competed the study with 75% was female type cancer, 4.2% lung cancer,
5.6% blood cancer and 15.3% other type of cancer. In the WEMWBS, improvement was observed at 2 months
follow-up after giving PC among follow-up patients.

Conclusion: Early PC clinic visits emphasize managing symptoms, improving quality of life, and cultivating
illness understanding and prognostic awareness in a responsive and time-sensitive model.

Keywords: Palliative care; Cancer; Quality of life; Ice breaking;
Personal history; Psychological support

Introduction
The majority of cancer patients experience a number of distressful

physical and psychosocial symptoms during the course of their illness
that significantly affect their quality of life [1-6]. The goal of palliative
care is to prevent and relieve suffering, and to improve the quality of
life of patients and their families diagnosed with life-threatening or
serious debilitating illnesses [7]. Previous studies have suggested that
late referrals to palliative care are inadequate to alter the quality and
delivery of care provided to patients with cancer [8,9]. To have a
meaningful effect on patients’ quality of life (QOL) and end-of-life
care, palliative care services can be provided earlier in the course of the
disease.

The goal of palliative care is to improve patients’ QOL. A critical
component in improving QOL is aggressive management of physical
symptoms. Physical symptoms most commonly experienced by cancer
patients are reported to include fatigue, dyspnoea, pain and
constipation [10,11]. Constipation causes some degree of distress and
has a negative effect on the patient’s overall QOL. In a study of 393
patients with cancer, patients ranked constipation control as sixth in

importance out of 25 items related to overall QOL [12]. Uncontrolled
symptoms clearly have a negative impact on all aspects of QOL,
including emotional and spiritual well-being, social relationships, and
functional ability [13,14]. Most clinicians and researchers agree that
improvement in the patient's QOL is the ultimate goal in care of cancer
patients near the end of life, and this is consistent with the approach of
the World Health Organization (WHO). New days cancer care for the
requires palliative care at the same time with focused treatments.
Francis Peabody said best in 1927: “the reward is to be found in that
personal bond which forms the greatest satisfaction of the practice of
medicine. One of the essential qualities of the clinician is interest in
humanity, for the secret of the care of the patient is in caring for the
patient [15]. The expected outcome of palliative and hospice care is to
control patients’ symptoms to ensure a high level of QOL in all its
dimensions. Divya Pal Singh in his study focused over palliative care
services is to improve the patient’s quality of life (QOL), which is
defined as the subjective evaluation of life as a whole or the patient’s
appraisal and satisfaction with their current level of functioning
compared with what they perceive to be possible or ideal [16]. Gupta et
al. elicited scenario of palliative care for cancer patients in India.

There they concluded that in India, every hour more than 60
patients die from cancer. More than 80% of cancers in India present in
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advanced stages. This shows the need of palliative care and pain relief
for the cancer patients in India [17]. Khosla et al. had prominent
current progress and future needs of palliative care in India. They
made decision that current palliative care knowledge into care of
patients includes multidisciplinary educational initiatives, research
endeavors, and clinician resources. Still, a lot needs to be done for
creating awareness and training in Palliative Care [18].

The objectives of this study were to determine the positive effects of
palliative care in quality of life of affected people and comparison with
sub-techniques on patient referral and to determine whether there was
an association between demographic factors and the perceptions of
different sub techniques by the psychologist.

Methods

Design
A prospective, follow-up study with the overall aim to examine the

effectiveness of psychological intervention over diagnosed with women

cancer patients. A dropout analysis was performed and results from
this analysis were presented in this paper with focus on the difference
in QoL between effect of pre and post treatment of palliative care
therapy among participated patients.

Patient selection
A total of 136 consecutive advanced cancer patients were invited to

participate in the questionnaire study between July and September
2015 at Netaji Subhas Chandra Bose Caner Research Institute, Kolkata.
To enter the study, patients should be diagnosed with advanced cancer,
be over 20 years, and be able to communicate effectively with the
psychologist.

Patients with primary and secondary tumours of the central
nervous system were excluded from the study.

The study was introduced as a training session and people who
interested in participating in the research were enrolled. Maintaining
exclusion and inclusion criteria Palliative Care was applied over 73
patients (Figure 1).

Figure 1: Study design.

Intervention
Palliative care is a type of individual based psychological

intervention given to improve the quality of life of patients who have
been diagnosed with cancer. The goal of palliative care is to prevent or
treat, as early as possible, the symptoms and side effects of the disease
and its treatment, in addition to the related psychological, social
problems. It should begin at diagnosis and continue through
treatment, follow-up care, and the end of life. Addressing the side
effects and emotional issues of cancer, some have a particular focus on
this type of care.

