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ABSTRACT ARTICLE HISTORY
Objectives: The study aimed to investigate the prevalence and factors associated with poor Received 14 September
health-related quality of life in adults with cancer in Uganda. 2023

Methods: This cross-sectional study surveyed 385 adult patients (95% response rate) with ~ Accepted 27 February 2024

various cancers at a specialised oncology facility in Uganda. Health-related quality of life was
measured using the EORTC QLQ-C30 in the Luganda and English languages. Predetermined
validated clinical thresholds were applied to the instrument in order to identify patients with
poor health-related quality of life, that is, functional impairments or symptoms warranting
concern. Multivariable logistic regression was used to identify factors associated with poor
health-related quality of life in six subscales: Physical Function, Role Function, Emotional
Function, Social Function, Pain and Fatigue.

Results: The mean age of the patients was 48 years. The majority self-reported poor functioning
ranging between 61% (Emotional Function) to 79% (Physical Function) and symptoms (Fatigue
63%, Pain 80%) at clinically concerning levels. These patients were more likely to be older, without
formal education and not currently working. Being an inpatient at the facility and being diagnosed
with cervical cancer or leukaemia was a predictor of poor health-related quality of life.
Conclusion: Improvement of cancer care in East Africa requires a comprehensive and
integrated approach that addresses various challenges specific to the region. Such strategies
include investment in healthcare infrastructure, for example, clinical guidelines to improve
pain management, and patient education and support services.
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PAPER CONTEXT

e Main findings: The majority of adult patients attending specialized cancer care in Uganda
report impaired physical and emotional functioning, and pain, at levels that merit clinical concern.

e Added knowledge: The large proportion of in- and outpatients with poor self-reported
health-related quality of life indicates supportive care needs, exceeding corresponding
figures from high-income settings.

¢ Global health impact for policy and action: Improvement of cancer care in East Africa
requires a comprehensive approach that should include investment in healthcare infra-
structure, e.g. clinical guidelines to improve pain management, and patient education
and support services.

Introduction cases) followed by lung (11.4%) colorectal (10%) and
prostate cancer (7.3%) [2]. In sub-Saharan Africa, can-

The global cancer burden continues to rise, with e ) o
cer mortality is expected to increase from half a million

marked morbidity and mortality differences among
and between countries and by age, gender and cancer
types [1]. The global incidence is expected to rise from

deaths annually in 2020 to one million per annum by

2030 [3]. In recent years, Uganda has registered

19 million cases in 2020 to more than 28 million by
2040 [2]. In 2020, breast cancer among women was the
most common diagnosed cancer (11.7% of the total

a gradual increase of 25% (age-adjusted) in the overall
incidence of cancer [4,5]. About 60,000 Ugandans were
diagnosed with cancer in 2018, but only 5% of them
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could access medical services at the Uganda Cancer
Institute, which is the only cancer treatment facility in
the country [6,7]. The most common cancers in Uganda
are cervical (20.5%), breast (8%) prostate (7%) and
Kaposi’s sarcoma (11.3%) [2,8].

Cancer and its treatment impact on patients’
health-related quality of life (HRQoL) and is
a growing public health concern in sub-Saharan
Africa [9-12]. HRQoL is a multidimensional concept
that covers the aspects of quality of life that are
related to health and illness, and it typically includes
physical, role, emotional and cognitive functioning as
well as social wellbeing. Since the late 1970s a number
of instruments have been developed to assess HRQoL
in different domains and or patients with specific
conditions [13]. The measurement of HRQoL can
be used to identify patients’ needs and provide evi-
dence to inform interventions and clinical decision-
making [10,14]. One such measure is the widely used
Core Quality of Life Questionnaire (QLQ-C30),
which was developed by the European Organisation
for Research and Treatment of Cancer (EORTC) [15].
When used together with predetermined thresholds
indicating clinical importance, this questionnaire
makes it possible to identify patients exhibiting clini-
cally important symptoms or functional impairments
that require a health-care professional’s attention
[16,17]. There are other approaches that have not
been applied in the present study. One such is map-
ping HRQoL results to preference-based instruments
(e.g. EQ-5D), which has shown to be useful in eco-
nomic evaluations of health-care interventions in
high-income countries [18,19].

