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IMPACT OF AGE IN HEALTH-RELATED QUALITY

OF LIFE IN OLDER ADULTS WITH CANCER

|mpac’co daidade na qua|io|ao|e de vida relacionada a satide em idosos com cancer
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ABSTRACT

RESUMO

Arlene Santos Cavalcanti® @, Murilo Carlos Amorim de Britto? @,
Maria Julia Goncalves Mello® @, Luiz Claudio Santos Thuler®

OBJECTIVE: To evaluate the impact of age in health-related quality of life (HRQoL) in older adults with cancer. METHODS: This
was a cross-sectional study of 608 older adults diagnosed with cancer. Age groups were considered an independent variable.
For the analysis of HRQoL, the mean scores of age groups were compared by analysis of variance and the Scheffé comparison
test. For measuring the association between age and HRQoL, we used simple and multiple linear regression analyses. RESULTS:
Cognitive function showed the highest scores (average 87.94 + 26.87), while physical function showed the lowest ones (68.04
+ 28.63). The highest symptom score was observed for financial difficulties (34.21 + 39.06), followed by pain (29.47 + 33.92)
and insomnia (28.57 £ 37.03). After adjustment, we observed a decrease in physical function (p = 0.028) and an improvement
in emotional function (p = 0.003) with increasing age. CONCLUSIONS: In older patients with cancer, age negatively impacted
physical function and positively impacted emotional function.
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OBJETIVO: Avaliar o impacto da idade na qualidade de vida relacionada & satide (QVRS) em idosos com cancer. METODOS:
Estudo transversal envolvendo 608 idosos diagnosticados com cancer. Os grupos etérios foram considerados uma variavel
independente. Para a analise da QVRS, os escores médios dos grupos etarios foram comparados utilizando a andlise de variancia
e o teste de Scheffé. Para medir a associacdo entre idade e QVRS, foram utilizadas andlises de regressao linear simples e
multipla. RESULTADOS: A funcdo cognitiva apresentou os maiores escores (média 87,94 £ 26,87), enquanto a fungdo fisica
apresentou os menores (68,04 £ 28,63). O maior escore de sintomas foi observado em dificuldades financeiras (34,21 £ 39,06),
seguido por dor (29,47 £ 33,92) e insbnia (28,51 £ 37,03). Ap6s 0 ajuste, observamos diminui¢do da funcao fisica (p = 0,028) e
melhora da funcio emocional (p = 0,003) com o aumento da idade. CONCLUSOES: Em pacientes idosos com cancer, a idade
impactou negativamente a funcao fisica e positivamente a funcao emocional.

PALAVRAS-CHAVE: distribuicao por idade; idoso; neoplasias; qualidade de vida.
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Quality of life in older adults with cancer

INTRODUCTION

Population aging is a significant contributor to epidemi-
ological transition and current morbidity and mortality pro-
files worldwide.! The incidence of cancer is strongly related to
aging. If current trends continue, by 2020, 70% of all cancers
will occur in people aged 65 years or older, further increasing
the morbidity related to cancer in older adults.>?

Although longevity is often correlated with increased mor-
bidity, poor health is not necessarily a consequence of survival
to older ages. Most studies that compare the health of older
populations categorize chronological age into groups. The
World Health Organization (WHO)? considers the young
old as those aged 60—74 years, the old old as those aged 75-84
years, and the oldest old as people aged 85 years or more. In
Brazil, the Institute of Applied Economic Research IPEA)*
considers that younger older adults are people between 60 and
70 years old, moderately older adults are those between 70 and
80 years old, and very older adults are aged 80 years or older.

In recent years, the assessment of health-related quality
of life (HRQoL) in older adults with cancer has been rec-
ognized as an important component during all phases of the
disease, from diagnosis to palliative care.>* HRQoL can be
defined as the individual’s perception of their position in life
in the context of the culture and value systems in which they
live and their goals, expectations, standards, and concerns.”

