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Abstract. The generalists’ perception of quality of life in head and neck cancer. Objective: Patients with head and neck
cancer are willing to undergo aggressive treatments and accept alterations in quality of life to attain recovery or to
prolong their life. It is unclear how physicians perceive alterations in quality of life. This study examined whether
physicians considered changes in quality of life when selecting a treatment for head and neck cancer.

Methodology: A large, Belgian, general practitioner population received a questionnaire in the mail requesting their
opinions on quality of life for patients with cancer. They assessed the impacts of symptoms, treatments, and side effects.
Results: 506 responses were received and evaluated. A majority of physicians (85.7%) thought that quality of life must
be considered when selecting a treatment, even when it represented lower chance of survival. Moreover, 82.4% felt that
proposing no treatment was justified when treatment caused impaired quality of life. Most physicians thought that the
quality of life was worse for patients with cancer in the head and neck than for patients with cancer in any other location.
Moreover, most physicians thought that the patient (98.2%) and the family doctor (89%) should participate in selecting
the treatment. The symptoms that ranked highest for impacting quality of life were pain and breathing quality, followed
by feeding requirements, voice quality, and physical appearance. Radiotherapy was thought to offer the best quality of
life.

Conclusion: Physicians considered quality of life a very important factor in treating patients with head and neck cancer.

This medical perception strongly influences the choice of treatment.

Introduction

The notion of quality of life (QOL) in head and
neck cancer first appeared in 1978." Since then,
very few studies have explored the perception of
QOL held by medical professionals.

Over the past 25 years, chemotherapy, radio-
therapy, concomitant chemo-radiotherapy, and
organ preservation protocols have been described
as alternatives to aggressive surgical resection. At
the same time, reconstructive surgery has become
increasingly effective, and thus, surgeons may
propose larger resections. Head and neck cancer
and treatments can dramatically affect breathing,
voice quality, and swallowing; also, it can cause
pain and may change the patient’s appearance.

The general practitioner (GP) plays a central
role in patient care. Currently, it is unknown how
physicians perceive changes in QOL or whether
this perception influences treatment choices. Some
data has suggested that the preference of the patient
might not be the same as that of the health care

professional. Patients tend to regard survival as the
main goal of treatment, and they appear to be more
willing than medical staff to choose aggressive
treatments and accept impairments in QOL.**
During the past 20 years in the United States,
survival has decreased among patients with laryn-
geal cancer. During that time, the number of
patients treated non-surgically for laryngeal cancer
has increased. This change in treatment approach
appears to be a contributing factor in the diminishing
survival rate.> We hypothesized that the change in
treatment approach may have come about to im-
prove the QOL for patients, in preference to pro-
longing their survival. If this hypothesis were
confirmed, it would be important to initiate a broad
ethical discussion concerning treatment selection.
In the current study, we examined GP priorities
concerning treatment choices and perceptions of
QOL. The goal was to assess whether perceived
changes in QOL influenced the treatment choice.
Our results describe what the medical community
deems to be an acceptable QOL. This information
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may improve communications between the patient,
the generalist, and the cancer specialist.

Materials and methods

This study included a large population (n=3000) of
Belgian generalists, selected strictly at random.
These individuals represented 26.3% of all family
doctors in Belgium. Physicians received by mail a
questionnaire and a stamped, pre-addressed return
envelope. The responses were strictly anonymous.
The questionnaire was written in the native
language of each physician (French or Dutch). The
National Medical Order approved this study.

The questionnaire included 62 questions,
grouped under five sections. The first section
recorded the demographic characteristics of the
physician; i.e., sex, age, type of practice, number
of new patients per year with head and neck
cancer The second section explored their general
perception of QOL, with either yes/no or multiple
choice questions. The third section asked their
opinions about the acceptability of symptoms and
therapies. The fourth section asked the physician to
rate different treatments (surgery, radiotherapy,
and chemotherapy) for their effects on QOL, based
on a 4-point Likert scale (from very bad to very
good). The surgical treatments included neck
dissection,total laryngectomy ,partial laryngectomy,
laser cordectomy, total glossectomy, and partial
glossectomy. Radiotherapy was evaluated as a
simple therapy modality administered alone or
in association with concomitant chemotherapy.
Chemotherapy was also evaluated as a sole therapy
or in combination with radiotherapy. Finally, the
fifth section asked physicians to rate the importance
of symptoms for QOL. These symptoms, including
feeding requirements, voice quality, breathing
quality, physical appearance, and pain, were rated
based on a 7-point Likert scale (from not very
important to very important). The questionnaire
required less than 15 min to complete (tested on
residents in our department).

