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Abstract

The objective of the present paper is to assess health-related quality of life
(HQOL) of oncological patients. The treatment of cancer and of other invalidating
and chronic pathologies cannot neglect the patients’ personal dimensions, let
alone the uncertainty surrounding therapies and their effectiveness. Simultane-
ous consideration of all these factors makes it possible to identify the patients’
needs concerning their hospital experience, together with self-perceived health
status, and to isolate crucial factors that improve patients’ satisfaction. For this
purpose, health related quality of life (HQOL) was measured through the Visual
Analogue Scale (VAS) and the EuroQOL-5D questionnaire for the sample of 600
cancer patients who live in two countries (300 in Italy and 306 in Bulgaria). An-
other validated scale employed in the research explored uncertainty through the
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Mishel Uncertainty in lliness Scale — MUIS, while other aspects related to cancer
were measured through a tool developed by the European Organization for Re-
search and Treatment of Cancer (EORTC). In the estimated Tobit model, a
dummy variable was included among the regressors to control for the place of
residence. The econometric analysis highlighted the need to account for rela-
tional and uncertainty-in-illness factors in the management of oncological dis-
eases. Since both national sub-groups were not representative of the whole
sample, we re-ran the same analysis for colorectal cancer, i.e., the most frequent
type of cancer in Italy and Bulgaria both. The results of this second model only
partially confirmed the main regression results, while the national effect lost its
statistical significance. This suggests that the nature of the face-to-face relation-
ships and the type of cancer under consideration matter more than the national
institutional setting in providing a person-centered care.
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Problem Statement

In the past few years, Health Quality of Life (HQOL) has become a rele-
vant topic in the development of programs aimed at maintaining patients’ satis-
faction as one of the methods of measuring the latter. Taking the patients’ needs
into consideration has become essential, especially for cancer patients, whose
experience of their illness is unavoidably accompanied by a change in daily rou-
tines that some may find difficult to manage.

Chronic, long term and multi-morbid illnesses greatly diminish patients’
HQOL, impacting not only the somatic but also the mental dimension (Miles &
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Asbridge, 2014; 2016). Taking into consideration the needs of an individual ex-
periencing cancer in all aspects of their life is paramount. Therefore, eliciting the
patient’s HQOL may be of major importance for academic and political actors in
their quest to design actions capable not only of improving patients’ health but
also of ensuring their full satisfaction with the oncological care delivery process
(Bottomley, 2002). Continuous improvement in the quality of oncology care
should be driving the choices of health decision-makers in Europe (Osoba, 1994;
Velikova et al., 1999; Coleman et al., 2008). Enquiries on cancer patients’ HQOL
stem from the need to guarantee high standard assistance and innovative care
(Sawka et al., 2012). Measuring HQOL increases the knowledge required to pro-
vide high quality healthcare: an evaluation of what oncology patients go through
because of their illness should guide the choice of standards and procedures
(Husson et al., 2011; Miles, 2015).

A careful administration of HQOL questionnaires and an analysis of the
factors likely to impact perceived quality of life are the first steps towards achiev-
ing these objectives. Hence, this contribution tackles specific aspects of the on-
cology patients’ hospital experience which determine their self-perceived
changes in HQOL. The study is based on data from two European countries (It-
aly and Bulgaria), collected at eight oncology centers.

The paper is organized as follows: the next section briefly describes the
institutional settings of the enquiry; then, the tools employed to collect the infor-
mation on the investigated dimensions (uncertainty, anxiety and depression, per-
sonal experiences while accessing the health services and, overall, HQOL) are
presented; descriptive statistics about the observed sample of cancer patients
from Italy and Bulgaria and a presentation of the econometric model follow. The
same analysis is performed and presented for the subset of patients suffering
from colorectal cancer, the most frequent type of cancer in the entire sample. A
discussion of the results and some final comments and remarks conclude the
paper.

