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Introduction

Cancer has become a health problem for the world community, 
including in Indonesia. Cancer is a disease caused by abnormal 
cell growth. These abnormal cells develop quickly, are out 
of control, and continue to divide. Some cancer risk factors 
include behavior and lifestyle, age over 40 years, hormonal 
imbalances, growth deterioration, and aging.[1]

Cancer in Indonesia ranks sixth as the cause of death, and 
around 800,000 Indonesians develop cancer each year.[2] 
According to the results of the 2013 Basic Health Research, 
the prevalence of cancer in Indonesia is 140 per 100,000 
population, or there are 347,792 cancer patients. The 
highest cancer prevalence is cervical cancer, which is 80 per 
100,000 population, then breast cancer that is 50 per 100,000 
population, and prostate cancer by 20 per 100,000 population.[3]

Cancer patients who came to the hospital were mostly at an 
advanced stage, namely IIB‑IVB as much as 66.4%, stage 
IIB as much as 37.3%, and stage IA‑IIA 28.6%. This delay is 
undoubtedly very detrimental to people with cancer themselves 
because the life expectancy of cancer patients is primarily 

determined by the stage or severity of cancer suffered. This 
condition results in a low life expectancy in cancer patients.[4]

The effects of cancer are not only physical but also psychological, 
social, and spiritual. Physical changes in the body cause 
changes in self‑image, causing feelings of being sad even to 
depression. Cancer also causes a person to feel different and 
have problems in social relationships because of the fear and 
rejection of patients against the disease (Potter and Perry, 2005). 
Psychological health aspects have a vital role in cancer patients. 
This mental health aspect can be helped by social support from 
the environment around the patient and the wider community.[5]

Cancer patients need social support, but sometimes it is not 
fulfilled due to various factors. Social support can come from 
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family, friends, relatives, employers at work, or even support 
from the government. In several research results, the provision 
of social support has a positive impact on the quality of life of 
cancer patients and helps patients to adapt to disease conditions 
to carry out daily life.[6] Social support can be obtained and 
sourced from individuals and the environment around the 
patient. According to the study, sources of social support can 
come from three specific sources, namely family, friends, and 
significant others.[7]

The impact of social support depends on how sufferers 
interpret the social support they receive or what is referred 
to as perceived social support. This is important to know 
because the success of social support depends on how the social 
support recipient interprets the process of how the support has 
a positive impact on patients.[8] However, if people with cancer 
do not obtain social support, this can lead to a decrease in the 
quality of life in these cancer patients. The results of research 
conducted show that social support is essential in improving 
the cancer patient’s quality of life. A person with low social 
support has a lower quality of life compared to sufferers with 
excellent social support.[9] Quality of life includes global 
health status, functional scale, and symptom scale. These three 
indicators can reflect the general quality of life, ability of daily 
activities, and perceived symptoms.[10] Quality of life related 
to health can be interpreted as a response from a sufferer to 
social activities, emotional, work, and relationships between 
families, and feeling happy. There is a match between what is 
expected and the reality obtained, the satisfaction in social and 
emotional activities, as well as the ability to hold socialization 
with others.[11]

Meeting the needs of cancer patients not only in the treatment of 
physical symptoms but also in the fulfillment of psychological 
and social needs is considered necessary in improving the 
quality of life of cancer patients.[12] Cancer patients need social 
support from other people around them to improve the patients’ 
quality of life. Research shows there is optimism in cancer 
patients for recovery that is influenced by social support.[13] 
This means that social support plays a vital role in preventing 
psychological problems experienced by cancer patients. The 
support provided will reduce depression, increase calmness in 
patients, and enthusiasm for recovery.[14]

One of the improvements in quality of life can be fulfilled with 
social support. This becomes an essential role in improving 
the quality of life from various aspects in general, in physical, 
social, environmental, and psychological satisfaction. There 
is adequate social support, which will make them feel the full 
attention of the surrounding environment so that patients will 
be enthusiastic in achieving the desired health.[15]