Statistical methods

Results are expressed as means +standard devia-
tions (SDs) for quantitative variables. Frequencies
and proportions (%) were categorical variables.
Mean values were compared with the one-way
analysis of variance (ANOVA) and proportions
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were compared with the chi-squared test for con-
tingency tables. The non parametric, Kruskal-
Wallis test was also used for comparing samples
from different groups when normality assumptions
could not be fulfilled. Multivariate ordinal logistic
regression analysis was used to measure the
association between the response given to one
question and a set of covariates. The responses
given to different questions were compared with
generalized linear mixed models (GLMM), taking
into account that the same physicians answered the
different questions. An ordinal logistic regression
was used when responses were based on a Likert
scale. Calculations were always carried out on the
maximum amount of data available. Missing data
were not replaced. Results were considered sig-
nificant at the 5% critical level (p<0.05). Data
analysis was performed with SAS (version 9.1 for
Windows) and S-Plus (version 6.2) statistical
packages.

Results
506 responses were received and analysable.

Demography

The study population comprised 82.3% men, 55.8%
French speakers, and 44.3% Dutch speakers. The
mean age was 51.9 years old (range: 29-79) and the
mean duration of professional experience was
25.8 years (range: 2-47). The generalists received
1+£0.7 new cases of head and neck cancers/year
(range: 0-6). Most generalists (93.4%) had patients
with head and neck cancer.

QOL and management of the patient

Physicians’ perceptions of QOL and its influence
on treatment choices were evaluated by analysing
the responses shown in Table 1.

Acceptability of symptoms and therapies

Physicians found no differences in the acceptability
of treatments that might cause the patient to require
a feeding tube, a pasty diet (p=0.19), or a liquid
diet (p=0.28; Figure 1). All these feeding paradigms
were less acceptable to French-speaking physicians
than to Dutch-speaking physicians.

Physicians perceived that changes in QOL
caused by breathing and voice alterations would be
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Table 1

Generalist’s responses (frequency and percent) to questions related to the general perception of quality of life (QOL) after treatment
for head and neck cancer

Question | Do you think that:

Yes No p-value | Demographic data
that positively
influenced “yes”

1 We have to consider QOL when choosing a treatment 493 (99.4%) 3 (0.6%) <0.0001 | No demographic
data

1 (a) |Yes, even when the choice for a better QOL results in a| 425 (85.7%) | 68 (13.7%) <0.0001 | No demographic
lower chance of survival data

2 When a curative treatment will significantly alter QOL,
it is decent not to propose it

413 (82.4%) | 88 (17.6%) | <0.0001 F-S(p=0.05)

2 (a) |In that case, the patient should take part in making the

494 (98.2%) 9 (1.8%) <0.0001 | No demographic

than for patients with other types of cancer

decision data
2 (b) |In that case, the patient’s family should take part in 340 (68.7%) | 155 (31.3%) | <0.0001 F-S(p=0.002)
making the decision A(p<0.002)
PE(p<0.0016)
2 (c) |In that case, the generalist should take part in making 445 (89%) 55 (11%) <0.0001 M(p=0.003)
the decision F-S(p=0.025)
A(p<0.026)
3 Your discourse, or your approach can influence QOL 452 (90.8%) 46 (9.2%) <0.0001 A(p>0.034)
PE(p>0.027))
4 Your management influences QOL 447 (89.6%) | 52 (104%) | <0.0001 F-S(0.0001)
A(p>0.047)
5 The behaviour of the patient’s family influences QOL | 486 (96.2%) 19 (3.8%) <0.0001 A(p>0.041)
PE(p>0.027)
6 The social and economic environment influences QOL | 471 (93.6%) 32 (6.4%) <0.0001 No demographic
data
7 Psychological management is useful before treatment 462 (92.6%) 37 (7.4%) <0.0001 | No demographic
data
8 Psychological management is useful after treatment 474 (95.2%) 24 (4.8%) <0.0001 | No demographic
data
9 QOL is worse for patients with head and neck cancers | 378 (77.3%) | 111 (22.7%) | <0.0001 P (p=0.0052)

10 It is possible to make an objective evaluation of QOL

286 (58%) 207 (42%) 0.0004 No demographic
data

11 This study is interesting and useful

484 (97.38%) | 13 (2.62%) <0.0001 | No demographic
data

12 You are not sufficiently informed on head and neck
cancers

380 (76.3%) | 118 (23.7%) | <0.0001 F-S(p=0.0098)

13 You are not sufficiently informed on changes in QOL
that might result from treatments of head and neck
cancers

375 (752%) | 124 (24.8%) | <0.0001 | F-S(p=0.003)
A(p<0.013)
PE(p<0.011)

F-S: French-speaker, A: age, PE: professional experience, M: male, P: currently treating patients with head and neck cancer.

more acceptable with a tracheotomy compared to a
total laryngectomy (p<0.0001; Figure 2).