Background: cancer care in ltaly and Bulgaria

The number of annual new cases and deaths as well as survival rates for
all types of cancer vary among member states of the European Union (see
https://www.esmo.org/). Incidence and mortality rates reflect a wide range of so-
cial and epidemiological factors in the member states. These include cancer pri-
mary prevention programs; screening programs; cancer control plans; individual
lifestyles and occupational exposures; existence and accessibility of health care
facilities and technological infrastructure; availability of human, financial and ma-
terial resources for health and economic development (International Atomic En-
ergy Agency, 2011). All these factors may result in reduced mortality, improved
life expectancy and a better quality of life for cancer survivors (Milosavljevic et
al., 2010).
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Cancer care varies across Europe based on several factors, such as the
proportion of GDP spent on health care. However, systems characterized by the
presence of a national health service present similar intervention strategies. The
present study deals with oncological patients’ uncertainty in illness and expecta-
tions in facing cancer, considering potential differences stemming from institu-
tional variety but not focusing on this specific aspect.

In Italy, cancer care is provided mainly in hospitals according to the Piano
Oncologico Nazionale (The Ministry of Health of Italy, 2023). A key role is played
by General Practitioners in all the phases of the disease (diagnosis, therapy
choice, monitoring, residential and palliative care). Hospitals, both public or pri-
vate, are obligated to keep all records of the diagnosis and treatment of tumors in
cancer registries.

In terms of incidence rates, in ltaly, around 391,000 new cases of cancer
were diagnosed in 2022 (205,000 males and around 186,000 females): the most
widespread tumor was breast cancer (14,3%), followed by colorectal cancer
(12,3%), lung cancer (11,2%), prostatic cancer (10,4% of males) and bladder
cancer (7,5%)1. Compared to 2020, new cancer cases are estimated to have in-
creased by about 1.4 percent for men and 0.7 percent for women. This may be
due to the postponement of planned screenings as a result of the Covid-19 pan-
demic (Mayo et al., 2021).

In Bulgaria, an oncological patient is assisted in hospital using clinical
paths (integrated actions carried out by the medical staff such as targeted actions
of diagnosis, admission, acute care, surgery, recovery, etc.), while outpatients
are assisted using clinical procedure (the same series of predefined and targeted
actions mentioned above but applied to patients who do not stay in the hospital).
A fixed amount of money is paid, regardless of the stage, severity, or outcomes
of the disease. Inpatient care is paid for by central government, local govern-
ment, health insurance companies (this is the most common method), and pa-
tients’ families.

Cancer incidence in Bulgaria is a little below the average registered in
South-Eastern Europe. Data available from the World Health Organization, refer-
ring to 2020, show 36,451 new oncological cases (WHO, 2020). The most fre-
quent types of tumors are prostate cancer in males (24.3% of all cancer cases)
and breast cancer in females (25.5% of all cancer cases).

'See: https://www.airc.it/cancro/informazioni-tumori/cose-il-cancro/numeri-del-cancro
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Methodology

In Italy, data was obtained by conducting interviews at four operating units
of a public hospital the ARNAS Garibaldi located in Catania. The units were the
Reception of the Oncology Centre, the Day Hospital Division, the Medical Oncol-
ogy Division, and the Weekly Surgery Division. The analysis involved 300 con-
secutive cancer patients, who responded to a questionnaire aimed at collecting
epidemiological and socio-demographic data. The duration of the survey was, on
average, 30—35 minutes. The questionnaire consisted of several parts aimed at
assessing the various dimensions of the patient’s experience of the disease, in
relation to the oncological hospital service.

In Bulgaria, data and information for the research were collected at four
oncology centers: Serdika Medical Centre in Sofia, Nadejda Medical Centre in
Varna, University Hospital Tsaritza Yoanna — ISUL in Sofia, and Central Onco-
Hospital in Plovdiv). These centers assist about 5,000 patients every year. A total
of 400 patients were contacted for the research; 306 patients agreed to take part
in the interview during their hospital stay®.

Overall, more than 600 patients (300 from ltaly and 306 from Bulgaria) en-
rolled for the study took part in a survey consisting of different questionnaires
(the EuroQOL 5D-5L (EQ-5D-5L) with Visual Analogue Scale (VAS) and the Mis-
hel Uncertainty in lliness Scale), including an internationally validated scale
(EQ-5D, n.d.).