A palliative care is managed the symptoms, side effects, and
emotional problems experienced by patients. The goal is to maintain
the best possible quality of life. Palliative care was applied only in 6
sessions and each session had taken 40-45 minutes with 15 days
interval.

In the study; there four techniques were used, including ice
breaking, personal history, gain knowledge regarding disease,
psychological support. Each session had taken 40-45 minutes. Session
details had been given in Figure 2.
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Figure 2: Therapy session.

Assessment
Quality of life is a major goal in the care of those types of patients.

In addition addressing symptoms and quality of life were the most
prevalent components of the PC clinic visits. Health-related quality of
life was measured with the use of the Warwick-Edinburgh Mental
Well-being Scale (WEMWBS) [19], which assesses dimensions of the
quality of life during the previous week.

There is a 9 different types of questions were pointed from none of
the time=1 to all of the time=5. These types of questions regarding
what a patient thinks regarding their wellbeing life during the period
of treatment.

Data collection
Data reported in this paper are all from the prospective follow-up

study (baseline measurement) after having identified those, who were
newly diagnosed. Structured interviews, based on the questionnaire
developed for the follow-up study, were conducted by the psychologist
six months after the diagnosis.

All data were reported by participants, except for age, sex, and type
of cancer, which were collected from the referral list of the oncology
clinic. Quality of life was measure in two way, one was on fifteen days
interval to observe the effect of each technique or to observe which
technique was too appropriate to a patient to evoke a better quality of
life and another one was after 2 months post treatment of palliative
care therapy to predict the whole treatment effect among participated
patients.

Statistical analysis
WEMWBS was scored as a single item following the procedures of

the scoring manual. Data was analysed with IBM SPSS package
(Statistical Program for the Social Sciences, Chicago, IL), version 20 for
Windows.

Ethical approved
This was approved by the Ethical Committee of our Institute, which

follow the guidelines given by the Indian Council of Medical Research
(ICMR).

Results

Baseline characteristics of the patients
A total of 73 patients were enrolled in the study (Figure 1).Table 1

describes the different socio demographic features of all the
individuals. We found that the most of the patients were married and
coming from rural areas.

All demographic factor including age, education, democracy,
occupation and relationship status were the known prognostic factor
that evoke a better quality of life among patients who were enrolled in
the study (Table 1).
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Demographic Factor Number of
participants

Quality of life before treatment Quality of life after treatment p-value (Before
and after effect of
Palliative care)

Age

<30 7% 21.00 ± 0.00 23.66 ± 0.33 0.05

30-50 40% 16.05 ± 0.76 17.57 ± 0.70 0.00*

50-60 53% 16.58 ± 1.28 19.25 ± 1.28 0.00*

Education

Below high school 40.30% 15.48 ± 0.82 17.31 ± 0.74 0.00*

High school 55.60% 16.21 ± 1.36 18.39 ± 1.32 0.00*

Graduate

Democracy 50.30% 18.73 ± 1.31 20.73 ± 1.34 00*

Rural 6.90% 16.50 ± 1.06 19.16 ± 0.98 0.00*

Sub urban 43.10% 16.62 ± 0.89 18.20 ± 0.88 0.00*

Relationship Status

Married 63% 15.91 ± 0.70 17.53 ± 0.64 0.00*

Unmarried 7% 15.50 ± 1.6 17.75 ± 1.81 0.05

Widow 30% 18.15 ± 1.75 21.00 ± 1.69 0.00*

Occupation

Unemployed 6.90% 16.39 ± 0.78 18.37 ± 0.73 0.00*

Employed 93.1 16.84 ± 0.78 18.82 ± 0.75 0.00*

Family Structure

Joint Family 9.70% 16.05 ± 0.88 18.00 ± 0.91 0.00*

Nuclear Family 4.20% 16.80 ± 0.88 18.80 ± 0.83 0.00*

Diagnosis

Female Cancer 75%

Blood Cancer 4.20% --- ---

Lung Cancer 5.60%

Other type of cancer 15.30%

Values given are mean ± SD
*pvalue <0.05 (compare with quality of life after giving palliative care therapy on 2 months follow-up)

Table 1: Baseline characteristics of the study participants.

Palliative-care visits
Significance association between demographic factors and quality of

life were noticed in both pre and post psychological intervention is
described in Table 1.

Table 2 describes the Quality of Life at baseline and after giving
different technique of palliative care. From the data we can say that in

gynaecological and other cancers increase in quality of life were seen
rather than lung cancer.

