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Abstract: The purpose of this study was to describe and compare palliative care strategies used for 
quality of life among Thais with advanced cancer who were receiving care from four different settings 
in Thailand, including: a religious organization; two community hospitals; a university hospital; 
and, a cancer center hospice. One hundred and eighty Thais who were diagnosed with advanced 
cancer and receiving treatment in one of four selected settings were recruited to complete a    
demographic questionnaire, a palliative care assessment form, and the Missoula-VITAS Quality 
of Life Index. 
	 The results revealed that those who received palliative care in the community hospitals 
had a significantly higher mean score in regards to all the palliative care strategies used than those 
in the other settings. With respect to the non-pharmacological palliative care strategies, subjects 
receiving care at the religious organization (Buddhist temple) had a significantly higher mean score 
than those receiving care at the university hospital or cancer center hospice, while subjects receiving 
care at the community hospitals had significantly higher mean scores than those receiving care at the 
university hospital. Regarding pharmacological palliative care, subjects receiving care at the community 
hospital had significantly higher mean scores than subjects receiving care in all the other settings.     
In addition, subjects receiving care at the religious organization, university hospital, and cancer 
center hospice had significantly higher mean scores, with respect to overall quality of life, 
than those receiving care at the community hospitals. Also, subjects receiving palliative care 
at the religious organization, university hospital, and cancer center hospice had significantly higher 
well-being and transcendent mean scores than those receiving care at the community hospitals. 
Furthermore, the various organizations were found to be helpful to the subjects and their families, 
and should be supported by the healthcare policy makers.
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Introduction

Cancer is a major health problem and the leading 
cause of death in Thailand.1 Individuals diagnosed with 
advanced stages of cancer often experience deteriorated 
physical and psychological health, as well as impaired 
social and spiritual well-being. Thus, as they deal with 
their illness, they often receive palliative care for: relief 
of their symptoms; improvement of their quality of life 
(QOL); and, social support. 
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Currently, 13 different organizations, 
throughout Thailand, provide palliative care services 
to patients.2 The services are categorized according to 
the level of care provided, including: self-care, 
primary care, secondary care, and tertiary care.3 Self-
care services, usually, are provided, by non-
governmental volunteers at a Buddhist temple, to 
individuals within a given community. Secondary care, 
most often, is provided by a community hospital that 
is responsible for providing healthcare to residents of 
a particular district or sub-district. Tertiary care is 
provided, mainly, by healthcare professionals with 
special expertise within university hospitals and cancer 
center hospices. 

However, little is known about how the various 
settings (i.e., religious facilities, community hospitals, 
university hospitals and cancer center hospices) 
provide palliative care for individuals with advanced 
cancer and their families, or the outcome, in terms of 
QOL, of the treatment they provide. Prior studies that 
have been conducted, in Thailand, regarding cancer 
treatment, predominantly, have taken place within 
individual settings. Thus, a rigorous comparison of the 
care provided and the outcomes of that care, among 
settings, have not occurred. Therefore, the aim of this 
study was to seek an understanding about the palliative 
care individuals with advanced cancer receive and the 
QOL they experience when they receive treatment 
within a: religious organization; community hospital; 
university hospital; or, hospice. 

Review of Literature

Palliative care is known to be a philosophy of 
care, as well as an organized, highly structured system 
for delivery of healthcare,4 with a focus on promoting 
the best possible QOL for those facing a life-
threatening illness, through optimal management of 
one’s physical, psychosocial, emotional, and spiritual 
symptoms, and inclusion of family members in the 
delivery of care.5, 6 In addition, the concept, palliative 

care, has been applied in various health care systems 
and viewed as being dependent on one’s perceptions 
and understanding.7 This is due to the fact that the 
application of the palliative care concept may differ in 
that some may emphasize only symptom management, 
while others may focus on the needs of the patients 
and their families.

Palliative care includes both pharmacological 
and non-pharmacological strategies in the management 
of symptoms and level of comfort of those with a given 
illness. Analgesic and adjuvant drugs are the most 
commonly used palliative care medications.8, 9 Non-
pharmacological palliative care strategies that have 
been used include: psychosocial interventions;10 
physical intervention;11 traditional (dietary and herbal) 
medicines;12, 13 and, religious and spiritual coping.14, 15 
All of these strategies are known to reduce the pain 
and concomitant mood disturbances being experienced, 
while increasing the QOL of those with advanced 
cancer.14-16

The primary goal for individuals requiring 
palliative care is improvement of their QOL, which 
may include various physical,  functional, 
psychological,  socioeconomic, and mental 
dimensions.17 Measurement of one’s QOL can assist 
in identification and categorization of patients’ 
problems, monitoring of their clinical changes and 
progress regarding dimensions that contribute to their 
QOL,18 and facilitation of a comprehensive evaluation 
of the treatments and services provided to them.19 
Thus, there appears to be a need for accurate 
measurement of each patient’s QOL, as an outcome 
indicator.

There has been a recent increase in the amount 
of research regarding individuals’ QOL, with the aim 
of evaluating the effectiveness of various healthcare 
interventions and services.20, 21 While pharmacological 
interventions have been recommended and used in 
management of symptoms, prior studies have brought 
to light the effectiveness of the use of palliative drug 
therapy in improving individuals’ QOL. These drug 
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therapies have included use of: analgesics, cough 
suppressants, antiemetics, multivitamins, antiulcer 
agents, corticosteroids, and antibiotics.22 In addition, 
non-pharmacological interventions (i.e., psycho-
educational,20 psychological,23 cognitive,21 
emotional,21 physical,21, 23 social,21, 23 and spiritual 
interventions)21 have been recommended for 
management of symptoms and improvement of 
patients’ QOL.20, 21, 23 

However, limited research has been conducted, 
in Thailand, regarding the palliative care provided and 
the QOL of those with advanced cancer.2, 7, 24, 25 
Exploration of the various levels of palliative care 
provided, in regards to the QOL of those with advanced 
cancer, may help clarify issues, with respect to this 
life-threatening illness, as well as facilitate 
identification of effective palliative care strategies for 
this population. Therefore, the following questions 
were posed: 

a)	 What palliative care strategies are used by, 
and the QOL of, cancer patients receiving 
care at different types of palliative care    
settings (i.e., religious [temple], community 
hospital, university hospital, and hospice)?

b)	 Are there significant differences in the     
palliative care strategies used by, and the 
QOL of, cancer patients receiving care at 
different types of palliative care settings 
(i.e., religious [temple], community hospital, 
university hospital, and hospice)?