The EQ-5D-5L (2009 version) is based on five health attributes, each one
rated from 1 to 5 (no problems/extreme problems) and related to mobility, self-
care, usual activities, pain/discomfort, and anxiety/depression. The Visual Ana-
logue Scale (VAS) is the simplest direct elicitation method deriving from the psy-
chometric tradition (Parkin & Devlin, 2006; Badia et al., 1999). The respondent
has to place their health state on a gradual scale. The maximum value, 100, indi-
cates perfect health, while its lowest value, 0, indicates the «worst imaginable
health».

The Mishel Uncertainty in lliness Scale (MUIS) consists of 33 items, identi-
fying four different dimensions of uncertainty: Ambiguity concerns «[T]he cues
about the state of illness that are vague and indistinct and tend to blur and over-
lap»; Inconsistency refers to the information received «that either changes fre-
quently or is not in accord with information previously received»; Complexity

2 The rate of response and the interest in the research were quite high. In Bulgaria, for ex-
ample, the average response rate was 76.5%, with slight differences among oncology
centers (in particular, the Serdika Medical Centre response rate was 78%; the Nadejda
Medical Centre response rate was 74%; the ISUL response rate was 77%; and the Cen-
tral Onco Hospital response rate was 73%).
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takes into account «[T]he cues about the treatment and the system of care that
are multiple, intricate and varied»; Unpredictability refers to «the lack of contin-
gency between illness and treatment cues and illness outcome» (Mishel, 1981;
1997).

The EORTC, also used in the survey, is a 32-item questionnaire to meas-
ure patients’ appraisal of hospital doctors and nurses as well as various aspects
of care organization and services (EORTC, n.d.). The investigated dimensions
included exchange of information, comfort/cleanness, general satisfaction, doc-
tors’ technical skills (3 items), doctors’ interpersonal skills (3 items), doctors’ in-
formation provision (3 items), doctors’ availability (2 items), nurses’ technical
skills (3 items), nurses’ interpersonal skills (3 items), nurses’ information provi-
sion (3 items), nurses’ availability (2 items), other hospital personnel kindness
(8 items), waiting time (2 items), access (2 items) (Bredart et al., 2005).

Research Results

Table 1 presents the descriptive statistics about patients’ characteristics,
together with the average scores of specific items subsequently employed in the
econometric analysis that used a Tobit model.

Table 1
Patients’ characteristics

Variable Mean S.td'. Min | Max

Deviation

Age 62,80 10.94 28 | 88
Gender (female =1; male = 0) 0.508 0.504 0 1
Residence (ltaly = 1; Bulgaria = 0) 0.495 0.500 0 1
Married 0.763 0.426 0 1
Graduate education 0.332 0.471 0 1
Time from diagnosis (months) 14.384 18.753 1 180
Comorbidities 0.544 0.498 0 1
Pharmacological treatment 0.761 0.427 0 1
VAS score before diagnosis 81.778 14.600 30 | 100
VAS score 52.758 19.470 0 | 100
Anxiety/Depression (EuroQOL) 2.306 1.199 0 5
EORTC 27 (general satisfaction) 3.846 1.016 1 5
EORTC 28 (feeling of participation) 3.334 1.113 0 5




318 Maria Daniela Giammanco, Lara Gitto, Slaveyko Djamhazov

L Impact of uncertainty, anxiety, and depression on oncology patients’
ﬂualitzr of life: some evidence from Bulgaria and Italzf
Variable Mean S.td'. Min | Max

Deviation

MUIS 20 (It is not clear what is going to hap-

2.637 1.037 1 5
pen to me)

MUIS 31 (I can depend on the nurses to be

there when | need them) 1.861 0.687 1 4

MUIS 33 (The doctors and nurses use every-
day language so | can understand what they 2.691 1.149 1 5
are saying)

Patients are almost 63 years old on average (age in the sample ranges
from 28 to 88 years old). The sample is gender balanced. More than three quar-
ters of the people in the sample are married and follow a pharmacological ther-
apy; one third has graduated.