In East Africa, there are some studies reporting the
HRQoL of people with cancer and its associated
factors [10,20-25]. A study conducted in Uganda
assessed the HRQoL of adult women with ovarian
cancer using an abbreviated version of the World
Health Organisation Quality of Life instrument [21].
Another study carried out in Uganda and South
Africa compared HRQoL in patients with cancer
and HIV [26]. Studies have also been undertaken in
Tanzania [22,23], Kenya [24], and Ethiopia
[10,20,25,27], using the generic EORTC QLQ-C30
[14]. The majority of existing publications are based
on data collected at a single institution in samples
dominated by women with breast [25,28], cervical
[20,23-25] and ovarian cancers [21]. These studies
report low overall HRQoL, especially in terms of
financial burden, fatigue and pain, particularly in
patients with more advanced cancers [20,25,27-29].

Uganda is a country of approximately 47 million
people [1]. Traditional lifestyles have been changing
and people are living longer and the cancer burden
is expected to increase [30]. Health-care services are
free in government facilities; however, given the

increasing numbers of adult patients with cancer
presenting to the country’s resource-poor health-
care system, the delivery of optimal cancer care in
Uganda is challenging [11,30]. The HRQoL of adults
with cancer in Uganda is not well understood, espe-
cially for men. This study aims to fill the evidence
gap by investigating the prevalence and factors asso-
ciated with poor HRQoL in adults with cancer in
Uganda.

Methods
Design and clinical setting

This cross-sectional study was conducted at the
Uganda Cancer Institute, a specialised oncology facil-
ity. Uganda Cancer Institute is the national referral
centre for cancer located in Kampala, the capital and
largest city of Uganda with a population exceeding
four million inhabitants. In addition to offering che-
motherapy, radiotherapy, rehabilitation and palliative
care services for in- and out-patients, the Institute
undertakes research and provide services in different
areas of cancer care, including screening and training
for health-care professionals. The Institute sees more
than 200 patients daily and has a bed capacity of
about 100, with an annual load of 6000-7000 new
cases [7].

Study population

Adult patients (=18 years) with different types of
cancer who spoke Luganda and/or English and who
were considered physically and mentally able to par-
ticipate in an interview (as determined by the head of
unit) were approached regarding possible participa-
tion in the study. Of the 482 identified patients, 75
were excluded for the following reasons: being criti-
cally ill (n = 23), having cognitive difficulties (n = 5),
undergoing staging investigations (n = 15) and hav-
ing language barriers (n = 32). A further 22 declined
to participate in the study. The remaining 385
patients consented to participate and subsequently
answered the EORTC QLQ-C30 (95% response rate)
via face-to-face interviews.

Data collection procedure

Seven registered nurses, holding a bachelor’s degree,
collected data during a four-week period (June -
July 2019). Information on participants’ sociodemo-
graphic (sex, age, marital and employment status,
level of education and religion) and clinical charac-
teristics (clinical setting, cancer diagnosis, disease
stage and treatment) was collected using study-
specific items and medical records.



EORTC QLQ-C30

The EORTC QLQ-C30 (version 3.0) is a self-
reported instrument developed for patients with can-
cer regardless of its type [15]. The QLQ-C30
includes 30 items across the following nine scales:
Physical Function (five items), Role Function (two
items), Emotional Function (four items), Cognitive
Function (two items), Social Function (two items),
Global Health Status/QoL (two items), Fatigue (three
items), Nausea/Vomiting (two items) and Pain (two
items). Additionally, six single items measure dys-
pnoea, sleep disturbances, loss of appetite, diarrhoea,
constipation and the financial impact of the disease.
With the exception of the Global Health Status/QoL,
all the scales have four response alternatives ranging
from one to four (‘not at all’, ‘a little’, ‘quite a bit’
and ‘very much’). The Global Health Status/QoL
scale includes two items with responses ranging
from one (very poor) to seven (excellent). The raw
scores of the QLQ-C30 are linearly transformed into
zero to 100 point scales. Higher scores on the scales
that measure function and the Global Health Status/
QoL indicate better functioning and good health
status, respectively, while higher scores on the symp-
tom scales represent more symptoms [15].

For the purposes of this study, we translated the
EORTC QLQ-C30 (version 3.0) into Luganda and
culturally adapted the instrument in accordance with
the procedure developed by the EORTC [31,32]. This
was followed by an evaluation of the psychometric
properties of the versions in Luganda and English,
which are the two most common languages in
Uganda [33]. The results provided evidence for the
validity and reliability of both versions of the EORTC
QLQ-C30 for the assessment of HRQoL of adult
Ugandans with cancer. All the scales had acceptable
Cronbach’s values, ranging between 0.79 and 0.96
[33], except for the cognitive scale (Luganda a = 0.66,
English a=0.50). This scale was excluded from the
present study.