The measurement of HRQoL should thus include com-
ponents such as functional, cognitive, emotional, social, and
economic status.” Moreover, in patients with cancer, the prob-
lems and symptoms caused by the disease or its treatment
should be evaluated.® This assessment allows the recognition
of vulnerable groups for individualized multidisciplinary care
and the assessment of the impact, tolerability, and adherence
to treatment regimens by the patients.>’* HRQoL has been
used as a primary outcome in cancer trials, has been consid-
ered ancillary when implementing treatment options, and is a
predictor of treatment complications and overall survival &1

The effects of age on HRQoL were studied in a systematic
review with 6024 patients with cancer.”® The authors observed
that the HRQoL domains may be influenced by age. In older
patients, physical functioning and constipation were associated
with worse perceptions, while social functioning, insomnia, and
financial problems were associated with better ones. Optimal care
for older patients with cancer should consider aspects of HRQoL."?

According to the WHO,? by 2025, Brazil will be the
sixth country in the world in the number of older adults.
'This increase in average life expectancy, combined with other
factors, has made cancer an important public health problem
in the country. However, little is known in Brazil about at
which age group the impacts produced by this disease and

Geriatr Gerontol Aging. 2021;15:e0210005

its treatments become the most important. In this context,
this study aims to assess the demographic and clinical char-
acteristics, as well as the HRQoL, of older people diagnosed
with cancer according to age group.

METHODS

This cross-sectional study was performed at cancer diag-
nosis with patients who had a malignant neoplasm, were
aged 2> 60 years, and were enrolled for oncologic treatment
at Instituto de Medicina Integral Prof. Fernando Figueira,
in Recife, Brazil from January 2015 to July 2016. Patients
whose Mini Mental State Examination scores were lower
than 23 were excluded, as well as patients who had already
started systemic cancer treatment or radiotherapy.

Data were collected through interviews at the time of enroll-
ment in the institution. Sociodemographic (ie, current age, sex,
marital status, education, household income, self-reported skin
color, alcohol consumption, and smoking habits) and clinical
characteristics (ie, topography of cancer according to the 10th
edition of the International Classification of Diseases [ICD
10], metastatic disease at diagnosis, Karnofsky Performance
Scale [KPS], short form of the mini nutritional assessment
[MNA-SF], and Charlson Comorbidity Index [CCI]) were
collected. The age group at cancer diagnosis was considered
an independent variable and was categorized according to the
IPEA*into: 60-64, 6569, 70-74, 7579, and = 80 years old.

For the evaluation of HRQoL (dependent variable), we
used the European Organisation for Research and Treatment
of Cancer Quality of Life Questionnaire (EORTC QLQ-C30),
covering 5 functions (physical, global, cognitive, emotional, and
social), global health, 3 symptom scales (fatigue, pain, and nau-
sea/vomiting),and 6 additional symptom items (dyspnea, insom-
nia, loss of appetite, constipation, diarrhea, and financial difhi-
culties).”” Questionnaire scores ranged from 0 to 100 and were
calculated according to the protocol proposed by the EORTC
QLQ-C30." Regarding the functional scales and global health
status, higher scores are related to better quality of life in the
individual’s perception; conversely, for symptom scales, higher
scores correspond to a greater impact of that symptom, or worse
quality of life. The questionnaire was translated into Portuguese
and was validated for the Brazilian population.”

Our descriptive analysis was used means and standard
deviations (SDs) for quantitative variables and absolute and
relative frequencies for qualitative variables. Demographic and
clinical characteristics, according to age group, were compared
using Pearson’s y¢* test; differences between categories were
assessed using the Z-test. HRQoL was analyzed as having a
normal distribution, as proposed by the EORTC QLQ-C30.
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For evaluating quality of life according to age group, differ-
ences between each mean score were calculated by analysis of
variance (ANOVA) and the Scheffé comparison test. For all
comparisons, p < 0.05 was considered statistically significant.

We used simple linear regression to evaluate the association
between age and HRQoL in the older adult. We selected demo-
graphic and clinical variables with p < 0.20 in the univariate anal-
ysis to identify possible adjustment variables and then conducted
amultiple linear regression model through the Stepwise Forward
method. In the final model, variables with p < 0.05 were retained.
Data analysis was performed using SPSS, version 23.0.