As the observed sample is a convenience sample and it is not representa-
tive of ltalian and Bulgarian populations, due to a potential imbalance in the
number of pathologies within each country subsample, we also present the de-
scriptive statistics for both subsamples separately.

Table 2

Descriptive statistics for the Italian subsample
(number of observations = 300)

Variable Mean S.td'. Min | Max
Deviation

Age 59.14 11.35 28 | 86
Gender (female =1; male = 0) 0.55 0.505 0 1
Married 0.813 0.390 0 1
Graduate education 0.107 0.310 0 1
Time from diagnosis (months) 18.11 25.134 1 180
Comorbidities 0.357 0.480 0 1
Pharmacological treatment 0.973 0.161 0 1
VAS score before diagnosis 81.933 11.757 40 | 100
VAS score 62.55 15.601 0 | 100
Anxiety/Depression (EuroQOL) 1.387 0.964 0 5
EORTC 27 (general satisfaction) 3.137 0.785 1 5
EORTC 28 (feeling of participation) 3.017 0.981 0 5
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Variable Mean S.td'. Min | Max

Deviation

MUIS 20 (It is not clear what is going to hap- 5 562 0.926 1 5
pen to me)
MUIS 31 (I can depend on the nurses to be 5140 0597 1 4
there when | need them)
MUIS 33 (The doctors and nurses use every-
day language so | can understand what they 1.940 0.570 1 5
are saying)
Table 3
Descriptive statistics for the Bulgarian subsample
(number of observations = 306)

Variable Mean S.td'. Min | Max

Deviation

Age 66.382 9.234 41 | 88
Gender (female =1; male = 0) 0.467 0.450 0 1
Married 0.711 0.454 0 1
Graduate education 0.561 0.497 0 1
Time from diagnosis (months) 10.582 6.183 2 30
Comorbidities 0.729 0.445 0 1
Pharmacological treatment 0.552 08.49 0 1
VAS score before diagnosis 81.793 16.988 30 | 100
VAS score 42.575 17.629 0 90
Anxiety/Depression (EuroQOL) 2.738 1.253 0 5
EORTC 27 (general satisfaction) 4.541 0.683 2 5
EORTC 28 (feeling of participation) 3.644 1.148 2 5
MUIS 20 (It is not clear what is going to hap- 5917 0.716 > 4
pen to me)
MUIS 31 (I can depend on the nurses to be 1.861 0687 1 5
there when | need them)
MUIS 33 (The doctors and nurses use every-
day language so | can understand what they 2.691 1.149 2 5

are saying)
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The dependent variable of the Tobit model was obtained by calculating the
difference between the VAS score attributed by the patient to the health status at
the time when the questionnaire was administered and the VAS score attributed
by the patient to their health status before the diagnosis. As the majority of pa-
tients recorded a worsening of their HQOL, a linear transformation was per-
formed in order to obtain positive values of the dependent variable. Hence, the
higher the value of the transformed variable, the smaller the recorded reduction
in HQOL since the diagnosis.

For the purpose of the analysis, a crucial role is played by the patients’ ex-
periences and by factors likely to influence it, such as anxiety/depression, uncer-
tainty in illness and personal experience (one example of this is the item
«EORTC27», which represents the level of satisfaction from the assistance re-
ceived).

The estimation was been based on a Tobit model. In such model (Tobin,
1958), the dependent variable Y is a censored or truncated version of a variable
Y* not directly observable.

yi" if y* >0
Y=
0ify*<0

The dependent variable is the variation in the VAS score, as specified
above.

The underlying hypothesis is as follows: may the variation in HQOL,
measured through the VAS, depend on some control variables (age, gender,
place of residence, education level), on the time elapsed from the disease onset,
on the presence of co-morbid factors, on anxiety/depression measured through
the EuroQOL, on the satisfaction from the assistance received and the feeling of
participation (EORTC27, EORTC28), on uncertainty, measured through the
MUIS, and on the information concerning the therapy given by physicians and
nurses?