Among the techniques of palliative care therapy it has been seen
that Ice breaking was significantly associated with personal history
(p=0.01), and psychological support (p=0.4) (Table 3).
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Psychological intervention No. of Participated Patients Quality of Life p-value

Female cancer N= 75% Before intervention After Intervention 0 .00*

17.44 ± 5. 74 19.33 ± 5.74

Lung cancer N= 4.2% 12 ± 2.06 13 ± 3.24 0.30

Blood Cancer N=5.6% 16 ± 4.66 18.33 ± 4.33 0.00*

Other type of Cancer N= 15.3% 13.33 ± 3.87 15.33 ± 3.20 0.00*

Values given are mean ± SD
*p value <0.05 (compare with quality of life after giving palliative care therapy on 2 months follow-up)

Table 2: “t” test analysis of quality of life at baseline and after giving psychological intervention among different type of cancer patients.

Psychological
intervention

Total number
of
Participants

Personal history Gain knowledge regarding disease Psychological Support

  participate Not
participated p- value participate Not

participated
p-
value participate Not

participated
p-
value

Ice breaking 75% 81.90% 18.10% 0.01* 88.90% 11.10% 0.5 95.80% 4.20% 0.04*

Psychological
intervention

Total number
of
Participants

Gain knowledge regarding disease Psychological Support

  participate Not
participated

p-
value participate Not participated p- value

Personal
History 81.90% 88.90% 11.10% 0.16 95.80% 4.20% 0.41

Psychological
intervention

Total number
of
Participants

Psychological Support

Gain knowledge
regarding
disease

participate Not participated p- value

88.90% 95.80% 4.20% 0.53

Table 3: Intra correlation among techniques of palliative care.

On the basis of the demographic factors among participates in
palliative care therapy it can be said that there education plays a
significant role especially in the sessions of ice breaking (p=.00), gain
knowledge regarding disease (p=.02) and psychological support (p=.
03) (Table 4). Before and after scores of the quality of life was
significantly associated with each and every session of palliative care

with fifteen days interval (Table 5). In Table 6 we are describing the
percentage of participants attending different stages of Palliative Care.
Findings suggest that, gynecological cancer and other groups are more
responsive than blood cancer or lung cancer.

Demographic
Factor

Number of participants Ice Breaking Personal History Gain Knowledge regarding disease Psychological
support

Age Participants p-value Participa
nts

p-value Participants p-value Participants p-value

<30 -7% 7% 7% 7% 7%

30-50 40 (54.79%) 30 (75%) 0.34 28 (70%) 0.138 28 (70%) 0.00* 26 (65%) 0.1

50-60 39 (53%) 36 (92.31%) 30 (76.92%) 30 (76.92%) 24 (61.54%)

Education
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Below high school 30 (40.3%) 24 (80%) 0.00* 27 (90%) 0.08 29 (96.67%) 0.02* 28 (93.33%) 0.03*

High school 41 (55.6%) 40 (97.16%) 39 (95.12%) 38 (92.68%) 40 (97.16%)

Graduate 3 (4.1%) 3 (4.1%) 3 (4.1%) 3 (4.1%) 3 (4.1%)

Democracy

Rural 37 (50.3%) 35
(94.59%)

0.26 36
(97.3%)

0.075 34 (91.89%) 0.32 34 (91.89%) 0.34

Urban 36 (50%) 36 (100%) 33 (91.67%) 34 (94.44%) 36 (100%)

Relationship Status

Married 46 (63%) 44 (95.65%) 43 (93.48%) 40 (86.96%) 42 (91.30%)

Unmarried 5 (7%) 5 (100%) 0.12 5 (100%) 0.138 5 (100%) 0.00* 3 (60%) 0.09

Widow 22 (30%) 21 (95.45%) 19 (86.36%) 20 (90.90%) 17 (77.27%)

Occupation

Housewife 68 (93.1%) 65 (95.59%) 65 (95.59%) 62 (91.18%) 64 (94.12%)

Employed 5 (6.9%) 5 (100%) 0.1 5 (100%) 0.119 5 (100%) 0.49 5 (100%) 0.08

Family Structure

Joint Family 7 (9.7%) 7 (100%) 0.39 5 (71.42%) 0.246 6 (85.71%) 0.28 7 (100%) 0.31

Nuclear Family 66 (90.41%) 65

(98.48%)

64 (98.46%) 63 (96.92%) 64 (98.46%)

Values given are mean ± SD
*p value <0.05 (compare with quality of life after giving palliative care therapy on 2 months follow-up)

Table 4: Baseline characteristics of participants in the session of psychological intervention.