Method
	Design:  A cross-sectional quantitative 

descriptive design was used. 
E t h i c a l  C o n s i d e r a t i o n s :  P r io r  to 

implementation, the study was approved by the 
Institutional Review Board of the primary investigator’s 
(PI) academic institution, as well as by the 
administrators of the palliative care settings used as 

study sites. Each potential participant was informed 
about: the purpose of the study; what his/her 
involvement would entail; confidentiality and 
anonymity issues; voluntary involvement; and, the 
right to withdraw at any time without repercussions. 
All potential subjects who consented to participate 
were asked to sign a consent form.

Sample: The population under study included 
1,294 Thais who had a physician’s diagnosis (as 
recorded in their medical record), between 2005 and 
2009, of stage IV cancer, and were receiving treatment 
to alleviate their symptoms and promote their comfort, 
rather than cure their illness. This advanced cancer 
population included: 313 reported cases, in 2009, at 
the selected Buddhist temple; 62 and 93 reported 
cases, in 2009, at the two selected community 
hospitals; 535 reported cases, in 2008, at the selected 
university hospital; and, 291 reported cases, in 2005, 
at the selected cancer center hospice. The sample size 
was determined via estimation of the population 
proportion from each of the selected study sites,26 
resulting in a need for 180 subjects (44 from the 
temple, 22 from the community hospitals, 74 from 
the university hospital, and 40 from the cancer center 
hospice). 

After reviewing the available medical records, 
at three of the selected settings and having two APNs, 
at the two community hospitals, identify potential 
subjects, the PI purposively recruited 212 potential 
subjects who were: at least 18 year of age; willing to 
participate; able to speak, read, and write Thai; not 
receiving any aggressive or curative treatment; and, 
knowledgeable about their diagnosis. Potential subjects 
were excluded if they: had hematologic cancer; had a 
deteriorated physical status or illness; and/or, were 
unable to answer the questionnaires. Twenty-three 
(10.8%) of the 212 potential subjects elected not to 
take part in the study because of feeling too ill/fatigued 
(n = 21; 9.9%) or simply not wanting to participate 
(n = 2; 1%). In addition, seven (3.3%) failed to 
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complete the questionnaire because of feeling too ill/
fatigued or being transferred to another hospital (n = 2; 
1%), resulting in 180 subjects completing the study.

The 180 Thais, who completed the study, 
ranged in age from 20 to 84 years (mean = 55.21 
years) and, predominantly, were: female (n = 109; 
60.6%); married (n = 126; 70.0%); Buddhist                
(n = 172; 95.6%); primary school graduates                      
(n = 98; 54.4%); and, living in central Thailand             
(n = 85; 47.2%). Their healthcare costs were covered: 
by universal coverage (n = 80; 44.4%); without 
charge (n= 45; 25%); and/or, by government welfare 
(n =29; 16.1%). Sixty (33.3%) subjects worked. 
Their family incomes ranged from 0-1,000,000 baht 
per month (median and mode income = 10,000 baht 
per month; 32 baht = 1 USD). Although 33.3%             
(n = 60) of the subjects worked outside the home, less 
than half (n = 85; 47.2%) perceived having a 
sufficient income, with no savings. However, most of 
them (n = 179; 99.4%) had a caregiver, who was 
either a spouse, along with a child (n = 142; 78.9%), 
or a parent or sibling (n = 69; 38.3%). In addition, 
the majority indicated they received emotional support 
(n = 173; 96.1%), direct care and financial support 
(n = 101; 56.1%), and informational support (n = 
78; 43.3%). 

The subjects, predominantly, had breast cancer 
(n = 51; 28.3%), followed by: hepatobiliary cancer 
(n = 32; 17.8%); lung cancer (n = 26; 14.4%); 
colorectal cancer (n = 19; 10.6%); gynecology cancer 
(n = 17; 9.4%); head-neck cancer (n = 16; 8.9%); 
bladder cancer (n = 9; 5%); gastro-intestinal cancer 
(n = 5; 2.8%); and, osteosarcroma (n = 5; 2.8%). 
Their time since diagnosis ranged from 0.25 to 210 
months (mode = 24 months; median = 10 months). 
Hypertension (n = 44; 24.4%) was the most common 
co-morbid disease, followed by diabetes mellitus           
(n = 22; 12.2%) and cardiac problems (n = 8; 4.4%). 
Although the majority had received previous treatment 
(chemotherapy [n = 114; 63.3%] or without 
chemotherapy [n = 29; 16.1%]), 37 (20.6%) of 

them had not received any treatment. They choose 
treatment at the: temple/religious organization, 
because of what they had seen in the social media (n 
= 19; 43.1%) and upon suggestions from others (n 
= 17; 38.6%); community hospitals, because of them 
being convenient (n = 15; 68.2%); university 
hospital, because of being referred (n = 16; 21.6%) 
or having relatives or friends working there (n = 12; 
16.2%); and, hospice, because of being referred (n 
= 37; 92.5%). In addition, they had received 
treatment for 7 to 2,190 days (mean = 354 days; 
median = 115 days) and stated their top three concerns 
were: the progress of their cancer (n = 45; 25%); 
their pain and symptoms (n = 44; 24.4%); and, their 
family (n = 41; 22.8%).

Setting: The setting consisted of five purposively 
selected palliative care service facilities, including:     
a religious organization (Buddhist temple in 
northeastern Thailand); two community hospitals (one 
in northeastern Thailand and one is northern Thailand); 
a university hospital (in Bangkok, Thailand); and,      
a cancer center hospice (in central Thailand). Prior 
data revealed that the number of patients with advanced 
cancer, who were in the initially selected community 
hospital, was significantly less than the number of such 
patients who used the other study sites. Thus, a decision 
was made to seek subjects from two selected 
community hospitals. Moreover, both of the selected 
community hospitals had a palliative care service and 
an advanced practice nurse (APN) who specialized in 
palliative care. The settings also were selected because 
of the number of individuals with advanced cancer 
they treated.