All participants signed an informed consent form.
'This study was submitted to the National Cancer Institute
(INCA) Research Ethics Committee under number 4412-14.

RESULTS

The study included 608 older adults with a mean age of
71.86 years (£ 7.44); 6569 years was the most common age
interval (24%). The demographic characteristics according to
age group are shown in Table 1. A lower frequency of men
in the group aged < 65 years was observed when compared

Table 1. Overall characteristics of older adults diagnosed with cancer, according to age group (N = 608).

Age group (years) n (%) Differences
Characteristics between p-value**
categories*
Sex
309 a2 72 82 56 57 o
R (5082) | (37.16) | (4932) | (5695) | (5134) | (5816) | A<B=C=D=E 0012
299 71 74 62 51 a1 o '
FamE (49.18) | (6284) | (5068) | (4305) | (47.66) | 4184 |A7B=C=D=E
Lives with a partner
270 46 58 56 57 53 o }
No (4441) | (4071) | (3973) | (3889) | (5327) | (5408) |A=B=C<D=E 0026
338 67 88 88 50 45 o _ :
Yes (5559) | (5929) | (6027) | (6111) | 4673) | (4592) |A=B=C>D=E
Education
. 286 37 55 72 61 61 _ o
= 4 years of schooling 47.04) | (3274) | (3767) | (5000) | (57.01) | (6224) |ATB<C=D=E < 0001
. 322 76 91 72 46 37 } N :
< 4 years of schooling (5396) | (67.26) | (6233) | (5000) | (4299) | (37.76) | A=B>C=D=E
Family income****
— 152 27 42 36 22 25 L
< 1 minimum wage (2500) | (2389) | (2877) | (25000 | (2056) | (2551) |A=B=C=D=E
. N 228 43 58 52 38 37 L
I i M TR | ereg | mpes) | (@RgE | @sA | EREy | Eoge  ATBSCSDEE G
. N 228 43 46 56 47 36 o
=2 times the minimumwage | 3550y | (3g05) | (31.50) | (3889) | 4393) | @e73) |A=B-E=C<D
Self-reported skin color
‘ 165 31 38 34 28 34 o
s 27.14) | (2743) | (2603) | (2361) | (2617) | (3469) |A=B=C=D=E 0422
. 443 82 108 110 79 64 o '
Mais eitliee (7286) | (7257) | (7397) | (7639) | (7383) | (6531) |A=B=C=D=E
Smoking
345 64 71 85 67 58 S
Current or former smoker (5674) | (5664) | (4863) | (5903) | (6262) | (5918) | B<DiA=C=E 020
263 49 75 59 40 10 el ‘
Never smoked (4326) | (4336) | (5137) | (4097) | (37.38) | (4082) | B>DiA=C=E
Alcoholism
. 324 64 78 79 58 45 el
Current or former alcoholic (53.29) (56.64) (53.42) (54.86) (54.21) (45.91) A=B=C=D-=E 058
Never 284 49 68 65 49 55 | aoBocepog|
(4671) | (4336) | (4656) | (4514) | (4579) | (54.08)
Total 608 113 146 144 107 98
(100.00) | (1859) | (2401) | (2368) | (1760) | (16.12)

*hkk

*Z-test; **Pearson’s 2 test; ***row percent; ****in 2015/2016, the minimum wage was U$ 250/270 per month; statistically significant

values are highlighted in bold.
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to women in the same age group (37.16 and 62.84%, respec- other groups (p < 0.001). There were no differences between
tively; p = 0.012). Participants in the younger age groups age groups regarding family income, self-declared skin color,
lived with a partner with greater frequency than those in the and tobacco and alcohol consumption.

older ones (p = 0.029). Furthermore, older adults aged up to Considering clinical characteristics (Table 2), older adults
69 years had higher education levels when compared to the aged 80 or older had worse functional performance in the

Table 2. Clinical characteristics of older adults diagnosed with cancer, according to age group (N = 608).