It has been suggested that the EORTC QLQ-C30
transformed scores (0-100) are better interpreted
using thresholds to indicate clinical importance
[16,17]. Such an approach makes it possible to iden-
tify patients exhibiting clinically important symp-
toms or functional impairments that require
a health-care professional’s attention (i.e. clinical
case) [16]. To develop these thresholds, Giesinger
et al. [17] interviewed patients and healthcare pro-
fessionals to obtain their views on what makes
a symptom or functional impairment clinically
important. Three aspects were found to reflect clin-
ical importance namely: being limited in everyday
life, having the need for (healthcare) help and hav-
ing a health problem/symptom that causes the
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patient or family/partner to worry. Using this as
a basis, they developed anchor items for each QLQ-
C30 subscale (with domain-specific wording).
Clinically relevant cases were identified as those
where participants responded ‘quite a bit’ or ‘very
much’ (using the same response scale as the QLQ-
C30) to at least one of the anchor items in the
respective scale [16,17]. The thresholds were estab-
lished following an analysis of data of patients from
European countries with mixed diagnoses and treat-
ments, and high diagnostic accuracy was demon-
strated when identifying functional health
impairments and clinically important symptoms
[17]. The thresholds suggested by Geisinger et al.
for the functional and symptom scales vary by scale
and range from below 58 (Role and Social Function)
to below 83 (Emotional Function). For the symptom
scales, the scores indicating a clinically important
symptom vary from above 25 (Pain) to above 39
(Fatigue).

Statistical analyses

Data were analysed using Stata statistical software
version 15 [34]. The descriptive data (complete
cases) are presented as means, standard deviations,
frequencies, and percentages. Student’s f-test was
used to determine possible differences in the means
of the QLQ-C30 scales between men and women.
Predefined validated thresholds were applied to
identify patients exhibiting clinically important
symptoms or functional impairments (clinical
cases) [16] defined as poor HRQoL in the current
study. In addition to presenting percentages for
those rating poor HRQoL across subscales, six logis-
tic regression models were conducted to identify the
factors associated with rating poor HRQoL in the
selected QLQ-C30 scales of Physical Function, Role
Function, Social Function and Emotional Function
as well as those of Fatigue and Pain (dependent
variables).

The choice of independent variables was informed
by the literature [23,28,30]. The following sociodemo-
graphic factors were selected as independent vari-
ables: age (continuous), sex (male/female), education
level (none/primary/secondary/tertiary) and occupa-
tion (not working/student/business/employed). The
following clinical factors were also included as inde-
pendent variables: clinical setting (inpatient/outpati-
ent); cancer stage (early stage [I - II]/late-stage [III -
IV]); palliation (yes/no); active cancer treatment (yes/
no); and cancer diagnosis. Factors that were signifi-
cant in the bivariate analyses (p < 0.05) were further
analysed in the multivariable logistic regression. All
tests were two tailed with p < 0.05 considered
significant.
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Table 1. Sociodemographic and clinical characteristics of
patients in specialised cancer care in Uganda (N = 385).

Age in years, mean (SD) 475 (157)
Participants’ characteristics n %
Sex
Male 131 340
Female 254 66.0
Marital status
Married/cohabiting 217 56.4
Divorced/widowed 106 27.5
Never married 62 16.1
Education level
None 54 14.0
Primary 143 371
Secondary 123 319
Tertiary 65 16.9
Religion
Christian 332 86.2
Muslim 48 12.5
Others 5 13
Occupation
Employed 86 223
Business owner 237 61.6
Student 14 36
Not working 48 12.5
Clinical setting
Inpatient 257 66.8
Outpatient 128 332
Clinical stage
Early (I-11) 106 27.5
Late (llI-1V) 279 725
Treatment
Chemotherapy only 179 46.5
Chemotherapy and radiotherapy 56 14.5
Radiotherapy only 38 9.9
No therapy 112 29.1
Palliation 21 5.5
Surgery 38 9.9
Cancer diagnosis
Cervical cancer 92 239
Breast cancer 68 17.7
Kaposi’s sarcoma 43 1.2
Leukaemia 26 6.8
Prostate cancer 22 57
Oesophageal cancer 20 52
Lymphoma 13 34
Other cancers® 101 26.2

Other cancers include lung cancer (n = 8), ovarian cancer (n = 8), colon
cancer (n = 5), malignant melanoma (n = 5), oral cancer (n = 4),
stomach cancer (n = 4), head and neck cancers (n = 4) and other
cancers (n = 63).