Palliative care is an approach that aims to improve the quality 
of life of patients so that patients and families can face problems 
related to the disease, treatment, and care. According to World 
Health Organization  (WHO), palliative care improves the 
patients’ quality of life and families facing issues related to 
life‑threatening conditions through the prevention and relief of 

suffering from early identification, careful and careful assessment, 
and management of pain and other symptoms including physical, 
psychosocial issues, and spiritual.[16,17] Palliative care cannot 
only be given when curative measures have stopped but must 
start from establishment diagnosis, continue along with curative 
treatment, until the time of death and postdeath.

Globally, it is realized that the need for palliative care is 
increasing in line with an aging population and high rates of 
chronic and noncommunicable diseases.[16] Various physical, 
psychosocial, and spiritual issues of patients and families 
caused by chronic illness symptoms can be tackled by holistic 
and multidisciplinary care offered by palliative care.[18] 
Indonesia, with an increasingly high rate of HIV infection, and 
also as one of the countries with a high rate of cancer cases in 
Southeast Asia, can benefit from palliative care.[19]

Palliative care can be provided not only at the hospital but 
also at the family and community level. Studies show that the 
quality of life of patients and families can be improved with 
good home care, and most patients prefer to be treated in their 
own homes than in hospitals.[20] With a growing population 
and a limited number of hospitals, both in general in the world 
and Indonesia in particular, being treated at home is the best 
option with significant potential to reach people who need 
health services.

Until now, palliative care services are not provided optimally; 
some are still interrupted by palliative care from the hospital 
to the community. Besides, palliative care is still given 
individually by health workers so that the care provided is 
not integrated.

In line with the challenges of being aware of the need for 
palliative care globally and understanding the vital role of 
nurses in palliative care both in hospitals and in patients’ 
homes, efforts are needed to review and develop research 
palliative care to increase palliative care assistance for health 
workers in West Java.

Literature review
Research in China about the relationship status of social 
support, health insurance and clinical factors with the quality 
of life of Chinese women with breast cancer showed that the 
social support of family members, friends and neighbors are 
high, high income, and treatment with traditional Chinese 
medicine affects significantly to the quality of life of breast 
cancer patients.[21]

The quality of life of cancer patients is also examined by 
a research regarding the quality of life of cancer patients 
undergoing chemotherapy. This research uses qualitative 
methods with a phenomenological approach.[22] The results 
showed that cancer patients undergoing chemotherapy were 
not passionate in his life as long as the effects of chemotherapy 
were still perceived, feeling that it was no longer useful, 
becoming heavily dependent on financial matters with his 
partner, postponing Hopes and ideals to focus on cancer 
treatment and feel the condition better.
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Research about the pattern of the life of breast cancer clients 
in maintaining the quality of his life studied qualitative on 6 
informants in Garut Regency.[6] This research shows that the 
domain appears as a pattern of the life of women who have 
breast cancer in Sundanese culture, namely: (1) The devotion of 
Sundanese Women, (2) the adaptation of breast cancer clients 
in living life, and (3) the meaning of the end of life.

Methodology

This quantitative study used a cross‑sectional approach during 
the 2019 period in several palliative shelters for cancer patients 
around the West Java referral hospital. The shelters were: 
Rumah Teduh, Rumah Singgah Sedekah Rombongan, and 
Rumah Singgah IZI in Bandung city.

Samples were taken using an accidental sampling technique. 
This technique was used due to dynamization (in and out of 
old and new patients at the open house). The results of the data 
collection obtained 93 respondents. Research variables were 
sources of social support consisting of family, friends, and 
others and the cancer patients’ quality of life while data analysis 
using statistical software. Ethical clearance was obtained from 
the Medical Ethics Committee of Universitas Padjadjaran.