Psychological
Intervention Quality of life before treatment Quality of life after treatment p-value

 Mild (%) Moderate (%) Severe (%) Mild (%) Moderate (%) Severe (%)
Before after effect of
psychological
intervention

Ice Breaking 69.4 23.6 6.9 72.2 20.8 6.9  

Personal history 76.4 18.1 5.6 73.6 20.8 5.6 0 .00*

Gain knowledge regarding
disease 35.4 18.1 5.6 73.6 20.8 5.6 0 .00*

Psychological support 47.2 38.9 13.9 12.5 61.1 26.4 0.00*

Values given are mean ± SD
*p value <0.05 (compare with quality of life after giving each technique of palliative care therapy on 15 days follow-up)

Table 5: Distribution of psychological treatment and quality of life after treatment of participated.

Quality-of-life outcomes
A comparison of measures of quality of life at 2 months of post

treatment showed that the patients assigned to early palliative care had

significantly higher scores than pre-treatment did assign to Palliative
care (Table 7).
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Diagnosis Number of
Participates

Palliative Care

75% Ice breaking (75%) Personal History (81%) Gain Knowledge Regarding
Disease (88%)

Psychological Support (95%)

Female type of
Cancer

No. of
Participa
nts

Giving
Follow-up

No. of
Participants

Giving
Follow-up

No. of
Participants

Giving Follow-
up

No. of
Participants

Giving
Follow-up

51% 48% 46% 46% 43% 42.80% 40% 40%

Blood Cancer 4.20% 3% 3% 3% 2.80% 3% 2.20% 3% 2.20%

Lung Cancer 5.60% 4.80% 4.80% 4% 4% 4% 3.80% 3.80% 1.50%

Other Type of Cancer 15.30% 11% 10.70% 7% 6.80% 5% 5% 5% 4.30%

Table 6: Percentage of participants in different sessions of Palliative care.

Quality of Life before giving psychological intervention After giving psychological intervention Quality of Life p-value 95% Confidence
Interval of Difference

Mild Moderate Severe Mild Moderate Severe 0.00* 15.23-17.68

5(6.9%) 47 (65.4%) 20 (27.7%) 2 (2.8%) 47 (65.4%) 24(32.1%)

*p value <0.05 (compare with quality of life after giving palliative care therapy on 2 months follow-up)

Table 7: Before and after effect of Palliative care among follow-up patients.

Discussion
There are different previous research had worked based on palliative

care therapy and its effect over quality of life among cancer patients,
for example, Jennifer et.al. 2010 had worked over metastatic non–
small-cell lung cancer patients to receive either early palliative care
integrated with standard oncology care or standard oncology care
alone. Quality of life and mood were assessed at baseline and at 12
weeks with the use of the Functional Assessment of Cancer Therapy–
Lung (FACT-L) scale and the Hospitalized Anxiety and Depression
Scale, respectively. After giving therapy they had predicted the primary
outcome was the change in the quality of life at 12 weeks [20].
However, there have not found much study or comparisons of the
techniques researchers have followed in the present study.

The major goal of the study was to clarify difference between the
effect of palliative care on scores of quality of life and participants’
demographic status. Sociodemographically it had been seen that 30-50
years age group of participants’ frequency were higher rather than
other age group. From that, means those age groups of patients more
convinced to participate in this psychological intervention and that’s
why among them quality of life was more significantly improved after
two months of post reatment.55.6% patients, those were high school
educated, they themselves want to attain this psychological
intervention, but sometime their physical condition did not support
them to follow the session. In residential graph can be said urban
people were more interested to attain this intervention and more
concerned regarding psychological counselling. Those were married
there had been seen an unexpected strong wish to live not for herself,
but for their family and they themselves want to share their experience
which got throughout the treatment. Family structure did not make
any effect over participation among patients. Though there
participated patients were mainly female, the number of housewives

was higher than other type of occupation. The In case of type of cancer,
there had been seen that gynaecological cancer patients’ frequency was
higher rather than another type of cancer patients. From that point of
view it could be said one of the strong findings of the study is that it
considered demographic variables as separate variables (participants’
educational level, marital status, residence and occupational status)
that evokes patients’ quality of life. Also their participation in
psychological intervention significantly varies with these factors.