Age group (years) .
n (%) Differences

between
categories***

Characteristics

Site of the primary tumor in men (n = 309)

177 23 36 47 33 38 e
HEEEIE (57.28) | (5476) | (5000) | (57.32) | (5893) | 6667) |A=B=C=D=E
- 69 20 18 16 11 e
Digestive system (22.33) 04 (9.52) (27.78) (22.95) (28.57) (19.30) A=B=C=D=E | 0.066
. 63 15 16 17 07 08 e
Oz (2039) | (3572) | (2222) | (21.73) | 1250) | (1403 |A=B=C=D=E
Site of the primary tumor in women (n = 299)
97 25 26 14 21 11 e
LS (3244) | (3521) | (35.14) | (2258) | 4118) | (2683) |A=B=C=D=E
- 86 19 19 19 13 16 e
Digestive system (2876) | (2676) | (2568) | (3064) | (2549) | (39.02) |A~B=C=D=E oo
. 73 19 16 20 09 09 Chlrin. '
Feliiel @ € nilEl Sy (2442) | (2676) | (2162) | (3226) | (1765) | (22905 |A*B=C=D=E
. 43 08 13 09 08 05 e
Otz (1438) | (1127) | (1756) | (1452) | (1569) | (219 |A=B=C=D=E
Metastatic disease at diagnosis
178 5 44 48 27 34 o
= (2928) | (2212) | (30.14) | (3373) | (2523) | (3469) | A<C=EB=D o165
430 88 102 %6 80 64 o '
No (7072) | (77.88) | (69.86) | (6667) | (7477) | (6531 | A7 C=EB=D
Functional Karnofsky Performance Scale
78 14 14 15 13 22
< = = =
=50 (1283) | (1239) | (0959) | (1042) | (1215) | (2245) |A=B=C=D<E vos6
530 99 132 129 94 76 o ’
>l (87.17) | (8761) | (9041) | (89.58) | (8785) | (7755 |ATB=C=D>E
Mini Nutritional Assessment
303 59 80 70 61 33 o
] (4984) | (5221) | (5479) | (4861) | (5701) | (3367) |ATB=C=D>E 0.007
o 305 54 s 74 46 65 e '
Al e s (5016) | (47.79) | (4521) | (5139) | (4299) | (6633) \A~B=C=D<E
Charlson Comorbidity Index
o 455 82 111 110 76 76 e
< 2 i s (7484) | (7257) | (7603) | (7639) | (71.03) | (7755 |ATB=C=D=E 70
o 153 31 35 34 31 22 '
> = = = =
2 2 GR el 2516) | (2743) | (2397) | 2361) | (2897) | (2245 |A=B=C=D=E

*Urinary system (n = 22), lung (n = 21), head and neck (n = 9), adrenal gland (n = 1), brain (n = 1), non-Hodgkin's lymphoma (n = 3), melanoma (n = 1), soft
tissue (3), and skin (n = 2); **bladder (n = 7), brain (n = 1), head and neck (n = 5), non-Hodgkin's lymphoma (n = 1), melanoma (n = 3), soft tissue (n = 7),
lung (n = 13), kidney (n = 4), urethra (n = 1), and occult primary (n = 1); **Z-test; “Pearson’s x? test; statistically significant values are highlighted in bold.
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KPS (p = 0.036) and were at greater nutritional risk (p = The evaluation of HRQoL according to age group is pre-
0.007) when compared to younger people. No differences sented in Table 3. Among the functional scales, cognitive func-
were observed between age and tumor site, metastasis at tion showed the highest scores (mean 97.94 £ 26.87), while
diagnosis, and presence of comorbidities. physical function showed the lowest ones (68.04 +28.63). The

Table 3. Quality of life (EORTC QLQ-C30) of older adults diagnosed with cancer, according to age group (N = 608).