Results

A high proportion of adult patients in specialised cancer
care in Uganda reported poor health-related quality of
life with regard to physical (79%) and mental functioning

(61%). Four out of five reported pain. Sociodemographic
and clinical characteristics of the participants are pre-
sented in Table 1. Participants’ ages ranged between 18
and 89 years (mean 47.5 + 15.7 years). More than 80% of
the participants had some form of education and had
a source of income through employment or business
ownership. Most of the patients were hospitalised
(67%), and almost three-quarters (72%) had advanced
cancer. Nearly a quarter (24%) had cervical cancer, and
almost half (46%) were receiving chemotherapy.

The mean values of the EORTC QLQ-C30 scales by
sex are presented in Table 2. There were no statistically
significant differences in HRQoL between the sexes.

Prevalence of poor HRQoL (clinical cases)

The proportion of patients who reported HRQoL at
levels warranting concern with poor HRQoL (clinical
cases) in the functional scales ranged between 61%
(Emotional Function) and 79% (Physical Function),
and for the symptom scales, the proportion ranged
between 22% (Diarrhoea) and 80% (Pain), see Table 3.

Factors associated with poor HRQoL (clinical
cases)

The results of the multivariable logistic analysis are pre-
sented in Table 4. Higher age was associated with poor
HRQoL in the following three scales: Physical Function
(AOR: 1.02, 95% CI: 1.01-1.04; p = 0.01) and Role
Function (AOR: 1.02, 95% CI: 1.01-1.04; p = 0.02) as
well as Pain (AOR: 1.04, 95% CI: 1.01-1.06; p = 0.001).
Patients with secondary education were less likely to
report poor HRQoL in the Emotional Function (AOR:
0.23, 95% CI: 0.09-0.55; p <0.01) and Fatigue (AOR:
0.49; 95% CI: 0.24-0.99; p = 0.05) scales than those with
no formal education. Similarly, patients with tertiary
education (AOR: 0.27, 95% CI: 0.10-0.72; p=0.01)
were less likely to report poor HRQoL in the Emotional
Function scale than their counterparts with no formal
education. Additionally, patients who did not have any
occupation (not working) were more likely to report

Table 2. Mean values of the EORTC QLQ-C30 scales as reported by patients in specialised cancer care in Uganda.

All (N = 385) Men (n = 131) Women (n = 254)
QLQ-C30 scales Mean (SD) Mean (SD) Mean (SD) t-values p-values*
Global Health Status 49.7 (25.2) 50.0 (24.2) 49.6 (25.8) 0.145 0.885
Physical Function 53.4 (31.0) 53.6 (29.6) 53.3 (31.8) 0.099 0.921
Role Function 36.8 (35.3) 36.6 (37.7) 36.8 (34.1) —0.044 0.964
Emotional Function 57.5 (32.3) 61.9 (32.5) 55.2 (32.1) 1.937 0.053
Social Function 31.6 (33.5) 32.7 (35.0) 31.1 (32.8) 0.442 0.659
Nausea/Vomiting 24.4 (33.7) 22.6 (34.2) 25.3 (33.5) -0.722 0.471
Fatigue 53.0 (32.3) 51.7 (33.4) 53.6 (31.7) —0.532 0.595
Pain 59.1 (34.5) 57.1 (34.8) 60.2 (34.3) —-0.821 0412
Dyspnoea 19.8 (33.3) 20.9 (33.2) 19.3 (33.4) 0.439 0.661
Insomnia 39.7 (38.2) 39.4 (38.1) 39.8 (38.4) -0.079 0.937
Appetite Loss 41.8 (39.2) 38.2 (39.0) 43.7 (39.2) -1.313 0.190
Diarrhoea 12.8 (27.3) 11.5 (26.1) 13.5 (27.9) —-0.704 0.482
Constipation 23.5 (36.7) 23.7 (38.9) 23.4 (35.6) 0.077 0.939
Financial Difficulties 89.7 (24.8) 90.8 (24.5) 89.1 (25.0) 0.649 0.517

*Student’s t-test was used to assess the differences between men and women.
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Table 3. EORTC QLQ-C30 mean scale scores for patients reporting poor HRQoL (clinical cases) and those with acceptable/high

ratings (non-cases) in specialised cancer care in Uganda.