Results and Discussion

This research was carried out in several of the following 
palliative shelters: Rumah Teduh, IZI Shelter, and Alms 
Group  Shelter  (Rumah Singgah Sedekah Rombongan), 
Rumah Teduh, established in 2015 in Jalan Sederhana Gang 
Sukalaksana Kelurahan Pasteur, Bandung, consisted of 15 
shelters, each with a capacity of 15–20 people. Rumah Teduh 
shelters have spread across several big cities and regencies, 
such as Bandung City, Bandung Regency, Jakarta, Sukabumi, 
and Cirebon.

The IZI shelter, founded by a foundation called the Zakat 
Initiative, was established as a form for zakat funds distribution 
collected from the Zakat initiative foundation. IZI shelter was 
built in May 2018 and has spread throughout Indonesia, with 
a total of 16 shelters. An IZI shelter can accommodate more 
or less 20–30 patients.

The Alms Group  Shelter located in the Sukajadi area was 
established in 2012. Similar to the IZI shelter, a foundation from 
Yogyakarta built the Alms Group shelter. The capacity of the 
Alms Group Shelter is around 15–20 people. A former patient 
of the shelter devotes himself as a voluntary administrator who 
manages the Alms Group shelter in the Sukajadi area.

The three shelters have relatively the same rules as entry 
requirements such as having a BPJS card either class  III 
independent or government assistance, submitting a personal 
identification file, reference letter/treatment card from 
the Regional Hospital, or RSUP Hasan Sadikin Bandung. 
Generally, patients and families are free of charge while 
staying at Cancer Shelters. The three cancer shelter homes 
are not owned by themselves but rented. The facilities offered 

by the three shelter homes are the same. The shelter manager 
provides mattresses, kitchens, bathrooms, cooking utensils, 
basic foodstuffs that can be processed by the patient’s own 
family, first aid kits, and ambulances to deliver patients for free.

All three are also private shelters, and the average patient 
knows the existence of the shelters from village employees 
who take patients to the RSUP, from fellow patients, or from 
shelter officials who frequently check conditions in the RSUP 
waiting room. However, it is unfortunate; the three shelter 
homes are often overloaded in accommodating patients. So 
the facilities and places provided are inadequate for patients 
and their families who need it.[23]

Based on interviews, patients and families felt much helped 
by the existence of the shelter. Patients who come can save 
their expenses in conducting cancer treatment, which takes a 
long time in terms of residence, daily meals, and transportation 
going back and forth to Bandung from their respective villages.

Those who stay overnight are also happy because they can 
share the joys and sorrows with people who are in a similar 
condition. They can complement each other, give physical and 
mental support also adds to the kinship.

Although sometimes, if the place is full and the patient’s 
condition is not right, this condition makes it a bit uncomfortable. 
But so far, the patients who live in open houses are pleased 
with the availability of similar shelters and hope that there 
are more shelters so that they can help more patients with the 
same conditions as them. Demographic characteristics in this 
study included age, gender, education level, marital status, 
and family income.

Table  1 shows that almost half of the respondents were 
elderly, amounting to 46 respondents (49.5%). Meanwhile, the 
majority of the sexes of the respondents were male totaling 
63 respondents  (67.7%). Viewed from marital status, the 
majority of those married were 63 respondents (67.7%). The 
work status of respondents showed that almost all respondents 
did not have a work of 77 respondents. Family income data 
showed that all respondents had income below the Regional 
Minimum Wages  Upah Minimum Regional (UMR)  in 
Bandung, amounting to 93 respondents (100%). The education 
level of the majority of respondents was a graduate of primary 
education (elementary school and not graduated elementary 
school) totaling 65 respondents (69.9%). The types of cancer 
most of the respondents were high‑risk cancers in women 
totaling 54 respondents (58.1%).

Table 2 shows that 53 respondents (57.0%) had a high level of 
social support. The most high level of social support received 
from the family subscale was 65 respondents (69.9%). Followed 
by another significant subscale of 61 respondents (65.6%), and 
the last is the friend’s subscale, which had a sufficient level of 
almost half the respondents of 49 respondents (52.7%). It did 
not found low social support in all subscales of social support 
received by cancer patients at shelter homes.
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Table  3 shows the relationship between demographic 
factors and social support showed that the demographic 
factors of cancer patients in shelter homes associated with 
the occurrence of significant social support were age and 
marital status (P < 0.05), while other factors were considered 
irrelevant.