Age group (years)
Mean (SD) Differences

between
categories***

Quality of life

o 7534 | 7271 | 7602 | 7494 | 7889 | 7406 e
vl aueli erllie 2277) | (2503) | 2212) | (2107) | (2068) | (2535 | A=B=C=D=E | 0322

Function scale*

. . 6804 | 6802 | 7311 | 6954 | 6928 | 5694 o
Al UnEien (2863) | (2958) | (2613) | (2832) | (2797) | (2986) | E<A<B=C=D | <0001

. 6924 | 6622 | 7078 | 6991 | 7461 | 6360 e
Eltaazl e (3353) | (3636) | (3220) | (3329) | (3074) | (3487) | A=B=C=D=E | 0332

N . 8794 | 8643 | 8790 | 8981 | 8878 | 8605 e
CegliNELTEET (2687) | (3009) | (2623) | (2502) | (2463) | (2008) | A=B=C=D=E | 0801

. . 7352 | 6445 | 7431 | 7529 | 7882 | 7440 o
Seifianel e (2841) | (3318) | (2727) | (27.03) | (2461) | (2820) | A<B=E=C<D | 0003

. 8053 | 8083 | 7831 | 8183 | 8349 | 7840 e
sl ol (2817) | (2819) | (2958) | (2808) | (2565) | (2894) | A=B=C=D=E | 0565

Symptom scale**

. 2632 | 2674 | 2458 | 2847 | 2098 | 3106 e
Fatigue (2841) | (2942) | (2821) | (2899) | (25.19) | (2941) | A=B=C=D=E | 0094

A 2947 | 3112 | 2820 | 2859 | 2336 | 3741 o
et (33.92) | (3546) | (3284) | (3355) | (31.38) | (3592) | D <A=B=C<E | 0051

570 531 503 463 623 816 e
TS (17.23) | (1640) | (1582) | (17.00) | (1839) | (1918 | A~B=C=D=E | 0563

. 2851 | 2832 | 3333 | 2639 | 2367 | 2993 e
Lielalil (37.03) | (3837) | (3875) | (3501) | (3333) | (3932) | A=B=C=D=E | 029

. 2500 | 2033 | 2100 | 2639 | 1994 | 3639 ) )
Lose @7 gl (36.30) | (3697) | (35.02) | (3695) | (3032) | (4035) | B=D<A=C<E | 0007

N 1094 | 1195 | 845 | 1308 | 887 | 1258 e
MRS GIE (22.16) | (2372) | (1969) | (2439) | (2026) | (2220) | A=B=C=D=E | 0300

- 2017 | 2035 | 1667 | 2153 | 2056 | 2278 e
St (3474) | (3462) | (3137) | (3686) | (3506) | (3632) | A~B=C=D=E | 0689

. 817 855 8.90 671 671 1020 e
DI (2290) | (2430) | (2224) | (21.44) | (2183) | (2551) | A=B=C=D=E | 0757

o 3421 | 3599 | 3927 | 2917 | 3115 | 3537 e
AirEreEl et e (3006) | (3963) | (4192) | (36:32) | (3838) | (3824) | A"B=C=D=E | 0213

*Higher scores correspond to better quality of life; **higher scores correspond to poorer quality of life; ***Scheffé comparison test; “Analysis
of variance (ANOVA) test; statistically significant values are highlighted in bold; SD: standard deviation.
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highest symptom score was observed for financial difficulties
(34.21£39.06), followed by pain (29.47 £ 33.92), and insomnia
(28.51 £ 37.03). Considering physical function, lower scores
were observed in older patients aged 80 or older (p < 0.001).
Regarding emotional function, the worst scores were obtained
by younger people (< 65 years) (p = 0.003). As for symptoms,
older adults aged 80 or older had the lowest scores for loss
of appetite (p = 0.007). No statistically significant differences
were observed for the other function and symptom domains.

To identify potential confounders in the association
between age and HRQoL, we used an univariate linear

regression. Variables with p < 0.20 were selected for the
adjusted model. Alcoholism was the only variable not iden-
tified as a possible confounding variable; it was not included
in the testing of model fit (Table 4).

Table 5 presents the crude and adjusted analyses for the
association between age and HRQoL. After adjustment, a
worsening of 1.44 points was observed in the physical func-
tion (95% confidence interval [95%CI] -2.73 - -0.16; p =
0.028) and an improvement of 2.39 points was seen in the
emotional function (95%CI 0.80 — 3.98; p = 0.003) with

increasing age.