Poor health-related quality of life (clinical cases) Non-cases
QLQ-C30 scales Mean (SD) n % Mean (SD) n %
Physical Function 42.4 (24.9) 305 79.2 95.4 (5.7) 80 20.8
Role Function 18.0 (18.5) 280 72.7 86.7 (15.2) 105 27.3
Social Function 16.0 (19.6) 293 76.1 81.3 (15.0) 92 23.9
Emotional Function 36.2 (22.6) 233 60.5 90.1 (9.9) 152 395
Nausea/Vomiting 54.6 (29.8) 172 44.7 0 (0) 213 553
Fatigue 73.7 (19.8) 242 62.9 17.9 (13.4) 143 62.9
Pain 72.2 (24.6 309 80.3 6.1 (8.1) 76 19.7
Dyspnoea 64.1 (27.2) 119 30.9 0 (0) 266 69.1
Insomnia 82.9 (16.7) 150 39.0 12.1 (16.1) 235 61.0
Appetite Loss 84.7 (16.7) 157 40.8 12.3 (16.1) 228 59.2
Diarrhoea 59.4 (26.1) 83 21.6 0 (0) 302 78.4
Constipation 85.3 (16.6) 91 23.6 43 (11.2) 294 76.4
Financial Difficulties 93.8 (15.9) 368 95.6 0 (0) 17 44

Table 4. Factors associated with poor health-related quality of life in adult patients with cancer in Uganda.

Physical Function Role Function

Emotional Function

Social Function Fatigue Pain

n AOR (95% CI) AOR (95% CI)

AOR (95% Cl)

AOR (95% CI) AOR (95% CI) AOR (95% CI)

1.04 (1.01-1.06)**

Age (years) 385 1.02 (1.01-1.04)** 1.02 (1.01-1.04)*
Education level
None (ref) 54
Primary 143 1.14 (0.47-2.78) 0.87 (0.33-2.31)
Secondary 123 0.78 (0.32-1.88)  0.66 (0.24-1.83)
Tertiary 65 044 (0.17-1.13) 0.35 (0.12-1.02)
Occupation
Employed (ref.) 86
Business 237
Student 14
Not working 48
Clinical setting
Outpatient (ref) 128
Inpatient 257 2.99 (1.70-5.26)**
Clinical stage
Early (I-11) (ref) 106
Late (llI-1V) 279
Palliation
No (ref) 364
Yes 21
Active cancer treatment
No (ref) 273
Yes 112
Cancer diagnosis
Breast (ref.) 68
Cervix 92
Kaposi’'s sarcoma 43
Leukaemia 26
Prostate 22
Oesophageal 20
Lymphomas 13
Other cancers 101

0.44 (0.18-1.07)
0.23 (0.09-0.55)**
0.27 (0.10-0.72)**

6.32 (0.97-41.17)
0.64 (0.37-1.12)

3.20 (1.50-6.81)**
1.64 (0.70-3.87)
2.70 (0.95-7.65)
1.02 (0.38-2.75)
1.83 (0.66-5.12)
1.20 (0.36-3.96

2.28 (1.14-4.57)**

0.95 (0.48-1.89)
0.49 (0.24-0.99)*
0.51 (0.23-1.15)

1.84 (0.95-3.57)
3.20 (0.39-26.28)
3.70 (1.02-13.36)*

1.44 (0.89-2.33)

2.85 (0.77-10.56)

1.71 (0.87-3.39
0.88 (0.40-1.94

)

)
3.82 (1.22-11.97)*

)

1.23 (0.45-3.39
1.49 (0.52-4.25)
0.90 (0.25-3.19
2.27 (1.16-4.44)%

0.78 (0.30-2.04)
0.62 (0.22-1.71)
0.44 (0.15-1.30)

0.71 (0.36-1.39)

2.02 (0.85-4.77)

1.52 (0.62-3.74)

2.54 (0.51-12.76)
0.30 (0.09-0.96)*
1.14 (0.38-3.43)

1.96 (0.39-9.93)
3.86 (1.62-9.20)**

Each model included only the factors that were associated with the specific subscale in the bivariate analysis *p < 0.05, **p < 0.01.

poor HRQoL in the Social Function scale (AOR: 3.70,
95% CI: 1.02-13.36; p = 0.05).