Table 4 shows that the demographic factor of cancer patients 
related to the quality of life is the patient’s age (P < 0.05), 
while other factors were considered irrelevant.

Table 5 shows that the social support factor of cancer patients 
related to the quality of life is friend’s support (P < 0.05), while 
other factors were considered irrelevant.

Data obtained from the results of this study indicated that the 
majority of respondents were in the elderly group (49.5%). This 
is in line with cancer risk factors that women over 30 years 
old are more likely to get cancer. This risk will increase until 
the age of 50 years or the elderly.[24] Besides, it found that the 
majority of patients were male (67.7%). This condition was not 
comparable with data from a recent study that cancer occurs 
least in men. Although it generally occurs in the group of 
postmenopausal women, currently, it is found at a very young 
age, such as <25 years.[25,26]

The results of this study also showed that the majority of 
respondents were at the level of primary education (69.9%). 
This is consistent with the results of research conducted by 
Silvia (2015) that the level of education is related to receiving 
information about the early symptoms of cancer experienced by 
someone (Silvia, 2015). The marital status of most respondents 
was married patients  (67.7%). This is in line with a study 
conducted by Moghimi‑Dehkordi et al., which reports that the 
majority of cancer patients are patients with married status.

The respondent’s employment status showed that almost all 
respondents did not have a job with 77 respondents (82.8%). 
Regarding family income, all respondents had an income below 
the UMR in Bandung, amounting to 93 respondents (100%). 
The type of cancer from the majority of respondents was 
high‑risk cancer in women totaling 54 respondents (58.1%).

Social support was sourced from the three sources discussed 
in cancer patients in the shelter homes; most were in the high 
category amounting to 53 respondents (57.0%). The majority 
of social support received by cancer patients came from 
families (69.9%). These results indicated that the social support 
received by most cancer patients was fulfilled. If social support 
was not met in cancer patients, the adverse effects that would 
occur could cause psychological disorders in cancer patients, 
and the patient’s treatment process. Furthermore, if the social 
support of cancer patients were not fulfilled, it would also have 
an impact on their quality of life.[9]

Social support for cancer patients in open houses showed that 
37 respondents  (39.8%) were in a sufficient category. This 
result needs to get more attention, especially in patients who 
do not have a family who accompanied him during treatment. 
Therefore it is necessary to socialize to the manager to pay 
more attention so that social support and social interaction 
with patients can meet appropriately. This can prevent stress 
and can improve individual mentality directly.[27]

Social support for cancer patients in the low category was three 
respondents (3.2%). This could be interpreted as the existence 

Table 1: Frequency distribution of demographic 
characteristics of cancer patients in the shelter home 
(n=93)

Frequency (%)
Age

Teenager 11 (11.8)
Adult 36 (38.7)
Elderly 46 (49.5)

Gender
Female 30 (32.3)
Male 63 (67.7)

Marital status
Married 63 (67.7)
Single 10 (10.8)
Widow/widower 20 (21.5)

Occupation
Work 16 (17.2)
Does not work 77 (82.8)

Income
<3,000,000 93 (100)
>3,000,001 0

Education
Primary education 65 (69.9)
Middle education 27 (29.0)
Higher education 1 (1.1)

Type of cancer
High‑risk cancer in women 54 (58.1)
Other types of cancer 39 (41.9)

Table 2: Frequency distribution of overall social support 
and based on cancer patient subscale at shelter homes 
(n=93)

Frequency (%)
Overall social support

High 53 (57.0)
Enough 37 (39.8)
Low 3 (3.2)

Family support
High 65 (69.9)
Enough 27 (29.0)
Low 1 (1.1)