The estimated equation is:

VAS variation = 3, + B, age + B, gender + B3 ; residence in ltaly + B 4 educa-
tion + P 5 time from diagnosis + B ¢ co-morbid factors + 3 ; pharmacological treat-
ment + B g anxiety/depression + B¢ EORTC27 + 3 1 EORTC28 + B 1y MUIS19 + 3
12 MUIS30 + B 13 MUIS32 + B4 Information from physicians + B 15 Information
from nurses + u;

u is the error term, assumed to be normally distributed:
ui ~ N (0, 6

The results of the estimation can be seen in Table 4.
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Table 4
Estimation results
Dependent variable: Coefficient
variation in VAS score (standard errors in brackets)
Ade 0.171*
9 (0.090)
. B 0.045
Gender (female =1; male = 0) (1.705)
; . . 8.467**
Residence (ltaly = 1; Bulgaria = 0) (3.812)
: -0.052
Education level (1.143)
. : -0.036
Time from disease onset (0.043)
I 7.218™*
Comorbidities (2.0237)
. 10.893***
Pharmacological treatment (2.462)
. . -3.255***
Anxiety/Depression (EuroQOL) (0.755)
. . -3.935***
EORTC 27 (general satisfaction) (1.137)
EORTC 28 (feeling of participation) 1447
(0.779)
MUIS 20 (It is not clear what is going to hap- 2.314*
pen to me) (0.862)
MUIS 31 (I can depend on the nurses to be 2.728™
there when | need them) (1.267)
MUIS 33 (The doctors and nurses use every- o
-1.928
day language so | can understand what they
> (0.969)
are saying)
Relevant therapy information from physicians 0.855
(2.037)
: : 4,785
Relevant therapy information from nurses (1.645)
52.898***
Constant (10.339)

Number of observations (uncensored) = 549; LR x°(11): 273.87; Prob > x* = 0.000
Log likelihood = -2378.2096; Pseudo R” = 0.0542
*** significant at 99%; **significant at 95%; *significant at 90%
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Many regressors show a good level of significance.

As for the control variables, Age is positively correlated with the dependent
variable and weakly significant, i.e., with aging, patients perceive a smaller dete-
rioration in their health status. This result could be interpreted in the following
way: aged people may expect to be less healthy than younger ones and be more
likely to accept the deterioration in their health status caused by their illness,
hence, elderly patients tend to evaluate any change in their health status less
dramatically.

Gender is not significant, although female gender is inversely correlated
with the dependent variable.

The coefficient of the dummy variable for Italy is high and significant, i.e.,
Italian oncological patients report a lesser degree of deterioration in their HQOL
compared to their Bulgarian peers. While data showed that the average HQOL
score of Bulgarian patients before the cancer diagnosis is very close to that of
the ltalians (81.79 vs. 81.93), the HQOL score of Bulgarian patients after the di-
agnosis is much lower than that of Italian patients (42.575 vs. 62.55), even
though the average time from the disease onset is longer for ltalian patients
(10.58 months for Bulgarians vs. 18.11 months for ltalians). Bulgarian patients’
worsening might be explained not only by clinical conditions but also by the insti-
tutional setting (Encheva-Malinova et al., 2020) and other cultural reasons (for
example patients’ attitude towards the disease). All these factors play a part in in-
fluencing HQOL and are likely to be further studied. In the next subsection we will
try to tackle this issue by isolating a subsample of patients affected by a specific
cancer type — colorectal.

Bulgarian patients report higher level of anxiety/depression than ltalian re-
spondents (average score of 2.738 vs 1.387); nevertheless, they report a higher
level of satisfaction with the service (average EORTC 27 score 4.541 vs. 3.137)
and a higher feeling of participation (average EORTC 28 score 3.644 vs. 3.017).
On average, Bulgarian patients seem as aware of what is going to happen to
them as ltalians (average MUIS 20 score 2,917 vs. 2.562); they state they can
depend on nurses less than the ltalian patients (average MUIS 31 score 1.861
vs. 2.140) and feel that the medical personnel use everyday language more than
the ltalians (average MUIS 33 score 2.691 vs. 1.940).