The religious organization, located within a 
Buddhist temple, focused on palliative care for cancer 
patients, based on Buddhism and the use of herbal 
medicines. The organization used the Lord Buddha’s 
teachings to enhance the patients’ faith, hope, and 
acceptance of life in a peaceful environment. A sense 
of sharing and healing was evident as volunteers, 
patients, and families participated together in activities 
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in a community of mutual assistance. The organization 
did not receive financial or manpower support from 
the government. However, the temple had established 
a foundation and received donations, including money 
from merit making, from Thais and others, who had 
faith in the Buddhist monk, Luang Ta.

The palliative care that was administered at the 
two community hospitals was under the leadership of 
APNs. The APNs administered care via: home-based 
interventions; prescribed medications for relief of pain 
and other symptoms; emotional support; and, 
collaboration with medical specialists. 

Those who were very ill, had complex problems, 
or required intensive symptom management received 
palliative care at the university hospital. The medical 
specialists at the hospital provided aggressive, 
invasive, and curative treatment for patients’ specific 
problems via: a pain clinic; radiation therapy; and/or, 
chemotherapy. Palliative care consultative services 
were provided by the physicians and APNs. However, 
the physical environment provided limited privacy and 
the hospital routine often did not fit with the 
psychological and spiritual needs of the patients and 
their families.

The cancer center hospice, located on a hospital 
ward, provided inpatient palliative care services to 
cancer patients in later stages of the disease. However, 
the hospice admitted patients only for two weeks. 
During that time, the patients’ families stayed with the 
patients and were taught how to provide home care for 
them. The cancer center hospice had a peaceful 
atmosphere, was close to nature, and accommodated 
cooking and chanting. However, most of the patients 
tended to stay in bed and not participate in any 
activities. 

Instruments: Data were collected via three 
instruments.  They were the:  Demographic 
Questionnaire and Medical Record Form (DQMRF); 
Palliative Care Assessment Form (PCAF);9 and, 
Missoula-VITAS Quality of Life Index (MVQOLI).27 

The 21-item, PI developed, Demographic 
Questionnaire and Medical Record Form (DQMRF) 
was used to obtain demographic and clinical information 
regarding each subject’s: age; gender; hometown; 
religion; marital status; educational level; household 
income; financial status; health payments; occupational 
status; presence of a family caregiver; prior treatment; 
reason for receiving treatment at the particular setting; 
length of time receiving treatment; and, top three 
concerns. The PI also obtained information, from each 
subject’s medical record, regarding his/her: type of 
cancer; length of time since diagnosis; type of 
treatment received; and, co-morbidity. 

The Palliative Care Assessment Form (PCAF),9 
was used to obtain information about the palliative care 
strategies used by the subjects. The PCAF included 
pharmacological and non-pharmacological palliative 
care management strategies. The pharmacological 
management strategies’ section consisted of the most 
commonly used palliative care medications. These 
included analgesics and adjuvant medications (i.e., 
opioids, other analgesics, anti-depressants, 
antixiolytics, and anticonvulsants), sedatives, 
laxatives, anti-flatulents, and antiemetics, as well as 
space for adding medications the subject may have 
taken that were not on the list. The non-pharmacological 
section consisted of 23 management strategies 
categorized into 4 groups, including: psychosocial 
interventions (4 items); mind-body and spiritual 
interventions (7 items); physical interventions (8 
items); and, use of traditional medicine [herbs and 
diet] (4 items). Subjects were asked to respond to each 
item with a “yes” (currently used) or “no” (currently 
not used) response. Each “yes” received a score of 1, 
while each “no” received a score of 0. A total score 
was obtained for each section by summing across all 
responses. The higher the pharmacological score, the 
more medications were used. Likewise, the higher the 
non-pharmacological score, the more strategies were 
used. A total palliative care score was obtained by 
summing the total value from the pharmacological and 
non-pharmacological sections. 
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The 26-item Missoula-VITAS Quality of Life 
Index (MVQOLI)27 was used to assess the patient-
reported information regarding their QOL. Permission 
to use and translate the instrument was obtained from 
the developer of the original instrument. The MVQOLI 
was translated into Thai by two of the researchers and 
back translated from Thai to English by a bilingual 
nursing professor. The back translated version then 
was compared with the original English language 
version by a native English language professor and 
determined to have no changes in meaning. Three 
oncology and palliative care nursing instructors,                
an oncology APN, and a palliative care physician 
determined the content validity of the MVQOLI                  
to be 0.94. 

The 26-items were divided into six categories: 
overall QOL (one item) and five dimensions                    
(25 items) regarding each respondent’s QOL.                  
The five QOL dimensions included: symptoms (five 
items); function (five items); interpersonal (five 
items); well-being (five items); and, transcendent 
(five items). Within each dimension, three kinds of 
information (assessment, evaluation, importance) 
were gathered from each respondent, so as to be able 
to illuminate their overall experience. Examples of the 
questions were: “How would you rate your overall 
quality of life (overall QOL)?”; “I feel sick all the 
time (symptom assessment);” “I am satisfied with the 
current control of my symptoms (symptom 
evaluation);” “Physical discomfort overshadows an 
opportunity for enjoyment (symptom importance);” 
“I am no longer able to do many of the things I like to 
do (function assessment);” “I accept the fact that I 
cannot do many of the things that I used to do (function 
evaluation);” “My contentment with life depends upon 
being active and independent in my personal care 
(function importance);” “I have a better sense of 
meaning in my life now than in the past (transcendent 
assessment):” “Life has lost all value for me; every 
day is a burden (transcendent evaluation); and, “It is 
important to me to feel that my life has meaning 

(transcendent importance).” Possible responses to the 
one item assessing overall QOL ranged from “worst 
possible” = 1 to “best possible” = 5. The other 25 
items had possible responses of: a) “agree strongly” 
= -2 to “disagree strongly = +2 for negatively focused 
assessment items; b) “agree strongly” = +2 to 
“disagree strongly = -2 for positively focused 
assessment items; c) “agree strongly = +4 to “disagree 
strongly = -4 for positively focused evaluation items; 
d) “agree strongly = -4 to “disagree strongly = +4 
for negatively focused evaluation items; and, e) “agree 
strongly = 5 to “disagree strongly = 1 for importance 
items. The score for overall QOL was determined by 
the numerical value of the respondent’s response to 
the one overall QOL assessment item. A high score, 
which could range from 1 to 5, suggested a high rating 
of one’s overall QOL. The total QOL score, obtained 
from the remaining 25 items was determined by 
calculating weighted dimension scores (i.e., summing 
the values of the respective scores for the assessment 
and evaluation questions in each of the five dimensions; 
dividing each of the five scores by 2; multiplying each 
of the five scores by the score obtained for the 
respective domain’s importance question; summing 
the five dimensions scores obtained; dividing that score 
by 10; and, then adding 15). The total score could 
range from 0 to 30. The higher the score, the better 
the individual’s QOL. The internal consistency 
reliability of the MVQOLI, in this study, was 0.68. 