Table 4. Simple linear regression between potential confounding variables and HRQoL (N = 608)*.

Variables

Physical function

Emotional function Loss of appetite

Sex < 0.001 <0.001 < 0.001
Education 0.073 0.297 0.628
Partner 0.025 0.002 0.010
Family income 0.054 0.220 0.139
Ethnicity (self-reported skin color) 0.116 0.003 0.202
Smoking 0.403 0.569 0.128
Alcoholism 0.757 0.219 0.296
Tumor location <0.001 < 0.001 <0.001
Metastasis at diagnosis < 0.001 0.001 < 0.001
Charlson Comorbidity Index (CCl) < 0.001 0.003 0.001
Karnofsky Performance Status (KPS) <0.001 0.020 <0.001
Mini Nutritional Assessment (MNA-VR) <0.001 <0.001 <0.001

*Variables in bold were selected to adjust the model in the multiple linear regression.

Table 5. Crude and adjusted linear regression analysis summary of older adults diagnosed with cancer (N = 608)*.

Crude analysis (univariate) Adjusted analysis (multiple)

Quality of life domains

95%ClI 95%Cl
Function scale
Physical function -2.55 -4.24 --085 0.003 -1.442 -2.73--0.16 0.028
Emotional function 2.45 0.77 - 413 0.004 2.39° 0.80 - 3.98 0.003
Symptom scale
Loss of appetite 2.44 0.29 - 459 0.026 1.43¢ -0.45 - 3.30 0.137

aAdjusted for sex, Charlson Comorbidity Index, Karnofsky Performance Status, and Mini Nutritional Assessment; *adjusted for sex, Mini
Nutritional Assessment, metastasis at diagnosis, and ethnicity; ‘adjusted for sex, Mini Nutritional Assessment, and metastasis at diagnosis;
*statistically significant values are highlighted in bold; 95%Cl: confidence interval of 95%.
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DISCUSSION
This study examined HRQoL according to age group

in 608 older patients with cancer treated at a single referral
center in northeast Brazil.

Considering the demographic characteristics of this
population, most patients had low education levels, a family
income of less than twice the minimum wage (in 2015/2016
the minimum wage in Brazil was U$ 250/270 per month), and
non-white skin color (self-reported), which is in agreement
with the characteristics of the Brazilian older adult popula-
tion seeking cancer treatment in the public health system.'®"

'The most frequent cancer topographies in this population
were male genital organs, digestive organs, and female breasts,
which reflected the estimated incidence of new cancer cases
in the male and female populations during the study period.*’

We also observed that almost one-third of the patients
had metastases at diagnosis. In Brazil, the delay in cancer
diagnosis has been attributed to a poor access to health ser-
vices and to the lack of public health policies urging the early
diagnosis of this disease.?'}

Among subjects aged < 65 years, most of the cases were
women. This may be partly explained by the topographical
distribution of cancer in the country.®® A high frequency of
breast cancer in younger women and of prostate cancer in older
men has also been described by other authors.?* Moreover,
we observed that older adults more often had lower educa-
tion levels and were not living with a partner. In contrast,
Akechi et al.”> found no differences in education and marital
status between older adults and younger older adults. This
discrepancy may be related to the sociodemographic profile
of the Brazilian older adult population.’®

Regarding clinical characteristics, patients in this study
who were aged 80 or older showed greater impairment in
KPS (p = 0.036) and were at higher nutritional risk measured
by the MNA-SF (p = 0.007) compared to younger older
adults. Aging involves biological phenomena associated with
the accumulation of molecular and cellular damage, which
in time lead to a gradual loss of physiological and immuno-
logical reserves and of the individual’s intrinsic capabilities.”
Moreover, aging often implicates, in addition to biological
losses, changes in social roles and positions linked to psy-
chological and cultural aspects that interact with the real-
ity in which the individual lives and reflect on their overall
health.*? In this context, performance status and nutritional
risk are expected to be compromised in aging populations.