Time from disease onset is not significant; however, both the presence of
comorbidities and the need of pharmacological treatment are correlated with
lower deterioration in the HQOL. The inverse correlation with anxiety/depression
is highly significant: it shows that the more anxious/depressed the patient, the
higher the deterioration in their health status. This is in line with a wide strand of
literature (see Skarstein et al., 2000).

The variable related to the satisfaction for the assistance received
(EORTC 27) shows a negative and significant correlation. This is a seemingly
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odd result, because it would indicate that the higher the patient’s satisfaction with
the service, the higher the perceived deterioration in their health status. However,
this correlation might suggest that people who have perceived the highest
change in their life because of cancer are also the people who highly appreciate
the hospital care received (the panel character of our data does not allow us to
establish the casual link between the two variables, therefore this result calls for
further analysis).

The patient’s feeling of participation (EORTC 28, which implies the patient
being involved in choices concerning their own health) is positively and signifi-
cantly correlated. This shows that the patients’ perception of a deterioration in
their health is reduced when they feel they are taking part in this process of
health co-production.

The impact of Uncertainty is measured through three items of the MUIS.
MUIS 20 refers to the statement «It is not clear what is going to happen to me»,
related to the dimension of Ambiguity and shows a positive and significant corre-
lation with the perceived worsening of health conditions. This result can be con-
troversial as it appears to suggest a preference for a blurred scenario. However,
this interpretation seems to be in line with the negative sign of MUIS 33 referring
to (un)Complexity that states: «The doctors and nurses use everyday language
so | can understand what they are saying». MUIS 31 refers to the item «I can de-
pend on the nurses to be there when | need them», which concerns Complexity
and has a positive and significant correlation with the dependent variable: a per-
ceived lower deterioration of the HQOL is associated with a higher appreciation
of the nurses’ readiness to respond to patients’ needs.

Finally, receiving information concerning the therapy by physicians has a
positive but not significant coefficient, while declaring to have received important
pieces of information concerning the therapy by nurses correlates with experienc-
ing a lower deterioration in health conditions. This might be explained by arguing
that the patients who feel accompanied in their therapeutic path by interacting
with professional figures perceived as more familiar and closer to them feel in
better health. Within the patient-nurse relation, it should be possible to enquire
about any difficulties around the performance of everyday actions and new rou-
tines associated to the oncological therapy path. These may not be immediately
observable clinically but the patient may be experiencing them anyway. There-
fore, it is necessary to manage them appropriately by eliciting and listening care-
fully to the feedback provided by patients so as to support them in their daily rou-
tines (Miles & Asbridge, 2016).

Tables 2 and 3 suggest differences between the two subsamples; for this
reason, we have isolated the most frequent pathologies within our entire sample:
Colorectal, Breast and Lung cancer (Table 5).
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Table 5
Types of cancer: patients’ characteristics
Colorectal Obs.120 Breast Obs.97 Lung Obs.94
Italy 62.5%; Italy 52.6%; ltaly 44.7%;
Bulgaria 37.5% Bulgaria 47.4% Bulgaria 55.3%
Mean |Std.dev.|Min |[Max| Mean |[Std.dev.|Min|Max| Mean |Std.dev.|[Min
VAS |59.45378[15.71448| 0 | 100 |55.05376/18.11039| 20 | 90 | 43.93617|21.63818| 10
VAS
Varia- [-22.84034(20.09637|-100| 30 -31  |21.98567|-80| 5 |-36.62366|27.01606|-90
tion

The colorectal cancer was identified as the most frequent group of pa-
thologies; therefore, we have calculated the descriptive statistics for each sub na-
tional sample (colorectal cancer in Italy and Bulgaria separately, tables 6 and 7),
and then rerun the same model on this restricted sample of observations. The
results of this last Tobit regression are presented in Table 8. The estimations
have been carried out with the software package Stata (StataCorp, 2007).