	Data Collection: Potential subjects were 
approached, by the PI, in the in-patient department, 
out-patient department (OPD) clinic, and/or home 
care service of each of the selected settings. Once a 
patient consented to participate in the study, his/her 
medical record was reviewed for the purpose of 
obtaining health-care related information needed for 
completion of the DQMRF. The PI then administered, 
by reading the respective content and recording each 
subject’s verbal responses, the demographic data 
portion of the DQMRF, PCAF, and MVQOLI. The 
instruments were administered while the subjects were 
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Strategies
Religious

Organization
Community
Hospitals

University
Hospital

Hospice
Center

Total

n = 44 (%) n = 22 (%) n = 74 (%) n = 40 (%) n = 180 (%)

1. Analgesics and adjuvants 70 (38.9)
Strong opioids

Morphine sulphate
  tablets

0 13 (59.0) 5 (6.7) 4 (10.0) 22 (12.2)

Morphine sulphate
  solution 

0 8 (36.4) 3 (4.1) 10 (25.0) 21 (11.7)

Kapanal 0 0 0 5 (12.5) 5    (2.8)
Morphine injection 0 0 0 1 (2.5) 1    (0.6)
Fentanyl 0 0 1 (1.4) 0 1    (0.6)

Weak opioids
Tramal 3 (6.8) 10 (45.5) 7 (9.5) 6 (15.0) 26 (14.4)
Ultracet 0 0 3 (4.1) 0 3    (1.7)
Codeine 0 1 (4.5) 0 1 (2.5) 2    (1.1)
Tylenol with codeine 2 (4.5) 0 0 0 2    (1.1)

Non-opioids
Paracetamal 0 3 (13.6) 11 (14.9) 3 (7.5) 17    (9.4)
Celebrex 0 0 2 (2.7) 0 2    (1.1)
Brufen 0 0 0 1 (2.5) 1    (0.6)
Naproxen 0 0 1 (1.4) 0 1    (0.6)
Diclofenac 0 0 1 (1.4) 0 1    (0.6)

Adjuvant
Gabapentin 0 1 (4.5) 1 (1.4) 2 (5.0) 4    (2.2)

either sitting in a private section of the OPD waiting 
room, resting in bed in the hospital or hospice center, 
or sitting in the home care service at the temple. It took 
approximately 30 to 45 minutes to complete the 
questionnaires. Each completed questionnaire was 
given a code number and placed in a locked cabinet.

	Data Analysis: Descriptive statistics were used 
to analyze the subjects’ demographics, palliative care 
strategies, and QOL. Analysis of variance (ANOVA) 
was used to compare the non-pharmacological 
palliative care strategies utilized, their overall and total 
QOL, and the symptom and function dimensions of 
their QOL. Welch’s ANOVA was used to compare: 
the palliative care strategies utilized; their QOL; and, 
the interpersonal, well-being, and transcendent 
dimensions of their QOL. Kruskal-Wallis was used 

to compare the pharmacological palliative care 
strategies utilized by the subjects among the four 
selected palliative care settings.

Results
	Palliative care: As shown in Table 1, 

pharmacological management analgesic and adjuvant 
drugs were used most often, followed by antiemetics, 
sedatives, laxatives, and anti-flatulents. The top five 
non-pharmacological management strategies used 
were: talking to someone who gave support/
encouragement; changing food/ eating behaviors; 
reading the Dharma book/ bible of one’s own religion 
and making merit; getting information/advice on self-
care; and, taking vitamins or dietary supplements (see 
Table 2).

Table 1	 Pharmacological Management Strategies within Four Palliative Care Settings
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Strategies
Religious

Organization
Community
Hospitals

University
Hospital

Hospice
Center

Total

n = 44 (%) n = 22 (%) n = 74 (%) n = 40 (%) n = 180 (%)

1. Analgesics and adjuvants 70 (38.9)
Strong opioids

Morphine sulphate
  tablets

0 13 (59.0) 5 (6.7) 4 (10.0) 22 (12.2)

Morphine sulphate
  solution 

0 8 (36.4) 3 (4.1) 10 (25.0) 21 (11.7)

Kapanal 0 0 0 5 (12.5) 5    (2.8)
Morphine injection 0 0 0 1 (2.5) 1    (0.6)
Fentanyl 0 0 1 (1.4) 0 1    (0.6)

Weak opioids
Tramal 3 (6.8) 10 (45.5) 7 (9.5) 6 (15.0) 26 (14.4)
Ultracet 0 0 3 (4.1) 0 3    (1.7)
Codeine 0 1 (4.5) 0 1 (2.5) 2    (1.1)
Tylenol with codeine 2 (4.5) 0 0 0 2    (1.1)

Non-opioids
Paracetamal 0 3 (13.6) 11 (14.9) 3 (7.5) 17    (9.4)
Celebrex 0 0 2 (2.7) 0 2    (1.1)
Brufen 0 0 0 1 (2.5) 1    (0.6)
Naproxen 0 0 1 (1.4) 0 1    (0.6)
Diclofenac 0 0 1 (1.4) 0 1    (0.6)

Adjuvant
Gabapentin 0 1 (4.5) 1 (1.4) 2 (5.0) 4    (2.2)

Strategies
Religious

Organization
Community
Hospitals

University
Hospital

Hospice
Center

Total

n = 44 (%) n = 22 (%) n = 74 (%) n = 40 (%) n = 180 (%)