Treatment choices and effects on QOL

Most surgical treatments were perceived to have
different effects on QOL (p<0.0001); only partial
laryngectomy and partial glossectomy were per-

ceived to have similar effects on QOL (p=0.087;
Figure 3). Physician demographic characteristics
did not appear to influence these perceptions.
When given the choice between surgery and
radiotherapy, 51.8% of GPs would choose radio-
therapy for their patients, and 25.7% would choose
surgery. The remaining 22.5% did not have an
opinion on the question. In rating treatments for
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Figure 1

Percentage of generalists (+ SE) that reported an unacceptable rating for the different feeding paradigms
associated with treatment.
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Figure 2

Percentage of generalists (+SE) that perceived a good or very good QOL after total laryngectomy or
tracheotomy.
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Figure 3
Percentage of generalists (+ SE) that perceived a good or very good QOL after laser cordectomy (LC),
neck dissection (ND), partial laryngectomy (PL), total laryngectomy (TL), partial glossectomy (PG),

and total glossectomy (TG).

their effects on QOL, physicians thought the best
QOL could be achieved with radiotherapy, then
surgery, and finally chemotherapy (p<0.001;
Figure 4).

In rating chemotherapy, 39.2% of GPs thought
that chemotherapy alone would provide good or
very good QOL, and 55.5% thought chemotherapy
combined with radiotherapy (p<0.0001) would
offer good or very good QOL.

Impact of symptoms on QOL

Pain was considered to have the most important
impact on QOL (Figure 5), followed by breathing
quality, feeding requirements, voice quality, and
physical appearance (p<0.0001). Compared to
Dutch-speakers, French-speakers regarded pain
more important for QOL (p=0.015).

Discussion

This study showed the importance of understanding
how physicians choose which treatments to propose
to the patient. The present results confirmed results
from our previous study.’

General perception of quality of life

All GPs considered that QOL influenced their
choice of treatment. Remarkably, the vast majority
of GPs were ready to risk death to preserve QOL.
This revealed an unanticipated attitude among GPs
faced with the decision of whether to abstain from
therapy, due to associated alterations in QOL. The
convergence of responses towards preserving the
QOL indicated the importance given to QOL.
Most GPs were willing to have an open discussion
with the patient when selecting the treatment. This
opinion showed that it was important to make a
shared decision. Similarly, other studies have
shown that most patients desired to take an active
part in making decisions regarding invasive pro-
cedures;” nevertheless, the majority of patients
reported that the doctor’s opinion was the most
important factor that influenced their decision®.
Taken together, these results implied that the
doctor’s opinion may well lead to a patient choosing
abstention or deflation in favour of preserving
their QOL. Moreover, although it was previously
shown that the overall QOL after treatment was
systematically underestimated by physicians, GPs
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Percentage of generalists (= SE) that perceived a good or very good QOL after chemotherapy, surgery,
or radiotherapy.
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Percentage of generalists (+ SE) that thought the indicated factors had important effects on QOL
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wanted to be involved in making the decision with
the cancer specialist.

Based on our results, it seems clear that doctors
placed more importance on QOL than on survival.
The essential question that arises from these results
is whether this attitude promotes the will and
expectations of the patient when treatment choices
are made. List et al. reported that recovery and
survival were the main objectives of the patient*?,
but the present study suggested that the motivation
of the practitioner appeared to be strikingly different
than that of the patient. It corroborated the notion
that the patient is much more willing than physicians
to undergo severe treatment with multiple side
effects if it offers even minimal improvement in
survival *?

This leads us to the question of whether
therapeutic deflation, proposed by the physician to
improve patient QOL, has an impact sufficient to
reduce the overall chance of survival. In a disturbing
study, Hoffman er al’ showed that, between 1983
and 1999, although survival rates tended to improve
for all types of cancers, there was a tendency
towards worsening prognoses for laryngeal cancer.
The author hypothesized that the main factor that
might explain this discrepancy was the introduction
of organ preservation, which aimed to maintain an
acceptable QOL.

A majority of GPs found the present study
interesting and useful, but they also thought that
they were not sufficiently informed on head and
neck cancer and the resulting changes in QOL.
These practitioners are often the first in line, not
for making the final therapeutic decision, but for
advising, and thus, influencing the patient in the
treatment choice. The patient trusts the opinion of
the GP, probably because, among the team of
doctors involved, this doctor is likely to know the
patient best. Thus, the education of the GP should
be a high priority for cancer professionals. Most
GPs recognized the importance of psychological
support, a role that has been well established.""