Table 6

Descriptive statistics for the Italian subsample
of patients with colorectal cancer

Variable Mean | Std. Deviation Min Max
Age 62.84 8.47 35 77
Gender (female =1; male = 0) 0.36 0.483 0 1
Time from diagnosis (months) 14.52 14.525 1 84
Comorbidities 0.3387 0.490 0 1
Pharmacological treatment 0.987 0.115 0 1
VAS score before diagnosis 81.4 14.416 40 100
VAS score 63.8 15.787 0 100
VAS variation -17.6 17.5 -100 30
Anxiety/Depression (EuroQOL) 1.693 0.822 1 4
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Table 7
Descriptive statistics for the Bulgarian subsample
of patients with colorectal cancer

Variable Mean Std. Deviation Min Max
Age 68.11 8.57 53 88
Gender (female =1; male = 0) 0.40 0.595 0 1
Time from diagnosis (months) 10.667 5.377 3 28
Comorbidities 0.733 0.447 0 1
Pharmacological treatment 0.467 0.505 0 1
VAS score before diagnosis 83.812 15.330 50 100
VAS score 52 12.495 30 70
VAS variation -31.773 21.141 -60 10
Anxiety/Depression (EuroQOL) 2.636 1.203 1 5
Table 8
Results of the Tobit model run for the subsample
of colorectal cancer patients

Dependent variable: Coefficient

variation in VAS score

(standard errors in brackets)

Age -0.253
9 (0.187)
Gender (female =1; male = 0) (732074%)
Residence (ltaly = 1; Bulgaria = 0) (gggg)
Education level ég?g)
Time from disease onset '(00'219117)
Comorbidities (gggg)
Pharmacological treatment 1 (744;? 4)
Anxiety/Depression (EuroQOL) _‘(1'1'35910)
1.394

EORTC 27 (general satisfaction)

(2.244)
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Dependent variable: Coefficient
variation in VAS score (standard errors in brackets)

. S -3.828**
EORTC 28 (feeling of participation) (1.728)
MUIS 20 (It is not clear what is going to happen 3.855"**
to me) (0.862)
MUIS 31 (I can depend on the nurses to be -5.607**
there when | need them) (2.837)

MUIS 33 (The doctors and nurses use every-

day language so | can understand what they (523;%23)
are saying) '

, , - -18.700***
Relevant therapy information from physicians (4.874)

: . -7.742***
Relevant therapy information from nurses (2.300)

123.575***

Constant (20.335)

Number of observations (uncensored) =108; LR x°(15): 85.47; Prob > x> = 0.000

Log likelihood = -446.00333; Pseudo R” = 0.0874
*** significant at 99%; **significant at 95%; *significant at 90%

Results only partially confirm the principal model results: some control
variables gain / lose statistical significance (age is no longer statistically signifi-
cant, together with comorbidities, while gender and time from disease onset gain
significance). A relevant result is that nationality (ltalian vs. Bulgarian) is no
longer relevant. Therefore, the difference in institutional setting does not matter,
suggesting that once patients are grouped for a specific type of cancer, the psy-
chological and relational aspects become paramount.

As far as EORTC and MUIS items are concerned, the following changes
can be noticed: EORTC 27 (general satisfaction) loses statistical significance,
while EORTC 28 (feeling of participation) and MUIS 31 (I can depend on the
nurses to be there when | need them) are significant but change sign. Relevant
therapy information from physicians and information from nurses are now both
significant but with a negative sign. For this group of oncological patients, this
controversial reflection on the preference of a blurred scenario seems to be
prevalent, meaning that patients do not want to be informed. These interesting
results suggest that participation and information, together with uncertainty in ill-
ness, may affect the patient quality of life according to a specific cancer type.

This consideration calls for further analysis to be conducted separately, for
different categories of cancer, taking into account mortality and survival probabil-
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ity for each cancer type. If every patient is a unique individual and must be
treated as such, the possibility of isolating different cancer experiences related to
the type of cancer might help to better respond to the human dimensions of the
patients’ subjective experience of chronic iliness, leading to the development of
new services or a reconfiguration of existing ones.

Discussion and Conclusions

The present paper is part of a wider research project aimed at assessing
the impact of uncertainty, anxiety/depression and personal experiences on can-
cer patients accessing the health services (Djambazov et al., 2019; 2022; Giam-
manco and Gitto, 2019).