2. Sedatives 48 (26.7)
  Amitriptylene 11 (50.0) 1   (1.4) 10 (25.0) 22 (12.2) 22 (12.2)
  Lorazepam 6 (27.3) 8 (10.8) 8 (20.0) 22 (12.2) 21 (11.7)
  Ativan 1   (4.5) 1   (1.4) 3   (7.5) 5   (2.8) 5    (2.8)
  Diazepam 1   (4.5) 0 1   (2.5) 2   (1.1) 1    (0.6)
  Hadol 1   (4.5) 0 0 1   (0.6) 1    (0.6)

3. Laxatives 32 (17.8)
  Senokort 0 2   (9.0) 9 (12.2) 4 (10.0) 15   (8.3)
  Milk of Magnesia 0 8 (36.4) 1   (1.4) 5 (12.5) 14   (7.8)
  Emulsion Liquid 
  Paraffin (ELP)

0 1   (4.5) 0 1   (2.5) 2   (1.1)

     - Unison enema 0 0 0 1   (2.5) 1   (0.6)
     - Lactulose 0 1   (4.5) 0 0 1   (0.6)

4. Antiflatulants/relief of abdominal discomfort
  Simethicone 0 5 (22.7) 0 1   (2.5) 6   (3.3)
  M. Carminative 0 1   (4.5) 0 0 1   (0.6)
  Alum milk 0 1   (4.5) 0 0 1   (0.6)

5. Antiemetics
  Ondestron 0 0 37 (50.0) 7 (17.5) 44 (24.4)
  Domperidone 0 4 (18.2) 15 (20.3) 15 (37.5) 34 (18.9)
  Metoclopramide 0 0 14 (18.9) 3   (7.5) 17   (9.4)
  Ramosetron 0 0 0 1   (2.5) 1   (0.6)

Table 1	 Pharmacological Management Strategies within Four Palliative Care Setting (Continued)

Note: A patient may have taken more than one type of medication listed. 

	The largest proportion of patients (n=151; 
96.67%) were found to use a combination of 
pharmacological and non-pharmacological strategies 
(see Tables 1 & 2). Only six (3.33%) solely used 
non-pharmacological strategies, while none solely 
used pharmacological strategies.

With respect to the palliative care strategies 
used in each level of care, the pharmacological 
strategies, except for the weak opioids (Tramal and 
Tylenol with codeine), were used minimally at the 

religious organization, while they were most often used 
by patients from the community hospitals (see Table 1). 
With regard to the mean scores for the strategies used 
in each level of care, patients from the community 
hospitals had the highest mean scores for the 
pharmacological strategies used (see Table 1), while 
those from the religious organization had the highest 
mean scores for the non-pharmacological strategies 
used (see Table 2). In addition, as shown in Table 3, 
the  to ta l  pa l l i a t ive  care  s t ra teg ies  used, 
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non-pharmacological strategies, and pharmacological 
strategies were found to differ significantly among the 
patients from the four settings. 

Using the post-hoc test, subjects from the 
community hospitals were found to have a significantly 
higher mean score for the palliative care strategies used 
than those from the other settings (p < .05). The 
patients from the religious organization had a 

s ignif icant ly  higher  mean score  for  non-
pharmacological palliative care strategies used than 
those from the university hospital and the cancer center 
hospice (p < .05). Furthermore, subjects from the 
community hospitals had a significantly higher mean 
score for non-pharmacological strategies used than 
those from the university hospital (p < .05). 

Table 2	 Non-pharmacological Care Strategies within Four Palliative Care Settings

Strategies
Religious

Organization
Community
Hospitals

University
Hospital

Hospice
Center

Total

n = 44 (%) n = 22 (%) n = 74 (%) n = 40 (%) n = 180 (%)

Psychosocial interventions
Getting information/ advice 
   on self-care

28 (63.6) 21 (95.5) 54 (72.9) 33 (82.5) 136 (75.6)

Talking to someone who 
   gave support

43 (97.7) 22 (100) 70 (94.6) 39 (97.5) 174 (96.7)

Enrolling in self-help group 0 3 (13.6) 0 0 3    (1.7)
Getting information/advice
   on coping skills

13 (29.5) 12 (54.5) 10 (13.5) 6 (15.0) 41 (22.8)

Mind-body/spiritual interventions

Doing progressive muscle
   relaxation

10 (22.7) 10 (45.5) 23 (31.1) 17 (42.5) 60 (33.3)

Meditating 43 (97.7) 11 (50.0) 41 (55.4) 21 (52.5) 116 (64.4)
Reading Dharma book/bible
   of own religion and making
   merit 

42 (95.5) 12 (54.5) 55 (74.3) 30 (75.0) 139 (77.2)

Listening to music/ music
   therapy

31 (70.5) 12 (54.5) 40 (54.1) 19 (47.5) 102 (56.7)

Practicing universal energy
   healing

2    (4.5) 0 3    (4.1) 0 5    (2.8)

Using art therapy 1    (2.3) 0 0 1   (2.5) 2    (1.1)
Using pet therapy 0 2   (9.0) 1    (1.4) 0 3    (1.7)
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Table 2	 Non-pharmacological Care Strategies within Four Palliative Care Settings (Continued)

Note: A patient might use more than one care strategy

As shown in Table 3, patients from the 
religious organization had a significantly lower mean 
score for pharmacological strategies used than those 
from the other settings. Subjects from the community 
hospitals had a significantly higher mean score for use 
of pharmacological strategies than those from the 
religious organization (p = .000), university hospital 

(p = .000), and cancer center hospice (p = .002). 
The university hospital patients had a significantly 
lower mean score for pharmacological strategies used 
than those from the community hospitals (p = .000) 
and cancer center hospice (p = .012), but a significantly 
higher mean score than subjects from the religious 
organization (p = .000).