Friend’s support
High 33 (35.5)
Enough 49 (52.7)
Low 11 (11.8)

Significant others support
High 61 (65.6)
Enough 26 (28.0)
Low 6 (6.5)
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of patients with low social support because not all patients who 
are at shelter homes were included in this study. Interactions 
and activities that can improve social relations between patients 
and the patient’s family need to be performed so that patients 
feel cared for, as social support can be obtained not only from 
families but also from spouses, friends, social contacts, and 
the surrounding community.[28]

Sources of the social support used in this study were family, 
friends, and significant other. Data showed that social support 
sourced from family was the highest category totaling 65 
respondents (69.9%). This is in line with the study of Hakim, 
which states that social support from families in cancer patients 
is an essential thing in dealing with stress and psychological 
disorders and can improve the quality of life experienced by 
cancer patients.[29]

In other sources of social support that were significant other 
sources showed the high category of 61 respondents (65.6%). 
Another significant source could be interpreted as a source of 
special people in the patient’s environment who could make 
patients feel comfortable and valued. Meanwhile, at the final 
source, that is, friend’s support showed a high category of 
33 respondents (35.5%). This showed that the bond between 
patients at the Shelter Home showed interactions that supported 
each other, especially the relationship between patients. 
Emotional support and appreciation were much felt among 
fellow patients at the Shelter Home.Hence, mutually supporting 
each other makes patients feel comfortable and valued.[5]

In this study, the results obtained from the quality of life of 
cancer patients at the Rumah Singgah included in 3 significant 
aspects, namely global health status, functional scale consisting 
of physical function, role function, emotional function, 
cognitive function and social function and scale of symptoms 
consisting of fatigue, nausea and vomiting, pain, difficulty 
breathing, insomnia, loss of appetite, constipation, diarrhea, 
and financial difficulties. From these three aspects, back to 
2 categories, namely high and low categories following the 
opinions of the respondents themselves based on the three 
points discussed earlier.

The global health status showed that the average cancer patient 
at Rumah Singgah stated that their global health status was 
classified as high quality of life (54.8%). This condition could 
occur because most patients were in the final stage of treatment 
so that most patients were able to adapt to the side effects that 
arose since the first treatment. The treatment process can affect 
the health status of patients because there are some side effects 
experienced by the treatment process.[30]

On a functional scale, social functions showed good averages 
for all respondents. This result was obtained due to the place 
setting; a shelter home could be a suggestion for cancer patients 
to fulfill their social functions. Moreover, care for fellow 
patients increased because patients provided mutual support 
and input in overcoming problems faced by fellow patients. 
This needs to be maintained or even improved, considering 
that social function is essential in improving the quality of life 
in cancer patients who are likely to experience stress and other 
disorders.[9] While the lowest functional scale was obtained in 
the role and cognitive function, this occurred because most of 
the patients claimed that they could no longer carry out their 
role in the community because of their illness. Besides, most 
respondents were women. They claimed that they could not 
carry out their role as mothers to take full care of their children.

Table 5: Relationship between social support and cancer 
patients’ quality of life at the shelter home  (n=93)

Quality of life, frequency (%) P

Low High
Social support

High 25 (47.2) 28 (52.8) 0.856
Enough 16 (43.2) 21 (56.8)
Low 1 (33.3) 2 (66.7)

Family support
High 29 (44.6) 36 (55.4) 0.629
Enough 13 (48.1) 14 (51.9)
Low 0 1 (100)

Friend’s support
High 22 (66.7) 11 (33.3) 0.002
Enough 14 (28.6) 35 (71.4)
Low 6 (54.5) 5 (45.5)

Significant other’s support
High 27 (44.3) 34 (55.7) 0.957
Enough 12 (46.2) 14 (53.8)
Low 3 (50.0) 3 (50.0)

Table 4: Relationships between demographic factors and 
cancer patients’ quality of life at shelter homes (n=93)