Among the clinical factors, the regression analyses
indicated that being an inpatient was significantly
associated with poor HRQoL with regard to Role
Function (AOR: 2.99, 95% CI: 1.70-5.26; p < 0.001).
Compared to those with breast cancer, patients with
cervical cancer were more likely to report poor
HRQoL with regard to Emotional Function (AOR:
3.20, 95% CI: 1.50-6.81; p < 0.001). Furthermore,
patients diagnosed with leukaemia were almost four
times more likely than those with breast cancer to
report poor HRQoL in the Fatigue scale (AOR: 3.82,
95% CI: 1.22-11.97; p=0.02). Patients with other

types of cancers (n=101) reported poor HRQoL to
a greater extent than those with breast cancer in the
following three subscales: Emotional Function (AOR:
2.28,95% CI: 1.14-4.57; p = 0.02), fatigue (AOR: 2.27,
95% CI: 1.16-4.44; p=0.02) and Pain (AOR: 3.86;
95% CI: 1.62-9.20; p < 0.001). Patients with prostate
cancer were less likely to report pain than those with
breast cancer (AOR: 0.30; 95% CI: 0.09-0.96);
p < 0.001).

Discussion

In this study, a high proportion of the adult patients
attending a specialised cancer facility in Uganda
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reported impaired physical, role, emotional, or social
functioning (61-79%) and symptoms of fatigue and
pain and (63-80%) at levels of clinical concern.
Almost all patients reported financial difficulties
(96%). Factors associated with poor HRQoL were
older age, no formal education and not currently work-
ing. In addition, being an inpatient diagnosed with
cervical cancer or leukaemia were associated with
poor HRQoL. These results indicate poorer HRQoL
than what has been reported by patients with cancer
in European studies [17] and some other studies in low-
income countries [22,28,35]. This discrepancy could be
attributed to the poorly resourced health facilities and
the high proportion of patients with advanced cancer in
this study sample. In Uganda, approximately 40% of the
population lives in extreme poverty [36-39] and
a diagnosis of cancer in a family will, apart from a loss
of income, lead to additional family costs with regard to
transport to hospital, food and medications
[3,20,22,40,41].

Our results are consistent with previous studies of
HRQoL in adult patients with cancer in East African
countries in which the same instrument, namely
EORTC QLQ-C30, was used [20,22-24,28]. However,
there were some differences. Mean scores on the
Emotional Function scale differed (>10 points) between
countries. In Tanzania, patients indicated better func-
tioning (mean 71.8) [22] compared with those in this
study (mean 57.5), while in Ethiopia, patients reported
worse emotional functioning (mean 459) [28].
Additionally, patients in Ethiopia had higher levels of
fatigue (mean 65.2) compared with patients in this
study (mean 53.0). Between study differences in
HRQoL may be due to variations in types of patients
and levels of illness [23,25]. For example, Mvunta et al.
[23] assessed women with cervical cancer after comple-
tion of chemoradiotherapy. In that study, 70% were diag-
nosed at an early stage and those with comorbidities were
excluded. Similarly, Sibhat et al. [25] studied Ethiopian
women with breast cancer at an outpatient unit. Of those
samples, half had received surgical treatment and none
had comorbidities.

The fact that four out of five patients in our study
reported pain at a level that corresponded with poor
HRQoL is of concern. The literature on the management
of cancer-related pain provides a deeper understanding
of the factors associated with pain in people with cancer
[42]. The barriers for optimal pain management in low-
income countries include poor pain reporting channels,
misunderstandings of pain leading to under-treatment,
and administrative, professional, judicial, and economic
impediments [42]. They include inadequate education of
health-care professionals (insufficient knowledge and
a poor understanding of the use of analgesics), limited
facilities for pain management, fear of side effects, mis-
conceptions about pain medications (e.g. fear of addic-
tion) and poor access to pain medications [42].