Strategies
Religious

Organization
Community
Hospitals

University
Hospital

Hospice
Center

Total

n = 44 (%) n = 22 (%) n = 74 (%) n = 40 (%) n = 180 (%)

Physical interventions (manipulation and body-based methods)

Using exercise 32 (72.7) 6 (27.3) 34 (45.9) 18 (45.0) 90 (50.0)
Using massage or reflexology 15 (34.1) 18 (81.8) 19 (25.7) 12 (30.0) 64 (35.6)
Using acupuncture 0 1   (4.5) 4   (5.4) 0 5   (2.8)
Using hot or cold packs 6 (13.6) 3 (13.6) 10 (13.5) 5 (12.5) 24 (13.3)
Using ultrasound for pain relief 0 1   (4.5) 0 0 1   (0.6)
Using hydrotherapy 4 (9.0) 0 4 (5.4) 3 (7.5) 11 (6.1)
Using aroma therapy 4 (9.0) 0 0 0 4  (2.2)
Using transcutaneous
   electrical nerve stimulation

0 0 0 0 0

Traditional medicine, herbs, and diet
Using herbs or traditional
   medicine

43 (97.7) 14 (63.6) 31 (41.9) 20 (50.0) 108 (60.0)

Using Ya-mhor (Thai folk
   medicine)

15 (34.1) 4 (18.2) 11 (14.9) 15 (37.5) 45 (25.0)

Changing food/eating
   behaviors

44  (100) 18 (81.8) 51 (68.9) 34 (85.0) 147 (81.7)

Taking vitamins or dietary
   supplements

26 (59.1) 16 (72.7) 54 (72.9) 21 (52.5) 117 (65.0)
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Care Strategies 

Used 

Care Settings ANOVA 

F/ df

Chi-square 

df

ANOVA

Welch

p

Religious

Organization

(n = 44)

[  (SD)]

Community

Hospitals

(n = 22)

[  (SD)]

University

Hospital 

(n = 74)

[  (SD)]

Hospice

Center

(n = 40)

[  (SD)]

Non-pharm. 9.20 (2.17) 8.45 (2.43) 6.99 (2.89) 7.35 (2.81) 7.236/ 3 .000

Pharm. 0.07 (0.25) 3.68 (1.49) 1.64 (1.29) 2.33 (1.51) 89.217/ 3 .000

Total

   Palliative

9.27 (2.18) 12.14 (3.06) 8.62 (3.27) 9.68 (3.74) 7.244/ 3 .000

Table 3	 Comparison of Mean Scores of Care Strategies Used Within Four Palliative Care Settings (n = 180)

Note:	 Non-pharm. = Non-pharmacological care strategies; Pharm. = Pharmacological care strategies; 

	 Total Palliative = Total palliative care strategies

Quality of life: As shown in Table 4, patients 
from the religious organization reported the highest 
level in overall QOL (1 item), followed by subjects 
from the university hospital, cancer center hospice, 
and community hospitals. For total QOL, religious 
organization patients reported the highest mean score, 
followed by patients from the university hospital, 
cancer center hospice, and community hospitals.             
For each dimension of QOL, patients from the 
community hospitals had the highest mean scores for 
the symptoms and interpersonal dimensions of QOL, 

while subjects from the religious organization had the 
highest mean scores for the function, well-being, and 
transcendent dimensions of QOL. Significant 
differences were found, among subjects from the four 
settings of care, in overall QOL (1 item) and the well-
being and transcendence dimensions of QOL. In addition, 
no significant differences were found, among patients 
from the four settings of care, regarding the mean 
scores for total QOL, and the symptoms, function, and 
interpersonal dimensions of QOL. 

Table 4	 Comparison of Quality of Life Dimensions Within Four Palliative Care Settings (n = 180)

Note: QOL = Quality of Life

QOL Care Settings ANOVA 

F-ratio/

df

ANOVA

Welch

p

Religious
Organization

(n = 44)
[  (SD)]

Community
Hospitals
(n = 22)

[  (SD)]

University
Hospital 
(n = 74)

[  (SD)]

Hospice
Center

(n = 40)
[  (SD)]

Overall QOL (1 item) 3.43   (0.70) 2.50 (0.96) 3.30   (0.70) 3.25   (0.74) 7.301/3 .000

Total QOL 18.99   (2.43) 17.61 (1.98) 18.89   (2.50) 18.23   (3.11) 2.680/3 .053

- Symptoms 8.18   (5.49) 8.64 (7.64) 8.59   (5.56) 7.81   (5.88) .231/3 .874

- Function 8.85   (5.74) 5.14 (7.10) 8.54   (8.08) 6.51   (7.89) 1.838/3 .142

- Interpersonal 11.08   (7.22) 15.66 (7.41) 12.83   (8.31) 10.34 (11.31) 2.424/3 .073

- Well-being 2.92 (11.58) -3.50 (8.35) 1.14   (9.59) 0.09 (11.15) 6.244/3 .001

- Transcendent 8.85   (9.36) 0.14 (6.74) 7.78 (10.18) 7.54   (9.91) 7.814/3 .000
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Using the post-hoc test, subjects from the 
community hospitals, compared to those from the other 
settings, had a significantly lower mean score for 
overall QOL (1 item), and the well-being and 
transcendence dimensions of QOL (p < .05). 

Discussion

The findings regarding pharmacologic and 
non-pharmacological strategies of care were congruent 
with prior research on patients with advanced cancer. 
Similar to Get-Kong’s studies,8, 9 the most common 
medications prescribed were analgesics (various forms 
of morphine followed by other analgesics) and 
adjuvant medications. While, similar to the work of 
Slevin and colleagues,28 the most frequently used 
non-pharmacological strategy was talking to someone 
who provided support and encouragement. Different 
sources of support (i.e., family, friends, nurses, or 
doctors) often provided different types of support. 
However, prior research noted that talking amongst 
friends and family was perceived to be an effective 
coping strategy for 42.3% of cancer survivors.29 

Changing foods and eating behaviors was the 
second most common non-pharmacological strategy 
used, while taking vitamins or dietary supplements 
was the fifth. Diets in cancer therapy tend to go from 
healthy alternatives to supposed cures.30 In this study, 
the macrobiotic, Gerson, Cheewajit, and vegetarian 
diets were persistently popular examples of dietary 
approaches. Most of the dietary approaches tended to 
focus on increasing the intake of unprocessed fruits, 
vegetables, and whole grains, while minimizing 
consumption of refined foods, fat, and animal 
products.31 Such diets derive 50-60% of their calories 
from whole grains, 25-30% from vegetables, and 
10-25% from beans, seaweed, and soups. All animal 
meat, certain vegetables and processed foods tend to 
be avoided, while soybean consumption is promoted.32 
Unfortunately, subjects in the hospital settings often 
received dietary advice that conflicted with prior 

information they had received. For example, because 
of receiving treatments (i.e., chemotherapy and 
radiation therapy) that decrease the white blood cell 
(WBC) count, subjects in the hospitals often were 
advised to eat a lot of protein, so as to increase their 
WBC counts.