Quality of life, frequency (%) P

Low High
Age

Teenager 3 (27.3) 8 (72.7) 0.041
Adult 22 (61.1) 14 (38.9)
Elderly 17 (37.0) 29 (63.0)

Gender
Female 32 (50.8) 31 (49.2) 0.114
Male 10 (33.3) 20 (66.7)

Marital status
Married 29 (46.0) 34 (54.0) 0.567
Single 3 (30.0) 7 (70.0)
Widow/widower 10 (50.0) 10 (50.0)

Occupation
Work 4 (25.0) 12 (75.0) 0.075
Does not work 38 (49.4) 39 (50.6)

Education
Primary education 27 (41.5) 38 (58.5) 0.309
Middle education 15 (55.6) 12 (44.4)
Higher education 0 1 (100)

Type of cancer
High‑risk cancer in women 25 (46.3) 29 (53.7) 0.796
Other type of cancer 17 (43.6) 22 (56.4)
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For the scale of symptoms, most often felt by most respondents 
were fatigue, pain, and insomnia. This was because most 
patients were still undergoing treatment and were required 
to visit the hospital relatively often. Cancer diagnosis and 
treatment often cause physical side effects, such as fatigue 
and pain. The incidence of pain could result in patients having 
difficulty sleeping and resting, which caused high insomnia 
in respondents. They found it difficult to sleep because they 
were not comfortable with the pain felt.

Furthermore, another thing that is most often found in 
most respondents was financial difficulties, which was 
due to the low incomes of all respondents. Based on the 
data obtained, all respondents had an income below the 
minimum wage  (100%). This made financial difficulties 
very often found in the majority of respondents. Most of 
the respondents were users of BPJS healthcare costs to 
finance the treatment process they were undergoing. This 
is in line with research conducted by Shankaran, et  al., 
on colon cancer patients who were experiencing financial 
difficulties despite having health insurance because patients 
became unproductive to work to earn for the family.[31] The 
results of this study indicated that the demographic factors 
of cancer patients in Rumah Singgah that were associated 
with the occurrence of other significant social support were 
age and marital status (P < 0.05).

The results of this study found that the demographic factor 
of cancer patients related to the quality of life was the age of 
the patient (P < 0.05) with the elderly. This is confirmed by 
WHO (2004), in addition to gender, occupation, education, 
type of therapy undertaken, stage, and social function, age 
also affects the quality of life of people with breast cancer.[32] 
Besides, it is also in line with Sasmita, study, which states 
that there is a significant relationship between age, education, 
marital status, staging, and family support with the quality of 
life of breast cancer patients.[33]

The results of this study differ from studies conducted 
by  Moghimi et al., (2008) that among demographic factors 
such as age, education, and marital status have no significant 
relationship with quality of life, only employment status is 
related to the quality of life.[34] This is in line with research that 
age and education level do not have a significant relationship 
with the quality of life of climacteric women but differ from 
work status and parity, which have a significant relationship 
with the quality of life of climacteric women.[35]

The results of this study indicated that the social support factor 
of cancer patients related to the quality of life was friend’s 
support  (P  <  0.05). Manning‑Walsh study reinforces that 
social support from friends and family can help reduce the 
adverse effects of symptoms of quality of life.[36] In addition, 
the study results in China confirm that support from friends 
and neighbors improves the quality of life of patients.[21]

The study limitation indicated that cross‑sectional design 
cannot explain the dynamics of patients. The next study 

would be more comprehensive by the explanation of patients’ 
dynamics using the panel method.

Conclusions

The most significant relationship is friend support by 
improving the quality of life. Nevertheless, full family support 
from univariate data is also a necessity in improving the 
quality of life of cancer patients. However, there are records 
that many patients experience problems in health insurance, 
so that this factor will affect the quality of life of patients and 
their families. This shows the importance of social support in 
improving the quality of life of cancer patients. Furthermore, 
support for policy and quality development in some palliative 
shelters, which so far has been more developed by private 
organizations and institutions.
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