Since the beginning of the research project, despite the differences in the
health systems considered, numerous similarities have become apparent. This
confirms the need to develop common guidelines for oncology patients, based on
the specific cancer type. Therefore, if the hospital personnel (doctor and nurses)
play a relevant role in conveying information, specific paths must be searched to
recognize and answer the specific cancer patients’ queries (James et al., 2016),
which may vary according to the type of cancer affecting the patients.

Patients living in two different European countries — Italy and Bulgaria —
have been observed: the variation in their HQOL, summarized through the VAS
scores, was the dependent variable in a Tobit model employing various socio-
economic factors as regressors. The conducted econometric analysis empha-
sized the role of health professionals in guaranteeing an adequate level of assis-
tance to patients.

The main conclusions of the study could be summarized as follows:
healthcare professionals should be actively engaged in quality efforts in different
countries and interprofessional collaborative teams between physicians might be
formed around quality improvement efforts. Nurses, who pay a major role in this
framework, should be trained not only to assist patients but also to help them in
their everyday therapy actions. In fact, nurses’ role can be pivotal in producing a
tailored experience, empowering each oncological patient to achieve the highest
results in terms of HQOL.

The second part of the analysis that studied colorectal cancer seems to
contradict the main model results, suggesting therefore that there is no such
thing as «an oncological patient» but a patient who is facing the experience of a
specific cancer type. Therefore, if health professionals’ role matters in conveying
information, specific strategies must be implemented to recognize and answer
the specific cancer patients’ queries.
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Our results must be considered as a first step on an intriguing path leading
to the understanding of the determinants of oncology patients’ HQOL. For this
reason, a necessary extension of this analysis is repeat research with diverse
oncology pathology patients, so that specific actions for each cancer type can be
mapped. Further in-depth analysis may consider the study of other cultural and
clinical determinants of perceived deterioration of patients’ health.

In considering HQOL, the Financial Toxicity (FT) — an aspect that refers to
the detrimental effects of the excess financial strain caused by the diagnosis of
cancer on the well-being of patients, their families and society (Desai & Gyawali,
2020) — could be investigated. While a diagnosis of cancer does not necessarily
result in economic difficulties, especially when there exists a national health ser-
vice that provides assistance to cancer patients, the latter may perceive the aris-
ing financial difficulties (reduced work productivity, non-refundable care costs,
etc.) and develop a certain degree of toxicity. Hence, it is essential to identify the
factors leading to financial toxicity alongside other tools — some of which, devel-
oped in the literature, should serve to measure the methods of psychological ad-
aptation to the problem. In ltaly, a tool to measure financial toxicity was devel-
oped over a period of three years and was based on discussions with various
groups of patients, caregivers, oncologists, and other health professionals (Riva
et al., 2019)3. It is a questionnaire called PROFFIT (Patient Reported Outcome
for Fighting Financial Toxicity) that contains 16 questions. In Bulgaria, to our
knowledge, similar tools have not been developed so far.

Overall, this contribution identifies real potential to drive important and long
overdue changes in the way clinical services are delivered to people living with
chronic illnesses. Improving communication with patients, giving more informa-
tion about therapies, creating a friendly environment where the patient knows
they can receive support — these are the first steps to solving critical issues and
guaranteeing high-quality healthcare.

®The need for such a tool emerged from the answers given by 3,700 cancer patients to the
question of whether the disease or the treatment had caused economic difficulties. Pa-
tients who had reported a financial difficulty caused by the disease and the treatment ran
a higher risk of worsened quality of life; patients who experienced financial toxicity during
treatment, also had a higher risk of mortality in later years.

The researchers identified seven questions whose answers allow them to construct an FT-
score. The items of PROFFIT relate to the ability to meet monthly household expenses
without difficult, the concern for economic problems that may occur in the future due to the
disease, the expenses incurred for private visits, supplementary medicines, or supplemen-
tary care such as physiotherapy or psychotherapy, the costs of transport to reach the
treatment centre.
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