Reading the Dharma book/ bible of one’s own 
religion and making merit was the third most commonly 
used non-pharmacological strategy. Spiritual and 
religious traditions have been found to provide 
understanding of the human experience of death and 
dying, and the meaning of illness and suffering.33 
Making merit is what Thais, who believe in the 
Buddhist doctrine, believe will bring them happiness, 
a peaceful life, and other good things. Gaining merit 
is believed to strengthen them to overcome any 
obstacles/misfortunes and help them to ascend to 
heaven or a peaceful place after death.34 

Getting information/advice in self-care was 
the fourth most commonly used non-pharmacological 
strategy. It is common for cancer patients to seek 
information from different sources, such a health care 
staff member and/or individuals/organizations outside 
the health care system. The literature has noted that 
obtaining information helps cancer patients reduce 
anxiety, promote self-care and compliance, and gain 
control of their situations.35 

Similar to a prior Thai study,9 the subjects in 
this study, tended to use a combination of 
pharmacological and non-pharmacological strategies 
to deal with their illness. Moreover, the finding is 
similar to Australian findings regarding women with 
breast cancer, whereby 87.5% of them used 
complementary therapies, with many using four or 
more such therapies.36 In addition, it is common for 
cancer patients to combine complementary therapies 
with conventional therapies.37

The patients being cared for by the religious 
organization were found to have a significantly higher 
mean score regarding the use of non-pharmacological 
palliative care strategies than subjects from the 
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university hospital and cancer center hospice. In 
addition, patients from the community hospitals had 
a significantly higher mean score for use of non-
pharmacological strategies than patients from the 
university hospital. Most likely this was due to the fact 
that the religious organization combined various 
methods of non-pharmacological strategies, such as 
Thai traditional medicines and comprehensive 
complementary approaches to care (i.e., meditation, 
chanting, herbal sauna, diet, music, humor, group 
support, and healing touch). On the other hand, many 
physicians at the university hospital were either 
unfamiliar with non-pharmacological care strategies 
or did not accept them as valid medical practices, until 
there was sufficient scientific research to support their 
use. It has been noted that the physician-patient 
relationship benefits from the physician being able to 
discuss specific complementary treatments with 
patients, rather than avoiding the topic, or dismissing 
such treatments as elusive or not part of conventional 
cancer care.38

Advanced cancer subjects from the community 
hospitals had a significantly higher mean score for 
pharmacological management strategies and a mean 
score for total palliative care strategies used than 
patients from the religious organization, university 
hospital, and cancer center hospice. These findings 
may have been due to the fact that, as a result of an 
increase in illness severity and subsequent pain, APNs 
played a key role in pain management for these 
patients, and had frequent and continuous contact with 
them regarding their care. APNs are able to perform 
comprehensive physical evaluations, order and 
interpret diagnostics, and prescribe medications.                
In addition, they have consistently demonstrated an 
ongoing commitment to care of the frail, poor, 
culturally diverse, and rural populations.39 As a result, 
it is possible the patients from the community hospitals 
were provided greater accessibility to pharmacological 
and non-pharmacological care strategies compared to 
patients from the other settings. 

Patients from the religious organization, 
compared to those from the other settings, reported the 
highest mean score for overall QOL (1 item), as well 
as the highest mean scores for total QOL and the 
function, well-being, and transcendent dimensions of 
QOL. These findings were congruent with those of a 
previous study wherein the spiritual support provided 
by the religious community and medical system was 
determined to be significantly associated with the 
patients’ QOL.40 The fact that the function dimension 
of QOL was higher among subjects from the religious 
organization, compared to those in the other settings, 
may have been due to the fact that these patients 
performed activities of daily living with only minimal 
to moderate assistance. In addition, they performed 
activities (i.e., cooking, eating, chanting, music 
therapy, and exercise therapy) together as a group. 
The fact that the well-being and transcendent 
dimensions of QOL, as well as overall QOL and total 
QOL, were higher in those from the religious 
organization, compared to patients from the other 
settings, may have been due to the type of environment 
that existed in the religious organization (i.e., one that 
allowed discussion and practice of cultural/spiritual 
beliefs in the context of negotiating treatment options). 
Being allowed and encouraged to utilize ritual 
ceremonies, chanting, folk medicines, and traditional 
therapies may have provided meaning and purpose to 
them regarding their lives. Religion and spirituality is 
known to potentially mediate QOL by enhancing one’s 
subjective well-being through group support and 
coping strategies.33 

Patients from the community hospitals had the 
highest mean scores for the symptoms and interpersonal 
dimensions of QOL compared to those from the other 
settings. Unfortunately, no studies could be located 
with which to compare these finding. The reason the 
mean score was high, for the symptom dimension of 
QOL, may have been due to the fact that the 
administrators of the community hospitals were aware 
of the importance of palliative care and the availability 
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of APNs to provide appropriate medication for 
management of pain. Therefore, pharmacological 
strategies were readily available to the patients for 
reducing their discomfort and distress. Regarding the 
interpersonal dimension of QOL, subjects from the 
community hospitals had family members and friends 
readily available, since they were able to live at home. 
Thus, they were able to continue to carry on relationships 
and interactions with family members and friends until 
the end of their lives. 

Patients from the community hospitals were 
found, compared to those from the other settings, to 
have a significantly lower mean score for overall QOL 
(1 item), as well as the well-being and transcendence 
dimensions of QOL. This finding was inconsistent with 
prior findings regarding patients who received home-
based care demonstrating a higher QOL than those 
receiving in-patient care.41, 42, 43 Based on the well-
being and transcendence dimensions of QOL, when 
considering each question, it was found that patients 
in community hospitals, compared to those in the other 
settings, felt they were more: burdensome on relatives; 
disconnected; worried about things that were 
unresolved; and, worried about things getting out of 
control. This may have been the result of the patients 
from the community hospitals having, unlike those 
from the other settings, limited contact with other 
patients with incurable cancer. Those receiving care 
from the community hospitals were able to stay at home 
with their families, which limited their association with 
other cancer patients. On the other hand, patients from 
the university hospital, religious organization, and 
cancer center hospice were able to develop relationships 
with other patients with incurable cancer. Thus, they 
could share feelings and thoughts with one another. 