The National Comprehensive Cancer Network
(NCCN) Clinical Practice Guidelines in Oncology
(NCCN Guidelines®) provide recommendations for
the management of cancer-related pain in adults
and are intended to assist health professionals in
cancer care when monitoring the treatment of pain
in these patients [43]. The Guidelines include the
following five dimensions: analgesia (‘has there been
a reduction in pain?’); activity (‘has the patient
improved in functioning?’); adverse effects (‘is the
patient experiencing adverse effects?’); aberrant beha-
viours (‘does the patient show signs of medication
misuse?’); and affect (‘does the pain have an impact
on the patient’s mood?’). Additionally, they advise all
care providers to consider assessing pain using three
pain levels: mild (1-3), moderate (4-7) and severe
(8-10) [43]. The successful implementation of the
NCCN Guidelines requires capacity building, which
includes providing training for health-care workers in
cancer care. In addition to the development and
implementation of policies, there needs to be increas-
ing awareness and knowledge among patients and
communities regarding cancer treatment regimens,
their side effects and pain management.

We identified some clinical factors that were asso-
ciated with a poor HRQoL. Patients with cervical cancer,
leukaemia and other cancers were more likely to report
poor HRQoL (i.e. clinical cases) in the Emotional
Function, Fatigue and Pain scales, respectively, while
patients with prostate cancer were less likely to report
pain compared to those with breast cancer. The group of
other cancers included patients diagnosed with lung
cancer, ovarian cancer, colon cancer, malignant mela-
noma, oral cancer and, head and neck cancers. Our
findings revealed that poor HRQoL was directly asso-
ciated with increasing age with regard to Physical and
Role Function as well as Pain, while patients with sec-
ondary and tertiary education, compared to those with
no formal education, reported better HRQoL, which is in
line with research from high-income countries [44-46].
A possible explanation for this is that literate and well-
educated patients have the capacity and resources to
access care [27,47]. Poor health-care-seeking behaviours,
advanced stage at presentation, dearth of treatment
choices and poor treatment compliance are known to
be related to no or low levels of education [28,48].
Additionally, lack of occupation (not working) was sig-
nificantly associated with poor Social Function. Patients
who are not working face socioeconomic challenges
because they depend entirely on relatives and friends
for income, transport to hospital and buying drugs.
Since cancer is a long-term condition, helpers may
become tired and finally abandon these patients
[30,41,49]. We therefore recommend cancer awareness
strategies to inform the public and communities about
cancer and its treatment. These will empower them with
relevant knowledge to improve social support and reduce



stigmatisation among people with cancer in Uganda.
There is a need for research to better understand how
these patients perceive their social situation. This can
then better inform culturally appropriate, patient-
centred care for people with cancer in order to meet
their preferences and needs regarding care [50].

Sixty-two per cent of the patients in our study
reported cancer-related fatigue, which is a symptom
commonly experienced by patients during and after
active cancer treatment [42,51].

Being fatigued has deleterious effects on life and is
not adequately addressed by health-care providers
globally [51]. Patients with fatigue are more likely to
have greater financial stress, higher utilisation of
health-care services and increased risk for mortality.
Currently, no gold standard exists for the management
of cancer-related fatigue [51,52]. Exercise has been
reported to be safe and well tolerated during and after
cancer treatment and been shown to improve physical
fitness and quality of life [52]. Essentially, patients
should be encouraged to avoid inactivity and be as
physically active as possible. Fatigue management can
be facilitated by nurses and doctors, who can teach
patients, their relatives and the public about the recom-
mended interventions [52].

Our study, which included a large sample (N = 385)
of patients with various diagnoses and applied prede-
termined thresholds to indicate poor HRQoL of clinical
importance [16,17], is a valuable contribution to pre-
vious research conducted in Uganda more than 10 years
ago [42]. We acknowledge that the study has some
limitations. The cross-sectional design did not allow
patient follow-up and causation was not established.
Despite an adequate study sample, subsamples were
relatively small and under-powered. The clinical thresh-
olds were developed in high-income countries with easy
access to health care and well-resourced health facilities,
in contrast to the setting in our study [17,53].
Furthermore, because we lacked information regarding
the dates of patients’ diagnoses, it was not possible to
adjust for changes over time. The generalisability of the
results to patients who speak languages other than
Luganda and English can be questioned [54,55].

Conclusion

In this study, a high proportion of patients in specia-
lised cancer care in Uganda self-reported HRQoL as
poor with impaired physical (79%) and emotional
functioning (61%). Four out of five patients reported
pain. Improvement of cancer care in East Africa
requires a comprehensive and integrated approach
that addresses various challenges specific to the region.
Such strategies include investment in healthcare infra-
structure, e.g. clinical guidelines to improve pain man-
agement, and patient education and support services.
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