Palliative care was applied only in 6 sessions and each session had
taken 40-45 minutes with 15 days interval. In our country, people with
less information, relates 'psychology' with mental problems. That is
why, if the psychologist introduced psychological treatment in a
different way, like saying that, "we have come here to spend quality
time with you that you won't feel boring" gives more encouragement to
them. For that reason participation among cancer patients were high
in this study. Ice breaking was a short game which was used as a 1st
technique. This game was about solving a puzzle as soon as possible.
Patients enjoyed this game and their response was "O my God! It’s a
baby's game!" On the other hand, this technique was used to make a
good rapport with patients that evoke a better quality of life. Next was
Personal history. Here patients share their experience of both positive
and negative shades of life. Patients were asked if they have any relative
or friend being diagnosed with cancer. This question was asked as it
impacts the patient's life. The negative sides of 'cancer' come into their
thought repetitively and as a result patients become more anxious.
They share these experiences during personal history technique and we
get a chance to interpret those experiences in a right direction. As a
result patient's quality of life improves to a degree (Table 5). One of the
factors which hinder the improvement of the patient's life is social
factor. They say," I haven't informed anyone yet. You know that its
village area and I have a daughter to get married, if I won't be able to
arrange it, what will happen?" Third one was gaining knowledge
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regarding the disease. Here each and every patient was given a brief
explanation of the type of cancer they had been diagnosed with,
especially the side effects of chemotherapy, treatment plan, and
treatment duration. Last one was psychological support. In this
technique patient's history of anxiety and depression was taken. For
example-how many times patients feel more irritable or not, how do
they feel in daily life, cause of tension, what is type of thoughts is going
on in their mind, etc. patients got each and every information starting
from a type of cancer diagnosis to clarification of the causes and
symptoms of anxiety and depression during treatment. Even if they feel
anxious at that moment, they got instructions to overcome the
situation, though many times patients could not follow this due to
physiological deterioration. They said," We know, nothing is going to
change even if we think too much it affect our physical condition.
Many people advise not to think continuously, but it comes
automatically". Patients’ quality of life was shown much improvement
after applying this technique.

In subtypes of Palliative care, it was seen that personal history and
psychological support had significant association with ice breaking.
However, a patient will explain all of his/her problems, if there is a
good relation and rapport establish (happen) in ice breaking
technique. From that point of view, it might be said that if there is no
good rapport establishment between patient and psychologist,
psychological treatment won't be successful

From the statistical analysis it had been found that all the techniques
of the palliative care helped a patient to live in a better quality of life
(Table 5) as well as percentage of follow-up patients were high (Table
6). This result proved that during the period of this therapy all patients
enjoyed very much as well as they was able to follow all the session of
this psychological intervention. For that reason quality of life was
improved among all age group of cancer patients (Table 4). But,
diagnostically if it had been pointed out after giving psychological
intervention quality of life was not improved among lung cancer
patients (Table 2) due to their physical condition, because those type of
patients came to hospital at last stage an in that condition it was too
difficult to them to follow this therapy. It had been found that a
patient’s quality of life depends over how much they know regarding
their disease. So, it can be said that if patients were given the proper
knowledge regarding disease, e.g. what type of disease, treatment plan,
duration and side effects of treatment, then it would be easier to cope
up with symptoms that leads to decrease anxiety.

As a whole patient was reported quality of life significantly
improved on 2 months of post treatment (Table 7). From that point of
result it had been said that patients accepted palliative care more easily
that might be reflected in the pre and post assessment scores of quality
of life. This finding is supported by the study of Jennifer S. et.al. They
had presented that among patients with metastatic non–small cell lung
cancer, early palliative care led to significant improvements in both
quality of life and mood. As compared with patients receiving standard
care, patients receiving early palliative care had less aggressive care at
the end of life but longer survival [20]. Improving quality of life in
patients with cancer is a formidable challenge, given the progressive
nature of the illness [21]. The improvement we observed in the quality
of life among patients assigned to early palliative care as indicated by a
mean change on 2 monthsfollowup is similar to the improvement in
the quality of life that has been reflected among patients who have a
response to cisplatin-based chemotherapy [22]. Most studies show that
there is deterioration in the quality of life over time, which is consistent
with the results in our study [23-25]. One study with sufficient power

to examine quality-of-life outcomes showed that among patients
receiving chemotherapy as well as radiation therapy, a
multidisciplinary intervention focused on education, psychological
support, resulted in improvements in the quality of life [26]. A recent
study showed that Project ENABLE (Educate, Nurture, Advise, Before
Life Ends), a telephone-based, psychoeducational program for patients
with advanced cancer, significantly improved both quality of life and
mood [27]. However, the percentage of patients who completed the
study assessments was somewhat low, and the study did not use a
traditional palliative care model.

Conclusion
Early integration of palliative care for patients with cancer is a

clinically meaningful and feasible care model that has effects on quality
of life. As compared with the study participants who received gain
knowledge regarding disease had improved quality of life. Although
study findings must be replicated in a variety of care settings and
cancer populations, the results nonetheless offer great promise for
alleviating distress in patients with cancer and addressing critical
concerns regarding the use of health care services at the end of life.
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