Limitations and Recommendations

There are several limitations to this study that 
need to be considered when interpreting the results. 
Firstly, the MVQOLI dimension scores are not based 

on a normal distribution, thereby accounting for an 
increased variance with large standard deviations. The 
scoring of the instrument is based on a complex 
weighting system that increases the difficulty in the 
interpretation of the results. In the initial development 
of the MVQOLI, the reported reliability was based on 
the total score, not on individual dimensions. In this 
study, the reliability of the MVQOLI was 0.678. The 
reliability and validity measures of the MVQOLI 
continue to be refined. Secondly, a cross-sectional 
study, by its very nature, is limited to capturing patient 
changes over time in each variable. Thirdly, to conduct 
research in the advanced cancer population, data 
collection must be cautious because it is a sensitive 
issue to patients and their family members. Also, any 
study, involving a life-threatening illness population, 
will inevitably result in incomplete answers in 
questionnaires. Lastly, the use of a convenience sample 
limits the general applicability of the results. Random 
sampling could not be performed because of the 
limitations in patient access. There were limited cases 
admitted to the hospitals or the cases admitted were 
too severely afflicted to be involved in the study. 
Moreover, this study was conducted among patients 
with advanced cancer in four specific settings, thus, 
generalization to other advanced cancer patients in 
other settings is limited.

As a result of the study’s findings and 
limitations, the following recommendations for future 
research are proposed: an intervention program, based 
upon the knowledge gained about effective palliative 
strategies, needs to be developed and tested; a 
situational analysis of palliative care models for 
advanced cancer patients, in various care settings in 
Thailand, should be carried out; a QOL instrument for 
advanced cancer patients, within the context of the 
Thai culture, should be developed and tested; and, a 
qualitative study to examine human responses to 
terminal illness and care needs, among both advanced 
cancer patients and their families, needs to be 
conducted.
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เปรียบเทียบวิธีการดูแล และคุณภาพชีวิตของผู ้ป่วยมะเร็งระยะลกุลาม
ท่ีได้รบัการดแูลแบบประคบัประคองในสีร่ะดบัของการดแูลทีแ่ตกต่างกนั
ปิยะวรรณ โภคพลากรณ์, สมจิต หนุเจริญกุล, Ruth McCorkle, ทัศนีย์ ทองประทีป, อัจฉริยา ปทุมวัน, 
ชูเกียรติ วิวัฒน์วงศ์เกษม

บทคัดย่อ :	 การศึกษาในครั้งนี้มีวัตถุประสงค์เพ่ือบรรยายและเปรียบเทียบความแตกต่างของการดูแลแบบ
ประคับประคอง และคุณภาพชีวิตของผู้ป่วยมะเร็งระยะลุกลามที่ได้รับการดูแลในสี่ระดับของ การดูแล คือ 
องค์กรทางศาสนา โรงพยาบาลชุมชน 2 แห่ง โรงพยาบาลมหาวิทยาลัย และศูนย์มะเร็งฮอสพิซ กลุ่มตัวอย่าง
เป็นผู้ป่วยมะเร็งระยะลุกลามจำ�นวน 180 คนที่เข้ารับการรักษาและติดตามผลใน 4 องค์กรข้างต้น และมี
คุณสมบัติตามเกณฑ์ท่ีกำ�หนด เก็บข้อมูลโดยใช้แบบบันทึกข้อมูลส่วนบุคคล แบบประเมินการดูแลแบบประ
คับประคอง และแบบวัดคุณภาพชีวิต 
	 ผลการศกึษาพบว่าผูป่้วยมะเรง็ระยะลกุลามในโรงพยาบาลชมุชนมกีารใช้การดแูลแบบประคบัประคอง
สงูกว่าผูป่้วยมะเรง็ระยะลกุลามในทีอ่ืน่ๆอย่างมนียัส�ำคญัทางสถติ ิส�ำหรบัการดแูลแบบประคบัประคองแบบไม่
ใช้ยาผู้ป่วยมะเร็งระยะลุกลามในองค์กรทางศาสนามีการใช้ที่สูงกว่าผู้ป่วยมะเร็งระยะลุกลามในโรงพยาบาล
มหาวิทยาลัยและศูนย์มะเร็งฮอสพิซ ในขณะที่ผู้ป่วยมะเร็งระยะลุกลามในโรงพยาบาลชุมชนมีการใช้การดูแล
แบบประคบัประคองแบบไม่ใช้ยาสงูกว่าผูป่้วยมะเรง็ระยะลกุลามในโรงพยาบาลมหาวทิยาลยัอย่างมนียัส�ำคญั
ทางสถติ ิส�ำหรบัการดแูลแบบประคบัประคองแบบใช้ยาผูป่้วยทีไ่ด้รบัการดแูลในโรงพยาบาลชมุชนมกีารใช้ยา
สูงกว่าผู้ป่วยมะเร็งระยะลุกลามในที่อื่นๆ อย่างมีนัยส�ำคัญ 
	 ส�ำหรับคุณภาพชีวิตโดยรวมผู้ป่วยมะเร็งระยะลุกลามในองค์กรทางศาสนา โรงพยาบาลมหาวิทยาลัย 
และศูนย์มะเร็งฮอสพิซมีคะแนนเฉลี่ยสูงกว่าผู ้ป่วยในโรงพยาบาลชุมชนอย่างมีนัยส�ำคัญทางสถิติ เม่ือ
พิจารณาในแต่ละด้านของคุณภาพชีวิตพบว่าผู้ป่วยในองค์กรทางศาสนา โรงพยาบาลมหาวิทยาลัย และศูนย์
มะเร็งฮอสพิซมีคะแนนเฉลี่ยของด้านความผาสุกและภาวะเหนืออัตตาสูงกว่าผู้ป่วยในโรงพยาบาลชุมชน
อย่างมีนัยส�ำคัญทางสถิติ
	 องค์กรต่างๆมีประโยชน์ในแต่ละแง่มุมส�ำหรับผู้ป่วยมะเร็งระยะลุกลามและครอบครัวซึ่งควรจะได้รับ
การสนับสนุนจากผู้ก�ำหนดนโยบายด้านสุขภาพ
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