In the present study, “older older” participants had worse
HRQoL in the physical function domain (p = 0.028) in com-
parison to “younger older” patients. Similar results have been

reported in various social, cultural, and economic realities. In

Geriatr Gerontol Aging. 2021;15:e0210005

Germany, a study comparing older adults by age group using the
same questionnaire (EORTC QLQ-C30) also found greater
impairment of the physical function domain in older adults.?’
In addition, a meta-analysis of randomized controlled clinical
trials performed in Europe™ and a randomized study conducted
in Japan® reported worse physical function with advancing age.

Our results also indicated a worse emotional function
score among younger participants (< 65 years) (p = 0.003).
Similarly, Akechi et al.** also showed worse HRQoL scores
regarding emotional function in patients under 70 years of
age (p < 0.01). On the other hand, Baumann et al.?’ revealed
a similarity in emotional function between patients aged 60
to 69 years and those aged 2 70 years. The same was observed
in an analysis by Quinten et al.,"” where there was no asso-
ciation between age and emotional function. Other studies
also observed decreased cognitive function®” and constipa-
tion®® in older adults. Social function was also better in those
aged 70 years or older in a study by Akechi et al.* Different
authors have suggested that changes in psychological symp-
toms have less impact on the daily activities of older adults
when compared to younger older adults.®

In this study, greater loss of appetite was observed in
those aged 80 years or more only in the univariate analysis.
Baumann et al.¥” and Quinten et al."® also reported greater
loss of appetite in patients aged 70 years or more. In a study
conducted in 31 centers in the United Kingdom involving
2208 women with early-stage breast cancer, age had no influ-
ence on loss of appetite.?” Baumann et al.”” showed that older
age was associated with a worse quality of life regarding the
following symptoms: fatigue, nausea and vomiting, pain, dys-
pnea, and constipation. In contrast, Akechi et al.”* found no
difference in HRQoL between age groups. However, their
study showed a lower impact of nausea and vomiting and of
financial difficulties in patients aged 70 years or more.

This study’s main strength is the fact that age was strat-
ified in several groups (considering the different older adult
settings available), which contributes to a better understanding
of the influence of age on HRQoL in cancer patients. Our
results showed an association between metastatic disease at
admission, KPS, CCI,and MNA in HRQoL. Therefore, these
variables were used in the final model as adjustment variables
in the association between HRQoL and the age groups. In
this scenario, we were able to identify, at the time of cancer
diagnosis, vulnerable older adult groups who required spe-
cial attention in clinical practice. The results of this research
reflect the importance of studying older adults with cancer
considering their sociodemographic and clinical character-
istics and based on HRQoL in order to favor the assistance,

care, and impact of treatments on the survival of older adults.
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On the other hand, limitations of this study are related
to the heterogeneity of the sample (with a large variability
in tumor sites), which could have compromised the analysis
and interpretation of HRQoL functions and symptoms. In
contrast, this limitation can be regarded as a strength since it
reflects the reality of the care of patients with cancer in Brazil.
In addition, the cross-sectional approach with data collec-
tion at a time close to the diagnosis prevented the knowl-
edge of the impact of treatments on HRQoL and limited the
analysis of HRQoL for each therapeutic approach. Another
possible limitation was the use of instruments that may not
describe functional state in older patients (KPS) and the use
of the CCI. However, the choice of these instruments con-
sidered the possibility of comparing our results with inter-
national studies, since these are widely used tools, as well as
the previous experience of the team where data were col-
lected. Considering the results of this research, the promo-
tion of strategies directed to the physical function of older
people could help improve the HRQoL of this population.

CONCLUSION

In conclusion, older adults aged 80 years or older showed
poor performance status and were at higher nutritional risk when
compared to younger older adults. Greater impact on HRQoL
was observed only in physical function, while the lowest impair-
ment was described in cognitive function. In the symptom scale,

financial difficulties exerted the most influence on HRQoL, fol-
lowed by pain and sleep disorders. After adjustment, a worsen-
ing was observed in physical function and an improvement was
detected in emotional function with increasing age.
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