Acceptability of symptoms and therapies

For the respondents, the most important symptom
that affected QOL was pain, followed by breathing
quality, feeding requirements, voice quality, and
finally, physical appearance. The majority of
authors that studied the patient perspective have
stressed the importance of pain and its impact on
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QOL*"* Similarly, patients considered breathing
quality to be one of the more important variables
associated with the overall health-related QOL
rating. The third most important variable was the
method of feeding; the impact of nutritional dete-
rioration and deficiencies in nutritional intake are
determinants of QOL"” Among feeding paradigms,
it was surprising that a majority of physicians found
gastrostomy more acceptable than normal intake of
an oral liquid diet, a pureed diet, or a feeding tube.
From the patient’s perspective, the major problems
related to a gastrostomy do not concern physical
distress; rather, they are concerned about the
interference with family life, intimate relationships,
and social activities. However, most physicians do
not see these concerns as problems. For this reason,
some authors propose that it would be better to
avoid gastrostomy whenever possible, not simply
to reduce morbidity, but to accommodate the
patient’s perspective.* In contrast, Bannerman et
al.found that the majority of patients and caregivers
rated gastrostomy positively; they claimed that this
solution was more acceptable than a feeding tube,
probably because it is less visible.” The impact of
xerostomia on QOL is well established.'* However,
our respondents considered a constant salivary
flow through the lips to have a great impact on
QOL (this symptom is rarely described in the litera-
ture). The fourth-ranked variable was the effect of
changes in voice on QOL; this ranking was similar
to that given by patients in previous studies.” A total
laryngectomy was perceived by GPs to result in
a poor QOL, probably due to adverse effects on
the voice. The final variable studied was physical
appearance. According to the physicians, this
would have the least impact on QOL. However, the
facial region is vitally important for self-perception,
interpersonal relationships, and communication."”
Compared to the patients’ point of view described
in the literature,” our GP population seemed to
underestimate the role of physical appearance.

Our results confirmed that the GP’s perception of
how treatment impacts QOL varies with the type of
treatment. Radiotherapy was thought to offer the
best QOL. This probably influenced the choice of
treatment, and therefore, it is an important point to
examine. The most critical case to analyse is that of
advanced laryngeal cancer. This condition requires
a choice between two main treatments: total
laryngectomy or (chemo)-radiotherapy, with the
goal of organ preservation. The Veterans Affairs
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Larynx Preservation Study reported that patients
that underwent radiotherapy retained an intact
larynx and experienced less pain, better mental
health, and less depression than patients that
underwent surgery. There was no change in speech
after either treatment; thus, the better QOL rating
associated with radiotherapy was attributed to the
absence of pain, less depression, and better mental
health, rather than greater function compared to
surgery.” On the other hand, a review of 17
publications that evaluated the impact of organ
preservation on QOL reported inconclusive results
in a comparison between radiotherapy and surgery .
Hanna et al. confirmed that QOL was not sig-
nificantly different after chemo-radiation or total
laryngectomy, although the treatments affected
QOL differently.” The treatments for different oral
or pharyngeal locations also seemed to have
identical impacts on QOL.” Finally, it is interesting
to note that generalists perceived a better QOL after
combined chemo-radiotherapy than after chemo-
therapy alone. Although the importance of side
effects from concomitant treatments have been well
described,” GPs did not appear to be aware of
adverse effects associated with combined treat-
ments.

Conclusion

This study showed that QOL is a very important
consideration for GPs. QOL seemed to greatly in-
fluence decision-making within the medical com-
munity. Thus, generalists were ready to recommend
withholding therapy and risking shorter survival in
favour of preserving the QOL. In contrast, based on
previous studies, patients tend to favour a treatment
that prolongs survival. When given the choice,
practitioners would choose radiotherapy treatment,
and they thought that surgery offered a less
favourable QOL. In the majority of cases, physicians
underestimated the QOL after treatment for these
patients. GPs considered pain to have the greatest
impact on QOL and feeding to have the next-
greatest impact. They felt under-informed about
head and neck cancer and the potential changes in
QOL. Given the central role of the GP in patient
management, it should be considered a high priority
to provide more information to the GP.

The results of this study are expected to incite
reflection and provide the basis for an ethical debate
over questions, such as: Is the goal of treatment
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patient survival, QOL, or both? Furthermore,
should the physician allow the choice of treatment
to be influenced by his own perception of QOL?
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